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ABSTRACT 

The current study aimed at analyzing social inclusion of Person with Disabilities 

(PWDs) in context of human rights based approach. The main objective of the research 

was to determine how acces to legal and institutional rights and participation in cultural 

activities influence social inclusion of PWDs. To obtain the study objectives data was 

collected from a sample of 488 PWDs (284 male and 204 female) in the selected 06 Union 

Councils of District Malakand, Khyber Pukhtunkhwa. The respondents were selected 

through multistage stratified random sampling. At bi and multivariate level analyses, chi 

square test and Kendall’s Tb test statistics were used to test the relationship between group 

variables (ignorance to law, denial of basic human rights, self-determination, access to 

adequate health service, access to education, access to employment opportunities, 

participation in decision making, participation in cultural life and accessibility to mobility 

and transport services) and social inclusion of PWDs. Gender, family type, family monthly 

income, literacy status and level of disability were used as control variables at multivariate 

level. 

Ignorance to law and denial of basic human rights reduced social inclusion in male 

to a higher extent than female. Moreover, self-determination, access to adequate health 

services, access to education, access to employment opportunities and participation in 

decision making enhanced social inclusion in male than female. In addition, participation 

in cultural life improved social inclusion to a great extent in female PWDs than male. 

However, inclusionary effects of access to mobility and transport services were of 

universal occurrence irrespective of gender of PWDs. Ignorance to law reduced likelihood 

of social inclusion of PWDs to a great extent in PWDs from nuclear family than joint 

family. Moreover, self-determination, access to education, participation in decision making 

and participation in cultural life improved social inclusion of PWDs, especially those who 

belong to joint family as compared to nuclear family. In addition, access to adequate health 
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services and access to employment opportunities enhanced the social inclusion of PWDs 

from nuclear family than those from joint family. However, denial of basic human rights 

and access to mobility and transport services was a universal significant in influencing 

social inclusion of PWDs irrespective of their family type.Ignorance to law reduced social 

inclusion of illiterate PWDs to a great extent than literate. Moreover, self-determination, 

access to adequate health services, access to employment opportunities and participation in 

decision making enhanced social inclusion of literate PWDs at a higher rate than illiterate. 

However, literacy status did not explain social inclusion of PWDs due to access to 

education, participation in cultural life and access to mobility and transport services.Denial 

of basic human rights reduced social inclusion of PWDs from low monthly family income 

group (below PRs 16,500) than high monthly family income group (PRs 16,500 and 

above). Furthermore, access to adequate health services more positively influenced social 

inclusion of PWDs from family income group (below PRs 16,500) as compared to  high 

income groups (PRs 16,500 and above). In addition, self-determination and access to 

education improved the social inclusion of PWDs from high family monthly income (PRs 

16,500 and above) to a greater extent than those from low family income group (below 

PRs 16,500). However, ignorance to law, access to employment opportunities, 

participation in decision making, participation in cultural life and access to mobility and 

transport services was universal feature to explain social inclusion of PWDs irrespective of 

their monthly family income. Ignorance to law reduced social inclusion of PWDs having 

moderate disability at a higher rate than those with severe disability. Moreover, self-

determination and participation in decision making improved social inclusion of PWDs 

with moderate disability to a greater extent than those with severe disability. Furthermore, 

access to adequate health services, access to education, access to employment 

opportunities, participation in cultural life and access to mobility and transport services 

enhanced social inclusion of PWDs with severe disability at a higher rate than those with 

moderate disability. However, level of disability did not explain social inclusion of PWDs 

due to denial of basic human rights. The logistic regression model based on its calculated 

coefficients explained that; social inclusion of PWDs is more likely to occur when PWDs 

are married (EXP B = 1.658), have high family monthly income (EXP B = 2.907), self-

determined (EXP B = 1.457), have better access to employment opportunities (EXP B = 

3.738) and participate in cultural life (EXP B = 2.175). In contrary, ignorance to law and 

change in family from joint to nuclear family reduced the likelihood of social inclusion of 

PWDs (EXP B = -3.022) and (EXP B = -0.995) respectively. 
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The study suggests policy interventions to protect basic human rights of PWDs 

through creating awareness with respect to legal rights of PWDs at all levels, grooming 

their power of self-determination and decision making at family and institutional levels, 

mobilizing government and private resources to provide PWDs with better educational, 

health and transport facilities, assuring minimum household income through skill 

enhancement and employment opportunities for PWDs, taking care of physical, 

psychological, social and recreational needs of PWDs at household, community and 

institutional levels. These policy interventions will have an overall effect on better social 

inclusion of PWDs.  
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I. INTRODUCTION 

1.1 Background 

Economic wellbeing has been considered as an important, and some time sole, contributor 

in molding the overall human life. Therefore, all past efforts for improving human life is 

centered around the issue of economic growth and increase in income only. However, 

economic way of thinking to solve the human miseries failed to cater for multifaceted and 

complex nature of disadvantages that shape human miseries. Hence, need for a new 

approach was felt that should take into consideration, besides economic deprivation, the 

factors of health, secure life, education and participation in culture/social life and enable 

human to lead a dignified life without discrimination. This holistic approach is better 

explained by the term social inclusion (Marmot et al., 2008; Holden et al., 2017; 

Sakellariou and Rotarou, 2017; and Watson et al., 2018). The term “social inclusion”, 

don’t rely on the static economic factors of deprivation, like income and employment only, 

rather it refers to the dynamic process to solve the overall condition of disadvantage in 

specific economic and social context. Catering for social inclusion through these factors 

are meant to increase overall human prosperity for dignified and prosperous human life 

(Neves-Silva et al., 2015; and Opoku et al., 2016).  

 Social inclusion is like an effort to liberate the deprived segment of society from 

socio-economic and political factors that are compelling to exclude these segments from 

mainstream society. Thus, inclusion emphasizes on efforts like income improvement, 

provision of employment opportunities, educational accomplishment and access to life 

facilities so as to ensure the mainstreaming of marginalized groups.  The efforts are not 

just on provision of these facilities rather social inclusion is meant for equal access of all 

segments of society to basic services, goods and other associated facilities available at 

community level. It also involves encouragement of isolated segment of society for 

development of such competencies to leads successful, descent and healthy life and 

effectively communicates and participates in public and community life. It is an 

opportunity to unite the societal member for societal prosperity. It also enables to liberate 
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the excluded people and groups from deep disadvantages and reduce polarity in the society 

due to inequality (Scruggs and Mastropieri, 1996; and Trani and Loeb, 2012). 

 The social inclusion process takes care of all the individual and groups that are 

either unable to participate in social life or shut out by the society not to participate 

through their denial. The inability on part of individual includes their physical, 

psychological and mental incapability’s to participate in the mainstream society. Person 

with disabilities are those who are more likely to be shut out by the society and are 

discriminately treated with respect to their social relations, participation in physical and 

customary activities and are sometime unable to make decisions about their private life. In 

this way fissure is created among physically fit and physically disabled people that lead to 

societal disintegration (Westfall, 2010; Groce et al., 2011; Aldersey et al., 2017; and 

Opoku et al., 2017a). This inequality-based polarization threatens social disorder which 

compels the policy makers for taking economic political and societal measures to 

reintegrate the excluded people in mainstream society (Le Boutillier and Croucher, 2010; 

and Higashida, 2017).  

In light of above discussion, the term social inclusion is defined as; 

“Having the opportunities and resources to participate fully in economic, social 

and cultural life and to enjoy a standard of wellbeing that is considered normal in 

the society in which we live” (Commission of the European Communities, 2000). 

 During the social inclusion process efforts are made to pay special attention to 

those who are marginalized and excluded on multiple grounds. Person with disabilities are 

always believed to be one such deserving group that should be taken care of on priority 

basis for social inclusion as they face additional share of challenges than a normal person 

do (Armstrong and Barton, 1999). The issue of social inclusion of a person with 

disabilities is gaining moral and political momentum all over the world (Lee, 2003) and is 

believed more like a human right issue (Quinn and Degener, 2002). 
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1.2  International Policies on inclusion of Person with Disabilities 

The term “disability” and its definition have remained controversial from its 

inception (Le Clair 2011 and Kiuppis, 2013). In past versions international organization 

like United Nations and its sub organization (WHO, UNICEF), believed disability as an 

individual’s personal tragedy and therefore people with disabilities were main focus in the 

disability rehabilitation process (Barnes and mercer, 2005; United Nations, 2006; and 

UNICEF, 2016). During these early years, some basic developments were made in 

understanding and working for disabilities. These included framing the UN Decade of 

Disabled Person (1983-1992) and publication of the Standardized Rules on the 

Equalization of Opportunities for Person with Disabilities (United Nations, 1993).  

 United States of America (USA), the United Kingdom (UK) and Canada pioneered 

and updated the disability studies during 1980s. UK took lead in changing this 

conventional model of disability and presented “social model” which didn’t attribute 

disability to individuals rather consider it as societal imposition on people who are 

physically impaired (Finkelstein, 1996). The model emphasizes on understanding the 

societal context for better understanding of disability. The physical and psychological 

barriers imposed by society, under their perspective, are of greater importance to 

understand the disability in its true spirit. The social model is more like a dynamic 

approach to understand disability in terms of social, political, cultural, and economic 

factors besides biological and physical handicapdness (Kiuppis and Soorenian, 2017). 

 Meanwhile, a right based approach was introduced to take physical disability some 

common elements emphasized by the rights-based approach to define disability include the 

presence of impairment (internal and external limitation/barriers that hinder full and equal 

participation), abilities of the person with disabilities, lack of access to opportunities due to 

environmental barriers and negative perceptions and attitude of society. In this context the 

disability results from interaction between persons with impairments and attitudinal and 

environmental barriers (WHO, 2011). Therefore, disability is a state of human physical, 

psychological and mental condition that poses difficulties in normal human function (Zola, 

1989; Ferguson, 2001; and Mishra and Gupta, 2006). It is an interaction between society, 

environment and persons (Francescuitt et al., 2011).  
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The United Nations play the role of flag bearer in advancing human rights for the 

persons with disabilities. The Universal Declaration of Human Rights (UN, 1948a) 

provided founding principles of equality for all persons including PWDs under its article-

25. Under this agenda the United Nations (UN) assisted governments to prevent disabilities 

and provided traditional rehabilitation services to PWDs during 1950s. However, soon it 

was felt that these provisions were insufficient to protect PWDs and make them productive 

members of society. Meanwhile, during 1960 and 1970s the movement for disability rights 

led the UN to alter its approach and focus on integration of PWDs into society along with 

their physical wellbeing. This philosophy was expressed in the Declaration on the Rights 

of Mentally Retarded Persons 1971 (UN, 1976), the declaration on the rights of disabled 

persons 1975 (UN, 1975a) and world programme of action (WPA, 1982) concerning 

disabled persons (UN General Assembly, 1982). These were the first policy instruments 

specifically for PWDs and were based on medical and charity models of disabilities. Due 

to limited focus, these documents were soon outdated (Oliver, 1983).  

 The human rights-based approaches took hold of all international approaches for 

rehabilitation of PWDs during 1980s. Under this approach some symbolic and 

instrumental initiatives were taken to integrate PWDs into the society and involve them in 

decisions related to their development (UN, 1992). Meanwhile, Standard Rules on the 

Equalization of Opportunities for PWDs (1994) were formulated that served as blue print 

for policy making with respect to PWDs and provided basis for technical and economic 

cooperation among states (UN, 1994).  

 Adoption of United Nation Convention on the Rights of Persons with Disabilities 

during December 13, 2006, and its entering in to force on May 3, 2008 was a milestone to 

adopt a comprehensive approach that would promote the dignity of those persons with 

disabilities in meaningfully concrete ways (UNMAS, 2012; Hinckley, 2010; and UN, ud).  

Meanwhile, the Millennium Development Goals Framework (MDGs) developed during 

2000 was found flawed because of ignoring PWDs for their inclusion (Groce, 2004; and 

UN MDGS, 2015). Therefore, the MDGs framework was soon replaced with Sustainable 

Development Goals (SDGs) framework during 2012 that took care of multiple and 

complex challenges faced by PWDs with reference to their education, health, employment 



5 

opportunities, self-determination, participation in decision making, participation in culture, 

recreation, leisure and sports, and access to mobility and transport services (UNDP, 2012).  

1.3  National policies and programs for the welfare of PWDs  

 In response to the United Nations international year of disability 1981 the 

government of Pakistan initiated its first constitutional efforts to specifically deal 

disability. Under this initiative the disabled persons employment and Rehabilitation 

ordinance 1981 was promulgated to promote equal working rights, focusing on 

employment, rehabilitation and welfare of disabled person. A quota of one percent 

employments was fixed for PWDs (ILO, 1981). A fund was established for providing 

financial support, physical rehabilitation, training and education of disabled persons. This 

law, however, was far from achieving its goal (ILO, 1981; GOP, 2002; and Mughees et al., 

2011).  

 Later on, a welfare fund with nomenclature of “Bait-ul-Mal” was established under 

Pakistan Bait-ul-Mal Act, 1992 to provide financial support to PWDs and marginalized 

group for their educational, health and other social needs (GOP, 1992). Furthermore, a 

comprehensive policy exclusively for disabled persons “National Policy for PWDs” was 

formulated in 2002 for inclusive and comprehensive planning and enforcement of 1981 

legislations while involving the government sectors, Non-Governmental Organizations 

(NGOs) and PWDs representatives. The guiding principles outlined in the policy are 

supposed to ensure protection of PWDs rights in term of medical and rehabilitation 

services, education, employment and social participation (GOP, 2002; WHO, 2008; and 

Mughees et al., 2011).  

 The road map for implementation of national policy for Person with Disabilities 

was sketched under National Plan of Action (NPA) 2006 while focusing on short and long 

term measures. The NPA emphasized integration of intervention with the philosophy for 

improvement of access, inclusion and equalization of opportunities for PWDs. The short-

term measures focus on rehabilitation, employment, education and legislative support to 

PWDs besides boosting of public opinion and enhancing NGOs role for social inclusion of 

PWDs. The long-term objectives of NPA focus on creation of barriers free environment for 
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PWDs in all public, private and commercial buildings and public places and revision of 

construction bylaws (GOP, 2006; Mughees et al., 2011; WHO, 2011; and British council, 

2014). Once again, the goals could not be achieved due to devolution of power and 

departments to provinces (WHO, 2012; and British council, 2014).  

 The special citizen act 2008 was instrumental legislation and intervention that 

provided the accessibility to disabled citizens at public places, allocated them seats in 

public transport, facilitated their mobility in building and infrastructures to improve their 

accessibility. Under this act the road and traffic laws were amended in favor of PWDs 

(GOP, 2008; and Mughees et al., 2011). In continuation to this act a Special Citizens 

(Right to Concessions in Movement) Act was framed in 2009 to provide concessional rates 

to PWDs in public and private transport (GOP, 2009). In the meanwhile, Pakistan signed 

the CRDP on Sep 28, 2008 and formally ratified it on July 5, 2011 (UN, ud) for which 

social welfare department was assigned the responsibilities of implementation agency. 

 The 18th constitutional amendments lead to devolution of legislative power from 

federal government to provincial governments. The disabled rehabilitation and 

employment ordinance 1981 was adopted by Khyber Pakhtunkhwa assembly through a 

resolution passed on September 10, 2012 and enforced on 17 September 2012 (GOKP, 

2012). In addition, the government of Khyber Pakhtunkhwa emphasized on inclusion of 

PWDs in national development through innovative skill development programs under the 

Khyber Pakhtunkhwa Deserving Widows and Special Persons Welfare Foundation Act, 

2014. Under this act a foundation was to be created to generate resources for welfare of 

PWDs and widows (GOKP, 2014).  

 Despite of the long history of policy and reforms for inclusion of PWDs and 

adoption of CRPD as a blue print for right based approach to mainstream PWDs, many 

agree that little has changed in accordance with the CRPD framework and millions of 

PWDs remain excluded from health care, rehabilitation and social participation. 

 To summarize, originally, the disability, at the global and national level, was seen 

from medical point of view only where the physical incapabilities that limited performance 
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of certain duties were the criteria for defining it. This understating of disability changed 

during 1970s when the disability was explained in close relationship with personal factors, 

physical environment and general attitude of the society where they lived (Eide and loed, 

2006). The most recent explanation given by WHO (2001) focuse on limitation of PWDs 

in performing activities and social participation. 

1.4  State of Social Inclusion of PWDs at Global, National and Regional Levels 

 Rehabilitation of PWDs is the problem faced by both developed and developing 

nations. However, the developing nations are shouldering the greater share of this problem. 

The United Nations took notice of this problem when United Nations (UN) sectary general 

highlighted the issue in 1984 by stating that 20-25 percent people of the population of 

developing countries were affected by disability. The report also stated that 350-500 

million of Persons with Disabilities (PWDs) lived in areas with inappropriate and 

insufficient services required for these persons (UN, 1984). Population of PWDs jumped 

from 10 percent to 15 percent of world’s population during the period of 1970 to 2010 

(WHO report, 2011). Another UN report (UN, 2007) estimated that 20 percent of the world 

poorest were those people with disabilities. To the dismay 65 percent of the total global 

population with disability (650 million people) lived in Asia pacific region equating to 1 in 

every 6 persons (UN, 2012; WHO, 2011; and WHO, 2006).  

 Number of PWDs in Pakistan fluctuated to a greater extent because of changes in 

criteria for defining and selecting PWDs, and the sample size fixed for various census and 

surveys. The 1961 census selected PWDs on the criteria of complete blindness, deaf, dumb 

and crippled. According to this census 0.34 percent population was ranked as disable. The 

proportion of PWDs jumped to 2.08 percent of the total population in 1973 housing, 

economic and demographic survey (1973). 1981 census of Pakistan counted mentally 

retarded persons only as disabled, hence, the proportion of PWDs dropped to 0.54 percent. 

During 1984-1985 a comprehensive national survey of disabled person was conducted. 

According to this survey 4.9 percent of national population was physically or mentally 

disabled. The 1998 census reported 2.54 percent (3.3 million) of the nation population has 

some form of mental and physical disability with Sindh leading at 3.05 percent, followed 
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by Punjab (2.8 percent), Baluchistan (2.32 percent) and Khyber Pakhtunkhwa (2.21 

percent) respectively. A sharp decline of 80 percent in total population of PWDs during 

1998 to 2017 was recorded in 2017 census report, according to which only 0.48 percent of 

the national population was ranked as disabled (The express tribunal, 2018; and Gulf 

News, 2017).  

 The major universal causes of disability (world over) included heredity, birth 

defects, lack of care during pregnancy and child birth, unhealthy housing, disasters, 

unawareness of health services, hygiene and sanitation problem, fetal diseases, 

malnutrition, accidents, sports, drugs, alcohol, psychological stresses and unhealthy life 

style (Stace, 1986; Krishna et al., 2000; Sultan and Mamdani, 2006; and Eide et al., 2016). 

Although, the above mentioned factors are universal in causing disability, these causes 

vary according to different age and gender groups to initiate disability. Moreover, some 

types of disability are regional on its origin and are specific to certain personality groups 

e.g. men are more prone to fetal illnesses that are life threaten whereas illness in women 

are mostly causing physical limitation in them (Mutt et al., 1996).  

 Disability in itself is a cause to multiple disadvantages. In developing countries 98 

percent of disabled children did not attend school, 30 percent of the world street children 

are disabled and only 3 percent of the world’s disabled persons are literate, to the dismay, 

only 1 percent PWDs are literate women (UN, 2017). The multiple disadvantaged groups 

of disabled people are marginalized by the society and are pushed to the darkness of social 

exclusion (UN, 2007). Inappropriate policies, standards and strategies for social inclusion 

of PWDs are the major inclusion barriers faced by disable persons (Australian Bureau of 

Statistics, 2004). In addition societal prejudices in term of attitude and beliefs restrain the 

disabled persons from getting education, employment, health facilities etc. and their social 

participation. These attitudes are framed at individual, group and its societal levels to 

develop a dominant belief about non-productiveness and ineffectiveness about PWDs. As a 

result, this group faces problems in getting access to righteous facilities like education and 

employment and is unable to adjust in the mainstream society as the society shut them out 

(WHO, 2011).  
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 While willing to be productive members of the society and seeking recognition, 

people with disabilities face obstacles that put them at a disadvantage in attaining this goal. 

In order to address these obstacles and also in recognition of the fact that the universal 

declaration of Human Rights did not adequately protect the rights of PWDs, the United 

Nations promulgated a convention on the right of person with disabilities. Accordingly, 

disability rights were not based on enjoyment in specific areas, rather PWDs were entitled 

to equal human rights that everyone has without being discriminated because of their 

incapability to perform certain duties in addition to some specific concessions to them 

(Quinn et al., 2012). 

 The developed nations immediately responded to the call of United Nations 

Convention on the Right of Persons with Disabilities and initiated policies and established 

institutions for providing services to people with disabilities. However, these initiatives 

could not fully overcome the miseries of PWDs. It was noticed that there were several 

problem with service delivery from rehabilitation organizations established for PWDs 

which included poor coordination of services, insufficient funds/finances, incompetent and 

inadequacy staff and accessibility and inadequacy of services for persons with disabilities 

(Trevor, 2005; and Chumacero, 2005). Beside structural obstructions, the personality traits 

also hindered mainstreaming of PWDs in normal society. These traits included their low 

interest in participation and actualization of existing facilities for their facilitation 

(Botswana Central Statistics Office, 2005; General population census of Cambodia 2008; 

and WHO report, 2011). Furthermore, negligence in consulting people with disabilities 

during policy making and implementation process resulted in development of such designs 

that were least owned by disabled persons and were short of achieving the desired goals of 

inclusion of PWDs (WHO, 2011). 

 Pakistan still follow the conventional understanding of PWDs as it defines a PWDs, 

under 1981 ordinance as PWDs are persons “who on account of injury, disease or 

congenital deformity, is handicapped for undertaking any gainful profession or 

employment in order to earn his livelihood, and includes a person who is blind, deaf, 

physically handicapped or mentally retarded” (GOP, 1981). In the same way the 

government follow the conventional charity model for the welfare of PWDs as the Khyber 
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Pakhtunkhwa Deserving Widows and Special Persons Welfare Foundation Act, 2014 

explains that the “deserving special person” means a person declared special person by an 

authorized medical board and eligible for charity, endowment, dole or any assistance for 

food, shelter, health, training, small business, education and permanent rehabilitation etc. 

(GOKP, 2014). 

 The state of human rights of PWDs and their empowerment in taking control of 

their life events and needs has been partially tracked in Pakistan under righs based 

approach. Major focus of disability research was on limitations arising of impairments 

instead of barriers within society that prevent PWD’s inclusion (Fennell and Khaliq, 2011). 

These societal barriers posed to social inclusion, howevr, are comprehensively explained 

under human rights based model presented by Handicap International and CBM (2008). 

Vaious domains of the model incude ignorance to laws, denial of basic human rights, 

limited access to adequate health service, limited access to education, limited access to 

employment opportunities, no opportunities for self-determination, limited participation in 

decision making and exclusion from social activities (Handicap International and CBM, 

2008). Due to oversighting these important societl barriers in disability research, the most 

significant reasons of failure in leading a dignified life among PWDs remained hidden 

(CARE, 2000; DFID, 2000; and Robinson, 2001).  

1.5  Justification of the study 

 People with disabilities are ranked low in socio-economic and political statuses the 

world over. However, deprivation and exclusion of PWDs is specifically high in low 

income and developing countries like Pakistan. For enabling social inclusion of these 

people in mainstream society, various approaches have been adopted in different parts of 

the world. These approaches include Charity, Medical, Social and Rights Based 

Approach’s. The rights based approach, the latest of all approaches, is based on United 

Nations Convention on the Rights of Person With Disabilities which emphasize on 

provision of same rights to PWD s as a normal person enjoy with specific reference to 

basic human rights, including self-determination, participation in decision making, culture 

life, access to health, education and employment, and access to mobility and transport 
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services. The importance of right based approach for social inclusion of PWDs is also 

reflected in 2030 agenda for sustainable development, so as to ensure their participation 

and recognition as active contributing member of the society besides protecting them 

against any discrimination.  

 Currently 0.997 million population of Pakistan are disabled and the number is 

expected to increase overtime as the population ages increases. To the dismay, most of the 

national developmental agendas have neglected or forgotten the concept of disability in 

developmental goals except considering PWDs as receptionist of charity and welfare 

services. The fate of PWDs, under past national developmental agendas, was put in the 

hands of charitable organizations, professional experts, particularly doctors, rehabilitation 

and social care staff. This service delivery approach was changed to Right Based Approach 

by the late of 1990s so as to enable PWDs to exercise their civil, political, social, 

economic, and culture rights on equal basis with others. The rights based approach is 

aimed at promoting, protecting and ensuring the full and equal enjoyment of all human 

rights and fundamental freedoms by PWDs under the national legal cover. This approach 

tries to overcome exclusion and inequality at institutional, attitudinal, physical, legal and 

communication levels. The current study is, therefore, designed to assess the state of 

various dimensions of rights based approach with respect to PWDs (Denial of basic human 

rights, Ignorance of law, self-determination, participation in decision making and cultural 

life, and access to education, health, employment, mobility and transport services) and its 

effectiveness in social inclusion of person with disabilities into the mainstream society.  

The major research questions catered for by this study include; 

1.6  Research Questions 

1. Whether ignorance to laws is negatively associated with social inclusion of PWDs? 

2. To what extent denial of basic human rights is affecting social inclusion of PWDs? 

3. Whether social inclusion is positively related to self-determination of PWDs? 

4. How the access to adequate health and educational service is contributing to the social 

inclusion of PWDs? 
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5. Whether access to employment opportunities is positively associated with social 

inclusion of PWDs? 

6. What is the extent of social inclusion of PWDs with respect to their participation in 

cultural life and decision making? 

7. How access to mobility and transport facilities shape the social inclusion of PWDs.  

In light of above research questions, the current research study preceded with the following 

research objectives. 

1.7  Objective of the study 

 To know about the demographic characteristics of the study respondents. 

 To examine the state of prevailing legal, institutional rights and participation in 

cultural practices with respect to PWDs in the study area.  

 To assess the prevailing state of social inclusion of PWDs in the study area.  

 To measure the association between access to legal, institutional rights and 

participation in cultural practices with social inclusion of PWDs.  

 To suggest policy recommendations based on the findings of the study.  

1.8  Chapter Summary 

 People with disabilities are the most disadvantage group the worldover. State of 

Pakistani PWDs is not in exception, where almost one million populations are disabled. 

PWDs in Pakistan are consider is mere recipitionist of charity and welfare services and, 

therefore, the national policy is lacking in holistic social inclusion of PWDs with respect to 

their basic human rights. A through understanding is therefore needed to determine the 

level of self-determination, participation in decision making, cultural life, access to health, 

education and employment and access to mobility and transport services is need of the day 

to reach the logical inferences of social inclusion of PWDs. 
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II. LITERATURE REVIEW 

 According to the United Nation declaration of human rights, human being are 

entitle to equal rights and fundamental freedoms irrespective of their gender, religion and 

ethnicity etc. The declaration required the member countries to guarantee all the natural 

rights to its people by virtue of humanity. Among these include; civil as well as political 

rights, the rights to life, the right to liberty and security of a person, the right to be free 

from degraded treatment and from discrimination, the right to economic and socio-cultural 

opportunities (Education, right to work, access to communal services). Provision of these 

rights, however, is uneven and the marginalized segment of the society including PWDs 

are ignored in actualizing these fundamental rights, hence, excluded from the mainstream 

society (The United Nations CRDP, 2006; and Danquah, 2015).  

 For social inclusion of all the marginalized, especially PWDs, different approaches 

were adopted and modified overtime. These models termd as models of inclusion for 

PWDs. On the basis of attitude, assumptions and perceptions of disability and the efforts 

for the social inclusion of PWDs four models are of prominence and worth mentioning i.e. 

Charity model, medical model, social model and right based model (Handicap 

International and CBM, 2008).  

 For protection of human rights under the international human standards a rights-

based approach was promulgated (Robinson, 2001). This approach is meant to empower 

people in taking decisions about their own selves (DFID, 2000). In this way it enables the 

people to achieve a minimum level of dignified life, as per international standards, by 

rectifying root causes of vulnerability and fulfills their responsibilities (CARE, 2000). 

2.1  Models for inclusion of Person with Disabilities 

 For social inclusion of all the marginalized, especially PWDs, different approaches 

were adopted and modified overtime. These models are termed as models to inclusion of 

PWDs. On the basis of attitude, assumptions and perceptions of disability and the efforts 

for the social inclusion of PWDs four models are of prominence and worth mentioning i.e. 
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Charity model, medical model, social model and right based model (Handicap 

International and CBM, 2008).  

2.1.1 Charity Model 

 The charity model is based on the conventional understanding of disability – 

handicap, injury, disease or congenital deformity to undertake any gainful profession or 

employment therefore PWDs are considered as victim of circumstance and they should be 

pitied. The argument working behind this model is that disabled persons are the victims of 

their impairment. They are suffering of tragic situation and need special services and 

institutions etc. because they are different. Therefore, the able persons should come 

forward to assist PWDs in best possible ways and benefit them through humane treatment 

(Henderson and Bryan, 2011; and Retief & Letšosa, 2018).  

 This model, however was criticized for depicting PWDs as depressed, helpless and 

dependent on other people for care and protection, contributing to the preservation of 

harmful stereotype and misconceptions about PWDs (Seale, 2006).  This model looks at 

PWDs as victims of impairment and incapable of independent life or catering for 

themselves and needs to be pitied. Therefore, they need some institution to take care of 

their material and emotional needs. The overall picture of PWDs presented in this model is 

like persons with feeling of inability and low self-esteem (Handicap International, 2015).  

2.1.2 Medical Model 

 The medical model of disability was first submitted by Talcott Parsons to 

understand disability and overcome its relevant miseries. This model looks at disability as 

medical problem. It defines disability in a fundamentally negative way i.e. disability is 

regarded as objectively bad as a pitiable condition and tragedy for individual and its 

family, a defect in or failure of bodily system that is inherited or pathological, and resides 

in the individuals. The rehabilitation of PWDs, under this model, involves such 

interventions that are targeted to cure, amelioration of the physical condition to the greatest 

extent possible, and the adjustment of PWDs to the environment. The PWDs presents 

themselves to the trained professionals and avail the services offered for them and spend 
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time for being cured by applying medical knowledge, surgery and therapy (Olkin, 1999; 

and Goering, 2010).  

 This model has a very narrow focus to view disability as illness that needs 

treatment without thinking the quality and capacities beyond their disabilities (Harris and 

Enfield, 2003; and Goering, 2010). Therefore, the model caters for the things PWDs 

cannot do, rather then what they are able to do. In other words PWDs are seen as people 

who cannot do things, in this way they are further disabled as they are not given the choice 

to try out what they can do and made dependent on help (WHO, 2001).   

 The model is criticized for central focus on the causes of disability. Moreover, 

looking to the disabled person from the perspective of their dysfunction make the PWDs 

feel stigmatized and of a less value for the society. To overcome the deficiencies of this 

model a social constructionist view of disability was put forward that is rooted in the 

discourse of prejudice and exclusion. It was a major shift from a medical model to social 

model (Best, 2010; and WHO, 2011).  

2.1.3 Social Model  

 The social model of disability was developed in 1980s and is the inverse of both 

medical and charity model, and views problem of PWDs as the result of failure of society 

to take into account specific needs of PWDs. Disability, from this perspective, is not seen 

as an individual limitations but a socially imposed set of limitation (Goering, 2010).  The 

social model explains that disability arises from the barriers within the oppressive and 

discriminative society rather than impairment. This shifts the onus of response from the 

individuals (to be cured) to society to dismantle barriers that construct disability. The 

emphasis of this model is on bringing societal change rather than individual adjustment 

and rehabilitation (Barnes et al., 2010). The institutional changes for enabling PWDs to be 

fully accommodated in society needs to focus on the issues of stigmatization, 

marginalization and discrimination of PWDs (Goering, 2010). For this purpose PWDs 

should be involved across all policy making especially those concerned with PWDs.   
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 The major limitation of this model is, as the social approach itself acknowledges, 

that the disability experience are diverse, since type and degree of deficiency interact with 

environmental factors, age, gender, class and caste. Therefore, it is difficult to act on such 

model that is based on diverse non-generalizable quality of PWDs experiences (Oliver, 

1992; and Owens and Torrance, 2013).  The focus of this model is to initiate actions that 

are directed at those who exclude PWDs, for whatever reasons (indifference, prejudice, 

physical disability, charity dependence). 

2.1.4 Human Rights Model 

 For protection of human rights under the international human standards a rights-

based approach was promulgated (Robinson, 2001). This approach is meant to empower 

people in taking decisions about their own selves (DFID, 2000). In this way it enables the 

people to achieve a minimum level of dignified life, as per international standards, by 

rectifying root causes of vulnerability and fulfills their responsibilities (CARE, 2000). 

 Right based model of disability is built on the insight of social model to promote 

the creation of communities which accept diversity and differences and have a non-

discriminating environment in term of inclusion in all aspect of life in society.  Personal, 

social and environmental factors are recognized as the various dimensions of disability that 

are playing its role in creating disability. The framework developed for the model 

emphasizes on human dignity of PWDs and securing their human, social, cultural, political 

and civil rights.  The social justice provided to PWDs, according to human right model, 

should appreciate the reality of pain and suffering in the lives of some PWDs and should 

offer room for their minority and cultural identification so that to improve the life situation 

of PWDs (Shanimon et al., 2014).  

 The human right based model for inclusion of PWDs is based on human rights-

based thinking envisaged (Quinn et al., 2002; and Degener, 2016).  The human rights 

based model further broadens its scope for removal of all physical and socio-economic 

barriers posed to PWDs for non-discrimination and social inclusion (Palmer, 2013).  
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 The human rights approach to disability reflects a paradigm shift in attitudes and 

approaches to persons with disabilities, in the direction of the social model of disability 

described above. It is a shift in focus from a person’s limitations arising from impairments, 

to the barriers within society that prevent the person from having access to basic social 

services and from enjoying her or his rights. The human rights approach to disability 

moves from the treatment of persons with disabilities as objects of charity, medical 

treatment and social protection, towards viewing persons with disabilities as people with 

rights who are capable of claiming those rights and making decisions for their lives based 

on their free and informed consent, as well as being active members of society. This 

moving away from equating inclusion as a charitable act, drives the approach to be 

inspired by the promotion of human rights that benefits the entire population of a country 

and provides a clear statement of a government’s commitment to all its citizens and to the 

principles of good governance. Looking from human rights based approach to disability 

perspective has the benefit of not only improving access to quality services, but also 

increasing participation in decision making and creating public awareness and demand 

(Fennell and Khaliq, 2011). The overall role of this approach is to strengthen the 

opportunities for rights holder to claim their rights and the capacity of duty bearers to such 

claims and fulfill rights.   

2.2  Research Framework for current research 

 Based on inferences from charity, medical, social and rights based models the 

research framework for current research study is devised. Research framework 

incorporated in current study include ignorance to laws, denial of basic human rights, 

access to adequate health service, access to education, access to employment opportunities, 

opportunities for self-determination and participation in decision making (figure-1) as 

highlighted by CBM (2008).  

   The focus of this model is multifaceted under the domain of discriminatory laws. 

This model focuses on various overt and covert discrimination faced by PWDs under the 

existing legal and policies system of the country.  It also focuses on ground under which 

such discrimination are made so as to propose measures for promotion of equality for 
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PWDs (CRPD, 2006). Focus of the second domain “denial of basic human right” is on 

ensuring social justices for PWDs in terms of inequalities, dignity and autonomy. 

Furthermore, this domain seeks to find causes to violation of such basic human rights and 

suggest remedial measures (Hickey and Mitlin, 2009; and Kett and Ommeren, 2009). The 

domain of self-determination has its normative basis in determining course of action in 

freedom and without any compulsion. The opportunities of self-determination according to 

this model, help PWDs, in making choices, self-management, asserting oneself, self-

knowledge, self-advocacy, autonomy and independency (Nirje, 1972).  

 In addition, education, health and economic institutions are the major societal sub 

systems that meet some of the fundamental human needs that are also part of this research 

framwork. PWDs are specifically discriminated in access to health, educational and 

employment opportunities resulting in their poor outcomes in these sectors (Mulumba et 

al., 2014). Inclusive educational, health and economic opportunities through legislation, 

policy making and other practical interventions can prohibit discrimination based on 

disability in these sectors. Therefor, “access to adequate health, employment opportunities 

and education” have a specific focus under the right based model (Aryal, 2007). 

Poor accessibility to mobility and transport services are some additional problems faced by 

PWDs to live independent life and ensure full participation in cultural, recreational and 

sports events prevailing in society. The accessibility problems are overarching the sectors 

of physical environment, transport, information and communication. Therefore, the domain 

of accessibility to mobility and transport services is introduced in the model for 

identification and elimination of barriers 

to accessibility and for PWDs. 

Furthermore, one of the crucial 

component of successful human life is to 

enable them to have control over their life 

and engaged with society with specific 

reference to participation in decision 

making and other cultural activities. The 

Figure-1 
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domains of participation in cultural life, therefore, are introduced in the model to reduce 

the risk of PWDs being deprived of their cultural participation (Peter, 2007; Dhanda, 2007; 

and Bach, 2007). 

The conceptual design of the research framework is given under section 3.2 of research 

methodology.  

2.3  Sociological View on Disability 

 The sociology of disability emerged in 1980s to get deep sociological insight into 

individual deficit and propose remedies. The focus of early studies was on sub normality’s 

in special education and socio-political interest behind special education. Most of the 

studies, based on their research findings concluded that disability is a product of 

environmental, structural and attitudinal barriers (Oliver, 1996; Shakespeare and Watson, 

1997; Barnes and Mercer, 2002; and Shakespeare, 2006). The foundation of sociology of 

disability is to analyze the causes and state of disability in context of institutional and 

structural barriers at individual and collective level and design such transformative designs 

that are supposed to solve the problems of PWDs (Barton, 2001).  

 The concept of organic and mechanical solidarity and collective consciousness put 

forward by Durkheim (1893) provided basis for functionalist perspective. According to 

this view disability is functional to bring family and society together through the 

development of collective consciousness. All the family members feel their responsibilities 

taking care of disabled member. Therefore, disability is a social fact that strengthens 

family relations and help in reducing social stresses of PWDs through family support in 

social, economic and psychological domains. The motivational strength provided by 

family and society, thus, provide confidence and support to PWDs to be socially included 

and function as normal societal member. 

 Parsons (1951) pointed to dysfunctional aspect of PWDs in context of their role and 

societal expectations. According to Parsons PWDs is not a productive member of society 

and enters the role of “sanctioned Deviant” supervised by its caretakers. These persons are 

exempted from performing normal social role and the abnormal performance of social 

roles is justified as PWDs not responsible for calling his disability upon himself. Robert 
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Merton (1975) edited to existing functional perspective with reference to PWDs through 

his concept of manifest and latent functions. The society, According to Merton, tries to 

mainstream the functioning of PWDs to make them productive member of society. 

Therefore, health care and research programs are initiated to support health and welfare 

related requirements of PWDs (Oliver, 1996).  

 The conflict perspective provides insights in understanding disability through 

lenses of political and economic inequalities (Kendall, 2001). According to this perspective 

poor physical and emotional wellbeing of PWDs is due to inequality in access to and 

control over the resources that promote high satisfaction in life (Tough et al., 2017). The 

disabled are marginalized for their low contribution in production system. The PWDs are 

also disadvantage in terms of their poor access to education, employment, basic human 

rights, participation at various levels and access to services.  The disability has become a 

social oppression where PWDs are prejudiced and discriminated to restrict their lives much 

more than impairment do. Furthermore, the burden of disability is disproportionately borne 

by lower socio-economic groups, whereas society is least interested in preventing their 

problems. As the focus of capital economic system is on production not safety, therefore, 

this system promotes sicknesses and disability through accidents and infestations 

(Sutherland, 1981; and Darulius and Kaminskas, 2007). Oppenheim and Lisa (1996) 

suggested that most households containing disabled person receive no income from 

employment of these PWDs. They face the risk of poverty because of inadequate benefits 

and the disabled person also have high cost of spending on food, transport and health etc. 

due to which their participation in social activities and leisure pursuits may be restricted, 

leading to social exclusion of PWDs. 

 As, according to conflict perspective, the problems of disabled people are the 

product of unequal society therefore this perspective suggest the solution to the problem in 

terms of social action and social change. In this connection they propose the interventions 

of political awareness, collective empowerment and appropriate societal framework for 

providing services to the PWDs (Barnes, 1992).  
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 The feminist theories provide a more gender based focus to the concept of 

disability. This perspective views disability and gender as socially constructed from 

biological realities (Zola, 1983; and Wendell, 1996, 1997). Both the female and disabled 

bodies are casted as deviant and inferior within cultural discourse and are therefore 

excluded from full participation in social and economic life due to their inferior socially 

defined ranks (Garland, 1997).  

 The Symbolic Interactionist Perspective provides micro level understanding of 

disability. According to this perspective the difference in activity of PWDs depends on 

how they are convinced and understand a situation on their own way, for instance, a PWDs 

may like to motivate other for work while another person on the same situation may lie to 

rest at home. The tendency of PWDs to work or not to work is framed by the perception of 

family members, doctors or the disabled person toward disability and work. The negative 

massages from societal sides give rise to low self-esteem in PWDs and their withdrawal  

from society whereas positive reaction from society promote self-esteem and positive 

personality in PWDs (Cooley, 1902). The focus of individualistic theories, however, 

remained on exempting social group and society for providing for the needs of poor and 

deprived groups and recommended least intervention from the government in this 

connection. They blame pre-distribution of charity to poor and PWDs for creating laziness 

and moral decline in them (Haralambos and Holborn, 2000). Masland (1989) suggested to 

restrict the benefits to poor and PWDs and those in genuine needs who are unable to help 

themselves should be benefited.  

 Labeling theory provides another insight in understanding disability through lenses 

of Symbolic Interactionist Perspective. According to this theory society consider a PWD as 

weak and unable to do any work irrespective of mental preparedness of PWDs to do that 

work, hence, excluding PWD from all spheres of normal societal life and leading to their 

isolation. The PWDs are stigmatized for their disability, in turn PWDs uses it to justify 

their disability (Lemert, 1951; and Becker, 1973). 

 Christian Blind Mission (CBM) and Handicap International (2008) summarized 

various dimensions of right based model into sub dimensions of Discriminatory Laws, 
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Denial of Basic Human Rights, limited access to adequate health service, Limited access to 

education, Limited access to employment opportunities, No opportunities for self-

determination, Limited participation in decision making and exclusion from social 

activities.  

2.4  Ignorance to law 

 The concept of non-discrimination and equality emphasizes that all human being 

must have equal access to rights without discrimination of any kind based on age, sex, 

language, race, ethnicity, religion, disability or other status (Peter, 2007). Discrimination 

occurs when people are treated unfairly because they are seen as being different from 

others (Thornicroft et al., 2007). The UN (2006) CRPD defines discrimination on the basis 

of disability as; “any restriction or exclusion based on disability which effect or nullifying 

the enjoyments, recognition and freedoms of all human rights in the social, economic, 

cultural, civil and political or any other field”. In addition, the convention mentioned that 

all human beings are equal under and beforehand the law; the member state of the 

convention must ensure to forbid discrimination on the basis of disability and ensure equal 

and effective protection to person with disabilities against discrimination on all grounds. 

Appropriate steps and specific measures are to be taken by the relevant agencies for 

elimination of discrimination and promotion of equality for person with disability.  

 Due to unemployment along with number of other serious nature of negative 

effects on the lives of disable persons some of them are like being constrained to live on 

state benefits, financial and psychological stress, and feelings of frustration. Comparison of 

job opportunities ratio for the physically fit persons and disabled persons present a gloomy 

picture. As a matter of fact the anti-discrimination laws exists in number of countries 

across the world however the percentage of employed disabled persons is much lower as 

compared to the able-bodied persons (Thomas et al., 1989). The severity of the situation 

can be further witnessed in the facts portrayed by the U.S. Census Bureau (2015) wherein 

the percentage of employment in the total 15.6 million adult is miserable in terms of 

provision of jobs to the able-bodied persons (79.8 percent) and disabled persons (34.6 

percent). Further less access to adequate education and training, inaccessible public 
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transportation, inadequate employment conditions, and ignorance of their potential at work 

resulted in earning less income by PWDs as compared with the abled bodies (Lonnquist, 

1979). Kregel & Unger (1993) pointed out the employer’s anxiousness regarding 

absenteeism, the level of monitoring needed and work performance along with the negative 

attitudes and behaviors with persons with disabilities by the rest of the employees.  

 Apart from the above mentioned employment issues confronting to persons with 

disabilities there are several problems which are related to accessibility standards in public 

transports. A lot of work has been done on promulgation of laws facilitating PWDs like 

law on the prevention of discrimination, and the prohibition of discrimination in public 

transportation. However, the standard procedures are yet to be formulated which 

specifically covers the accessibility standards in the public transport as clearly depicted by 

the center for independent living of PWDs (Serbia, 2007).  

 Vergunst (2016) in his research study found strong relationship between poor 

access to information and discrimination of basic rights among PWDs.  The author added 

that well-informed PWDs with respect to their basic legal right is in better position to 

overcome the problems of prejudice and discrimination faced by them. Insufficient 

information to legal rights leads to failure in accomplishment of basic human rights all 

over the world (Parnes et al., 2009; and Saulo et al., 2012) and, in most cases, are socially 

excluded. Tomlinson et al (2009) added that mere availability of laws meant for 

safeguarding basic rights of PWDs is insufficient for their social inclusion unless the actors 

and beneficiaries are not fully informed of these laws for its smooth implementation 

(Krahn et  al., 2015). Various social welfare programs for social inclusion of PWDs has 

devised several interventions and social security programs in health, education and 

employment sectors to improve the living standard of PWDs. in addition, laws, regulation 

and welfare acts are put in place for social security of PWDs, still, due to lack of 

information and awareness among PWDs only few have access to these programs 

(NORAD, 2012). Beresford (2002) argue that unawareness of the laws and regulations 

limit the abilities of PWDs to make suitable choices and decisions and to ensure their 

social inclusion (Madaus et al., 2008).  
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Tiun and Khoo (2013) reported that special laws for PWDs are not fully functional 

until these are not implemented in its true spirit. Therefore, laws relating to hiring and 

retaining workers can be more fruitful when the employers own positive intensions and 

attitude towards PWDs hired at its organization (Araten-Bergman, 2016). Satisfaction of 

PWDs with respect to sufficiency of national laws to address their problems is directly 

linked with their social security and inclusion. Devkota (2017) criticized various national 

laws and policies for their inability to overcome discrimination and denial of rights of 

PWDs and their unequal access to basic services.  

 The government of Pakistan has devised and implemented National Plan of Action 

GOP 2006 to overcome the mobility and accessibility problems of PWDs. Awareness 

rising among PWDs with respect to their mobility is one of major component of the NPA 

2006 (WHO, 2001; and GOP, 2006). Well-informed PWDs with respect to building codes 

were found more likely to question various community infrastructures or initiate legal suits 

against defaulted agencies (Yusof and Jones, 2014). However, most of the PWDs in the 

developed nations were unaware of laws regulating infrastructure construction to question 

their rights and improve their access to various institutions (Mughees et al., 2011).  

Moreover, inappropriate transport facility is an important barrier faced by rural 

PWDs in accessing their basic needs like health and education etc. (South African Human 

Rights Commission, 2009). Various international surveys also indicated that there were 

only few public transport system available for PWDs, therefore, they face problem at bus 

stop, terminals, entrance and seating at transport facility (Oliver et al., 2011; Gaede  and  

Versteeg  2011; Adjei, 2013; and Odame, 2017). Odame (2017) emphasized on positioning 

priority seats for PWDs close to the entrance directly behind the driver seat so as to 

directly help PWDs in identification of their seats, smooth entrance and exit from vehicle 

and easy approach to driver during need.  

For social inclusion of PWDs the government of Pakistan has given fifty percent 

concession in fares at public transport for all PWDs (GOP, 2006). Still, only those PWDs 

who noticed and exercised their half fare concession in public transport exhibited a high 

chance of their social inclusion. Becker and Gerike  (2008) emphasized on satisfaction of 

transportation related needs of PWDs for sustainable transport development. Green et al 
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(2014) further added that concession in fare is a source of economic independence of 

PWDs from their caregivers which is facilitated by a sustainable transport system. 

Implementation of transport related laws with respect to PWDs is still unachieved in 

Pakistan (Mughees, 2011). Ostroff (2011) further added that there are huge administrative, 

bureaucratic and corruption related obstacles to facilitate poor PWDs in transport system. 

On the other side negative attitude of services providers and transporters deny PWDs from 

acquiring the legal concession in their fare. PWDs have faced difficulties in their mobility 

issues for which the government has facilitated PWDs in this by allowing the duty free cars 

and motorized wheelchairs (GOP, 2010 & 2016; and Parach, 2018). However, purchases 

and import of these mobility facilities is still out of reach of the PWDs except few. Thus 

these government interventions are of benefits to only few of the well-off PWDs to 

overcome their mobility related problems. 

The government of Pakistan under its National Plan of Action (2006) has directed 

various public and private sector organization to hire PWDs on their reserved quota and 

facilitate them at their work (GOP, 2006). Majority of the PWDs are unaware of their 

employment quota and about concession in performing jobs. OECD (2010) noticed that 

majority of PWDs were unaware of their employment quota right. Those who were aware 

of it were not paid heed by the employer due to their low productive potential. Moreover, 

those PWDS who managed to get employment in organization exhibited high overturn due 

to unfavorable work environment. There were only a handful of PWDs that were luckily 

enough to overcome all these employment related problems and positively contributed to 

mainstream society. Shima et al (2008) blamed governments for insufficient propagation 

of employment rights of PWDs to secure them employment rights (WHO, 2011). The 

employers use power of propaganda to devalue PWDs to their below average economic 

productivity (Niehaus & Bauer, 2013) and excluded them from labor market which has a 

baring to the working life of PWDs (Hakeem, 2015). Affirmative action and quotas for 

people with disabilities has been argued to be effective at bridging existing disparities in a 

given state (Sackey, 2015) 

A fund based approach for the welfare of PWDs has been initiated in Khyber 

Pukhtunkhwa province of Pakistan to help deserving widows and special persons by 
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providing them financial resources and skills and their active utilization in national 

development (GOKP, 2014). However, awareness among PWDs with respect to their 

welfare benefits and rights of priority treatment at health institution were not satisfactory. 

Social inclusion of PWDs had a direct relation with awareness of welfare benefits and 

managing to get appropriate attention at health institution (Beresford, 1996; Braithwaite & 

Mont, 2009; and Popplewell et al., 2014).  

Quarmby and Scott’s (2008), reported that most of the cases reported by PWDs 

with respect to violation of their rights are taken as pity cases by the courts as compared to 

other crimes. The authors added that non-serious attitude from law enforcing agencies with 

respect to hate crimes encouraged violence against PWDs and enhanced hate crimes 

(Thomas, 2011). Brown et al (1995) informed that lack of awareness reduces the chances 

of reporting hate crime at the courts. Moreover, insufficient and delayed justice reduced 

confidence on legal system in courts to get their legal rights (Fennell and Khaliq, 2011).   

 Aryal (2007) found that majority of PWDs in Nepal were not having their special 

disability identity card and were unaware of their importance. Therefore, these cards 

become useless as benefits linked to these identity cards were neither claimed by PWDs 

nor provided by concerned authorities (Barnes and Mercer, 2010) and describe this 

discriminatory and unlawful treatment as denial of basic citizenship rights to PWDs. 

2.4  Denial of Basic Human Rights  

 All human being are equal and entitled to human rights, nobody can take them 

away. There is no hierarchical order of human rights, they are all important for the dignity 

of the human being (Peter, 2007). Similarly, the Universal Human Rights Declaration 

(UHRD) mentioned that “All people are born free and equal in self-worth and rights” 

(Schubert, 2003).  

 The debate goes on as highlighted by the WHO World Report (2011) that the life of 

people with disabilities witness inequalities in numerous ways in the context of lack of 

access to education, employment, political participation and health care at par with the 

physically sound persons. The story never ends at this point as the PWDs confront 
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violations of dignity which ultimately results in disrespect, prejudice, or violence. This 

scenario gets worsen when they confront with legal complications which labeled them as 

illegal and incompetent due to their disability.  

 Hickey and Mitlin (2009) outlined that there are certain principles outlined in 

Human Rights Based Approaches which comprises of inclusion, equality, dignity, respect 

and equity whereas rights can be claimed via empowerment by the rights holders. This 

argument is further elaborated by Kett & Van Ommeren (2009) as they stated that the 

status of human rights provision to the persons with disabilities is much pathetic in the 

historical episodes of mankind which kept them in inhuman condition. In this regard for 

claiming the rights of PWDs they shall be empowered in the beginning.  

 Thornicroft et al (2009) pinpointed the existing status of human rights provision to 

the person with disabilities as in recent decades they attained somehow relief with respect 

to access to public spaces, better social acceptance, employment opportunities etc. In 

contrary to the stated scenario; still there is a long way to go as PWDs are still subjected to 

many challenges in their lives which ranges from medical care, making and keeping 

friends, imbalances in family relationships, lower self-esteem, lack of employment 

opportunities, and issues in transportation. 

 Getting access to health facilities is a problem for persons with disabilities as they 

face different impediments ranging from financial, structural to cultural and attitudinal 

behavior, (Drainoni, 2006) like inaccessible buildings and inadequate training of healthcare 

professionals (Gibson and O'Connor, 2010; and Maart & Jelsma, 2014). Moreover, Lack of 

understanding of the needs of persons with disabilities wherein they are being treated as 

patents of low priority with regard to their disability add to their miseries (Scheer et al., 

2003). The severity of such problems to PWDs are further increased due to the institutional 

cover or negligence which results into low income levels, lower employment rates and 

higher level of poverty in comparison to the general population (Braithwaite and Mont, 

2009; WHO, 2011; and Opoku et al., 2018). Similarly, Alkawai & Alowayyed (2017) 

examined the nexus of social exclusion and availability and access to required facilities for 

persons with disabilities. They face problems in moving around independently for health 
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care facility. If the scenario gets changed, wherein they get access to the services will turn 

into increasing their life expectancy and increasing the opportunities of social inclusion 

(Mugilwa et al., 2005; and Marmot et al., 2008). 

 In developmental sector, different NGO’s are working on the provision of assistive 

devices for hearing, walking, sight, talking etc. with the aim their inclusion in the 

mainstream society. Also, lack of availability of communication aids for children with 

disabilities has been reported which minimize their movement in their surroundings 

(Rabiee et al., 2001). Apart from the availability issue of the medical equipment’s, persons 

with disabilities also face issues in its proper utilization in their routine lives (Kroll et al., 

2006; Shah and Robinson, 2007; and Story et al., 2009).  

Experienced and well informed family members play a vital role in motivating 

people with disabilities and to give them support in reaching out to their life objectives 

(Power et al., 2016; and Pearson and Ridley, 2017). This support gives them strength to 

decide their activities and routine matters in effective manner (Heller & Caldwell, 2006; 

and Perlick et al., 2013). Care giving to PWDs at family level is limited to cultural beliefs 

of the family (Fingerman et al., 2011) a positive belief system in combination with 

sociocultural and economic factors may make families a more common source of care for 

inclusion of PWDs in society (Gary et al., 2009). Sanders (2006) examined another side of 

the picture wherein it has been examined that due to the sensitivity of the care and 

protection check from the parent’s more prone to social exclusion. Grootegoed et al (2013) 

pointed out that the Netherlands government has started initiatives which asserts on taking 

care of disabled people within the premises of their primary family careers and informal 

social networks.  

 It has been examined by Maxwell (2016) that persons with disabilities remained 

excluded from the fundamental right of political participation due to socio-cultural and 

economic impediments at different levels (Fiala-Butora et al., 2014). This sort of exclusion 

can be seen in various forms which impact people with disability and hinder the 

applicability of human rights for PWDs (Lord et al., 2012). This social construct is 

politically engineered with the aim to sustain superiority by making difference between 

disabled and non-disabled people (Goodley, 2011). Various studies as depicted in the 
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literature elaborated the nature and intensity of the political barriers faced by the PWDs 

which may include discriminatory legal frameworks and infrastructure, political exclusion 

as societal stigma, and positive rhetoric unsupported by political action. Such things 

happen before elections, during elections and after elections (International Foundation for 

Electoral Systems 2014). The matter of discouragement of PWD,s from political 

participation in various communities of Ghana reflect that although they were from the 

upper class families and were educated but still they are confronted with the challenges 

(Osman et al., 2008; and Sackey, 2015).  

 In addition, the decision making process by the ruling elite is another aspect of 

depriving the PWD’s from their political career. (Fraser, 2008). The fundamental right of 

giving access to political participation to all persons without any discrimination is the 

assurance toward safeguarding their rights and opening avenues for their economic 

development (Hall & Alvarez, 2012; and UNHCHR, 2015). Koroli (2015) emphasized that 

PWD’s must be included in the mainstream political scenario wherein they become 

empowered especially from political aspect of their lives. Disability-inclusive election 

observation may provide opportunities to address barriers to political participation and to 

empower men and women with disabilities to serve in leadership roles (Atkinson et al., 

2017). 

Cooper (2010) highlighted the mechanism of alternative means of acquiring 

property rights wherein it was pointed out that right to inheritance ensures the access of 

PWD’s to get their land. To meet the basic amenities of life, land ownership is one primary 

catalyst. Agarwal (1994) elaborated the empowerment of PWDs through access to acquire 

their lands. The author observed that the equality, empowerment, welfare, productivity etc. 

was closely connected with land. Sultana (2010) explained the Bangladeshi legal system 

which declared the PWD’s as not capable of handling their property / land whereas family 

members were the sole managers with regard to their property. Ng'ang'a (2013) pinpointed 

the Kenyan experiences of PWD’s where they are facing discrimination in rights to 

inheritance. Otieno (2013) explored the impediments to PWD’s in agriculture sector in 

Kenya where they are being deprived of having limited access to claim their lands as 

owners. 
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 The Muslims believe on the equality and respect of PWD’s (Miles, 2002). It is the 

responsibility of the religious clergymen to guide masses for treating PWDs with dignity 

and to extend cooperation to them (Lightfoot et al., 2001). The religious connotation 

associated with disability in Nepal is contrary to the Islam as they consider PWDs as an 

evil or curse linked with their past life (Simkhada et al., 2012). The PWD’s are kept aside 

in number of social roles and activities due to the misconceptions based on stereotypical 

attitudes and behavior (Westbrook et al., 1993). 

2.5  Self-Determination 

 Wehmeyer and Bolding (2001) defined self-determination  as “acting as the 

primary causal agent in one’s life and making choices and decisions regarding one’s 

quality of life free from undue external influence or interference”. Schalock and Keith 

(1993) found that people who lived in supervised settings had lower social inclusion than 

PWDs who lived in more independent settings and able to take their own decision.  

 Quinn (2009) pointed out that the prevailing charity approach of dealing PWDs 

treat the disabled persons as an object that is to be managed and cared. There is a general 

perception in the society that PWDs are dependence on the community for their needs, 

protection and decisions (Shakespeare et al., 2017). This perception of the society cast the 

picture of PWDs as insignificant and dependent members of the society with fewer 

opportunities to make choices and express preferences according to their needs (Chambers 

et al., 2007). The human rights based approach, however, reject this perspective by treating 

disable people as subject capable of making decisions regarding their own life and consider 

it as their basic human rights (Tirza Leibowitz, 2016). 

 Shakespeare et al (2017) pointed out that national policies developed for welfare of 

PWDs are aimed at removing barriers and helping PWDs, however, it actually stigmatized 

people further and reinforced their disablement through limiting their autonomy in making 

their life related choices. These policies render PWDs to mere passive receiver for welfare 

aid instead of motivating them for change and social inclusion (Bender et al., 2007).  Such 

PWDs develop feeling of being over powered by others and the inability to challenge this 

power. As a result the PWDs are disempowered, discriminated, marginalized and socially 
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excluded (Fish and Culshaw’s, 2005). Stone-Romero (2005) further added that during 

employment phase the PWDs are misattributed as low skilled, poorly able and low 

performers both by employers and coworkers (Lengnick-Hall & Gaunt, 2007), and are 

excluded from decision making in matters directly affecting their life (WHO, 2011; and  

Watson, 2017). Field et al (2003) pointed out several loopholes in the socialization process 

at family, neighborhood, school and community level that obstruct development of self-

determination among PWDs. these included lack of self-determination skills, interest and 

support, opportunities for choices to make decisions, positive communication patterns 

within the institutions and personal relationships, and provision of support by family, peer, 

teacher and community members. The social network is a source of enhancement of self-

determination when it provide opportunities in making choices and decisions for PWDs. 

however, excessive control from networking members reduces independence in the life of 

PWDs and drag them to social exclusion (Duggan and Linehan, 2013). 

 Morris (2005) also criticizes welfare based approach by declaring it mere provision 

of services and association without involving of PWDs in decision making. The PWDs 

according to O'Sullivan (2013), have no control in making choices concerning where to 

live with whom to live and what opportunities to avail for happy life. However, those who 

have these opportunities availed are happy and socially included (Danquah et al., 2015). 

Opoku et al (2015) pointed out that abilities of PWDs to work with other co-workers 

enhanced their potential with respect to knowledge, skills and abilities and were in better 

position to further grow in employment opportunities. However, there are always negative 

attitudinal barriers about work capacity and structural barriers like inappropriate and 

insufficient resources to work with, that restrict working potential of PWDs with others 

(Rebeiro, 2012). In some cases PWDs develop the feeling of second class citizenship and 

consider incapable of participating in societal activities that limit their social inclusion 

(Shaw et al., 2012). These negative feelings are expressed in episodic or permanent 

disengagement from work or co-workers (Kirsch et al., 2009; Shaw et al., 2009; and 

Antao, et al., 2013). Disengagement from work and co-worker negatively affect 

independent living and overall wellbeing of PWDs (Eurostat, 2015). 
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 Stancliffe et al (2000) was also of the view that limiting environment and 

opportunities with respect to making choices, decision making and expressing preferences 

negatively affect self-determination (Wehmeyer, Kelchner & Richards, 1995). Therefore, 

choices and opportunities are necessary for self-determination and social inclusion of 

PWDs (Wehmeyer and Garner, 2003). The improved state of self-determination among 

PWDs of developed nations is linked with their participation in decisions about the 

services they receive and their expression of choices in all aspects of their life ( 

Carney, 2013; Sims & Gulyurtlu, 2014; and Bonyhady, 2016). Asselt et al (2015) exhibited 

that the concept of voluntarism under welfare based approach is more controlling and 

limiting self-determination abilities of PWDs with respect to making decision and being 

honored for choices. In addition, compulsory working capacities assessment are also a 

direct contradiction to the right to determine one’s own needs and exercise choices and 

control regarding work that leads to shutting out PWDs with respect to their choice 

(Taylor, 2004). Martin (2008), therefore, emphasized on appropriate nurturing of PWDs to 

enable their decision making capacity. The psychological strength so received in decision 

making is enabling to develop competency among PWDs for maintaining themselves in 

the society (Brueckner et al., 2011).  

 Stewart (2017) highlighted the importance of power embedded in work capacity of 

PWDs. The authors argued that decision making ability in financial matters is the peak of 

self-determination, especially for PWDs. In most cases where the PWDs are consulted 

during planning process the quality of the consultation remains unsatisfactory to confirm 

the level of self-determination among PWDs (Burke, 2010; and Davis, 2006). Most of the 

PWDs reported that their families and schools didn’t help PWDs to set their goals. 

However, those PWDs inculcated with the strong sense of self-determination refused to 

accept subordinated role as a disabled person in society and no longer accept welfare 

support (Svensson & Lundgren, 2002; and Jansson & Olsson, 2006).  

2.6  Access to adequate Health 

 Eight guiding principles underlie the United Nation’s Convention on the Rights of 

Persons with Disabilities, of which accessibility is one (The United Nations CRDP, 2006). 

Similarly, access to adequate health services is the most important issue faced by PWDs 
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(Obrist et al., 2007), that is reflective of the overall performance of health system in the 

universe (Levesque et al, 2013; and Pharr, 2014). The imbalances in the access to 

healthcare services faced by PWDs put them in poorer health care experiences (Ali et al., 

2013). PWDs experienced various barriers including inequitable access to health services, 

Political marginalization and discrimination resulting in poorer health outcomes 

(Tomlinson et al., 2009; and  Mulumba et al., 2014). Most studies found regional 

variations in access to health care services and facilities (Danquah et al., 2015; and Jeon et 

al., 2015), as PWDs from rural areas and received little attention in term of access to 

adequate health services than in urban regions (Lishner, 1996; and Reid, 2006). Impersonal 

accessibility of PWDs to adequate health services was more likely to improve theirlLife 

expectancy (Mugilwa et al., 2005; and Marmot et al., 2008).  

 Angus et al (2012) portrayed that access to adequate and quality health services 

decrease the economic, social and cultural burden concerned with the health issues of 

PWDs, such as income losses (Rimmer et al., 2004). However, lack of transportation 

facilities to health service and structure of health facility are the prominent factors that 

limit PWDs access to health services (Peters et al., 2008; and World Health Organization, 

2011). 

 Transportation barriers are often cited as barriers to health care access (Syed et al., 

2013). Distinctly locate heath facilities are hard to approach by the PWDs due to 

insufficient and inappropriate transport facilities approaching health facilities, therefore, is 

time consuming and expensive (UN, 2007; Peters et al., 2008; Kahonde et al., 2010; Gaede 

& Versteeg, 2011; WHO, 2011; and  Kim et al., 2014). The same is the reason of high un-

satisfaction of PWDs with respect to availing health facility (Popplewell et al., 2014), 

especially with respect to those from poor background (Beresford, 1996; and Braithwaite 

& Mont, 2009). Economically stable PWDs avoid these barrier by using private transport 

facilities (Vergunst, 2016). Vergunst (2016) proposed a well-designed mechanism for 

constructing the network of health care facilities that are spread over the geographical area, 

accessible to major population and approximately connected with road network and 

appropriate transport facility (Paez et al., 2010; Gaede and Versteeg 2011; Harris et al., 

2011; and Rooy et al., 2012).  
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 Maart et al (2007) reported an imbalance between number of medical staff at a 

hospital and the number of patients visiting them. As a result the doctors and paramedic 

staff remained overburdened and exhibited irritating and negative attitude towards their 

patients (Kingau et al., 2015; and Vergunst, 2016). These PWDs were the worst effecties 

of the negative attitude from the medical staff due to their high sensitivity in this regard 

(Thornicroft et al., 2009). Hills & Kitchen (2007) further added that complaints from 

PWDs with respect to unfriendly attitude from health service provider and insufficient 

accommodation were on rise (Alkawai & Alowayyed, 2017). Shakespeare & Kleine (2013) 

are of the view that insufficient training in dealing clients were the additional factors that 

contributed to development of negative attitude among medical staff towards PWDs. 

Vergunst (2016) added that insufficient facilities at hospitals for mounting population 

needs created a mess at hospital and therefore it was necessary to work on physical and 

psychological deliverables in the hospital to ensure social inclusion of PWDs in this 

important aspect of their life (Kirschner and Curry, 2009).   

 Parnes et al (2009) found a strong correction between poverty and disability. This 

combination of poverty disability limited access to resources in general and to health 

facilities in particular (Munsaka & Charnley, 2013). Graham et al (2014) found that 

socially excluded PWDs, due to their poverty, had unsatisfactory access to health services. 

Vergunst (2016) further added that those poor PWDs who managed to access health center 

were disappointed in terms of lack of drugs and inadequate equipment’s.  Maart & Jelsma 

(2014) observed that PWDs had poor access to health care services as they were highly 

unsatisfied form service providing to them. In most poor area these services were provided 

by non-professional (Lee, 2014). Therefore, professional training of the doctors with 

provision of public dealing skills can minimize the problems of PWDs and lead to their 

social inclusion (Kroll et al., 2006; Morrison et al., 2008; Iezzoni  & Long-Bellil, 2012; 

Peters and Cotto, 2015; and Vergunst, 2016). 

2.7  Access to Education 

 PWDs from developing countries are major victim of structural barriers to 

education (UNICEF, 2003) and a major cause of their social exclusion (Agarwal, 2012). 

Jaarsveldt et al (2015) criticized the current building construction codes policies as these 
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were inappropriate for the needs and safety of PWDs. As a result the PWDs always 

struggle to develop a strong relationship of belonging with their educational institutions 

(Ginsberg and Wlodkowski, 2009) and were more likely to be excluded (Thomas, 2012; 

Engelbrecht and Beer, 2014; and Chiwandire and Vincent, 2017). LRCT (2008) criticized 

the government policies by referring tto its failure in enhancing literacy and skills level of 

PWDs. These policies, according to the report, were not adopted according to PWDs 

needs. Pudaruth et al (2017) commended the efforts of developed nations to facilitate 

PWDs in attaining education. However, the authors recommended some additional efforts 

for seamless inclusion of PWDs in the educational system.   

 According to WHO (2011) household survey in Malawi, Namibia, Zambia and 

Zimbabwe 24 percent PWDs did not receive education and never attended any educational 

institution in their life.  Khanal (2007) conducted a study which found that 35 percent 

female PWDs were illiterate. In addition, among the educated female PWDs 9 percent 

received informal education, 11.4 percent passed lower secondary, 22.9 percent completed 

secondary level education, 14.3 percent completed intermediate level and 2.9 percent were 

graduates. 

 Stodden et al (2001) outlined some lacking educational facilities faced by PWDs 

including advocacy assistance, note takers, personal counseling and accommodation 

available for students at college level. It ultimately produced a pool of unused human 

resource that may affect the whole society (National Organization on Disability, 1998) 

 Madriaga (2007) pinpointed that access to university building in the UK was the 

major problem faced by students with disabilities. Furthermore, it was assumed that among 

the varying nature of disabilities physical disability and sensory impairment were 

considered as the most adjustable in the environment; but still PWDs faced physical access 

to educational buildings was a major obstacle to participation at educational institution 

(Holloway, 2001; and Hall, 2015). Hall (2015) outlined that universities, colleges, schools 

and other educational institutions have limited capacity to offer access of PWDs to 

libraries.  
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 Students with disabilities have faced a lot of problem in the educational institutions 

while they mentioned that accommodation and lack of accessible transport system is most 

complex issue faced by PWDs. Furthermore, parking in institutions is far away from the 

main building, moreover, insufficient and inaccessible space further increase problem of 

PWDs. As a result the students with disabilities remained dependent on friend and family 

members for their transportation to educational institutions (Engelbrecht and Beer, 2014). 

 Person with disabilities have less or no access to campus activities; (Kennedy 2000; 

and Haller 2006) where attitudinal obstacles are considered worse than architectural 

barriers. Furthermore, these negative attitudes towards PWDs may result in low acceptance 

of peers, loneliness, few friendships, being rejected and bullied and this can have histrionic 

effects on the lives of PWDs (Mcconkey and Collins, 2010; and Minnaert, 2012). The 

combination of physical barriers in terms of inappropriate school design, mobility space 

and attitudinal barriers from teachers and students constrain continuity in attainment of 

quality education to PWDs. such deprived students exhibit low grades (Macleod & and 

Madriaga, 2007; Cebula, 2009; Jenjekwa et al., 2013; Liasidou, 2014; and Chikwature et 

al., 2016). A series of study on positive efforts of teachers and fellow student’s attitude on 

educational attainment of PWDs revealed that schools having conducive teacher student 

and student student interaction with respect to PWDs exhibited greater educational 

attainment and higher grades in PWDs (Arrah and Swain, 2014; and Tanyi, 2016). 

 Holloway (2001) pointed out that issues with building entrances, poor ramp design, 

the types of doors used and lack of working elevators have limited the access of PWDs 

students in educational institution. Further, Alrashidi (2010) argued that students with 

disabilities face accessibility barriers at Kuwait University and have limited access to 

elevators in the buildings, narrow doors, lack of accessible parking, inaccessible 

auditoriums, and small bathroom spaces. Madriaga (2007) also found a link between high 

illiteracy and inaccessibility to educational facilities among PWDs. the accessibility gap 

and poor transport facility in reaching educational institutions contributed to low 

enrollment, delayed attendance and wastage of time as traveling to school (Porter, 2009; 

Holloway, 2001; and Hall, 2015). A steady growth in educational attainment is possible 
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through improvement in accessibility to schools (Porter, 2009; and Watson and Nolan, 

2011) that is connected to social inclusion of PWDs (McConkey et al., 2017). 

 The developed nations, keeping in view the above fact, has develop open university 

system to educate PWDs at home so as to ensure their access to quality learning materials 

through radio, TV and internet etc. (Cooper, 2015). However, their distance learning 

schemes and e-learning facilities, are criticized for low retention rate as compared to 

mainstream children (Lichiello, 2012). E-learning, therefore, is not an ideal substitute of 

physical schools except that it provide support to them in learning (Ahmad, 2015; and 

DFID, 2015). Georgeson et al (2015) highlighted that technology related support at school 

is meant for equitable educational experiences and outcomes and can help improvement in 

education accessibility and inclusion (Douce, 2015), especially when specific support 

services are available to students according to their disability requirements (UKZN, 2004; 

and Jaarsveldt & Ndeya-Ndereya, 2015).  Eisenman (2007) further added that in inclusive 

classroom meeting the disability related needs of PWDs with appropriate curricula and 

learning materials is strongly linked with social inclusion of PWDs. Moriña et al (2013) 

described that in inclusive classroom learning environment that is fostering a sense of 

belonging for all learners and their full participation in learning process by offering equal 

opportunities.  

 

 The PWDs educated in company of positive teachers and peer group relations are 

more likely to be better productive. Lack of student-teacher and among students 

coordination, therefore, is highlighted as an important problem to overcome for quality 

education (Georgeson et al., 2015; and Cooper, 2015). Supporting teachers and friends at 

school help PWDs to thrash out from their feeling of isolation and insignificance (Salmon 

& Kinnealey, 2007; and Jaarsveldt and Ndeya-Ndereya, 2015) and result into development 

of positive outcomes and feeling of success among PWDs. Maintaining  and encouraging  

and positive environment at classroom, both by teacher and classmates, is important for 

mainstreaming PWDs through their inclusion (Thurneck,  2007; Kang, 2007; Sen,  2009; 

and Croft, 2010). Field and Hoffman (2002) proposed a peer support programs like peer 

counseling, peer tuition and help that enhance self-determination among PWDs and their 

social inclusion (Field and Hoffman, 2002; and Kang, 2007).   
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2.8  Access to Employment Opportunities 

 Convention on the Right of Person with Disabilities (CRDP) focused on the work 

and employment of PWDs on equal basis with other. It include accessible and inclusive 

work environment, prohibit discrimination, hiring and employment, conditions of 

recruitment, continuance of employment, career advancement, safe and healthy working 

conditions, equal opportunities, trade union power, equal remuneration for work of equal 

value, protection form harassment and the redress of  grievances of person with disabilities 

(The United Nations CRDP, 2006).  

 A study carried out in Turkey found that higher education among PWDs enhances 

their chances for employment opportunities in different sectors (Bengisu et al., 2008). 

Similarly, a study in South Korea found that education of PWDs greatly increased their 

chances for employment opportunities (Lee and Park, 2008). Likewise, study carried out in 

USA show that a low level of education contributes to the absorption of PWDs in 

nonstandard or low-paying jobs (Schur, 2002). Furthermore, a study in India found that 

discrimination in labor market and differences in education are the major factors 

accounting for the employment gap between person with and without disabilities (Mitra 

and Sambamoorthi, 2008). Males with disabilities are more prone to employment 

discrimination than females, moreover, PWDs in the age group 25 to 34 with non-severe 

disabilities face more discrimination as compared to those with a severe or very severe 

disability. Among the severe and very severe PWDs 33 percent refused a job because of 

their condition (Turcotte, 2014). Similarly, in Pakistan among working age people 6 

percent are disabled in which 74 percent were female and 36 percent were male, most of 

them illiterate and unemployed (Mitra et al., 2011) 

 In light of the low employment rates in Pakistan, it is not astounding that the 

unemployment rates amongst PWDs are higher than those for person without disabilities. 

Hence, the study found that the unemployment rates for PWDs are 2.6 times higher than 

those for people without disabilities at 22 percent as compared to 8.5 percent (Reamicl, 

2009) similarly, discrimination against PWDs explains not only the low employment rates 

but also the lower salaries earned by people with disabilities, not to mention their absence 
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from professions requiring high degrees of training and experience (Bjelland et al., 2009). 

Globally the employment of PWDs is much less than non-disable person and the situation 

is poorer in developing countries. In the US in 2004 a study was carried out shown that, 

only 35 percent PWDs being employed full-time or part time, while 78 percent of those 

without disabilities (Harris, 2004). 

Goman and Maxwell (1964) point out that work can be important because we label, 

interact with, and talk about each other. Employment and work give the sense of 

participation in the wider society and provide the identity and status to individuals 

including PWDs.  According to Ledman and Brown (1993), PWDs are usually the nation’s 

largest marginalized group and they are excluded in all aspects of life due to institutional 

discrimination, resulted in poorer quality of life and to be unemployed. In addition, if they 

do work, they are likely to earn low salaries, face less job security and have less access for 

advancement (ILO, 2011). The PWDs is considered as strain rather than a valuable 

contributor to the work force in enhanced state of employment, allocation of quota for 

PWDs is considered unfair and discriminated (WHO, 2011; and Niehaus & Bauer, 2013). 

Moreover, the allocated recruitment quota for PWDs is seldom followed due to insufficient 

employment policies, poor monitoring system and insufficient sensitization of employers 

about abilities of PWDs (Disability Rights Watch Group, 2009). 

 Villotti et al (2014) noticed that it is binding on the employing firms to set-aside a 

specific number of employment opportunities for PWDs and ensure maintenance of their 

employment (Zaniboni et al., 2011). These firms also support the PWDs in on job training 

to ensure evidence based practice (Drake & Bond, 2014; and Suijkerbuijk et al., 2017). 

These opportunities enhance the livelihood of PWDs employment and their economic 

wellbeing (Chan et al., 2005) and overall success of these government programs (Prince 

2016). Lauer & Houtenville (2017), however, criticize these programs by describing 

them insufficient for the growing PWDs population needs (Landy and Conte, 2007) 

especially in rural setup (Martey et al., 2012; and Ministry of Food and Agriculture, 2016). 

In rural setup, therefore, the PWDs needs to be supported in terms of provision of land, 

finances, equipment’s and skills (Armah et al., 2011; and Antwi‐Agyei et al., 2012). Most 
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of these rural PWDs are dependent on their families or on welfare support which is not the 

remedy of their economic inclusion (Mendelson et al., 2010).  

 Opoku et al (2017) also connected fewer work skill of PWDs with low social 

inclusion in economic terms. Thus, education and skills provide PWDs with the force to 

break the vicious circle (Yeo & Moore, 2003; and Hoogeveen, 2005). Roberts et al (2004), 

however, disagreed to this view as he found a strong negative societal serotype regarding 

poor efficiency of PWDs (Gröschl, 2013; and Disability Policy Uganda, 2008). As a result 

the employers prefer to engage an able person over a disable person during recruitment; 

despite of their similar skills. McConkey (2010) remained optimistic that correct level of 

training and skills will reduce economic deprivation of PWDs in long run (Veitch et al., 

2003). However, Loeb and Eide (2004) added that efficient utilization of economic credit 

for business purpose is ensured through skills provision process. Moreover, there are a 

handful of PWDs who have actually access to these skill training centers to effectively 

utilize their money and economic activities (Dhungana, 2006; Dusaberurema 2009; and 

Tan et al., 2013). Therefore, through development of their competencies they could be 

brought at par with normal members of society (Veitch et al., 2003; McConkey, 2010; 

Downing, 2011; and Kowitsthienchai, 2014).  Burchardt (2005) pointed to the miseries of 

PWDs by stating that they are low educated and poorly skilled. They are less liable to get 

employment despite of their equilent skill with able person, if managed to do so, are paid 

very low. These complex situations worsen the miseries of disabilities (Thomas, 2005; and 

Emmett, 2006) and promote social exclusion of PWDs except those PWDs who are 

satisfied from their employment (Coleridge, 2005). 

 McConkey (2010) found an employment status of the PWDs is a major stress 

reliever for them. Therefore, the author emphasize development of a policy that binds an 

employer to hire PWDs and set aside sufficient fund for their training and other social 

support (Thornton, 1998). Sharing of best practices and success stories regarding disable 

employee helps in development of employer interest in hiring PWDs and reduces their 

uncertainties of hiring PWDs (Allen, 2010; and Torjman 2015). According to ILO (2011) 

report low salaries paid to skilled PWDs and their less job security and inappropriate 

service structure are also effect the productive potential of PWDs. The employers are 



41 

generally reluctant to promote PWDs despite of their capabilities to avoid their role to 

manage others (Shakespeare et al., 2010; and Mensha et al., 2015). Discrimination in 

employment, salary and promotion are sources of mounting deprivation among PWDs and 

their exclusion. Good example of fair and merit based employment, pay and promotion are 

there and have strong inclusionary influence, however, these examples are rare and 

negligible (Gottlieb and William, 2010; and Downing, 2011). 

Kaye et al (2011) commented that employee training to focus on helping 

everyone, learn to think more creatively and constructively about adjustments, and to see 

the many benefits of adjustments and inclusive workplace practices is need of the day 

(Schur et al., 2014). Workplaces offering supportive employment practices 

for all employees will be able to facilitate employment for people with disabilities 

(Kaletta et al., 2012). The positive and working environments contribute to the social 

inclusion of PWDs in the society, as the PWDs in healthy working condition having 

greater autonomy and more choice opportunities (Chowdhury & Benson, 2011).  

2.9  Participation in decision making 

 Participation and inclusion enforce that all people can enjoy their rights and are 

entitled to participate in all decision making process about themselves (Peter, 2007). 

PWDs are often excluded from social, economic and political community, either directly or 

through the lack of knowledge of their needs in policy, programs and services (Braithwaite 

and Mont, 2009; and Trani and Loeb, 2012). 

 PWDs have no opportunity to take decisions as compared to the abled bodied in the 

society. Making decisions is vital to a person’s sovereignty and the spirit of personhood, 

and is a key component to enable an individual to exercise their authority and have control 

over their life and an interaction with other in society.  Those who cannot make  decisions 

for themselves, are perceived as non-persons before the law and their actions and decisions 

no longer have any legal force (Council of Europe, 2012). In such situations, third parties 

often make decisions on behalf of PWDs; thus PWDs are at risk of being robed for their 

decision-making abilities and rights to self-determination by having others take on the 

authority to make decisions for them (Dhanda, 2007; and Bach, 2007). 
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 The CRPD demands a paradigm shift in the disability sphere, moving from a 

substitute decision-making model to a supported decision-making model (Lawson, 2007; 

and Dinerstein, 2012). Article 12 has been called the core of the CRPD and states that all 

persons with disabilities (PWD) should have equal recognition before the law (Theytaz-

Bergman and Stefan, 2010). PWDs can exercise their rights in legal capacity and can take 

decisions for oneself in all aspect of life including access to health services, housing, 

access to employment opportunities, finances, relationships, children, family decision and 

property (Dinerstein, 2012). Similarly, Countries are foreseen to take actions to support 

PWD to exercise their rights in the legal capacity on equal basis with other, which are 

perfect to the person’s circumstances and preferences; apply for the shortest amount of 

time possible; provide safeguards to prevent abuse; and are regularly reviewed by a legal 

authority (Fennell and Khaliq, 2011). 

 In the relationships PWDs often feel humiliated and been excluded from important 

decisions about their self, family and community and sometime PWDs have lacking 

capacity to take these decisions (Theytaz-Bergman and Stefan, 2010). PWDs often point 

out that they are being shunned and avoided due to ambiguous interaction with abled 

bodies, in which a person without a disability, experiencing embarrassment and tries to 

avoid interaction (Dinerstein, 2012). Franklin and Sloper (2007) suggested various sub 

categories of participation at family level decision making process. The author found that 

the PWDs were ignored in family level decision making process by not consulting them in 

decision making, not involving them in family discussion and dialogs and asked of their 

opinion in these meeting (Eide et al., 2016). Exclusion of PWDs from decision making 

process makes them feel themselves as incompetent and non-significant member of society 

(Mahone et al., 2011). Such person develops the feeling of incapability to overcome their 

problem and such various aspect of their life at individual, family and community level 

(Lucas and Currie, 2012). 

 The decision making capabilities regarding personal choices is important factor in 

personal wellbeing and individual sense of identity (Brown & Brown, 2009). It is the 

source of psychological, physical and social wellbeing of PWDs (Molly et al., 2016; and 

Bonyhady, 2016) due to its importance, the right to make decision about personal life and 
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provision of necessary support for doing so is considered as the basic human right by the 

UNCRPD (Series, 2015; and Bach, 2017). Liberty in making personal choices and 

decisions creates independence, feeling valued and included. It also improve the 

participation of PWDs in the activities in which their opinion is given due importance 

(Council of Europe, 2012). Authority decisions from other significant family and societal 

members with respect to event related to the life of PWDs put them at risk of remaining 

unable to make personal decisions (Dhanda, 2007; and Bach, 2007) having dire 

consequences on personal wellbeing and survival (Dinerstein, 2012; and Stewart, 2017). In 

such situation the PWDs develop a fear of making inappropriate choices that restrict their 

participation in personal decision making and streamline their exclusion (Willow et al., 

2004).  

 Davy (2010) noticed that PWDs participation in decision making was centered 

around leisure, recreation, safety, marriage and housing related issues which directly 

affected PWDs. However, they had least opportunity to participate in finance and property 

related decisions at family (Dinerstein, 2012). Thus decision making choices of PWDs at 

family level are, infect, limited or non-existing (Willow et al., 2004). As a result they have 

low level of skills, confidence, self-esteem and empowerment at familial and communal 

level decisions leading to their social exclusion (Franklin, 2013). Contrarily, enabling 

PWDs in making family level decisions, develop their capacity to make choices and 

express their feeling, thoughts and preferences and feel that their view are valued (Martin, 

2008). It is now generally acknowledge that social inclusion of PWDs relies on them being 

listened to and involved in in decisions about their own life and in general policies and 

services developed for them (Ghai, 2001; Laming, 2003; and United Nations, 2008). 

 The PWDs are seen as different from others and therefore discriminated in several 

important aspect of life (Peter, 2007; and Turmusani, 2011). They, therefore, are most 

vulnerable and least vocal members of society (Ghai, 2001). The elements of deprivation 

and shyness in them are exhibited in all sort of participation including decision making at 

individual, familial and community level (Oldfield and Fowler, 2017). To overcome these 

problems they need to be listened to and involved in decisions at all level (Laming, 2003). 

Selection of these PWDs by their elder community members or their election by general 
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community in decision making process encourages them to shed their shyness and get 

involved in decision making (Fitzgerald, 2012; Kasiram and Subrayen, 2013; and Sinclair, 

2014). Provision of training can further enhance the decision making abilities of PWDs 

and ensure their social inclusion (Alma et al., 2012; and Franklin, 2013).                                                                                               

2.10  Participation in cultural life    

 The term ‘culture‘ has various meanings; however, for the purposes of this study, it 

was taken to mean a set of shared attitudes, values, beliefs, goals and practices that 

characterizes an institution, an organization or a group (Uwagie-ero et al., 1998). Culture is 

the way of living transmitted from one generation to another or from parents to children 

(Eboh and Ukpong, 1995).  

 A study carried out by The Foundation for Scientific and Industrial Research at the 

Norwegian Institute of Technology found that among the PWDs only 15 percent were not 

included in social events in society. Similarly, 19.2 percent PWDs were not consulted in 

decision making at family level, while 14.6 percent PWDs were not involved in family 

discussion and dialogs (Eide et al., 2016). Becoming a parent has often been actively 

discouraged for persons with disabilities, because of possibly giving birth to children with 

a disability. In a study by Barker and Maralani, disabled parents appeared more likely to 

have a disabled child than nondisabled parents (14 percent vs. 3 percent) 

(Barker&Maralani, 1997). Kirshbaum et al (2003) pointed to the fact that U. S. child 

custody laws imply that parents with disabilities are not capable to properly raising a child. 

 Burke (2010) identified several barriers in decision making process faced by 

PWDs. these barriers restrict PWDs in making choices about possible strategies with 

respect to recreational, educational and health related activities etc. the author argued that 

except some very private level decisions, most of the decisions affecting PWD’s lives are 

made by policy makers, services provider, parents and caregiver without consulting PWDs 

(Palisano et al., 2007). Such decisions that directly impact PWDs have none of their 

control (WHO, 2010). Empowerment of PWDs in decision making process is in highly 

literary discussions with little on ground implementation (Mannion 2012; and Moscardini 

and Kirsten, 2015). Lewis et al (2016) linked the ability of positive relationship 
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development in PWDs with their participation in familial and communal activities. 

However, a meaningful participation of PWDs in communal activities characterized by 

active involvement of PWDs in the planning, decision making and implementation of 

community development activities (Watson et al., 2012).  

 Persons with disabilities experience discrimination in family life i.e. starting a 

family, marriage, role as a parent, in the experience of being avoided unwed, in relation to 

professional staff, etc. They anticipate discrimination in making close relationships in 

employment and in education (Milačić-Vidojević et al., 2017). Family members may be 

the main source of support; they also could contribute to discrimination that people with 

disabilities experience in family life. They can begin to blame others or to withdraw 

(Corrigan et al., 2006). Family members are more likely to abandon the disabled relatives 

if they don’t believe that improvements are possible (Howard et al., 2000; and Thornicroft 

et al., 2009). It is important to recognize that many people with disabilities receive 

unconditional support from family members. Family members are first to help in coping 

with the constraints and barriers that disabled individuals may face. Many studies show 

that family members are satisfied with their role of care giving to person with disabilities 

(Thomas et al., 1989). However, Milačić-Vidojević et al, (2017) found that person with 

disabilities experience discrimination mostly in family life. 

 Younger and unmarried participants have higher scores in experienced and 

anticipated discrimination, assuming they face more challenges in looking for intimate 

relationship and starting a family. In general, persons with disabilities have narrowed 

communications and fewer opportunities to benefit from sexual counseling. In the realms 

of intimate relationships, the research results show that, persons with disabilities are not 

perceived as sexual human beings (Milligan & Neufeldt, 2001). Disabled men have been 

stereotyped and stigmatized as if they cannot fulfill traditional role of breadwinner (Lewis, 

2000). As for disabled women there exist a conviction that they are not able to be mothers 

and housewives (Addlakha, 2007). People with a disability are less likely than people 

without a disability, to be married (Watson & Nolan, 2011). Milačić-Vidojević et al., 

(2017) stated that possible explanations for the association between marital status and 

disability are that persons with disability may have greater difficulties in meeting a suitable 
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marriage partner and lower socio-economic status, which contributes to remaining single 

or having a marital breakdown (Watson&Nolan, 2011).  

 The PWDs faced multiple deprivations due to their poverty and disability 

(Charlton, 2000). However, the cultural norms and values provide them the opportunities 

and social security net to prevent their complete social exclusion (Lewis et al., 2016). The 

cultural leisure activities like festivals and marriages etc. are celebrated with a belief of 

welfare of all societal groups including PWDs. Moreover, the charity support distribution 

is preferred to the most deprived group like PWDs which help prevention of their complete 

socio-economic downfall (Lang et al., 2011; and Asselt et al., 2015). Haihambo & 

Lightfoot (2010), however, reported against it stating that due to negative cultural beliefs 

leads to stigmatization, isolation and rejection of PWDs (Braathen & Kvam, 2008; 

Muwana & Ostrosky, 2014). These positive and negative inclusionary effects of cultural 

participation in leisure activities are linked to the cultural beliefs that vary from society to 

society (Nawijn and Veenhoven, 2011).  

 Culture with positive support for PWDs provide them with opportunities to play 

their constructive role in the society (Wilhite and Shank, 2009) whereas, in other cultures 

the PWDs face problems in attending mainstream leisure activities and have very little 

interaction with other without disabilities (Dusseljee et al., 2011). Misener (2014) further 

added that it is not the problem of participation in leisure activities rather that of provision 

of equal chance and choice to participate in cultural activities is more important for social 

inclusion. Inclusion of PWDs through participation in festivals and leisure activities is a 

function of their health, fun, entertainment, relieving tension, sociability and wellbeing 

(Marwat eta al., 2016). 

 Misener (2014) stated that personal well-off PWDs to participate in community 

activities is important where community members assist their inclusion in the process. The 

PWDs however, are reluctant to shoulder the responsibility associated with such decisions 

(Misener, 2014). Therefore, non-participation doesn’t always means social exclusion, as it 

occurs when people want to participate but can’t (Kasiram & Subrayen, 2013; and Spaaij 

et al., 2014). If the PWDs start understanding their daily personal tasks such as cooking, 
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personal assistance and companionship for family members, their chances of inclusion are 

enhanced (Care Alliance, 2015).   

 There are stories of successful marriages and families with PWDs as a household 

head. The overall effect of participation in group activities and establishing successful 

families reflect social inclusion of PWDs. Group involvement in communal activities help 

in accommodating individual needs of all participants, meaning that members with 

disability, in such situation, enjoy the same experience as members without disability 

(Asselt et al., 2015). In addition, participation in available group activities enhances social 

inclusion of PWDs (Daley et al., 2018) due to their group interaction (Wiesel and Bigby, 

2016). 

 Physical disability is the major hurdle in getting married by PWDs (Nagata, 2003) 

as if they are held to be asexual (Peta, 2017). It also a common fear that children of PWDs 

could also be disable (Alexander and Gomez, 2017: Addlakha et al., 2017; and Pattberg, 

2017) and their becoming of parent is actively discouraged (Barker & Maralani, 1997). It is 

difficult for PWDs to start a family, to get married, and become parent etc. (Milačić-

Vidojević et al., 2017). A common stereotype and stigma associate with PWDs is that they 

can’t perform normal social function required for a family life (Lewis, 2000; and 

Addlakha, 2007) hence, less likely to get married (Watson & Nolan, 2011).  

 Instances of successful marriage and productive family lives are there in the PWDs 

that highlight their possible social inclusion (Watson & Nolan, 2011). McConkey et al 

(2017) found that it is not a matter of livened inside a community to become a productive 

member. It is the social support from the people that encourages PWDs in satisfactory 

culture participation and their social inclusion. 

2.11  Accessibility to mobility and transport services 

 Critical theory perceives PWDs problems obviously as the product of unequal 

societal arrangements. It ties the solutions to social action and change. Philosophies of 

disability as social oppression mean that prejudice and discrimination PWDs lives much 

more than impairments do (Sutherland, 1998). The problem with public transport is not the 
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inability of PWDs but the transport is not designed as per needs and requirement to take 

wheelchairs etc. These problems can be cured by spending money, assistive computer 

technology, surgical intervention, or rehabilitation. According to Litman (2011), 

accessibility is the people’s ability to reach destinations in comfort, such as services, 

goods, and activities, which all together are defined as opportunities. Mobility as the 

capacity to move, is a core element of human capacity (Oxford Dictionary, 2008). 

 CRPD (2006) outlined that Accessibility is essential to enable persons with 

disabilities to live independently and participate fully in all aspects of life; it is an outcome 

and means to the realization of rights. Within the CRDP accessibility is access of persons 

with disabilities to physical environment (buildings, roads, transportation and other indoor 

and outdoor facilities, including schools, housing, medical facilities and workplaces), 

transportation, information and communication including information and communication 

technologies, and other services and facilities provided to public on an equal basis. 

Obstacles and barriers to accessibility for person with disabilities can be identified and 

eliminated to develop, promulgate and implementation minimum standard of accessibility. 

 Schulze (2011) found that PWDs using wheelchairs cannot access most of the 

facilities as buildings with staircases only, making it inaccessible to them. It is the 

responsibility of State and abled bodies to ensure that architects, construction engineers 

have the consideration of designing buildings which are friendly and easily accessible to 

everyone including PWDs. The Australian Human Rights and Equal Opportunity 

Commission point out difficulties in getting to and from work, including lack of physical 

access and high transport costs as major barriers to work (HREOC, 2005). Accessibility 

problems include: badly designed parking spaces, unavailability of public transport, getting 

to the stop or station, getting on or off the vehicle, transferring between services etc. 

(Russell et al., 2008). 

 The special citizen Act 2008 promulgated by the government of Pakistan 

emphasized on provision of accessibility to PWDs at public places by allocating reserved 

seats for them during their transport and designing buildings according to their 

requirements (GOP, 2008; and Mughees et al., 2011). However, these set targets are far 
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from achieving in actual. Milner & Kelly (2009) reported increased cases of injuries 

among PWDs and aging persons due to inappropriate structure design of community 

infrastructure.  

 Carmien et al (2005) further pointed out that difficulty in orientation and inability 

in reading and understanding direction hinder access to correct vehicle, exiting correct stop 

and understanding operator announcement (Frye, 2013). For Casas (2007) access to 

transport is essential requirement’s for actualizing basic needs like education, health care 

and access to goods and services (Preston and Rajé, 2008). Provision of transport facilities 

in developed nations has brought revolutionary changes in living standards of PWDs 

(O’Neill and O’Mahony, 2005; and Lodovici and Torchio, 2015). Clery et al (2017) found 

that the use of transport facilities was significantly low among PWDs than normal person 

that reduce their quality of life and subjected them to social exclusion (Cvitkovich & 

Wister, 2001). Non-adoption of transport system according to the disability needs of 

PWDs was the main reason for non-satisfaction of PWDs towards transport facilities 

(Geurs and Wee, 2004; and Lucas & Currie, 2012).  

 A user friendly public transport system in terms of accessibility to bus stops and 

facilities of getting in and out of transport at appropriate stops is important (Gopinath & 

Kuang , 2012; Cheng and Chen, 2015; and Yatskiv et al., 2017). These facilities improve 

PWDs participation in routine life and their social inclusion (Abreha, 2007; Addo, 2014; 

and Enoch, 2018).  Due to unawareness or cumbersome and administrative procedure these 

facilities were unsatisfactorily availed by the PWDs and hence most of them face the 

problem in paying the fare. Concession in transport fare is meant for PWDs mobility 

(Enoch, 2018) and has substantial inclusionary effects in mainstreaming the PWDs (Addo, 

2014). 

 Poverty is the main constraining factor due to which the houses constructed are not 

based on taking into consideration the needs of PWDs. Moreover, there is no future 

provision for amending house construction for new entrants PWDs (Wolanin and Steele, 

2004; and UNICEF, 2012). The stairs can’t be navigated and the doors are difficultly 

opened by the PWDs (Gal et al., 2010) that create barriers to their mobility (Howell and 
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Lazarus, 2003). The within home environmental barriers overpower the PWDs-families 

cordial relations and promote their social exclusion (Schulze, 2011) as the PWDs remain 

unable to meet their friends and other community members due to building barriers and 

lack of assistive devices (Green & Jackson, 2011).  

 The assistive devices are meant to bring PWDs equal to normal societal members 

(WHO, 2011) and ensure access to human rights, participation, education, work, services 

and overall social inclusion of PWDs (Magnusson et al., 2014). However, sufficient 

provision and successful working of these devices is still a big problem (Maart and Jelsma, 

2013). Stark (2001), therefore emphasized on designing and modifying the daily use items 

of PWDs to eliminate their mobility barriers (Tan et al., 2013).  

 Religious practices provide spiritual support to PWDs and their families. Therefore, 

the PWDs have high desire for participating prayers and other religious rituals, especially 

those that are practiced collectively at mosque or churches etc. The religious organization 

is also a hub for providing social support to deprived segment of society like PWDs 

(Rahim et al., 2014). Therefore, religious leader are the necessary ingredient of any reform 

process meant for social inclusion of any segment of society including PWDs (Geneva, 

2010). The design of infrastructure of religious places should be designed to facilitate 

utilization of provided facilities like toilet, parking, ablution places and prayers with ease 

(Kadir  and Jamaludin, 2012). 

2.12  Social Inclusion 

 The concept of social inclusion has been incorporated into human rights 

mechanisms (Silver, 1994), and most recently, the United Nations Convention on the 

Rights of Persons with Disability. Article 19 of the convention requires governments to 

‘recognize the equal right of all persons with disabilities to live in the community, with 

choices equal to others’ and ‘take effective and appropriate measures to facilitate full 

enjoyment by persons with disabilities of this right and their full inclusion and 

participation in the community’ (The United Nations CRDP, 2006). 
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 PWDs are one of the marginalized and disadvantaged group that face various 

obstacles accessing to services and opportunities. Social inclusion is a component of well-

being for PWDs and a main constituent of the CRPD. However, social inclusion of PWDs 

is still low and their social interaction is only possible within family members, peers and 

colleagues (Dhungana, 2006). Lang et al (2011) affirm that PWDs are the most 

marginalized and excluded group in any society, even in developed countries. Eide and 

Loeb (2006) point out that for maintaining the standard of living of PWDs, they should be 

facilitated in various sectors including education, health care services and facilities, 

housing and environmental conditions, employment, economic and political participation.  

 Cooney et al (2006) also noticed that the internalization of cultural traits of 

cooperation and mutual help is compelling on each societal member in a neighborhood to 

willingly extend help and trust with each other and especially to the physically dependent 

group like PWDs. Diez (2010) further added that strong bonds of interaction between 

community members and PWDs have strong positive influence on  integration of PWDs 

into mainstream society (Jetha et al., 2018). Conversely, non-friendly attitudes towards 

PWDs in terms of low acceptance of pears, limited friendship, bullying and rejection 

have dramatic effects to detriment the quality of life of PWDs (De Boer et al., 2012).  

 Kett & van Ommeren (2009) noticed that empowerment of PWDs at family and 

community level helps them to claim their rights and improve their own situation. Lewis et 

al (2016) emphasized that there is always lack of understanding among community 

members to visualize disability as a product of person-environment interaction. The myths 

and cultural beliefs, therefore, mask over the reality and result in discrimination of PWDs 

by considering disability as a curse of super nature (Kuyayama, 2011). It became difficult 

for PWDs to manage the stigma associated with their impairment and in most cases drown 

into isolation (Barg et al., 2010; and Kuyayama, 2011). Schur (2002) further added that 

charity based welfare of PWDs is good for physical survival of PWDs in terms of 

providing food and shelter etc. However, such welfare based approach is not sufficient to 

make PWDs a productive member of society and their complete social inclusion 

(Dhungana, 2006; and Griffith et al., 2013). 
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 Bray and Gates (2003) described PWDs living in but not of their local community. 

The authors noticed that the PWDs frequently interacted with members in their 

community. However, their functional partnership in community member as active 

participation was non-significant. They were not involved in the community process 

except welfare based dependence on other (Branding et al., 2009). Degener (2016) 

therefore, emphasized on involvement of PWDs as experts to point out their problems and 

solutions in all activities that are designed for their welfare (Brennan et al., 2016). Degener 

(2016) further added that the interaction of PWDs with normal healthy citizen too is not of 

that quality and duration to the satisfaction of PWDs. Therefore, PWDs are found 

complaining of lack of emotional support from family and community members despite of 

frequent interaction with them (Moscardini and Kirsten, 2015). Burke et al (2014) stated 

that PWDs have desired to interact with the people outside of their home, however, they 

have very limited access to such clubs or activities in which they can contribute in valuable 

terms. 

 Dhungana (2006) reported that family members and peer are the most significant 

persons in terms of interaction with PWDs. However, community level their interaction is 

uncommon and mostly restricted from community side (Lang et al., 2011). Downing 

(2011) added that medical conceptualizations of disability overshadow the socio-

psychological needs of the PWDs. Therefore, charity based welfare is considered more 

important than establishing human rights of PWDs like those of normal societal members. 

CEPD (2013) therefore expressed its concerns regarding unawareness of PWDs with 

respect to their rights. Therefore, the rights of PWDs remain unestablished and a 

stigmatized identity is linked with disability to place PWDs in a group member with all 

disabled persons to experience and share disability (McVilly et al., 2004; Diez, 2010; and 

Nario-Redmond et al., 2013). 

2.13  Chapter Summary 

 The literature review depicted that the social inclusion process takes care for all the 

individual and groups that are either unable to participate social life or who are shut out by 

society not to participate through their denial. The inability on part of individual includes 
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their physical, psychological and mental abilities to participate in the mainstream society. 

Person with disabilities are those who are more likely to be shutout by the society and are 

discriminately treated with respect to their social relations, participation in physical and 

customary activities and are sometime unable to make decisions about their private life. In 

this way fissure is created among physically fit and physically disabled people that lead to 

societal disintegration. 

 United Nations adopted Universal Declaration on Human Rights (UDHR) in 1948, 

MDGs in 2000, Convention on the Rights of Persons with Disabilities in 2008 and 

Sustainable Development Goals (SDGs) framework during 2012 that took care of multiple 

and complex challenges faced by PWDs. At national level the policies are developed in the 

light of these documents and policies for social inclusion of PWDs.  

 Moreover, for enabling social inclusion of these people in mainstream society 

various approaches have been adopted in different parts of the world including Charity, 

Medical, Social and Rights Based Approach. The rights based approach, the latest of all 

approaches, is based on United Nations Convention on the Rights of Person With 

Disabilities which emphasize on provision of same rights to PWD s as a normal person 

enjoy with specific reference to basic human rights, including self-determination, 

participation in decision making, culture life, access to health, education and employment, 

and access to mobility and transport services. 

 The human rights approach to disability moves from the treatment of persons with 

disabilities as objects of charity, medical treatment and social protection, towards viewing 

persons with disabilities as people with rights who are capable of claiming those rights and 

making decisions for their lives based on their free and informed consent, as well as being 

active members of society. Handicap International and CBM (2008) summarized these 

dimensions of right based model into sub dimensions of discriminatory laws, denial of 

basic human rights, access to adequate health service, access to education, access to 

employment opportunities, opportunities for self-determination, participation in decision 

making and exclusion from social activities. These dimensions are closely associated with 

the social inclusion or exclusion of PWDs in the mainstream society. The literature showed 
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that most of the studies focuses on ground under which such discrimination are made so as 

to propose measures for promotion of equality for PWDs. Research studies emphasized on 

ensuring social justices for PWDs in terms of inequalities, dignity and autonomy. In 

addition to finding out the causes to violation of such basic human rights and suggests 

remedial measures.  

 In addition, education, health and economic institutions are the major societal sub 

systems that meet some of the fundamental human needs. PWDs are specifically 

discriminated in access to health, educational and employment opportunities resulting in 

poor outcomes in these sectors. Inclusive educational, health and economic opportunities 

through legislation, policy making and other practical interventions can prohibit 

discrimination based on disability in these sectors. Therefor, “access to adequate health, 

employment opportunities and education” have a specific focus under the right based 

model. Various researches depicted that social inclusion of PWDs is associated with self-

determination which help PWDs, in making choices, self-management, asserting oneself, 

self-knowledge, self-advocacy, autonomy and independency.  

 From the literature review it is depicted that poor accessibility to mobility and 

transport services are some additional problems faced by PWDs to live independent life 

and ensure full participation in cultural, recreational and sports events prevailing in society 

and enjoy their legal and institutional rights. Similarly, accessibility problems are 

overarching the sectors of physical environment, transport, information and 

communication.  

 Furthermore, one of the crucial components of successful human life is to enable 

them to have control over their life and engaged with society with specific reference to 

participation in decision making and other cultural activities. The domains of participation 

in cultural life, therefore, are introduced in the model to reduce the risk of PWDs being 

deprived of their decision making abilities and cultural participation. 
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Table 2.1  Analysis of existing literature on social inclusion of PWDs 

Region/Country Researcher/Author Year 

International United Nations  

United Nations 

UNCRDP 

UNICEF 

WHO 

British Council 

United Nations 

United Nations 

2005 

2006 

2006 

2011 

2011 

2014 

2016 

2018 

Aspects of social inclusion 

Access to education, health and employment opportunities, participation in decision 

making, cultural life, leisure and sports, modifying the daily use items of PWDs to 

eliminate their mobility barriers. Provision of education on equitable basis is the fourth 

SDG of the United Nation 

European countries Kearney  

 Gomez-Vela et al 

Hästbacka et al 

Etieyibo and Omiegbe 

 Sakellariou and Rotarou  

 Sakellariou and Rotarou 

 Saif et al 

 Morgan et al 

 Waltz et al  

 Kiuppis et al 

2009 

2012 

2016 

2016 

2017 

2017 

2017 

2017 

2018 

2018 

Aspects of social inclusion 

Self-determination, assessment, students, disabilities, special educational needs, poverty 

and disability, policy formation. Experiences involving food, attending community events, 

are crucial locations for exclusion or inclusion. Access to adequate food and its impact on 

health and wellbeing. Physical, social, attitudinal and/or economic barriers when accessing 

food and dining experiences, barriers that affected the entire spectrum of access-to-food 
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issues across all forms of disability. Quality in education, inadequate access to educational 

institutions, teacher and fellows attitude, learning material, assistive devices and access to 

course outlines, educational policies, factor leads to social exclusion from education, 

participating and learning at school, being denied enrollment, being denied access to, and 

participation within curricula, being bulled, lack of caring of disable students by school 

staff, lack of teacher knowledge and understanding. health services, public health, 

disability, health care, access. Public transport can be more attractive by providing "Door 

to door mobility" and development of transportation services is an important factor of 

social inclusion. Disabled people, societal participation, barriers, facilitators, inclusion in 

sport: disability and participation 

Western South America Elena et al 

 Bonaccio et al 

2017 

2019 

Aspects of social inclusion 

Social exclusion, access to health care, difficulty arriving at a health facility, obtaining a 

doctor’s appointment, being attended to in a health facility, paying for treatment due to 

cost, and obtaining necessary medicine, pparticipation of PWDs in workplace and 

employer concerns and disabilities diversity employment discrimination. 

Africa Engelbrecht and deBeer 

Jolley et al 

Magnusson  & Bickenbach 

Chiwandire and Vincent 

Odame 

Elina and  Mukhopadhyay 

Opoku et al 

Elvis Agyei Okyere et al    

Agyei Okyere et al 

Njelesani  et al 

2009 

2017 

2017 

2017 

2017 

2017 

2017 

2018 

2018 

2018 

Aspects of social inclusion 

Development and adoption of coordinated approaches to measuring disability and social 

exclusion, improved stakeholder coordination mechanisms, access to assistive devices, and 
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to compare groups of participants in terms of gender, residential area, income, and type 

and level of assistive device. Rights to health, a standard of living, education, marry and 

establish a family, vote, and work, access to higher education, exclusion, lack of adequate 

access to libraries, toilets and transportation, participation in academic and social aspects 

of campus life, PWDs potential,  assess the extent of physical barriers of PWDs, the roles 

of stakeholders in providing accessible facilities, sustainable employment opportunities for 

PWDs. Exploring perceptions and participation in agriculture, eradication of poverty 

among PWDs by exploring their participation and experiences in agriculture‐related 

activities, policymakers to engage with PWDs to identify possible ways to assist their 

participation in agriculture. Discrimination against persons with disabilities justice, social 

protection, protection issues and social exclusion 

Australia Milner  &Kelly 2009 

 

Aspects of social inclusion 

Sense of community belonging. Self-authored approaches to inclusion of PWds and 

inclusive communities 

Asia Kim et al    

Mahapatra et al 

Ali et al 

Park et al 

Pattberg 

Devkota et al 

2016 

2016 

2017 

2017 

2017 

2019 

Aspects of social inclusion 

Development of disability policies, improvement of social services to better social 

participation and social inclusion for PWDs, challenges in accessing health care services 

and satisfaction, disability discrimination human relationships as the scope of social 

participation increases, Societal attitude and behaviours towards women with disabilities, 

pregnancy, childbirth and motherhood 
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Pakistan GOP 

GOKP 

Mughees et al  

Adeel et al 

Marwat et al 

2002 

2014 

2011 

2016 

2016 

Aspects of social inclusion 

Financial costs of travel, availability and quality of public transport, activity participation, 

use of motorized assistive devices, public transport. Women appeared to be additionally 

disadvantaged due to limited access to economic resources and increased reliance on 

personal means of transportation, have fun, to be physically fit, to stay in shape, to be with 

friends, to do something, entertainment, relieving tension, sociability and wellbeing  were 

the main motivators  for  participation  in  sport  and  cultural activities/events,  financial  

problem,  socio-cultural restrictions, access  to  the  facilities,  parental  barriers,  and  

physiological  problems. Providing financial support, physical rehabilitation, training and 

education of disabled persons. Policy to ensure protection of PWDs rights in term of 

medical and rehabilitation services, education, employment and social participation.  
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III. STUDY METHODOLOGY 

This study was carried out in District Malakand to analyze the state of prevailing legal, 

institutional rights and cultural practices with respect to PWDs in the study area and 

effectiveness of accomplishment of these rights in their social inclusion. To reach to the 

required results the following procedures were adopted. 

3.1.  Universe of the Study 

 The proposed study was carried out in District Malakand KP, Pakistan. Malakand 

is a division of the province of Khyber Pakhtunkhwa in Pakistan. The district was formed 

in 1970 as a Provincially Administered Tribal Area (PATA), It had previously been a tribal 

area known as the Malakand Protected Area, part of the Malakand agency. From 1970 the 

district became part of Malakand Division. The area of district Malakand is 952 Square 

Kilometer. Principal sources of income are agriculture, trade and public service. The total 

cultivatable land is 456,600 hectares (Government of Pakistan, 2000). According to census 

report 2017 total population of district Malakand Protected Area is 720295. Out of total, 

362089 populations are male while female are 358203 and Shemale / Transgender are 3.1 

Average annual growth rates is 2.47 from 1998 to 2017. 

Table-3.1. Population of District Malakand Protected Area Census 2017 

 Population Rural Urban Total 
Population 652095 68200 720295 
Male 326925 35164 362089 
Female 325167 33036 358203 
Transgender 3 0 3 
Household 82892 8522 91414 

 Geographically district Malakand is divided into 2 Tehsils (administrative sub 

units) namely Sam Ranizai and Swat Ranizai and 28 Union Councils (Table 3.2). Further, 

there are one national and two provincial constituencies (assembly seats) in district 

Malakand (Figure-1) (KP, 2013; and Population of Malakand Protected Area Census, 

2017). 
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Table-3.2. Tehsil wise Population of District Malakand 

Name Status Population 
Census 

01-03-1998 
Census 

15-03-2017 
Malakand  District (Administrative unit) 452,291 720,295 
Sam Ranizai Tehsil (Administrative sub unit) 191,996 304,112 
Swat Ranizai Tehsil (Administrative sub unit) 260,295 416,183 
Source: Pakistan Bureau of Statistics 

 As per Social Welfare Department District Malakand record a total of 8028 people 

are disabled in the district. These persons with physical disabilities are willing/able for an 

interview constituted the study population. 

3.1.1  Research Design 

 The research study design was a “Cross Sectional” or one shot or status studies on 

the basis of its time horizon. Cross sectional study is the most appropriate design for 

knowing the existing phenomenon, problem, attitude, perception, or an issue, by taking a 

cross section of the population. This design gives an overall picture existing at that time 

(i.e. at the time of study). Such studies are cross sectional with reference to both time of 

exploration and study population (Babie, 1989). In addition, Explanatory sequential   

mixed method is a mixed methods strategy that involve two-phases project in which the 

researcher collects quantitative data in the first phase, analyzes the results, and then uses 

the results to plan the second qualitative phase was adopted. It is considered explanatory 

because quantitative data results are explained further with the qualitative data. It is 

considered sequential because the initial quantitative phase is followed by the qualitative 

phase (Creswell, 2014). The study interest was to probe the possible relationships between 

social inclusion of person with disabilities and their acces s to basic human rights.  
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Map of District Malakand 

 

3.1.2.  Unit of Analysis and Unit of Observation 

 Unit of analysis refers to the social entities whose social characteristics are the 

focus of the study (Baker, 1994). Therefore, the units of analysis for this study were the 

person with disabilities (Physically disable, blind and other PWDs who were able for an 

interview) in the Malakand, KP, Pakistan. Unit of observation is the unit on which one 

collects data (Mugenda &Mugenda, 2003). In this study, the unit of observation was the 

challenges, experiences and access to rights of PWDs in their routine life and state of their 

social inclusion. 

3.2.  Data and Data Collection Tools 

For data collection the following procedure was adopted.  
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3.2.1.  Operationalization of Variables 

 The conceptual model of the proposed study was designed in the light of the right 

base model of disability. Two main elements of the rights-based approach 

are empowerment and accountability. Empowerment refers to the participation of people 

with disabilities as active stakeholders, while accountability relates to the duty of public 

institutions and structures to implement these rights and to justify the quality and quantity 

of their implementation. Moreover, in the proposed study, social inclusion means having 

the opportunities and resources to participate fully in economic, social and cultural life and 

to enjoy a standard of wellbeing that is considered normal in the society in which we live.  

 Human rights are considered rights that every person is entitled to, irrespective of 

sex, race, nationality, age and religion, to mention a few. Every human being deserves to 

have equal rights. Discrimination means discrimination on the basis of disability as; “any 

distinction, exclusion or restriction on the basis of disability which has the purpose or 

effect of impairing or nullifying the recognition, enjoyment or exercise, on an equal basis 

with others of all human rights and fundamental freedoms in the political, economic, 

social, cultural, civil or any other field”. Access to health services was considered the 

accessibility in terms of transportation, accessibility to health services and policy 

implementation. Decision making means making, decisions about employment, medical 

treatment, property, finances, family, and participation in community activities. 

Accessibility includes accessibility of the physical environment, accessibility to transport, 

communication and information. Access to education was considered access to 

campus/educational institutions and quality of education provided by these institutions.  

3.2.2.  Instrumentation of variables and data collection 

 For measurement of study variables (nine independent variables namely ignorance 

to law, denial of basic human rights, self-determination, access to adequate health services, 

access to education, access to employment opportunities, participation in decision making, 

participation in cultural life, and accessibility to mobility and transport services, one 

dependent variable i.e. social inclusion and five background variables including gender, 
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family type, literacy status, family monthly income and level of disability) the following 

procedure was adopted. 

 Social Inclusion Scale consisted of four dimensions i.e. Social Isolation, Social 

Relations, Social Acceptance and Individual Items; the scale for measurement of Social 

inclusion consists of 13 items.  A positive response on 07 or more items was considers 

social inclusion of PWDs.  

 Similarly, measurement of ignorance to law is based on the scale consisted of 12 

items. A negative response on 06 or more items was considered as ignorance to law. 

 In addition, for measuring denial of basic human rights, the scale consisted of 11 

items. A positive response on 06 or more items on the scale was considered denial of basic 

human rights for person with disabilities. 

For measurement of Self-determination, the scale consisted of 10 items. A 

respondent with positive response on 05 or more items on self-determination scale was 

considered self-determined. 

 The domain of “access to adequate health services” (10 items), have three 

dimensions i.e. healthcare (4 items), receiving or visiting health care providers (3 items) 

and level of satisfaction (3 items); positive response on 5 or more items was considered as 

good access to adequate health services. 

 Measuring “Access to education variable (10 items)” was based on scale having 

two dimensions namely campus accessibility (09 items) and quality of education (1 items). 

Positive response on 5 or more items was considered as good access to education of person 

with disability.  

 The variable of “Access to employment opportunities” was measured on 09 items 

scale. Positive response on 05 or more items was considered as access to employment 

opportunities of person with disabilities. 
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 Participation of PWDs in decision making scale consisted of 09 items, positive 

response on 05 or more items was considered as good participation of PWDs in decision 

making. 

 The variable “participation in cultural life” was measured on 10 items scale. 

Positive response on 05 or more items was considered as active participation in culture life. 

 Accessibility to mobility and transport services scale consisted of 10 items, a 

positive response on 05 or more items was considered as good accessibility in mobility and 

transport services by person with disabilities. 

 The Interview Schedule was pre-tested for its relevance to objectives of the study 

and the inconsistencies and ambiguities were corrected before actual data collection. For 

data collection from male respondents of the study the researcher himself collected data, 

while, for data collection from female respondents a female was hired and was trained 

prior to data collection. The data collection process was led by the researcher himself. 

Primary data was collected through a well thought out and comprehensive interview 

schedule, encompassing all the basic aspects of the study (Annex-1).  

 In addition, for collecting qualitative data on the mentioned domains and 

dimensions of the study, two FGDs were carried out. Participants of the FGD’s were 

person with disabilities. 

3.2.3.  Reliability analysis 
 

 As indicated by Mugenda (2008) reliability is the measure of how much research 

instrument yield reliable results or information. A pretest was carried out to test the 

reliability of the study instruments. An instrument cannot be valid if it is not reliable, that 

is, if it does not measure what it purports to measure consistently each time it measures. 

Cronbach Alpha (α) was used for estimating internal consistency because of its ease of use 

and that only a single test is needed. It can also be used for both binary and large-scale 

data. Reliability coefficients were computed to ascertain the internal consistency of the 

scale items. A reliability of 0.60 is generally considered a minimum threshold for 

reliability and 0.80 is considered very good reliability (Scholle, 2008).  
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The formula of Cronbach's Alpha (α) is given by Cronbach LJ (1951) (Equation-1) 

  � =
� .  

(  �(���) . )
 Equation-1 

Where  

N is the number of components (items or testlets),  

 is the average variance and  

 is the average of all covariances between the components. 

Results of Cronbach's Alpha (α) test are given in Table-3.3 

Table-3.3 Results of Cronbach's Alpha (α) 

Variable  Cronbach's Alpha (α) Value 
Ignorance to law 0.718 
Denial of basic human rights 0.740 
Self determination 0.751 
Access to adequate health service 0.616 
Access to education 0.877 
Access to employment opportunities 0.618 
Participation in decision making 0.805 
Participation in cultural life                                                                                               0.623 
Accessibility to mobility and transport services 0.683 
Social inclusion of PWDs 0.615 
Total 0.844 

3.2.4. Indexation 

 In social sciences, indexation is used for assessment of the respondent’s attitude 

about the study variables. For indexation purpose, the minimum statements in a variable 

must be two or more than two. Thus, index construction is combining two or more items in 

a variable (Nachmias, 1992). For measuring the association between the independent and 

dependent variable at the bivariate and multivariate levels, the independent variable and 

dependent variables showing Cranach’s Alpha values of 0.6 or more were indexed.  

3. 3.   Sampling Design  

 For selecting a representative sample, a multistage stratified random sampling 

technique was adopted. There were two Tehsil and 28 Union Councils in district 

Malakand. At first stage 06 rural UCs, 03 Union Council from each Tehsil i.e. UC Hero 
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Shah, Kot and Skhako Bandajat from Tehsil Sam Ranizai and UC Palai, Pir Khel and 

Thana Bandajat from Swat Ranizai were randomly selected.  

3.3.1. Sample Size:  

 Total population of PWDs in the study area comprises of 8028 persons. For 

calculation of sample size the following formula was used as recommended by Chaudhry  

(2009).  

� =  
�������

�������������   -----Equation-2  (Chaudhry, 2009) 

Where 

N= total population = 8028,  

p= population proportion=0.50,  

q=0.50,  

z= confidence level = 1.96 and  

e= margin of error = 0.043,  

 Based on above formula the required sample size for a population of 8028 was 

worked out to be 488 persons with disabilities. The required sample size was 

proportionally allocated to each Union Council and then randomly selected by using 

simple random sampling technique. Allocation of required sample size is given in Table-

3.4. 

Sample size formula for proportional allocation is as; (Bowley, 1926) 

Sample size required for each stratum = nh = ( Nh / N ) * n --- Equation-3 

Where nh is the required sample size for stratum h,  

Nh is the population size for stratum h, 

N is total population size, and  

n is total sample size 
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Table -3.4.  Allocation of required sample to selected Union Councils (UCs)  

Union Council 
Name 

Location wise 
number of selected 

Union Councils 
(Smallest 

Administrative Unit) 

Population size/total number 
of disabled person 

Sample 
Size 

Hero Shah Rural 379 101 

Kot Rural 313 83 
Palai Rural 359 96 

Pir Khel Rural 312 83 
Skhakot Bandajat Rural 201 54 

Thana Bandajat Rural 268 71 

Sub Total 1832 488 

3.3.2.  Characteristics of Respondents 

 Articles 1 of United Nation CRPD (2006), defines person with disabilities as “those 

who have long-term physical, mental, intellectual or sensory impairments which in 

interaction with various barriers may hinder their full and effective participation in society 

on an equal basis with others”. In order to meet the study objective person with Physical 

disabilities and blind (visual impairment) who are in position to respond to the questions 

and interview were selected from rural areas in the study universe.  

3.3.3.  Conceptual framework 

 Conceptual framework of the study is based on rights based model promulgated by 

CBM and Care International. It comprises of five background, 09 independent and one 

dependent variable as give in Table-3.3. 

Table-3.5. Conceptual Framework 
Compound 
Background Variable 

Independent Variables 
 

Dependent 
Variable 

Gender 
Family type 
Literacy status 
Monthly family  income 
Level of disability 

Ignorance to law Social Inclusion of 
PWDs Denial of basic human rights 

Self-determination 
Access to adequate health service 
Access to education 
Access to employment opportunities 
Participation in decision making 
Participation in cultural life                                                                                               
Accessibility to mobility and transport services 
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3.4.  Analtical Framework 

 The collected data was coded and entered in SPSS software for its analysis. The 

data was analyzed at uni, bi and multivariate levels.  

3.4.1. Uni-variate Analysis 

 At uni-variate analysis, frequency and percentages distributions of the background, 

independent and dependent variables were worked out (Equation-4).   

Percentage of data class = 
�

�
∗ 100 Equation-4 (Chaudhry and Kamal, 1996) 

f = frequency of data class 

N = number of observations in the data set. 

3.4.2. Bi-variate Analysis 

 At the bi-variate level, the dependent variable (social inclusion of PWDs) was 

indexed and cross-tabulated with all independent variables. The frequency distribution 

and percentages obtained from the cross tabulation were given across the independent 

variables and compared on the dependent variables. For measurement of the strength and 

direction of association of variables, Chi-Square Test and Tau-b tests were applied.  

Measurement of Chi-Sqaure values were based on procedure proposed by Mary (2009) in 

equation-5. 

                                         ----------------- (Equation-5)  

Where ��  represents the observed number of cases in category� , and ��  represents the 

expected number of cases in category�. 

Kendall’s Tau-b is expressed through the equation-6 below; (Nachmias and 

Nachmias, 1992) 

�� =
�����

�(�����)(�����)

  (Equation-6) 

Where   

          �� =  � (� − 1)/2 
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�� = � ��  (��  − 1/2)

�

 

�� = � ��  ���  − 1/2�

�

 

Where �� = Number of concordant pairs,  ��  = Number of discordant pairs, ��  = 

Number of the tied values in the ��� group of ties for the for the first quantity, ��  = Number 

of the tied values in the ��� group of ties for the for the second quantity 

3.4.3. Multivariate analysis by contingency tables 

 The multivariate analysis was undertaken to examine that whether the variation in 

social inclusion of PWDs caused by the independent variables is explained by the control 

variables or not. The independent variables that were found fit for indexation on 

Cronbach‘s alpha coefficient criteria were indexed and cross tabulated at the multivariate 

level while controlling respondents gender, family type, family monthly income, literacy 

status and level of disability. The frequency distribution and percentages obtained from the 

cross tabulation were given across the independent variables and compared on the 

dependent variables. For measurement of association between variables Chi-Square test 

was applied, the tau-b test was used to assess that either variation in study variables is 

affected by the control variables or not. 

3.4.4. Logistic regression analysis 

 To examine the functional relationship between group variables (family type, 

literacy status, marital status, family monthly income, ignorance to law, self-determination, 

access to employment opportunities and participation in cultural life) and social inclusion 

of PWDs, logistic regression model was used. The logistic regression model is appropriate 

when the respondents had an option between two alternatives of a variable depending on 

the characteristics of a problem (McFadden, 1973).  

The formula of logistic regression is given as under in equation-7 

        ----- Equation-7 (Karen, 2001) 



70 

Where P is the probability that Y = 1 given the values of the covariates, β0 is the intercept, 

β1, β2….. βk are the coefficients of variables and X = (X1, X2... Xk) are the set of 

explanatory variables.  

For conducting a logistic regression analysis, Cronbach‘s alpha and chi square tests 

were applied to measure the internal consistency and level of significance of the items 

under observation and were indexed. The indexed variables were measured on two level 

scales and were defined as below. 

Family type                                     0 nuclear family, 1 joint family 

Literacy status                                     0 if illiterate, 1 literate 

Marital status    0 if unmarried, 1 married 

Family monthly income       0 if below PRs 16500, 1 otherwise 

Ignorance to law    0 if aware of law and 1 if ignorant to law  

Self-determination        0 if low self-determination, 1 high self-determination 

Accesses to employment   0 if poor access to employment opportunities, 

Opportunities    1 good access to employment opportunities 

Participation in cultural life       0 if passive participation in cultural life, 1   
     active participation in cultural life 
 

Omnibus test of the model coefficient was applied for measurement of statistical 

significance of the full model against the constant only model. Wald test was used to 

predict the statistical significance of independent variables in the prediction of the 

dependent variable.  

The logistic regression model used in the study to analyze the variables 

responsible for social inclusion of PWDs is written as: 

Y= a+b1X1+b2X2+b3X3+b4X4+b5X5+b6X6+b7X7+b8X8.  

Social inclusion of PWDs = a+b1 (family type) +b2 (literacy status) +b3 (marital 

status) +b4 (family monthly income) +b5 (ignorance to law) +b6 (self-determination) +b7 

(access to employment opportunities) +b8 (participation in cultural life). 
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3.4.5. Focus Group Discussion 

 For collecting qualitative data on the mentioned domains and dimensions of the 

study, two FGDs were carried out by using interview guide (Annex-II). Participants of the 

FGD’s were person with disabilities and social activist working for protection of disabled 

rights.  

3.5.  Ethical issues in this study 

Researchers in the social sciences have an ethical obligation to their colleagues, 

their study population and the larger society (Ginsberg & Wlodkowski, 2009). While 

conducting research it is crucial to consider ethical issues from the beginning of the 

research project. It is very important to preserve the dignity and humanity of respondents. 

Research should evade causing harm, distress, anxiety, pain or any other negative feeling 

to the respondents (Oliver, 2003). In this study, the following ethical issues would be taken 

into consideration:  

 The researcher had received an authority letter from the Research Supervisor/The 

University of Agriculture Peshawar, Pakistan, Department of Rural Sociology to 

conduct the study.  

 The respondents were assured of confidentiality and that they did not have to 

provide any personal information or identification if they did not wish to.  

 The researcher ensured informed consent through self, study introduction, and 

asked informants for voluntary participation.  

 The researcher explained the study purpose to respondents to ensure that they 

understood what they were taking part in and how the data was used. Information 

from the target population was treated with the confidentiality that it deserved. 
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IV. RESULTS AND DISCUSSIONS 
 

Results on various dimensions of rights based approach that are responsible for social 

inclusion of PWDs are explained under different sections and sub sections of this chapter. 

Description of demographic information with respect to the respondents is given in section 

4.1. Univariate analysis of social inclusion and its various aspects (ignorance to law, denial 

of basic human rights, access to health, access to education, access to employment 

opportunities, participation in decision making, participation in cultural life and access to 

mobility and transport services) are given in section 4.2. Section 4.3 carries the 

information about the association among independent variables (ignorance to law, denial of 

basic human rights, access to health, access to education, access to employment 

opportunities, participation in decision making, participation in cultural life and access to 

mobility and transport services) and dependent variable (social inclusion), determined 

through cross tabulation and application of Chi-Square and Kendal Tau-b test at bi variate 

level. The association of all indexed independent and dependent variable while controlling 

background variables (gender, family type, education status, family monthly income and 

level of disability of the respondents) was workout to ascertain the spuriousness of 

association among study variables as given in section 4.4. Logistic regression analysis with 

respect to study variables is given in section 4.5. Results of Focus Group Discussions 

(FGDs) are given in section 4.6. The study findings along with its explanation are 

discussed below.  

4.1.  Respondents profile  
 

 Information pertaining to age, gender, family type, educational status, employment 

status, marital status, family monthly income, personal monthly income and sources of 

income of the respondents are given in this section. Furthermore, nature and sources of 

disability are some of the additional domains pertaining to respondent’s profile, discussed 

in this section. Results of the demographic profile are presented as below. 

4.1.1.  Age composition 

Age is an important demographic variable, especially with respect to PWDs, to 

determine the effects of disabilities on the respondents. Young respondents from low age 
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group experience low socio-psychological effects of disabilities. However, increase in age 

brings maturity in thinking, burden of responsibilities and hence develop aptitude towards 

social exclusion or inclusion of PWDs. A sociological breakup of life courses among 

young adults (18-35 years), adult (36-45 years), middle age (46-65 years) and senior (66-

75 years) was adopted for age based gradation of respondents in the study (Mulumba et al., 

2014). 

 Majority of 39.3 percent respondents were from age group 18-35 years (young 

adult), followed by 36.7 percent of respondents from age group 36-45 years (adult), 21.3 

percent belong to age group 46-65 years (middle age) and 2.7 percent were from 66-75 

year age group (senior). It is evident from these results that young adult from 18-45 years 

age group constitute almost 76 percent of the study population whereas the rest of almost 

24 percent respondents were from middle age or senior. These results depict an alarming 

situation of rapid increase in PWDs with advancement of time. The probable reason of 

increase in PWDs from young age group is the population growth rate and insufficient pre 

and postnatal health care facilities, insufficient and inaccessible quality health facilities and 

insecure physical, social and built environment that exposed young people at higher risk to 

disability than they were exposed in past.  Furthermore, a relatively low numbers of PWDs 

from senior and middle age group is probably because of their low life expectancy that 

leads to their early mortality resulting in their low proportion in senior age group.  The 

results validate WHO (2011) report that, based on its statistical data, projected an increase 

in numbers of PWDs, subject to the condition that proper health, physical, infrastructural 

and sanitation related facilities that are provided to the people. The report also pointed out 

an increase of disability risks in aging people, especially in developed nations. Duffy 

(1995) and Klasen (1998) noted that lack of prenatal and postnatal health facilities in 

addition to other basic health facilities are the major sources of permanent disability in 

young adult. However, according to another report, road and machine accidents alongside 

degradation in health due to aging are the major causes of disability in people from old age 

group (Kraus, 2017).  
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Table-4.1.  Frequency distribution and percentage proportion of the respondents 
on the basis of Age 

Age of the respondent Frequency Percentage 

18-35 Year (young adult) 192 39.3 % 

36-45 Year (adult) 179 36.7 % 

46-65 Year (middle-age) 104 21.3 % 

66-75 (senior) 13 2.7 % 

Total 488 100 % 

4.1.2  Gender Composition 
 

Gender is another important demographic variable to influence social inclusion of 

PWDs. Frequency and percentage composition of gender of the respondents is given in 

Table 4.2. The results show that a balance proportion of 58.2 percent and 41.8 percent 

respondents were from male and female gender respectively. PWDs are the deprived 

segment of society. Moreover, being feminine PWDs in a patriarchal society, like that of 

Pakistan, is double deprivation. The patriarchal norms, like one in the study area, obstruct 

accessing female respondents for data collection. However, representation of 41.8 percent 

female respondents in the current study is a major achievement. This was made possible by 

engaging qualified and trained female investigators for data collection. Moreover, 

opportunities of big gathering of female PWDs like events of recruitment interview of 

female PWDs on quota basis were utilized by the researcher to collect maximum data from 

female respondents.  Such even representation of female respondents in the current study 

ensure recording of problems faced by the feminine PWD in their own voices. This also 

helped to test the effectiveness of policy interventions introduced by the Khyber 

Pukhtunkhwa government under Khyber Pukhtunkhwa Deserving Widows and Special 

Persons Welfare Foundation Act, 2014. The even representation of both genders in the 

current study is also helpful in better generalization of research findings to the society. 

Majiet & Adelene (2015) reported that in patriarchal societies the male PWDs are more 

dominant and independent than female in terms of activity and productivity. They enjoy 

the freedom of democratic rights and participation. However, women in such societies are 

passive, and in most cases, unable to participate in social events and in some extreme cases 

are lacking control of their own life (Barron, 2010). Disability is deprivation but in a 
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patriarchal society female PWDs are deprived on multiple dimensions. The picture of 

developed nations in terms of gender and disability is quite different than developing 

nations. The human rights are even and human dignity is taken care of without emphasis 

on gender of the persons (Glänzel and Schubert, 2003; and Peter, 2007).  

 

Table-4.2.  Frequency distribution and percentage proportion of the respondents 
on the basis of gender 

Gender of the respondent Frequency Percentage 

Female 204 41.8 % 

Male 284 58.2 % 

Total 488 100 % 

4.1.3.  Family type  
 

 Family is an important social institution responsible for provision of basic 

necessities of life to its members. In traditional and agrarian based society’s large size 

families are preferred as they are considered as source of power and cheap supply of labor 

for agriculture economy. Modern family system, however, is shifting to nuclear system. 

Results on family type are given in Table 4.3. 

 Results show that the majority of 75.6 percent respondents belonged to joint 

family, whereas 24.4 percent respondents were from nuclear families. The results clearly 

depict the dominance of rurally based joint family system prevailing in the study area. 

Moreover, it is also indicative of transformation in the major type from joint family system 

to more independent nuclear family system. Due to economic obligations, independent 

nuclear family units disjointedness from the joint family and establish in new location as 

independent nuclear families. However, joint families are in better position to take care of 

their disable members.  Representation of respondents from both joint and nuclear families 

ensure more genuine results having representations of PWDs from both family types. 

Grossman and Magaña (2016) stated that a family is the prime source of protecting PWDs 

against socio-economic stresses and healing their psychological wounds. Moreover, the 

families support the PWDs to launch them into mainstream society as productive member 

through their inclusion in all rounds of socio-economic activities.  
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Table-4.3.  Frequency distribution and percentage proportion of the respondents 
on the basis of family type 

Family type of the respondents Frequency Percentage 

Joint Family 369 75.6 % 

Nuclear family                       119 24.4 % 

Total  488 100 % 

4.1.4  Literacy Status  

 

Literacy status plays an important role in preparing functional members of the 

society. Literacy effects the PWDs in two important ways, initially the literacy level 

symbolizes a social status in the society i.e. highly literate people are ranked high in the 

society. Secondly, and more importantly, the literacy provides the awareness of the basic 

rights of the PWDs and facilitates the actualization of these rights within the legal and 

policy framework available in a society. Literacy status of the respondents is given in 

Table 4.4. 

 Majority of 62.5 percent respondents were illiterate while the remaining 37.5 

percent respondents were literate. The result shows a dismal state of literacy status of the 

respondents. The current national and provincial government keeps education on the top of 

national development agenda. However, most of the PWDs discontinue their education as 

the schools are inappropriate for their educational requirement or inaccessible (Neves-Silva 

et al., 2015). As a result the proportion of higher grade education in PWDs slims down 

with each grade (Fairweather and Shaver, 1991; and Blackorby and Wagner, 1996). 

Education is the most important source of social inclusion of PWDs. However, poor access 

to quality education by PWDs keep them marginalized from the mainstream society (Groce 

& Bakhshi, 2009; WHO, 2011; and Ruddock-Hudson et al., 2014). Filmer (2008) and 

Bengtsson and Gupta (2017) added that literacy status of PWDs intertwine with socio-

economic productivity of disabled persons, literate PWDs is economically more included 

than illiterate one.  
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Table-4.4.  Frequency distribution and proportion of the respondents based on 
literacy status. 

 

Educational (literacy) status of the 

respondents 

Frequency Percentage 

Literate 183 37.5 % 

Illiterate 305 62.5 % 

Total 488 100 % 

4.1.5  Literacy level 

 After determining literacy status, “what is the the literacy level”, was the next 

question asked from the respondents. Results on literacy level show a dismal state of 

education that prevail in PWDs is given in Table 4.5.  

 Majority of 62.5  percent respondents were illiterate, whereas, among 37.5 percent 

literate respondents 9.2 percent were matriculate (10th grade) and intermediate pass (12th 

grade) respectively, 5.1 percent were graduate (14 years of education), 3.1 percent were 

primary pass (5 years education) and 0.4 percent were post graduate (more than 14 years of 

education). In addition 3.3 percent respondents got religious education only at madrassa. It 

is evident from these results that among literate PWDs most were having low level of 

education of 12th grade or below and only 5.5 percent respondents were graduates and post 

graduate. Economic inclusion is the far most contributor of overall inclusion of PWDs that 

has a major connection with level of education. In developing countries like Pakistan, the 

economic opportunities are scares and competitive. Highly educated and able persons can 

compete for scares employment opportunities in such tough scenario.  It is extremely 

difficult for poorly educated or illiterate PWDs to join the race for limited employment 

positions. The government has given special employment policies for disable persons with 

2 percent employment quota. However, from growing number of PWDs such quota is 

insufficient. Furthermore, the respondents volunteered that insufficient educational 

facilities for PWDs and their poor accessibility stats is the cause of low literacy level 

among the PWDs as reported by (Fairweather and Shaver, 1991; Blackorby and Wagner, 

1996; and Khan, 2007). Schur (2002) further noticed that low level of education among 
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PWDs is linked with unemployment and low paid job in them (Kittelsaa et al., 2015; and 

Tøssebro and Wik, 2015). 

Table-4.5.  Frequency distribution and proportion of the respondents on the basis 
of Education level 

 

Education level of the respondents Frequency Percentage 

Primary (5 Years) 15 3.1 % 

Middle ( 8 years) 35 7.2 % 

High (10th grade) 45 9.2 % 

Intermediate (12th grade) 45 9.2 % 

Graduate (14 years) 25 5.1 % 

Post Graduate (more than 14 years) 2 0.4 % 

Madrassa (religious education) 16 3.3 % 

Illiterate 305 62.5 % 

Total 488 100 % 

4.1.6  Marital status of the respondents 

 Marriage is a legal bond meant for meeting the basic biological and social needs of 

human kinds in terms of meeting sexual needs, procreation of children, and their 

socialization according to prevailing culture. A normal person faced less difficulty in 

getting married than PWDs due to biological, social and economic reasons. As a result 

PWDs is less likely to get married than a normal person. The same is evident from the 

result given in Table 4.6.  

 Majority 68.9 percent of respondents were unmarried whereas 31.1 percent were 

married. For PWDs it is difficult to start a family through marriage and adopt the role of 

parent (Milačić-Vidojević et al., 2017). The physical deficiencies and the social stigma 

associated with physical disability is the major constraining factor for PWDs to get 

married. In addition, the PWDs are physically and financially dependent on their families 

and their marriage means an increased economic burden on the family. Therefore, most of 

the PWDs remained unmarried. In general a physically fit partner is seldom ready to get 



79 

married with PWDs despite their economic influences. The fear of genetic transmission of 

disability to offspring is another factor the restrict marriages of PWDs. The combination of 

these factors poses PWDs less likely to get married than a normal person (Watson &Nolan, 

2011). Therefore, an estimated 75 percent PWDs lead single life (Lvona Milačić-Vidojević 

et al., 2017). Watson and Nolan (2011) added that family formed by PWDs are mostly on 

the basis of their higher socio-economic status, however, most of such marriages are not 

long lasting. Tarkang and Kweku (2016) and Tarkang & Lutala (2015) reported that 

poverty and disability not only hinder marriages and constitution of families but also is a 

source of sexually transmitted aberrations.  

Table-4.6.  Frequency distribution and proportion of the respondents on the basis 
of marital status  

Marital status of the respondents Frequency Percentage 

Married 152 31.1 % 

Unmarried 336 68.9 % 

Total 488 100 % 

4.1.7  Family monthly income 
  

 Family monthly income is an important indicator for measurement of economic 

status of overall family and its members. This important variable, However, is of special 

significance to PWDs as they need some additional expenditure on health care, 

transportation, assistive devices, personal assistance and house adaptation etc. as compared 

to other normal family members. Sufficiency of family income ensure provision of these 

services to PWDs whereas, insufficient family income may subject PWDs to a difficult 

and uncomfortable life. Distribution of respondents on the basis of family monthly income 

is given in Table 4.7 and explained below.  

 The results show that a high proportion of 58.6 percent respondents were of very 

poor background standing with their family monthly income in range of below PRs 16500, 

followed by 12.3 percent respondents with family income in range of PRs 16,500-26500 

per month, 8.2 percent respondents had their monthly family income in range of PRs 

26,501-36,500, 5.5 percent were in range of PRs 36501-46500 per month and 6.4 percent 

were having their monthly family income above PRs 46,500. Government of Pakistan has 
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drawn its poverty line by fixing its minimum wages of PRs 16500 per month. The result 

makes it evident that 58.6 percent respondent’s monthly family income remained below 

the minimum level fixed by the government. To the dismay the families are large in size 

with multiple members dependent on such meager income. The income is not sufficient to 

buy the vary basics of life, what to ask about additional financial requirements of the 

PWDs. The combination of poverty and disability is devastating for PWDs and are 

mutually propagative of each other as poverty bread disability and disability promote 

poverty (Elwan, 1999). As a result the worst form of poverty is found in disable poor of 

the world (Yeo and Moore, 2003). Pinilla-Roncancio, (2015) found in her research study 

that addition of disable person in a family increases the risk of worst poverty of that family 

as such family loses a major portion of its family income on special care of disable 

children (Braithwaite and Mont, 2009; and Cullinan et al., 2010). Situation is worse in 

developing countries with weak social welfare system whereas almost all of the additional 

expenditure incurred on PWDs is assumed by individuals and their families (Santiago and 

Cepal, 2013). In such situation the human capital level of household reduce initially 

because of non-productiveness of PWDs to society because of their lower education and 

abilities and secondly because of fulltime engagement as a care giver to PWDs (Palmer, 

2013). 

Table-4.7.  Frequency distribution and proportion of the respondents on the basis 
  of family monthly income 

Family monthly income of the 

respondent in PRs 

Frequency Percentage 

 Below than 16500  286 58.6 % 

16500-26500 104 21.3 % 

26501-36500 40 8.2 % 

36501-46500 27 5.5 % 

Above 46500 31 6.4 % 

Total 488 100 % 
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4.1.8  Source of Family Income 

 Source of family income is another indicator of determining social status of a 

family and their level of income. Engagement in labor and subsistence agriculture ranked 

families on lower status of social stratification system whereas families with government 

jobs and overseas employment are ranked on higher rung of social stratification. The 

higher status families, in general, have multiple sources of income and sufficient saving to 

invest on the welfare of PWDs, as against low status based poor families.  

 Information on sources of family income of the respondents is give in Table 4.8 

which shows that majority (42.4 percent) of respondents families were involved in 

agriculture, followed by 20.3 percent labor and 20.1 percent private jobs/businesses. In 

addition, families of 8.8 percent respondents were primarily dependent on foreign 

remittances 7.8 percent depended on government jobs as the main source of family income 

and only 0.3 percent respondent’s families were on social support. It is evident from these 

results that a major chunk of 42 percent and 20.3 percent respondent’s families depended 

on agriculture and labor for their subsistence. The respondents volunteered that their 

family income was insufficient to meet the very basic needs of food, health and education 

of their family members. These families didn’t spent any extra amount required for the 

welfare of PWDs on them as a result the PWDs were leading a low standard life and were 

deprived of educational, health and some additional facilities required by them.  Santiago 

(2013) reported that poverty and poor sources of family income are devastating for the 

PWDs. The author reported that families with subsistence and below subsistence low level 

income sources spent on food and cloths of the PWDs only. They didn’t have sufficient 

income to spend on additional requirements of PWDs.  Palmer (2013) added that welfare 

institution at this stage can help these families, directly or indirectly through financial or 

material support to overcome the miseries of PWDs. 
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Table-4.8.  Frequency distribution and proportion of the respondents on the basis 
of family source of income  

Family source of income Frequency Percentage 

Agriculture 207 42.4 % 

Government Job 38 7.8 % 

Business 98 20.1 % 

Remittances 43 8.8 % 

Labor 99 20.3 % 

Social Support 3 0.6 % 

Total 488 100 % 

4.1.9.  Employment status  

 State of employment is unsatisfactory for PWDs as only 18.4 percent of 

respondents in the study area were employed compared to 81.6 percent of those who were 

unemployed (Table- 4.9).  Employment is an achieved status based on certain prerequisites 

of educational qualification and skill development that restrict their opportunities for paid 

job as they have to compete much qualified, skilled and physically fit competitor while 

seeking any job. Therefore, PWDs stand at a very low rank of employment statuses in the 

society (Landy and Conte, 2007). Consequences of underemployment of PWDs are much 

diverse and complex. Unemployed PWDs are dependent on their families for all of their 

basic human needs (Jahoda, 1981) and exhibit poor state of health and wellbeing (Paul & 

Batinic, 2010). Employment is also a source of social inclusion of PWDs therefore, an 

unemployed PWDs is more likely to be excluded from mainstream society (Isaac, 2010; 

WHO, 2011; Chouinard, 2010;  Kallitsis et al., 2018; and Jetha et al., 2018). Filmer (2008) 

further pointed out that in developing nations the employment opportunities for PWDs are 

shrinking in all available market that result in high rate of unemployment (Groce and 

Bakshi, 2009; Mont, 2010; Colella & Bruyère, 2011 ; and WHO, 2011). Sen (2009) further 

added that it is a rational choice for the employer to employ highly educated, physically fit 

and productive employee instead of low qualified PWDs having lower productivity in 

required outputs. The results of this research are also endorsed by Gottlieb and William 

(2010) that in developing nations the employment status of PWDs is extremely low where 

only 10-20 percent of the PWDs are employed compared to 25 percent-50 percent 
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employment ratio of PWDs in developed countries (Kraus, 2017; Lauer & Houtenville, 

2017; and Eurostat, 2017).  

Table-4.9.  Frequency distribution and proportion of the respondents on the basis 

of employment status 

Employment status of the 

respondent  

Frequency Percentage 

Employed 90 18.4 % 

Unemployed 398 81.6 % 

Total 488 100 % 

4.1.10. Employment sector 

 Physical disability constrains employment in all sectors, as some of the 

employment sectors required physical fitness, strength and agility.  Major sectors of 

employment for PWDs in the study area are given in Table 4.10 showing that 9.2 percent 

of the responding PWDs were involved in business followed by 5.8 percent respondents 

employed in agriculture sectors, 2.8 percent government employees and 0.6 percent 

laborers and the rest of 81.6 percent respondents were unemployed. Earning opportunities 

in various employment sectors provide PWDs a chance for dignified and productive social 

life. However, most of the PWDs are at high risk of poverty and impoverishment due to 

their low employment chances. Moreover, there are few sectors that provide employment 

opportunities as the PWDs has to find out a job suited fit according to their disabilities.  

Yeo and Moore (2003) reported that accessible employment opportunities consistent with 

disability needs of PWDs are rare therefore, most of this human capital is underutilized and 

excluded from the society (WHO, 2011). Otieno (2013) also found high turnover in PWDs 

due to inaccessible and unfavorable physical work environment, low availability of 

accommodation facility and wages paid to them. As a result PWDs feel themselves 

incompatible in group jobs and prefer self-employment and private businesses (Mitra and 

Sambamoorthi, 2008).  Otieno (2013) sketch out that in rural area some low skills 

requiring jobs like private businesses, agriculture, and labor are the main employment 

sectors for PWDs. The employed PWDs enjoy socio-economic and psychological benefits 
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of employment and are more likely to be socially included than unemployed (Zonneveld et 

al., 2012; and Rotheram et al., 2017). High PWD’s unemployment rate are indicative of the 

policy and execute failure of vocational rehabilitation programs or social assistance 

programs available for PWDs as such programs are devised to facilitate economic 

involvement of PWDs in overall social development of the society (Landy and Conte, 

2007; and Lauer & Houtenville, 2017). 

Table-4.10.  Frequency distribution and proportion of the respondents on the basis 
of employment sector 

Profession of the respondents Frequency Percentage 

Agriculture 28 5.8 % 

Government Job 14 2.8 % 

Business 45 9.2 % 

Labor 3 0.6 % 

Unemployed 398 81.6 % 

Total 488 100 % 

4.1.11. Monthly income 
 

 The results on monthly income of the respondents (Table 4.11) illustrate that 

majority of 81.6 percent respondents had no personal income, whereas, 15.5 percent 

respondents had their monthly income in range of below than 16500, income of 2 percent 

respondents ranged between 16500 to 26,500 and only 0.9 percent respondents had their 

monthly income in range of 26,501 to 36,500 PRs. Income is the major indicator of 

economic wellbeing as the  acquired income is to spent on purchasing basic life need for 

themselves and their dependents. A poverty line is drawn to distinguish rich and poor on 

the basis of their income. In Pakistan minimum wages is fixed as PRs 16500 per month on 

the basis of assumption that PRs 16500 is the minimum amount required to purchase basic 

needs for an ideal family unit. The results in Table (4.11) makes it evident that only 2.9 

percent of all the PWDs respondents had sufficient income to distinguish them “not poor” 

and the remaining 97.1 percent respondents, based on their monthly income, lived below 

poverty line. Poverty and disability collectively constitute a vicious circle to trap the 

deprived group of PWDs into miseries, dependence and poor quality of life (Opoku et al., 
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2018). Poverty enhances the dependence of PWDs on welfare and charity and lead to their 

exclusion in economic, social and psychological terms (Lamichhane, 2013; and Minh et 

al., 2015). Thomas (2005) criticize national and international development policies for 

their failure to clearly recognize the multiple deprived groups like poor PWDs and obstruct 

their inclusion in the mainstream society.  

Table-4.11.  Frequency distribution and proportion of the respondents on the basis 
of personal monthly income  

Personal/individual monthly income 

of the respondent in PRs 

Frequency Percentage 

0 398 81.6 % 

Below than PRs 16500  76 15.5 % 

16500 to 26500 10 2.0 % 

26501 to 36500 4 0.9 % 

Total 488 100 % 

4.1.12. Types of Disability 

Frequency and percentage composition of the respondents on the basis of their type 

of disability is given in Table 4.12. Results show that 81.6 percent respondents were 

having any one type of physical disability except blindness, 11.3 percent were blind and 

7.2 percent respondents had combination of two or more types of disabilities. These results 

are consistent with national census report showing 8.06 percent of PWDS as blind and the 

rest having single or multiple disabilities (GoP, 1998). Types of disability affect the quality 

of life of PWDs differently as there are different needs and care requirements for various 

disabilities. Some of the disability like baldness or combination of multiple disabilities 

requires greater care giving attitude on part of the family or person on which PWDs are 

dependent.  Moreover, multiple and complex disabilities expose the effected PWDs to 

multiple deprivation in terms of poor access to services, education, health and employment 

and subsequently to their ultimate social exclusion (Kett, 2012). Moreover, heterogeneity 

in PWDs disabilities poses policy problems as a single tailored solution is not enough to 

reduce the poverty and social exclusion of PWDs. Therefore, disability specific 
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interventions are needed for social inclusion of each person from specific set of disability 

(Arim, 2015; and Kraus, 2017). 

Table-4.12.  Frequency distribution and proportion of the respondents on the basis 
of types of disability 

Types of disability of the 

respondents  

Frequency Percentage 

Physical 398 81.6 % 

Visual/Blind 55 11.2 % 

Having multiple disability 35 7.2 % 

Total 488 100 % 

4.1.13. Level of disability 

Level of disability is measured on the basis of independence and dependence of 

PWDs on their care givers to carry out normal life activities. Those PWDs whose normal 

life functioning were not possible without a care givers were ranked as severely disabled 

whereas the reaming were ranked under moderate disability. Results in Table 4.13 show 

that almost same proportion 50.4 percent and 49.6 percent respondents were moderately 

and severely disabled respectively. The level and extent of disability has an inverse 

relationship with social inclusion of PWDs as high care and efforts are needed to overcome 

the miseries of severely disabled person and their social inclusion (Rotheram et al., 2017). 

The severity of the disability obstructs mainstreaming of PWDs (Turcotte, 2014). 

Moreover, the negative effects of extreme disability are specifically harsh on people with 

poor socio-economic background (Trani et al., 2011). The complexity of extreme disability 

and poverty limit the future socio-economic success chances of PWDs, hence increasing 

resentment, isolation and exclusion in them (Coleridge, 2005; and Emmett, 2006). 

Furthermore, the benefits of national development endeavors are found not properly 

trickledown to severely deprived and poor PWDs, hence, resulting into visible gap 

between a normal citizen and PWDs (Coleridge, 2005). 
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Table-4.13.  Frequency distribution and proportion of the respondents on the basis 
  of level of disability 

Level of disability of the respondents Frequency Percentage 
Moderate 246 50.4 % 
Severe 242 49.6 % 
Total 488 100 % 

4.1.14. Source and duration of disability 

 Sources of disability are broadly categorize into three major groups namely 

disability by birth, by diseases or by accident. Result in Table-4.14 show that majority 

(59.8 percent) respondents were disabled by diseases followed by 26.8 percent PWDs by 

birth and 13.3 percent disabled by accidents. Moreover, majority 61.9 percent of 

respondents got physical impaired at the age below 10 years, 26.8 percent were physically 

impaired by birth, whereas 11.3 percent were physically impaired at the age of 10 years 

and above. Disability once believed as unavoidable and a whim of God, however, it is now 

changing its causative definition with advancement of sciences.  In developed world the 

principles of science and technology has developed a lot in controlling the causative factor 

(diseases and accidents etc.) of disability to a greater extent. The developing countries, in 

this regard, are lagging far behind the developed nations as postnatal causes of disability 

ratios are much high in these developing nations. Results in Table-4.14 are also reflective 

of the same fact that a huge majority of disability are due to diseases or accidents, which 

could be avoided through appropriate health policy implementation. The results is 

consistent with the findings of Afzal (1992) and WHO (2011) that complexities during 

child birth, fatal diseases, polio, leprosy, alongside other accidence are the major cause of 

disability in the developing countries (Sow, 1998; and Foti et al., 2016). Eide et al (2016) 

further added that complications in pregnancy and child birth are the main sources of 

disability among women in developing countries whereas loss of agility due to old age 

causes disability in people form developed countries. Furthermore, natural and man-made 

disasters are other emerging contributor factors of disability in developing world. Afzal 

(1992) further added that a major chunk of disability could be avoided in Pakistan if pre 

and post natal health facilities along with proper vaccination facilities against fatal diseases 

are provided at door step.  
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Table-4.14.  Frequency distribution and proportion of the respondents on the basis 
of source and duration of disability  

Source of disability of the 

respondent 

Frequency Percentage 

By birth 131 26.8 % 

Disease 292 59.8 % 

Accident 65 13.3 % 

Total 488 100 % 

Duration of disability  

By birth 131 26.8 % 

At age below 10 years 302 61.9 % 

At age 10 years and above 55 11.3 % 

Total 488 100 % 
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4.2 UNI-VARIATE ANALYSIS OF RESPONDENTS ATTITUDE ABOUT 

 STUDY VARIABLES 

Each respondent in the study was asked questions in form of a series of statements 

regarding each variable with two response categories i.e. Yes and No. Tables of frequency 

distribution and percentages of the responses on each statement are given as under. 

4.2.1  Ignorance to law 

 Mainstreaming of PWDs require some staunch actions from state in terms of 

promulgation of law and policy to mainstream these PWDs in the society. It is mandatory 

for the signatories of UNCRPD to devise and implement policies and laws that facilitate 

normal living of PWDs and safeguard their basic human rights. Such laws range from 

proper documentation of PWDs to facilitating them in accessing their basic needs, rights 

and facilities. Such laws and policies, however, are of no use until the PWDs are kept 

aware of their legal rights and the mechanism of availing such rights. Questions on 

ignorance to the legal rights of PWDs were asked from the respondents and their relevant 

answers are given in Table 4.15.  

 A big chunk of 54.1 percent respondents were uninformed about the law and 

policies facilitating PWDs, alongside a huge majority 95.3 percent respondents considered 

national laws as insufficient to address their needs, in addition, a major proportion of 31.6 

percent respondents were not having the necessary documents (CNIC, health card and 

passport etc.) to reveal their privilege status. It is evident from these results that despite of 

state’s efforts in promulgation of laws and policies to facilitate PWDs the benefits of these 

laws and policies were not trickling down to the appropriate beneficiaries due, mainly, to 

poor awareness of PWDs with respect to these laws. The probable reason of low level of 

awareness to the legal rights of PWDS was their inability to participate in the 

communication processes used by the government for awareness rising among PWDs or 

use of inappropriate mechanism for awareness raising that shutout PWDs from these 

communication channels.  As a result most of the PWDs are unable to legally document 

their disability status and get benefits of the facilities to which they are legally entitled. 

These results are also supported by the FGDs results which highlighted that despite of 

promulgation of pro PWD’s laws the effects of these laws on welfare of PWDs are little 
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achieved due to insufficient awareness campaigns and implementation of laws. The 

policies formulation doesn’t involve participation of PWDs, therefore, the PWDs remain 

unaware of these policies and most of their needs remain untouched in these policies. 

These findings are in line with Trani and Loeb (2012) that PWDS are excluded from 

availing their basic legal rights due to their unawareness of laws, policies and programs 

devised to facilitate PWDs (Braithwaite and Mont, 2009). Cupples et al (2012) further 

added that devising laws to facilitate living of PWDs are important but implementation of 

these laws in its true spirit is doubly important. Insignificant awareness and insufficient 

implements of law lead to poor inclusion of PWDs in society. Pattberg (2017) also 

emphasized on awareness of PWDs regarding their legal rights and on implementation of 

law in its true spirit, otherwise the PWDs will face problems in securing education, 

employment, recreation and other community facilities. Unawareness and insufficient 

implementation of law open the doors for corruption and administrative complications in 

facilitating PWDs, as a result the rights admitted to PWDs under the law are practically 

denied or delayed by the service provider (Mohapatra, 2012). 

 The results further show that majority of 85.9 percent respondents negated that 

concerned authorities were bound to construct accessible infrastructure for PWDs. 

similarly 85 percent refuted that seats were reserved for PWDs in public transport, 

moreover 87.5 percent disagreed that PWDs were given concession in fare while traveling 

in public or private transport and 99.2 percent respondents were unaware that they could 

import duty free cars. Mobility is an important component of normal life in which PWDs 

are generally facing problem due to their physical disability. To overcome the mobility 

problem of PWDs the government of Pakistan has devised a national policy being 

implemented under National Plan of Action (NPA) 2006. The major focus of NPA is to 

create barrier free environment for PWDs in all public, private and commercial buildings 

and public places and revision of construction bylaws (GOP, 2006; Mughees et al., 2011; 

WHO, 2011; and British council, 2014). In addition, for encouraging PWDs mobility in 

public and private transport some special seats are reserved for PWDs and their transport 

fares are subsidized under the law (GOP, 2006). The results given above, however, negate 

provision of these legally admitted rights to PWDs, as majority of the respondents were 

unsatisfied from appropriateness of infrastructure to improve the mobility of PWDs, 
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reserved seats for them in public transport and concession in fare. The respondents 

volunteered that laws facilitating PWDs were seldom implemented as there were no special 

passage ways at public and private buildings for PWDs. In addition, they faced tremendous 

problems in getting in and out of public transport with no reserved seats for them. They 

further added that although the government had improved concession in fare for PWDs yet 

the transporter charged full fare from them. There was no control of implementing 

agencies on transporters to implement concession in fare to PWDs. There is a clearly 

visible gap between law and its implementation. Therefore, the legally admitted laws 

facilitating mobility of PWDs, due to poor implementation, are unable to facilitate smooth 

traveling of PWDs. In Pakistan special citizen Act was legislated to facilitate the 

accessibility of PWDs at public places, allocate them seats in public transport and facilitate 

their mobility in building to improve their accessibility. Moreover, the road and traffic 

laws were amended under this Act to facilitate PWDs (GOP, 2008; and Mughees et al., 

2011). Mughees et al (2011) noticed that creation of barrier free environment for PWDs is 

a long term objective of NPA. It requires revision of construction bylaws and 

standardization of building codes. However, construction of such PWDS friendly buildings 

is still a dream to achieve in Pakistan. Mohapatra (2012) added that poor economic 

standing of developing countries restrict their resort to replace conventional transportation 

system with a new PWDs friendly transport system. The best the government can do is to 

subsidize the traveling of PWDs by providing them concession in fare. The author further 

added that due to corruption and administrative complication acquisition of disability 

certificate and other entitlement is quite difficult. Moreover, the negative attitude of service 

provider and transporter deny the disabled people from acquiring the legal concession in 

fares admissible to them in the developing nations, on the other side, the laws facilitating 

mobility of PWDs are rarely implemented (Ostroff, 2001). Therefore, the building needs to 

be designed and constructed by professionals to provide all the comfort to PWDs in their 

mobility (Green and Jackson, 2008). 

 The result further show that the PWDs had low awareness of their legal 

employment rights as 86.3 percent respondents were unaware of the quota percentage for 

PWDs in employment, 85.2 percent didn’t know about the legal concessions admissible to 

them in performing job and 78.3 percent were unaware of the welfare benefits to which 
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PWDs were legally entitled during their employment. The PWDs faced multiple problems 

in their employment in the study area. Majority of the PWDs were either illiterate or low 

educated to qualify the minimum requirement for employment opportunity. They were 

lacking in required skills to come up with requirement of employment opportunities. On 

the other side, the PWDs have to compete with physically fit, qualified and skilled labor 

force for employment. The employers also prefer to engage physically fit labor to enhance 

their production and profit. The government has intervened at this stage for economic 

inclusion of PWDs and promulgated laws to ensure mandatory employment of PWDs. An 

employment quota of 2 percent, therefore, has been set under the “Disabled Persons 

(Employment and Rehabilitation) Ordinance 1981”. The results however reveal a poor 

state of awareness among PWDs regarding employment laws and regulations giving 

special privileges and benefit to PWDs. Poor state of employment and illiteracy among 

PWDs is the main cause of their low interest and getting awareness of their legal 

employment rights. The employers, therefore, encash poor awareness level of the PWDs 

regarding their employment rights and discriminate them not only in their employment 

quota but also from the concession and welfare benefits admissible to them during 

employment. Furthermore, the efforts of labor department in enforcement of legal 

employment rights of PWDS were insufficient and unsatisfactory (Venter et al., 2002). 

Heyer (1999) also reported that government agencies and companies avoid or sideslip the 

employment quota laws for PWDs while getting benefits of the ignorance of PWDs from 

these laws. Wuellrich (2010) explained that the penalties imposed by the government for 

violation of PWDs quota laws are so meager that big companies preferred to pay these 

penalties instead of hiring PWDs. However, with the passage of time the awareness of 

these quota employment laws are gradually increasing among PWDs resulting in their 

higher employment ratio (Kudo, 2010). Apparently there is a tug of war between optimistic 

government that set higher proportion of PWDs employment quota and pessimistic 

employers who have quarries on the work related abilities of PWDs (Lengnick-Hall and 

Gaunt, 2014). As a result laws safeguarding employment opportunities for PWDs existing, 

however, there is no motivation to conform to these laws (Tororei, 2009; and Mugo, 2010). 

To fill the gap between the abilities demanded by the employers and the existing working 

abilities of PWDs, the provincial government of Khyber Pakhtunkhwa has introduced an 

innovative skills development programs for inclusion of PWDs in national development 

under the Khyber Pakhtunkhwa Deserving Widows and Special Persons Welfare 



93 

Foundation Act, 2014. This welfare foundation was supposed to generate resources for the 

welfare of PWDs and Widows (GOKP, 2014). 

 The results further explore that majority of the respondents (67.2 percent) got 

priority attention at health institution and 81.1 percent respondents were aware of which 

court to consult when they needed legal support.  PWDs need some special attention and 

care in accessing basic life facilities like health and education etc. A combination of 

cultural and legal support to these PWDs can facilitate their smooth life functioning.  

Being rural in nature, the people of the study area has strong cultural relation embedded in 

the rich traditions of sympathy, religion and mutual help. The strong socialization process 

inculcates the culture and tradition of helping the deserving segment of society like PWDs. 

The same is evident from the above result that whenever a PWDs approach a health facility 

for soliciting medical help the normal people facilitates them in getting these facilities. 

However, there are some loophole in the formal legal system where the PWDs mostly 

remain unaware or unattended when they need legal support from these institutions. Smith 

(2008a) found that the PWDs experienced low priority attention when they came to access 

health care services (Moodley and Ross, 2015). Thomas (2011) also reported that 

provision of legal support to needy PWDs is not always up to the mark Governments 

provide low attention to the legal rights of PWDs as they are politically disorganized. 

Insufficient awareness of the PWDs regarding their legal rights is also a major cause of 

low proportion of cases lodged by PWDs in the courts (Brown et al., 1995). As a result the 

legal rights of PWDs are neither safeguarded nor reviewed by the legal authorities (Fennell 

and Khaliq, 2011). 

 From the results given in Table 4.15 it is assessed that unawareness of law and 

legal rights admissible to PWDs is widespread and deep. Therefore, majority of disability 

cases remained unreported and undocumented. Various laws promulgated for PWDs lose 

their significance due to unawareness of PWDs to these laws. Therefore, the PWDs remain 

unattended to their basic mobility, health and employment related rights. Those who are 

aware of their legal rights, fail to actualize these rights due to formal, administrative and 

cultural barriers to them. The PWDs knowledgeable of their legal rights fail to locate and 

consult the courts established to provide justice to them.  
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Table-4.15.  Frequency distribution and proportion of respondents showing their  
  ignorance to law  
Statement Yes No Total  
You have information about laws/policies to facilitate 
PWDs 

224 (45.9) 264 (54.1) 488 (100) 

National laws are sufficient to address your 
problem/needs 

23 (4.7) 465 (95.3) 488 (100) 

You don’t have the necessary document (health 
card/passport/CNIC)  

154 (31.6) 334 (68.4) 488 (100) 

Concerned authorities are bound in making 
construction infrastructure accessible for PWDs ( both 
public and private)  

69 (14.1) 419 (85.9) 488 (100) 

In public transport seats are reserved for PWDs 73 (15.0) 415 (85.0) 488 (100) 

PWDs have concessions in fare (public and private 
transport) 

61 (12.5) 427 (87.5) 488 (100) 

You know that PWDs can import duty free cars 4 (0.8) 484 (99.2) 488 (100) 

You know about the quota percentage (%) for PWDs 
in employment 

67 (13.7) 421 (86.3) 488 (100) 

You know about concession admissible to you in 
performing jobs 

72 (14.8) 416 (85.2) 488 (100) 

You know about the welfare to which PWDs are 
entitled 

106 (21.7) 382 (78.3) 488 (100) 

You get priority attention at health institutions 328 (67.2) 160 (32.8) 488 (100) 

You know which court to consult when you need legal 
support  

396 (81.1) 92 (18.9) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 

4.2.2  Denial of basic human rights 

 All human being are equal and equally entitled to human rights. These human 

rights are necessary for a dignified life and universally recognition. Because of situational 

importance these rights cannot be given a single ranked order, however, some of the basic 

human rights include the rights to food, water, shelter and freedom etc. on equality basis. 

Despite of universal declaration on equality of human rights, the PWDs witnessed 

inequality in access to their human rights in multiplicity ways. Perception on the 

respondents on their denial of basic human rights is given in Table 4.16. 

 Majority of the respondents (69.9 percent) reported that they were not treated 

equally as everyone else at community, 58.6 percent lived in a home environment 

insufficient for their living needs, access to food three times a day was a problem for 66.4 
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percent respondents and access to enough water for drinking and other domestic use was an 

issue faced by 60.7 percent respondents. However, equal treatment at community level was 

reported by 30.1 percent respondents, 41.4 percent respondents lived in safe home 

environment, 33.6 percent respondents had access to food three times a day and 39.3 

percent had access to sufficient water. Healthy food and water in sufficient quantity, safe 

home residence and equal treatment at community level are ranked on the top of all basic 

human rights. Results in the Table, however, show an unsatisfactory state of compliance to 

these rights with respect to PWDs. In general, PWDs need some extra care for their 

dietary, living and dignity related needs. Such extra care demands for extra efforts both in 

physical and financial terms. The FGDs finding also showed that denial of basic rights 

starts right from the home when physically able children are treated differently than 

physically disabled children in terms of food, clothes, health and education. Poverty and 

unawareness are believed as the major constraining factors in provision of these basic 

rights. Insufficient provision of food, shelter and dignity related needs not only affect the 

physical health of PWDs but also have a role in this isolation and exclusion. Feinstein and 

D’Errico (2010) witnessed that a spiral of poverty, illiteracy, unemployment and lack of 

awareness in combination with poor living environment and insufficient food and water for 

PWDs keep them physically and psychologically unfit for the mainstream society. Quinn 

(2009) found historical evidences of denial of food and shelter related rights of PWDs. The 

adversities in cultural beliefs and superstition associated with PWDs lead to violence and 

even murder in some part of the world (Brilliant, 2015). Christiansen et al (2004) findings 

augmented denial of basic human rights to PWDs by identifying some of the cultural 

norms, value, beliefs and traditions that hamper mainstreaming of PWDs in normal 

society. Khalfan (2003) added that state of food, health living and dignity of PWDs is 

degrading due to violation of their basic human rights at community and household level. 

A series of researches on PWDs identified low food and insufficient water intake in PWDs 

as they were unable to access these basic needs due to their disability ( Loeb and Eide 

2004; Eide and Kamaleri, 2009; Tan et al., 2013; and Magnusson  & Bickenbach, 2017). 

Rosenthal et al (2011) criticized the policies for inclusion of PWDs by stating that rating of 

human rights conventions doesn’t solve problems of PWDs until they are implemented in 

letter and spirit (Lang et al., 2011; and Harpur, 2012). 
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Furthermore, the results revealed that 60 percent respondents faced problems in 

their access to educational facilities as per their needs, lack of access to health facilities 

was reported by 79.7 percent respondents, assistive devices were unavailable for 76.8 

percent respondents and 22.7 percent respondents were not taken care properly at home 

(e.g. bathing, dressing, etc.). However, access to educational facilities, health facilities, 

assistive devices and taken proper care at home were admitted by 40 percent, 20.3 percent, 

23.2 percent and 77.3 percent respondents respectively. PWDs need special attention and 

care in their education and health related requirements. They, in most cases, are dependent 

on their family members for their food, cloths, bathing, dressing and mobility. The need 

for their care increases with the severity of disability and in some extreme cases fulltime 

attendance are required to take care of PWDs. with the development of science and 

technology some assistive devices has been invented to support normal living of PWDs 

and ensured their independent living. Similarly special education and health programs are 

developed to facilitate PWDs according to their disability needs. However, access to these 

special facilities devised for PWDs is costly and cumbersome business, requiring huge 

financial and human resource inputs.  In the study area the educational and health facilities 

for PWDs were distantly located and were out of economic reach of poor families. As a 

result access to health and educational facilities were unsatisfactory for most of the PWDs. 

The same was the case with the availability and use of assistive devices developed for 

PWDs. On the other hand, the care giving activities at family level were sufficient as 

majority of the respondents claimed that they were taken proper care at home. The study 

area, being rural in nature characterized with strongly integrated families in which every 

member is supported for their survival and wellbeing.  Moreover, the religious basis for 

helping PWDs is additional motivation to take care of disabled person at community level. 

The PWDs are taking care of at home collectively by all family members by shifting their 

duties according to specific tasks. Therefore, minor activities like feeding and small scale 

indoor mobility are performed by the youngsters whereas the elder took care of cleaning, 

changing cloths, medicines and mobility of PWDs to distinct places etc. The strong family 

integration and proper care at family joint PWDs strongly with their families and resulting 

to their satisfaction. These results are in line with other research findings study that limited 

access to health, education and assistive devices is a common problem all over the world 
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(Pattberg, 2017). The disability itself is blamed for poor access to education and health 

facilities  (Mitra and Sambamoorthi, 2008) with little attention on policy intervention to 

ornament PWDs with education and skills required for dignified life (Dhungana, 2006). 

Moreover, the health system is insufficiently taken care of the needs of PWDs (Obrist et 

al., 2007; Levesque et al, 2013; and Pharr, 2014). The situation of access to education and 

health facilities by PWDs is worsened in rural areas   (Danquah et al., 2015; Jeon et al., 

2015; and Magnusson  & Bickenbach, 2017) with poverty as an addition multiplier (Reid, 

2006). Trani and Loeb (2010) pointed out expenditure on PWDs health is 1.3 time greater 

than a normal person which is unavoidable for poor families (Gudlavalleti et al., 2014; 

Soraya & Jelsma, 2014; Popplewell et al., 2014; and AIHW, 2015). Alkawai & Alowayyed 

(2017) further reported that PWDs are dependent on a care giver to approach a health 

facility which not only increase the medical expenses on PWDs but also constrain and 

rearing hand from his employment related engagements. The assistive devices invented for 

PWDs are also highly expensive and limited in utility (Eide and Øderud, 2009). Moreover, 

operating such devices is complex and sometime incompatible with the needs of PWDs 

((Mohapatra, 2012; and Ben Mortenson et al., 2012). Furthermore, in most of the societies 

it is the ethical binding on the family members to take care of PWDs at home. The sense of 

taking care of PWDs family members is stronger in rural area than urban (Groce et al., 

2011; and Michelsen et al., 2018). 

Furthermore, majority of the respondents were not having any say in local politics 

(83.4 percent), they could not buy or sells property easily (87.7 percent) and unfairly 

treated at religious institution (53.7 percent). Political participation, economic 

empowerment and unfair treatment were some of the additional human rights in which 

PWDs were discriminated due to their disability. Restricted mobility and dependence on 

others for movement outside home were the additional causes of low political participation 

of PWDs. Moreover, restrictions from family and community sides were also the 

constraining factors for political participation of PWDs. The state of economic 

empowerment of PWDs was unsatisfactory as they were unable to buy, sell or exchange 

their movable and unmovable property. The respondents volunteered that state of political 

and economic deprivation was worsened for female PWDs as they were denied of their 

inheritance rights and their rights to political participation under the cover of cultural and 
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patriarchal norms. In such situation the PWDs were more the receptionists of aid and not 

the fully empowered citizens (National Democratic Institute, 2012). Low participation of 

PWDs in political and public life on equal basis with others is a universal phenomenon 

where they face obstruction in choosing their representatives by casting vote or be elected 

by themselves (United Nations, 2007; and Sackey, 2015). 

Table-4.16.  Frequency distribution and proportion of respondents showing denial 
of basic human rights 

Statement Yes No Total  
You are not treated equally as everyone else at 
community level 

341 (69.9)  147 (30.1) 488 (100) 

You don’t live in a safe home environment 
sufficient for your living needs 

286 (58.6) 202 (41.4) 488 (100) 

You don’t have access to food items three times a 
day 

324 (66.4) 164 (33.6) 488 (100) 

You don’t have  access to water for drinking and 
other domestic use 

296 (60.7) 192 (39.3) 488 (100) 

You don’t have easy access to educational facilities 
as per your needs 

293 (60.0) 195 (40.0) 488 (100) 

You don’t have easy access to basic health facilities 389 (79.7) 99 (20.3) 488 (100) 

You don’t have access to assistive devices or 
personal equipment that you need 

375 (76.8) 113 (23.2) 488 (100) 

You are not properly taken care of at home (e.g. 
Bathing, dressing, etc.) 

111 (22.7) 377 (77.3) 488 (100) 

You don’t have say in local politics (caste vote, 
participation) 

407 (83.4) 81 (16.6) 488 (100) 

You cannot buy and sell your property easily 428 (87.7)  60 (12.3) 488 (100) 

You are treated unfairly at religious institutions 262 (53.7) 226 (46.3) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 
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4.2.3  Self-determination 

 Self-determination is important socio-psychological aspect of human life that is 

measured in terms of self-awareness and the possibilities of planning, deciding and 

achieving life objective. The ability of self-determination is helpful in self-regulation, self-

advocacy and problem solution. Lack of self-determination reduces the ability to make 

choices, form opinion, make decisions and to overall social inclusion, especially with 

respect to PWDs. frequencies distribution and percentage proportion of the respondents 

with respect to their state of self-determination is given in Table 4.17 and explained below. 

 Results in Table 4.17 shows that a majority of 75.6 percent respondents were of the 

opinion that they didn’t agree with other peoples’ opinion and ideas, 65.4 percent 

respondents agreed the views of the peoples that PWDs couldn’t do something. Moreover, 

71.9 percent respondents couldn’t tell other people when their feelings were hurt, and 71.5 

percent respondents couldn’t make their own decision. The above results reflected an 

overall unsatisfactory state of self-determination among PWDs. the prevailing cultural 

norms highly value the trait of obedience and subordination to authority of elders and 

respected segment of society. Children are socialized to obey the orders of elders and other 

significant members of the society without questioning them. This cultural value is 

considered important to discipline a child, however, it is having some negative effects on 

the personality of those being socialized. The same is the case with the PWDs as most of 

their life needs, plans and objectives are planned and implemented by others in the name of 

helping PWDs. as a result the PWDs develop a sense of non-significant and dependent 

membership in the society with shattered self-determination. These results are also 

supported by FGDs findings that due to unequal treatment with PWDs at family and 

community level the participation of PWDs in family and community level decision was 

on the lowest ebb. Quinn (2009) pointed out that the prevailing charity approach of dealing 

PWDs treat the disabled persons as an object that is to be managed and cared. There is a 

general perception in the society that PWDs are dependent on the community for their 

needs, protection and decisions (Shakespeare et al., 2017). This perception of the society 

pose the picture of PWDs as insignificant and dependent members of the society with less 

opportunities to make choices and express preferences according to their needs (Chambers 
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et al., 2007). The human rights based approach, however, reject this perspective by treating 

disable people as subject capable of making decisions regarding their own life and consider 

it as their basic human rights (Tirza Leibowitz, 2016). 

 The results further show that majority of 69.1 percent respondents were of the view 

that they could make good choices, however, choices of 65 percent respondents were 

dishonored. Moreover, 64.1 percent respondents agreed that they chose their cloths and 

personal items for daily use. These results show a bleak state of self-determination among 

PWDs in the study area. Despite of the fact that PWDs could make good choices according 

to their needs, they were unable to materialize their choices. The PWDs are dependent on 

their family members. The household heads have the authority to decide the matter and 

issues for the whole family and especially for PWDs. The household head exercise their 

authority to make decision that are accepted and implemented by all dependent family 

members without any reason. Such decisions, in general, are taken almost always for the 

welfare of PWDs; however, these decisions are seldom according to the wishes of PWDs. 

In some minor need like making choices in clothes, shoes, and personal utilities, however, 

the PWDs were more at the liberty to opt for their preferences. The lowered state self-

determination among PWDs makes them believe that decision and choices made for them 

by other are more important than their own choices. Hence, they failed to reject the opinion 

of others made for them (Quinn, 2009). Continuous dependence on others makes PWDs 

belief that they cannot make choice for themselves or set goals for their lives (Jones et al., 

(2008).  As a result PWDs stop to accept challenges or engaged in tasks necessary for their 

social inclusion in the society (Shogren et al., 2004; and Wehmeyer & Field, 2007). In 

some extreme cases the lowered sense of self-determination limits the decision making 

ability of PWDs and shatter their basic identities (Nota et al., 2007; Chambers et al., 2007; 

and Brown & Brown, 2009). Therefore, charity based welfare is not the solution to the 

problems of PWDs rather the choices of the PWDs must be highlighted and admitted at 

family, community and other institutional levels (Sagen and Ytterhus, 2014). 

The results further show that majority of respondents (71.3 percent) disagreed that 

they were able to work with other, however, 84.6 percent agreed that they were important 

for the society and almost half (48.4 percent) agreed that their family members encouraged 

them to start working on their plan right away.  The sense of self-determination in terms of 
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considering own’s self as an important member of society requires some additional 

intervention from the family and community members to actualize the inner potential of 

PWDs for greater welfare of society. When such support from closely knit group members 

is provided to PWDs, the inner potential of PWDs is materialized in form of working with 

others. However, restrictions from family members shatter the self-determination of the 

PWDs and lead to considering themselves as non-worthy member of the society.   Kirsh et 

al (2009) noticed that a combination of self-motivation and family motivation is necessary 

for accessing mainstream employment opportunities (Lysaght et al., 2012; Shaw et al., 

2012). Rebeiro (2012) further added that legislation and provision of facilities are 

insufficient to mainstream PWDs until there is high sense of self-determination and family 

support for economic involvement of PWDs in open labor market. Low level of self-

determination was found as an important factor in low productivity of PWDs. 

Subsequently, the employer’s response towards employment of PWDs has its roots in their 

working experience with PWDs. A series of studies on employment of PWDs in developed 

countries found unequal employment rate among PWDs and non-disabled pears from same 

age group (Hignite, 2000; Tideman & Svensson, 2015; and Garrels, 2016). Most of the 

PWDs reported that their families and schools didn’t help PWDs to set goals for their self. 

However, those PWDs inculcated with the strong sense of self-determination refused to 

accept subordinated role as a disabled person in society and no longer accepted welfare 

support (Svensson & Lundgren, 2002; and Jansson & Olsson, 2006).  

To conclude the sense of self-determination is an important for emergence of a 

unique self in PWDs. in this context socio-psychological support of close groups like 

family and community members is important to encourage self-determination in decision 

making and making choices with respect to PWDs. A self-determined PWDs, therefore, is 

liable to believe himself as honorable member of society, plan and implement their work 

programs and willful to work with others more productively.    
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Table-4.17.  Frequency distribution and proportion of respondents showing their 
self-determination 

Statement Yes No Total  
You usually agree with other peoples’ opinions or 
ideas. 

119 (24.4) 369 (75.6) 488 (100) 

You usually disagree with people when they tell you 
that you can’t do something 

169 (34.6) 319 (65.4) 488 (100) 

You tell people when they have hurt your feelings 137 (28.1) 351 (71.9) 488 (100) 
You can make your own decisions 139 (28.5) 349 (71.5) 488 (100) 
You can make good choices 377 (69.1) 151 (30.9) 488 (100) 
Your choices are honored 171 (35.0) 317 (65.0) 488 (100) 
You choose your clothes and the personal items you 
use every day 

313 (64.1) 175 (35.9) 488 (100) 

You are able to work with others 140 (28.7) 348 (71.3) 488 (100) 
You are an important person 413 (84.6) 75 (15.4) 488 (100) 
People at home encourage you to start working on 
your plans right away. 

236 (48.4) 252 (51.6) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 

4.2.4  Access to adequate health services 

Active participation of PWDs in everyday life is highly effected by their health 

condition. To maintain their health in good condition the PWDs need to visit the health 

facility on regular basis. Provisions of sufficient health facilities at accessible points are 

important for maintaining health and sustainable productivity in PWDs. perception of 

respondents with respect to their access to adequate health services facilities are given in 

Table 4.18 and explained below.  

 Majority of 91.2 percent respondents were of the view that their transport from 

home to health facility impeded their access to health services. Similarly, 90.4 percent 

respondents stated that due to long distance from health facility it was difficult to get 

health care, 84.8 percent were of the view that negative attitudes of health workers made it 

difficult to get proper health care and 80.9 percent negated that there were 

enough/sufficient accommodation for PWDs in the health care center. Pakistan is the 

signatory state of UNCRDP which emphasizes the parties’ states to recognize the health 

related rights of the PWDs with same range, quality and standard of affordable health care 

as provided to other peoples (United Nations, 2006). The above result, however, show an 

unsatisfactory state of accessing health facilities and inappropriate treatment with PWDs at 
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health center in the study area. The health care centers are located at long distances where 

approaching these health facilities is almost impossible due to inappropriate and 

insufficient transport facility. Those PWDs who accessed health care centers faced 

difficulties in terms of inappropriate attitude from health care staff and insufficient 

residential facilities for PWDs. These results are in line with Goodridge et al (2015) that in 

developing countries like Pakistan, accessing health care facilities are challenging as heath 

care facilities are meant for large geographical areas. In rural areas these facilities are rare 

and for away (Harris, et al., 2011). Distantly located heath facilities are hard to approach 

by the PWDs due to insufficient and inappropriate transport facilities. Therefore, 

approaching health facilities is time consuming and expensive (Peters et al., 2008; Gaede 

& Versteeg, 2011; WHO, 2011; and Kim et al., 2014). Kingau et al (2015) further noticed 

that the hospitals were provided insufficient health staff and were overburdened with 

patient. The referral system in rural hospitals of developing countries remained poor 

(Harris et al., 2011). Hills & Kitchen (2007) further added that complaints from PWDs 

with respect to unfriendly attitude from health service provider and insufficient 

accommodation were on rise (Alkawai & Alowayyed, 2017)   

 Furthermore, 87.3 percent respondents were unable to afford their cost of visit and 

medicine, similarly, 87.1 percent negated that drug and equipment’s provided to them were 

adequate and 81.1 percent waited for long time before they were attended by a doctor. 

PWDs are faced with multiple health related problems at home and at health providing 

institution.  Among all these problems the cost of treatment, medicines and traveling to 

avail health facility are of the utmost importance. In general the hospitals are sparsely 

located with huge traveling cost involved. Moreover, the cost of medicine and treatment 

are quit high and unaffordable for poor. Therefore, despite of the dire need of medical 

treatment, the PWDs are unable to avail medical treatment due to high cost involved. 

Those who managed to arrange money for traveling and treatment of their health problems 

face adversities in health care center due to non-conducive treatment from the health care 

providers (Magnusson  & Bickenbach, 2017). Cost of medical treatment, medicine, health 

care aids are reported as major constraints to access health care services by WHO (2011). 

Provision of preferential treatment to PWDs is mandated in state laws but seldom 

implemented in its true spirit (McDonnell, 2007).  
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Results further indicated that 69.5 percent of the respondents agreed that the health 

care providers clearly explained things to them, however, 91.2 percent refuted that health 

care personal, in their nearby health centers, were having appropriate competencies to help 

PWDs health problems and 86.3 percent respondents didn’t trust the treatment provided by 

health personal at hospitals. The health care providers of PWDs need some additional 

medical and psychological knowledge and skills to guide, treat and counsel their patients. 

The psychological skills of the doctor help the patient to understand their problem and 

provide them the strength to overcome their miseries. In addition, each of the physical 

disability need specialized doctors to treat it. However, the health care facilities were not 

up to the mark to provide medical and socio-psychological support to these special patients 

to their satisfaction. As a result dissatisfaction prevailed from health services and health 

services providers by PWDs. Elena & Sakellariou (2017) explained that health 

practitioners are trained in psychological and medical skills to satisfy their patient. 

However, satisfaction of the patient in this regard is seldom met with due to overburdened 

doctors attending a huge number of patients or personal attitude problem with the 

practitioner. In developing nations the health workers have inadequate skills. There are few 

specialized health services providers available in a few of hospital to facilitate and cure 

PWDs (Darrah et al., 2002; Iezzoni et al., 2011; and Wottrich et al., 2004). The barriers 

faced by PWDs in accessing health care facilities, therefore, are mollify, complex and 

interrelated. There are problem from doctors and health care provider due to their 

inappropriate attitude, insufficient knowledge or skills to give distinct care to the PWDs.  

On the other hand the PWDs also have developed an attitude of distrust on the medical 

staff (Vergunst, 2016).  

The overall result given in Table 4.18 shows a dissatisfactory state of overall access 

to health facility by PWDs. The health facilities are located at long distance and hard to 

approach due to economic constraint and insufficient transport facility to PWDs. The 

attitude of service providers is non-conducive according to the special requirement of 

PWDs and the cost of the treatment is out of their economic approach. The specialized 

medical and psychological skills on the part of medical practitioner also need to be 

strengthening to establish an environment of trust between PWDs and health services 

providers.  
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Table-4.18.  Frequency distribution and proportion respondents showing their 
access to adequate health services 

Statement Yes No Total  
Lack of transport from home to health facility don’t 
make it difficult for you to get healthcare 

43 (8.8) 445 (91.2) 488 (100) 

Distance from health facility don’t make it difficult for 
you to get healthcare 

47 (9.6) 441 (90.4) 488 (100) 

Negative attitudes among health workers  don’t make it 
difficult for you to get healthcare 

74 (15.2) 414 (84.8) 488 (100) 

There is accommodation for PWDs at the health 
facility 

93 (19.1) 395 (80.9) 488 (100) 

Could you afford the cost of the visit/medicines 62 (12.7) 426 (87.3) 488 (100) 
The health care provider’s drugs or equipment are 
adequate  

63 (12.9) 425 (87.1) 488 (100) 

You don’t wait long time before being attended to 92 (18.9) 396 (81.1) 488 (100) 
Health care providers clearly explained things to you 339 (69.5) 149 (30.5) 488 (100) 
The health personnel at the local clinic/health center have 
appropriate competence to help with your health problems 

43 (8.8) 445 (91.2) 488 (100) 

You trust the treatment provided by health personnel at the 
hospital  

67 (13.7) 421 (86.3) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 

4.2.5    Access to education 

Education is the major social institution that prepares members of the society for 

the diverse role demanded by various the societies. At the national level, there is growing 

emphasis on increasing literacy rate and, therefore, education is now emerging as an 

industry. Now there is greater awareness among masses to educate their children and 

education rate is on rise. Provision of education on equitable basis is the fourth SDG of the 

United Nation (United Nation, 2016). Which consider education as the basic human rights 

of everyone including PWDs. however, there is growing criticism on the deferential way in 

which education bestow status to the societal members with specific reference to PWDs. in 

this regard perception of the respondents on their access to education is given in Table 4.19 

and explained below.  

 Majority of 84 percent respondents  negated that their school was in easy access to 

PWDs, 76.2 percent stated that learning materials were unsuitable for PWDs requirements 

and 76.4 percent were unsatisfied as means to access course content were inadequate for 

PWDs. in Pakistan there is class based education system. The standard of education and 

medium of instruction in the schools vary from area to area and accessing quality 
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schooling depends on the economic abilities of the parents and families. The government 

has little control on private education system and the schools run by the government lack 

basic educational facilities. The situation is worst for the education of PWDs as there are 

only handful numbers of schools available for them with sufficient physical and 

educational facilities according to the requirements and needs of PWDs. Mobility and 

inappropriate learning materials are two major constraints that limit the educational 

attainment of PWDs. the situation is worsened in rural areas, like one in the study area, 

where schools are located faraway and are not easily approachable for PWDs. Moreover, 

the PWDs have to depend on learning material meant for normal student. The efforts from 

provincial government of KP to enhance school admissions rate has significant effects on 

school enrolment, however, these efforts have almost totally ignored the availability and 

accessibility issues of schools for PWDs. These finding are supported by FGDs findings 

that the quality and facilities of the schools, especially those established by the government 

for able persons, were unsuitable for PWDs. In addition, learning material and assistive 

devices were also unavailable for PWDs. The schools meant for normal children in the 

villages don’t address the needs of PWDs, whereas special education centers for them are 

inaccessible (Eide et al., 2011). The disparity of inequality in education continue at higher 

educational level as the colleges and universities buildings, in most cases, are unsuitable 

for PWDs to gain access to these buildings.  LRCT and ZLSC (2008) criticized the 

government policies for their failure to improve literacy and skills level of PWDs as these 

policies are not adopted according to their needs. Pudaruth et al (2017) commented the 

efforts of developed nations to facilitate PWDs in attaining education. However, the 

authors recommended some additional efforts for seamless inclusion of PWDs in the 

educational system.    

 In the same way encouragement from teachers and fellow students remained at low 

and unsatisfactory (83.4 percent and 83.8 percent) to motivate PWDs participation in 

schools activities. Moreover, school building design was inappropriate according to PWDs 

needs (86.1 percent) and classroom space in building was inadequate for PWDs needs (74 

percent). The PWDs need special attitudinal and physical support in their education, 

however, the motivational level of PWDs, as evident from the above result, remained low 

due to inappropriate attitude of teacher and students towards them. This, probably, was due 

to insufficient training of the teaching staff to be with students with disabilities. Moreover, 

there is social stigma attached with disability aspect of PWDs which restrict normal 
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students to freely interact with PWDs. The combination of physical barriers in terms of 

inappropriate school design, mobility space and attitudinal barriers from teachers and 

students constrain continuity and attainment of quality education to PWDs. such deprived 

students exhibit low grades and are excluded from educational attainment (Chikwature et 

al., 2016; Liasidou, 2014; Jenjekwa et al., 2013; and Macleod & Cebula, 2009; and 

Madriaga, 2007). A series of studies on efforts of teachers and fellow student’s attitude on 

educational attainment of PWDs revealed that schools having conducive teacher-student 

and student-student interaction with respect to PWDs exhibited greater educational 

attainment and higher grades in PWDs (Arrah and Swain, 2014; and Tanyi, 2016). Other 

researcher found attitudinal support more important than the architecture support to 

educate the PWDs, therefore, a super infrastructure with the poor attitudinal support from 

teacher and student is of less use in educational attainment (Karangwa et al., 2010). The 

negative effects of inappropriate attitudes from teachers and students are far reaching and 

may extend beyond the educational attainment to the personal and private life of PWDs. 

Therefore, low acceptance of peers created loneness, unsuccessful friendship, rejection and 

bullying that effect the lives of PWDs and excluded them from the mainstream society 

(Mcconkey, 2002; and Boer et al., 2012). 

 The respondents further complained the school facilities as enough accessible 

bathrooms were unavailable for PWDs at schools (86.5 percent) and pick and drop 

facilities were not provided to 86.9 percent respondents. Moreover, 92 percent respondents 

reported that the PWDs didn’t received quality education at par with other normal students. 

The PWDs need special care at school because of their special needs. Provision of 

transport pick and drop facility, suitable passages, appropriate washroom and water 

drinking facilities and educational material is prerequisite of to facilitate their education. In 

addition, some extra efforts are needed from teachers and administration to facilitate 

learning process in PWDs and improved their educational outcome. To the dismay, the 

study area was lagging behind in all these aspects to facilitate educational attainment in 

PWDs. The school buildings were not constructed according to building codes that 

constrain mobility of PWDs in and outside the school and classrooms. The pick and drop 

facilities were limited. Similarly, the washrooms and water drinking facilities were 

inappropriate for PWDs. Such un-conducive educational environment have negative affect 

on the educational attainment of PWDs. Internationally, the educational facilities provided 
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to PWDs are not matching to those provided to normal citizens. Insufficient provision of 

finances by the government is blamed to be the main cause of such differential treatment 

(NSFAS, 2012; and Byaruhanga and Kuteesa, 2015; and Ndlovu & Walton, 2016). The 

PWDs therefore finds it difficult to fully participate in academic and social aspect of 

educational life and to reach their full potential (Chiwandire and Vincent, 2017). Some of 

the top universities of the world are still lacking in student liaison officer, appropriate 

recreational and sports facilities and special access features. Introduction and awareness of 

these facilities will help PWDs to provide them with education, compete with the normal 

students and secure competitive grades (Pudaruth et al., 2017), majority of those students 

who are satisfied from the facilities available in their campus secure better grades and 

excel their career (Simonson, 2012).  

 Educational institutions are meant to train the member of a society in various roles 

according to the needs of prevalent social institutions. In this regard, the education of 

PWDs is no exception. However, mainstreaming educational attainment among PWDs 

require some special physical, attitudinal and educational inputs. A combination of 

conducive supporting and motivational educational environment from teachers and 

fellows, appropriate transportation and physical infrastructure facilities, suitable learning 

material, and qualified, skilled and motivated staff is the need of the satisfactory access to 

education by the PWDs and their positive attainment in this regard.  
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Table-4.19.  Frequency distribution and proportion of respondents showing their 
access to education 

Statement Yes No Total 
Schools in your area are in easy access to PWDs 78 (16.0) 410 (84.0) 488 (100) 
Learning materials are in suitable format as per PWD 
requirements 

116 (23.8) 372 (76.2) 488 (100) 

Adequate means are available for PWDs to access 
course content 

115 (23.6) 373 (76.4) 488 (100) 

Teachers encouraged PWD participation in school 
activities 

81 (16.6) 407 (83.4) 488 (100) 

Fellows students encouraged PWDs participation in 
school activities 

79 (16.2) 409 (83.8) 488 (100) 

School building designed as according to PWDs needs 68 (13.9) 420 (86.1) 488 (100) 

Classroom space in buildings is adequate for PWDs 
needs 

127 (26.0) 361 (74.0) 488 (100) 

There are enough accessible bathrooms for the 
educational buildings PWDs  use 

66 (13.5) 422 (86.5) 488 (100) 

PWDs are provided pick and drop facility from home 
to school 

64 (13.1) 424 (86.9) 488 (100) 

The quality of education PWDs receive is the same as 
students who do not have disabilities 

39 (8.0) 449 (92.0) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 
 

4.2.6  Access to employment opportunities  

Employment status and occupation of a person is an important factor in individual 

identity. Moreover, the social status of an individual and group are also determined 

through their employment and occupation. Equal and fare employment opportunities is 

considered the basic human right, however, there are widespread discrimination, in 

provision of these facilities especially with respect to PWDs. Convention on the rights of 

person with disabilities has explicitly explained the components of employment 

opportunity for  PWDs which include  accessible and inclusive work environment, prohibit 

discrimination, hiring and employment, conditions of recruitment, continuance of 

employment, career advancement, safe and healthy working conditions, equal 

opportunities, trade union power, equal remuneration for work of equal value, protection 

form harassment and the redress of grievances of person with disabilities. Questions on 

employment opportunity available to PWDs were asked from the respondents with their 

result given in Table 4.20.  
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 Respondents perception on access to employment opportunities highlighted that, 

92.8 percent respondents had no access to income generation programs/credit schemes, 

specialized vocational training centers available for PWDs was denied by 97.7 percent, 

availability of specialized employment opportunities and career advancement for persons 

with disabilities was refuted by 88.3 percent respondents and having required job 

skills/qualification was negated by 61.1 percent respondents. However, access to income 

generation programs/credit schemes, specialized vocational training centers available for 

PWDs, specialized employment opportunities and career advancement for PWDs and 

having required job skills/qualification were admitted by 7.2 percent, 2.3 percent, 11.7 

percent and 38.9 percent respondents respectively. The state of employment in Pakistan is 

worsening due to poor economic development in the country. The situation is further 

unsatisfactory for multiple deprived groups including PWDs. Provision of financial capital 

in from of credit scheme and skills through vocational programs can facilitate increase in 

employment rate. However, provision of financial and skill development support to PWDs 

was highly unsatisfactory as evident from above result. These findings are supported by 

FGDs results that income generation programs/credit schemes and specialized employment 

opportunities and career advancement were not available for PWDs in the study area.The 

government of Pakistan under its initiative promulgated “Disabled Persons Employment 

and Rehabilitation Ordinance 1981” to promote employment and welfare opportunities for 

PWDs, under this ordinance, a special fund was generated to provide interest free loan to 

PWDs for establishment of small businesses (ILO, 1981). The government is also 

supposed to provide the required training and skills to PWDs for their financial well-being. 

This law, however, never achieved its set goals (ILO, 1981; GOP, 2002; and Mughees et 

al., 2011). Lack of financial resources has remained a major obstacle for PWDs to setup 

business. Lack of finance is strongly linked with the political will of the government to 

provide financial support to PWDs for businesses establishment. There is a popular 

misconception among political leaders that PWDs are high risk for loan and therefor 

neglected in obtaining fund for investment (ILO, 2007). Corrigan (2001) analyzed that 

prior to exposure to independent economic living the PWDs need to be placed in such 

centers to acquired skills according to their disability requirements. However, such training 

institutions are insufficient in numbers and sparsely located (Nygren et al., 2013).  Loeb 
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and Eide (2004) added that efficient utilization of economic credit for business purpose is 

ensured through skills provision process. However, there are a handful of PWDs who have 

actually access to these skill training centers to effectively utilize their money and 

economic activities (Dhungana and Bishnu, 2006; Dusaberurema, 2009; and Tan et al., 

2013). Petty & Fussell, (1997) suggested that a positive attitude from employers in 

providing financial and skills related support to PWDs can help disabled person’s 

integration in economic activities of the society.  

Moreover, 74 percent respondents negated that PWDs can get a job on prescribed 

quota, PWDs were usually poorly paid by the employers (94.3 percent) and PWDs were 

usually employed over lower skilled jobs by the employers as compared to the Non-

Disable Person as reported by 92.8 percent respondents. The government of Pakistan has 

allocated a 2 percent employment quota for PWDs under “Disabled Persons Employment 

and Rehabilitation Ordinance 1981”. However, instructions of the ordinance are not 

followed in true spirit as this quota has not properly implemented during recruitment 

process or the PWDs are employed on low skilled and poorly paid job. Most of the 

government departments don’t allocate reserved seats for PWDs in their recruitment 

advertisement except few. There is strong negative perception among the employers that 

employment of PWDs reduces working efficiency and cause financial losses. The 

government and private sector employers are clever enough to abide by government order 

for recruitment of PWDs on prescribed quota by recruiting disable persons on low paid and 

poorly skilled position. These results are in line with findings of Shima et al (2008) and 

WHO (2011) that despite of reserving employment quota for disabled person, their 

employment rate is very low. Reservation of quota, according to the authors, has provoked 

negative attitudes towards PWDs by the employers, supervisor, coworkers and unions. The 

PWDs are considered as strain rather than a valuable contributor to the work force and 

enhanced the state of unemployment. Moreover allocation of quota for PWDs is 

considered unfair and discriminate (WHO, 2011; and Niehaus & Bauer, 2013). Moreover, 

the allocated recruitment quota for PWDs is seldom followed due to insufficient 

employment policies, poor monitoring system and insufficient sensitization of employers 

about abilities of PWDs (Disability Rights Watch Group, 2009). Those PWDs who 
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manage to get employment are paid very low wages and are posted at low paying job 

(Oliver et al., 2012; and Downing, 2011). Therefore, a strong coordination was found 

between disability, inaccessible labor market, insufficient educational opportunities and 

low wages (Capella-McDonnall, 2009). Schur (2002) notice that even in the developed 

nations of the world the PWDs faces problems in educational facilities and are paid low 

average salaries than a normal person (Baldridge et al., 2016). Furthermore, the employed 

PWDs faced difficulties in performing their job as their job is characterize by poor working 

condition, low wages, insufficient promotion chances and limited choice in changing their 

schedules (Graham et al,. 2014). 

With respect to question on provision of required job training to PWDs was 

negated by 95.1 percent respondents. In addition, 52.5 percent respondents disagreed that 

PWDs have safe and healthy working conditions including protection from harassment. 

Encouragement of PWDs for paid employment in existing labor market requires a twofold 

effort. Initially the PWDs need to be trained into the required knowledge and skills so as to 

accomplish the demands of their job. In this connection the government has introduced 

several legal and policy reform for enabling PWDs employment in a competitive labor 

market. On the other side a great deal of effort is required to sensitize the employers, 

supervisors, coworkers and general society to accept PWDs as a normal working 

companion at their workplace. It was observed by the researcher that the study area, being 

rural in nature, was lacking in both these features. There were insufficient training and skill 

enhancement programs, according to the requirements of PWDs, available in the study 

area. Furthermore, there were feelings of reluctance to work with PWDs. Therefore, a state 

of dilemma has emerged where a group of low skilled PWDs face the non-cooperative 

employers and inappropriate working environment to get engage in paid job. Mostafa 

(2013) noticed that PWDs are forced to work in places that are unsuitable for their 

disabilities. Kaye et al (2011) further added that the employers are not trained in the 

required skills to deal with PWDs in their employment relationship. Schur (2003) and 

Schmidt & Smith (2007) emphasized on arranging suitable work arrangements to 

facilitate efficient working of PWDs at their job. Harassment of PWDs at workplace is 

additional troubling factor for PWDs. The victim of physical, verbal and sexual assaults 

are unaware of their right to communicate their compliant or problems arising at 

workplace (Gerrschick, 2000; and Kaye et al., 2011). Exposer to unsafe work environment 
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is also a major cause of work related injuries among PWDs (Breslin et al., 2018). Carrier 

(2007), therefor, suggested that successful employment of PWDs is a coadaptation process 

between PWDs with their coworkers and their working environment. Such adoption is an 

ongoing process in which the PWDs are socially integrated in workforce and working 

environment through the process of mutual adjustment at workplace.   

The PWDs are troubled in getting financial and human resource related inputs in 

their economic inclusion. The employment opportunities suitable for PWDs are rare for 

which these PWDs have insufficient skills to compete with a normal person and securing 

their job. In most cases the disable person are deprived of the job commensurating their 

qualification and skills and are employment of on low paid jobs and exposed to 

unfavorable work environment in terms of safety, health, wages and other benefits. Laws 

framed by the governments for employment of PWDs are seldom implemented and are 

interpreted in twisted way to favor the employers. The overall state of access to 

employment opportunities by the PWDs is unsatisfactory and may affect the overall social 

inclusion of PWDs to the mainstream society.    

Table-4.20.  Frequency distribution and proportion of respondents showing their 
access to employment opportunities 

Statement Yes No Total 
PWDs have access to income generation programs/credit 
schemes 

35 (7.2) 453 (92.8) 488 (100) 

There are any specialized vocational training centers 
available for PWDs 

11 (2.3) 477 (97.7) 488 (100) 

There are specialized employment opportunities and 
career advancement for persons with disabilities in the 
labor market? 

57 (11.7) 431 (88.3) 488 (100) 

You have required job skills/qualification 190 (38.9) 298 (61.1) 488 (100) 
PWDs can get a job on prescribed quota 127 (26.0) 361 (74.0) 488 (100) 
PWDs are not usually poorly paid by the employers as 
compared to the Non-Disable Person 

28 (5.7) 460 (94.3) 488 (100) 

PWDs are not usually employed over lower skilled jobs 
by the employers as compared to the Non-Disable Person 

35 (7.2) 453 (92.8) 488 (100) 

PWDs are provided required job trainings 24 (4.9) 464 (95.1) 488 (100) 
PWDs have safe and healthy working conditions 
including protection from harassment 

232 (47.5) 456 (52.5) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 
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4.2.7  Participation in decision making 

Participation in decision making is an important factor in measurement of social 

inclusion of individuals and groups especially with respect to PWDs. Each PWDs has the 

ability to make decision for their oneself, or to participate at family and community level 

decisions. Participation in decision making at all these three levels create a sense of 

ownership among PWDs with respect to familial, communal and societal activities. The 

personal decisions enable the PWDs to improve the very basic aspect of their life such as 

food, clothes and other basic needs. At the second level, the decisions help PWDs to make 

choices regarding their health and education. The enabling environment in the first two 

tiers helps PWDs to participate in decision making process regarding welfare of general 

masses. The UNCRPD, therefore, has made mandatory to involve PWDs in all those 

decision making process that impact them. Some questions were asked from the 

respondents to measure their participation in decision making process given in Table 4.21.  

 It was found that 63.1 percent respondent refuted  that they had choices about 

activities they want to do, 52.9 percent respondents were not entitled to participate in 

decision making which affected them at home/work and 56.1  percent respondents did not 

question the events occurring around them at home/work. In rural Khyber Pakhtunkhwa, 

like one in the study area, the power of decision making is centralized with the household 

head who exercise this power according to their sweet freewill with occasional 

consultation with family members. The PWDs members inside a family are provided care 

and other basic needs as per the economic abilities of the family. Furthermore, obedience 

by other family members, including PWDs, to all these decisions made by household head 

is a social value and non-obedience is a Taboo followed by social sanctions. Within this 

culture the household head makes majority of the decisions relating to the welfare of 

PWDs of its own, whereas, the PWDs have little chance to argument these decisions unless 

their household head exhibit democratic personality or the PWDs themselves are the 

household head. Burke (2010) identified several barriers in decision making process faced 

by PWDs. these barriers restrict PWDs in making choices about possible strategies with 

respect to recreational, educational and health related activities etc. the author argued that 

except some very private level decisions, most of the decisions affecting PWD’s lives are 
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made by policy makers, services providers, parents and caregivers without consulting 

PWDs (Palisano., 2007). Such decisions directly impact PWDs and have none of their 

control (WHO, 2010). Empowerment of PWDs in decision making process is in highly 

literary discussions with little on ground implementation (Mannion et al., 2012; and 

Moscardini and Kirsten, 2015). Lewis et al (2016) linked the ability of positive relationship 

development in PWDs with their participation in familial and communal activities. 

However, a meaningful participation of PWDs in communal activities characterized with 

active involvement of PWDs in the planning, decision making and implementation of 

community development activities is lacking (Watson and Nolan, 2011). Exclusion of 

PWDs from decision making process makes them feel themselves as incompetent and non-

significant member of society (Mahone et al., 2011). Such persons develop the feeling of 

incapability to overcome their problems that affect various aspect of their life at individual, 

family and community levels (Lucas and Currie, 2012). 

Likewise, 52.7 percent respondents claimed that they were not entitled to 

participate in decision making which affect their family, their opinion counted in family 

discussions was admitted by 51 percent respondents and 54.5 percent respondents 

discussed uncertainties related to their life in family. After individual level decisions, 

participation in family level decision is the second important rung in determining 

empowerment of PWDs in terms f participation in decision making. Family is an important 

institution that not only takes care of the basic needs of their PWDs member but also help 

them in development of positive sense towards their identity. An encouraging family 

environment helps PWDs to participate in minor and major decision relating to their 

families and buildup their confidence level. However, participation in family level decision 

was not encouraging as almost half of the respondents were not satisfied from their 

participation in family level decisions. Franklin and Sloper (2006) suggested various sub 

categories of participation at family level decision making process. The author found that 

the PWDs were ignored in family level decision making process by not consulting them in 

decision making, not involving them in family discussion and dialogs and asked of their 

opinion in these meeting (Eide et al., 2016). It is hard to expect from these ignored PWDs 

to participate in strategic decisions without support, especially when this support is 

variable and minimal. Family encouragement to their young PWDs member to express 



116 

their views regarding their personal and family matters develop positive personality traits 

in them to feel themselves as contributing member to the society (Franklin and Sloper, 

2006).  

The result further show that entitlement to participate in decision making which 

affected their community was negated by 77 percent respondents, 90.3 percent respondents 

were unable to participate in community decision making as much as they would have 

liked and their opinion was not given due weight in overall decision making process (82 

percent). Giving respect to PWDs and helping them at the time of trouble is the prevailing 

cultural and religious norms in the society. The community members help PWDs as an act 

of charity, however, there is least consideration for their empowerment through enabling 

them in community level decision making process. The charity based approach, therefore, 

is inbuilt in flaw of considering PWDs as dependent on community members rather than 

an asset for the community welfare. Moreover, due to their physical limitations in a limited 

sphere of life mask their overall capabilities resulting in their ignorance at community level 

participation. Peter (2007) therefor emphasized on active participation of PWDs in 

community level decision making so that they are more expressive and overcome their 

sense of shame as a PWDs (Linton, 1998; Charlton, 1998; Peter, 2007; and Eide et al., 

2016). Iriarte (2016) argued that disability is not limited to individual physical incapability 

rather it pertains to oppressive relationship of PWDs and society (Burchardt, 2004). 

Practicing in decision making at family and community level develop confidence and 

wisdom and a sense of ownership among PWDs with respect to general welfare of the 

society (Kellet, 2010). 

 Participation in individual, family and community level decision is a key to enable 

PWDs sense of ownership towards their personal, familial and community level welfare. 

However, study area was found overloaded with charity measures from family and 

community side that, instead of making PWDs functional member of society, keep them 

dependent members of their community.  
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Table-4.21.  Frequency distribution and proportion of respondents showing their 
participation in decision making 

Statement Yes No Total  
You have choices about activities you want to do 180 (36.9) 308 (63.1) 488 (100) 
You are entitled to participate in decision making which 
affects you at home/work 

230 (47.1) 58 (52.9) 488 (100) 

You question the events occurring around you at 
home/work 

214 (43.9) 274 (56.1) 488 (100) 

You are entitled to participate in decision making which 
affects your family 

231 (47.3) 257 (52.7) 488 (100) 

Your opinion is counted in family discussions 249 (51.0) 239 (49.0) 488 (100) 
You discuss uncertainties related to your life in family  266 (54.5) 222 (45.5) 488 (100) 
You are entitled to participate in decision making which 
affects your community? 

112 (23.0) 376 (77.0) 488 (100) 

You are able to participate in community decision 
making as much as you would have liked? 

47 (9.7) 441 (90.3) 488 (100) 

Your opinion is given due weight in overall decision 
making process 

88 (18.0) 400 (82.0) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 

4.2.8  Participation in cultural life 
 

 Culture is a complex of behaviors and objects that a person has learned and shared 

as a member of society. Participation in cultural life includes involvement in festivals, 

rituals, ceremonies, fares, hobbies, leisure, and voluntary activities etc. Participation in 

cultural activities is not only a source of satisfaction for individual member in their 

community life but it also brings unity in society. Active societal membership is 

characterized by participation of members in cultural life and general wellbeing. On the 

other side those who failed to actively participate in cultural life are sidelined, isolated and 

excluded from the mainstream society. Responses on the questions about respondents 

participation in cultural life is given in Table 4.22 and explained below.  

 With respect to taking part in festivals and rituals (Marriage, funerals, fairs etc.) 

was admitted by 67 percent respondents. However, 85.9 percent respondents were not 

involved in leisure activities (folk music, picnic etc.). Rural life is rich in cultural events 

and ceremonies. The rural people enjoy participation in festivals and rituals that regularly 

occur in their life. Due to strong integration among the members of rural society the 

individuals are compelled to participate in these events to express their solidarity with the 
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mainstream community and avoid the stigma associated with nonparticipation in these 

events. Participation in almost all of these rural festivals and rituals is free and entertaining 

therefore all societal members including PWDs, participate in these cultural activities out 

of their freewill as evident from the above result. However, some of the cultural activities, 

like picnic and excursion required some financial inputs which limit the participation of 

PWDs due to their financial constraints. Attachment to religious doctrine is another 

important factor determining participation in cultural activities. Therefore, all those 

cultural activities that are consistent with religious instructions are preferred more over 

those which are inconsistent with religious teaching (like participation in music and 

parties). There are also gender based segregation in which, in most cases, women folk is 

restricted to few cultural events than male (Khanal, 2007). Franklin and Sloper (2006) 

found that the cultural activities, in most cases, were not according to the requirement of 

physical capability of PWDs. in addition, the PWDs were rarely consulted about their 

desire to plan or participate in leisure activities. Burke (2010) added that despite of greater 

emphasis placed on participation of children in leisure activities, the PWDs have fewer 

opportunities than non PWDs to participate in these activities. For PWDs, in most of the 

cases, their leisure activities are wholly or partially provided by family members at their 

home (Haihambo and Lightfoot et al., 2010; and Lewis et al., 2016). 

Membership of any sports team was negated by 98 percent respondents and 

participation in hobbies, art, and craft was denied by 82 percent respondents. Majority of 

the country side sports activities are highly demanding for physical strength and fitness, a 

lacking feature in PWDs. possibilities of participation in sports activities for PWDs in rural 

area are few due to nonexistence of such facilities for them. The most that the PWDs can 

do in this regard is that they enjoy the game as audience in the ground. Furthermore, due to 

unavailability of required inputs the PWDs could not participate satisfactorily in hobbies, 

art and craft etc. Emerson & McVilly (2004) noticed that topped rank sportsman from 

PWDs group that participate in Paralympics were provided foundation for their sports 

activities by their parents and family members. At community level there is high 

negligence in provision of sports and leisure facilities that are suitable for PWDs (Schleien 

et al., 2005). On the other hand, the PWDs are unaware of the rare sports facilities if these 

are provided at their vicinities. DePauw and Gavron (2005) further added that lack of 
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opportunities, unawareness of available opportunities, insufficient competition and training 

programs and poor access to facilities due to physical barriers are the main causes of low 

participation of PWDs in sports activities and their social exclusion in this important aspect 

of their life (Misener, 2014). 

Furthermore, 83.6 percent respondents were unable to participate in cultural 

activities that they wanted to do, non-involvement in a range of opportunities related to 

community groups, clubs or organizations that were available in their area was reported by 

85.9 percent respondents, inability to participate in available voluntary activities was 

reported by 78.3 percent respondents and 88.9 percent respondents were not satisfied from 

their participation in cultural activities. Availability of physical resources for carrying out 

cultural activities in rural area, like one in the study area, is rare. The PWDs are further 

deprived in this important provision to satisfy their cultural participation. There are no 

special events, groups, clubs or organizations that take care of the special requirements of 

PWDs to participate in cultural life. The PWDs, therefor, are constrained to participate in 

social activities designed for normal person or be mere spectators of these cultural events. 

The cultural norms and values are additional factors that constraint PWDs participation in 

some limited sports and leisure activities and shut them out form other. Shields et al (2012) 

identified multiple barriers faced by PWDs in participation in physical activities that 

included the lack of knowledge and skills, the PWDs’ preferences, fear, parental behavior, 

negative attitude to disability, inadequate facilities, lack of transport, lack of programs and 

staff capacity.  A PWD, to participate in a sports activity of his desire, needs the facilities 

for the game and a team of his own kind (Kimler et al., 1993). Moreover, in case of desire 

for participation in multiple games or hobbies, some of the most significant correlate of life 

satisfaction included attending religious ceremonies, holy trips, doing handicraft, carrying 

out home repair and attending cultural events (Nawijn and Veenhoven, 2011). Pagan 

(2014) further added that the amusement of the PWDs in participating the cultural 

activities multiply to manifolds when the PWDs were offered freedom and autonomy in 

participating the cultural life events so as to express their emotion and enjoy the occasion 

with freedom.   

Participation in religious activities of the respondents was satisfactory as 78.7 

percent of them reported their participation in religious activities. However, 90 percent 

were treated unfairly in starting family or having children. Religion and religious practices 
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are the most important tools to console and sooth the feeling of PWDs and help them to 

overcome their deprivation. In a Muslim society it is obligatory for all Muslims 

irrespective of their class, caste and physique to participate in the religious obligations. 

Therefore, each Muslim member of the society is obliged to pray five times a day, recite 

holy Quran, Fast one month a year, pay mandatory charity (if  he/she is eligible) and 

perform pilgrim (Hajj) if he/she is entitled to. The PWDs are no exception to participate in 

these religious activities. Moreover, these PWDs are most included and comfortable with 

accessed religious activities as it is a source of their counseling and satisfaction. The same 

is obvious from the above result that the PWDs are satisfied from their religious 

participation. Conversely, the cultural events of getting marriage and procuring children 

are connected with additional economic and social responsibilities. In general the PWDs 

are dependent on their family members and despite of their desire they cannot get married 

or bear children out of socio-economic pressure. On the other hand people avoid marriages 

of their able family member with PWDs so as to ensure procurement of physically fit 

generation. In addition, problem in performing the role of breadwinner faced by PWDs is 

the additional cause of low rate of marriages among PWDs. Parnes et al (2009) noted that 

becoming a disabled women reduces the chances of marriage and property inheritance in 

the developing countries as a result majority of the PWDs remain unmarried 

(Dhungana, 2006; and Magnusson  & Bickenbach, 2017). Finding a marriage partner by 

the PWDs is highly challenging, therefore, it is almost impossible for PWDs to accomplish 

this cultural practice to satisfy their life and contribute to their family and society (Esmail 

et al., 2010). 

The results help to depict a very bleak picture of PWDs in term of their 

participation in cultural life. Religion and its associated rituals and cultural practices are 

major events participated by PWDs out of their will, freedom and satisfaction. However, 

PWDs faced problems in participating leisure sports and hobbies related activities with 

freedom. They have limited choices and limited range of opportunities to voluntarily 

participate in cultural events that affect their individual, familial and communal life 

negatively.  
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Table-4.22.  Frequency distribution and proportion of respondents showing their 
participation in cultural life 

Statement Yes No Total 
You take part in festivals and rituals (weddings, 
funerals, religious festivals etc.) 

327 (67.0) 161 (33.0) 488 (100) 

You are involved in leisure activities (folk Music, Picnic 
etc.) 

69 (14.1) 419 (85.9) 488 (100) 

You are member of any sports team 10 (2.0) 478 (98.0) 488 (100) 
You participate in hobbies, art and craft 88 (18.0) 400 (82.0) 488 (100) 
Your friends and you choose to participate in cultural 
activities that you want to do. 

80 (16.4) 408 (83.6) 488 (100) 

You are involved in a range of opportunities related to 
community groups, clubs or organizations that are 
available in your area? 

69 (14.1) 419 (85.9) 488 (100) 

You participate in available voluntarily activities 106 (21.7) 382 (78.3) 488 (100) 
You are satisfied from your participation in cultural 
activities 

54 (11.1) 434 (88.9) 488 (100) 

You participate in religious activities/events 384 (78.7) 104 (21.3) 488 (100) 
Have you been treated fairly in starting a family or having 
children?  

49 (10.0) 439 (90.0) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 
 

4.2.9  Accessibility to mobility and transport services  

Mobility is an important event that is required to accomplish life tasks at home, at 

community and at workplace satisfactorily. The PWDs, however, faced difficulties to 

enjoy their mobility with ease and freedom. They faced difficulties in moving and reaching 

to their destination. In general the built environment and transport system is unsatisfactory 

to meet the requirement of mobility of PWDs. limited mobility hampers the participation 

of PWDs in accomplishing their basic social, economic and cultural needs. Some questions 

were asked from respondents regarding their access to mobility and transport services with 

their result given in Table 4.23 and explained below.  

 Majority of the respondents (87.3 percent) reported that they were not able to use 

transport needed in their everyday life, 91 percent respondents reported that bus stop had 

insufficient facilities to wait for bus and move on/off the transport, similarly, 90.2 percent 

respondent were concerned that they were unable to exit at correct stop and paying the fare 

was a problem for 75.4 percent respondents. Mobility is the major problem faced by PWDs 

throughout the world. Insufficient transport facility, insufficient facilities at bus stop, 
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problem in getting in and out of the vehicle, exit at incorrect stop and arguing with bus 

cleaner/conductor on rate of fare are some of the laminate issues faced by PWDs in their 

mobility and transportation. It was observed by the researcher that the PWDs used the 

buses in common with the normal persons. These vehicles were not having sufficient 

facilities for getting in, out and seating of PWDs. there were no bus stops in the area and 

the PWDs had to wait, while standing on the road, for their required vehicles for hours. 

Due to non-availability of notified bus stops the PWDs faced the problem of landing at 

wrong destination that bothered them a lot. Moreover, the state law has given 50 percent 

concession to the PWDs in their fares; however, this concession is seldom abided by the 

transporters. In this complex situation the PWDs either had to travel with a helper or had to 

hire a private transport facility on rent that posed additional financial burden on PWDs and 

their families. The overall outcome of these insufficient facilities in transportation was an 

increased waiting time and reluctance to move by the public transport among the PWDs. 

Therefore, Lodovici and Torchio (2015) proposed a door to door mobility and 

transportation services to PWDs with vehicles having sufficient wheelchair carrying space 

(Gopinath & Kuang , 2012; and Yatskiv et al., 2017) to improve the accessibility of PWDs 

(Abreha, 2007). Addo (2014) also identified that inadequate provision of disability friendly 

vehicles is one of the reason of PWD’s non reliance on public transport. HREOC (2005) 

found a strong correlation between insufficient transport facility and poor employment 

among PWDs in developing and developed countries. Russell et al (2008) further added 

that problems of getting to stop, getting on or off the vehicle and transferring between 

services while using public transport become cognitive barrier for some of the PWDs to 

use public transport (Rosenkvist et al., 2009). Carmien et al (2005) further pointed out that 

difficulty in orientation and inability in reading and understanding direction hinder access 

to correct vehicle, exiting correct stop and understanding operator announcement (Frye, 

2013). 

 Majority of 90 percent respondents faced difficulties in accessing community 

places due to problem in their layout, similarly mobility at home and community was a 

problem for 89.3 percent respondents and 88.1 percent respondents were unable to access 

assistive devices needed for their mobility. PWDs required specially designed roads, paths 
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and streets for easily accessing community points. Therefore, it was impossible for them to 

move smoothly inside their community without the support of others. Same was the case 

with other infrastructure used by PWDs in their daily life including homes, hospitals, 

banks and post offices etc. In addition, besides insufficient and inappropriate infrastructure, 

majority of the PWDs were not having assistive devices needed for their mobility like 

wheelchair etc. These results are supported by the FGDs findings that current transport 

system was not accessible for PWDs to move freely without the support of others. In 

addition, the layout of their neighborhood and general community (streets/roads/paths) was 

not appropriate for PWDs to use these services that lead to their low self-esteem and social 

exclusion.The special citizen Act 2008 promulgated by the government of Pakistan 

emphasized on provision of accessibility to PWDs at public places by allocating reserved 

seats for them during their transport and designing buildings according to their 

requirements (GOP, 2008; and Mughees et al., 2011). However, these set targets are far 

from achieving in actual. Milner & Kelly (2009) reported increased cases of injuries 

among PWDs and aging persons due to inappropriate structure design of community 

infrastructure. Witten et al (2009) pointed out that as per United Nation report almost 20 

million people in the world needed wheelchairs but not having access to them. 

Nonproduction of assistive devices for PWDs was the main reason of insufficient access to 

assistive devices needed for the mobility of PWDs.  

 The results further indicated that it was difficult for  96.3 percent respondents to use 

community or neighborhood services (the bank, shops and post offices etc.), however, 58.8 

percent respondents were comfortable to use toilet at home. In addition, it was difficult for 

61.7 percent respondents to regularly visit to their worship places. The above results once 

again raise the mobility and accessibility questions faces by PWDs in terms of accessing 

services, religious ceremonies and even meeting their very basic and private needs at 

home. The government has promulgated the regulations for designing service delivery 

infrastructure according to the needs of PWDs. However, these regulations in terms of 

building codes are seldom observed. Therefore, PWDs face tremendous difficulties in 

accessing banks, post offices, shops and even worship places like Mosque. Furthermore, 

provision of separate washroom facility based on needs of PWDs is insufficient. It is the 
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washroom training received by PWDs since their birth, that is helpful in managing their 

washroom related needs at home. These mobility hindrances not only affect the 

accessibility issue of the PWDs but are also a major source of socio-economic exclusion of 

PWDS in other sphere of life. Lagu (2013) identified inaccessibility to mobility and 

transport services as a major cause of poor access to education, health, employment and 

political participation of PWDs. Pattberg (2017) found that mobility of PWDs in and 

outside their homes is a major challenge for PWDs even in large cities (Losinsky et al., 

2003 and Matshedisho 2010). Therefore, PWDs throughout the world are found 

complaining of their poor access to community buildings, educational buildings and main 

religious institutions that create anger and depression in them (Ismail et al., 2014; and 

Rusli and Mydin, 2018). 

 To sum-up the state of access to mobility and transport services by PWDs was 

unsatisfactory as they faced difficulty to move in and outside their residences due to 

inappropriate infrastructure. The transportation facility didn’t match the disability 

requirements of PWDs, were expensive and unfriendly. The assistive devices for mobility 

of PWDs were insufficient that enhanced their dependence on caregivers. Insufficient 

mobility facilities reduce PWDs access to educational, health, recreational, religious and 

economic activities and enhanced a feeling of frustration and dejection among PWDs.  
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Table-4.23.  Frequency distribution and proportion of respondents showing their 
accessibility in mobility and transport services 

Statement Yes No Total  
You have been able to use transport  needed  in  your 
everyday life 

62 (12.7) 426 (87.3) 488 (100) 

Bus Stop have sufficient facilities to wait for bus and 
transport move on/off 

44 (9.0) 444 (91.0) 488 (100) 

You are not concerned that you might not exit at correct 
stop 

48 (9.8) 440 (90.2) 488 (100) 

You have no difficulty in paying the fare 120 (24.6) 368 (75.4) 488 (100) 
The layout of places in the community has made it easy 
for you to access them (streets/roads/paths) 

49 (10.0) 439 (90.0) 488 (100) 

Mobility at home/community is not a big problem you 52 (10.7) 436 (89.3) 488 (100) 
You have been able to access assistive devices that you 
needed for your mobility 

58 (11.9) 430 (88.1) 488 (100) 

Community/Neighborhood services  (The shops, banks 
and post office etc.) make it easy for you to use them 

18 (3.7) 470 (96.3) 488 (100) 

The toilet/bathroom of your dwelling makes it easy for 
you to use it?  

287 (58.8) 201 (41.2) 488 (100) 

Your regular places of worship make it easy  for you to 
worship 

187 (38.3) 301 (61.7) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 

4.2.9  Social inclusion of PWDs 

 PWDs face multiple deprivations in socio-psychological and economic aspect of 

their life. Most of their needs remained unmet due to insufficient and inappropriate 

mechanisms adopted by social institutions to meet their basic needs. The increase 

likelihood of discriminated treatment at society level creates fisher among physically fit 

people and PWDs that in its turn may lead to disintegration. The reintegration and social 

inclusion of PWDs into mainstream society requires of two prong efforts i.e. enhancing the 

capacities of PWDs to think themselves as valuable productive member of society and 

remove structural and institutional barriers to help PWDs getting to mainstream societal 

process. The whole process of taking care for all the individuals and groups that are either 

unable to participate in social life or shutout by the society not to participate through their 

denial is turned as social inclusion. Some questions and their responses, asked from 

respondents on social inclusion, are given in Table 4.24 and explained below.  
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 It was found that 76.4 percent respondents didn’t felt terribly alone and isolated, 

acceptance from friends/classmate was admitted by 79.7 percent respondents, 68 percent 

were not neglected by friends in usual interaction, however, 74 percent didn’t play useful 

part in society in their surrounding of neighborhood. Being rural in nature, the study area 

has strong cultural values that encourage intimate and close interpersonal relations to 

integrate the community in uniform whole. Moreover, religious support and teaching for 

taking care of poor deprived and physically disabled is additional support for the charity 

based welfare of PWDs. As a result, extreme sense of isolation and loneliness is not much 

high in PWDs due to their acceptance form societal members and usual interaction from 

friends. However, the PWDs still were unable to play a useful part in the welfare of 

society. Cooney et al (2006) also noticed that the internalization of cultural traits of 

cooperation and mutual help is compelling on each societal member in a neighborhood to 

willingly extend help and trust with each other and especially to the physically dependent 

group like PWDs. Diez (2010) further added that strong bonds of interaction between 

community members and PWDs have strong positive influence on integration of PWDs 

into mainstream society (Jetha et al., 2018). Conversely, non-friendly attitudes towards 

PWDs in terms of low acceptance of pears, limited friendship, bullying and rejection 

have dramatic effects to detriment the quality of life of PWDs (De Boer et al., 2012). Kett 

& van Ommeren (2009) noticed that empowerment of PWDs at family and community 

level helps them to claim their rights and improve their own situation. Lewis et al (2016) 

emphasized that there is always lack of understanding among community members to 

visualize disability as a product of person-environment interaction. The myths and cultural 

beliefs, therefore, mask over the reality and result in discrimination of PWDs by 

considering disability as a curse of super nature (Kuyayama, 2011). It became difficult for 

PWDs to manange the stigma associated with their impairment and in most cases they are 

drown into isolation (Kuyayama, 2011; and Barg et al., 2010). Schur (2002) further added 

that charity based welfare of PWDS is good for physical survival of PWDs in terms of 

providing food and shelter etc. However, such welfare based approach is not sufficient to 

make PWDs a productive member of society and their complete social inclusion 

(Dhungana, 2006; and Griffith et al., 2013).  
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Majority of the respondents (72.3 percent) reported that they have friends that they 

can see or talk to every week. However, 69.7 percent respondents felt that what they do 

was not valued by other and they have not been involved in formal/informal groups was 

reported by 93 percent respondents. The result further point out the prevalence of a welfare 

based approach of treating the PWDs instead of their empowerment and taking care of 

their human rights. The PWDs were not isolated in terms of their interaction with friends 

and relatives. However, their involvements in significant communal and family level tasks 

remain negligible and their contribution remained unnoticed and unavailable to other 

members of the society. Therefore, despite strong relations with family and friends, the 

PWDs were unable to express their needs as their rights could not positively contribute in 

the overall welfare of the community. Bray and Gates (2003) described PWDs living in but 

not of their local community. The authors noticed that the PWDs frequently interacted with 

members in their community. However, their functional partnership in community member 

as active participation was non-significant. They were not involved in the community 

process except welfare based dependence on other (Branding et al., 2009). Degener (2016) 

therefore, emphasized on involvement of PWDs as experts to point out their problems and 

solutions in all activities that are designed for their welfare (Brennan et al., 2016). Murray 

(2001) further added that the interaction of PWDs with normal healthy citizen too is not of 

that quality and duration to the satisfaction of PWDs. Therefore, PWDs are found 

complaining of lack of emotional support from family and community members despite of 

frequent interaction with them (Ericsson, 2006). Burke et al (2014) stated that PWDs have 

desired to interact with the people outside of their home, however, they have very limited 

access to such clubs or activities in which they can contribute in valuable terms.  

In addition, 93.9 percent respondents felt that they were accepted by their family, 

however, 91 percent respondents felt that they were not accepted by their neighbors, 61.9 

percent respondents couldn’t exercise their rights with freedom and 65.4 percent admitted 

that their social life was not mainly related to PWDs. A normal human being has the basic 

right of membership, acceptance, freedom and participation. The same is true for PWDs 

except that they have some special requirements according to their daily needs. It is clear 

from the above results that except family the other societal groups were reluctant in 

adopting PWDs as societal member. In such situation the PWDS were shutout from the 
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mainstream activities on the grounds of their physical disability. A regular exposers to 

such circumstances at community level creates the feeling of inability to participate among 

PWDs. therefore, these PWDs were found reluctant to exercise their rights with freedom or 

opt for membership in groups with disabled members only. Dhungana (2006) reported that 

family members and peer are the most significant persons in terms of interaction with 

PWDs. In the rest of the community their interaction is uncommon and mostly restricted 

from community side (Lang et al., 2011). Downing (2011) added that medical 

conceptualizations of disability overshadow the socio-psychological needs of the PWDs. 

Therefore, charity based welfare is considered more important than establishing human 

rights of PWDs like those of normal societal members. CEPD (2013) therefore expressed 

its concerns regarding unawareness of PWDs with respect to their rights. Therefore, the 

rights of PWDs remain un-established and a stigmatized identity is linked with disability to 

place PWDs in a group member with all disabled persons to experience and share 

disability   (McVilly et al., 2004; Diez, 2010; and Nario-Redmond et al., 2013).  

 The results further explore that 55.5 percent respondents felt insecure about where 

they lived and 94.5 percent respondents were not involved in sport, game or physical 

active. The PWDs have some specific mobility related requirements according to their 

disability needs, similarly it is the case of their needs for participation in sports and other 

physical activities. Developed nations has worked on this important aspect of welfare of 

PWDs by designing and constructing infrastructure according to mobility, sports and 

physical activities related needs of PWDs. In developing countries finding access to such 

infrastructure is a dream especially if a PWDs is hailing from rural and underdeveloped 

areas. Furthermore, situation is worsened when PWDs are exposed to harsh and 

discriminatory treatment by community members, employers, teachers or other colleagues 

(Milačić-Vidojević et al., 2017). Safe and secure participation in family, communal and 

sports activities have personal and societal benefits, participation in sports activities of 

choice have positive impacts on physical wellbeing of PWDs (Misener, 2014). However, 

due to low societal integration and poor facilities, participation of PWDs in sports 

activities remained low (Lawson, 2007). There is also knowledge gap in creating sense of 

security in PWDs and adequately involve them in sports activities besides limited facilities 
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and physical barriers faced by PWDs (DePauw and Gavron, 2005; Stevenson, 2009; and 

NZIER, 2017). 

 The PWDs face societal pressure in terms of disapproval, non-acceptance and 

stigmatization to shut them out from normal societal activities. One of the negative 

consequences of this unfavorable societal attitude towards PWDs is the development of 

attitude of inability to participate and prefer to exclude. Some of the cultural and religious 

traits help in increasing the intensity of interaction between PWDs and their close relative 

and friends. However, the normal persons extend such interaction by considering it is an 

act of charity instead of fulfilling basic rights of PWDs. As a result these interactions are 

insufficient to include PWDs into mainstream society.   

Table-4.24.  Frequency distribution and proportion of respondents showing their 
social inclusion 

Statement Yes No Total  
I have felt terribly alone and isolated 115 (23.6) 373 (76.4) 488 (100) 

I have felt accepted by my friends/Classmate 389 (79.7) 99 (20.3) 488 (100) 

I have been neglected by my friends in usual 

interaction 

156 (32.0) 332 (68.0) 488 (100) 

I have felt I am playing a useful part in society in my 

surrounding of neighborhood 

361 (74.0) 127 (26.0) 488 (100) 

I have friends I see or talk to every week 353 (72.3) 135 (27.7) 488 (100) 

I have felt what I do is valued by others 148 (30.3) 340 (69.7) 488 (100) 

I have been involved in a formal/informal groups 

outside my family/school 

34 (7.0) 454 (93.0) 488 (100) 

I have felt accepted by my family 458 (93.9) 30 (6.1) 488 (100) 

1 I have felt accepted by my neighbors 44 (9.0) 444 (91.0) 488 (100) 

I can exercise my rights with freedom 186 (38.1) 302 (61.9) 488 (100) 

My social life has been mainly related to person 

with disabilities 

169 (34.6) 319 (65.4) 488 (100) 

I have felt insecure about where I live  271 (55.5) 217 (44.5) 488 (100) 

I have done a sport, game or physical activity 27 (5.5) 461 (94.5) 488 (100) 

 Value in the table present frequency while values in the parenthesis indicate 
percentage. 
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4.3.  Bivariate Analysis  

Association between independent variables (ignorance to law, denial of basic 

human rights, self-determination, access to adequate health services, access to education 

and access to employment opportunities, participation in decision making, participation in 

cultural life and access to mobility and transport services) and dependent variable (social 

inclusion) was determined through cross tabulation technique. Results of aforementioned 

study variables alongside appropriate discussions and reasons are presented below. 

4.3.1.  Association between ignorance to law and social inclusion of PWDs 

 Social inclusion of PWDs as a normal functional citizen of the state requires some 

preferential treatment in the legal system of the state. It is binding on the UNCRPD 

signatory states to promulgate suitable laws to facilitate normal living and safeguard the 

basic rights of PWDs. The government of Pakistan, in this respect, has given special legal 

concession to PWDs to facilitate various socio-economic aspect of their life. These laws, 

however, remained short of achieving its goal in social inclusion of PWDs. It is believed 

that ignorance to law is the main contributing factor that restricts effective delivery from 

the legal system for social inclusion of PWDs. To assess the association between ignorance 

to law and social inclusion of PWDs the perception of ignorance to law was measured 

through some appropriate attributes is given in Table 4.25 and discussed below.  

 Results in Table-25 unveil that 61.2 percent of all those PWDs who were informed 

of the laws/policies to facilitate PWDs were socially included compared to 7.6 percent of 

those who didn’t have information about these polices. Association of information about 

law/policies to facilitate PWDs was found highly significant (P=0.000) and positive 

(Tb=0.572) with social inclusion of PWDs. It is obvious from these results that state of 

access to information among PWDs is unsatisfactory. However, those who were satisfied 

from their access to information relating to their legal rights were more likely to be socially 

included. Awareness of laws and policies improve the access to socio-economic and other 

relevant needs and increase their likelihood of social inclusion of the PWDs as evident 

from positive Kendall Tb value (Table 4.25). Unawareness of law is the main obstruction in 

social inclusion of PWDs especially in rural communities of Pakistan. Vergunst (2016), in 

his research study also found strong relationship between poor access to information and 
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discrimination of basic rights among PWDs. The author added that well-informed PWDs 

with respect to their basic legal right are in better position to overcome the problems of 

prejudice and discrimination faced by them. Insufficient information to legal rights leads to 

failure in accomplishment of basic human rights all over the world (Saulo et al., 2012; and 

Parnes et al., 2009) and are social exclusion. Tomlinson et al (2009) added that mere 

availability of laws safeguarding basic rights of PWDs is insufficient for their social 

inclusion unless the actors and beneficiaries are not fully informed of these laws for its 

smooth implementation (Krahn et al., 2015). Various social welfare programs for social 

inclusion of PWDs has devised several interventions and social security program in health, 

education and employment sectors to improve the living standard of PWDs. in addition, 

laws, regulation and welfare acts are put in place for social security of PWDs, still, due to 

lack of information and awareness among PWDs, only few have access to these programs 

(NORAD, 2012). Beresford (2002) argued that unawareness of the laws and regulations 

limit the abilities of PWDs to make suitable choices and decisions and to ensure their 

social inclusion (Madaus et al., 2008).  

 Furthermore, the results portrayed that 87 percent of all those PWDs who admitted 

that national laws were sufficient to address their problem/needs were socially included, 

compared to 29.5 percent of those who considered these laws as insufficient to address 

their problems. The results highlighted highly significant (P=0.000) and positive 

(Tb=0.261) association between national laws are sufficient to address their problem/needs 

and social inclusion of PWDs. It is depicted from these results that those PWDs who have 

knowledge about the different policies and consider it sufficient to address their needs are 

more likely to be socially included. The probable reason of their inclusion is that they take 

benefits from these policies which enhance their accessibility and participation in various 

aspects of their life. Special laws and policies are designed to favor social inclusion of 

PWDs, however effectiveness of these laws is questionable until confirmed by PWDs. 

Tiun and Khoo (2013) reported that special laws for PWDs are not fully functional until 

these are not fully functional until these are not implemented in its true spirit. Therefore, 

laws relating to hiring and retaining workers can be more fruitful when the employers own 

positive intensions and attitude towards PWDs hired at their organization (Araten-

Bergman, 2016). Satisfaction of PWDs with respect to sufficiency of national laws to 
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address their problems is directly linked with their social security and inclusion. Devkota 

(2017) criticized various national laws and policies for their inability to overcome 

discrimination and denial of rights of PWDs and their unequal access to basic services.  

 In addition, 75.4 percent of all those respondents who were socially included 

agreed that authorities were bound in making construction infrastructure accessible for 

PWDs (both public and private), compared to 25.1 percent of those who considered that 

authorities were not bounded to do so. The result highlighted significant (P=0.000) and 

positive (Tb=0.375) association between social inclusion of PWDs and authorities are 

bound in making construction infrastructure accessible for PWDs. The government of 

Pakistan has devised and implemented National Plan of Action (NPA) 2006 to overcome 

the mobility and accessibility problems of PWDs. Awareness rising among PWDs with 

respect to their mobility rights is one of major component of the NPA 2006 (WHO, 2001; 

and GOP, 2006). Although major chunk of respondents were unaware of the law that made 

it mandatory for the implementing agencies to construct infrastructure accessible for 

PWDs, yet PWDs having knowledge of this important aspect of their rights were more 

likely to be socially included. This, probably, is because of high level of interaction, of 

knowledgeable and aware PWDs of their legal rights, with implementing agency ad other 

stakeholders in the society. These PWDs had a knowhow of various projects and their 

implementation process that were devised for their welfare. A well-informed PWD with 

respect to building codes was found more likely to question various community 

infrastructures or initiate legal suits against defaulted agencies (Yusof and Jones, 2016). 

However, most of the PWDs in the developed nations were unaware of laws regulating 

infrastructure construction to question their rights and improve their access to various 

institutions (Mughees et al., 2011).  

For all those respondents who agreed that seats were reserved for PWDs in public 

transport 54.8 percent were socially included compared to 28.2 percent of those who 

claimed that seats were not reserved for them. Reservation of seats for PWDs in public 

transport was found highly significant (P=0.000) and positive (Tb =0.203) with social 

inclusion of PWDs. Person with disabilities face problems in their mobility while using 

public transport meant for normal citizen. In most of the rural areas provision of transport 
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facility suitable for PWDs are either completely missing or rare. Thus inappropriate 

transport facility is an important barrier faced by rural PWDs in accessing their basic needs 

like health and education etc. (South African Human Rights Commission, 2009). Still 

those PWDs who were convinced of accomplishment of their rights of specific seats in 

transport system were more liable to social inclusion as evident from Kendall Tau-B value 

in above result. Various international surveys also indicated that there were only few 

public transport system available for PWDs, therefore, they face problem at bus stop, 

terminals, entrance and seating at transport facility (Versteeg, 2011; Adjei, 2013; and 

Gaede and Odame, 2017). Lodovici and Torchio (2015) emphasized on positioning priority 

seats for PWDs close to the entrance directly behind the driver seat so as to directly help 

PWDs in identification of their seats, smooth entrance and exit from vehicle and easy 

approach to driver during need.  

Moreover, for all those respondents who experienced concession in fare in public 

transport 80.3 percent were socially included compared to 25.3 percent of those who didn’t 

experience concession in fare. The association of concessions in fare and social inclusion 

of PWDs was found highly significant (P=0.000) and positive (Tb=0.390). Disability is a 

source of deprivation, however, the negative effect of disability multiply when PWDs is 

poor too. For social inclusion of PWDs the government of Pakistan has given fifty percent 

concession in fares at public transport for all PWDs (GOP, 2006). Majority of the PWDs, 

as evident from the above result, were unaware of their legal right. Still, who noticed and 

exercised their half fare concession in public transport exhibited a high chance of their 

social inclusion. The same is disclosed by positive Tb value. Becker and Gerike (2008) 

emphasized on satisfaction of transportation related needs of PWDs for sustainable 

transport development. Green et al (2014) further added that concession in fare is a source 

of economic independence of PWDs from their caregivers which is facilitated by a 

sustainable transport system. Implementation of transport related laws with respect to 

PWDs is still unachieved in Pakistan (Mughees, 2011). Ostroff (2001) further added that 

there are huge administrative, bureaucratic and corruption related obstacles to facilitate 

poor PWDs in transport system. On the other side negative attitude of services providers 

and transporters deny PWDs from acquiring the legal concession in their fare.  
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In addition, for all those PWDs who were informed about the quota percentage of 

PWDs in employment 77.1 percent were socially included compared to 24.5 percent of 

those who were uninformed about it. Therefore, information about the quota percentage for 

PWDs significantly (P=0.000) and positively (Tb=0.414) contributed to social inclusion of 

PWDs. Moreover, the results further show that 81.9 percent of all those respondents who 

reported that they were aware of legal concession to PWDs in performing jobs were 

socially included compared to 23.6 percent of those who were not informed of it. Similar 

highly significant and positive (P=0.000, Tb=0.443) association was found between 

knowledge about concession in performing jobs and social inclusion of PWDs. Physical 

disability and economic deprivation are considered as two sides of a coin. Special 

emphasis, therefore, are paid to promulgation of laws and its awareness among PWDs that 

ensure their economic inclusion. The PWDs are short of competing the normal persons due 

to their poor access to quality education, a concept of inefficiency in job performance with 

respect to PWDs and inappropriate physical and attitudinal environment that suit PWDs 

work related needs. The government of Pakistan under its National Plan of Action (2006) 

has directed various public and private sector organization to hire PWDs on their reserved 

quota and facilitate them at their work. Majority of the PWDs are unaware of their 

employment quota and about concession in performing jobs. However, those who are 

informed of this important aspect of their economic right are more liable to social inclusion 

as evident from positive Tau-B value. OECD (2010) noticed that majority of PWDs were 

unaware of their employment quota right. Those who were aware of it were not paid heed 

by the employer due to their low productive potential. Moreover, those PWDs who 

managed to get employment in organization exhibited high overturn due to unfavorable 

work environment. There were a handful of PWDs that were lucky enough to overcome all 

these employment related problems and positively contribute to mainstream society. Shima 

et al (2008) blamed governments for insufficient propagation of employment rights of 

PWDs to secure them their employment rights (WHO, 2011). The employers use power of 

propaganda to devalue PWDs to their below average economic productivity (Niehaus & 

Bauer, 2013) and excluded them from labor market which has a baring to the working life 

of PWDs (Hakeem, 2015). Affirmative action and quotas for people with disabilities has 
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been argued to be effective at bridging existing disparities in employment opportunities 

(Sackey, 2015). 

Furthermore, for those respondents who were informed of the welfare benefits 

provided to PWDs, 63.2 percent were socially included compared to 23.6 percent of those 

who don’t have knowledge about these benefits. Social inclusion of PWDs in connection 

with knowhow about the provision of benefits is positively (Tb=0.350) linked and highly 

significant (P=0.000). In addition, 39.3 percent of all those respondents who were treated 

on priority basis in health institutions were socially included compared to 17.5 percent of 

those who didn’t get attention on priority basis. The association of social inclusion of 

PWDs and treatment on priority basis at health institutions was highly significant and 

positive (P=0.000, Tb =0.219).  

Government and Non-Governmental Organization (NGO) in collaboration with 

each other and independently has started various programs for the welfare of the PWDs. 

Majority of these programs are charity based and meant for fulfillment of basic needs of 

PWDs. Various facilities provided by these programs include, awareness raising among 

PWDs with respect to their rights, provision of counseling facility, physical, financial and 

moral support to PWDs. Such welfare based organizations also lobby for accomplishment 

of PWDs rights at policy and implementation level. Therefore, a welfare organization will 

not only look for availability of mobility aid to the PWDs but also will ensure satisfactory 

use of these aids and priority treatment to PWDs at every public utility center. The same is 

emphasized by (Vedeler, 2009) that a welfare based service is essential to bring PWDs out 

of extreme poverty and overcome the social, physical and psychological barriers faced by 

PWDs and ensure actualization of their developmental potential. However, there are only a 

handful of PWDs that are actually benefited from the welfare activities in developing 

countries hence restricting their potential capabilities that were to be used in national 

development (Eide et al., 2003). A fund based approach for the welfare of PWDs has been 

initiated in Khyber Pukhtunkhwa province of Pakistan to help deserving widows and 

special persons by providing them financial resources and skills and their active utilization 

in national development (GOKP, 2014). Findings of this study reveal that awareness 

among PWDs with respect to their welfare benefits and rights of priority treatment at 
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health institution were not satisfactory. Social inclusion, however, was found high among 

those PWDs who were aware of their welfare benefits and manage to get appropriate 

attention at health institution. Popplewell et al (2014) reported that there are limited health 

institutions in developing countries where PWDs have to compete with normal persons for 

getting medical treatment. The PWDs face difficulties in getting appropriate attention at 

health care center and need some special attention of health services provider 

(Beresford, 1996; and Braithwaite & Mont, 2009).  

Moreover, 36.4 percent of the respondents who were informed to consult the 

appropriate courts when they needed legal support were socially included compared to 

14.1 percent of those who had no knowledge of which courts to consult when in need of 

legal support. Consultation with courts when need legal support have highly significant 

(P=0.000) and positive (Tb=0.186) association with social inclusion of PWDs. The 

knowledge and awareness with respect to the legal process and the courts to consult at 

tehsil, district, provincial and national level prevailed to some extent and was also a source 

of social inclusion of PWDs. The courts are meant to give justice to the masses in light of 

national laws. Those PWDs who had knowledge of their legal rights and consulted courts 

for getting their rights were in better position to get benefited from national laws and 

services meant for PWDs. However, the cumbersome and delayed procedure of the courts 

is the main hurdles in getting benefits in-time as evident from weak positive value of Tau-

b. Quarmby and Scott’s (2008) therefore, reported that most of the cases reported by 

PWDs with respect to violation of their rights are taken as pity cases by the courts by 

comparing them with other crimes. The authors added that non-serious attitude from law 

enforcing agencies with respect to hate crime encouraged violence against PWDs and 

enhanced hate crimes (Thomas, 2011). Brown et al (1995) informed that lack of awareness 

reduces the chances of reporting hate crime at the courts. Moreover, insufficient and 

delayed justice reduced confidence of the PWDs on legal system and the courts to secure 

their legal rights (Fennell and Khaliq, 2011).  

 Furthermore, 100 percent of the respondents who were informed that PWDs can 

import duty free cars were socially included compared to 31.6 percent of those who were 

not informed.  Association of PWDs can import duty free cars with social inclusion of 
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PWDs was significant and weak positive (P=0.010, Tb=0.132). PWDs can import duty free 

cars for personal use as mentioned in the national policy of Pakistan. The awareness of 

import of duty free cars had positively contributed to social inclusion of PWDs in the study 

area. PWDs have faced difficulties in their mobility issues for which the government has 

facilitated PWDs by allowing the duty free cars and motorized wheelchairs (GOP, 2010 & 

2016; and Parach, 2018). However, purchases and import of these mobility facilities is still 

out of reach of the PWDs except few. Thus these government interventions are of benefits 

to only few of the well-off PWDs to overcome their mobility related problems.  

 
 Conversely, the study results show that availability of required documents and 

social inclusion have non-significant (P=0.286) and positive association Tb= 0.033 with 

social inclusion of PWDs. This probably is because of unsatisfactory provision of 

necessary documents for getting benefits specific for PWDs or due to the fact that these 

identity materials are not utilized both by the PWDs and service providers for 

authentication and smooth delivery of health and other related benefits to PWDs. Khanal 

(2007) found that majority of PWDs in Nepal were not having their special disability 

identity card and were unaware of their importance. Therefore, these cards become useless 

as benefits linked to these identity cards were neither claimed by PWDs nor provided by 

concern authorities. Barnes and Mercer (2010) described this discriminatory and unlawful 

treatment and denial of basic citizenship rights to PWDs. 

 
 Ignorance of law is influencing social inclusion of PWDs in multiple dimensions. 

Initially these laws are not sufficiently covering various socio-economic aspects of PWD’s 

life. Secondly, whatever concessions are permitted is not properly disseminated to masses 

by the authorities that create an information gap at claim for rights and implementation 

level. Thirdly, there are attitudinal and procedural berries at implementation level from 

implementation agencies and legal authorities that obstruct actualization of rights in true 

spirit. However, despite of these difficulties the PWDs who overcome the ignorance to law 

related issues are found to be more included in mainstream society and leading a more 

satisfactory life.  

  



138 

Table-4.25.  Association between ignorance to law and social inclusion of PWDs  
Attributes AttitudeSocial Inclusion of PWDs Statistics 

Socially 
excluded  

Socially 
included  

Total 

Do you have information about 
laws/policies to facilitate PWDs 

Yes 87 (38.8) 127 (61.2) 224 (100) X2=159.492 
P=0.000 

Tau-b= 0.572 
No 244 (92.4) 20 (7.6) 264 (100) 

National laws are sufficient to 
address your problem/needs 

Yes 3 (13.0) 20 (87.0) 23 (100) X2=33.199 
P=0.000 

Tau-b= 0.261 
No 328 (70.5) 137 (29.5) 465 (100) 

Concerned authorities are bound in 
making construction infrastructure 
accessible for PWDs ( both public 
and private) 

Yes 17 (24.6) 52 (75.4). 69 (100) X2=68.697 
P=0.000 

Tau-b= 0.375 No 314 (74.9) 105 (25.1) 419 (100) 

In public transport seats are 
reserved for PWDs 

Yes 33 (45.2) 40 (54.8) 73 (100) X2=20.132 
P=0.000 

Tau-b= 0.203 
No 298 (71.8) 117 (28.2) 415 (100) 

PWDs have concessions in fare 
(public and private transport) 

Yes 12 (19.7) 49 (80.3) 61 (100) X2=74.085 
P=0.000 

Tau-b= 0.390 No 319 (74.7) 108 (25.3) 427 (100) 

You know about the quota 
percentage (%) for PWDs in 
employment 

Yes 13 (19.4) 54 (80.6) 67 (100) X2=83.457 
P=0.000 

Tau-b= 0.414 
No 318 (753.5) 103 (24.5) 421 (100) 

PWDs know about concession in 
performing jobs 

Yes 13 (18.1) 59 (81.9) 72 (100) X2=95.884 
P=0.000 

Tau-b= 0.443 
No 318 (76.4) 98 (23.6) 416 (100) 

You know about the welfare 
benefits provided to PWDs 

Yes 39 (36.8) 67 (63.2) 106 (100) X2=59.771 
P=0.000 

Tau-b= 0.350 No 292 (76.4) 90 (23.6) 382 (100) 

You get priority attention at health 
institutions1 

Yes 199 (60.7) 129 (39.3) 328 (100) X2=23.484 
P=0.000 

Tau-b= 0.219 
No 132 (82.5) 28 (17.5) 160 (100) 

Do you know which court to 
consult when you need legal 
support 

Yes 252 (63.6) 144 (36.4) 396 (100) X2=16.911 
P=0.000 

Tau-b=0.186 
No 79 (85.9) 13 (14.1) 92 (100) 

PWDs can import duty free cars Yes 0 (0) 4 (100) 4 (100) X2=8.503 
P=0.010 

Tau-b=0.132 
No 331 (68.4) 153 (31.6) 484 (100) 

You have the necessary document 
(health card/passport/CNIC) 

Yes 230 (68.9) 104 (31.1) 334 (100) X2=0.519 
P=0.268 

Tau-b= 0.033 
No 101 (65.6) 53 (34.4)  154 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents.  
 



139 

4.3.2  Association between denial of basic human rights and social inclusion of 
PWDs 

 

 Every member is entitled to universally recognize basic human rights irrespective 

of their race, ethnicity, gender or physical disabilities. These include, but are not limited to, 

right to food, water, shelter and freedom etc. however, there is inequality in access to these 

basic human rights among PWDs that may restrict their social inclusion into the society. 

The variable of denial of basic human rights was limited to few appropriate attributes to 

ascertain its association with social inclusion of PWDs. Results on experience of PWDs 

regarding denial of basic human rights and their association with social inclusion of PWDs 

is given in Table-4.26 and explained below. 

 Results in Table-26 reveal that for all those PWDs who were treated equally like 

everyone else at community level 61.2 percent were socially included compared to 19.6 

percent of those who were not treated equally. Association of unequal treatment of PWDs 

at community level was found highly significant (P=0.000) and negative (Tb=-0.408) with 

social inclusion of PWDs. it is evident from these results that there is clear discrimination 

at community level in treating PWDs like other normal members. In most cases PWDs are 

stigmatized as inferior, ineffective and non-productive community member that shutout 

these PWDs from participation in communal activities. However, in some cases PWDs 

received similar treatment as other normal community members that necessitated their 

participation in normal social activities. The same is evident from high significant and 

positive association of social inclusion of PWDs with treating them equally like other 

community members. Establishment and safeguarding the basic rights of PWDs in their 

civil, cultural, political, social and economic aspects of life is universal binding on all 

members states of United Nations (WHO, 2011; and Council of Europe, 2012). However, 

the basic human rights of PWDs are seldom observed in its true spirit especially in 

developing countries (Biegon, 2011). Excessive poverty makes the survival of the PWDs 

harder (Standard Bank of South Africa, 2008). The available livelihood opportunities are 

unequally distributed where PWDs remain least benefited group. Hence, in most cases the 

disable persons are denied of their basic human rights on equality basis with other citizen 

(National Policy on Disability in Uganda, 2008; and LRCT, 2008). The developed nations, 
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despite of their efforts, are still struggling to implement and ensure equal rights to PWDs 

like other citizens and reduce their risk of social exclusion (NDA, 2005).  

Furthermore, for all those PWDs who were living in home sufficient for their needs 

51.2 percent were socially included compared to 18.5 percent of those who considered it as 

insufficient. Association of living in unsafe home environment insufficient for PWDs 

needs was found highly significant (P=0.000) and negative (Tb=-0.347) with social 

inclusion of PWDs. It is depicted from results that major portion of the PWDs were living 

in the unsafe home environment which is sole reason of their poor social inclusion.  Lack 

of safe home environment suitable for PWDs needs can enhance their social inclusion. 

PWDs who live in accessible home or community-based settings reported to have more 

choices, better self-determination, better quality of life, and satisfaction (Chowdhury & 

Benson, 2011). Hall (2005) found that for people with disabilities social inclusion includes 

having appropriate living accommodation, employment and adequate support, among other 

factors. PWDs who live in small and individualized environments are more likely to 

engage in community activities and to have wider social networks (McConkey et al., 

2007). Moreover, social inclusion of PWDs is associated with different positive factors 

including independent and eased housing (Hubley et al., 2014). Further, a study among 

homeless adults found that quality of life increased, especially among those who made a 

transition to independent living situations (Wolf et al., 2001). Challenging living situation 

and poor living environment of PWDs contributes to their psychological health problems 

and their limited social support, which negatively influence their quality of life and their 

social inclusion in the mainstream society (Hubley et al., 2014). 

Moreover, the results portrayed that 27.8 percent of those PWDs who adult have 

access to food items three times a day were socially included compared to 40.9 percent of 

those who have access to food items three times a day. The results highlighted significant 

(P=0.003) and negative (Tb=-0.132) association between lack of access to food items (three 

time a day) and social inclusion of PWDs. in addition, 29.4 percent of those PWDs who 

don’t have access to water for drinking and domestic use were socially included compared 

to 36.5 percent of those who have access to water. The results highlighted non-significant 

(P=0.063), negative and weak (Tb =-0.074) association between don’t have access to water 



141 

with social inclusion of PWDs. It is depicted from the results that access to food 

contributes more positively in social inclusion of PWDs then access to water. Water is 

easily available and abundant resource accessible to PWDs. It doesn’t involve any cost to 

get water for domestic use and drinking in the study area. On the other hand financial 

resources are required to purchase food as per requirement of daily dietary needs. There is 

a strong social system prevailing in the study area where PWDs are taken care of their 

dietary needs. Family members and surrounding communities consider it as their 

obligations to feed PWDs. religious teaching further strengthen the belief to support PWDs 

in their food requirements. However, due to poverty it is not always possible to satisfy 

dietary needs of PWDs to their satisfaction. Therefore, those PWDs who are satisfied from 

getting meal three times a day and can access sufficient water for drinking and daily use 

are more liable to social inclusion as evident from Kendall Tau-b value.  These results are 

also supported by FGDs findings that poor, large size families face difficulties in providing 

sufficient food, clothes, shoes, education and health facilities to the PWDs. Furthermore, 

denial of basic rights starts right from the home when physically able children are treated 

differently than physically disabled children in terms of food, clothes, health and 

education. 

The miseries of disabled persons are limitless wherein they mostly confront such 

challenges like inappropriate housing which further multiply pathetic scenario for disabled 

member of the family in the shape of health care issues, uncertainty & insecurity about the 

provision of food, vulnerability in terms of safe water and sanitation along with other 

tangible necessities of life (Beresford and Rhodes, 2008). Almost relevant situation has 

been depicted from the findings of the Conference of States Parties to the Convention on 

the Rights of Persons with Disabilities (2015) where it states that the issues of related to 

disabled are not particularly related to one region rather it has a global nexus. This could 

be exemplified in a one particular aspect like hindrances in to the food. Similarly, Webber 

et al (2007) portrayed that such barrier which impedes PWDs access to food both in 

quantity and quality existed in the developed nations which resultantly may negatively 

impact their social inclusion in the mainstream society. Regarding the social inclusion of 

PWD’s Reindl et al  (2016) pointed out the group meal policy by the Dutch government 

wherein for small groups they started serving them food and meals in group as compared 
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to the help them in managing and preparing their meals separately. Groce et al (2014) 

explained another perspective of disability with reference to no access to food. They 

believed that apart from numerous factors associated with disability, lack of access to meal 

may also surface ground for disability which may be due to long lasting effects of 

malnourishment. This may also be viewed as a resulting factor of PWD’s social exclusion.    

Moreover, the study finding highlighted that for all those PWDs who agreed that 

they don’t have easy access to educational institution/facilities 22.5 percent were socially 

included compared to 46.7 percent of those who had access. Association of uneasy access 

to educational institution/facilities for their needs was found highly significant (P=0.000) 

and negative (Tb=-0.253) with social inclusion of PWDs. Pakistan is facing the problem of 

the low literacy rate. The situation of literacy is worst for PWDs due to insufficient and 

inaccessible educational facilities for them. However, the result portrayed that overcoming 

the problems of access to educational facilities can enhance the social inclusion of PWDs 

as indicated by negative Kendall Tb value. Enrolment of PWDs at school means that the 

person has overcome the physical and financial barriers to education. Moreover, such 

PWDs are more likely to overcome their poverty through getting education based 

employment. These results were supported by the findings of Eide (2012) who disclosed 

that severe shortfalls in the education system are indicated when disabled youth do not 

have access to the formal education system. Similarly, according to the World Youth 

Report, the cost of schooling and the poor quality of the education system are the main 

reasons for low education rates, and there is all reason to believe that such factors are even 

stronger barriers for youth with disability to access to education that result into their social 

exclusion (Wazakili et al., 2011). Studies in England, Canada, the USA and other 

developed countries highlight how disabled people are disproportionately excluded from 

education and employment. PWD are less likely to have a degree or diploma and therefore 

are more likely to live in poverty than people without disabilities (Groce et al., 2011). 

PWDs having no access to education are more prone to unemployment and excluded from 

the mainstream society, further, their disability is considered as an obstacle to the 

development of the country (Neves-Silva et al., 2015).  
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 In addition, 28.5 percent of all those respondents who reported that they don’t have 

access to basic health facilities were socially included compared to 46.5 percent of those 

who claimed that they have access to health facilities. Uneasy access to basic health 

facilities have significant (P=0.000) and negative (Tb=-0.154) association with social 

inclusion of PWDs. Similarly, 21.1 percent of those respondents who agreed that they 

don’t have access to assistive devices or personal equipment’s they needed were socially 

included compared to 69 percent of those who claimed that they have access devices or 

equipment’s. Lack of access to assistive devices or personal equipment’s needed for PWDs 

have highly significant (P=0.000) and negative (Tb=-0.433) association with social 

inclusion of PWDs. The result portrays an overall state of un-satisfaction with respect to 

access to basic health facilities like hospital, doctors and quality medicine etc. In addition, 

provisions of assistive devices according to disability requirement of PWDs were not up to 

the mark. It was observed that PWDs faced difficulty due to unavailability of wheelchairs 

and motorized wheelchair etc. However, those PWDs who were satisfied from their access 

to medical facilities and assistive devices were more likely to be socially included then 

other as evident from tau-b value. 

 While getting access to health facilities, persons with disabilities face different 

impediment ranging from financial, structural to cultural and attitudinal behavior 

(Drainoni, 2006). Other factors are also associated with regard to access to health facilities 

like inaccessible buildings, inadequate training of healthcare professionals (Gibson and 

O’Connor. 2010; and Maart & Jelsma, 2014). Another dilemma is lack of understanding 

the needs of persons with disabilities wherein they are being treated as patents of low 

priority due to their disability (Scheer et al., 2003). The severity of such problems are 

further increased due to the institutional failure or negligence, low income levels, lower 

employment rates and higher level of poverty in PWDs as compared to the general 

population (Smith, 2000; Braithwaite and Mont, 2009; WHO, 2011; and Opoku et 

al., 2018). Similarly, Alkawai & Alowayyed (2017) examined the nexus of social 

exclusion and availability and access to required facilities for persons with disabilities. The 

PWDs face problems in moving around independently for health care facility. If the 

scenario gets changed, wherein they get improved access to the services, will result into 

increased life expectancy and increased the opportunities of PWDs social inclusion 
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(Mugilwa et al., 2005; and Marmot et al., 2008). In developmental sector, different NGO’s 

are working on the provision of assistive devices for hearing, walking, sight, talking etc. 

with the aim to bring PWDs in the mainstream society. Conversely, lack of availability of 

communication aids for children with disabilities has been reported with minimize 

movement in their surroundings (Rabiee et al, 2001). Apart from the availability issue of 

the medical equipment’s, persons with disabilities are also facing issue in its proper 

utilization in their routine lives (Kroll et al., 2006; Story et al., 2009; and Shah and 

Robinson, 2007). 

 The results further showed that 12.6 percent of the PWDs who were not taken care 

properly at home (e.g. bathing, dressing etc.) were socially included compared to 37.9 

percent of those who agreed that they were taken care at home. PWDs not taken care for at 

home was found significantly (P=0.000) and negatively (Tb =-0.0.227) associated with 

social inclusion of PWDs. family is the primary social group having close and intimate 

relations with its members including PWDs. The family members, especially the elders 

know the basic needs of their disabled members and try to fulfill those needs. Awareness 

of family members of PWDs regarding keeping proper care of them at home could 

improve the social inclusion of PWDs as evident from Tb value. Pearson and Ridley (2017) 

pointed out that experienced and well informed family members play a vital role in 

motivating people with disabilities and to give them support in reaching out to their life 

objectives (Power et al., 2016). This support gives them strength to decide their activities 

and routine matters in effective manner (Heller & Caldwell, 2006; and Perlick et al., 2013). 

Care giving to PWDs at family level is limited to cultural beliefs of the family (Fingerman 

et al., 2011) such positive belief system in combination with sociocultural and economic 

factors may make families a more common source of care for inclusion of PWDs in society 

(Gary et al., 2009). Sanders (2006) examined another side of the picture wherein it was 

examined that due to the sensitivity of the care and protection check from the parent’s side 

expose PWDs to greater rise of social exclusion. Grootegoed et al (2013) pointed out that 

the Netherlands government has started initiatives which asserts on taking care of disabled 

people within the premises of their primary family caregivers and informal social 

networks.  
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 Furthermore, the study finding highlighted that 25.1 percent of all those PWDs who 

were socially included agreed that they don’t have say in local politics, compared to 67.9 

percent of those who have say in local politics. Association of not having say in local 

politics was found highly significant (P=0.000) and negative (Tb=-0.341) with social 

inclusion of PWDs. The result portrayed that PWDs don’t have much say in local politics 

(caste vote and participation etc.) that may lead to poor social inclusion of PWDs as 

indicated by Kendall Tb value. Participation of PWDs in local politics i.e. participation in 

meetings, vote casting, involvement in voter registration and education campaign; and give 

weightage to their say was not a common practice, however, it could improve the level of 

their social inclusion. 

 It has been examined by Opokua (2016) that persons with disabilities remained 

excluded from the fundamental right of political participation due to socio-cultural and 

economic impediments at different levels (Fiala-Butora et al., 2014). This sort of exclusion 

can be seen in various forms which impact people with disability and resultantly hinders 

the applicability of human rights for PWDs (Lord et al., 2012). This is social construct 

which make difference between disabled and non-disabled people which are politically 

engineered with the aim to sustain superiority (Goodley, 2011). Various studies as depicted 

in the literature, elaborated the nature and intensity of the political barriers faced by the 

PWDs which may include discriminatory legal frameworks and infrastructure, political 

exclusion as societal stigma, and positive rhetoric unsupported by political action. Such 

things happen before elections, during elections and after elections (International 

Foundation for Electoral Systems, 2014). The matter of discouragement of PWD,s from 

political participation in various communities of Ghana reflect that although they were 

from the upper class families and were educated but still they confronted with the 

challenges (Sackey, 2015; and Osman et al., 2008). The decision making process by the 

ruling elite is another aspect of depriving the PWD’s from their political career (Fraser, 

2008). The fundamental right of giving access to political participation to all persons 

without any discrimination is the assurance toward safeguarding their rights and often 

avenues for economic development (Hall & Alvarez, 2012; and UNHCR, 2015). Koroli 

(2005) emphasized that PWD’s must be included in the mainstream political scenario 

wherein they become empowered especially from political aspect of their lives. Disability-
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inclusive election observance may provide opportunities to address barriers to political 

participation and to empower men and women with disabilities to serve in leadership roles 

(Atkinson et al., 2017) 

Similarly, the results further shows that for those PWDs who cannot buy and sell 

their property 29.2 percent were socially included, compared to 53.3 percent of those 

socially included who could buy and sell their property easily.  The results highlighted 

significant (P=0.000) and negative and weak negative (Tb =-0.170) association between 

lack of authority to purchase and sell property with social inclusion of PWDs. It was 

noticed that PWDs have less control on their resource; mostly they were deprived from 

family property.  It is depicted from the results that rights to buy and sell property could be 

a contributing factor to the overall social inclusion of PWDs. PWDs given due 

consideration for their rights, including land rights in family, are more likely to be socially 

included than those whose rights were denied as confirmed from positive association. 

Cooper (2010) highlighted the mechanism of alternative means of acquiring property rights 

wherein it was pointed out that right to inheritance ensures the access of PWD’s to get 

their land. To meet the basic amenities of one life, land is one of the primary catalysts for 

them. Agarwal (1994) elaborated the empowerment of PWDs through access to acquire 

their lands. It is further observed that the equality, empowerment, welfare, productivity etc. 

is closely connected with land. Sultana (2010) explained the Bangladeshi legal system 

which declared the PWDs as not capable of handling their property / land whereas family 

members are the sole managers with regard to their property. Ng'ang'a (2013) pinpointed 

the Kenyan experiences of PWDs where they are facing discrimination in rights to 

inheritance. Otieno (2013) explored the impediments to PWD’s in agriculture sector in 

Kenya where they are being deprived or having limited access to claim their lands as 

owners.  

The study results further highlighted that 29.8 percent of those PWDs who were 

treated unfairly at religious institutions were socially included, compared to 35 percent of 

those socially included who were treated fairly.  The results highlighted non-significant 

(P=0.130) and negative and weak (Tb =-0.055) association between treatment at religious 

institutions and social inclusion of PWDs. State of receiving fair treatment at religious 
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institution is much encouraging, however, its effect is non-significant in social inclusion of 

PWDs. Looking into the reverse scenario, wherein the Muslims believes in the equality 

and respect toward PWD’s (Miles, 2002). It is the responsibility of the religious clergymen 

to give a direction toward treating human with dignity and to extend cooperation to them 

(Lightfoot et al., 2001). The religious connotation associated with disability in Nepal is 

contrary to the Islam where they disregard the PWDS and consider them as an evil or curse 

linked with their past life (Simkhada et al., 2012). The PWD’s are kept aside in number of 

social roles and activities due to the misconceptions based on stereotypical attitudes and 

behavior (Westbrook et al., 1993).  

Despite of international obligation and promulgation of various laws to safeguard 

the basic human rights of PWDs, the overall state of observing basic human rights of 

PWDs in its true spirit is not up to the mark in the study area. Family is the most important 

institution in provision of the human rights in terms of food, water and shelter. However, 

profuse poverty constraint majority families to provide these needs up to the satisfaction of 

PWDs. Role of other institutions like health, education and political institution is weak in 

accomplishment of these basic rights of PWDs. In addition, due to cultural and legal flaws 

and poor belief system some of the very basic property and political rights of PWDs are 

denied. This summary depicts a dismal state of observance of basic human rights in the 

study area except at family and religious level. However, it is encouraging to notice that all 

those PWDs who were satisfied from provision of basic human rights at individual, 

familial and institutional level were more likely and positively liable to social inclusion.  
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Table-4.26.  Association between denial of basic human rights and social inclusion 
of PWDs 

Attributes Attitude Social Inclusion of PWDs Statistics 
Socially 
excluded  

Socially 
included  

Total 

You are not treated equally as 
everyone else at community level 

Yes 274 (80.4) 67 (19.6) 341 (100) X2= 81.369 
P= 0.000 

Tau-b=-0.408
No 57 (38.8) 90 (61.2) 147 (100) 

You don’t live in a safe home 
environment sufficient for your 
living needs 

Yes 233 (81.5) 53 (18.5) 286 (1000 X2= 58.914 
P= 0.000 

Tau-b=-0.347
No 98 (48.5) 104 (51.5) 202 (100) 

You don’t have access to food 
items three times a day 

Yes 234 (72.2) 90 (27.8) 324 (100) X2= 8.531 
P= 0.003 

Tau-b=-0.132No 97 (59.1) 67 (40.9) 164 (100) 

You don’t have access to water for 
drinking and other domestic use 

Yes 209 (70.6) 87 (29.4) 296 (100) X2= 2.665 
P= 0.063 

Tau-b=-0.074
No 122 (63.5) 70 (36.5) 192 (100) 

You don’t have easy access to 
educational facilities as per your 
needs 

Yes 227 (77.5) 66 (22.5) 293 (100) X2= 31.296 
P= 0.000 

Tau-b=-0.253No 104 (53.3) 91 (46.7) 195 (100) 

You don’t have easy access to 
basic health facilities 

Yes 278 (71.5) 111 (28.5) 389 (100) X2= 11.626 
P= 0.001 

Tau-b=-0.154
No 53 (53.5) 46 (46.5) 99 (100) 

You don’t have access to assistive 
devices or personal equipment that 
you need 

Yes 296 (78.9) 79 (21.1) 375 (100) X2= 91.529 
P= 0.000 

Tau-b=-0.433
No 35 (31.0) 78 (69.0) 113 (100) 

You are not properly taken care at 
home (e.g. Bathing, dressing, etc.) 

Yes 97 (87.4) 14 (12.6) 111 (100) X2= 25.190 
P= 0.000 

Tau-b=-0.227No 234 (62.1) 143 (37.9) 377 (100) 

You don’t have say in local 
politics (caste vote, participation) 

Yes 305 (74.9) 102 (25.1) 407 (100) X2= 56.815 
P= 0.000 

Tau-b=-0.341
No 26 (32.1) 55 (67.9) 81 (100) 

You cannot buy and sell your 
property easily 

Yes 303 (70.8) 125 (29.2) 428 (100) X2= 14.038 
P= 0.000 

Tau-b=-0.170
No 28 (46.7) 32 (53.3) 60 (100) 

You are treated unfairly at 
religious institutions 

Yes 184 (70.2) 78 (29.8) 262 (100) X2= 1.495 
P= 0.130 

Tau-b=-0.055
No 147 (65.0) 79 (35.0) 226 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents. 
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4.3.3  Association between Self-determination and social inclusion of PWDs  
 

 Self-determination refers to “the primary causal agent in one’s life in making 

choices and decisions to lead a quality life free from unwanted external influences and 

interference”. Prevalence of self-determination is judged through the person’s ability to 

agree or disagree with ideas and opinion of others with freedom. This important socio-

psychological aspect of human life is a source of self-awareness and a control over 

possibilities of planning, deciding and achieving life objectives. The ability of self-

determination is helpful in self-regulation, self-advocacy and problem solution. 

Conversely, lack of self-determination increases reliance on others in making personal 

choices and overall social exclusion. To ascertain the association of self-determination 

with social inclusion of PWDs the variable was limited to 10 attributes as given in Table-

4.27 and explained below.  

 Results in Table-4.27 unveil that for all those PWDs who agreed with other people 

opinion or ideas 49.6 percent were socially included compared to 26.6 percent of those 

who didn’t agree with someone ideas or opinion. Association of acceptance of others 

opinion or ideas was found highly significant (P=0.000) and positive (Tb=0.212) with 

social inclusion of PWDs.  Furthermore, for all those PWDs who disagreed with other 

people when they were told that the PWDs were unable to do some things 44.4 percent 

were socially included compared to 25.7 percent of those who agreed with other people in 

this regard. A highly significant (P=0.000) and positive (Tb=0.190) association was found 

between disagreement with other people when they tell that PWDs were unable to do 

something with social inclusion of PWDs. Similarly, for all those PWDs who tell people 

that hurt their feelings, 48.2 percent were socially included compared to 25.7 percent of 

those who don’t tell to people about it. The results highlighted significant (P=0.000) and 

positive (Tb = 0.214) association between telling people when they hurt their feelings with 

social inclusion of PWDs. Social interaction is a bond that connect units within society in a 

hierarchal order to establish a social structure. Within social structure each unit, whether 

individual or group, has its own domain of decision making and implementation and 

provide liberty to each unit in making choices to establish a sense of self-determination. 

There always is a balance between external control in making personal choices and 
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excessive freedom to challenge societal order. In case of PWDs this balance is toppled in 

fever of external control in the name of helping PWDs in their lives. As a result PWDs 

develop a sense of subordination, obedience and reliance on others, even in making some 

private decisions that in long run may lead to their social exclusion. The above results also 

pertain to the same fact that low self-determination prevailed among PWDs in terms of 

dependence on decisions made by other people for them that render PWDs to develop 

feelings that they cannot do something for their self. It was noticed that despite of the fact 

that some of these decisions made by outsiders hurt the feeling of PWDs, still the PWDs 

lacked the courage to express that their feelings were hurt. However, all those PWDs who 

were sufficiently self-determined to agree or disagree with other people decisions and were 

confident that they could make their own decisions and expressed their feeling to others 

were in better position with respect to their social inclusion, as evident from significant and 

positive results. These results are supported by Shakespeare et al (2017) that national 

policies developed for welfare of PWDs are aimed at removing barriers and helping 

PWDs, however, it actually stigmatized people further and reinforces their disablement 

through limiting their autonomy in making their life related choices. These policies render 

PWDs to mere passive receiver of welfare aid instead of motivating them for change and 

social inclusion (Bender et al., 2007).  Such PWDs develop feeling of being over powered 

by others and the inability to challenge this power. As a result the PWDs are 

disempowered, discriminated, marginalized and socially excluded (Fish and Culshaw’s, 

2005). Stone-Romero (2005) further added that during employment phase the PWDs are 

misattributed as low skilled, poorly able and low performers both by employers and 

coworkers (Lengnick-Hall & Gaunt, 2007), and are excluded from decision making in 

matters directly affecting their life (Davis and Watson, 2001; and WHO, 2011). Field et al 

(2003) Pointed out that loophole in the socialization process at family, neighborhood, 

school and community level that obstruct development of self-determination among 

PWDs. these included lack of self-determination skill, interest and support, opportunities 

for choices to make decisions, positive communication patterns within the institutions and 

personal relationship, and provision of support by family, peer, teacher and community 

members. The social network is a source of enhancement of self-determination when it 

provide opportunities in making choices and decisions for PWDs. however, excessive 
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control from networking members reduces independence in the life of PWDs and drag 

them to social exclusion (Duggan and Linehan, 2013). 

 The study results further show that for all those PWDs who agreed that they could 

make their own decisions, 48.2 percent were socially included compared to 25.8 percent of 

those who didn’t agree that they take their own decision.  Highly significant (P=0.000) and 

positive (Tb=0.217) association was found among taking own decision with social 

inclusion of PWDs. Furthermore, the study finding highlighted that for all those PWDs 

who agreed that they were able to work with other 47.1 percent were socially included 

compared to 26.1 percent of those who could not work with other. Association of ability to 

work with other was found highly significant (P=0.000) and positive (Tb=0.203) with 

social inclusion of PWDs. Making personal decisions and ability to work with other are the 

two important determinants of self-determination that explain vulnerability in terms of 

self-confidence and flexibility to manage. The decision making power is a quality 

necessary for making choices to improve one’s live in specific and overall community 

welfare in general. However, implementation of most such decisions requires a group 

effort for which the persons need to be flexible enough to adjust themselves within a social 

structure of hierarchy to achieve their goal. In general, the PWDs are believed as mere 

recipient of welfare, therefore, are poorly trained and involved in decision making and 

implementation process. The same massage is communicated to general society that not 

only creates adjustment problems to PWDs but also limit their self-determination potential. 

The rights based approach focus on the voices of PWDs with respect to their needs. This 

approach, therefore, provides an enabling environment to PWDs to be decisive and 

actively involved in the activities, especially those, that are of specific interest to PWDs as 

visible from significant and positive association among variables. Morris (2005) also 

criticizes welfare based approach by declaring it mere provision of services and assistance 

without involvement of PWDs in decision making. The PWDs, according to O'Sullivan 

(2013), have no control in making choices concerning where to live with whom to live and 

what opportunities to avail for their happy life. However, those who have these 

opportunities availed are happy and socially included (Danquah et al., 2015). Opoku et al 

(2015) pointed out that abilities of PWDs to work with other co-workers enhanced their 

potential with respect to knowledge, skills and abilities and were in better position to 
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further grow in employment opportunities. However, there are always negative attitudinal 

barriers about work capacity of and structural barriers like inappropriate and insufficient 

resources to work with, that restrict working potential of PWDs with others (Rebeiro, 

2012). In some cases the PWDs develop the feeling of second class citizenship and 

consider that they are unable to participate in societal activities that limit their social 

inclusion (Shaw et al., 2012). These negative feelings are expressed in episodic or 

permanent disengagement from work or co-worker (Kirsch et al., 2009; Shaw et al., 2009; 

and Antao, et al., 2013). Disengagement from work and co-worker negatively affect 

independent living and overall wellbeing of PWDs (Eurostat, 2015). 

 Similarly, the results portrayed that for all those PWDs who can make good choices 

41.2 percent were socially included compared to 11.9 percent of those who were unable to 

make good choices. Making good choices was found high significant (P=0.000) and 

positively associated (Tb =0.290) with social inclusion of PWDs. In addition, the results 

show that for all those PWDs whose choices were honored 47.4 percent were socially 

included compared to 24 percent of those whose choices were not honored. The results 

highlighted significant (P=0.000) and positive (Tb=0.239) association between honoring of 

choices with social inclusion of PWDs. In the same lines, the results further show that for 

all those PWDs who considered themselves as important person 35.6 percent were socially 

included compared to 13.3 percent of those who don’t consider themselves important 

person in the society. The association between considering one’s self as important person 

with social inclusion was highly significant (P=0.000) and positive (Tb=0.172). The 

perception of self-determination is expressed through the person’s abilities concerning 

making good choices and these choices being honored by societal members. The 

combinations of these attributes with respect to making choices reflect importance of a 

person in society. The above result unveil that the PWDs were of the view that they were 

able to make good choices, especially with respect to their personal needs, therefore, they 

have importance in societal welfare. However, these PWDs had concerns that their choices 

were properly honored by the members of their community. The result further highlighted 

that a positive self-determination with respect to make good choices, considering one’s self  

as important person and their choices are honored by society are important pushing factors 

for social inclusion of PWDs as evident from significant and positive tau-b values. 
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Stancliffe et al (2000) was also of the view that limiting environment and opportunities 

with respect to making choices, decision making and expressing preferences negatively 

affect self-determination (Wehmeyer et al., 1995). Therefore, choices opportunities are 

necessary for self-determination and social inclusion of PWDs (Wehmeyer and Garner, 

2003). The improved state of self-determination among PWDs of developed nations is 

linked with their participation in decisions about the services they receive and their 

expression of choices in all aspects of their life (Carney, 2013; Sims & Gulyurtlu, 2014; 

and Bonyhady, 2016). Asselt et al (2015) exhibited that the concept of voluntarism under 

welfare based approach is more controlling and limiting self-determination abilities of 

PWDs with respect to making decision and choices being honored. In addition, 

compulsory working capacities assessment are also a direct contradiction to the right to 

determine one’s own needs and exercise choices and control regarding work that leads to 

shutting out PWDs with respect to their choice (Taylor, 2004). Martin (2008), therefore, 

emphasized on appropriate nurturing of PWDs to improve their decision making capacity. 

The psychological strength so received in decision making is enabling to develop 

competency among PWDs for maintaining themselves in the society (Brueckner et 

al., 2011).  

 The study results further revealed that for all those PWDs who choose their clothes 

and other personal item used in everyday life 39.6 percent were socially included 

compared to 18.9 percent of those who didn’t agree with it. A highly significant (P=0.000) 

and positive (Tb=0.213) association was found between choosing of clothes and personal 

items used in routine life with social inclusion of PWDs. Similarly, results show that for all 

those PWDs who agreed that people at home encouraged them to start working on their 

plans 48.7 percent were socially included compared to 16.7 percent of those who were not 

encouraged in this regard. The association between encouragement of PWDs to start work 

on their plan with social inclusion was found highly significant (P=0.000) and positive 

(Tb= 0.343). Decision making abilities in making choices and external support in terms of 

finances and encouragements are two important pillars in determining self-determination. 

It was notice that the PWDs were able to make choices with respect to their basic 

necessities like food, clothes and shoes etc. However, the choices that involve 

responsibilities and extra finances were restricted and seldom admitted to PWDs. In most 
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such cases the families intervened and disallowed PWDs to start working on their plan. 

The sense of autonomy and the confidence in ownself is the locus of control that shapes 

the confidence and self-determination among PWDs (Rotter, 1966; Keenan and McBain, 

1979; and  Nielsen and Einarsen, 2018). Still, those PWDs who were encouraged by their 

families to start working on their plan were in better position to lead a satisfactory life and 

better included in mainstream society as reflected by highly significant and positive 

association in above result. Stewart (2017) highlighted the importance of power embedded 

in work capacity of PWDs. The authors argue that decision making ability in financial 

matters is the peak of self-determination, especially for PWDs. In most cases where the 

PWDs are consulted during planning process, the quality of the consultation remains 

unsatisfactory to confirm the level of self-determination among PWDs (Davis and Watson, 

2000; and Burke, 2009).   

 To summarize above results, the sense of autonomy and the confidence in ownself 

is the locus of control that shape the confidence and self-determination among PWDs. The 

self-determination is related with decision making and making choices for the welfare of 

PWDs and its associated group at personal, familial and community levels. The PWDs 

were at high freedom in making personal choices especially those that didn’t involve 

financial inputs. However, at community level they faced problem in expressing their 

views and choices and claiming their rights with respect to communal or work related 

issues. Furthermore, almost all of those issues that involve financial inputs and success 

uncertainties were least honored by family and community. Most of the choices of the 

PWDs were not checked in the context of their abilities rather their disability related 

identity was more important in making a general opinion about PWDs. the overall low 

level of self-determination was compelling for social exclusion of PWDs. However, those 

PWDs who were firm enough in their self-determination with respect to individual, 

familial and communal choices of their interest were in better position to claim a high level 

of social inclusion.    
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Table-4.27.  Association between self-determination and social inclusion of PWDs  
 

Self-determination AttitudeSocial Inclusion of PWDs Statistics 
Socially 
excluded  

Socially 
included  

Total 

You usually agree with other 
peoples’ opinions or ideas. 

Yes 60 (50.4) 59 (49.6) 119 (100) X2= 21.854 
P= 0.000 

Tau-b= 0.212 
No 271 (73.4) 98 (26.6) 369 (100) 

You usually disagree with people 
when they tell you that you can’t 
do something 

Yes 94  (55.6) 75 (44.4) 169 (100) X2= 17.653 
P= 0.000 

Tau-b= 0.190 
No 237 (74.3) 82 (25.7) 319 (100) 

You tell people when they have 
hurt your feelings 

Yes 71 (51.8) 66 (48.2) 137 (100) X2= 22.354 
P= 0.000 

Tau-b= 0.214 No 260 (74.1) 91 (25.9) 351 (100) 

You can make your own decisions 
Yes 72 (51.8) 67 (48.2) 139 (100) X2= 22.885 

P= 0.000 
Tau-b= 0.217 

No 359 (74.2) 90 (25.8) 349 (100) 

You are able to work with others 
  

Yes 74 (52.9) 66 (47.1) 140 (100) X2= 20.164 
P= 0.000 

Tau-b= 0.203 No 257 (73.9) 91 (26.1) 348 (100) 

You can make good choices Yes 198 (58.8) 139 (41.2) 337 (100) X2= 41.096 
P= 0.000 

Tau-b= 0.290 
No 133 (88.1) 18 (11.9) 151 (100) 

Your choices are honored Yes 90 (52.6) 81 (47.4) 171 (100) X2= 27.858 
P= 0.000 

Tau-b= 0.239 
No 241 (76.0) 76 (24.0) 317 (100) 

You are an important person Yes 266 (64.4) 147 (35.6) 413 (100) X2= 14.413 
P= 0.000 

Tau-b= 0.172 No 65 (86.7) 10 (13.3) 75 (100) 

You choose your clothes and the 
personal items you use every day 

Yes 189 (60.4) 124 (39.6) 313 (100) X2= 22.167 
P= 0.000 

Tau-b= 0.213 
No 142 (81.1) 33 (18.9) 175 (100) 

People at home encourage you to 
start working on your plans right 
away. 

Yes 121 (51.3) 115 (48.7) 236 (100) X2= 57.410 
P= 0.000 

Tau-b= 0.343 
No 210 (83.3) 42 (16.7) 252 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents. 
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4.3.4  Association between access to adequate health services and social inclusion of 

 PWDs 

The PWDs require special care, especially with respect to their health. They are 

highly prone to various diseases and take relatively long time to recover. Most important 

aspect of improving PWDs access to health services is that the health facilities are 

available in approachable location to PWDs and these facilities are within their economic 

range. In addition, availability of appropriate transport system and appropriate behavior 

from health care provider can influence quality health care services provision. The variable 

of access to adequate health services was limited to few attributes to ascertain its 

association with social inclusion of PWDs. Results on experience of PWDs regarding 

access to adequate health services and their association with social inclusion of PWDs is 

given in Table-4.28 and explained below. 

 Results in Table-28 unveil that for all those PWDs who agree that lack of transport 

from home to health facility don’t make it difficult for them to get healthcare, 74.4 percent 

were socially included compared to 28.1 percent of those who considered availability of 

transport facility as a difficulty for them to get healthcare. Association of transport from 

home to health facility was found highly significant (P=0.000) and positive (Tb=0.281) 

with social inclusion of PWDs. Similarly, for all those PWDs who agreed that distance 

from health facility don’t make it difficult for them to get healthcare 80.9 percent were 

socially included, compared to 27 percent of those who found long distance make it 

difficult to get healthcare. The results highlighted significant (P=0.000) and positive 

(Tb=0.340) association between distance from health facility was not a problem to get 

healthcare with social inclusion of PWDs. approach to health facility by PWDs is the 

second important reason, after availability of health care services, that affect PWDs access 

to adequate health. The frequency distribution and percentage proportions of above result 

(Table-28) unveil prevalence of highly unsatisfactory state of accessibility to health care 

facilities faced by PWDs. The PWDs volunteered that almost all health services centers 

were located far away from their houses. In addition, there was no proper transport 

mechanism to approach these health facilities. The PWDs had to wait for long time at bus 

stops with insufficient facilities during transportation. As a result these PWDs had to hire 

private vehicles to reach to the hospital charging them high cost. Only a handful number of 
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them were satisfied from the accessibility issue as the hospitals were nearby their home or 

they had personal vehicle to access hospital. Improvement of accessibility issues of PWDs 

with respect to health facilities increase the likelihood of their social inclusion as evident 

from positive tau-b value.  These results are also supported by FGDs findings that distance 

to health facility and insufficient transport system negatively affected the access of PWDs 

to health that were the reason of their social exclusion form society. Transportation 

problems are often cited as barriers to health care access (Syed et al., 2013). Economically 

stable PWDs avoid this barrier by using private transport facility (Vergunst, 2016). 

However, majority of PWDs face the problem of distinctly located inaccessible health 

facilities and insufficient transportation services. These PWDs, therefore, are unable to 

access hospitals (UN, 2007; and Kahonde et al., 2010). The same is the reason of high un-

satisfaction of PWDs with respect to availing health facilities (Popplewell et al., 2014), 

especially with respect to those from poor background (Beresford, 1996; and Braithwaite 

& Mont, 2009). Vergunst (2016) proposed a well-designed mechanism for constructing the 

network of health care facilities that are spread over the geographical area, accessible to 

major population and approximately connected with road network and appropriate 

transport facility (Paez et al., 2010; Gaede and Versteeg, 2011; Harris et al., 2011; and 

Rooy et al., 2012).  

 Moreover, results further portrayed that for all those respondents who considered 

that negative attitudes among health workers was not a problem to get healthcare 50 

percent were socially included, compared to 29 percent of those who agreed that it was a 

problem for them to get healthcare. The association between negative attitudes among 

health workers don’t make it difficult to get healthcare with social inclusion was found 

highly significant (P=0.000) and weak positive (Tb=0.161). The study results further 

revealed that for all those PWDs who admitted that accommodation were available for 

them at health institution 62.4 percent were socially included, compared to 25.1 percent of 

those for whom the facility was not available. Highly significant (P=0.000) and positive 

(Tb=0.314) association was found between accommodation for PWDs at health facility 

with social inclusion of PWDs. The health ministry of province has brought significant 

reforms in health sector by upgrading hospitals in terms of facilities, equipment’s and staff. 

The hospitals are categorized into A, B and C categories based on their distance from main 
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cities and availability of facilities. High incentives are provided to medical staff offering 

services at remote hospitals. However, high population growth rates have seemingly 

defeated these developmental efforts as these upgraded hospitals and their associated 

facilities are apparently insufficient for growing population needs. The same is obvious 

from result that the medical staff was not in position to give appropriate care to PWDs and 

the health facilities were short of providing accommodation that suffices their requirements 

except to vary limited number of them. The highly significant and positive association 

among these variables tells the same story that PWDs satisfaction from attitude of health 

care staff and accommodation facility was linked to their social inclusion. These results are 

also supported by FGDs findings that negative attitude of health care providers negatively 

affected the access of PWDs to health that were the reason of their social exclusion form 

society. Maart et al (2007) reported an imbalance between number of medical staff at a 

hospital and the number of patients visiting them. As a result the doctors and paramedic 

staff remained overburdened and exhibited irritating and negative attitude towards their 

patient (Vergunst, 2016). These PWDs were the worst effecties of the negative attitude 

from the the medical staff due to their high sensitivity in this regard (Thornicroft et al., 

2009). Shakespeare & Kleine (2013) were of the view that insufficient training in dealing 

clients was the additional factors that contributed to development of negative attitude 

among medical staff. Vergunst (2016) added that insufficient facilities at hospitals for 

mounting population needs created a mess at hospital and therefore it was necessary to 

work on physical and psychological deliverables in the hospital to ensure social inclusion 

of PWDs in this important aspect of their life (Kirschner and Curry, 2009).  

 In addition, the results portrayed that for all those PWDs who consider that they 

were able to afford the cost of visit and medicines 58.1 percent were socially included, 

compared to 28.4 percent of those who were unable to afford it. The results highlighted 

significant (P=0.000) and positive (Tb=0.211) association between cost affordability of 

visit and medicines with social inclusion of PWDs. Similarly, for all those PWDs who 

claimed that drugs and equipment’s provided were adequate 68.3 percent were socially 

included, compared to 26.8 percent of those who considered that it inadequate. The 

association between adequacy of health care provider’s drugs or equipment with social 

inclusion was highly significant (P=0.000) and positive (Tb=0.297). Poverty and disability 
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goes hand in hand and have multiplier effects in social exclusion when combined. The 

above results also exhibit that the economic deprivation is important constraining factor in 

access quality health facilities according to the requirements of the PWDs. However, only 

a meager numbers of respondents in the study area were financially stable to acquire these 

facilities. The government under its new health policy has invested for improved welfare of 

poor patient; however, these inputs are far from meting health related needs of poor 

segment of society in general and PWDs in particular. Therefore, satisfaction of PWDs 

from their financial abilities and government interventions to avail quality health services 

was not up to the mark. Only few of the respondents were satisfied in this respect, hence, 

socially included. Parnes et al (2009) found a strong correction between poverty and 

disability. This combination of poverty disability limited access to resources in general and 

to health facilities in particular (Munsaka & Charnley, 2013). Graham et al (2014) found 

that socialy excluded PWDs, due to their poverty, had unsatisfactory access to health 

services. Vergunst (2016) further added that those poor PWDs who managed to access 

health center were disappointed in terms of lack of drugs and inadequate equipment’s.  

 The study results further revealed that for all those PWDs who confirmed that 

health personnel at the local clinic/health center have appropriate competence to help them 

in their health problems 55.8 percent were socially included, compared to 29.9 percent of 

those who did not agree to it.  A significant (P=0.001) and positive (Tb=0.157) association 

was found between health personnel at the local clinic/health center have appropriate 

competence with social inclusion of PWDs. Moreover, for all those PWDs who have trust 

on health personal at hospital that provided treatment to them 41.8 percent were socially 

included, compared to 30.6 percent of those who don’t have trust on them. The association 

between trust on health personal at hospital who provide treatment with social inclusion 

was found significant (P=0.049) and weak positive (Tb=0.082). Quackery is another social 

problem most common in rural areas of Pakistan. A huge number of non-qualified doctors 

and health technician are openly offering health services in are crowded by poor masses 

due to their illiteracy and unawareness. The government has seldom tried to control and 

punish these illegal practices resulting into regular casualties and life losses. The services 

of Quakers are easily accessible and cheap to avail. The respondents, on the question “why 

the prefer to visit quack” replied that in government hospitals the qualified doctors were 
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not available and no much difference was found between quack and person providing 

health care under the cover of doctors at hospital. Insufficient competence of health 

services providers both at local level and hospital level reduced the trust of the respondents 

on the health services and enhanced the chances of their social exclusion. Quality health 

services, therefore, are mandatory to build trust of the PWDs on health services and 

promote their social inclusion. Maart & Jelsma (2014) observed that PWDs had poor 

access to health care services and they were highly unsatisfied form service provided to 

them. In most poor area these services were provided by non-professional (Lee, 2014). 

Therefore, professional training of the doctors with provision of public dealing skills can 

minimize the problems of PWDs and lead to their social inclusion (Kroll et al., 2006; 

Morrison et al., 2008; Iezzoni & Long-Bellil, 2012; Peters and Cotton, 2015; and 

Vergunst, 2016).  

 Moreover, results further show that for all those PWDs who didn’t wait longtime 

before being attended at health care centers 29.3 percent were socially included, compared 

to 32.8 percent of those who wait longtime to be attended. The association between wait 

longtime before being attended with social inclusion was non-significant (P=0.304) and 

weakly negative (Tb=-0.029). In addition, for all those PWDs who claimed that healthcare 

provider clearly explain thing to them 32.2 percent were socially included, compared to 

32.2 percent of those who didn’t brief clearly.  A non-significant (P=0.535) and negative 

(Tb=-0.001) association was found among health care providers clearly explained things 

with social inclusion of PWDs. waiting for long time by PWDs for their turn to be 

examined by doctor and clear explanation from care provider regarding disease and 

treatment of PWDs were two other problems faced by respondents in the study area. 

However, the effects of these two attributes were non-significant in their social inclusion. 

The probable reason is that both social included and social excluded PWDs were almost 

equally expose to these problems.  

 From these results one can draw a picture of poor access to health facilities 

available to and availed by the PWDs. the health centers were located at long distances 

with insufficient transportation facilities. These services were non-satisfactory in terms of 

availability and quality of health facilities and sufficiency of health staff. Overcrowded 
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hospitals and misbehavior from health staff forced the poor PWDs to use their meager 

financial resources to consulting private health facility or to rely on cheap, locally available 

and illegal Quacks. Only a limited number of PWDs, due to their financial strengths and 

geographical proximity to health facility, were able to get access to quality health facilities 

that improved their chances of social inclusion.  

Table-4.28.  Association between access to adequate health services and social 
inclusion of PWDs 

Attributes AttitudeSocial Inclusion of PWDs Statistics 
Socially 
excluded  

Socially 
included  

Total 

Lack of transport from home to 
health facility don’t make it 
difficult for you to get healthcare 

Yes 11 (25.6) 32 (74.4) 43 (100) X2= 38.567 
P= 0.000 

Tau-b= 0.281 No 320 (71.9) 125 (28.1) 445 (100) 

Distance from health facility don’t 
make it difficult for you to get 
healthcare 

Yes 9 (19.1) 38 (80.9) 47 (100) X2= 56.447 
P= 0.000 

Tau-b= 0.340 No 322 (73.0) 119 (27.0) 441 (100) 

Negative attitudes among health 
workers  don’t make it difficult for 
you to get healthcare 

Yes 37 (50.0) 37 (50.0) 74 (100) X2= 12.750 
P= 0.000 

Tau-b= 0.161 No 294 (71.0) 120 (29.0) 414 (100) 

There is accommodation for 
PWDs at the health facility 

Yes 35 (37.6) 58 (62.4) 93 (100) X2= 48.000 
P= 0.000 

Tau-b= 0.314 
No 296 (74.9) 99 (25.1) 395 (100) 

Could you afford the cost of the 
visit/medicines 

Yes 26 (41.9) 36 (58.1) 62 (100) X2= 21.820 
P= 0.000 

Tau-b= 0.211 No 305 (71.6) 212 (28.4) 426 (100) 

The health care provider’s drugs or 
equipment are adequate  

Yes 20 (31.7) 43(68.3) 63 (100) X2= 43.158 
P= 0.000 

Tau-b= 0.297 
No 311 (73.2) 114 (26.8) 425 (100) 

The health personnel at the local 
clinic/health center have appropriate 
competence to help with your health 
problems 

Yes 19 (44.2) 24 (55.8) 43 (100) X2= 12.078 
P= 0.001 

Tau-b= 0.157 No 312 (70.1) 133 (29.9) 445 (100) 

You trust the treatment provided by 
health personnel at the hospital  

Yes 39 (58.2) 28 (41.8) 67 (100) X2= 3.293 
P= 0.049 

Tau-b= 0.082 
No 292 (69.4) 129 (30.6) 421 (100) 

You don’t wait long time before 
being attended to 

Yes 65 (70.7) 27 (29.3) 92 (100) X2= 0.414 
P= 0.304 

Tau-b=-0.029 
No 266 (67.2) 130 (32.8) 396 (100) 

Health care providers clearly 
explained things to you 

Yes 230 (67.8) 109 (32.2) 339 (100) X2= 0.000 
P= 0.535 

Tau-b=-0.001 
No 101 (67.8) 48 (32.2) 149 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents. 
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4.3.5  Association between access to education and social inclusion of PWDs 
 

Education is an important social institution meant for transmitting required 

knowledge, skills, and cultural values to the member of society. It ensure enhancement of 

productive involvement of members in societal causes. Education can be imparted via 

formal, informal and non-formal education. Schooling is one important aspect of formal 

education in which trained people are involved for educating the children and adults. Due 

to universal importance, education is considered a basic human right of all including 

PWDs. Educating PWDs however, require some amendments in terms of educational 

facilities, educational material and teaching that correspond to their physical disability. 

Education is an important ingredient of social mobility in terms of availing quality 

employment, promotions and economic wellbeing. The variable of access to education was 

limited to some appropriate attributes to ascertain its association with social inclusion of 

PWDs. Results on experience of PWDs regarding access to education and their association 

with social inclusion is given in Table-4.29 and explained below. 

 Results in Table-29 revealed that for those PWDs who agreed that schools were in 

easy access for PWDs 61.5 percent were socially included, compared to 26.6 percent of 

those that disagreed to it. Association of easy access of PWDs to schools was found highly 

significant (P=0.000) and positive (Tb=0.274) with social inclusion of PWDs. In addition, 

the study results show that for those PWDs who agreed that pick and drop facility from 

home to school were provided to PWDs 64.1  percent were socially included, compared to 

27.4 percent of those who claimed that pick and drop facility were not provided to them. 

The association between pick and drop facility provided to PWDs with social inclusion 

was found high significant (P=0.000) and positive (Tb=0.265). Easy approach to school 

conserves most physical and financial energies and ensures to overcome the difficulties 

faced by PWDs in terms of their mobility and transportation. It is therefore always advised 

to construct school in the physical proximity of the population. Special schools for PWDs 

are limited in number, therefore, are almost always inaccessible in terms of distance to 

school, to majority of PWDs. The education planners, therefore, plan the distribution of 

building of special school at suitable accessible places. In addition, suitable transport 

facilities are provided for pick and drop of PWDs at school and home. However, the 
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available number of schools, their accessibility and the available transport facility to 

approach school were not up to the satisfaction level of PWDs. that is also a big cause of 

low education and high dropout in them. It is obvious from the above result that greater 

satisfaction from accessibility and transportation aspect of approaching school was 

positively and significantly associated with social inclusion of PWDs. Madriaga (2007) 

also found a link between high illiteracy and inaccessibility to educational facilities among 

PWDs. the accessibility gap and poor transport facility in reaching educational institutions 

contribute to low enrollment, delayed attendance and wastage of time while traveling to 

school (Holloway, 2001; and Porter, 2009). A steady growth in educational attainment is 

possible through improvement in accessibility to schools (Porter, 2009; and Watson and 

Nolan, 2011) that is connected to social inclusion of PWDs (McConkey et al., 2017). 

 The results further show that for all those PWDs who confirm that adequate means 

were available for PWDs to access course content 74.8 percent were socially included 

compared to 19 percent of those for whom adequate means were not available. The 

association between adequate means available for PWDs to access course content with 

social inclusion was highly significant (P=0.000) and positive (Tb=0.506). Moreover, for 

all those PWDs who confirmed that the quality of education they received was same as 

normal students 84.6 percent were socially included, compared to 27.6 percent of those 

who agreed that PWDs didn’t received the same quality education as normal student did. 

The association between the quality of education PWDs receive was the same as students 

who do not have disabilities with social inclusion of PWDs was highly significant 

(P=0.000) and positive (Tb=0.331). It is common in the schooling system that course 

content is set in educational syllabi according to age requirements and capabilities of the 

children. The children are provided necessary exposer to additional learning materials 

beside textbook. Libraries and computer labs are established at schools. The PWDs, 

however, didn’t received satisfactory access to course contents and learning materials like 

the normal children did. As a result the quality of education that PWDs received was not at 

far with that of normal student. A positive endeavor in improvement of PWDs access to 

learning materials and improvement in their quality education is liable to enhance their 

social inclusion as evident from the highly significant and positive tau-b values. The 

developed nations, keeping in view the above fact, has develop open university system to 
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educate PWDs at home and ensure their access to quality learning materials through radio, 

TV and internet etc. (Cooper, 2015). However, their distance learning schemes and e-

learning facilities, are characterized with low retention rate as compared to mainstream 

children (Lichiello, 2012). E-learning, therefore, is not an ideal substitute of physical 

schools except that it provides support to them in learning (Ahmad, 2015; and 

DFID, 2015). Georgeson et al (2015) highlighted that technology related support at school 

is meant for equitable educational experiences and outcomes and can help improvement in 

education accessibility and inclusion (Douce, 2015), especially when specific support 

services are available to students according to their disability requirements (UKZN, 2004; 

and Jaarsveldt & Ndeya-Ndereya, 2015).  Eisenman (2007) further added that the disability 

related educational needs of PWDs with appropriate curricula and learning materials is 

strongly linked with social inclusion of PWDs. Moriña et al (2013) described that an 

inclusive classroom learning environment foster a sense of belonging to all learners and 

their full participation in learning process by offering equal opportunities.  

 The results further disclosed that for all those respondents who consider that 

teachers encouraged PWDs participation in school activities 60.5 percent were socially 

included, compared to 26.5 percent of those who consider that PWDs were not encouraged. 

The association between teachers encouragement of PWD to participate in school activities 

with social inclusion of PWDs was highly significant (P=0.000) and positive (Tb = 0.270). 

Additionally, for all those PWDs who claimed that fellow student’s encouraged PWDs 

participation in school activities 59.5 percent were socially included compared to 26.9  

percent of those who were not encouraged. Highly significant (P=0.000) and positive 

(Tb=0.257) association was found between fellows students encouraged PWDs 

participation in school activities with social inclusion of PWDs. Encouragement provide a 

strong motivational push to PWDs in achieving their life goals. A teacher being the role 

model and the fellows students as a peer group has strong influence on PWDs personality 

development. A positive and encouraging attitude from these two important social groups 

at school makes the PWDs feel as worthy and significant member of the society. the 

motivational force so provided by these two important groups is compelling for PWDs to 

work hard and feel mainstreamed into the educational system at the school. The PWDs 

educated in such positive teachers and peer groups relation is prone to social inclusion and 
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more likely to be better productive. Lack of student-teacher and among students 

coordination, therefore, is highlighted as an important problem to be overcome for quality 

education (Georgeson et al., 2015; and Cooper, 2015). Supporting teachers and friends at 

school help PWDs to thrash out from their feeling of isolation and insignificance (Salmon 

& Kinnealey, 2007; and Jaarsveldt and Ndeya-Ndereya, 2015) and result into development 

of positive outcomes and feeling of success among PWDs. Maintaining  and encouraging  

and positive environment at classroom, both by teacher and classmates, is important for 

mainstreaming PWDs through their inclusion (Field and Hoffman, 2002; Kang et al., 2007; 

Sen et  al.,  2009; and Croft, 2010). Proposed a peer support programs like peer counseling, 

peer tuition and help that enhance self-determination among PWDs and their social 

inclusion (Field and Hoffman, 2002; and Kang et al., 2007).  

 In addition, the results portrayed that for all those PWDs who stated that school 

building were designed according to PWDs needs 61.8 percent were socially included, 

compared to 27.4 percent of those considering that school building were designed 

unsuitable to PWDs needs. A significant (P=0.000) and positive (Tb=0.255) association 

between school building designed as per PWDs needs and social inclusion of PWDs was 

found. Similarly, for all those PWDs who claimed that there were enough accessible 

bathrooms in the education building for PWDs 63.6 percent were socially included, 

compared to 27.3 percent of those who were unsatisfied from accessibility of bathrooms at 

school. The association between enough accessible bathrooms for PWDs in educational 

buildings with social inclusion was highly significant (P=0.000) and positive (Tb=0.266). 

The study results further revealed that for all those PWDs who confirmed that classroom 

space in buildings was adequate for PWDs needs 53.5 percent were socially included, 

compared to 24.7 percent of those who considered it as inadequate.  A high significant 

(P=0.000) and positive (Tb=0.271) association was found between adequacy of classroom 

for PWDs needs with social inclusion of PWDs. Designing of schools need special 

attention especially in taking into consideration the physical needs of PWDs. Despite of 

the development of building codes the school buildings were seldom constructed according 

to the needs of PWDs. As a result the PWDs face problem in approaching their classroom, 

free mobility within classroom and approaching washrooms and water points. Difficulties 
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faced by the PWDs in this respect leads to wastage of time, un-satisfaction, low interest 

and low educational attainment in them. It is therefore necessary to follow building codes 

while constructed schools for better social inclusion of PWDs as highlighted by significant 

and positive Tau-b value in above results. PWDs from developing countries are major 

victim of these structural barriers to education (UNICEF, 2003) and a major cause of their 

social exclusion (Agarwal, 2012). Jaarsveldt et al (2015) criticize the current building 

construction codes policies as these were inappropriate for the needs and safety of PWDs. 

As a result the PWDs always struggle to develop a strong relationship of belonging with 

their educational institutions (Ginsberg and Wlodkowski, 2009) and are more likely to be 

excluded (Thomas, 2012; Engelbrecht and Beer, 2014; and Chiwandire and Vincent, 

2017).  

 The results further portrayed that for all those PWDs who admitted that learning 

materials were in suitable format as per PWDs requirements 37.9 percent were socially 

included, compared to 30.4 percent of those socially included who confirmed that materials 

were not in suitable format. The results highlighted non-significant (P=0.081) and weak 

positive (Tb=0.069) association between learning materials were in suitable format as per 

PWDs requirements with social inclusion of PWDs. 

 Accessing school is a strong ingredient of social inclusion of PWDs that 

encompasses the aspects of accessibility, quality education, attitude and infrastructure. 

Schools in the study area were located at long distance with unsatisfactory transport 

facility. In addition, the learning materials were not only insufficient but were short of the 

requirements of PWDs. Participation into school activities was also low among PWDs due 

to insufficient encouragement from school administration and peers. Thus the structural 

barriers further aggravated the accessibility to educational facility in terms of inappropriate 

structural design and insufficient facilities at school. A combination of these deprivation 

were compelling for social exclusion of PWDs. on the other hand all those respondents that 

were satisfied from these accessibility to education aspects were highly liable to social 

inclusion into the mainstream society.   
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Table-4.29.  Association between access to education and social inclusion of PWDs  
Attributes AttitudeSocial Inclusion of PWDs Statistics 

Socially 
excluded  

Socially 
included  

Total 

Schools in your area are in easy 
access to PWDs 

Yes 30 (38.5) 48 (61.5) 78 (100) X2= 36.690 
P= 0.000 

Tau-b=0.274 
No 301 (73.4) 109 (26.6) 410 (100) 

PWDs are provided pick and drop 
facility from home to school 

Yes 23 (35.9) 41 (64.1) 64 (100) X2= 34.329 
P= 0.000 

Tau-b= 0.265 No 308 (72.6) 116 (27.4) 424 (100) 

Adequate means are available for 
PWDs to access course content 

Yes 29 (25.2) 86 (74.8) 115 (100) X2= 125.185 
P= 0.000 

Tau-b= 0.506 
No 302 (81.0) 71 (19.0) 373 (100) 

The quality of education PWDs 
receive is the same as students 
who do not have disabilities 

Yes 6 (15.4) 33 (84.6) 39 (100) X2= 53.423 
P= 0.000 

Tau-b= 0.331 No 325 (72.4) 124 (27.6) 449 (100) 

Teachers encouraged PWD 
participation in school activities 

Yes 32 (39.5) 49 (60.5) 81 (100) X2= 35.699 
P= 0.000 

Tau-b= 0.270 
No 299 (73.5) 108 (26.5) 407 (100) 

Fellows students encouraged 
PWDs participation in school 
activities 

Yes 32 (40.5) 47 (59.5) 79 (100) X2= 32.244 
P= 0.000 

Tau-b= 0.257 No 299 (73.1) 110 (26.9) 409 (100) 

School building designed as 
according to PWDs needs 

Yes 26 (38.2) 42 (61.8) 68 (100) X2= 31.707 
P= 0.000 

Tau-b= 0.255 
No 305 (72.6) 115 (27.4) 420 (100) 

There are enough accessible 
bathrooms for the educational 
buildings PWDs  use 

Yes 24 (36.4) 42 (63.6) 66 (100) X2= 34.626 
P= 0.000 

Tau-b= 0.266 No 307 (72.7) 115 (27.3) 422 (100) 

Classroom space in buildings is 
adequate for PWDs needs 

Yes 59 (46.5) 68 (53.5) 127 (100) X2= 35.932 
P= 0.000 

Tau-b= 0.271 No 272 (75.3) 89 (24.7) 361 (100) 

Learning materials are in suitable 
format as per PWD requirements 

Yes 72 (62.1) 44 (37.9) 11 (100) X2= 2.313 
P= 0.081 

Tau-b= 0.069 
No 259 (69.6) 113 (30.4) 372 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents 
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4.3.6  Association between employment opportunities and social inclusion of PWDs 
 

Employment in considered as a fundamental human right for leading a productive 

life in terms of sustaining basic livelihood for self and family and achieving societal goal at 

large. Psychologically, it symbolizes social status of a person and prove their social 

identity. Achieving employment and control over employment conditions are two 

important aspects that highlight the satisfaction of a person with respect to their 

employment. PWDs, the worldwide, are among the most deprived in this regard. Despite 

of the convention on the right of PWDs explicit explanation, The PWDs face the problems 

of access to employment in terms of their low skill, poor facilities and insufficient control 

over their employment. To assess the association of social exclusion of PWDs with respect 

to their access to employment the perception of access to employment was limited to few 

attributes given in Table- 30 and explained below.  

 Results in Table-30 unveil that for all those PWDs who have access to income 

generation programs/credit schemes 71.4 percent were socially included, compared to 29.1 

percent of those who have no access to such programs/schemes. Association of PWDs 

access to income generation programs/credit schemes was highly significant (P=0.000) and 

positive (Tb=0.234) with social inclusion of PWDs.  Similarly, for all those PWDs who 

have access to specialized employment opportunities and career advancement for persons 

with disabilities in the labor market 84.2 percent were socially included, compared to 25.3 

percent of those who don’t have access to these specialized employment opportunities. The 

association between specialized employment opportunities and career advancement for 

persons with disabilities and social inclusion was highly significant (P=0.000) and positive 

(Tb=0.405). The national government in general and provincial government in specific 

have established various employment opportunities that target the welfare of PWDs. in this 

connection a specific quota of 2 percent employment is fixed for PWDs. Alongside, 

various income generation programs are initiated in which credit is offered to skillful 

person and youth, including PWDs, to generate self-employment endeavor. Moreover, the 

service structure for the PWDs is so designed to least bothered the PWDs in terms of their 

handicapdness. In addition, specific rules are promulgated to support PWDs welfare during 

their employment. The results of these government interventions are obvious and are 
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highly linked with the social inclusion of the PWDs as evident from positive Tau-b value. 

Villotti et al (2014) noticed that it is binding on the employing firms to set-aside a specific 

number of employment opportunities for PWDs and ensure maintenance of their 

employment (Zaniboni et al., 2011). These firms also support the PWDs in on job training 

to ensure evidence based practice (Drake & Bond, 2014; and Suijkerbuijk et al., 2017). 

These opportunities enhance the likelihood of PWDs employment and tier economic 

wellbeing (Chan et al., 2005) and overall success of these government programs (Prince, 

2016). Lauer & Houtenville (2017), however, criticize these programs by describing 

them insufficient for the growing PWDs population needs (Landy and Conte, 2007) 

especially in rural setup (Martey et al., 2012; and Ministry of Food and Agriculture, 2016). 

Therefore, the PWDs needs to be supported in terms of provisions of land, finances, 

equipment’s and skills (Armah et al., 2011; and Antwi‐Agyei et al., 2012). Most of these 

rural PWDs are dependent on their families or on welfare support which is not the remedy 

for their economic inclusion (Mendelson et al., 2010).  

 Moreover, for all those PWDs who have required job skills/qualification 45.3 

percent were socially included, compared to 23.8 percent of those who have no 

skills/qualification required for job.  The results highlighted significant (P=0.000) and 

positive (Tb=0.224) association between skills/qualification required for job and social 

inclusion of PWDs. Moreover, for all those PWDs who were not usually employed over 

lower skilled job 80 percent were socially included, compared to 28.5 percent of those who 

claimed that PWDs employed over low skilled job. The association of PWDs are usually 

not employed over lower skilled job as compared to non-disable person had highly 

significant (P=0.000) and positive (Tb=0.285) association with social inclusion of PWDs. 

knowledge, skills and attitude are the three important consideration followed by a human 

resource manager while recruiting an employee. The education system prevailing in the 

country emphasizes more on knowledge aspect of human resources whereas the skills and 

attitude formation aspects are less taken care for. Schools meant for PWDs are far better in 

this regard than other formal school as they focus more on skill enhancement and technical 

education of PWDs.  It was also observed by the researcher that engagement of PWDs in 

skill development activities at local market and homes was encouraged by their families so 
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as to secure their future economic independence. Despite of all these efforts it is hard for 

PWDs to find a job for them. They are also discriminated, if they find a job, in terms of 

salaries and are paid low compared to able persons having the same skills. This, probably, 

is because of general perception that disabled person are less productive than able person. 

Still all those PWDs who manage to secure better work skills are in better position to get 

job satisfactorily and be socially included, as clarified by positive Tau-b value. Opoku et al 

(2017) also connected fewer work skill of PWDs with low social inclusion in economic 

terms. Thus, education and skills provide PWDs with the force to break the vicious circle 

(Yeo & Moore, 2003; and Hoogeveen, 2005). Roberts et al (2004), however, disagreed to 

this view as he found a strong negative societal serotype regarding poor efficiency of 

PWDs (Gröschl, 2013; and Disability Policy Uganda, 2008). As a result employers prefer 

to engage an able person over a disable person during recruitment; despite of their similar 

skill. McConkey (2010) remained optimistic that correct level of training and skills will 

reduce economic deprivation of PWDs in long run (Veitch et al., 2003). Appropriate 

training, education and grooming helps in to the development of appropriate skill and 

loyalty to the firm and low absenteeism rate among PWDs to make company profitable 

(Eide, et al., 2003; and Bagshaw, 2006). Cuddy et al (2009) view PWDs as people with 

high warmth but low competencies. Therefore, through development of their 

competencies they could be brought at par with normal members of society (Veitch et al., 

2003; McConkey and Collins, 2010; Downing, 2011; and Kowitsthienchai, 2014).  

Burchardt (2005) pointed to the miseries of PWDs by stating that they are low educated 

and poorly skilled. They are less liable to get employment despite of their equivalent skill 

with able person, if managed to do so are paid very low. These complex situations worsen 

the miseries of disabilities (Thomas, 2005; and Emmett. 2006) and promote social 

exclusion of PWDs except those PWDs who are satisfied from their employment 

(Coleridge, 2005). 

 Similarly, for all those PWDs who can get job on prescribed quota 44.9 percent 

were socially included, compared to 27.7 percent of those who cannot get job on quota. 

PWDs can get job on prescribed quota was found highly significant (P=0.000) and positive 

(Tb =0.161) in association with social inclusion of PWDs. In addition, for all those 

respondents who were not poorly paid 82.1 percent were socially included, compared to 
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29.1 percent of those who were poorly paid by the employer. PWDs poorly paid by the 

employer have highly significant (P=0.000) and positive (Tb=0.264) association with social 

inclusion of PWDs. The government has taken steps in devising laws and its approval from 

relevant forums that ensure employment of PWDs on 2 percent quota and non-

discrimination in their salaries. Implementation of these laws, however, is questioned. 

Almost all of the employment advertisement don’t mention of the disability quota in 

offering application. In addition, lot of courts cases are pending and needs to be decided to 

ensure employment quota for PWDs. Furthermore, the labor department is still struggling 

to ensure fair employment of PWDs and secure their required pay packages and social 

benefits offered by employers for normal person. Poverty and disability has strong 

connection to promote illiteracy, poor skills and unemployment in PWDs. on the other 

hand social pressure is compelling on PWDs to opt for any employment opportunity that 

even don’t suit to their disability requirement and discriminate their employment and 

economic right. These social facts provide employer opportunity to quench their thrust of 

greed for more money through exploitation of PWDs that subject PWDs to social 

exclusion. There are only a few PWDs who were satisfied in this regard, being not 

discriminated and therefore more socially included as reflected by positive Tau-b value in 

above result. McConkey (2010) found that employment status of the PWDs is a major 

stress reliever for them. Therefore, the author emphasized development of a policy that 

binds an employer to hire PWD sand set aside sufficient fund for their training and other 

social support (Thornton, 1998). Sharing of best practices and success stories regarding 

disable employee helps in development of employer interest in hiring PWDs and reduces 

their uncertainties of hiring PWDs (Torjman 2015; and Allen, 2010). According to ILO 

(2011) report that the low salaries paid to skilled PWDs and their less job security and 

inappropriate service structure are also effect the productive potential of PWDs. The 

employers are generally reluctant to promote PWDs despite of their capabilities to avoid 

their role to manage others (Mensha et al., 2015; and Shakespeare et al., 2010). 

Discrimination in employment, salary and promotion are sources of mounting deprivation 

among PWDs and their exclusion. Good example of fair and merit based employment, pay 

and promotion of PWDs are there and have strong inclusionary influence, however, these 

examples are rare and negligible (Gottlieb and William, 2010; and Downing, 2011). 
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Furthermore, for all those PWDs who have safe and healthy working conditions 

including protection from harassment 46.6 percent were socially included, compare to 19.1 

percent of those who were not working in safe and healthy environment. The association of 

PWDs have safe and healthy working conditions including protection from harassment was 

found highly significant and positive (P=0.000, Tb =0.293) with social inclusion of PWDs. 

Harassment, bullying and unfriendly attitude from fellow workers are some of the 

additional problems faced by PWDs in unsafe working condition. It is generally noticed 

that normal people in the work place harass their PWDs colleagues through their intent of 

mischief or mistreatment with the PWDs. The act of harassment that troubles the PWDs in 

their work place may range from staring at them, verbal comments, stopping on way and 

abusing them, as evident from positive Tau-b value. In addition, employees with 

disabilities are sometimes perceived by managers as “problem employees”. These beliefs 

may be consistent with several negative stereotypes, such that workers with disabilities 

are perceived as weak, need assistance, need more supervision, or need too much 

training. A working place free form the unsafe working condition and harassment promote 

more social inclusion among PWDs. Kaye et al (2011) commented that training of 

employee to focus on helping everyone, learn to think more creatively and constructively 

about adjustments, and to see the benefits of adjustments and inclusive workplace 

practices is need of the day (Schur et al., 2014). Workplaces offering supportive 

employment practices for all employees will be able to facilitate employment for people 

with disabilities (Kaletta et al., 2012). The positive working environments contribute to 

the social inclusion of PWDs in the society, as the PWDs in healthy working condition 

having greater autonomy and more choice opportunities (Chowdhury & Benson, 2011). 

Lidal et al (2007) reported six factors influencing successful return to work including 

positive organizational climate in the workplace, including practical assistance to facilitate 

job search, emphasis on job seeker’s personal preferences, strengths and beliefs in 

workplace supports, rapid assistance, flexible and individual support, and on the job 

experience these factors also promote overall social inclusion of PWDs. 

Furthermore, the results portrayed that for all those PWDs who admitted that 

specialized vocational training centers available for them 45.5 percent were socially 

included, compared to 31.9 percent for whom there were no vocational trainings centers. 
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The results highlighted non-significant (P=0.258) and weak positive (Tb=0.043) 

association between specialized vocational training centers available for PWDs and social 

inclusion of PWDs. Furthermore, for all those PWDs who were provided required job 

training 37.5 percent were socially included, compared to 31.9 percent of those to whom 

required job training were not provided. Association between provision of required job 

training with social inclusion of PWDs was found non-significant (P=0.356) and weak 

positive (Tb=0.026). The non-significant association is probably due to non-provision of 

vocational training centers to PWDs or non-enrolment of PWDs to these facilities.  

Access to employment opportunities for PWDs include provision of employment 

sloughs, enhancing their job skills, providing them facilities according to their disability 

requirements and facilitate control of PWDs over their job. The state of employment 

among PWDs is under transition in the study area. The government has devised rules to 

ensure PWDs employment according to a set quota of 2 percent. In addition, vocational 

institutions, though small in numbers, have been established to train PWDs for their task 

performance. Various credit programs also facilitate PWDs in their self-employment and 

skill development. These measures, however, need further improvement as the 

employment rate of PWDs, their skill level and their work satisfaction is quite low. Those 

who manage to get employment face a problem of constraining work environment against 

the physical requirements, low salaries and inappropriate attitude of their employers and 

colleagues. The employed PWDs have least control on their work and failed to manage 

their work according to their disability requirements. A net of these unsatisfactory factors 

are posing a formidable barrier for PWDs to secure satisfactory employment. There, 

however, are good example too in which the access to employment, skills and facilities at 

work place and control over job has generating high level of satisfaction in PWDs and is a 

main ingredient of their social inclusion.  
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Table-4.30.  Association between access to employment opportunities and social 
inclusion of PWDs  

 

Attributes AttitudeSocial Inclusion of PWDs Statistics 
Socially 
excluded  

Socially 
included  

Total 

PWDs have access to income 
generation programs/credit 
schemes 

Yes 10 (28.6) 25 (71.4) 35 (100) X2= 26.627 
P= 0.000 

Tau-b= 0.234 
No 321 (67.8) 132 (29.1) 453 (100) 

There are specialized employment 
opportunities and career 
advancement for persons with 
disabilities in the labor market? 

Yes 9 (15.8) 48 (84.2) 57 (100) X2= 80.090 
P= 0.000 

Tau-b= 0.405 No 322 (74.7) 109 (25.3) 431 (100) 

You have required job 
skills/qualification 

Yes 104 (54.7) 86 (45.3) 190 (100) X2= 24.435 
P= 0.000 

Tau-b= 0.224 No 227 (76.2) 71 (23.8) 298 (100) 

PWDs are not usually employed 
over lower skilled jobs by the 
employers as compared to the 
Non-Disable Person 

Yes 7 (20.0) 28 (80.0) 35 (100) X2= 39.524 
P= 0.000 

Tau-b= 0.285 
No 324 (71.5) 129 (28.5) 453 (100) 

PWDs can get a job on prescribed 
quota 

Yes 70 (55.1) 57 (44.9) 127 (100) X2= 12.709 
P= 0.000 

Tau-b= 0.161 No 261 (72.3) 100 (27.7) 361 (100) 

PWDs are not usually poorly paid 
by the employers as compared to 
the Non-Disable Person 

Yes 5 (17.9) 23 982.1) 28 (100) X2= 33.991 
P= 0.000 

Tau-b= 0.264 
No 326 (70.9) 134 (29.1) 460 (100) 

    
PWDs have safe and healthy 
working conditions including 
protection from harassment 

Yes 124 (53.4) 108 (46.6) 232 (100) X2= 41.906 
P= 0.000 

Tau-b= 0.293 No 207 (80.9) 49 (19.1) 256 (100) 

There are any specialized 
vocational training centers 
available for PWDs 

Yes 6 (54.5) 5 (45.5) 11 (100) X2= 0.910 
P= 0.258 

Tau-b= 0.043 No 325 (68.1) 152 (31.9) 477 (100) 

PWDs are provided required job 
trainings 

Yes 15 (62.5) 9 (37.5) 24 (100) X2= 0.328 
P= 0.356 

Tau-b= 0.026 No 316 (68.1) 148 (31.9) 464 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents. 
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4.3.7.  Association between participation in decision making with social inclusion of 
 PWDs  

 Decision making is an important social process used by individuals or groups to 

identify and choose the best choice among several alternates. The decision making choices 

are influenced by the preferences, values and beliefs of the individuals or groups involved 

in decision making process. A decision making process is followed by implementation of 

decision made for welfare of individual or groups. The PWDs need to be involved in 

decision making process, especially those decisions that affect them as individual at family 

and community levels. Involvement of PWDs is helpful for them to choose the best 

alternate according to their personal needs, overcome their miseries and facilitate them in 

achieving a better living standard. Therefore, the variable of participation in decision 

making was limited to few appropriate attributes to ascertain its association with social 

inclusion of PWDs. Results on experience of PWDs regarding participation in decision 

making and their association with social inclusion of PWDs is given in Table-4.31 and 

explained below.  

 Results in Table-4.31 portrayed that for all those PWDs who have choices of 

activities they want to do 40 percent were socially included, compared to 27.6 percent of 

those who don’t have choices to perform activities of their choices. Having choice of 

activities was significant and positive (P=0.003, Tb=0.128) in association with social 

inclusion of PWDs. Furthermore, for all those PWDs who were entitled to participate in 

decision making that affects them at home/work 53 percent were socially included, 

compared to 13.6 percent of those who were not entitled. A highly significant (P=0.000) 

and positive (Tb=0.422) association was found between participation in decision making 

which effect PWDs at home/work with social inclusion of PWDs. Physical disability limits 

the number of available alternates in preferring one choice over other. Some of these 

limitations are due to biological inabilities of the PWDs whereas the majority of them are 

imposed due to social and cultural factors. For instance, in a patriarchal society obedience 

to the orders of household head is highly preferred feature and most of the individual’s 

choices are suppressed and overshadowed by the authority decisions made by the family 

head. Questioning these authority decisions is indecent and violating them is deviant and 
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tantamount to social sanctions. A combination of these social facts is used as a social 

control mechanism and brings individuals and groups to conformity. The order so 

maintained is at the cost of sacrificing several of the individual and personal choices. The 

same is true with respect to involvement of PWDs in decision making process as their 

choices are overshadowed by collective and authority decisions made at the family level. 

However, those PWDs who have courage to express themselves and their choices are in 

better position to choose and implement their personal preferences and be socially 

included. The same is evident from the above results. The decision making capabilities 

regarding personal choices is important factor in personal wellbeing and individual sense 

of identity (Brown & Brown, 2009). It is the source of psychological, physical and social 

wellbeing of PWDs (Bonyhady, 2016). Due to its importance, the right to make decision 

about personal life and provision of necessary support for doing so is considered as the 

basic human right by the UNCRPD (Series, 2015; and Bach, 2017). Liberty in making 

personal choices creates independence, feeling valued and included. It also improves the 

participation of PWDs in the activities in which their opinion is given due importance 

(Council of Europe; 2012). Authority decisions from other significant family and societal 

members with respect to event related to the life of PWDs put PWDs at risk of remaining 

unable to make personal decisions (Dhanda, 2007; and Bach, 2007) having dire 

consequences on personal wellbeing and survival (Dinerstein, 2012; and Stewart, 2017). In 

such situation the PWDs develop a fear of making inappropriate choices that restrict their 

participation in personal decision making and streamline their exclusion (Willow et al, 

2004).  

 Moreover, the results highlighted that for all those PWDs who were entitled to 

participate in decision making which affected them at home/work 52.4 percent were 

socially included, compared to 14 percent of those who were not entitled to it. A highly 

significant (P=0.000) and positive (Tb=0.410) association was found between participation 

in decision making which affects PWDs at home/work with social inclusion of PWDs. 

Similarly, for all those PWDs whose opinion was counted in family discussions 50.2 

percent were socially included, compared to 13.4 percent of those whose opinion was not 

counted.  The result highlighted a highly significant (P=0.000) and positive (Tb = 0.394) 

association between opinion counted in family discussion with social inclusion of PWDs. 
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The study results further highlighted that for all those PWDs who discuss uncertainties 

related to their life with family 44.4 percent were socially included, compared to 17.6 

percent of those who didn’t discuss it. PWDs discuss uncertainties related to their life with 

family showed highly significant (P=0.000) and positive (Tb=0.286) association with social 

inclusion of PWDs. Furthermore, the study finding highlighted that all those PWDs who 

questioned the events occurring around them at home/work 50.5 percent were socially 

included, compared to 17.9 percent of those who didn’t questioned the events occurring 

around them. Questioning the events occurring around PWDs at home/work had a 

significant (P=0.000) and positive (Tb=0.346) association with social inclusion of PWDs. 

involvement in family level decision is the second important indicator of testing PWDs 

participation in decision making process. In traditional patriarchal joint family system the 

male household head is the hub of all socio-economic power, and most of the decisions 

made by them are autocratic and authority decisions.  These decisions are binding on all 

family members to obey. Participation of PWDs in decision making process is rare and 

unsatisfactory. In democratic families, however, most of the decisions were made thorough 

consensus of all family members including PWDs. in such families the PWDs are not only 

entitled to participate in decision making process but their opinion is also given due 

importance in making family related decisions and personal decisions related to PWDs. 

such empowerment is encouraging for PWDs to express their problems and question the 

event occurring around them and to which they are not satisfied off. The PWDs, in this 

manner, are able to express their wisdom and make more rational decisions for their 

personal and familial welfare and strengthen their social inclusion into mainstream society 

as observed in the above result. Davy (2010) noticed that PWDs participation in decision 

making was centered around leisure, recreation, safety, marriage and housing related issues 

which directly affected PWDs. However, they had least opportunity to participate in 

finance and property related decisions of PWDs at family (Dinerstein, 2012; and United 

Nation, 2012). Thus decision making choices of PWDs at family level are infect limited or 

non-existing (Willow et al, 2004). As a result they have low level of skills, confidence, 

self-esteem and empowerment at familial and communal level decisions leading to their 

social inclusion (Franklin, 2013). Contrarily, enabling PWDs in making family level 

decisions develop their capacity to make choices and express their feeling, thoughts and 
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preferences and feel that their view are valued (Martin, 2008). It is now generally 

acknowledge that social inclusion of PWDs is strengthened when they are  being listened 

to and involved in in decisions about their own life and in general policies and services 

developed for them (Ghai, 2001; Laming, 2003; and United Nations, 2008). 

Similarly, for all those PWDs who were entitled to participate in decision making 

which affected of their community 67 percent were socially included, compared to 21.8 

percent of those who were not entitled to participate in community decision making. A 

highly significant (P=0.000) and positive (Tb=0.406) association was found between 

participation in decision making which affects community with social inclusion of PWDs. 

Similarly, for all those PWDs who were able to participate in community decision making 

as much as they would like 91.5 percent were socially included, compared to 25.9 percent 

of those were not able to participate in community decision making according to their 

wishes. The association between PWDs were able to participate in community decision 

making as much as they would have liked and social inclusion was found highly 

significant (P=0.000) and positive (Tb=0.415). Furthermore, for all those respondents 

whose opinion were given due weightage in overall decision making process 78.4 percent 

were socially included, compared to 22 percent of those whose opinion were not given due 

weightage. The association of giving weightage to the opinion of PWDs in overall decision 

making process was highly significant (P=0.000) and positive (Tb=0.464) with social 

inclusion. “Hujra” is a traditional social institution prevailing in the rural area of Khyber 

Pakhtunkhwa, like one in the study area. The Hujra is a central place in a village which has 

political, social, economic and recreational value. Most of the community matters relating 

to community welfare like conflict resolution, agriculture extension, economic matters and 

leisure activities are discussed, decided and exercised at Hujra. The Hujra is open to all, 

however, only a few on the top rank of leadership participate the discussion and decision 

made it Hujra level. It was encouraging for the researcher to notice that the PWDs 

participated at formal and informal community level meetings held at Hujra. However, 

these meetings were beneficial for them only to the extent of their socialization as good 

listener rather than active participant in discussions. The culture of obedience and respect 

of communal elders restricted active participation of PWDs in community level meetings 

except very few of them. However, those who participated in community level decision 
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making activities to a satisfactory level and whose opinion were given importance were 

among socially included PWDs as shown by positive Tau-b value in above result. The 

PWDs are seen as different from others and therefore discriminated in several important 

aspect of life (Turmusani, 2001; Peter, 2007; and Thornicroft, 2009). They, therefore, are 

most vulnerable and least vocal members of society (Ghai, 2001). The elements of 

deprivation and shyness in them are exhibited in all sort of participation including decision 

making at individual, familial and community level (Oldfield and Fowler, 2017). To 

overcome these problems they need to be listened to and involved in decisions at all level 

(Laming, 2003). Selection of these PWDs by their elder community members or their 

election by general community in decision making process encourages them to shed their 

shyness and get involved in decision making (Sinclair, 2004; Fitzgerald, 2012; and 

Kasiram and Subrayen, 2013). Provision of training can further enhance the decision 

making abilities of PWDs and ensure their social inclusion (Alma et al., 2012; and 

Franklin, 2013).  

The PWDs are deprived multi-dimensionally. The social hierarchy and highly 

stressed environment of obedience and conformity is further restricting for wholehearted 

participation of PWDs at family and community decissions. As a result most PWDs are 

shy of expressing their individual, familial, and communal needs. They are reluctant to 

express their worries or suggest remedies to the problem faced by them at home or at 

community. Any good idea of them for personal, familial or communal welfare seldom 

find its place in decision making process and mostly ignored. There are only a handful of 

PWDs who break the barriers of deprivation, shyness and social pressure to express their 

problems, suggest remedies to these problem and participate in familial and community 

level development decisions. However, those who managed to do so infact managed to 

mainstream.    
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Table-4.31.  Association between participation in decision making and social 
inclusion of PWDs  

 

Attributes AttitudeSocial Inclusion of PWDs Statistics 
Socially 
excluded  

Socially 
included  

Total 

You have choices about activities 
you want to do 

Yes 108 (60.0) 72 (40.0) 180 (100) X2= 8.008 
P= 0.003 

Tau-b= 0.128 
No 233 (72.4) 85 (27.6) 308 (100) 

You are entitled to participate in 
decision making which affects you 
at home/work 

Yes 108 (47.0) 122 (53.0) 230 (100) X2= 86.844 
P= 0.000 

Tau-b= 0.422 No 233 (86.4) 35 (13.6) 258 (100) 

You are entitled to participate in 
decision making which affects your 
family 

Yes 110 (47.6) 121 (52.4) 231 (100) X2= 82.090 
P= 0.000 

Tau-b= 0.410 No 221 (86.0) 36 (14.0) 257 (100) 

Your opinion is counted in family 
discussions 

Yes 124 (49.8) 125 (50.2) 249 (100) X2= 75.729 
P= 0.000 

Tau-b= 0.394 No 207 (86.6) 32 (13.4) 239 (100) 

You discuss uncertainties related to 
your life in family  

Yes 148 (55.6) 118 (44.4) 266 (100) X2= 39.809 
P= 0.000 

Tau-b= 0.286 No 183 (82.4) 39 (17.6) 222 (100) 

You question the events occurring 
around you at home/work 

Yes 106 (49.5) 108 (50.5) 214 (100) X2= 58.461 
P= 0.000 

Tau-b= 0.346 
No 225 (82.1) 49 (17.9) 274 (100) 

You are entitled to participate in 
decision making which affects your 
community? 

Yes 37 (33.0) 75 (67.0) 112 (100) X2= 80.635 
P= 0.000 

Tau-b= 0.406 No 294 (78.2) 82 (21.8) 376 (100) 

You are able to participate in 
community decision making as 
much as you would have liked? 

Yes 4 (8.5) 43 (91.5) 47 (100) X2= 83.860 
P= 0.000 

Tau-b= 0.415 No 327 (74.1) 114 (25.9) 441 (100) 

Your opinion is given due weight 
in overall decision making process 

Yes 19 (21.6) 69 (78.4) 88 (100) X2= 105.180 
P= 0.000 

Tau-b= 0.464 
No 318 (78.0) 88 (22.0) 400 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents. 



181 

4.3.8  Association of participation in cultural life with social inclusion of PWDs  

Culture provides several opportunities to its members for their participation into 

mainstream activities. It includes various cultural festivals, ceremonies, rituals, hobbies, 

leisure and other voluntary activities etc. Participation in cultural activities is not only a 

source of individuals, socio-psychological satisfaction but also ensure unity and 

conformity in the society. Participation in cultural life involves a vast range of factors that 

affect social inclusion; it is quite tricky to examine the real predictability of a single 

attribute on social inclusion of PWDs. Therefore, the variable of participation in cultural 

life was restricted to few appropriate attributes to ascertain its association with social 

inclusion of PWDs. Results on experience of PWDs regarding participation in cultural life 

and their association with social inclusion of PWDs is given in Table-4.32 and explained 

below. 

 Results in Table-32 revealed that for all those PWDs who took part in festivals and 

rituals (marriage, funerals, fares etc.) 39.8 percent were socially included, compared to 

16.8 percent of those who did not take part in festivals and rituals. Association of taking 

part in festivals and rituals was found highly significant (P=0.000) and positive (Tb=0.231) 

with social inclusion of PWDs. Furthermore, the results portrayed that for all those PWDs 

who were involved in leisure activities (folk music, picnic etc.) 50.7 percent were socially 

included, compared to 29.1 percent of those who were not involved in leisure activities. 

Involvement of PWDs in leisure activities had a highly significant (P=0.000) and positive 

(Tb=0.161) association with social inclusion of PWDs. marriage and fares are fantastic 

festivals to participate in both urban and rural areas of Khyber Pukhtunkhwa-Pakistan. It 

provides opportunities to societal members to have fun and express their happiness. The 

tradition of hospitality is exhibited by inviting as many guests as possible and entertaining 

them with the variety of food and other cultural entertainment like music, dance etc. For 

PWDs participation in these activities is bountiful as these events are free and rewarding in 

terms of diverse, free and abundant food and other cultural leisure activities. The funeral, 

on the other side, is important in strengthening social bonds among community members 

as they share the grief of aggrieved families. There is a strong cultural system with a 

religious support under which the community member physically and financially support 



182 

the aggrieved families by participating in burial ceremonies, preparation of grave, 

contribution of money and preparation  of food for guest and community members and 

offering leftover amount so contributed to aggrieved families for their financial support. 

These cultural measures are implemented reciprocally and are participated by all 

community members including PWDs. It was observed that participation of PWDs in all 

those cultural leisure activities that were free of cost and easily accessible were frequently 

participated by the disable person. However, those personal leisure related needs that 

required financial inputs were least available to the PWDs due to economic and physical 

limitation. The above results also highlighted that the same fact that the rate of social 

inclusion remained high and positive among those PWDs who participated in cultural 

festivals and were involved in leisure activities. Various sociological studies have found 

both positive and negative influences of cultural participation on PWDs. The PWDs faced 

multiple deprivations due to their poverty and disability (Charlton, 2000). However, the 

cultural norms and values provided them the opportunities and social security net to 

prevent their complete social exclusion (Lewis et al., 2016). The cultural leisure activities 

like festivals and marriages etc. were celebrated with a belief of welfare of all societal 

groups including PWDs. Moreover, the charity support distribution was preferred to the 

most deprived group like PWDs which help prevention of their complete socio-economic 

downfall (Lang et al., 2011; and Asselt et al., 2015). Haihambo & Lightfoot (2010), 

however, reported against it stating that due to negative cultural beliefs regarding PWDs 

lead to their stigmatization, isolation and rejection (Braathen et al., 2008; Muwana & 

Ostrosky, 2014). These positive and negative inclusionary effects of cultural participation 

in leisure activities were linked to the cultural beliefs that vary from society to society 

(Nawijn and Veenhoven, 2011). Culture with positive support for PWDs provided them 

with opportunities to play their constructive role in the society (Wilhite and Shank, 2009) 

whereas, in another culture the PWDs faced problems in attending mainstream leisure 

activities and had very little interaction with other without disabilities (Dusseljee et al., 

2011). Misener (2014) further added that it is not the problem of participation in leisure 

activities, rather provision of equal chance and choice to participate in cultural activities is 

more important for social inclusion. Inclusion of PWDs through participation in festivals 
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and leisure activities is a function of their health, fun, entertainment, relieving tension, 

sociability and wellbeing (Marwat et al., 2016). 

 The results further showed that for all those PWDs who participated in hobbies, art 

and craft 58 percent were socially included, compared to 26.5 percent of those who didn’t 

participate in it. Participation of PWDs in hobbies, art and craft was found highly 

significant (P=0.000) and positive (Tb =0.259) with social inclusion. In addition, for all 

those PWDs who were involved in a range of opportunities related community groups, 

clubs or organizations that were available in their area 88.4 percent were socially included, 

compared to 22.9 percent of those who were not involved. PWDs involvement in a range 

of opportunities related community groups, clubs or organizations that were available in 

the area was found highly significant (P=0.000) and positive (Tb=0.489) with social 

inclusion. Moreover, for all those respondents who participated in voluntary activities 50.9 

percent were socially included, compared to 27 percent of those who didn’t participate. 

The association of participation in voluntary activities was highly significant (P=0.000) 

and positive (Tb=0.212) with Social inclusion of PWDs. Inability to participate and 

shutting out from participation are the two important dimensions that determent the overall 

inclusion and exclusion of a person. The inability aspect refers to the personal reasons that 

render a person unable to participate. This may include the physical, psychological, social 

and economic factors that stop a person from inclusion. The above result also found the 

same fact that some of the private and easily accessible activities like hobbies, art, craft, 

community groups and voluntary groups were avoided and not participated by the PWDs. 

this clearly show the low interest of PWDs in participating cultural life activities. These 

private decisions of PWDs however have a strong link with external factors like attitude of 

the general masses, poor economic standings and accessibility problems to restrict 

inclusion of PWDs in cultural life activities. The positive Tau-b value, however show that 

improvement of social inclusion of PWDs in society required strong interventions to make 

them feel powerful and worthy persons of society and take their private decisions on 

cultural participation with freedom. Misener (2014) stated that personal will of PWDs to 

participate in community activities is important where community members assist their 

inclusion in the process. The PWDs however, are reluctant to shoulder the responsibility 
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associated with such decisions (Misener 2014). Therefore, non-participation doesn’t 

always means social exclusion, as it occurs when people want to participate but can’t 

(Kasiram & Subrayen, 2013; and Spaaij et al., 2014). If the PWDs start understanding their 

daily personal tasks such as cooking, personal assistance and companionship for family 

members, their chances of inclusion are enhanced (Care Alliance, 2015).    

Furthermore, the results portrayed that for all those PWDs who along with their 

friends choose to participate in cultural activates that they want to do were socially 

included, compared to 26 percent of those who didn’t participate. The results highlighted 

high significant (P=0.000) and positive (Tb=0.299) association between PWDs and their 

friends choose to participate in cultural activates that they want to do and social inclusion. 

Similarly, the study results revealed that for those PWDs whose were treated fairly in 

starting a family or having children 61.2 percent were socially included, compared to 28.9 

percent of those who were treated unfairly while starting family or having children. 

Treating PWDs fairly while staring family or having children had significant (P=0.000) 

and positive (Tb=0.208) associated with social inclusion. Group activities are beneficial in 

encouraging PWDs to develop and polish their decision making skill and their 

wholehearted participation and communal activities. The PWDs generally are the followers 

of their peer groups and have common choice in activities as the other members of 

friendship group have. The PWDs, therefore, despite of their disabilities, develop their 

decision making abilities, start personal preferences and making choices. Involvement of 

group into cultural activities provided platform for PWDs participation in cultural activities 

and enhanced their social inclusion. There, however are some rare social barriers posed to 

the marriage of PWDs. The PWDs because of their disability, poverty, unemployment and 

associated factors stand at the lowest social statuses. It is hard for them to find a spouse 

and get married due to these reasons. Therefore, majority of them remained unmarried and 

cannot establish their family. However, there are stories of successful marriages and 

families with PWDs as household heads. The overall effect of participation in group 

activities and establishing successful families reflect social inclusion of PWDs. Group 

involvement in communal activities help in accommodating individual needs of all 

participants including PWDs to enjoy the same experience as members without disability 

(Asselt et al., 2015). In addition, participation in available group activities enhances social 
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inclusion of PWDs (Daley et al., 2018) due to their group interaction (Wiesel and Bigby, 

2016). Physical disability is the major hurdle in getting married by PWDs (Nagata, 2003) 

as if they are held to be asexual (Peta, 2017). It is also a common fear that children of 

PWDs could also be disable (Alexander and Gomez, 2017: Addlakha et al., 2017; and 

Pattberg, 2017) and their becoming of parent is actively discouraged (Barker & Maralani, 

1997). It is difficult for PWDs to start a family, to get married, and become parent etc. 

(Milačić-Vidojević et al., 2017). A common stereotype and stigma associate with PWDs as 

that they can’t perform normal social fuction required for a family life (Lewis, 2000; and  

Addlakha et al., 2007) hence, less likely to get married (Watson & Nolan, 2011). Instances 

of successful marriage and productive family lives are there in the PWDs that highlight 

their possible social inclusion (Watson & Nolan, 2011). 

Furthermore, the study finding highlighted that all those PWDs who were satisfied 

from their participation in cultural activities 66.7 percent were socially included, compared 

to 27.9 percent of those who were not satisfied from their participation. Association of 

satisfaction from participation in cultural activities was found highly significant (P=0.000) 

and positive (Tb=0.260) with social inclusion of PWDs. Cultural participation is the 

combination of personal will of individual to get involved into normal societal functions 

and restriction from the society to allow or disallow them from participation. The overall 

satisfaction of PWDs in this respect ensures their social inclusion as evident from positive 

Tau-b value. McConkey et al (2017) found that it is not a matter of living inside a 

community to become a productive member. It is the social support from the people that 

encourages PWDs in satisfactory culture participation and their social inclusion.  

In addition, 50 percent of the respondents who were socially included claimed that 

they were member of sports team, compared to 31.8 percent of those who were not 

member of any sport team.  The results highlighted non-significant (P=0.188) and weak 

positive (Tb=0.055) association between membership of any sports team and social 

inclusion of PWDs. Moreover, 31.8 percent of all those respondents who were socially 

included reported that they took part in religious activities /events, compared to 33.7 

percent of those socially included who don’t take part in religious activities /events. A non-
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significant (P=0.400) and negative (Tb=-0.17) association was found between participation 

of PWDs in religious activities/events and social inclusion. 

The prevailing rural culture is accommodative for PWDs by providing them 

frequent and free of cost opportunities in terms of participating festivals and rituals and 

localized leisure activities. However, the cultural activities that required financial inputs 

and travel to participate are seldom available to PWDs; same is the case of participation in 

communal and voluntary activities. The hobbis, communal and voluntary activities that are 

exercised in group and are free of cost are participated more by PWDs. Conversely, the 

individual hobbies with unfavorable communal support and high economic expenses are 

least preferred and participated in cultural life by the PWDs. Moreover, societal attitude 

towards marriage and establishment of family life is unsatisfactory due to stereotype and 

stigma linked with disabilities. In the nutshell participation in cultural life opportunities are 

limited for PWDs. However, those who avail these limited opportunities of participation in 

cultural life are more likely to be socially included.  
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Table-4.32.  Association between participation in cultural life and social inclusion of 
PWDs  

Attributes Attitude Social Inclusion of PWDs Statistics 
Socially 
excluded  

Socially 
included  

Total 

You take part in festivals and 
rituals (weddings, funerals, 
religious festivals, fares etc.) 

Yes 197 (60.2) 130 (39.8) 327 (100) X2= 26.119 
P= 0.000 

Tau-b= 0.231 
No 134 (83.2) 27 (16.8) 161 (100) 

You are involved in leisure 
activities (folk Music, Picnic etc.) 

Yes 34 (49.3) 35 (50.7) 69 (100) X2= 12.676 
P= 0.000 

Tau-b= 0.161 No 297 (70.9) 122 (29.1) 419 (100) 
    

You participate in hobbies, art and 
craft 

Yes 37 (42.0) 51 (58.0) 88 (100) X2= 32.704 
P= 0.000 

Tau-b= 0.259 
No 294 (73.5) 106 (26.5) 400 (100) 

You are involved in a range of 
opportunities related community 
groups, clubs or organizations that 
are available in your area? 

Yes 8 (11.6) 61 (88.4) 69 (100) X2= 116.455 
P= 0.000 

Tau-b= 0.489 No 323 (77.1) 96 (22.9) 419 (100) 

You participate in available 
voluntarily activities 

Yes 52 (49.1) 54 (50.9) 106 (100) X2= 21.866 
P= 0.000 

Tau-b= 0.212 No 279 (73.0) 103 (27.0) 382 (100) 

Your friends and you choose to 
participate in cultural activities 
that you want to do. 

Yes 29 (36.2) 51 (63.8) 80 (100) X2= 43.725 
P= 0.000 

Tau-b= 0.299 
No 302 (74.0) 106 (26.0) 408 (100) 

Have you been treated fairly in 
starting a family or having children?  

Yes 19 (38.8) 30 (61.2) 49 (100) X2= 21.068 
P= 0.000 

Tau-b= 0.208 No 312 (71.1) 127 (28.9) 439 (100) 

You are satisfied from your 
participation in cultural activities 

Yes 18 (33.3) 36 (66.7) 54 (100) X2= 33.108 
P= 0.000 

Tau-b= 0.260 No 313 (72.1) 121 (27.9) 434 (100) 

You participate in religious 
activities/events 

Yes 262 (68.2) 122 (31.8) 384 (100) X2= 0.133 
P= 0.400 

Tau-b= -0.17 No 69 (66.3) 35 (33.7) 104 (100) 

You are member of any sports 
team 

Yes 5 (50.0) 5 (50.0) 10 (100) X2= 1.487 
P= 0.188 

Tau-b= 0.055 
No 326 (68.2) 152 (31.8) 478 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents. 
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4.3.9  Association between access to mobility and transport services with social 
inclusion of PWDs 

 The variable of mobility and transport services is related to movement of PWDs 

within their home, at neighborhood or travel to distant location. The PWDs due to physical 

disabilities have somewhat different needs to do normal activities as the other people do. 

Therefore, they need assistance in terms of physical help, training, psychological support, 

assistive devices and other favored facilities at household, community and society levels. 

Access to mobility and transport services encompassed a range of factors that affect social 

inclusion. It is quite difficult to examine the actual predictability of a single attribute on 

social inclusion of PWDs. Therefore, the variable of access to mobility and transport 

services was restricted to 10 appropriate attributes to ascertain its association with social 

inclusion of PWDs. Results on experience of PWDs about access to mobility and transport 

services and their association with social inclusion of PWDs is given in Table-4.33 and 

explained below. 

 Results in Table-33 unveiled that for all those PWDs for whom mobility at 

home/community was not a big problem 67.3 percent were socially included, compared to 

28 percent of those for whom mobility at home /community was a problem. Association of 

mobility at home/community was not a big problem was highly significant (P=0.000) and 

positive (Tb =0.260) with social inclusion. Similarly, for all those PWDs who have access 

to assistive devices that they needed for their mobility 48.3 percent were socially included, 

compared to 30 percent of those who didn’t have access to these assistive devices.. The 

association access to assistive devices was significant (P=0.005) and positive (Tb=0.127) 

with Social inclusion of PWDs. Moreover, all those PWDs for whom the toilet/bathroom 

of their dwelling made it easy for them to use it 46.7 percent were socially included, 

compared to 11.4 percent of those for whom the toilet/bathroom of their dwelling didn’t 

make it easy for them to use. A highly significant (P=0.000) and positive (Tb=0.371) 

association was found between the toilet/bathroom of PWDs dwelling made it easy for 

them to use it and social inclusion. Houses are the prime places of care, affection, 

sympathetic and cordial relations for the members belonging to any society in the world. 

This is because of the family members, the closest and strongest in-group, found 
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universally. Any isolated and excluded person finds their refuge at their family. Despite of 

the cordial relations the facilities provided at family level, again, depends upon the 

financial status of a family. The same is true for the remotely located traditional families to 

which the respondent PWDs belonged. For PWDs at home, one of their major concerns is 

to move around at home and could use the basic daily needs like toilet and bathroom etc. 

The family members supported their PWDs members physically to move around or use 

washroom facilities etc. However, in most cases the disable persons were not provided any 

assistive devices like wheelchair, walking grills or other washroom facilities required at 

home, except only a few of them. It was observed that despite of attention and care to 

needs of PWDs their satisfaction with respect to their movement around at home and using 

household facilities was not up to the mark and compelling for their social exclusion. Only 

a limited number of those PWDs who were satisfied from their mobility, utilization of 

household facilities and provision of assistive devices at home and were socially included 

as evident from a high significant and positive Tau-b value of above result. Poverty is the 

main constraining factor due to which the houses are not constructed taking into 

consideration the needs of PWDs. Moreover, there is no future provision for amending 

house construction for new entrant PWDs (Wolanin and Steele, 2004; and UNICEF, 2012). 

The stairs can’t be navigated and the doors are difficultly opened by the PWDs (Gal et al., 

2010) that create physical barriers to their mobility (Howell and Lazarus, 2003). The 

within home environmental barriers overpower the PWDs-families cordial relations and 

promote their social exclusion (Schulze, 2011) as the PWDs remain unable to meet their 

friends and other community members due to building barriers and lack of assistive 

devices (Green & Jackson, 2011). The assistive devices are meant to bring PWDs equal to 

normal societal members (WHO, 2011) and ensure access to human rights, participation, 

education, work, services and overall social inclusion of PWDs (Magnusson et al., 2014). 

However, sufficient provision and successful working of these devices is still a big 

problem (Maart and Jelsma, 2013). Stark (2001), therefore emphasized on designing and 

modifying the daily use items of PWDs to eliminate their mobility barriers (Tan et al., 

2013; Áfio et al,, 2016; and United Nation, 2018).  
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 The results further showed that for all those PWDs for whom the layout of places in 

the community (streets/roads/paths) made it easy to access these places 59.2 percent were 

socially included, compared to 29.2 percent of those for whom the layout of places were 

not easily accessible for them. The results highlighted highly significant (P=0.000) and 

positive (Tb=0.193) association among layout of places in the community 

(streets/roads/paths) made it easy accessible for PWDs and social inclusion. Furthermore, 

the study results revealed that all those PWDs for whom places of worship made it easy for 

them to worship 38 percent were socially included, compared to 28.6 percent of those who 

regular places of worship didn’t made it easy for them to worship. Ease in access to 

worship places was significantly (P=0.020) and positively (Tb=0.098) associated with 

social inclusion. Neighborhood is defined as the household opportunity to which mutual 

help is extended. The neighborhood provided basis for establishment of community as the 

basic community needs like market, schools, banks, parks and worship places etc. are 

constructed at close proximity of neighborhood. Rural areas of developing nations, in 

general, don’t follow the planning codes of designs and construction. As a result most of 

these communal needs are placed at highly congested areas with poor accessibility plans. 

For PWDs there are no sitting places, appropriate passages and waiting areas in these 

community use areas. Moreover, due to insufficient provision of mobility, abulution and 

required prayer facility the PWDs also face problem during their worship. Overcoming 

accessibility problems at community level can heighten the social inclusion of PWDs as 

highlighted from positive Tau-b value. Modern architecture of community buildings is 

based on the requirement of diverse people, so as to enhance the living and working 

condition of all sorts of people (Chard & Couch, 1998). However, implementation of these 

friendly architecture designs is negligible in poor countries like Pakistan that lead to poor 

social inclusion of PWDs in wider society (Stanley and Stanley, 2004). Religious practices 

provide spiritual support to PWDs and their families. Therefore, the PWDs have high 

desire for participating prayers and other religious rituals, especially those that are 

practiced collectively at mosque or churches etc. The religious organization is also a hub 

for providing social support to under deprived segment of society like PWDs (Rahim et al., 

2014). Therefore, religious leader are the necessary ingredient of any reform process meant 

for social inclusion of any segment of society including PWDs (WHO, 2011). The design 
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of infrastructure of religious places should be designed to facilitate utilization of provided 

facilities like toilet, parking, abulution places and prayers with ease, especially for PWDs 

(Kadir and Jamaludin, 2012). 

 Moreover, the study results unveiled that for all those PWDs who were able to use 

transport needed in their everyday life 75.8 percent were socially included, compared to 

25.8 percent of those who were not able to use transport.  PWD’s ability to use transport 

services needed in their everyday life had a highly significant (P=0.000) and positive 

(Tb=0.356) association with social inclusion of PWDs.  Furthermore, the results revealed 

that for all those PWDs for whom bus stop have sufficient facilities to wait for move on/off 

and transport 84.1 percent were socially included, compared to 27 percent of those for 

whom these facilities were insufficient.  The association of bus stop have sufficient 

facilities to wait for bus and transport move on/off was found high significant (P=0.000) 

and positive (Tb=0.350) with social inclusion of PWDs. In addition, for those PWDs who 

did not fear that they might not exit at correct stop 56.2 percent were socially included, 

compared to 29.5 percent of those who were concerned that they might not exit at correct 

stop. The results highlighted highly significant (P=0.000) and positive (Tb=0.170) 

association between PWDs not concerned that they may not exit at correct stop and social 

inclusion of PWDs. The PWDs, being human, have similar needs and aspiration as a 

normal person do. However, they require special support and help due to their physical 

disability. Due to disability requirements the PWDs have to frequently visit the hospital, 

clinics and rehabilitation centers. Alongside, they need special transport facilities, waiting 

rooms and get on/off facilities that a normal person don’t. In majority cases, the 

availability of transportation facility was unsatisfactory as these didn’t match the 

requirements of PWDs. The poor PWDs travelled as the normal passenger did. Those who 

were well-off rented private vehicles exclusively for themselves or owned their personal 

cars to travel in. Therefore, a strong link existed in accessing to transport and social 

inclusion of PWDs, as those who were satisfied from their access to transport facilities in 

terms of availability of vehicles, bus stops and seats, and move on and off the vehicle were 

more socially included (Positive Tau-b value). For Casas (2007) access to transport is 

essential requirements for actualizing basic needs like education, health care and access to 
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goods and services (Preston and Rajé, 2008). Provision of transport facilities at developed 

nations has brought revolutionary changes in living standards of PWDs (O’Neill and 

O’Mahony, 2005; and Lodovici and Torchio, 2015). Clery et al (2017) found that the use 

of transport facilities was significantly low among PWDs than normal person that reduce 

their quality of life and subjected them to social exclusion (Cvitkovich & Wister, 2001). 

Non-adoption of transport system according to the disability needs of PWDs was the main 

reason for non-satisfaction of PWDs towards transport facilities (Geurs and Wee, 2004; 

and Lucas & Currie, 2012). A user friendly public transport system in terms of 

accessibility to bus stops and facilities of getting in and out of transport at appropriate 

stops is important (Gopinath & Kuang, 2012; Cheng and Chen, 2015; and Yatskiv et al., 

2017). These facilities improve PWDs participation in routine life and their social 

inclusion (Abreha, 2007; Addo, 2014; and Enoch, 2018).   

 Moreover, the results portrayed that for all those PWDs who don’t face difficulty in 

paying fare 39.2 percent were socially included, compared to 29.9 percent of those who 

face difficulty in paying the fare. The results highlighted significant (P=0.039) and positive 

(Tb=0.086) association between paying fare and social inclusion. Financial status is an 

important ingredient in elucidating the social inclusion or exclusion of PWDs in accessing 

transport facilities. Due to poverty it is hard for PWDs to pay the fare and travel in decent 

transport facility. The national and provincial governments of Pakistan and Khyber 

Pukhtunkhwa respectively have offered concession to PWDs on their fare in all type of 

transport facility. For this purpose special cards are issued to PWDs to entitle them to these 

facilities. However, due to unawareness or cumbersome administrative procedure these 

facilities were unsatisfactorily availed by the PWDs and hence most of them face the 

problem in paying the fare. Concession in transport fare is meant for PWDs mobility 

(Enoch, 2018) and has substantial inclusionary effects in mainstreaming the PWDs (Addo, 

2014) 

 Furthermore, the study finding highlighted that all those PWDs whose access to 

shop, banks and post office make it easy for them 50 percent were socially included, 

compared to 31.5 percent of those who access to these services didn’t make it easy to use 

by them.  Association of community services (shops, banks and post office etc.) make it 
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easy for PWDs to use them was found non-significant (P=0.085) and positive (Tb=0.075) 

with social inclusion of PWDs.  

 The PWDs, for most of their life, are restricted to their homes, to their rooms and 

even to their beds. The family faces this responsibility by providing indoor mobility 

facilities by deploying of fulltime helper to PWDs along with assistive devices and 

restructuring the basic use facilities at home. The community, on the other side responded 

by providing and easing off the neighborhood mobility related needs at religious places, 

markets and park etc. The state is directly or indirectly involved in providing transport 

facilities or its accessories for long distance transportation. These include provision of bus 

stops and vehicles according to PWDs requirements within their economic range. The 

PWDs were somewhat satisfied from these familial, communal and societal facilities 

relating to their mobility and transport. However, these facilities needed planned and 

positively directed improvement to enhance the social inclusion of PWDs to a greater 

extent. 
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Table-4.33.  Association between access to mobility and transport services and  

  social inclusion of PWDs  

Attributes Attitude Social Inclusion of PWDs Statistics 
Socially 
excluded  

Socially 
included  

Total 

Mobility at home/community is 
not a big problem 

Yes 17 (32.7) 35 (67.3) 52 (100) X2= 32.926 
P= 0.000 
Tau-b= 0.260 

No 314 (72.0) 122 (28.0) 436 (100) 

You have been able to access 
assistive devices that you needed 
for your mobility 

Yes 30 (51.7) 28 (48.3) 58 (100) X2= 7.822 
P= 0.005 
Tau-b= 0.127 No 301 (70.0) 129 (30.0) 430 (100) 

The toilet/bathroom of your 
dwelling makes it easy for you to 
use it?  

Yes 153 (53.3) 134 (46.7) 287 (100) X2= 67.300 
P= 0.000 
Tau-b= 0.371 No 178 (88.6) 23 (11.4) 201 (100) 

The layout of places in the 
community made it easy for you to 
access them (streets/roads/paths) 

Yes 20 (40.8) 29 (59.2) 49 (100) X2= 18.212 
P= 0.000 
Tau-b= 0.193 

No 311 (70.8) 128 (29.2) 439 (100) 

Your regular places of worship 
make it easy  for you to worship 

Yes 116 (62.0) 71 (38.0) 187 (100) X2= 4.667 
P= 0.020 
Tau-b= 0.098 No 215 (71.4) 86 (28.6) 301 (100) 

You have been able to use 
transport  needed  in  your 
everyday life 

Yes 15 (24.2) 47 (75.8) 62 (100) X2= 61.968 
P= 0.000 
Tau-b= 0.356 No 316 (74.2) 110 (25.8) 426 (100) 

Bus Stop have sufficient facilities 
to wait for bus and transport move 
on/off 

Yes 7 (15.9) 37 (84.1) 44 (100) X2= 59.738 
P= 0.000 
Tau-b= 0.350 No 324 (73.0) 120 (27.0) 444 (100) 

You are not concerned that you 
might not exit at correct stop 

Yes 21 (43.8) 27 (56.2) 48 (100) X2= 14.143 
P= 0.000 
Tau-b= 0.170 No 310 (70.5) 130 (29.5) 440 (100) 

You don’t have difficulty in 
paying the fare 

Yes 73 (60.8) 47 (39.2) 120 (100) X2= 3.568 
P= 0.039 
Tau-b= 0.086 

No 258 (70.1) 110 (29.9) 368 (100) 

The shops, banks and post office 
etc.) make it easy for you to use 
them 

Yes 9 (50.0) 9 (50.0) 18 (100.0) X2= 2.722 
P= 0.085 
Tau-b= 0.075 

No 322 (68.5) 148 (31.5) 470 (100) 

 Number in table represent frequencies and number in parenthesis represent 
percentage proportion of respondents. 
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4.4  Multivariate analysis of indexed independent and dependent variables 
controlling gender, family type, education status, family monthly income and 
level of disability of the respondents 
 

 Multivariate results of indexed independent and dependent variables while 

controlling gender, family type, education status, family monthly income and level of 

disability of the respondents are given in this section. In this way it is ascertained that the 

association of independent and dependent variable was influenced by these control 

variables or not. The results are discussed as below.  

4.4.1  Association between ignorance to law and social inclusion (controlling gender 
of the respondents) 

 

 Results in Table- 4.34 revealed that for all those female PWDs who were aware of 

law 75 percent were socially included, compared to 21.4 percent those who were ignorant 

to law.  Similarly, for all those male who were aware of laws for PWDs 86.3 percent were 

socially included, compared to 27.9 percent of those who were ignorant to law. The 

influence of Ignorance to law on social inclusion of PWDs in context of respondents 

gender showed negative (Tb=-0.245) and significant association (P=0.002) for female 

respondents. However, the association of the above said variables was negative (Tb=-

0.461) and highly significant (P=0.000) for male. Value of level of significance and Tb for 

entire table show a highly significant and negative association (P=0.000 & Tb=-0.417) 

between ignorance to law and social inclusion for both genders. The results of Kendal Tb 

and chi square significance values depicted spurious relation among ignorance to law and 

social inclusion of PWDs while controlling respondent’s gender. The results highlighted 

that male PWDs were more socially excluded due to ignorance to law then female.  

 In a patriarchal society, as in the study area, there is clear division of labor based on 

gender. The male are ranked on higher status and allocated with responsibilities outside 

home. Such responsibilities are considered as masculine role and mostly related to 

breadwinning activities. Women are supposed to perform indoor feminine tasks related to 

housekeeping and child care. The same is true for the PWDs to follow the gender based 

division of tasks and responsibilities. As a result the male PWDs are highly exposed to 

interaction outside home and are being discriminated at a higher rate than female on the 



196 

grounds of ignorance to law, hence more liable to social exclusion. It was also observed 

that the male PWDs were more active to secure their social and economic rights whereas 

the female PWDs were restricted to their homes. As a result the males were more likely to 

face the problem of discrimination due to ignorance to law then females. Moreover, a 

culturally based strong sense of protection to female PWDs at home was the additional 

reason that reduced the negative effect of ignorance to law and subsequent low level of 

social exclusion in them then males. Grech (2009) also noticed that despite of development 

in human rights protection through promulgation of laws, the PWDs remain 

disproportionally marginalized in mainstream development. However, according to the 

author, the marginalization was evident when compared on the basis of gender and 

ethnicity as women were at high risk of exclusion due to their disability and ignorance to 

law. The findings of Egüez-Guevara & Andrade (2015) also contradicted these results as 

they reported the high negative influence of unawareness to law on female PWDs then 

male. Therefore, special attention is needed to protect PWDs of both genders against 

discriminatory laws (Sue, 2010; Keller and Galgay, 2010; and Mostafa, 2013), ensure their 

greater socio-economic participation and social inclusion (Park, 2017). 

Table 4.34  Association between Ignorance to law and social inclusion of PWDs 
while controlling Gender 

 

Gender Ignorance to 
Law 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Ignorant to law 154 (78.6) 42 (21.4) 196 (100) χ2= 12.260 
P= 0.002 
Tb= -0.245 

χ2= 85.009 
P=0.000 
Tb= -0.417 

Aware of law 2 (25.0) 6 (75.0) 8 (100) 
Total 156 (76.5) 48 (23.5) 204 (100) 

Male Ignorant to law 168 (72.1) 65 (27.9) 233 (100) χ2= 60.294 
P=0.000 
Tb= -0.461 

Aware of law 7 (13.7) 44 (86.3) 51 (100) 
Total 175 (61.6) 109 (38.4) 284 (100) 

4.4.2 Association between denial of basic human rights and social inclusion 

(controlling gender of the respondents) 

 Results in Table-4.35 show that for all those female PWDs whose basic human 

rights were admitted 48.4 percent were socially included, compared to 19.1 percent those 

whose basic human rights were denied. Likewise for all those male PWDs whose basic 
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human rights were admitted 61.7 percent were socially included, compared to 24.3 percent 

of those whose basic human rights were denied. The influence of denial of basic human 

rights on social inclusion of PWDs in context of respondents gender showed negative 

(Tb=-0.248) and significant association (P=0.001) for females. The association of the 

above said variables was also negative (Tb=-0.373) and highly significant (P=0.000) for 

male respondents. Values of level of significance and Tb for entire table show highly 

significant (P=0.000) and negative (Tb=-0.357) association between denial of basic human 

rights and social inclusion of PWDs for both genders. The results of Kendal Tb and chi 

square significance values showed spurious relation among denial of basic human rights 

and social inclusion of PWDs while controlling respondents’ gender. The results 

highlighted that the male were more prone to social exclusion because of denial of their 

basic human rights. Therefore, the male are more at risk for social exclusion than female as 

evident from the frequency distribution and test results.  

 In Pakhtun culture women were treated with more respect and receive positive 

response at the time of need/problem. Due to these factors the female were slightly more 

socially included, as compared to male, as indicated by the study results. It is pertinent to 

mention that feminist critique of human rights has prospered and highlighted many gaps 

and weaknesses in the concept and practice of human rights that are of disadvantage to 

women. It is argued that human rights are based on specific norms and values which 

mostly correspond to the experience of men: ‘Some women’s advocates have criticized 

rights discourse as inherently gendered that is, rights discourse protects that which matters 

most to men. As a corollary, it has been argued that the rights discourse matters most to 

those women whose lives are most like men’s lives (Stark, 2009). Therefore, those women 

who refuse gender based work distribution have less feeling of being discriminated. The 

women remain ignorant of their unpaid voluntary contribution at family level and grateful 

to the protecting role of males (Lacey, 2004) that promote structure of discrimination 

(Charlesworth, 1994; and Reilly, 2009). The structural barriers are considered as 

mechanisms of conformity and satisfaction of female as they upkeep male superiority 

(Reilly, 2009). Male superiority and self-subordination is internalized and cherished by 

majority female that they are happy with existing state of basic human rights than males. 

On the other side an important gender based discrimination in the state of human rights 
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will have more positive and inclusionary effects on males then females (UN, 2003; and 

Reilly, 2009) 

Table 4.35  Association between denial of basic human rights and social inclusion 
of PWDs while controlling Gender 

 

Gender Denial of 
basic human 
rights 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Denial of basic 
human rights 

140 (80.9) 33 (19.1) 173 (100) χ2=12.553  
P=0.001 
Tb= -0.248  

χ2= 62.030 
P= 0.000 
Tb= -0.357 Admittance to 

basic to basic 
human rights 

16 (51.6) 15 (48.4) 31 (100) 

Total 156 (76.5) 48 (23.5) 204 (100) 
Male Denial of basic 

human rights 
134 (75.7) 43 (24.3) 177 (100) χ2= 39.417 

P= 0.000 

Tb= -0.373 
Admittance to 
basic to basic 
human rights 

41 (38.3) 66 (61.7) 107 (100) 

Total 175 (61.6) 109 (38.4) 28400) 

4.4.3  Association between self-determination and social inclusion (controlling 
gender of the respondents) 
 

 Results in Table-4.36 portrayed that for all those female respondents who have high 

self-determination 43.2 percent were socially included, compared to 10.6 percent those 

who have low self-determination.  On the other side, for all those male PWDs who have 

high self-determination 58.9 percent were socially included, compared to 15 percent of 

those who have low self-determination. The influence of self-determination on social 

inclusion of PWDs in context of respondents gender showed positive (Tb=0.377) and 

highly significant association (P=0.000) for female. Moreover, the association of the above 

said variables was positive (Tb=0.450) and highly significant (P=0.000) for male. Value of 

level of significance and Tau-b for entire table show a highly significant (P=0.000) and 

positive association (Tb=0.434) between self-determination and social inclusion for both 

genders. The results of Kendal Tb and chi square significance values depicted spurious 

relation among self-determination and social inclusion while controlling gender. The 
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results highlighted that self-determination influenced social inclusion of male PWDs more 

positively compared to female.  

 Self-determination is an important trait to gain and retain superior socio-economic 

ranks. Therefore, in patriarchal societies the male are specifically trained in this important 

leadership trait. Conversely, female are trained in obedience and following male decision. 

Therefore, the positive inclusionary effects of social determination are comparatively high 

on male respondents than female. The self-determination theory explains that the 

individual’s self-determination is affected by the extent to which a person’s fundamental 

needs for competence, autonomy, and relatedness are fulfilled or satisfied. Competence 

reflects how a person’s behavior is effective and how a person feels that he or she has 

adequate ability. Autonomy, in turn, represents a person’s need to be the originator of his 

or her behavior and to control that behavior. The third need for relatedness reflects the 

necessity to feel a secure sense of belonging or connectedness to others. Thus, the 

confidence in oneself and sense of autonomy shape the self-determination that enables the 

PWDs to decide all major and minor issues in their lie with least influence from external 

resources (Rotter, 1966; Keenan and McBain, 1979; and  Nielsen and Einarsen, 2018). If 

these needs are met, they have a positive effect on an individual’s well-being and quality of 

motivation (Deci & Ryan, 2000; Ryan & Deci, 2008). Some studies, however, also suggest 

differences in motivation relating to gender. For example, Vallerand et al. (1997) found 

that girls display a more self-determined, motivational profile than boys. . Other studies 

suggested that female students felt less competent than their male counterparts (Deci & 

Ryan, 2000; Levesque, Zuehlke et al., 2004; and Katz et al., 2006). Women could display a 

more self-determined motivational profile than men in a range of life activities if provided 

with appropriate opportunities. However, Soresi et al (2004) found that men tended to 

show a higher level of self-determination than women, and therefore, were more satisfied 

and socially included. 
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Table 4.36 Association between self-determination and social inclusion of PWDs 
while controlling gender 

 

Gender self-
determination 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Low self 
determination 

110 (89.4) 13 (10.6) 123 (100) χ2= 28.918 
P=0.000 
Tb=0.377 

χ2=91.741 
P=0.000 
Tb=0.434 High self 

determination 
46 (56.8) 35 (43.2) 81 (100) 

Total 156 (76.5) 48 (23.5) 204 (100) 
Male Low self 

determination 
113 (85.0) 20 (15.0) 133 (100) χ2=57.632 

P=0.000 
Tb=0.450 High self 

determination 
62 (41.1) 89 (58.9) 151 (100) 

Total 175 (61.6) 109 (38.4) 28400) 

4.4.4 Association between access to adequate health services and social inclusion 
(controlling gender of the respondents) 

Results in Table-4.37 revealed that for all those female PWDs who have good 

access to health services14.3 percent were socially included, compared to 23.9 percent of 

those who have poor access to health services.  Similarly, for all those male PWDs who 

have good access to health services 100 percent were socially included, compared to 31.1 

percent of those who have poor access to health services. The influence of access to health 

on social inclusion of PWDs in context of respondents gender showed negative (Tb=-

0.041) and non-significant (P=0.480) association for female. However, the association of 

the above said variables was positive (Tb=0.435) and highly significant (P=0.000) for male. 

Value of level of significance and Tb for entire table show a highly significant (P=0.000) 

and positive association (Tb=0.316) between access to health and social inclusion for both 

genders. It was depicted from Kendal Tb values and chi square significance values that the 

effects of access to health on the social inclusion of PWDs were spurious while controlling 

gender of the respondents. The results show that male PWDs were more included with 

respect to access to health in the study area.  

 Access to health requires high economic and social inputs. However, when the 

economic resources are limited the idea of prioritization and performance becomes 
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obvious, where the male is a clear priority in availing limited resources in almost all 

patriarchal societies. As a result, the man gets preferential treatment in accessing health 

facilities than female and exhibit high positive inclusion in this regard. The structural 

barriers posed to the female mobility are the additional reasons for restricting female from 

availing access to health facilities and therefore remain socially excluded in the study area. 

Allerton & Emerson (2012) advocated that due to higher health care needs of PWDs, 

provision of health care facilities to them should be a high priority. To the dismay, the 

PWDs couldn’t achieved their potential due to insufficient health facilities for them 

(Maclachlan, 2011) and inequalities in access to health facilities (Shah & Priestley, 2001; 

Liaison, 2007; and Al-Jadid, 2013). The state of female PWDs in this regard is worst 

(Smith, 2008; and Sakellariou and Rotarou, 2017) especially those from poor families 

(Gideon, 2012; and Gibson & Mykitiuk, 2012). Therefore, the female PWDs living in poor 

state of health (Smith; 2008; and Boerma et al., 2012) remained depended on others 

throughout their life and are socially excluded (Mall and Swartz, 2012).  

Table 4.37  Association between access to adequate health services and social 
inclusion of PWDs while controlling gender 

Gender access to 
health 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Poor access to 
health services 

150 (76.1) 47 (23.9) 197 (100) χ2= 0.344 
P= 0.480 
Tb= -0.041 
 

χ2= 48.871 
P= 0.000 
Tb= 0.316 Good access to 

health services 
6 (85.7) 1 (14.3) 7 (100) 

Total 156 (76.5) 48 (23.5) 204 (100) 
Male Poor access to 

health services 
175 (68.9) 79 (31.1) 254 (100) χ2= 53.854 

P= 0.000 
Tb= 0.435 Good access to 

health services 
0 (0.0) 30 (100) 30 (100) 

Total 175 (61.6) 109 (38.4) 284 (100) 

4.4.5 Association between access to education and social inclusion (controlling 

gender of the respondents) 

 Results in Table-4.38 show that for all those female PWDs who have good access 

to education 57.1 percent were socially included, compared to 22.3 percent those having 
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poor access to education.  Similarly, for all those male PWDs who have good access to 

education 65 percentwere socially included, compared to 31.2 percent of those having poor 

access to education. The influence of access to education on social inclusion of PWDs in 

context of gender of the respondents showed positive (Tb=149) and significant (P=0.05) 

association for female. Similarly, the association of the above said variables was positive 

(Tb=0.283) and highly significant (P=0.000) for male. Value of level of significance and Tb 

for entire table show a highly significant (P=0.000) and positive association (Tb=0.273) 

between access to health and social inclusion for both gender. It is depicted from Kendal 

Tb values and chi square significance values that the effects of access to education on the 

social inclusion of PWDs were spurious while controlling gender of the respondents. The 

results show that access to education effect social inclusion more positively for male 

PWDs. 

 Education is an important development indicator and a major Sustainable 

Development Goal (SDG). The PWDs, due to their disability require special care, high 

investment and special assistive devices to acquire education. The PWDs, especially their 

females, are far behind the normal societal members in achieving quality education due to 

economic, social and technical reason. Educating a healthy member is the top priority of a 

family. The PWDs are educated afterworld if the education facilities are free or families 

have sufficient saving. Once again education of male PWDs is on priority than female 

PWDS. As a result the access to education is having more inclusionary effects on male 

than female PWDs. Mahapatra (2016) also mentioned of SDG-4 to promote discrimination 

free education for all including PWDs by 2030 for their proper mainstreaming. Otherwise 

the PWDs will not only lag behind in education (Rousso, 2001) but also will face high 

unemployment and hence socially excluded (Tran, 2017). Bélanger and Liu (2008) 

reported insufficient education facilities for PWDs especially for females in terms of 

number of schools, qualified teachers, educational material and infrastructure according to 

their requirements. It is unbecoming for poor families to educate their disable children and 

protect their future.   
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Table 4.38  Association between access to education and social inclusion of PWDs 
while controlling gender 

 

Gender access to 
education 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Poor access 
to education 

153 (77.7) 44 (22.3) 197 (100) χ2=4.552 
P=0.05 
Tb=0.149 

χ2=36.460 
P=0.000 
Tb=0.273 Good access 

to education 
3 (42.9) 4 (57.1) 7 (100) 

Total 156 (76.5) 48 (23.5) 204 (100) 
Male Poor access 

to education 
154 (68.8) 70 (31.2) 224 (100) χ2=22.793 

P=0.000 
Tb=0.283 Good access 

to education 
21 (35.0) 39 (65.0) 60 (100) 

Total 175 (61.6) 109 (38.4) 28400) 

4.4.6  Association between access to employment opportunities and social inclusion 
(controlling gender of the respondents) 

 Results in Table-4.39 highlighted that for all those female PWDs who have access 

to employment opportunities, 33.3 percent were socially included, compared to 23.2 

percent those having poor access to employment opportunities.  Similarly, for all those 

male who have good access to employment opportunities 100 percent were socially 

included, compared to 33.7 percent of those who have poor access to employment 

opportunities. The influence of access to employment opportunities on social inclusion of 

PWDs in context of gender of the respondents showed positive (Tb=0.040) and non-

significant association (P=0.432) for female. However, the association of the above said 

variables was positive (Tb=0.349) and highly significant (P=0.000) for male. Value of level 

of significance and Tb for entire table show a highly significant and positive association 

(P=0.000 & Tb=0.266) between access to employment opportunities and social inclusion 

for both genders. The results of Kendal Tb and chi square significance values showed 

spurious relation between access to employment opportunities and social inclusion of 

PWDs while controlling gender. The results depicted that access to employment 

opportunities have vivid positive effects on the social inclusion of male PWDs than 

female.  
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 The obvious explanation for this result is that the female were engaged in indoor 

activities like, cooking, rearing and caring of children and other family members due to 

dominant patriarchal system. In general the access of female was limited in outdoor 

economic engagements due to cultural reasons, while male are responsible for earning 

activities due to their bread winning role. As economic engagement is mandatory for male 

and optional for female in the study area, therefore, access to employment was more 

inclusionary for males than females. The feminist theories provide a more gender based 

focus to the concept of disability. This perspective views disability and gender is socially 

constructed from biological realities (Zola, 1983; and Wendell, 1997). Both the female and 

disabled bodies are casted as deviant and inferior within cultural discourse and are 

therefore excluded from full participation in social and economic life due to their inferior 

socially defined ranks (Garland, 1997). Studies also show that employment opportunities 

are not equitable when it comes to PWDs. Cramm et al (2013) Studies provide evidence 

that PWDs face more barriers to employment compared to persons without a disability 

(Hall et al., 2013). Persons with disability encounter difficulties to access the 10 percent 

jobs earmarked for them in the public sector in the third and fourth grade jobs and 1 

percent for the first or second grade jobs (Jalil, 2012). Women with disability are further 

disadvantaged in the job market as they have a higher risk of having a job that is below 

their educational level than men at the same educational level, indicating discriminating 

mechanisms in the society related to gender and ability (Park et al., 2007; and Boman et 

al., 2014). The employment prospects for women with disability are even more of a 

challenge compared to men with disability (Pawłowska-Cyprysiak and Konarska, 

2013). UmbCarlsson & Sonnander (2006) also looked at differences in gender of those 

occupied with productive activities, women typically worked in service areas, whereas 

men work in farming, forestry, gardening and industrial production.  Moreover, a study in 

Odisha found that disabled women are further marginalized from livelihoods opportunities 

due to gender discrimination. However Snyder et al. 2010 found that person with 

disabilities have much lower employment rates than people without disabilities, and 

negative attitudes of employers and workmates have been identified as an important reason 

for this. Similarly, Studies in developed nations show that many employers are reluctant to 

employ people with disabilities (UK Prime Minister’s Strategy Unit, 2005; and 
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DEEWR 2008). Other studies also found that many employers have a rather negative 

attitude toward employees with disabilities (cheid, 2005) because they have concerns about 

the costs of accommodations and fear the legal liability (Kaye et al., 2011).Harlan and 

Robert (1998) acknowledge that employers often do not make the necessary 

accommodations for an individual with a disability to become a successful employee and 

employers have safety concerns when it comes to hiring a person with a disability. These 

concerns are likely to originate from stereotypes or stigmas employers hold regarding 

employees with disabilities. According to the World Report on Disability (2011) only 53 

percent men and 20 percent women with disabilities, compared to 65 percent non-disabled 

men and 30 percent non-disabled women, are employed.  

Table 4.39  Association between access to employment opportunities and social 
inclusion of PWDs while controlling gender 

 

Gender access to 
employment 
opportunities 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Poor access to 
employment 
opportunities 

152 (76.8) 46 (23.2) 198 (100) χ2=0.330 
P=0.432 
Tb=0.040 

χ2=34.613 
P=0.000 
Tb=0.266 

Good access to 
employment 
opportunities 

4 (66.7) 2 (33.3) 6 (100) 

Total 156 (76.5) 48 (23.5) 204 (100) 
Male Poor access to 

employment 
opportunities 

175 (66.3) 89 (33.7) 264 (100) χ2=34.543 
P=0.000 
Tb=0.349 

Good access to 
employment 
opportunities 

0 (0.0) 20 (100) 20 (100) 

Total 175 (61.6) 109 (38.4) 284 (100) 

4.4.7 Association between participation in decision making and social inclusion 
(controlling gender of the respondents) 

Results in Table-4.40 portrayed that for all those female PWDs who have good 

participation in decision making 44.2 percent were socially included, compared to 18 

percent of those having poor participation in decision making.  Similarly, for all those male 

who have good participation in decision making 64.7 percent were socially included, 
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compared to 13.1 percent of those who have poor participation in decision making. The 

influence of participation in decision making on social inclusion of PWDs in context of 

gender of the respondents showed positive (Tb=0.252) and significant association 

(P=0.001) for female. Morover, the association of the above said variables was positive 

(Tb=0.531) and highly significant (P=0.000) for male. Value of level of significance and Tb 

for entire table show a highly significant and positive association (P=0.000 & Tb=0.458) 

between participation in decision making and social inclusion for both genders. The results 

of Kendal Tb and chi square significance values depicted spurious relation among 

participation in decision making and social inclusion of PWDs while controlling gender of 

the respondents. 

The culture of patriarchy is maintained by observing gender based distinction in 

division of labor during socialization process. The children, in their early age, are realized 

their gender based norms, values, folkways and taboos. Enabling in decision making is 

also an important aspect of socialization, however, the female are trained in decision 

making in trivial issues while male, to adopt their future role of household head, are 

engaged in important decision at family and community level. On the same ground, the 

opinion of male members have weighted advantage over female opinion and female are 

supposed to be more obedient. The overall effect of enabling decision making environment 

on male is, therefore, more positive and inclusionary than female. Findings from 

international studies show that the disabled man is associated with independence, activity 

and productivity, whereas the disabled woman is associated with being passive and unable 

to achieve participation and autonomy over her own life. The interplay between gender and 

disability makes the situation even harder for women with disability to execute their rights, 

while facing oppressive and discriminatory obstacles and were less socially included as 

compared to men in the society (Barron, 2010). It has been noted that women active 

participation at all levels of decision making is important in order to achieve equality and 

peace in family as well as at the community. Despite the importance of women’s 

participation in family decision-making, in third world countries, women decision making 

power is limited to some specific areas mostly related to household activities (Sultana, 

2010). Moreover, according to Ghimire (2009), women are found less confident in 



207 

decision making to the extent they cannot decide their personal matters or spend their 

earned money independently; probably, lead to their social exclusion.  

Table 4.40  Association between participation in decision making and social 
inclusion of PWDs while controlling gender 

Gender Participation 
in decision 
making 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Poor 
participation in 
decision making 

132 (82.0) 29 (18.0) 161 (100) χ2=12.921 
P=0.001 
Tb=0.252 

χ2=102.189 
P=0.000 
Tb=0.458 

Good 
participation in 
decision making 

24 (55.8) 19  (44.2) 43 (100) 

Total 156 (76.5) 48 (23.5) 204 (100) 
Male Poor 

participation in 
decision making 

126 (86.9) 19 (13.1) 145 (100) χ2=80.037 
P=0.000 
Tb=0.531 

Good 
participation in 
decision making 

49 (35.3) 90 (64.7) 139 (100) 

Total 175 (61.6) 109 (38.4) 28400) 

4.4.8 Association between participation in cultural life and social inclusion 
(controlling gender of the respondents) 

 Results in Table-4.41 disclosed that for all those female PWDs who have active 

participation in cultural life 100 percent were socially included, compared to 16.1 percent 

those having passive participation in cultural life. Similarly, for all those male who have 

active participation in cultural life 68.9 percent were socially included, compared to 30 

percent of those who have passive participation in cultural life. The influence of 

participation in cultural life on social inclusion of PWDs in context of gender of the 

respondents showed positive (Tb=0.561) and significant association (P=0.000) for female. 

Similarly, the association of the above mentioned variables was positive (Tb=0.328) and 

highly significant (P=0.000) for male. Value of level of significance and Tb for entire table 

show a highly significant and positive association (P=0.000 & Tb=0.412) between 

participation in cultural life and social inclusion for both male and female. The results of 

Kendal Tb and chi square significance values highlighted spurious relation between 
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participation in cultural life and social inclusion of PWDs while controlling gender. 

Participation in cultural life is more positively affecting the social inclusion of female 

PWDs than females. 

 In the study area, participation in cultural activities was one such domain to which 

female PWDs were having relatively greater access than males. These included 

participation in marriages, engagements, child birth and spending free time with neighbors. 

Most of these activities were open to all and free of cost. These provided opportunities to 

female PWDs to express themselves and enjoy with greater freedom. Therefore, 

participation in cultural activities positively influenced female PWDs social inclusion at a 

higher level than male. UmbCarlsson & Sonnander (2006) also noticed that more females 

PWDs than males participated in various activities, such as reading books, visits to the 

cinema and library, participation in cultural activities and practicing hobbies alone. 

Cultural participation is one of the few rare opportunities in which female PWDs 

participate more than males (Michelsen et al., 2018). Therefore, cultural participation is 

highly attractive for female PWDs with positive inclusionary effects on their lives (Majiet 

and Adelene, 2015). 

Table 4.41  Association between participation in cultural life and social inclusion of 
PWDs while controlling gender 

Gender Participation in 
cultural life 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Passive participation 
in cultural life 

156 (83.9) 30 (16.1) 186 (100) χ2=64.161 
P=0.000 
Tb=0.561 

χ2=82.871 
P=0.000 
Tb=0.412 Active participation 

in cultural life 
0 (0.0) 18 (100) 18 (100) 

Total 156 (76.5) 48 (23.5) 204 (100) 
Male Passive participation 

in cultural life 
156 (70.0) 67 (30.0) 223 (100) χ2=30.502 

P=0.000 
Tb=0.328 Active participation 

in cultural life 
19 (31.1) 42 (68.9) 61 (100) 

Total 175 (61.6) 109 
(38.4) 

284 (100) 
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4.4.9.  Association between access to mobility and transport services and social 
inclusion (controlling gender of the respondents) 

 Results in Table-4.42 portrayed that for all those female PWDs who have good 

access to mobility and transport services, 66.7 percent were socially included, compared to 

19.4 percent of those having poor access to mobility and transport services. Similarly, for 

all those male PWDs who have good access to mobility and transport services 80 percent 

were socially included, compared to 34.4 percent of those who have poor access to 

mobility and transport services. The influence of access to mobility and transport services 

on social inclusion of PWDs in context of gender of the respondents showed positive 

(Tb=0.316) and highly significant association (P=0.000) for female. Similarly, the 

association of the above said variables was positive (Tb=0.266) and highly significant 

(P=0.000) for male. Value of level of significance and Tb for entire table show a highly 

significant and positive association (P=0.000 & Tb=0.281) between access to mobility and 

transport services and social inclusion for both male and female. Similar result values of 

Kendal Tb and chi square test depicted non-spurious relation among access to mobility and 

transport services and social inclusion of PWDs while controlling gender. Therefore, social 

inclusion of both male and female gender is almost equally influenced by their access to 

mobility and transport services with a very slight advantage to female PWDs than male.  

 In the cultural context of the study area, the male are more mobile than female, 

however, they face more hardship in traveling than female. There is respect for female, 

therefore, the female PWDs receive extra care and support while traveling. In most cases 

they travel in vehicles hired exclusively for them by their family. In public transport the 

people take care of all PWDs by considering it their normal religious obligation. Therefore, 

the PWDs are readily offered and helped in getting in and out of vehicles. These positive 

experiences have probable inclusionary effects on PWDs from both gender and especially 

the female PWDs.  Literature from the Asian continent, particularly from South Asia, 

remains wanting where the issues of transport and exclusion are faced by majority of 

PWDs (Currie, 2011; Lucas 2012; and Elias et al., 2015) from both genders (Elias et al., 

2011). In case of Pakistan, two major reasons behind this social exclusion are limited focus 

on social inclusion and active participation perspective in government policies and a 
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deregulated market where financial viability - rather than social needs of its users - drive 

the provision of services including public transport (Imran, 2010; and Adeel et al., 2014). 

Adeel et al (2016) explored that men were more likely to travel for almost all activities. 

They were also more likely to either walk or use public transport for daily activity 

participation. On the other hand, women participated less frequently in the out of home 

activities. They were more likely to use personal automobile as well. Quantitative analyses 

highlight that transport related issues such as the financial costs of travel, availability and 

quality of public transport played a major role in shaping individual’s activity 

participation. People often cut down their activities that required the use of motorized, 

particularly public, transport. Women having access to economic resources and increased 

reliance on personal means of transportation were more likely to be socially included. 

Table 4.42  Association between access to mobility and transport services and 
social inclusion of PWDs while controlling gender 

Gender Access to 
mobility and 
transport 
services 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Female Poor access to 
mobility and 
transport services 

150 (80.6) 36 (19.4) 186 (100) 
χ2=20.417 
P=0.000 
Tb=0.316 

χ2=38.567 
P=0.000 
Tb=0.281 

Good access to 
mobility and 
transport services 

6 (33.3) 12 (66.7) 18 (100) 

Total 156 (76.5) 48 (23.5) 204 (100) 
Male Poor access to 

mobility and 
transport services 

 
170 (65.6) 89 (34.4) 259 (100) 

χ2=20.078 
P=0.000 
Tb=0.266 

Good access to 
mobility and 
transport services 

5 (20.0) 20 (80.0) 25 (100) 

Total 175 (61.6) 109 (38.4) 284 (100) 

4.4.10. Association between ignorance to law and social inclusion (controlling family 
type of the respondents) 

 Results in Table-4.43 portrayed that for all those PWDs belonging to joint family 

and were aware of law 84.1 percent were socially included, compared to 26.8 percent those 

who were ignorant to law.  Similarly, for all those PWDs belongs to nuclear family and 
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were aware of law 86.7 percent were socially included, compared to 19.2 percent of those 

who were ignorant to law. The influence of Ignorance to law on social inclusion of PWDs 

in context of respondents family type showed negative (Tb=-0.393) and highly significant 

association (P=0.000) for joint family. Moreover, the association of the above said 

variables was negative (Tb=-0.500) and highly significant (P=0.000) for nuclear family. 

Value of level of significance and Tb for entire table show a highly significant and negative 

association (P=0.000 & Tb=-0.417) between ignorance to law and social inclusion for both 

of family types. The results of Kendal Tb and chi square significance values depicted 

spurious relation among ignorance to law and social inclusion of PWDs while controlling 

family type of the respondents. Therefore, family type explained the association between 

ignorance to law and social inclusion. The results highlighted that PWDs form joint family 

were more likely to be socially included than PWDs belongs to nuclear family on the basis 

of their awareness to law.  

 The traditional joint family system is a source of intimate social relationship and 

brings social solidarity among family members. A joint family system is characterized with 

a definite social structure among which the massages are regularly communicated among 

the members of the family. As a result, beside a social structure a communication structure 

is also established in which information flow and circulates among family members. The 

larger is the size of joint family, the greater are the chances of accessing information 

relevant to legal rights of PWDs and dissemination of these information’s to all family 

members including PWDs. thus the joint family provides greater opportunities for 

accessing and sharing information to PWDs and reduced the likelihood of social exclusion. 

These results are in line with views of Emile Durkheim that in a rarely based joint family 

system the family members are strongly connected with each other to exhibit organic 

solidarity. In these families the members are taken care for all their needs irrespective of 

their capabilities (Merton, 1994). Therefore, taking care of PWDs in a joint family is 

considered as a collective responsibility and not a liability. This social fact strengthens the 

relationship of family members due to mutual help they extend to each other in all sphere 

of life. Those families that remain unaware of the legal rights of their PWDs members fail 

to support these persons and increase their chances of social exclusion (WHO, 2011). 
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Table 4.43  Association between Ignorance to law and social inclusion of PWDs 
while controlling family type 

Family 
type 

Ignorance to 
Law 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Ignorant to law 238 (73.2) 87 (26.8) 325 (100) χ2= 57.071 
P= 0.000 
Tb= -0.393 

χ2= 85.009 
P=0.000 
Tb= -0.417 

Aware of law 7 (15.9) 37 (84.1) 44 (100) 
Total 245 (66.4) 124 (33.6) 369 (100) 

Nuclear Ignorant to law 84 (80.8) 20 (19.2) 104 (100) χ2= 29.747 
P= 0.000 
Tb= -500 

Aware of law 2 (13.3) 13 (86.7) 15 (100) 
Total 86 (72.3) 33 (27.7) 1190

0) 

4.4.11 Association between denial of basic human rights and social inclusion 
(controlling family type of the respondents) 

 Results in Table-4.44 show that for all those PWDs belonging to joint family 

whose basic human rights were admitted 59.8 percent were socially included, compared to 

22.9 percent of those whose basic human rights were denied. Likewise for all those PWDs 

belonging to nuclear family whose basic human rights were admitted 54.8 percent were 

socially included, compared to 18.2 percent of those whose basic human rights were 

denied. The influence of denial of basic human rights on social inclusion of PWDs in 

context of family type of the respondents showed negative (Tb=-0.355) and highly 

significant (P=0.000) association for PWDs of joint family. Similarly, the association of 

the above said variables was also negative (Tb=-0.359) and highly significant (P=0.000) for 

respondents belonging to nuclear family. Value of level of significance and Tb for entire 

table show highly significant (P=0.000) and negative (Tb=-0.357) association between 

denial of basic human rights and social inclusion of PWDs for both family type. The 

results of similar Kendal Tb and chi square significance values depicted non-spurious 

relation between denial of basic human rights and social inclusion of PWDs while 

controlling family type. Therefore, the influence of denial of basic human rights is 

universal in occurrence irrespective of the family type.  

 Basic human rights are universally accepted standards that bind all member nations 

to ensure its adoption and implementation in letter and spirit. These rights highlight the 

minimum criteria for human to lead a dignified and productive life. It include food, water, 
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cloths, shelter and other basic amenities of life as mentioned by Declaration on Human 

Rights (DHR) and UNCRPD, keeping into the view some additional supportive needs of 

PWDs a separate convention UNCRDP in 2006 was promulgated to safeguard their rights. 

However, the rights of PWDs are far from achieving in the study area. Therefore, the effect 

of denial of basic human rights was universal in occurrence for all PWDs irrespective of 

their family type. Due to illiteracy and poor access to information channels the PWDs 

remained unaware of their legal rights. According to Meadan et al (2010) family is 

responsible for socialization of its members to mound them into responsible adults. The 

quality of treatment at family, neighborhood and larger society is long lasting effects on 

the quality of life of PWDs throughout their life (Dixon et al, 2000). In most developing 

nations the PWDs are supervised by their caretaker inside their family, “sanction deviant” 

and are exempted from performing normal social role (Parsons, 1951). Thus the basic 

rights of the PWDs remained unprotected at the very basic level i.e. their families (United 

Nations, 2006; Filmer, 2008; Palmer, 2011). Due to lack of family support for acquisition 

of basic human rights the PWDs cannot contribute positively to their family and 

communities with freedom (Avoke, 2002; Takyi & Gyimah, 2007; Amanor, 2010; Naami 

et al, 2012; Baffoe, 2013; Badu, 2016; and Gregorius, 2016). The extreme influence of 

denial of basic human rights on PWDs is that the PWDs has no control on the resources 

that are necessary to improve the living condition due to lack of family support 

(Agbenyega, 2003; Filmer, 2008; Naami et al, 2012).  
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Table 4.44  Association between denial of basic human rights and social inclusion  

  of PWDs while controlling family type 

Family 
type 

Denial of 
basic human 
rights 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Denial of basic 
human rights 

202 (77.1) 60 (22.9) 262 (100) χ2= 44.394 
P=0.000 
Tb= -0.355  

χ2= 62.030  
P=0.000 
Tb= -0.357  Admittance to 

basic to basic 
human rights 

43 (40.2) 64 (59.8) 107 (100) 

Total 245 (66.4) 124 (33.6) 369 (100) 
Nuclear Denial of basic 

human rights 
72 (81.8) 16 (18.2) 88 (100) χ2= 15.371  

P=0.000 
Tb= -0.359  Admittance to 

basic to basic 
human rights 

14 (45.2) 17 (54.8) 31 (100) 

Total 86 (72.3) 33 (27.7) 1190
0) 

4.4.12 Association between self-determination and social inclusion (controlling family 
type of the respondents) 

 Results in Table-4.45 portrayed that for all those PWDs from joint families having 

high self-determination 55.5 percent were socially included, compared to 12.3 percent of 

those having low self-determination. Similarly, for all those PWDs from nuclear families 

having high self-determination 46 percent were socially included, compared to 14.5 

percent of those having low self-determination. The influence of self-determination on 

social inclusion of PWDs in context of family type showed positive (Tb=0.457) and highly 

significant association (P=0.000) for joint family. The association of the above said 

variables was positive (Tb=0.347) and highly significant (P=0.000) for respondents from 

nuclear family. Value of level of significance and Tau-b for entire table show a highly 

significant (P=0.000) and positive association (Tb=0.434) between self-determination and 

social inclusion for both family types. It was depicted from Kendal Tb values and chi 

square significance values that the effects of self-determination on social inclusion of 

PWDs were spurious while controlling family type. Therefore, self-determination affect 

the social inclusion more positively for PWDs belongs to joint family compared to nuclear 

family.  
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 In a joint family system, due to its larger size, there are greater number of decisions 

and discussions taking place regularly. In addition, there are high chances that someone in 

the family prefer the choices of PWDs and encourage them to express. As a result the 

PWDs from a joint family, due to their higher exposer to discussion and decision on family 

and other associated matters, are on a little advantage to be more self-determent and self-

confident than PWDs from nuclear families. The same is evident from above result that 

high self-determination of PWDs in joint families is having slightly high inclusionary 

effect than that of nuclear families. Therefore, a supportive family enhances strength of 

self-determination among PWDs through strenghthenning their feeling of autonomy and 

self confidence. This helps in development of self control over the outcomes of the events 

with respect to the life of PWDs and reducing the effects of external forces in shaping 

these events (Rotter, 1966; Keenan and McBain, 1979; and  Nielsen and Einarsen, 2018). 

Legault (2017) described the critical impact of the social and cultural context in either 

facilitating or thwarting people’s basic physical and psychological needs, perceived sense 

of self-direction, performance, and well-being. The idea of basic psychological needs 

explain that all individuals strive for and need autonomy, competence, and relatedness in 

order to flourish and grow. The family is the major institution that provides support in all 

these psychological aspects. The responsibility of family towards the development of 

persons with disabilities also includes supporting their education, financial assistance, 

emotional support, support during crisis, advocacy for their acceptance, and housing 

(Palmer, 2011; WHO, 2011). Caring for children with disabilities has been found to be a 

source of stress to families but those families that contentiously support these PWDs 

members could have a lasting impact on their lives (Mulroy et al, 2008; Meadan et al, 

2010; Latta et al, 2014; Badu, 2016). 
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Table 4.45  Association between self-determination and social inclusion of PWDs 

while controlling family type 

Family 
type 

self-
determination 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Low self 
determination 

164 (87.7) 23 (12.3) 187 (100) χ2=77.129 
P=0.000 
Tb=0.457 

χ2=91.741 
P=0.000 
Tb=0.434 High self 

determination 
81 (44.5) 101 (55.5) 182 (100) 

Total 245 (66.4) 124 (33.6) 369 (100) 
Nuclear Low self 

determination 
59 (85.5) 10 (14.5) 69 (100) χ2=14.361 

P=0.000 
Tb=0.347 
 

High self 
determination 

27 (54.0) 23 (46.0) 50 (100) 

Total 86 (72.3) 33 (27.7) 119 (100) 

 4.4.13 Association between access to adequate health services and social inclusion 
 (controlling family type of the respondents) 

 Results in Table-4.46 revealed that for all those PWDs belonging to joint family 

and having good access to health services 79.3 percent were socially included, compared to 

29.7 percent those having poor access to health services.  Similarly, for all those PWDs 

belonging to nuclear family having good access to health services 100 percent were 

socially included, compared to 22.5 percent of those having poor access to health services. 

The influence of access to health services on social inclusion of PWDs in context of family 

type showed positive (Tb=0.283) and highly significant (P=0.000) association for joint 

family. Moreover, the association of the above said variables was positive (Tb=0.433) and 

highly significant (P=0.000) for nuclear family. Values of level of significance and Tau-b 

for entire table show a highly significant (P=0.000) and positive association (Tb=0.316) 

between access to health and social inclusion for both family type. It is depicted from 

Kendal Tb values and chi square significance values that the effects of access to health on 

social inclusion of PWDs were spurious while controlling family type of the respondents.  

 Joint family system is a salient feature of agricultural based rural community, as the 

agriculture profession demand for high number of human resources input. Due to excessive 
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increase in family size, low agricultural productivity and other associated factors, the 

economic statuses of most joint families are on decline. Moreover, any economic rise in 

monitory terms is nullified by larger and ever growing family size. As a result a small 

sized nuclear family display higher economic wellbeing than a large size joint family. 

Moreover, the saving so accrued is spent by nuclear families, at a rate higher than joint 

families, on acquiring health facilities for their members. The above result point to the 

same fact that those PWDs from nuclear families that availed the opportunities of access to 

health were better included than those form joint families. According to Tomlinson et al 

(2009), internationally people with disabilities face distinctive barriers when accessing 

health care services, while WHO (2011) report, amassed a wide range of evidence 

confirming that, across the globe, disabled people have poorer access to health care and 

poorer health outcomes. Gulley et al (2011)  concluded  that  people  with  disabilities  also  

experienced  much  greater  health  care access  problems  despite  the  greater  need  for  

health  care  services,  (Mudrick et al., 2012; and Danquah et al., 2015). Casey (2015) 

states, accessing health care are a “multi-level process”. These levels range from individual 

to familial, community, regional and national levels. At family level, according to author, 

the economic standing and family size are important factors that influence acquisition of 

health facilities. Interventions beyond health care access are required to meet the health 

care needs of rural residents with disabilities for both joint and nuclear families (Iezzoni et 

al., 2006).  

Table 4.46  Association between access to adequate health services and social 
inclusion of PWDs while controlling family type 

Family 
type 

access to 
health 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Poor access to 
health services 

239 (70.3) 101 (29.7) 340 (100) χ2= 29.468 
P= 0.000 
Tb= 0.283 

χ2= 48.871 
P= 0.000 
Tb= 0.316 Good access to 

health services 
6 (20.7) 23 (79.3) 29 (100) 

Total 245 (66.4) 124 (33.6) 369 (100) 
Nuclear Poor access to 

health services 
86 (77.5) 25 (22.5) 111 (100) χ2= 22.351 

P= 0.000 
Tb= 0.433 Good access to 

health services 
0 (0.0) 8 (100) 8 (100) 

Total 86 (72.3) 33 (27.7) 119 (100) 
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4.4.14 Association between access to education and social inclusion (controlling 
family type of the respondents) 

Results in Table-47 show that for all those PWDs belonging to joint family who have good 

access to education 70.8 percent were socially included, compared to 28 percent of those 

having poor access to education services.  Similarly, for all those PWDs belonging to 

nuclear family and having good access to education 47.4 percent were socially included, 

compared to 24 percent of those having poor access to education. The influence of access 

to education on social inclusion of PWDs in context of family type showed positive 

(Tb=0.305) and highly significant (P=0.000) association for joint family. However, the 

association of the aforementioned variables was positive (Tb=0.191) and significant 

(P=0.039) for nuclear family. Value of level of significance and Tb for entire table show a 

highly significant (P=0.000) and positive association (Tb=0.273) between access to 

education and social inclusion of PWDs for both joint and nuclear family. It was depicted 

from Kendal Tb values and chi square significance values that the effects of access to 

education on the social inclusion of PWDs were spurious while controlling family type. 

The results show that access to education effect social inclusion more positively for PWDs 

belonging to joint family system. 

 Education is the main priority of current provincial governments. For this purpose 

several policies and legal reforms are introduced to promote education at all levels. Special 

education, however, is neglected in all this up-gradation processes. The PWDs, in the 

majority cases, are admitted in the schools meant for normal children. In these schools 

some basic facilities like books, uniform, teaching materials and washrooms are provided, 

however, they lack in provision of assistive devices and special facilities required for 

PWDs including transportation and mobility related facility. The PWDs form joint families 

were helped by the normal children form their family in terms of their mobility and 

facilitation at school as several children from the same family accompanied the PWDs to 

school and back. The PWDs from nuclear families were lacking in this familial support 

that highlight a greater chance of inclusion of PWDs due to access to education in joint 

families than nuclear families as given in above results. Aldersey, (2012) pointed out that 

the social order is usually against the education of PWDs mainly due to their higher needs 
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for support to live and their dependence on family  (Fitzgerald, 2007; Baffoe, 2013). 

Education of PWDs, due to higher input requirements, is considered more as a liability 

than investment (Agbenyega, 2003; Gregorius, 2016) especially when the family has 

limited financial resources (Kassah, 2008; Baffoe, 2013; Opoku et al, 2015). The group of 

family children and peers, however, can be a source of motivation and support to PWDs to 

join the group and get education (Naami et al., 2012). Such cultural support has 

supplemented the government interventions to improve education level of PWDs and their 

overall social inclusion (Mooney et al., 2017).  

Table 4.47  Association between access to education and social inclusion of PWDs 
while controlling family type 

 

Family 
type 

access to 
education 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Poor access to 
education 

231 (72.0) 90 (28.0) 321 (100) χ2=34.276 
P=0.000 
Tb=0.305 

χ2=36.460 
P=0.000 
Tb=0.273 Good access 

to education 
14 (29.2) 34 (70.8) 48 (100) 

Total 245 (66.4) 124 (33.6) 369 (100) 
Nuclear Poor access to 

education 
76 (76.0) 24 (24.0) 100 (100) χ2=4.351 

P=0.039 
Tb=0.191 Good access 

to education 
10 (52.6) 9 (47.4) 19 (100) 

Total 86 (72.3) 33 (27.7) 119 (100) 

4.4.15. Association between employment opportunities and social inclusion     
(controlling family type of the respondents) 

 Results in Table-4.48 highlighted that for all those PWDs belonging to joint family 

who have good access to employment opportunities 83.3 percent were socially included, 

compared to 31.1 percent of those having poor access to employment opportunities.  

Similarly, for all those PWDs belongs to nuclear family who have good access to 

employment opportunities 87.5 percent were socially included, compared to 23.4 percent 

of those who have poor access to employment opportunities. The influence of access to 

employment opportunities on social inclusion of PWDs in context of family type showed 

positive (Tb=0.238) and highly significant association (P=0.000) for joint family. The 
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association of the above mentioned variables was positive (Tb=0.358) and highly 

significant (P=0.000) for nuclear family. Value of level of significance and Tb for entire 

table show a highly significant and positive association (P=0.000 & Tb=0.266) between 

access to employment opportunities and social inclusion for both joint and nuclear family. 

The results of Kendal Tau-b and chi square significance values depicted spurious relation 

among access to employment opportunities and social inclusion of PWDs while controlling 

family type. The results highlighted that access to employment opportunities more 

positively affected the social inclusion of PWDs having nuclear family background than 

joint families.  

 Employment opportunities are the major source of inclusion as these are linked to 

the economic wellbeing of PWDs. Employment opportunities for PWDs are rare and 

sporadic. Those who avail these rare opportunities have to face a distinctive state of 

problem in managing earned money especially when they belong to large family size. On 

the other hand, employed PWDs from nuclear family have fewer liabilities and are more 

likely to overcome economic stresses and be more socially included as pointed out by 

above result.  The PWDs like other family members feel the pressure to work and 

contribute to their family economy (Cooley, 1902). The pressure mounts up as the family 

size and its financial liabilities increases (Lemert, 1951; and Becker, 1973). Finding and 

retaining a job is highly challenging for PWDs (Kraus, 2017; and Lauer & Houtenville, 

2017; Watson et al., 2017; and Kraus et al., 2018). Therefore, there is employment gap 

between PWDs and a normal person (Heymann et al., 2014; and Colella & 

Bruyère, 2011). Hence, an employed PWDs is more socially included than unemployed 

one (Saunders & Nedelec, 2014) due to their earning capacities and positive societal 

engagements at work place (Gaunt & Lengnick-Hall, 2007). The economic outcomes of 

employment are spent by PWDs on their personal and familial welfare (Molden et al., 

2009; and Kittelsaa et al., 2015). However, employed PWDs with low economic liabilities are 

more satisfied than those with higher economic responsibilities from family side (Opoku et al., 

2018).  
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Table 4.48  Association between access to employment opportunities and social 

inclusion of PWDs while controlling family type 

Family 
type 

access to 
employment 
opportunities 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Poor access to 
employment 
opportunities 

242 (68.9) 109 (31.1) 351 (100) χ2=20.974 
P=0.000 
Tb=0.238 

χ2=34.613 
P=0.000 
Tb=0.266 

Good access to 
employment 
opportunities 

3 (16.7) 15 (83.3) 18 (100) 

Total 245 (66.4) 124 (33.6) 369 (100) 
Nuclear Poor access to 

employment 
opportunities 

85 (76.6) 26 (23.4) 111 (100) χ2=15.288 
P=0.000 
Tb=0.358 

Good access to 
employment 
opportunities 

1 (12.5) 7 (87.5) 8 (100) 

Total 86 (72.3) 33 (27.7) 119 (100) 

4.4.16. Association between participation in decision making and social inclusion 
(controlling family type of the respondents) 

 Results in Table-4.49 highlighted that for all those PWDs belonging to joint family 

and having good participation in decision making 62.1 percent were socially included, 

compared to 15.2 percent of those having poor participation in decision making. Similarly, 

for all those PWDs belonging to nuclear family and having good participation in decision 

making 51.4 percent were socially included, compared to 17.1 percent of those having poor 

participation in decision making. The influence of participation in decision making on 

social inclusion of PWDs in context of family type showed positive (Tb=0.485) and highly 

significant (P=0.000) for joint family. However, the association of the above said variables 

was positive (Tb=0.354) and highly significant (P=0.000) association for nuclear family. 

Value of level of significance and Tau-b for entire table show a highly significant and 

positive association (P=0.000 & Tb=0.458) between participation in decision making and 

social inclusion for both family type. The results of Kendal Tb and chi square significance 

values described spurious relation among participation in decision making and social 

inclusion of PWDs while controlling family type. The results show that participation in 
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decision making effect social inclusion more positively for PWDs belonging to joint 

family than nuclear.  

 In joint family system, due to larger family size, various decisions are made on 

routine basis. Therefore, the PWDs from joint families have greater chances to actively 

participate in family level decisions than those from nuclear families. As a result 

participation in decision making is slightly more inclusionary for PWDs from joint 

families than those form nuclear families. Mitra et al (2011) explain that PWDs from joint 

family are well aware and informed about social norms and values of their respective 

communities. They, because of their large family size, are better trained and experienced in 

decision making relevant to various issues and are better prepared for future role as 

household head. The overall effect of such decision making opportunities is higher 

inclusion for those PWDs living in joint family than nuclear family (Mitra and 

Sambamoorthi, 2014). 

Table 4.49  Association between participation in decision making and social 
inclusion of PWDs while controlling family type 

Family 
type 

Participation 
in decision 
making 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Poor 
participation in 
decision making 

190 (84.8) 34 (15.2) 224 (100) χ2=86.741 
P=0.000 
Tb=0.485 

χ2=102.189 
P=0.000 
Tb=0.458 

Good 
participation in 
decision making 

55 (37.9) 90 (62.1) 145 (100) 

Total 245 (66.4) 124 (33.6) 369 (100) 
Nuclear Poor 

participation in 
decision making 

68 (82.9) 14 (17.1) 82 (100) χ2=14.948 
P=0.000 
Tb=0.354 

Good 
participation in 
decision making 

18 (48.6) 19 (51.4) 37 (100) 

Total 86 (72.3) 33 (27.7) 119 (100) 

4.4.17. Association between participation in cultural life and social inclusion 
(controlling family type of the respondents) 

 Results in Table-4.50 disclosed that for all those PWDs belonging to joint family 

who have active participation in cultural life 81 percent were socially included, compared 



223 

to 24.8 percent of those who have passive participation in cultural life.  Similarly, for all 

those PWDs belonging to nuclear family who have active participation in cultural life 61.9 

percent were socially included, compared to 20 percent of those who have passive 

participation in cultural life. The influence of participation in cultural life on social 

inclusion of PWDs in context of family type of the respondents showed positive 

(Tb=0.434) and significant association (P=0.000) for joint family. However, the association 

of the aforementioned variables was positive (Tb=0.353) and highly significant (P=0.000) 

for nuclear family. Value of level of significance and Tau-b for entire table show a highly 

significant and positive association (P=0.000 & Tb=0.412) between participation in cultural 

life and social inclusion for both joint and nuclear family. The results of Kendal Tb and chi 

square significance values depicted spurious relation among participation in cultural life 

and social inclusion of PWDs while controlling family type. 

 The joint family system provides greater opportunities for participation not only 

inside family but at community level as well. The large size joint family is featured with 

strong cultural bonds with relatives and families at neighborhood and community levels. In 

these families mutual help is extended on reciprocal basis. Therefore, member of joint 

family have greater opportunities to participate in marriages, funerals, prayers, fares and 

other cultural life activities more frequently. The same is the probable reason of high 

inclusion of PWDs from joint families due to their participation in cultural life than those 

from nuclear families. Participation in cultural life, according to Dijkers (2010) and Chang 

& Coster (2014), is a social construct that is affected by socio-economic conditions and 

household dynamics (Braithwaite and Mont 2009). An economically stable large size 

family provides greater opportunities for participation in cultural life to all its members 

(Aldersey et al., 2012; and Opoku et al., 2016, 2017a, 2017b). Conversely, most nuclear 

families restrict their children, especially the disabled one, at home (Nakade et al, 2017; 

Sauer & Lalvani, 2017; and Tough et al, 2017) and enhance their chances of social 

exclusion (Lim, 2017) due to their inability to support each other, grow together and 

develop strong relationship (Jacobs & MacMahon, 2017; and Nishio et al., 2017).  
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Table 4.50  Association between participation in cultural life and social inclusion 
of PWDs while controlling family type 

Family 
type 

Participation 
in cultural life 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Passive 
participation in 
cultural life 

234 (75.2) 77 (24.8) 311 (100) χ2=69.385 
P=0.000 
Tb=0.434 

χ2=82.871 
P=0.000 
Tb=0.412 

Active 
participation in 
cultural life 

11 (19.0) 47 (81.0) 58 (100) 

Total 245 (66.4) 124 (33.6) 369 (100) 
Nuclear Passive 

participation in 
cultural life 

78 (79.6) 20 (20.0) 98 (100) χ2=14.860 
P=0.000 
Tb=0.353 

Active 
participation in 
cultural life 

8 (38.1) 13 (61.9) 21 (100) 

Total 86 (72.3) 33 (27.7) 119 (100) 

4.4.18. Association between access to mobility and transport services and social 
inclusion (controlling family type of the respondents) 

 Results in Table-4.51 illustrated that for all those PWDs belonging to joint family 

having good access to mobility and transport services 79.3 percent were socially included, 

compared to 29.7 percent of those who have poor access to mobility and transport services. 

Similarly, for all those PWDs belongs to nuclear family having good access to mobility 

and transport services 64.3 percent were socially included, compared to 22.9 percent of 

those having poor access to mobility and transport. The influence of access to mobility and 

transport services on social inclusion of PWDs in context of family type of the respondents 

showed positive (Tb=0.283) and highly significant (P=0.000) for joint family. Similarly, 

the association of the aforementioned variables was positive (Tb=0.298) and highly 

significant (P=0.000) for nuclear family. Value of level of significance and Tb for entire 

table show a highly significant and positive association (P=0.000 & Tb=0.281) between 

access to mobility and transport services and social inclusion for both joint and nuclear 

family. The results of Kendal Tb and chi square significance values depicted non-spurious 

relation among a access to mobility and transport services and social inclusion of PWDs 

while controlling family type. The results show that access to mobility and transport 
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services enhanced social inclusion of PWDs irrespective of their family type, as evident 

from nearly same Tb values for PWDs of both joint and nuclear family type.  

 Mobility and transport is one of the most important issue faced by the PWDs in 

their societal life. The problem of mobility is of special significance whenever measured in 

context of traveling for a longer distance. The transport facilities in most cases are limited 

and unsuitable for PWDs. Therefore, despite of respect among communities towards 

PWDs the long distance travel is uncomfortable for PWDs irrespective of their family 

type. Hence, the influence of access to mobility and transport services was of universal 

occurrence leading to social inclusion of PWDs irrespective of their family types. The 

developed nations, therefore, respond to this important aspect of PWDs lives and have 

prepared guidelines and manuals related to transportation of PWDs (Martin, 2008). It is 

important to make transport facilities accessible to PWDs in physical and financial terms to 

secure their greater inclusion (Paez and Farber, 2010). Litman (2015) further added that the 

accessibility aspect should be supplemented with provision of appropriate facilities in the 

transport system that suit to the PWDs requirements and ease off their traveling (Banister, 

2004).  

Table 4.51  Association between access to mobility and transport services and 
social inclusion of PWDs while controlling family type 
Family 
type 

Access to mobility 
and transport 
services 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Joint Poor access to 
mobility and 
transport services 

239 (70.3) 101 (29.7) 340 (100) χ2=29.468 
P=0.000 
Tb=0.283 

χ2=38.567 
P=0.000 
Tb=0.281 

Good access to 
mobility and 
transport services 

6 (20.7) 23 (79.3) 29 (100) 

Total 245 (66.4) 124 (33.6) 369 (100) 
Nuclear Poor access to 

mobility and 
transport services 

81 (77.1) 24 (22.9) 105 (100) χ2=10.579 
P=0.003 
Tb=0.298 

Good access to 
mobility and 
transport services  

5 (35.7) 9 (64.3) 14 (100) 

Total 86  (72.3) 33 (27.7) 119 (100) 
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4.4.19. Association between ignorance to law and social inclusion (controlling literacy 
status of the respondents) 

 

Results in Table-4.52 highlighted that for all those literate PWDs who were aware 

of law 94.1 percent were socially included, compared to 63.8 percent of those who were 

ignorant to law.  Similarly, for all those illiterate PWDs who were aware of law 72 percent 

were socially included, compared to 4.3 percent of those whose were ignorant to law. The 

influence of ignorance to law on social inclusion of PWDs in context of literacy status 

showed negative (Tb=-0.256) and highly significant (P=0.000) association for literate. 

However, the association of the above mentioned variables was high negative (Tb=-0.626) 

and highly significant (P=0.000) for illiterate PWDs. Value of level of significance and 

Tau-b for entire table show a highly significant and negative association (P=0.000 & Tb=-

0.417) between ignorance to law and social inclusion for both literate and illiterate PWDs. 

The results of Kendal Tau-b and chi square significance values highlighted spurious 

relation among ignorance to law and social inclusion of PWDs while controlling literacy 

status of the respondents. The results depicted that illiterate PWDs were more socially 

excluded than literate due to ignorance to law. 

 Education has many direct and indirect connections with social inclusion of PWDs. 

Educated PWDs are well apt to access, read, understand and apply the legal facilities 

admissible to them. On the other side, illiterate PWDs depend upon secondhand 

information and indirect sources to get aware of his/her legal rights and faced 

implementation related difficulties regarding these rights. The same is evident from the 

above results that illiterate PWDs are more liable to ignorance to law and more likely to be 

socially excluded as compared to literate PWDs. Pattberg (2017) noticed that despite of 

promulgation of PWDs related laws by the national governments, the status of living 

standards of PWDs has much improved in developing nations. The PWDs, according to the 

author are ignorant to law or reluctant to avail their legal rights mostly due to their 

illiteracy. Therefore, the educated PWDs are more likely to report discrimination in labor 

market than illiterate (McGinnity et al., 2006; Bond et al., 2010; and Russell et al., 2010). 

The probable reason of this difference is that the literate PWDs expect equal treatment at 

work at a higher rate and are well aware of their rights under the law (McGinnity et al., 

2012). 
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Table 4.52  Association between Ignorance to law and social inclusion of PWDs 
while controlling literacy Status 

 

Literacy 
status 

Ignorance to 
Law 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Ignorant to law 54 (36.2) 95 (63.8) 149 (100) χ2= 118.660 
P=0.000 
Tb= -0.256 

χ2= 85.009 
P=0.000 
Tb= -0.417 

Aware of law 2 (5.9) 32 (94.1) 34 (100) 
Total 56 (30.6) 127 (69.4) 183 (100) 

Illiterate Ignorant to law 268 (95.7) 12 (4.3) 280 (100) χ2= 12.015 
P=0.000 
Tb= -0.626 

Aware of law 7 (28.0) 18 (72.0) 25 (100) 
Total 275 (90.2) 30 (9.8) 305 (100) 

4.4.20. Association between denial of basic human rights and social inclusion 
(controlling literacy status of the respondents) 

Results in Table-4.53 show that for all those literate PWDs whose basic human 

rights were admitted 76.8 percent were socially included, compared to 61.4 percent of 

those whose basic human rights were denied. Similarly, for all those illiterate PWDs whose 

basic human rights were admitted 18.6 percent were socially included, compared to 8.4 

percent of those whose basic human rights were denied. The influence of denial of basic 

human rights on social inclusion of PWDs in context of literacy status of the respondents 

showed negative (Tb=-0.168) and significant association (P=0.017) for literate PWDs. The 

association of the above said variables was also negative (Tb=-0.119) and significant 

(P=0.042) for illiterate PWDs. Value of level of significance and Tb for entire table show 

highly significant (P=0.000) and negative (Tb=-0.357) association between denial of basic 

human rights and social inclusion of both literate and illiterate PWDs. The results of 

Kendal Tb and chi square significance values depicted non-spurious relation between 

denial of basic human rights and social inclusion of PWDs while controlling literacy 

status. The results highlighted that denial of basic human rights almost uniformly affected 

the social exclusion of both literate and illiterate PWDs.  

 Access to food, shelter, cloths and water are considered as the universally admitted 

basic human rights. Access to these rights is also necessary for productive and dignified 

life. The influence of access to basic rights is of universal influence in social inclusion of 

PWDs irrespective of their educational status as evident from above results. The council of 
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Europe (2012) emphasized on treating PWDs equally like other members of community 

and safeguards their civil, cultural, political, social and economic rights. Biegon (2011), 

however, reported that these rights are seldom implemented in developing countries. 

Hence, making it difficult for PWDs to lead a dignified life (National Policy on Disability 

in Uganda, 2008; and LRCT, 2008) and be socially included (Filmer, 2008; and Palmer, 

2011). Filmer (2008) further added that due to insufficient observance of basic human 

rights the PWDs have less control on the resources necessary for their living condition 

including education and are pushing for their social exclusion (Naami et al., 2012).  

Table 4.53  Association between denial of basic human rights and social inclusion 

of PWDs while controlling literacy Status 
 

Literacy 
Status 

Denial of 
basic human 
rights 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Denial of basic 
human rights 34 (38.6) 54 (61.4) 88 (100) 

χ2=5.154 
P=0.017 
Tb= -0.168 

χ2=62.030 
P=0.000 
Tb= -0.357 Admittance to 

basic to basic 
human rights 

22 (23.2) 73 (76.8) 95 (100) 

Total 
56 (30.6) 

127 
(69.4) 

183 (100) 

Illiterate Denial of basic 
human rights 

240 (91.6) 22 (8.4) 262 (100) 
χ2=4.340 
P=0.042 
Tb= -0.119 Admittance to 

basic to basic 
human rights 

35 (81.4) 8 (18.6) 43 (100) 

Total 275 (90.2) 30 (9.8) 305 (100) 

4.4.21. Association between self-determination and social inclusion (controlling 
literacy status of the respondents) 

Results in Table-4.54 showed that for all those literate PWDs having high self-

determination 76.4 percent were socially included, compared to 46.5 percent of those 

having low self-determination. Similarly, for all those illiterate PWDs having high self-

determination 18.5 percent were socially included, compared to 6.1 percent of those having 

low self-determination. The influence of self-determination on social inclusion of PWDs in 

context of education status depicted positive (Tb=0.275) and highly significant (P=0.000) 
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association for literate. However, the association of the above said variables was positive 

(Tb=0.191) and significant (P=0.001) for illiterate respondents. Value of level of 

significance and Tau-b for entire table show a highly significant (P=0.000) and positive 

association (Tb=0.434) between self-determination and social inclusion for both literate 

and illiterate PWDs. It was depicted from Kendal Tb values and chi square significance 

values that the effects of self-determination and social inclusion of PWDs were spurious 

while controlling literacy status. The results show that self-determination influenced the 

social inclusion of literate PWDs at a slightly higher rate.  

 Literacy often creates awareness for discussion and expression, debates and 

decision taking. Grooming on self-expression and decision making starts right from the 

educational institution and diffuse to the family and community level decision making. As 

a result literate PWDs due to their education have advantage to be more self-confident and 

socially included than illiterate PWDs. The same is evident from the above result that high 

self-determination of literate PWDs having slightly high inclusionary effects than illiterate 

PWDs. Furthermore, the literate PWDs exhibit strong locus of control with high sense of 

self confidence and autonomy. They are in better position to control the events in their life 

independent of major external forces (Rotter, 1966; Keenan and McBain, 1979; and 

Nielsen and Einarsen, 2018). The main role of educators is to promote growth and 

development and to provide opportunities and support to encourage the development of 

self-determined behavior (Wehmeyer, 2004). Nota et al (2007) conducted a study of 

adolescents to determine the differences in postsecondary outcomes for students with 

disabilities based on self-determination and found students with higher levels of self-

determination were more likely to achieve more positive adult outcomes including better 

employment, independent living and community inclusion. However, literacy level was 

influential in highlighting the self-determination abilities (Palmer, 2011), as students more 

involved in their Individualized Education Program show higher levels of self-

determination (Branding et al., 2009; Latta et al, 2014; and Badu, 2016). 
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Table 4.54  Association between self-determination and social inclusion of PWDs 
while controlling literacy status 

Literacy 
status 

self-
determination 

Socially 
Excluded 
 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Low self 
determination 23 (53.5) 20 (46.5) 43 (100) 

χ2=13.864 
P=0.000 
Tb=0.275 

χ2=91.741 
P=0.000 
Tb=0.434 High self 

determination 
33 (236) 107 (76.4) 140 (100) 

Total 56 (30.6) 127 (69.4) 183 (100) 
Illiterate Low self 

determination 
200 (93.9) 13 (6.1) 213 (100) 

χ2=11.094 
P=0.001 
Tb=0.191 
 

High self 
determination 

75 (81.5) 17 (18.5) 92 (100) 

Total 275 (90.2) 30 (9.8) 305 (100) 

4.4.22. Association between access to adequate health services and social inclusion 
(controlling literacy status of the respondents) 

 Results in Table-4.55 revealed that for all those literate PWDs having good access 

to health services 100 percent were socially included, compared to 63.4 percent of those 

having poor access to health services. However, for all those illiterate PWDs having good 

access to health services 14.3 percent were socially included, compared to 9.7 percent of 

those having poor access to health services. The influence of access to health on social 

inclusion of PWDs in context of literacy status showed positive (Tb=0.294) and highly 

significant (P=0.000) association for literate. However, the association of the above 

mentioned variables was positive (Tb=0.023) and non-significant (P=0.519) for illiterate. 

Value of level of significance and Tb for entire table show a highly significant (P=0.000) 

and positive association (Tb=0.316) between access to health and social inclusion for both 

literate and illiterate PWDs. It is depicted from Kendal Tb values and chi square 

significance values that the effects of access to health and social inclusion of PWDs were 

spurious while controlling literacy status. The results highlighted that access to health 

facilities affected social inclusion more positively for literate PWDs than illiterate one.  

 Education is a source of creating health related awareness, identification of 

available health facilities and availing these facilities with comfort. This was the probable 

reason that literate PWDs were aware about documentation required and accessing health 
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care services. Therefore, literate PWDs accessed health care services at a higher rate than 

illiterate PWDs and therefore were more likely to be socially included. Educated PWDs 

adhere to treatment and decreases the chances of mortality and morbidity and enhance the 

chances of their social inclusion (Lynggaard et al., 2014). A lack of PWDs education could 

result in patients being misinformed and lacking knowledge about their disabilities (Addo, 

2004). Disabled people are restricted in accessing health care and report less satisfaction 

with their medical care needs not being understood, and feeling of low priority due to pre-

existing conditions (Gibson & O’Connor, 2010). Peters and Cotton (2015) mentioned that 

educated PWDs are in better position to communicate and express their problems to health 

service providers to reduce their health related problems.  

Table 4.55  Association between access to adequate health services and social 
inclusion of PWDs while controlling literacy status 

Literacy 
status 

access to 
health 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Poor access to 
health services 56 (36.6) 97 (63.4) 

153 

(100) 

χ2=15.822 
P= 0.000 
Tb= 0.294 

χ2= 48.871 
P= 0.000 
Tb = 0.316 Good access to 

health services 
0 (0.0) 30 (100) 30 (100) 

Total 
56 (30.6) 

127 
(69.4) 

183 (100) 

Illiterate Poor access to 
health services 

269 (90.3) 29 (9.7) 298 (100) 
χ2= 0.160 
P= 0.519 
Tb = 0.023 Good access to 

health services 
6 (85.7) 1 (14.3) 7 (100) 

Total 275 (90.2) 30 (9.8) 305 (100) 

4.4.23. Association between access to education sand social inclusion (controlling 
literacy status of the respondents) 

 Results in Table-4.56 show that for all those literate PWDs having good access to 

education 82.2 percent were socially included, compared to 65.2 percent of those having 

poor access to education.  Similarly, for all those illiterate PWDs having good access to 

education 27.3 percent were socially included, compared to 8.5 percent of those having 

poor access to education. The influence of access to education on social inclusion of PWDs 

in context of literacy status showed positive (Tb=0.159) and significant (P=0.022) 
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association for literate PWDs. Similarly, the association of the aforementioned variables 

was positive (Tb=0.163) and significant (P=0.013) for illiterate. Value of level of 

significance and Tb for entire table show a highly significant (P=0.000) and positive 

association (Tb=0.273) between access to education and social inclusion of PWDs for both 

literate and illiterate. It was depicted from Kendal Tb values and chi square significance 

values that the effects of access to education on the social inclusion of PWDs were non-

spurious while controlling educational status. The results highlighted that access to 

education affected social inclusion of PWDs universally.  

 Access to education is an important ingredient for social inclusion of PWDs. 

Access to basic education is one of the top most priorities of the provincial government. 

However, the government has not sufficiently focused on the inclusion of PWDs in this 

important aspect of their life. Therefore, availing education is difficult and expensive for 

PWDs. Moreover, those PWDs lucky enough o overcome the structural and economic 

barrier in getting education are more likely to be socially included than those having poor 

access to education. There is high need for an inclusive education system that places 

education of PWDs in regular classroom with normal students of the same age (Seelman, 

2004). Additional classroom support in form of educational assistive devices and materials 

can help PWDs to overcome their educational challenges (Pattberg, 2017). 

Table 4.56  Association between access to education and social inclusion of PWDs 
while controlling literacy Status 

literacy 
status 

access to 
education 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Poor access 
to education 48 (34.8) 90 (65.2) 138 (100) 

χ2=4.621 
P=0.022 
Tb=0.159 

χ2=36.460 
P=0.000 
Tb=0.273 Good access 

to education 
8 (17.8) 37 (82.2) 45 (100) 

Total 56 (30.6) 127 (69.4) 183 (100) 
Illiterate Poor access 

to education 
259 (91.5) 24 (8.5) 283 (100) 

χ2=8.128 
P=0.013 
Tb=0.163 Good access 

to education 
16 (72.7) 6 (27.3) 22 (100) 

Total 275  (90.2) 30 (9.8) 305 (100) 
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4.4.24. Association between access to employment opportunities and social inclusion 
(controlling literacy status of the respondents) 

Results in Table-4.57 highlighted that for all those literate PWDs having good 

access to employment opportunities 100 percent were socially included, compared to 65.4 

percent of those having poor access to employment opportunities.  Similarly, for all those 

illiterate PWDs having good access to employment opportunities 20 percent were socially 

included, compared to 9.7 percent of those having poor access to employment 

opportunities. The influence of access to employment opportunities on social inclusion of 

PWDs in context of literacy status showed positive (Tb=0.239) and highly significant 

association (P=0.000). Similarly, the association of the above mentioned variables was 

positive (Tb=0.044) but non-significant (P=0.406) for illiterate. Value of level of 

significance and Tb for entire table show a highly significant and positive association 

(P=0.000 & Tb=0.266) between access to employment opportunities and social inclusion 

for both literate and illiterate. The results of Kendal Tb and chi square significance values 

depicted spurious relation among access to employment opportunities and social inclusion 

of PWDs while controlling literacy status. The results highlighted that access to 

employment opportunities more positively affected social inclusion of literate PWDs than 

illiterate ones.  

 Employment provides earning opportunities and a source of establishing a social 

status for PWDs. The literate persons have more employment chances in the government, 

non-government and private companies due to their education than illiterate PWDs. The 

employed PWDs can manage their daily life amenities from their income or salary. 

Therefore, literate PWDs are more liable to social inclusion than illiterate. Participation in 

the labor market through employment is regarded as one of the cornerstones of active 

citizenship for disabled people. Educational level is one of the most important predictors of 

employment for persons with disabilities, and is therefore an effective way to improve 

disabled people’s chances of participation in the labour market and reduce the systematic 

differences in employment rates between disabled and non-disabled people (Sainsbury and 

Coleman-Fountain, 2013). Education has a statistical propensity with disability and work, 

educational level is substantially more important for the employment rate for disabled 
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people than for non-disabled people. This effect is often found to be around twice as high 

for disabled compared to non-disabled (Kittelsaa et al. 2015; and Tøssebro and Wik, 

2015). Educational level therefore, is the important factors for social inclusion of PWDs 

(Molden et al. 2009; Tøssebro and Wik, 2015; and Kittelsaa et al., 2015). Education have 

been found to have a strong effect on the likelihood of being in work, but some studies find 

that education is by far the most important for social inclusion of PWDs (Bjerkan and 

Veenstra 2008). PWDs who are literate more aware of their interests, abilities, and goals 

and are more likely to achieve their life and career goals and employment (Hasnain & 

Balcazar, 2009). Indeed, employees with disabilities compose “one of the largest 

underutilized labor pools” (Schur et al., 2014). However, in spite of this potential, 

managers consistently report that they find it difficult to attract qualified applicants with 

disabilities (Domzal et al., 2008). In census data, the differences in educational attainment 

do not fully explain the differences in employment rate (Lauer & Houtenville, 2017). 

However, without any qualification, the ability of persons with disabilities to secure 

gainful employment is minimal (Filmer, 2008; and Naami et al, 2012).  

Table 4.57  Association between access to employment opportunities and social 
inclusion of PWDs while controlling literacy status 

literacy 
status 

access to 
employment 
opportunities 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Poor access to 
employment 
opportunities 

56 (34.6) 106 (65.4) 162 (100) 
χ2=10.460 
P=0.000 
Tb=0.239 

χ2=34.613 
P=0.000 
Tb=0.266 

Good access to 
employment 
opportunities 

0 (0.0) 21 (100) 21 (100) 

Total 56 (30.6) 127 (69.4) 183 (100) 
Illiterate Poor access to 

employment 
opportunities 

271 (90.3) 29 (9.7) 300 (100) 
χ2=0.592 
P=0.406 
Tb=0.044 

Good access to 
employment 
opportunities 

4 (80.0) 1 (20.0) 5 (100) 

Total 275 (90.2) 30 (9.8) 305 (100) 
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4.4.25. Association between participation in decision making and social inclusion 

(controlling literacy status of the respondents) 

 Results in Table-4.58 highlighted that for all those literate PWDs having good 

participation in decision making 77.8 percent were socially included, compared to 50.9 

percent of those having poor participation in decision making. Similarly, for all those 

illiterate PWDs having good participation in decision making 19.6 percent were socially 

included, compared to 7.6 percent of those having poor participation in decision making. 

The influence of participation in decision making on social inclusion of PWDs in context 

of literacy status showed positive (Tb =0.270) and highly significant (P=0.000) association 

for literate. Moreover, the association of the above said variables was positive (Tb =0.156) 

and significant (P=0.010) for illiterate. Value of level of significance and Tb for entire 

table show a highly significant and positive association (P=0.000 & Tb=0.458) between 

participation in decision making and social inclusion for both literate and illiterate PWDs. 

The results of Kendal Tb and chi square significance values described spurious relation 

among participation in decision making and social inclusion of PWDs while controlling 

literacy status. The results depicted that participation in decision making influence the 

social inclusion of PWDs more positively of literate PWDs than illiterate. These results are 

supported by FGDs findings that educated PWDs were able to take decision at family and 

community level and other members of the community respected their decisions. 

Moreover, their opinion was given due weight in overall decision making process at 

personal, familial and communal level that increased chances of their social inclusion in 

the mainstream society.  

 Various decisions are taken on routine basis at personal, familial and communal 

level by PWDs in their routine life. The literate PWDs have greater chances to actively 

participate in these decisions than from illiterate. As a result participation in decision 

making is more inclusionary for literate PWDs than illiterate one. According to Morris 

(2005), people with disabilities are often seen as person in need for service and assistance, 

when she emphasizes that they should be included in the decision-making in society, 

especially in matters concerning themselves but it also incorporates major subfields within 

this area, such as participation in decision-making (Raisio et al., 2014) at societal level 
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(Törnbom et al., 2013). The studies of Beauchamp-Pryor (2012) and Zubillaga and Alba 

(2013) focused on education and learning within higher education that lead to participation 

of PWDs in labor market decisions and their social inclusion in the wider society. In 

addition, Guldvik et al (2013) stressed that other people should have the right kind and 

level of expectations on disabled people's capacities for participation in decision-making. 

Furthermore, disabled people's personal initiative, their skills, qualifications, knowledge 

and education were the reasons for societal participation and taking decisions ( Elder-

Woodward, 2013; and Guldvik et al., 2013). Disabled people's lack of power, influence 

and participation in decision-making were also highlighted as barriers for societal 

participation (Hilberink and Cardol, 2013; and Pawlowska-Cyprysiak et al., 2013). 

Table 4.58  Association between participation in decision making and social 
inclusion of PWDs while controlling literacy status 

Literacy 
status 

Participation 
in decision 
making 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Poor 
participation in 
decision making 

28 (49.1 29 (50.9) 57 (100) 
χ2=13.373
P=0.000 
Tb=0.270 

χ2=102.189 
P=0.000 
Tb=0.458 

Good 
participation in 
decision making 

28 (22.2) 98 (77.8) 126 (100) 

Total 56 (30.6) 127 (69.4) 183 (100) 
Illiterate Poor 

participation in 
decision making 

230 (92.4) 19 (7.6) 249 (100) 
χ2=7.439 
P=0.010 
Tb=0.156 

Good 
participation in 
decision making 

45 (80.4) 11 (19.6) 56 (100) 

Total 275 (90.2) 30 (9.8) 305 (100) 

4.4.26. Association between participation in cultural life and social inclusion 
(controlling literacy status of the respondents) 

Results in Table-4.59 disclosed that for all those literate PWDs who have active 

participation in cultural life 83.3 percent were socially included, compared to 61.5 percent 

of those who have passive participation in cultural life. However, for all those illiterate 

PWDs who have active participation in cultural life 38.5 percent were socially included, 
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compared to 8.6 percent of those who have passive participation in cultural life. The 

influence of participation in cultural life on social inclusion of PWDs in context of literacy 

status showed positive (Tb=0.227) and significant association (P=0.001) for literate PWDs. 

Similarly, the association of the aforementioned variables was positive (Tb=0.203) and 

significant (P=0.005) for illiterate. Value of level of significance and Tb for entire table 

show a highly significant and positive association (P=0.000 & Tb=0.412) between 

participation in cultural life and social inclusion for both literate and illiterate PWDs. The 

results of Kendal Tb and chi square significance values depicted non-spurious relationship 

between participation in cultural life and social inclusion of PWDs while controlling 

literacy status. The results show that participation in cultural life affected the social 

inclusion of PWDs irrespective of their literacy status.  

 The educational institutions provide greater opportunities for participation not only 

inside the educational institutions but also help the PWDs to participate at community, 

national and international level in cultural events. The higher the educational level the 

greater are the chances for PWDs to participate in various cultural life activities. Therefore, 

literate PWDs have greater opportunities to participate in marriages, funerals, prayers and 

other cultural life activities more frequently than illiterate PWDs. The same is the probable 

reason of high inclusion of literate PWDs than illiterate. subsequently, persons with 

disabilities are disadvantaged not only because of their impairments but as result of 

limitations imposed on them by social, cultural, economic and environmental barriers 

(Shakespeare, 2006; and O'Leary, 2013). Byaruhanga and Kuteesa (2015) also found that 

children with disabilities faced discrimination in the school setting and that there were 

insufficient funds to meet their academic needs.  Children with disabilities may be 

overlooked as a priority in the education agenda because of a lack of staff and no budget 

allocation for inclusive education. They argued that little more than policy-making has 

been achieved overall. Limited educational and employment opportunities can create 

barriers to participation in economic, social and cultural domains (Fadyl et al., 2015; and 

Conover et al., 2017). Community participation–engagement in the social, economic and 

cultural life of a community is crucial for the health and wellbeing of PWDs; they are 

covered more effectively by literate PWDs (Moore, 1986; and Bedell et al., 2013). 
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Table 4.59 Association between participation in cultural life and social inclusion of 
PWDs while controlling literacy status 

Literacy 
status 

Participation 
in cultural life 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Passive 
participation in 
cultural life 

45 (38.5) 72 (61.5) 117 (100) 
χ2=9.438 
P=0.001 
Tb=0.227 

χ2=82.871 
P=0.000 
Tb=0.416 

Active 
participation in 
cultural life 

11 (16.7) 55 (83.3) 66 (100) 

Total 56 (30.6) 127 (69.4) 183 (100) 
Illiterate Passive 

participation in 
cultural life 

267 (91.4) 25 (8.6) 292 (100) 
χ2=12.546 
P=0.005 
Tb=0.203 

Active 
participation in 
cultural life 

8 (61.5) 5 (38.5) 13 (100) 

Total 275 (90.2) 30 (9.8) 305 (100) 

4.4.27. Association between access to mobility and transport services and social 
inclusion (controlling literacy status of the respondents) 

Results in Table-4.60 illustrate that for all those literate PWDs having good access to 

mobility and transport services 85.3 percent were socially included, compared to 65.8 

percent of those having poor access to transport and mobility.   Similarly, for all those 

illiterate PWDs having good access to mobility and transport services 33.3 percent were 

socially included, compared to 9.1 percent of those having poor access to mobility and 

transport. The influence of access to mobility and transport services on social inclusion of 

PWDs in context of literacy status showed positive (Tb=0.165) and significant association 

(P=0.018) for literate PWDs. However, the association of the aforementioned variables 

was positive (Tb=0.138) and significant (P=0.048) for illiterate. Value of level of 

significance and Tb for entire table show a highly significant and positive association 

(P=0.000 & Tb=0.281) between access to mobility and transport services and social 

inclusion for both literate and illiterate PWDs. The results of Kendal Tb and chi square 

significance values depicted non-spurious of relation between access to mobility and 

transport services and social inclusion of PWDs while controlling literacy status. The 
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results show that access to mobility and transport services influenced the social inclusion 

of PWDs irrespective of their literacy status.  

 Mobility and transport is considered as one of the most important aspects of the 

PWDs in their daily life activities and events. The mobility and transport services in most 

cases are limited and the PWDs face issue and need support of normal person. Therefore, 

they face difficulty and uncomfrtability while traveling from one place to other. However, 

the influence of access to mobility and transport services is common everywhere in the 

world leading to social inclusion of PWDs irrespective of their education. Russell et al. 

(2008) expanded on these findings showing that disability was one of the strongest factors 

associated with social exclusion and PWDs are at greatest risk of discrimination in 

transport domains. McGinnity et al (2012) further added that there existed a strong 

relationship between having a disability and discrimination in accessing services such as 

transport. Barriers to participation in the public realm and community life for disabled 

young people exist across a number of domains. In the built environment domain, barriers 

include poor access to transport and amenities as well as to streets and other public spaces 

that can be difficult to negotiate (Witten et al., 2009). 

Table 4.60  Association between access to mobility and transport services and 
social inclusion of PWDs while controlling literacy status 

 

Literacy 
status 

Access to 
mobility and 
transport 
services 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Literate  Poor access to 
mobility and 
transport services 

51 (34.2) 98 (65.8) 
149 

(100) 

χ2=4.968 
P=0.018 
Tb=0.165 

χ2=38.567 
P=0.000 
Tb=0.281 

Good access to 
mobility and 
transport services 

5 (14.7) 29 (85.3) 34 (100) 

Total 56 (30.6) 127 (69.4) 183 (100) 
Illiterate Poor access to 

mobility and 
transport services 

269 (90.9) 27 (9.1) 296 (100) 
χ2=5.773 
P=0.048 
Tb =0.138 

Good access to 
mobility and 
transport services 

6 (66.7) 3 (33.3) 9 (100) 

Total 275 (90.2) 30 (9.8) 305 (100) 
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4.4.28. Association between ignorance to law and social inclusion (controlling monthly 
family income of the respondents) 

 

Results in Table-61 portrayed that for all those PWDs having monthly family 

income below PRs 16500 and were aware of law, 61.5 percent were socially included, 

compared to 6.6 percent of those who were ignorant to law.  Similarly, for all those PWDs 

having family monthly income of PRs 16500 and above and who were aware of law 91.3 

percent were socially included, compared to 57.1 percent of those who were ignorant to 

law. The influence of ignorance to law on social inclusion of PWDs in context of family 

monthly income showed negative (Tb=-0.398) and highly significant association (P=0.000) 

for PWDs having below PRs 16500 monthly family income. Similarly, the association of 

the above said variables was negative (Tb=-0.301) and highly significant (P=0.000) for 

those whose family income was PRs 16500 and above. Value of level of significance and 

Tb for entire table show a highly significant and negative association (P=0.000 & Tb=-

0.417) between ignorance to law and social inclusion of PWDs from all family income 

group. The results of Kendal Tb and chi square significance values depicted non-spurious 

relationship among ignorance to law and social inclusion of PWDs while controlling 

family monthly income.  

 Ignorance to law is universally occurring feature that is common to all PWDs. state 

of awareness to law was slightly better in families having better earning, however, its 

effect was almost similar in social inclusion of all PWDs. The same is interpreted from 

similar Tau-b values for both family income groups. Vergunst (2016), in his research study 

found strong relationship between poor access to information and discrimination of basic 

rights among PWDs. The author added that well-informed PWDs with respect to their 

basic legal right were in better position to overcome the problems of prejudice and 

discrimination faced by them. Insufficient information to legal rights lead to failure in 

accomplishment of basic human rights (Parnes et al., 2009; and Saulo et al., 2012) and 

social exclusion all over the world.  (Central Statistics Office, 2017).   
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Table 4.61  Association between Ignorance of law and social inclusion of PWDs 
while controlling monthly family income 

Monthly 
family 
income 

Ignorance to 
Law 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than PRs 
16500  

Ignorant to law 255 (93.4) 18 (6.6) 273 (100) χ2= 45.330 
P= 0.000 
Tb= -0.398 

χ2= 85.009 
P= 0.000 
Tb= -0.417 

Aware of law 5 (38.5) 8 (61.5) 13 (100) 
Total 260 (90.9) 26 (9.1) 286 (100) 

PRs 
16500 
and 
above 

Ignorant to law 67 (42.9) 89 (57.1) 156 (100) χ2= 18.285 
P= 0.000 
Tb= -0.301 

Aware of law 4 (8.7) 42 (91.3) 46 (100) 
Total 71 (35.1) 131 (64.9) 202 (100) 

4.4.29. Association between denial of basic human rights and social inclusion 
(controlling monthly family income of the respondents) 

 Results in Table-4.62 highlighted that for all those PWDs having monthly family 

income below PRs 16500 and their rights being admitted 27.8 percent were socially 

included, compared to 4.7 percent of those whose rights were denied. However, for all 

those PWDs having monthly family income of PRs 16500 and above and whose basic 

human rights were admitted 78.6 percent were socially included, compared to 55.1 percent 

of those whose rights were denied. The influence of denial of basic human rights on social 

inclusion of PWDs in context of monthly family income showed negative (Tb =-0.314) and 

highly significant (P=0.000) association for PWDs having below PRs 16500 family 

monthly. Moreover, the association of the above said variables was negative (Tb =-0.242) 

and highly significant (P=0.000) for those whose family income was PRs 16500 and 

above. Value of level of significance and Tb for entire table show a highly significant and 

negative association (P=0.000 & Tb =-0.357) between denial of basic human rights and 

social inclusion of PWDs from all family income group. The results of Kendal Tb and chi 

square significance values depicted variation in denial of basic human rights and social 

inclusion of PWDs while controlling family monthly income. PWDs experienced more 

denial to basic human rights and lower level of social inclusion in families with monthly 

income below PRs16500 compared to families with monthly family income PRs 16500 

and above. 
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 Sufficient family income is a major ingredient to purchase basic amenities of life 

and get protected from major uncertainties. The results portrayed that difference in level of 

income is also major source of securing basic rights to PWDs. sufficient income enable 

families to provide security to basic wants and rights including rights for PWDs. Families 

with low income were more at risk in protecting basic rights of PWDs that negatively 

influenced their desire to inclusion in family as well as in the wider society. There is a 

general consensus that the global agenda to end poverty through the sustainable 

development goals will only be successful through a concerted effort to eradicate poverty 

among persons with disabilities (Holden et al., 2017). Poverty is a barrier to inclusion and 

PWDs are more likely to experience poverty and deprivation than others (Central Statistics 

Office, 2017). Challenging living situation and poor living environment of PWDs 

contributes to their psychological health problems and their limited social support. The 

quantity and quality of food that disabled people can access may be limited by these 

barriers, even in developed Western countries which both negatively influence their quality 

of life and their social inclusion in the mainstream society (Webber et al., 2007; and 

Hubley et al., 2014) 

Table 4.62  Association between denial of basic human rights and social inclusion 
of PWDs while controlling monthly family income 

Monthly 
family 
income 

Denial of basic 
human rights 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than PRs 
16500  

Denial of basic 
human rights 

221 

(95.3) 
11 (4.7) 232 (100) 

χ2=28.127 
P=0.000 
Tb= -0.314 

χ2=62.030 
P=0.000 
Tb= -0.357 Admittance to 

basic to basic 
human rights 

39 (72.2) 15 (27.8) 54 (100) 

Total 260 

(90.9) 
26 (9.1) 286 (100) 

PRs 
16500 
and 
above 

Denial of basic 
human rights 53 (44.9) 65 (55.1) 118 (100) 

χ2=11.875 
P=0.000 
Tb= -0.242 Admittance to 

basic to basic 
human rights 

18 (21.4) 66 (78.6) 84 (100) 

Total 71 (35.1) 131 (64.9) 202 (100) 
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4.4.30. Association between self-determination and social inclusion (controlling 
 monthly family income of the respondents) 

 Results in Table-63 depicted that for all those PWDs having monthly income of 

below PRs 16500 and having high self-determination 19 percent were socially included, 

compared to 3.3 percent those having low self-determination.  Moreover, for all those 

PWDs having family monthly income of PRs 16500 and above, and have high self-

determination 81.9 percent were socially included, compared to 36 percent of those who 

have low self-determination. The influence of self-determination on social inclusion of 

PWDs in context of monthly family income showed positive (Tb=0.264) and high 

significant association (P=0.000) for PWDs having family monthly income below PRs 

16500. Similarly, the association of the aforementioned variables was positive (Tb=0.464) 

and highly significant (P=0.000) for those whose family income was PRs 16500 and 

above. Value of level of significance and Tb for entire table show a highly significant and 

positive association (P=0.000 & Tb=0.405) between self-determination and social inclusion 

of PWDs from all family income group. The results of Kendal Tb and chi square 

significance values show that the effects of self-determination and social inclusion of 

PWDs were spurious while controlling monthly family income. Difference in Kendal Tb 

values show that self-determination influenced the social inclusion of PWDs more 

positively in PWDs from families having more than PRs 16500 monthly income.  

 The results highlighted that PWDs in families with higher monthly income have 

high self-determination that affect their social inclusion more positively.  It was depicted 

from the results that in the study area PWDs in rich families were more actively involved 

in decision at family and their decisions also got respect in the community.  Due to which 

the confidence level of PWDs in rich families remained high that contributed to their self-

determination and social inclusion in family and also in the community. The family socio-

economic status in terms of its income is the most important determint in shaping 

autonomy and self-confidence in PWDs universally. High self-determination has strong 

correlation with high family income which enables PWDs to control the outcomes of the 

events in their lives as apposed to external forces (Rotter, 1966; Keenan and McBain, 

1979; and  Nielsen and Einarsen, 2018). In general, the PWDs are misattributed as low 
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skilled, poorly able and low performers by fellow beings (Stone-Romero, 2005; and 

Lengnick-Hall & Gaunt, 2007). Their views are given less importance and are excluded 

from decision making in matters directly affecting their life (WHO, 2011). Field et al 

(2003) linked the level of self-determination with poverty of PWDs in an inverse 

relationship. Therefore, poor PWDs exhibited lack of self-determination, skill, interest and 

support, opportunities for choices to make decisions, positive communication patterns 

within the institutions and personal relationship, and provision of support by family, peer, 

teacher and community members. Therefore, social inclusion and equity, access to 

education, employment, microfinance, and social protection have been examined as 

important components in understanding cycles of poverty among disabled persons 

(Braithwaite and Mont 2009; Lee et al., 2014; Sakellariou and Rotarou, 2017; and Watson 

et al., 2018).  

Table 4.63  Association between self-determination and social inclusion of PWDs 
while controlling monthly family income  

Monthly 
family 
income 

self-
determination 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than PRs 
16500  

Low self 
determination 175 (96.7) 6 (3.3) 181 (100) 

χ2=19.902 
P=0.000 
Tb=0.264 

χ2=91.741 
P=0.000 
Tb=0.405 High self 

determination 85 (81.0) 20 (19.0) 105 (100) 

Total 260 (90.9) 26 (9.1) 286 (100) 
PRs 
16500 
and 
above 

Low self 
determination 48 (64.0) 27 (36.0) 75 (100) 

χ2=43.563 
P=0.000 
Tb=0.464 High self 

determination 23 (18.1) 104 (81.9) 127 (100) 

Total 71 (35.1) 131 (64.9) 202 (100) 

4.4.31. Association between access to adequate health services and social inclusion 
(controlling monthly family income of the respondents) 

 Results in Table-64 portrayed that for all those PWDs having monthly income of 

below PRs 16500 and having good access to health services 60 percent were socially 

included, compared to 7.2 percent of those having poor access to health services. Similarly, 

for all those PWDs having monthly income of PRs 16500 and above having good access to 

health services 92.6 percent were socially included, compared to 60.6 percent of those who 
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have poor access to health services. The influence of access to health on social inclusion of 

PWDs in context of monthly family income showed positive (Tb=0.337) and highly 

significant (P=0.000) association for monthly family income of below PRs 16500. 

However, the association of the above mentioned variables was positive (Tb=0.228) and 

significant (P=0.001) for those having monthly family income PRs 16500 and above. 

Value of level of significance and Tb for entire table show a highly significant (P=0.000) 

and positive association (Tb=0.316) between access to health and social inclusion from all 

family income group. The results of Kendal Tb and chi square significance values show 

that the effects of access to health and social inclusion of PWDs were spurious while 

controlling family monthly income. The results highlighted that access to health affect the 

social inclusion of PWDs more positively for those PWDs who have below PRs16500 

family monthly income. 

 Difference in family income levels lead to different levels of PWD’s accessibility 

to health services which is an important aspect of their social inclusion. Rich PWDs 

managed their access to health on self-support base. However, the poor PWDs found it 

difficult to avail quality health services. The cultural support in form of charity and social 

welfare, however, is strong enough to provide some support to poor PWDs and dilute their 

problems due to poor access to health facilities. Charitable organization and charity 

hospitals are also important to facilitate poor PWDs in health sector and improve their 

social inclusion. The disability prevalence is much higher in lower and lower-middle-

income families compared to high-income families (Mitra & Sambamoorthi, 2014). The 

umbrella of problems like access to health is not only confining to the lower or middle 

class families but it also gripped the PWDs of elite. However, the range of hindrances of 

PWDs in less developed countries is more severe which covers problems like financial, 

attitudinal/behavioral and physical challenges (MacLachlan and Mannan, 2014). The same 

miserable picture of problems of issues particularly health is presented by Beatty et 

al (2003) which reflect dependency of PWD’s on others help. A study by Graham et al 

(2014) in South Africa, looking at poverty and disability, showed that  people  with  

disabilities  were  more  likely  to  report  difficulties  with  accessing  health services. 

Rugema et al (2015) identified the health care programs initiated in the developing and 
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developed nations however it is cost much to the PWDs which is unbearable.  Atijosan et 

al (2009) also examined the financial challenges to PWDs with regard to access to health 

care facilities. On other side, Angus et al (2012) depicted the nexus of access to health care 

facilities and minimization of socio-economic and cultural barriers and dependency by 

PWDs on others. The same link between poverty and disability is pointed out by Sen 

(2009) which states that poverty and disability both goes parallel resulting into low birth 

weight, malnutrition, unsafe work and living conditions, lack of clean water/adequate 

sanitation, and injuries which ultimately make them vulnerable for social exclusion. To 

make them socially included, governmental and non-governmental organizations are trying 

to extend support to curb their daily life issues (Rauh et al., 2008; and Peters et al., 2008).  

Table 4.64  Association between access to adequate health services and social 
inclusion of PWDs while controlling monthly family income 

 

Monthly 
family 
income 

access to 
health 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than PRs 
16500  

Poor access to 
health services 

256 (92.8) 
20 (7.2) 276 (100) 

χ2= 32.496 
P= 0.000 
Tb= 0.337 

χ2= 48.871 
P= 0.000 
Tb= 0.316 Good access to 

health services 4 (40.0) 6 (60.0) 10 (100) 

Total 260 (90.9) 26 (9.1) 286 (100) 
PRs 
16500 
and 
above 

Poor access to 
health services 69 (39.4) 106 (60.6) 175 (100) 

χ2= 10.522 
P= 0.001 
Tb= 0.228 Good access to 

health services 2 (7.4) 25 (92.6) 27 (100) 

Total 71 (35.1) 131 (64.9) 202 (100) 

4.4.32. Association between education and social inclusion (controlling monthly 
family income of the respondents) 

Results in Table-65 highlighted that for all those PWDs having monthly family 

income below PRs 16500 and have good access to education 26.9 percent were socially 

included, compared to 7.3 percent of those having poor access to education. Similarly, for 

all those PWDs having monthly family income of PRs 16500 and above and having good 

access to education 87.8 percent were socially included, compared to 59 percent of those 

who have poor access to education. The influence of access to education on social 
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inclusion of PWDs in context of family monthly income indicated positive (Tb=0.196) and 

significant (P=0.005) association for PWDs having family monthly income below 16500. 

Moreover, the association of the above mentioned variables was positive (Tb=0.243) and 

highly significant (P=0.000) for those having family monthly income of PRs 16500 and 

above. Value of level of significance and Tb for entire table show a highly significant 

(P=0.000) and positive association (Tb=0.273) between access to education and social 

inclusion for both family monthly incomes. It is depicted from Kendal Tb values and chi 

square significance values that the effects of access to education and social inclusion of 

PWDs were spurious while controlling monthly family income. The results show that 

access to education affected social inclusion of PWDs more positively that are having PRs 

16500 and above family monthly income. These results are also supported by FGDs 

findings that family income affected the access to education as rich families enrolled their 

PWDs members in special private or public school designed for them. On the other hand, 

children from poor families were admitted in very low quality schools with lack of 

facilities for PWDs that lead to their dropout from school and low academic achievements. 

Education is the main component for development throughout the world. In this 

regard government of Pakistan introduced several laws to enhance the literacy through 

provision of uniform, books and other packages to students and teaching staff as well. 

However, the PWDs are not much facilitated in this regard. Those PWDs whose family 

monthly income is enough they provided educational facilities to their PWDs members by 

enrolling them in private schools for PWDs or the family provide various assistive devices 

to them for their education. On the other side, The PWDs from poor families were lacking 

this familial support. Therefore, PWDs from rich families better secured their educational 

need and were more socially included than those from poor families. World Bank (2007) 

examined that PWDs ratio of attending schools and drop out which is alarmingly negative. 

Jenkins and Rigg (2003) portrayed a comparative analysis of the gap exist between PWDs 

and those who are not disabled wherein PWDs face more issues as compared to the second 

group that negatively impact their literacy, livelihood, and expenditures. Wilkinson & 

Marmot, (2003) explained that PWDs experience negative psycho-economic implications. 

On the other side, disability can lead to exclusion from work, education and healthcare, as 

well as high healthcare and other expenses, which can cause or exacerbate poverty (Trani 

and Loeb, 2012). In general, people with disabilities around the world share similar 

characteristics. They are considered the poorest of the poor, have lower levels of education, 
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higher rates of unemployment and underemployment, have fewer savings and a reduced 

number of assets including housing and land (Loeb et al., 2008; and Mitra et al., 2013). 

Table 4.65  Association between access to education and social inclusion of PWDs 
while controlling monthly family income 

Monthly 
family 
income 

access to 
education 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than PRs 
16500  

Poor access 
to education 241 (92.7) 19 (7.3) 260 (100) 

χ2=11.004 
P=0.005 
Tb=0.196 

χ2=36.460 
P=0.000 
Tb=0.273 Good access 

to education 19 (73.1) 7 (26.9) 26 (100) 

Total 260 (90.9) 26 (9.1) 286 (100) 
PRs 
16500 
and 
above 

Poor access 
to education 66 (41.0) 95 (59.0) 161 (100) 

χ2=11.890 
P=0.000 
Tb=0.243 Good access 

to education 5 (12.2) 36 (87.8) 41 (100) 

Total 71 (35.1) 131 (64.9) 202 (100) 

4.4.33. Association between access to employment opportunities and social inclusion 
(controlling monthly family income of the respondents) 

 Results in Table-4.66 showed that for all those PWDs having family monthly 

income below PRs 16500 and having good access to employment opportunities 50 percent 

were socially included, compared to 7.9 percent of those who have poor access to 

employment opportunities. Similarly, for all those PWDs having monthly family income 

above PRs 16500 and have good access to employment opportunities 100 percent were 

socially included, compared to 61.4 percent of those who have poor access to employment 

opportunities. The influence of access to employment opportunities on social inclusion of 

PWDs in context of family monthly income indicated positive (Tb=0.241) and significant 

(P=0.003) association for PWDs having family monthly income below PRs 16500. 

Moreover, the association of the above mentioned variables was positive (Tb=0.230) and 

highly significant (P=0.000) for those having monthly family income of more than PRs 

16500. Value of level of significance and Tb for entire table show a highly significant 

(P=0.000) and positive association (Tb=0.266) between access to employment 

opportunities and social inclusion of PWDs for both family income groups. The values of 

Kendal Tb and chi square significance values depicted that the effects of access to 
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employment opportunities and social inclusion of PWDs were non-spurious while 

controlling family monthly income.  

 The disabled are marginalized for their low economic contribution in family. They 

are also disadvantaged in terms of their poor access to employment as the PWDs due to 

various barriers and were unable to engage themselves in agriculture or other professions.  

Therefore, the exclusionary influence of access to employment opportunities was of 

universal occurrence irrespective of income. Oppenheim and Lisa (1996) suggested that 

most households containing disabled person receive no income from employment of these 

PWDs. They face the risk of poverty because of inadequate income and high cost of 

spending on food, transport and health requirements of PWDs. due to which their 

participation in societal events may be restricted, leading to social exclusion of PWDs. 

Kassah et al (2014) and Opoku et al (2017) explored the failure of advocacy regarding 

non-imitation of policies with regard to social inclusion of PWD’s whereas they are facing 

discrimination in seeking employment and in other areas as well. Lamichhane and Kamal 

(2013) highlighted the positive implications of employment for PWD’s which may 

enhance their socio-economic status along with their competencies. 

Table 4.66  Association between access to employment opportunities and social 
inclusion of PWDs while controlling monthly family income 

Monthly 
family 
income 

access to 
employment 
opportunities 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than PRs 
16500  

Poor access to 
employment 
opportunities 

256  (92.1) 22 (7.9) 278 (100) 
χ2=16.666 
P=0.003 
Tb=0.241 

χ2=34.613 
P=0.000 
Tb=0.266 

Good access to 
employment 
opportunities 

4 (50.0) 4 (50.0) 8 (100) 

Total 260 (90.9) 26 (9.1) 286 (100) 
PRs 
16500 
and 
above 

Poor access to 
employment 
opportunities 

71 (38.6) 113 (61.4) 184 (100) 
χ2=10.710 
P=0.000 
Tb=0.230 

Good access to 
employment 
opportunities 

0 (0.0) 18 (100) 18 (8100) 

Total 71 (35.1) 131 (64.9) 202 (100) 
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4.4.34. Association between participation in decision making and social inclusion 
(controlling monthly family income of the respondents) 

Results in Table-4.67 show that for all those PWDs having monthly family income 

below PRs 16500 and who have good participation in decision making 24.6 percent were 

socially included, compared to 4.1 percent of those who have poor participation in decision 

making. Similarly, for all those PWDs who have monthly family income of PRs 16500 and 

above having good participation in decision making 81.4 percent were socially included, 

compared to 43.8 percent of those who have poor participation in decision making. The 

influence of participation in decision making on social inclusion of PWDs in context of 

family monthly income depicted positive (Tb=0.305) and highly significant (P=0.000) 

association for PWDs having family monthly income below PRs 16500. Similarly, the 

association of the above mentioned variables was positive (Tb=0.391) and highly 

significant (P=0.000) for those having family monthly income PRs 16500 and above. 

Value of level of significance and Tb for entire table indicated a highly significant 

(P=0.000) and positive association (Tb=0.458) between participation in decision making 

and social inclusion of PWDs for all family income groups. The results of Kendal Tb and 

chi square significance values show non-spurious relation between participation in 

decision making and social inclusion of PWDs while controlling family monthly income. 

The results depicted that participation in decision making effect the social inclusion of 

PWDs universally irrespective of their monthly family income. 

 The family income is important in reducing economic deprivation of PWDs 

however, participation in decision making require additional inputs from family to 

socialize their members in this regard. Thus, disability increases vulnerability to low 

participation in social activities, especially when disability is stigmatized. PWDs facing 

numerous problems like health complications and the menace of poverty which become 

stigmatized in society (Mitra et al., 2011). This stigmatization can be overcome through 

economic independence through creating employment opportunities (Fitzgerald, 2007; and 

Groce et al., 2011). The economic stability cannot be the sole factor in removing stigma 

rather they shall be equipped with the strengths to get access to their needs effectively and 
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can overcome the challenges in their employment sphere (Groce et al., 2011; and Opoku et 

al., 2017). 

Table 4.67  Association between participation in decision making and social 
inclusion of PWDs while controlling monthly family income 

Monthly 
family 
income 

Participation 
in decision 
making 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than PRs 
16500  

Poor 
participation in 
decision making 

 
208 (95.9) 9 (4.1) 217 (100) 

χ2=26.596 
P=0.000 
Tb=0.305 

χ2=102.189 
P=0.000 
Tb=0.458 

Good 
participation in 
decision making 

52 (75.4) 17 (24.6) 69 (100) 

Total 260 (90.9) 26 (9.1) 286 (100) 
PRs 
16500 
and 
above 

Poor 
participation in 
decision making 

50 (56.2) 39 (43.8) 89 (100) 
χ2=30.872 
P=0.000 
Tb=0.391 

Good 
participation in 
decision making 

21 (18.6) 92 (81.4) 113 (100) 

Total 71 (35.1) 131 (64.9) 202 (100) 

4.4.35. Association between participation in cultural life and social inclusion 
(controlling monthly family income of the respondents) 

 

 Results in Table-4.68 portrayed that for all those PWDs who have monthly family 

income below PRs 16500 and have active participation in cultural life 39.3 percent were 

socially included, compared to 5.8 percent of those having passive participation in cultural 

life. Similarly, for all those PWDs having PRs 16500 and above monthly family income 

96.1 percent have active participation in cultural life and were socially included, compared 

to 54.3 percent of those who have passive participation in cultural life. The influence of 

participation in cultural life on social inclusion of PWDs in context of monthly family 

income disclosed positive (Tb=0.346) and high significant (P=0.000) association for PWDs 

having monthly family income below PRs 16500. Similarly, the association of the above 

mentioned variables was positive (Tb=0.380) and highly significant (P=0.000) for those 

having monthly family income of PRs16500 and above. Value of level of significance and 

Tb for entire table indicated a highly significant (P=0.000) and positive association 

(Tb=0.412) between participation in cultural life and social inclusion of PWDs for both 
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family income. Results of Kendal Tb and chi square significance values depicted non-

spurious relation among participation in cultural life and social inclusion of PWDs while 

controlling family monthly income. The results showed that participation in cultural life 

effect the social inclusion of PWDs irrespective of their monthly family income.  

 PWDs who have access to participation in cultural events were more socially 

included in the mainstream society. Most of the cultural events were free of cost and easily 

accessible for PWDs. These included the ceremonies and events celebrated at familial, 

communal and societal level such as child birth, marriages celebrations, religious and 

cultural events. Those PWDs who actively participate in these activities were more socially 

included in the mainstream society. In particular, community participation of disabled 

symbolizes their inclusion and is somewhat affected by economic standings of family 

(Braithwaite and Mont, 2009). Economic disadvantage, in most cases is independent of 

participation in cultural activities for PWDs (Higashida, 2017). Majority of the disabled 

youth have to rely on the household’s income to participate in paid cultural activities 

(Filmer, 2008). However, those cultural activities that are free of cost are openly 

participated by almost all PWDs of their own freedom (Aldersey et al., 2012; Opoku et al., 

2016, 2017a, 2017b; and Morrisson et al., 2017). Therefore, economic influence on 

cultural participation is sporadic with high inclusionary effect in paid cultural activities and 

no influence in unpaid cultural activities (Nakade et al., 2017; Sauer & Lalvani, 2017; and 

Tough et al., 2017). However, it is established that cultural participation is important (Lim, 

2017) and have inclusionary effects on PWDs (Jacobs & MacMahon, 2017; and Nishio et 

al., 2017). 
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Table 4.68  Association between participation in cultural life and social inclusion of 
PWDs while controlling monthly family income 

Monthly 
family 
income 

Participation 
in cultural life 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than 
16500  

Passive 
participation in 
cultural life 

243 (94.2) 15 (5.8) 258 (100) 
χ2=34.242 
P=0.000 
Tb=0.346 

χ2=82.871 
P=0.000 
Tb=0.412 

Active 
participation in 
cultural life 

17 (60.7) 11 (39.3) 28 (100) 

Total 260 (90.9) 26 (9.1) 286 (100) 
PRs 
16500 
and 
above 

Passive 
participation in 
cultural life 

69 (45.7) 82 (54.3) 151 (100) 
χ2=29.186 
P=0.000 
Tb=0.380 

Active 
participation in 
cultural life 

2 (3.9) 49 (96.1) 51 (100) 

Total 71 (35.1) 131 (64.9) 202 (100) 

4.4.36. Association between access to mobility and transport services and social 
inclusion (controlling monthly family income of the respondents) 

 Results in Table-69 highlighted that for all those PWDs having monthly family 

income below PRs16500 and have good access to mobility and transport services 38.9 

percent were socially included, compared to 7.1 percent of those who have poor access to 

mobility and transport services. Similarly, for all those PWDs having monthly family 

income of PRs 16500 and above and have good access to mobility and transport 

services100 percent were socially included, compared to 59.9 percent of those who have 

poor access to mobility and transport services. The influence of access to mobility and 

transport services on social inclusion of PWDs in context of family monthly income 

depicted positive (Tb=0.269) and highly significant (P=0.000) association for PWDs. 

Similarly, the association of the aforementioned variable was positive (Tb=0.277) and 

highly significant (P=0.000) for those having monthly family income of PRs 16500 and 

above. Value of level of significance and Tb for entire table indicated a highly significant 

(P=0.000) and positive association (Tb=0.281) between access to mobility and transport 

services and social inclusion of PWDs from all family income groups. Similar Kendal Tb 

and chi square significance values described non-spurious relation between access to 
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mobility and transport services and social inclusion of PWDs while controlling family 

monthly income. The results highlighted that access to mobility and transport services 

influence the social inclusion of PWDs irrespective of their family monthly income as 

evident from nearly similar Tb values. 

 Mobility and transport play an important role to access different facilities like 

health and education etc. PWDs have limited access to mobility aids and accessible 

transport system in the study area. Therefore, the PWDs face difficulty to move freely 

within their neighborhood and general community. The limited numbers of PWDs having 

good access to transport facilities, however, were more liable to social inclusion than 

others. Litman (2015) found that people with physical disabilities had difficulty and 

therefore preventing access to using public mode of transport. The stairs can’t be navigated 

and the doors are difficultly opened by the PWDs (Gal et al., 2010) that create physical 

barriers to their mobility (Howell and Lazarus, 2003). The within and outside home 

environmental barriers promote their social exclusion (Schulze, 2011; and Green & 

Jackson, 2011). Emphases are given on designing and modifying the daily use items and 

assistive devices for PWDs to eliminate their mobility barriers (Tan et al., 2013; and Brian 

and Magaña, 2016). Non-adoption of transport system according to the disability needs of 

PWDs was the main reason for non-satisfaction of PWDs towards transport facilities 

(Lucas & Currie, 2012). A user friendly public transport system in terms of accessibility to 

bus stops and facilities of getting in and out of transport at appropriate stops is important 

(Gopinath & Kuang, 2012; Cheng and Chen, 2015; and Yatskiv et al., 2017). These 

facilities improve PWDs participation in routine life and their social inclusion (Addo, 

2014; and Enoch, 2018).   
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Table 4.69  Association between access to mobility and transport services and 
social inclusion of PWDs while controlling monthly family income 

 

Monthly 
family 
income 

Access to 
mobility and 
transport 
services 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

below 
than PRs 
16500  

Poor access to 
mobility and 
transport services 

249 (92.9) 19 (7.1) 268 (100) 
χ2=20.638 
P=0.000 
Tb=0.269 

χ2=38.567 
P=0.000 
Tb=0.281 

Good access to 
mobility and 
transport services 

11 (61.1) 7 (38.9) 18 (100) 

Total 260 (90.9) 26 (9.1) 286 (100) 
PRs 
16500 
and 
above 

Poor access to 
mobility and 
transport services 

71 (40.1) 106 (59.9) 177 (100) 
χ2=15.463 
P=0.000 
Tb=0.277 

Good access to 
mobility and 
transport services 

0 (0.0) 25 (100) 25 (100) 

Total 71 (35.1) 131 (64.9) 202 (100) 

4.4.37. Association between ignorance to law and social inclusion (controlling level of 
disability of the respondents) 

 Results in Table-4.70 illustrated that for all those PWDs who have severe disability 

and were aware of law 100 percent were socially included, compared to 36.8 percent of 

those who were ignorant to law. Similarly, for all those PWDs who have moderate 

disability and aware of law 82.4 percent were socially included, compared to 10.8 percent 

of those who were ignorant to law. The influence of ignorance to law on social inclusion of 

PWDs in context of level of disability showed negative (Tb=-0.232) and highly significant 

(P=0.000) association for severe disability. However, the association of the above 

mentioned variables was negative (Tb=-0.665) and highly significant (P=0.000) for 

moderate disability. Value of level of significance and Tau-b for entire table show a highly 

significant and negative association (P=0.000 & Tb=-0.417) between ignorance to law and 

social inclusion for both severe and moderate disability. The results of Kendal Tb and chi 

square significance values highlighted spurious relation between ignorance to law and 

social inclusion of PWDs while controlling level of disability. The results highlighted that 
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PWDs with moderate disability werre less socially included due to ignorance to law then 

severe PWDs. 

 Most of the PWDs were unable to secure their socio-economic, educational, health 

and employment rights due to their ignorance to law. However, those who were having 

severe disability and were unable to function normally without other’s help were less 

affected due to ignorance to law. For them their mere survival was more important than 

socio-economic participation. On the other hand those PWDs who were able of 

independent survival catered more for social and economic inclusion and for them negative 

effect of ignorance to law was more severe. The same is the probable reason of high 

negative value of Tau-b for moderately disabled PWDs. The current system falls short of 

full support for the most severely disabled (Hancock et al., 2016). In developing nations, 

people with disabilities are subjected to numerous types of discrimination (Baba-

Ochankpa, 2010) and much of the discrimination faced by people with severe disabilities 

can be found due to ignorance on the part of the general public’ (El-Kurebe, 2010). Less 

severe PWDs manage to co-exist in normal society. However, they need special legal 

support for their full inclusion and avoiding discrimination (Etieyibo and Omiegbe, 2016).  

Table 4.70  Association between Ignorance to law and social inclusion of PWDs 
while controlling level of disability 

 

Level of 
disability 

Ignorance to 
Law 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 
 

Severe 
disability 

Ignorant to law 148 (63.2) 86 (36.8) 234 (100) χ2= 13.026  
P= 0.000 
Tb= -0.232 

χ2= 85.009 
P= 0.000 
Tb= -0.417 

Aware of law 0 (0.0) 8 (100) 8 (100) 
Total 148 (61.2) 94 (38.8) 242 (100) 

Moderate 
disability 

Ignorant to law 174 (89.2) 21 (10.8) 195 (100) χ2= 108.737 
P= 0.000 
Tb= -0.665 

Aware of law 9 (17.6) 42 (82.4) 51 (100) 
Total 183 (74.4) 63 (25.6) 246 (100) 
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4.4.38. Association between denial of basic human rights and social inclusion 
(controlling level of disability of the respondents) 

Results in Table-4.71 show that for all those PWDs having severe disability whose 

basic human rights were admitted 56.1 percent were socially included, compared to 23.4 

percent of those whose basic human rights were denied. Likewise, for all those PWDs 

having moderate disability whose basic human rights were admitted 70.8  percent were 

socially included, compared to 20.7 percent of those whose basic human rights were 

denied. The influence of denial of basic human rights on social inclusion of PWDs in 

context of denial of basic human rights depicted negative (Tb=-0.335) and highly 

significant association (P=0.000) for PWDs having severe disability. The association of the 

above said variables was also negative (Tb=-0.341) and highly significant (P=0.000) for 

respondents having moderate disability. Value of level of significance and Tb for entire 

table show highly significant (P=0.000) and negative (Tb=-0.357) association between 

denial of basic human rights and social inclusion for both severe and moderate disability. 

The results of Kendal Tb and chi square significance values highlighted non-spurious 

relation between denial of basic human rights and social inclusion of PWDs while 

controlling level of disability. The results showed that denial of basic human rights effect 

the social inclusion of PWDs irrespective of their level of disability. 

 All the PWDs need equal access to basic human rights as mentioned by the 

Universal Declaration of Human Rights (UDHR) and UNCRPD and all the nations should 

provide it to these PWDs irrespective of their level of disability. Therefore, all the PWDs, 

respective of their severity of disability are socially excluded when they face denial of 

basic human rights, as indicated by similar Tau-b values of the results. A series of research 

on PWDs found low food and insufficient water intake in PWDs as they were unable to 

access these basic needs due to their disability (Eide and Kamaleri 2009; Tan et al., 2013; 

and Magnusson & Bickenbach, 2017). In addition, inadequate access to shelter, health, 

rehabilitation services, assistive devices, and access to social workers were denied to them, 

especially in developing nations (Handicape International, 2015).  An overall negative 

attitude toward PWDs rights is compelling to shut them out of normal society and restrict 

their normal functioning (Esmail, 2010). 
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Table 4.71  Association between denial of basic human rights and social inclusion 
of PWDs while controlling level of disability 

Level of 
disability 

Denial of 
basic human 
rights 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Severe 
disability 

Denial of basic 
human rights 98 (76.6) 30 (23.4) 128 (100) 

χ2=27.146 
P=0.000 
Tb= -0.335 

χ2=62.030 
P=0.000 
Tb= -0.357 Admittance to 

basic to basic 
human rights 

50 (43.9) 64 (56.1) 114 (100) 

Total 148 (61.2) 94 (38.8) 242 (100) 
Moderate 
disability 

Denial of basic 
human rights 176 (79.3) 46 (20.7) 222 (100) 

χ2=28.550 
P=0.000 
Tb= -0.341 Admittance to 

basic to basic 
human rights 

7 (29.2) 17 (70.8) 24 (100) 

Total 183 (74.4) 63 (25.6) 246 (100) 

4.4.39. Association between self-determination and social inclusion (controlling level 
of disability of the respondents) 

 Results in Table-72 depicted that for all those PWDs having severe disability who 

have high self-determination 48.6 percent were socially included, compared to 14.5 percent 

of those having low self-determination. Similarly, for all those PWDs having moderate 

disability and have high self-determination 67.8 percent were socially included, compared 

to 12.3 percent of those who have low self-determination. The influence of self-

determination on social inclusion of PWDs in context of level of disability depicted 

positive (Tb=0.316) and highly significant association (P=0.000) for PWDs having severe 

disability. However, the association of the above said variables was positive (Tb=0.543) 

and highly significant (P=0.000) for respondents with moderate disability.  Value of level 

of significance and Tb for entire table show a highly significant (P=0.000) and positive 

association (Tb=0.434) between self-determination and social inclusion for both severe and 

moderate disability. It was depicted from Kendal Tb values and chi square significance 

values that the effects of self-determination and social inclusion of PWDs were spurious 

while controlling level of disability. The results show that self-determination affects the 

social inclusion of PWDs more positively having moderate disability. 
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 Self-determination is based on the choices and decision of PWDs that were taken at 

personal, familial and communal level. PWDs having moderate disability have high self-

determination as they are capable to do activities easily without the support of others. They 

have trust on their own self to complete their routine tasks like the normal person. This 

may be the probable cause of more social inclusion of PWDs with mild disability than 

those with severe disability. The severity of disability has derogatory effects on the sense 

of autonomy and confidence in oneself that weekeens their level of self-determination. 

Therefore, persons with exterem disability of highly influence by external forces and 

exercise least control over the outcomes of events in their lives (Rotter, 1966; Keenan and 

McBain, 1979; and  Nielsen and Einarsen, 2018). People with more severe disability often 

experience greater disadvantage (Grech, 2008) and are excluded from decision making in 

matters directly affecting their life (Davis, 2006; and WHO, 2011). The excessive control 

from networking members reduced independence in the life of PWDs and drags them to 

social exclusion (Duggan and Linehan, 2013). People with severe disabilities develop the 

feeling of inability and considered that they are unable to participate in societal activities 

and limit their social inclusion (Shaw et al., 2012). A research study found that the severity 

of a student’s disability influenced their teachers’ perceptions of self-determination of their 

students. Specifically, teachers working with students with severe disability rated the 

capacity of their students to make decisions significantly lower than their colleagues with 

moderate disability (Michael et al., 2000). Watson et al (2016) concluded that people who 

are expected to express choice and preference are more likely to behave autonomously, be 

happy, and exhibit positive behavior. 
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Table 4.72  Association between self-determination and social inclusion of PWDs 
while controlling level of disability 

Level of 
disability 

self-
determination 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Severe 
disability 

Low self 
determination 59 (85.5) 10 (14.5) 69 (100) 

χ2= 24.092 
P= 0.000 
Tb= 0.316 

χ2= 91.741 
P= 0.000 
Tb= 0.405 High self 

determination 89 (51.4) 84 (48.6) 173 (100) 

Total 148 (61.2) 94 (38.8) 242 (100) 
Moderate 
disability 

Low self 
determination 164 (87.7) 23 (12.3) 187 (100) 

χ2= 72.507 
P= 0.000 
Tb= 0.543 High self 

determination 19 (32.2) 40 (67.8) 59 (100) 

Total 183 (74.4) 63 (25.6) 246 (100) 
 

4.4.40. Association between access to adequate health services and social inclusion 
(controlling level of disability of the respondents) 

 

Results in Table-4.73 portrayed that for all those PWDs having severe disability and have 

good access to health 92 percent were socially included, compared to 32.7 percent of those 

who have poor access to health. Similarly, for all those PWDs having moderate disability 

and have good access to health 66.7 percent were socially included, compared to 23.5 

percent of those who have poor access to health services. The influence of access to health 

on social inclusion of PWDs in context of level of disability showed positive (Tb=0.370) 

and highly significant (P=0.000) association for PWDs having severe disability. Similarly, 

the association of the above mentioned variables was positive (Tb=0.213) and significant 

(P=0.003) with moderate disability. Value of level of significance and Tb for entire table 

show a highly significant (P=0.000) and positive association (Tb=0.316) between access to 

health and social inclusion for both moderate and severe disability. It was depicted from 

Kendal Tb values and chi square significance values that the effects of access to health and 

social inclusion of PWDs were spurious while controlling level of disability. The results 

highlighted that access to health effect the social inclusion of PWDs more positively for 

those who are having severe disability.  
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 Access to health services required financial and social support from family and 

community members. To ensure access to health, the government of Khyber Pukhtukhwa 

has initiated different projects i.e. provision of health cards and up-gradation of hospitals 

etc. However, PWDs with severe disability gets preferential treatment in accessing health 

facilities than PWDs having moderate disability and lead to their greater social inclusion. 

Moreover, in rural, cultural based communities PWDs having severe disability owe respect 

and are treated on priority basis while accessing health services. Family, community and 

staff at health institution gave preference to PWDs having severe disability that was 

compelling for their social inclusion. Merton (1957) edited to existing functional 

perspective with reference to PWDs through his concept of manifest and latent functions. 

The society, According to Merton, tries to mainstream the functioning of PWDs to make 

them productive member of society. Therefore, health care and research programs are 

initiated to support health and welfare related requirements of PWDs (Oliver, 1996).  The 

highest percentage of people with unmet healthcare needs is people with a severe disability 

(Sakellariou and Rotarou, 2017). Joanne and Penn (2009) found that due to poor 

management at hospital PWDs had to wait for a number of hours to be attended by 

healthcare staff.  Health staffs in most cases don’t explain every complication to PWDs to 

handle their situation and become a productive member of the society (Williams, 2003; 

Lee et al., 2014; and Sakellariou and Rotarou, 2017) and are more at risk of social 

exclusion (Shakespeare et al., 2017). 

Table 4.73  Association between access to adequate health services and social 
inclusion of PWDs while controlling level of disability 

Level of 
disability 

access to 
health 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Severe 
disability 

Poor access to 
health services 

146 (76.3) 71 (32.7) 217 (100) 
χ2= 33.163 
P= 0.000 
Tb= 0.370 

χ2= 48.871 
P= 0.000 
Tb= 0.316 
 

 

Good access to 
health services 

2 (8.0) 23 (92.0) 25 (100) 

Total 148 (61.2) 94 (38.8) 242 (100) 
Moderate 
disability 

Poor access to 
health services 

179 (76.5) 55 (23.5) 234 (100) 
χ2= 11.162 
P= 0.003 
Tb= 0.213 Good access to 

health services 
4 (33.3) 8 (66.7) 12 (100) 

Total 183 (74.4) 63 (25.6) 246 (100) 
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4.4.41. Association between access to education and social inclusion (controlling level 
of disability of the respondents) 

Results in Table-4.74 highlighted that for all those PWDs having severe disability 

and have good access to education 72.1 percent were socially included, compared to 31.7 

percent of those having poor access to education. Similarly, for all those PWDs having 

moderate disability and have good access to education 50 percent were socially included, 

compared to 23 percent of those having poor access to education. The influence of access 

to education on social inclusion of PWDs in context of level of disability showed positive 

(Tb=0.317) and highly significant (P=0.000) for PWDs having severe disability. However, 

the association of the above mentioned variables was positive (Tb=0.184) and significant 

(P=0.006) with moderate disability. Value of level of significance and Tb for entire table 

show a highly significant (P=0.000) and positive association (Tb=0.273) between access to 

education and social inclusion for both moderate and severe disability. It was depicted 

from Kendal Tau-b values and chi square significance values that the effects of access to 

education and social inclusion of PWDs were spurious while controlling level of disability. 

The results highlighted that access to education influenced the social inclusion of PWDs 

with severe disability more positively than those having moderate disability.  

People with severe disability are held at home or handed over to welfare based 

educational and religious institutions for their grooming, this lead to utilization of full 

potential for education and social inclusion. The concept of inclusive education (Seelman, 

2004) refers to the placement and education of students with disabilities in regular 

education classrooms, along with students without disabilities and of the same age. The 

combination of physical barriers in terms of inappropriate school design, mobility space 

and attitudinal barriers from teachers and students constrain continuity and attainment of 

quality education to PWDs. Such deprived students exhibit low grades and are excluded 

from educational attainment (Jenjekwa et al., 2013; Liasidou, 2014; and Chikwature et 

al., 2016). Researcher found attitudinal support more important than the architecture 

support to educate the PWDs. therefore, a super infrastructure with the poor attitudinal 

support from teacher and student is of less use in educational attainment (Karangwa et al., 

2010). Van Jaarsveldt et al (2015) criticize the current building construction codes policies 

as these were inappropriate for the needs and safety of PWDs. As a result, the PWDs 

always struggle to develop a strong relationship of belonging with their educational 

institutions. People with severe disability are rare to enroll, however, those who enroll are 
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more involved in education and better socially included (Ginsberg and Wlodkowski, 2009) 

that is connected to social inclusion of PWDs (McConkey et al., 2017). 

Table 4.74  Association between access to education and social inclusion of PWDs 
while controlling level of disability 

Level of 
disability 

Access to 
education 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Severe 
disability 

Poor access 
to education 136 (68.3) 63 (31.7) 199 (100) 

χ2=24.336 
P=0.000 
Tb=0.317 

χ2=36.460 
P=0.000 
Tb=0.273 Good access 

to education 12 (27.9) 31 (72.1) 43 (100) 

Total 148 (61.2) 94 (38.80) 242 (100) 
Moderate 
disability 

Poor access 
to education 171 (77.0) 51 (23.0) 222 (100) 

χ2=8.304 
P=0.006 
Tb=0.184 Good access 

to education 12 (50.0) 12 (50.0) 24 (100) 

Total 183 (74.4) 63 (25.6) 246 (100) 

4.4.42. Association between access to employment opportunities and social inclusion 
(controlling level of disability of the respondents) 

 Results in Table-4.75 showed that for all those PWDs having severe disability and 

have good access to employment opportunities 87 percent were socially included, 

compared to 33.8 percent of those having poor access to employment opportunities. 

Similarly, for all those PWDs having moderate disability who have good access to 

education 66.7 percent were socially included, compared to 25.1 percent of those having 

poor access to employment opportunities. The influence of access to employment 

opportunities on social inclusion of PWDs in context of level of disability showed positive 

(Tb=0.320) and highly significant (P=0.000) association for PWD with severe disability. 

However, the association of the above mentioned variables was positive (Tb=0.105) and 

non-significant (P=0.162) with moderate disability. Value of level of significance and Tb 

for entire table show a highly significant (P=0.000) and positive association (Tb=0.266) 

between access to employment opportunities and social inclusion for both moderate and 

severe disability. The result of Kendal Tb values and chi square significance values 

disclosed that the effects of access to employment opportunities and social inclusion of 

PWDs were spurious while controlling level of disability of the respondents. The results 
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highlighted that access to employment opportunities effect the social inclusion of severely 

disabled PWDs more positively than moderate disabled. 

 PWDs are treated with sympathetic attitude in the rural area. In addition, stringent 

laws make it difficult for moderately disabled person to get a disability certificate than 

severely disabled and such certificates are necessary for quota employment. Therefore, 

severely disabled PWDs are on higher opportunity of employment than moderately 

disabled and be socially included.  PWDs are more likely to be unemployed and generally 

earn less even when employed (Burchardt, 2005). Both employment and income outcomes 

appear to worsen with the severeity of the disability (Emmett, 2006). It is harder for PWDs 

to benefit from development and escape from poverty (Thomas, 2005) due to 

discrimination and limited access to transport (Coleridge, 2005). Gannon and Nolan (2007) 

found that the onset of a disability is associated with a decline in the probability of 

employment and, especially in the case of a severe disability, also hampers social 

participation. Through work, a person has the opportunity of making significant 

contributions to society; and  contributions  to  one’s  self-esteem  become  limited  if  she  

or  he  is  unable  to  secure gainful employment (Park, 2007). PWDs are less likely to be 

in employment compared to those without disabilities and are more likely to be 

unemployed and excluded (Watson et al., 2017; and Kraus et al., 2018).  

Table 4.75  Association between access to employment opportunities and social 
 inclusion of PWDs while controlling level of disability 

Level of 
disability 

Access to 
employment 
opportunities 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Severe 
disability 

Poor access to 
employment 
opportunities 

145 (66.2.) 74 (33.8) 219 (100) 

χ2=24.767 
P=0.000 
Tb=0.320 

χ2=34.613 
P=0.000 
Tb=0.266 

Good access to 
employment 
opportunities 

3 (13.0) 20 (87.0) 23 (100) 

Total 148 (61.2) 94 (38.8) 242 (100) 
Moderate 
disability 

Poor access to 
employment 
opportunities 

182 (74.9) 61 (25.1) 243 (100) 

χ2=2.687 
P=0.162 
Tb=0.105 

Good access to 
employment 
opportunities 

1 (33.3) 2 (66.7) 3 (100) 

Total 183 (74.4) 63 (25.6) 246 (100) 
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4.4.43. Association between participation in decision making and social inclusion 
(controlling level of disability of the respondents) 

 Results in Table-4.76 showed that for all those PWDs having severe disability and 

have good participation in decision making 58 percent were socially included, compared to 

22.3 percent those having poor participation in decision making. Similarly, for all those 

PWDs having moderate disability and have good participation in decision making 62.9 

percent were socially included, compared to 10.8 percent of those having poor 

participation in decision making. The influence of participation in decision making on 

social inclusion of PWDs in context of level of disability depicted positive (Tb=0.366) and 

highly significant (P=0.000) association for PWDs with severe disability. However, the 

association of the above mentioned variables was positive (Tb=0.538) and highly 

significant (P=0.000) with moderate disability. Value of level of significance and Tb for 

entire table show a highly significant (P=0.000) and positive association (Tb=0.458) 

between participation in decision making and social inclusion for both moderate and severe 

disability. The result of Kendal Tb values and chi square significance values portrayed that 

the effects of participation in decision making and social inclusion of PWDs were spurious 

while controlling level of disability. The results highlighted that participation in decision 

making effect the social inclusion of moderately disabled PWDs more positively than 

those having severe disability.  

 Enabling in decision making is also an important aspect of socialization. However, 

people with severe disability are dependent on other family members in decision making 

related to their daily needs at personal and familial level. On the other side, people with 

moderate disability take decision in their daily routine and less depended on other. They 

have more chances of interaction with larger society and more able to take decision about 

their personal, familial and communal matters. The overall effect of enabling decision 

making environment on PWDs with moderate disability is, therefore, more positive and 

inclusionary than PWDs with severe disability. Participation in decision making is the 

source of psychological, physical and social wellbeing of PWDs (Bonyhady, 2016). It also 

improve the participation of PWDs in the activities in which their opinion is given due 

importance that create independence, feeling valued and included (Council of Europe, 

2012). Lack of access to take decision by PWDs (Dhanda, 2007; and Bach, 2017) has dire 
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consequences on personal wellbeing and survival (Dinerstein, 2012; and Stewart, 2017). 

Ward and Stewart (2008) found that PWDs with severe disability consider that they are 

unable to speak on their own behalf and therefore not competent to make their own 

decisions.  

Table 4.76  Association between participation in decision making and social 
inclusion of PWDs while level of disability 

Level of 
disability 

Participation 
in decision 
making 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significance 
for Entire 
Table 

Severe 
disability 

Poor 
participation in 
decision making 

101 (77.7) 29 (22.3) 130 (100) 
χ2=32.330 
P=0.000 
Tb=0.366 

χ2=102.189 
P=0.000 
Tb=0.458 

Good 
participation in 
decision making 

47 (42.0) 65 (58.0) 112 (100) 

Total 148 (61.2) 94 (38.8) 242 (100) 
Moderate 
disability 

Poor 
participation in 
decision making 

157 (89.2) 19 (10.8) 176 (100) 
χ2=71.251 
P=0.000 
Tb=0.538 

Good 
participation in 
decision making 

26 (37.1) 44 (62.9) 70 (28.5) 

Total 183 (100) 63 (100) 246 (100) 

4.4.44. Association between participation in cultural life and social inclusion 
(controlling level of disability of the respondents) 

 Results in Table-4.77 revealed that for all those PWDs having severe disability and 

have active participation in cultural life 73.9 percent were socially included, compared to 

24.9 percent of those who have passive participation in cultural life. Similarly, for all those 

PWDs having moderate disability and have active participation in cultural life 90 percent 

were socially included, compared to 22.9 percent of those who have passive participation 

in cultural life. The influence of participation in cultural life on social inclusion of PWDs 

in context of level of disability showed positive (Tb=0.454) and highly significant 

(P=0.000) association for PWDs with severe disability. However, the association of the 

aforementioned variables was positive (Tb=0.304) and highly significant (P=0.000) with 

moderate disability. Value of level of significance and Tb for entire table show a highly 
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significant (P=0.000) and positive association (Tb=0.412) between participation in cultural 

life and social inclusion for both moderate and severe disability. It was depicted from the 

results of Kendal Tb and chi square significance values that the effects of participation in 

cultural life and social inclusion of PWDs were spurious while controlling level of 

disability. The results highlighted that participation in cultural life effect social inclusion of 

PWDs with severe disability more positively than those having moderate disability. 
 

 PWDs with severe disability were more engaged in religious ceremonies that was a 

source of psychological relief for them. The religious leaders also counseled them and gave 

them a moral boost through religious teachings. Therefore, an increased participation in 

cultural life affected severe disabled PWDs more positively than moderately disabled 

PWDs. Evidence also shows that attitudes towards disability may change over time and 

differ from person to person and culture to culture (Aiden and McCarthy, 2014). People 

with severe disability spent most of their available free time on religious and cultural 

activities. Most frequently recorded activities are prayers, ceremonies, ‘audio-visual 

media’, ‘physically oriented activities’ and ‘playing games’ (Zijlstra & Vlaskamp, 2005). 

PWDs have lower level of mobility and participation in recreational activities (physical, 

social and cultural), than their peers without disabilities. Participation in religious and 

suitable cultural activities has more inclusionary effects (Carroll et al., 2018).  

Table 4.77  Association between participation in cultural life and social inclusion of 
PWDs while controlling level of disability 

Level of 
disability 

Participation in 
cultural life 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 
(P-Value) 
Tb 

Level of 
Significanc
e 
for Entire 
Table 

Severe 
disability 

Passive participation 
in cultural life 130 (75.1) 43 (24.9) 173 (100) 

χ2=49.973 
P=0.000 
Tb=0.454 

χ2=82.871 
P=0.000 
Tb=0.412 Active participation 

in cultural life 
18 (26.1) 51 (73.9) 69 (100) 

Total 148 (61.2) 94 (38.8) 242 (100) 
Moderate 
disability 

Passive participation 
in cultural life 

182 (77.1) 54 (22.9) 236 (100) 
χ2=22.685 
P=0.000 
Tb=0.304 Active participation 

in cultural life 
1 (10.0) 9 (90.0) 10 (100) 

Total 183 (74.4) 63 (25.6) 246 (100) 
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4.4.45. Association between access to mobility and transport services and social 
inclusion (controlling level of disability of the respondents) 

 Results in Table-4.78 revealed that for all those PWDs having severe disability and 

have good access to transport and mobility 75 percent were socially included, compared to 

31.7 percent of those who have poor access to transport and mobility. Similarly, for all 

those PWDs having moderate disability and have good access to transport and mobility 

66.7 percent were socially included, compared to 25.1 percent of those having poor access 

to transport and mobility. The influence of access to mobility and transport services on 

social inclusion of PWDs in context of level of disability depicted positive (Tb=0.330) and 

highly significant (P=0.000) association for PWDs with severe disability. However, the 

association of the aforementioned variables was positive (Tb=0.105) and non-significant 

(P=0.162) with moderate disability. Value of level of significance and Tb for entire table 

show a highly significant (P=0.000) and positive association (Tb=0.281) between access to 

mobility and transport services and social inclusion for both moderate and severe 

disability. The Kendal Tb values and chi square significance values showed that the effects 

of access to mobility and transport services and social inclusion of PWDs were spurious 

while controlling level of disability. The results highlighted that access to mobility and 

transport services effect the social inclusion of severely disabled PWDs more than 

moderate disability. 

 For moderately disabled PWDs the physical mobility is not a big issue. They can 

move easily without assistance of other persons or any assistive devices. On the other hand 

severely disabled persons need help of such devices or people to move.  They also need 

special care and help dewing transport. Therefore, an improvement in their mobility is 

having high inclusionary effects on them than those with moderate disability. Carmien et al 

(2005) pointed out that PWDs face difficulty in orientation and exhibit inability in reading 

and understanding direction that hinder their access to correct vehicle, exiting correct stop 

and understanding operator announcement (Frye, 2013). Witten et al (2009) pointed out 

that as per United Nation report almost 20 million PWDs with severe disability in the 

world needed wheelchairs but were not having access to them. Therefore, PWDS 

throughout the world are found complaining of their poor access to community buildings, 
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educational buildings and transport system that leads to their social exclusion (Ismail et al., 

2014; and Rusli and Mydin, 2018). The assistive devices invented for PWDs are also 

highly expensive and limited in utility (Eide and Øderud, 2009). Moreover, operating such 

devices is complex and sometime incompatible with the needs of PWDs (Mohapatra, 2012; 

and Ben Mortenson et al., 2012). Perceived safety and level of service of PWDs 

remarkably enhances after the introduction of accessible transport system. The walking 

environment also affects the level of satisfaction and perceived safety and security, 

especially for people with disability (SzeKeith and Christensen, 2017). 

Table 4.78  Association between access to mobility and transport services and 
social inclusion of PWDs while controlling level of disability 

 

Level of 
disability 

Access to 
mobility and 
transport 
services 

Socially 
Excluded 

Socially 
Included 

Total Statistics 
X2 

(P-Value) 
Tb 

Level of 
Significance 
for Entire 

Table 

Severe 
disability 

Poor access 
to transport 
and mobility 

138 

(68.3) 
64 (31.7) 202 (100) 

χ2=26.372 
P=0.000 
Tb=0.330 

χ2=38.567 
P=0.000 
Tb=0.281 

Good access 
to transport 
and mobility 

10 (25.0) 30 (75.0) 40 (100) 

Total 148 

(61.2) 
94 (38.8) 242 (100) 

Moderate 
disability 

Poor access 
to transport 
and mobility 

182 

(74.9) 
61 (25.1) 243 (100) 

χ2=2.687 
P=0.162 
Tb=0.105 

Good access 
to transport 
and mobility 

1 (33.3) 2 (66.7) 3 (100) 

Total 183 

(74.4) 
63 (25.6) 246 (100) 
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4.5.  Logistic regression analysis 

 Eight independent variables (family type, literacy status, marital status, family 

monthly income, ignorance to law, self-determination, access to employment opportunities 

and participation in cultural life) showed significant relationship to explain variation in 

dependent variable (social inclusion of PWDs) in the logistic regression model. Prior to 

indexing the items in above mentioned variables, internally consistency for scale was 

measured by using Cronbach‘s Alpha test. Each variable based on the items under 

observation was interlay consistent as indicated by Cronbach‘s Alpha values of 0.6 and 

above (See Annexure-III), and therefore, indexed. Subsequent to indexation process the 

indexed variables were measured on two levels scale by assigning score 0 and 1, for 

existence or nonexistence of traits measured by each variable. 

 The test for full model against constant only model was statistically significant as 

shown by Omnibus test values (Chi-square = 407.297, P= 0.000). Therefore, the set of 

predictor variables could better distinguish the variation of social inclusion of PWDs. The 

Nagelkerke’s R Square = 0.791 help to interpret that the prediction variable and the group 

variables has strong relationship. Moreover, 56 percent to 79 percent variation is explained 

by the grouping variables (Cox & Snell R Square=0.566 and Nagelkerke’s R 

square=0.791). Significant value of Wald test results for each variable confirms that all the 

above mentioned grouping variables significantly predict social inclusion of PWDs.  

The exponential-B value helped to determine the extent of variation in social 

inclusion of PWD under the influence of grouping variables. The model explained a shift 

from joint family to nuclear family reduced the likelihood of social inclusion in PWDs 

(EXP (B) = 0.370 Table-4.79). It is portrayed from the findings that PWDs from nuclear 

families are less likely to be socially included than in joint family in the study area as 

depicted by minimum value of EXP (B). According to Meadan et al (2010) family is 

responsible for socialization of its members to mound them into responsible adults. The 

quality of treatment at family, neighborhood and larger society has long lasting effects on 

the quality of life of PWDs throughout their life (Dixon et al., 2000). Due to lack of family 

support for acquisition of basic human rights the PWDs cannot contribute positively to 

their family and communities with freedom (Naami et al., 2012; Baffoe, 2013; Badu, 2016; 
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and Gregorius, 2016). Caring for children with disabilities has been found to be a source of 

stress to families but those families that contentiously support these PWDs members could 

have a lasting impact on their lives (Mulroy et al., 2008; Meadan et al., 2010; Latta et al., 

2014; and Badu, 2016). Moreover, the difficulties to access services and having access to 

basic human rights decrease with increasing number of members in the household 

(MacLachlan and Mannan, 2014). 

The model further unveil that a shift in literacy status, from illiterate to literate, 

could enhance the social inclusion of PWDs by more than nineteen times (EXP (B) = 

19.581 Table-4.79). Literacy has always been found to have positive influence on the 

social inclusion of PWDs in mainstream society. Education of PWDs, due to higher input 

requirements, is considered more as a liability than investment (Agbenyega, 2003; and 

Gregorius, 2016) especially when the families have limited financial resources (Kassah, 

2008; Baffoe, 2013; and Opoku et al., 2015). The group of family children and peers, 

however, can be a source of motivation and support to PWDs to join the school and get 

education (Naami et al., 2012). Such cultural support supplements the government 

interventions to improve education level of PWDs and their overall social inclusion 

(Mooney and O’Rourke, 2017). Therefore, strongest predictor for reduced barriers to 

services is level of education (MacLachlan and Mannan, 2014). 

In addition, the logistic regression model indicating that a change in marital status 

of PWDs from unmarried to married enhanced the likelihood of social inclusion of PWDs 

by more than five times (EXP (B)=5.249 Table-4.79). Marriage is an institution set out to 

meet multiple human needs including fulfillment of sexual desire reproduction of children 

and establishment of family. Marriage is a transition to more responsible role in society 

with high expectations that is the probable reason of high social inclusion in married 

PWDs. People with a disability are less likely than people without a disability, to be 

married (Watson & Nolan, 2011). For PWDs it is difficult to start a family through 

marriage and adopt the role of parent (Milačić-Vidojević et al., 2017). Therefore, an 

estimated 75 percent PWDs lead single life (Milačić-Vidojević et al., 2017). Disability, 

therefore, not only hinders marriages and constitution of families but also is believed to be 

a source of sexually transmitted fatal diseases (Tarkang & Lutala, 2015; and Tarkang and 

Kweku, 2016). Possible explanations for the association between marital status and 
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disability are that persons with disability may have greater difficulties in meeting the 

requirements of a suitable marriage partner and exhibit lower socio-economic status, which 

contributes to remaining single or having a marital breakdown (Watson & Nolan, 2011). 

Furthermore, the exponential-B value helped to interpret the model as, a change in 

family income to above poverty line, social inclusion of PWDs could be improved by 

eighteen times (EXP (B) = 18.3 Table-4.79). Sound family income is one if the major 

component of securing better life standards and a mean of respect in the community, so 

PWDs belonging to high income families were more socially included compared to PWDs 

of lower family income. Persons with disabilities face barriers when accessing needed 

services including health care services, education and transport etc. Their framed inabilities 

further reduce their chances of accessing these needs and reduce their social inclusion 

(Vergunst et al., 2017). According to MacLachlan and Mannan (2014), access to services 

and rights of PWDs is often difficult for persons with disabilities, however, it is doubly 

difficult for PWDs from poorer families due to challenges that are exacerbated, combining 

physical, financial, and attitudinal components. 

 In addition, a change in state of self-determination of PWDs from low to high self-

determination enhanced likelihood of their social inclusion by four times (EXP (B) = 4.291 

Table-4.79). The self-determination is reflective of ability of making choices and decision, 

and one of the factor of satisfactory life. In the social sittings people with disabilities face 

barriers to many core social activities and services targeted by social protection projects, 

including health and rehabilitation, education, livelihoods and political participation 

(Amaral  et al., 2012; Pharr and Chino, 2013; and Pharr, 2014). The self-determination 

provide opportunities in making choices and decisions for PWDs. however, excessive 

control from networking members reduces independence in the life of PWDs and drag 

them to social exclusion (Duggan and Linehan, 2013). PWDs, according to O'Sullivan 

(2013), have no control in making choices concerning where to live, with whom to live and 

what opportunities to avail for their happy life. However, those who have these 

opportunities availed are happy and socially included (Danquah et al., 2015). ). In some 

cases PWDs develop low self-determination and unable to participate in societal activities 

and limit their social inclusion (Shaw et al., 2012; and Antao et al., 2013). 
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Likewise, access to employment opportunities increased the likelihood of social 

inclusion of PWDs by almost fourty two times (EXP (B) = 41.999 Table-4.79). Access to 

employment opportunities leads to fulfillment of basic human needs as well as a source of 

desirous life standards. Employed PWDs are in better condition to acquire higher life 

standards due to stable income so were more socially included. Employment is also a 

source of productive engagement. Opoku et al (2017) also connected fewer work and 

employment opportunities of PWDs with low social inclusion in economic terms (Kaletta 

et al., 2012). Therefore, access to employment opportunities and positive working 

environments contribute to the social inclusion of PWDs in the society (Coleridge, 2005; 

and Chowdhury & Benson, 2011). 

On participation in cultural life, the model established an increased probability of 

social inclusion of PWDs by almost nine times (EXP (B) = 8.798 Table-4.79) due to its 

universal significance. Participation is considered as one of the basic human rights 

including PWDs. Active participation in social life makes PWDs believe themselves as 

valuable part of the society that enhance their social wellbeing. Cultural participation is a 

source of strengthening cultural beliefs and compelling for social inclusion (Nawijn and 

Veenhoven, 2011). Moreover, participation in social activities under the prevailing cultural 

norms and values provide PWDs with the opportunities and social security net to prevent 

their complete social exclusion (Lewis et al., 2016) and to play their constructive role in 

the society (Wilhite and Shank, 2009). Misener (2014) further added that it is not the 

problem of participation in leisure activities rather that of provision of equal chance and 

choice to participate in cultural activities is more important for social inclusion. Therefore, 

non-participation doesn’t always means social exclusion, as it occurs when people want to 

participate but can’t participate in cultural activities and events (Kasiram & Subrayen, 

2013; and Spaaij et al., 2014). 

However, ignorance to law reduced the probability of social inclusion of PWDs 

(EXP (B) = 0.022, Table-4.79). Awareness about laws related to human rights is the 

foundation of satisfactory life, PWDs who have no or less awareness and accessibility to 

information about the laws promulgated for their rights were at high risk to social 

exclusion. Tomlinson  et  al  (2009) added that mere availability of laws safeguarding basic 

rights of PWDs is insufficient for their social inclusion unless the actors and beneficiaries 
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are not fully aware of these laws developed for the protection and facilitation of PWDs 

(Krahn  et  al.,  2015). PWDs from the developing nations had the commonalities that they 

were unaware of laws promulgated for protecting their rights (Mughees et al., 2011). 

Beresford (2002) argue that unawareness of the laws and regulations limit the abilities of 

PWDs to make suitable choices and decisions and to ensure their social inclusion (Madaus 

et al., 2008). However, a well-aware PWDs was more likely to be socially included (Yusof 

and Jones, 2016). 

 The regression equation based on its calculated coefficients for the model is as:  

 Y= a+b1X1+b2X2+b3X3+b4X4+b5X5+b6X6+b7X7+b8X8.  

 Social inclusion of PWDs = -6.602 + -0.995 (family type) +2.975 (literacy status) + 

1.658 (marital status) + 2.907 (family monthly income) + -3.808 (ignorance to law) + 

1.457 (self-determination) + 3.738 (access to employment opportunities) + 2.175 

(participation in cultural life).  

Table 4.79  Influence of legal, institutional and cultural practices on social   
  inclusion of PWDs 

Independent 
Variables 

Un-
standardized 

coefficient 

EXP B Wald 
Test 

Value 

Sig Omnibus Test Model Summary 

B Std. 
Error 

Chi-
Square 

Sig Cox & 
Snell 

R.Sqaure 

Nagelkerke’s 
R.Sqaure 

Family type -0.995 0.464 0.370 4.593 0.03 

407.297 0.000 0.566 0.791 

Literacy status 2.975 0.447 19.581 44.323 0.000 
Marital status 1.658 0.455 5.249 13.279 0.000 
Family 
monthly 
income  

2.907 0.414 18.300 49.341 0.000 

Ignorance to 
law 

-3.808 0.555 0.022 0.022 0.000 

Self-
determination 

1.457 0.428 4.291 11.568 0.001 

Access to 
employment 
opportunities 

3.738 1.069 41.999 12.217 0.000 

Participation 
in cultural life 

2.175 0.526 8.798 17.074 0.000 

Constant -6.602 0.748 0.001 77.966 0.000 
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4.6.  Focus Group Discussions Results 

 Two separate Focus Group Discussions (FGDs) were conducted, one each in union 

Council Thana Bandajat and Union Council Pir Khel of District Malakand Khyber 

Pakhtunkhwa. The FGDs were arranged with the help of social activists in the area. The 

meetings were participated by 09 persons in each meeting. The participants included 

PWDs especially physical disabled and visual impairment that were actively involved in 

movement for protection and promotion of rights of PWDs in the area. The discussions of 

FGDs were focused on various factors that directly or indirectly affected social inclusion 

of PWDs including gender, family type, marital status, literacy status, monthly family 

income and level of disability, ignorance to law, denial of basic human rights, self-

determination, access to health, access to education, access to employment opportunities, 

participation in decision making, participation in cultural life and access to mobility and 

transport service. The major factors that affected social inclusion of PWDs, as highlighted 

during discussion, are discussed below.  

According to the participants of FGDs the disability is mostly natural (by birth or 

disease) and sometime accidental (manmade cause). Moreover, poverty, illiteracy and 

deprivations from needs and facilities are common associates’ of disability. Due to 

illiteracy and poor access to information channels the PWDs remained unaware of their 

legal rights. On the other side despite of promulgation of pro PWD’s laws the effects of 

these laws on welfare of PWDs are little achieved due to insufficient awareness campaigns 

and implementation of laws. The policies formulation doesn’t involve participation of 

PWDs, therefore, the PWDs remain unaware of these policies and most of their needs 

remain untouched in these policies. It was added that those PWDs who were illiterate, 

poor, female and severely disabled were more prone to ignorance to law and their legal 

rights. Therefore, the benefits of government laws, policies and subsidies are partially 

diffused to educated, literate and economically stable PWDs only and resulted in their 

higher rate of social inclusion.   

Poverty and illiteracy in PWDs, according to FGDs participants, is positively 

linked to denial to basic human rights. Poor, large size families face difficulties in 
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providing sufficient food, clothes, shoes, education and health facilities to the PWDs. the 

situation is worsened with extent of disability as needs and care of extreme disability 

increases many fold.  Furthermore, denial of basic rights starts right from the home when 

physically able children are treated differently than physically disabled children in terms of 

food, clothes, health and education. In hierarchy of family the physically fit males rank at 

the top rung and consume most lucrative benefits followed by physically able females and 

then by disabled male and female in categories of moderate to severe disability 

respectively. In summary highly disable female are more obvious in denial to basic human 

rights than disabled males. On the other hand government initiatives were declared as 

insufficient to basic rights of PWDs. A combination of insecure PWDs rights both from 

government, household and community side, in addition to poverty, illiteracy and level of 

disability restricted social inclusion of PWDs to a greater extent. 

It was further added that due to unequal treatment with PWDs at family and 

community level the participation of PWDs in family and community level decision was 

on the lowest ebb. Most PWDs were unable to participate in such meetings and those who 

participated, were rarely taken care of their opinion as compared to able person. Therefore, 

needs of PWDs were ignored in most family and community level decision. As a result 

household and community level facilities like health, education, recreation, etc. remained 

unsuitable for PWDs and therefore least utilized. However, those PWDs who had high 

level of self-determination and participated in family and community level decisions were 

in better position to be socially included.    

It was disclosed by the participants that in line with charity approach, there were 

deep cultural roots of cooperation and it was considered as a religious duty to extend help 

to the needy people and to facilitate them in accessing basic needs like health and 

education. Extension of cooperation in terms of financial support and reciprocal material 

exchange on nonprofit basis was common characteristics of the rural neighborhood to 

facilitate people in trouble especially vulnerable groups including PWDs. However, 

distance to health facility, insufficient transport system, cost of medication and treatment 

and negative attitude of health care providers negatively affected the access of PWDs to 

health that were the reason of their social exclusion form society. Furthermore, family 
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income play an important role to provide health related facility to its PWDs members 

especially in provision of appropriate transportation to healthcare facility and cost of 

treatment and medicine. In addition, those PWDs who were from rich families, or were 

employed, had better access to health care facility and were prone to social inclusion in the 

mainstream society.  

Beside poverty, physical inaccessibility and lack of transport facilities were the 

additional factors that restricted PWD’s access to education. The availability and 

accessibility to education was not up to the satisfaction level of the PWDs in the study 

area. The quality and facilities of the schools, especially those established by the 

government for able persons, were unsuitable for PWDs. In addition, learning material and 

assistive devices were also unavailable for PWDs. The family income affected the access 

to education as rich families enrolled their PWDs members in special private or public 

school designed for them. On the other hand, children from poor families were admitted in 

very low quality schools with lack of facilities for PWDs that lead to their dropout from 

school and low academic achievements. It was also observed by the participants that those 

PWDs with severe disability had extremely limited access to education and were less 

included in the society.  

The participants added that income generation programs/credit schemes and 

specialized employment opportunities and career advancement were not available for 

PWDs in the study area. Further, they had limited access to employment opportunities and 

mostly remained unemployed. The provincial and national government allocated 2 percent 

quota in employment for PWDs, however, this law was not followed by the private sector. 

Most of the PWDs were unaware of this quota percentage due to their illiteracy and 

unawareness. The participants shared their experiences that people with moderate 

disability were given preference to avail the quota percentage than person with severe 

disability. The reason behind this was that the system was not so inclusive for severe 

disability and their employment was considered as an economic liability. Furthermore, 

those who availed the employment opportunity were facing the problem of low pay and 

low skilled jobs in private sector. In addition, attitude of employer and colleagues 

remained unfriendly at workplace that was pushing for isolation.   
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On the question of participation in decision making a mix of responses were 

received. The decisions, especially those that were associated with personal level, were 

taken by PWDs by themselves. However, the literacy status and socio-economic 

background of the PWDs affect the decision associated with familial and communal level. 

Educated and economically strong PWDs were able to take decision at family and 

community level and other members of the community respected their decisions. 

Moreover, their opinion was given due weight in overall decision making process at 

personal, familial and communal level that increased chances of their social inclusion. On 

the other side, illiterate PWDs belonging to poor family with severe disability were 

dependent on other for their personal decision and remained excluded.  

 The participants further added that, all those cultural events that were free of cost 

were highly participated by PWDs. Most of these cultural events were related to religious 

ceremonies and other family level events like marriage and parties etc. Participation in 

cultural life was expressed to have close connection with the gender and level of disability 

of PWDs. It was the participant’s general observations that PWDs having severe disability 

and women with disability were discouraged to participate in cultural activities and events. 

They further added that male with moderate and in some cases with severe disability were 

facilitated by their friend to take participation in these events that added to their social 

inclusion.  

Furthermore, current transport system was not accessible for them to move freely 

without the support of others. In addition, the layout of their neighborhood and general 

community (streets/roads/paths) was not appropriate for PWDs to use these services that 

lead to their low self-esteem. The extreme level of disability further limit their mobility 

and hinder their participation in normal day to day activities.  

 

The participants added that improvement in social inclusion of PWDs is influenced 

by awareness of law, protection of basic human rights and high self-determination. 

Moreover, access to health, education and employment opportunities enhance the social 
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inclusion of PWDs. Active participation in decision making ability, participation in 

cultural life and access to mobility and transport services increase the social inclusion of 

PWDs in society. They demanded for a comprehensive campaign to create awareness in 

PWDs with respect to their rights and concessions, provision of appropriate infrastructure 

and mobility facilities, involvement of PWDs in policy making, improving PWDs access 

to health and education facilities and enhancing their employment opportunities in best 

interest of their social inclusion.  

4.7  Chapter Summary 

 The main objective of this research study was to measure the relationship between 

various legal, institutional and cultural participation related factors with respect to social 

inclusion of PWDs. Family type, literacy status and marital status were important 

demographic factors that influence the social inclusion of PWDs positively.  Therefore, 

literate and married PWDs from nuclear families were more likely to be socially included. 

Furthermore, family socio-economic status in terms of family monthly income was another 

most influential factor that enhanced the social inclusion of PWDs to a great extent in 

PWDs from high socio-economic families. Personal and institutional factors like high 

sense of self-determination and participation in cultural life activities were also influential 

in enhancing social inclusion of PWDs. secured legal employment rights was positively 

influencing social inclusion of PWDs while ignorance to law push PWDs towards social 

exclusion. In this way research findings provide adequate scientific information to achieve 

the above mentioned objective and find answers to research questions given under             

section 1.7.  
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5. SUMMARY, CONCLUSION AND RECOMMENDATIONS 

In the present study 488 PWDs were randomly interviewed from total of 06 Union 

Councils (UCs) of District Malakand Khyber Pukhtunkhwa. The study focused on 

assessing various dimensions of rights based approach that is responsible for social 

inclusion of PWDs. This section covers summary of findings, conclusions and possible 

recommendations for improvement of the said phenomena and are given below.  

5.1.  Summary 

Majority of 39.3 percent respondents were from age group of 18-35 years (young 

adult), 58.2 percent were male, and 75.6 percent belonged to joint family. A major chunk 

of 62.5 percent respondents were illiterate, among 37.5 percent literate respondents 9.2 

percent were matriculate (10th grade) and intermediate pass (12th grade) respectively and 

most of them (68.9 percent) were unmarried, 58.6 percent had family monthly income in 

range of below PRs 16500, 81.6 percent were unemployed, among the employed 9.2 

percent were involved in business. Majority of 81.6 percent respondents had no personal 

income, 49.6 percent respondents were severely disabled, 59.8 percent were disabled due 

to diseases, and most of them (61.9 percent) got physically impaired when they were 

below 10 years of age. 

 State of respondents with respect to awareness of law was unsatisfactory as big 

chunk of 54.1 percent respondents were uninformed about the law and policies facilitating 

PWDs, 95.3 percent respondents considered national laws as insufficient to address their 

needs and 68.4 percent were having the necessary documents (CNIC, health card and 

passport etc.) to reveal their privilege status. Moreover, majority of 85.9 percent 

respondents negated that concerned authorities were bound to construct accessible 

infrastructure for PWDs, 85 percent expressed that seats were not reserved for PWDs in 

public transport, 87.5 percent disagreed that PWDs were given concession in fare in public 

and private transport and 99.2 percent respondents were unaware that they could import 

duty free cars. In addition, 86.3 percent respondents were unaware of the quota percentage 

for PWDs in employment, 85.2 percent didn’t know about the legal concessions admissible 

to them in performing job and 78.3 percent were unaware of the welfare benefits to which 

PWDs were legally entitled during their employment. Majority of the respondents (67.2 
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percent) got priority attention at health institution, 81.1 percent were aware of which court 

to consult when they needed legal support.  

The status of denial of basic human rights depicted that 69.9 percent respondents 

were not treated equally as everyone else at community, 58.6 percent were living in a 

home environment insufficient for their living needs, access to food three times a day was 

a problem for 66.4 percent respondents and access to enough water for drinking and other 

domestic use was an issue faced by 60.7 percent respondents. In addition, 60 percent 

respondents faced problems in their access to educational facilities, lack of access to health 

facilities was reported by 79.7 percent respondents, assistive devices were unavailable for 

76.8 percent respondents and 77.3 percent respondents were not taken care properly at 

home (e.g. Bathing, dressing, etc.). Furthermore, 83.4 percent respondents were not having 

any say in local politics, 87.7 percent could not buy or sells property easily and (53.7 

percent) were unfairly treated at religious institution. 

Issue of self-determination among PWDs highlighted as, majority of 75.6 percent 

respondents didn’t agree with other people’s opinion and ideas. 65.4 percent agreed the 

views of the peoples when PWDs were told that they couldn’t do something, 71.9 percent 

couldn’t tell other people when their feeling were hurt and 71.5 percent couldn’t make 

their own decision. In addition, majority of 69.1 percent respondents could make good 

choices, however, choices of 65 percent respondents were dishonored and 64.1 percent 

could choose their cloths and personal items for daily use. Majority of respondents (71.3 

percent) disagreed that they were able to work with other, 84.6 percent agreed that they 

were important for the society and almost half (51.6 percent) were not encourage by their 

family members to start working on their plan.  

Results on PWDs access to health services show that, majority of 91.2 percent 

respondents were of the view that their transport from home to health facility impeded their 

access to health services, for 90.4 percent long distance from health facility was a problem 

to get health care, 84.8 percent were of the view that negative attitudes of health workers 

made it difficult to get proper health care and insufficient accommodation for PWDs in the 

health care center was reported by 80.9 percent respondents. Furthermore, 87.3 percent 

respondents were unable to afford their cost of visit and medicine, 87.1 percent opined that 
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drug and equipment’s provided to them were inadequate and 81.1 percent waited for long 

time before they were attended by a doctor. In addition, 69.5 percent of the respondents 

were satisfied that the health care providers clearly explained things to them, 91.2 percent 

refuted that health care personal in their nearby health centers were having appropriate 

competencies to help PWD’s health problems and 86.3 percent didn’t trust the treatment 

provided by health personal at hospitals. 

Responses on access to education is summarized as, Majority of 84 percent 

respondents negated that their school was in easy access to PWDs, 76.2 percent stated that 

learning materials were unsuitable for PWD’s requirements, 76.4 percent were unsatisfied 

as means to access to course content were inadequate for PWDs. Moreover, 

encouragement from teachers and fellow students remained at low and unsatisfactory (83.4 

percent and 83.8 percent) to motivate PWDs participation in schools activities. In addition, 

school building design was inappropriate according to PWDs needs (86.1 percent) and 

classroom space in building was inadequate for PWDs needs (74 percent). Moreover, 

enough accessible bathrooms were unavailable for PWDs at schools (86.5 percent) and 

pick and drop facilities were not provided to 86.9 percent respondents. Moreover, 92 

percent respondents reported that the PWDs didn’t received quality education at par with 

other normal students. 

Respondents perception on access to employment opportunities highlighted that, 

92.8 percent respondents had no access to income generation programs/credit, specialized 

vocational training centers available for PWDs was denied by 97.7 percent, availability of 

specialized employment opportunities and career advancement for PWDs was refuted by 

88.3 percent and having required job skills/qualification was negated by 61.1 percent 

respondents. Moreover, 74 percent respondents were of the view that PWDs cannot get a 

job on prescribed quota, PWDs were usually poorly paid by the employers (94.3 percent) 

and PWDs were usually employed over lower skilled jobs by the employers as compared 

to the Non-Disable Person as reported by 92.8 percent respondents. With respect to 

provision of required job training to PWDs was negated by 95.1 percent respondents. In 

addition, 52.5 percent respondents disagree that PWDs have safe and healthy working 

conditions including protection from harassment.   
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The state of participation in decision making showed that; 73.19 percent respondent 

had no choices about activities they wanted to do, 52.9 percent were not entitled to 

participation in decision making which affected them at home/work and 56.1  percent 

didn’t question the events occurring around them at home/work. Likewise, 52.7 percent 

respondents claimed that they were not entitled to participation in decision making which 

affected their family, opinion of 51 percent was counted in family discussions and 54.5 

percent respondents discussed uncertainties related to their life in family. Moreover, 

entitlement to participate in decision making which affected their community was negated 

by 77 percent respondents, 90.3 percent were unable to participate in community decision 

making as much as they would have liked and their opinion was not given due weight in 

overall decision making process (82 percent). 

Assessment of participation in cultural life highlighted that, taking part in festivals 

and rituals (Marriage, funerals, fares etc.) was reported by 67 percent respondents. 

However, 85.9 percent respondents were not involved in leisure activities (folk music, 

picnic etc.). Membership of any sports team was negated by 98 percent respondents, 

participation in hobbies, art, and craft was denied by 82 percent respondents. Furthermore, 

83.6 percent respondents were unable to choose to participate in cultural activities that they 

wanted to do, noninvolvement in a range of opportunities related to community groups, 

clubs or organizations that were available in their area was reported by 85.9 percent, 

inability to participate in available voluntarily activities by 78.3 percent and 88.9 percent 

respondents were not satisfied from their participation in cultural activities. Moreover, 78.7 

percent of them reported their participation in religious activities and 90 percent were 

treated unfairly in starting family or having children.  

State of mobility and transport services is summarized as, Majority of the 

respondents (87.3 percent) were not able to use transport needed in their everyday life, 91 

percent reported that bus stop had insufficient facilities to wait for bus and move on/off the 

transport, 90.2 percent concerned that they were unable to exit at correct stop and paying 

the fare was a problem for 75.4 percent respondents. Majority of 90 percent respondents 

faced difficulties in accessing community places, mobility at home and community was a 

problem for 89.3 percent respondents and 88.1 percent were unable to access assistive 

devices needed for their mobility. In addition, it was difficult for 96.3 percent respondents 
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to use community or neighborhood services (the bank, shops and post offices etc.), 

however, 58.8 percent respondents were comfortable to use toilet at home and it was 

difficult for 61.7 percent respondents to regularly visit to their worship places. 

Assessment of social inclusion of PWDs showed that, 76.4 percent respondents 

didn’t felt terribly alone and isolated, 79.7 percent were accepted by friends/classmate, 68 

percent were not neglected by friends in usual interaction, 74 percent felt that they didn’t 

play useful part in society. 72.3 percent reported that they had friends. However, 69.7 

percent respondents felt that what they did was not valued by others and they were not 

been involved in formal/informal groups was reported by 93 percent respondents. In 

addition, 93.9 percent respondents felt that they were accepted by their family, however, 

91 percent respondents felt that they were not accepted by their neighbors, 61.9 percent 

couldn’t exercise their rights with freedom and 65.4 percent respondents social life was not 

mainly related to PWDs. Moreover, 55.5 percent respondents felt insecure about where 

they lived and 94.5 percent were not involved in sport, game or physical activities. 

The association of social inclusion and ignorant to law at bi-variate portrayed that, 

the association of social inclusion of PWDs was highly significant and positive with 

information about law/policies to facilitate PWDs (P=0.000, Tb=0.572), national laws as 

sufficient to address their problem/needs (P=0.000, Tb=0.261), authorities bound to make 

construction infrastructure accessible for PWDs (P=0.000, Tb=0.375) and reservation of 

seats for PWDs in public transport (P=0.000, Tb =0.203). Moreover, social inclusion of 

PWDs had highly significant and positive association with concessions in fare (P=0.000, 

Tb=0.390), information about the quota percentage for PWDs (P=0.000, Tb=0.414), 

knowledge about concession in performing jobs (P=0.000, Tb=0.443). Further, Social 

inclusion of PWDs have a highly significant and positive association with knowhow about 

the provision of benefits to PWDs (P=0.000, Tb=0.350), treatment on priority basis at 

health institutions (P=0.000, Tb=0.219), Consultation with courts when need legal support 

(P=0.000, Tb=0.186) and PWDs can import duty free cars (P=0.010, Tb=0.132). 

The association of social inclusion of PWDs and denial of basic human rights 

summarized that, social inclusion of PWDs was found significant and negative in 

association with unequal treatment of PWDs at community level (P=0.000, Tb=-0.408), 
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unsafe home environment (P=0.000, Tb=-0.347), lack of access to food items (P=0.003, 

Tb=-0.132) and uneasy access to educational institution/facilities (P=0.000, Tb=-0.253). 

Similarly, the association of social inclusion of PWDs was found significant and negative 

with lack of easy access to basic health facilities (P=0.000, Tb=-0.154), lack of access to 

assistive devices or personal equipment’s needed for PWDs (P=0.000, Tb=-0.433), PWDs 

were not taken care at home (P=0.000, Tb =-0.227), don’t have say in local politics 

(P=0.000, Tb=-0.341) and lack of authority to purchase and sell property (P=0.000, Tb = -

0.170).  On the contrary, association of social inclusion of PWDs was found non-

significant and weak negative (P=0.130, Tb = -0.055) with treatment of PWDs at religious 

institutions. 

The association of social inclusion of PWDs and self-determination depicted that, 

social inclusion of PWDs had a significant and positive association (P=0.000, Tb=0.212) 

with acceptance of opinion or ideas of others, disagreement with other people when they 

tell that PWDs were unable to do something (P=0.000, Tb=0.190) and telling people when 

they hurt their feelings (P=0.000, Tb = 0.214). In addition, social inclusion of PWDs had a 

highly significant and positive (P=0.000, Tb=0.217) association with taking own decision, 

ability to work with other (P=0.000, Tb=0.203), making good choices (P=0.000, Tb=0.290), 

choices being honored (P=0.000, Tb = 0.239) and considering one’s self as important 

person (P=0.000, Tb= 0.172). Similarly, the association of social inclusion was found 

significant and positive (P=0.000, Tb=0.213) with choosing clothes and personal items 

used in routine life and people at home encouragement PWDs to start work on their plan 

(P=0.000, Tb= 0.343). 

Relationship of social inclusion of PWDs and access to health depicted that social 

inclusion of PWDs had a highly significant and positive association with transport from 

home to health facility (P=0.000, Tb=0.281), distance from health facility was not a 

problem to get healthcare (P=0.000, Tb= 0.340), negative attitudes among health workers 

don’t make it difficult to get healthcare (P=0.000, Tb= 0.161) and accommodation for 

PWDs at health facility (P=0.000, Tb=0.314).  In the same way, social inclusion of PWDs 

had a highly significant and positive association with cost affordability of visit and 

medicines (P=0.000, Tb= 0.211), health care provider’s drugs or equipment were adequate 

(P=0.000, Tb = 0.297), health personnel at the local clinic/health center have appropriate 
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competence (P=0.001, Tb=0.157). However, the association of social inclusion was found 

significant (P=0.049) and very weak positive (Tb=0.082) with trust of PWDs on health 

personal at hospital who provide treatment. On the contrary, association of social inclusion 

of PWDs was found non-significant and very weak negative with wait longtime before 

being attended (P=0.304, Tb=-0.029) and healthcare provider clearly explain thing to them 

(P=0.535, Tb =-0.001). 

Association results of access to education and social inclusion of PWDs show that 

social inclusion had a highly significant and positive association with easy access of PWDs 

to schools (P=0.000, Tb=0.274),  pick and drop facility provided to PWDs (P=0.000, Tb = 

0.265), adequate means available for PWDs to access course content (P=0.000, Tb=0.506) 

and quality of education PWDs receive was the same as students who do not have 

disabilities (P=0.000, Tb= 0.331). Moreover, The association of social inclusion of PWDs 

was found significant and positive with teachers encouraged PWD to participate in school 

activities (P=0.000, Tb=0.270), fellows students encouraged PWDs participation in school 

activities (P=0.000, Tb=0.257), school building designed as per PWDs needs (P=0.000, 

Tb=0.255), enough accessible bathrooms for PWDs in educational buildings (P=0.000, 

Tb=0.266) and adequacy of classroom for PWDs needs. Conversely, The results 

highlighted non-significant (P=0.081) and weak positive (Tb=0.069) association between 

learning materials were in suitable format as per PWDs requirements with social inclusion 

of PWDs.  

Association of social inclusion of PWDs and access to employment opportunities is 

summarized as, association of  social inclusion of PWDs was found significant and 

positive with PWDs access to income generation programs/credit schemes (P=0.000, 

Tb=0.234), access to specialized employment opportunities and career advancement for 

PWDs (P=0.000, Tb=0.405). Skills/qualification required (P=0.000, Tb=0.224) and PWDs 

are usually not employed over lower skilled job as compared to non-disable person 

(P=0.000, Tb=0.285). Similarly, social inclusion of PWDs was found significant and 

positive in association with PWDs can get job on prescribed quota (P=0.000, Tb =0.161), 

PWDs poorly paid by the employer (P=0.000, Tb=0.264) and PWDs have safe and healthy 

working conditions including protection from harassment (P=0.000, Tb =0.293). On the 

other side, association of social inclusion of PWDs was found non- significant and weak 
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positive (P=0.258, Tb=0.043) with specialized vocational training centers available for 

PWDs. 

Association results of social inclusion of PWDs with participation in decision 

making highlighted that social inclusion of PWDs was significant and positive with having 

choice of activities (P=0.003, Tb=0.128), participation in decision making which effect 

PWDs at home/work (P=0.000, Tb=0.422), opinion counted in family discussion (P=0.000, 

Tb=0.394),  PWDs discuss uncertainties related to their life with family (P=0.000, 

Tb=0.286) and questioning the events occurring around PWDs at home/work (P=0.000, 

Tb=0.346). In the same way, social inclusion of PWDs had significant and positive 

association with participation in decision making which affected community (P=0.000, 

Tb=0.406 ability to participate in community decision making (P=0.000, Tb=0.415) and 

giving weightage to the opinion of PWDs in overall decision making process (P=0.000, 

Tb=0.464). 

Association of social inclusion of PWDs with participation in cultural life portrayed 

that social inclusion of PWDs is associated significantly and positively with taking part in 

festivals and rituals (P=0.000, Tb=0.231), involvement of PWDs in leisure activities 

(P=0.000, Tb=0.161), participation of PWDs in hobbies, art and craft (P=0.000, Tb =0.259), 

PWDs involvement in a range of opportunities related community groups, clubs or 

organizations (P=0.000, Tb =0.489) and participation in voluntarily activities (P=0.000, 

Tb=0.212). Similarly, social inclusion of PWDs had high significant and positive 

association with PWDs and their friends choose to participate in cultural activates that they 

wanted to do (P=0.000, Tb=0.299), treating PWDs fairly while staring family or having 

children (P=0.000, Tb=0.208) and satisfaction from participation in cultural activities 

(P=0.000, Tb=0.260). However, social inclusion of PWDs was found non-significant and 

negative (P=0.400, Tb=-0.17) in association with participation of PWDs in religious 

activities/events. 

Furthermore, association of social inclusion of PWDs and access to mobility and 

transport services showed that social inclusion of PWDs was associated significantly and 

positively with mobility at home/community (P=0.000, Tb =0.260), access to assistive 

devices (P=0.005, Tb=0.127), easy use of toilets at home (P=0.000, Tb=0.371), layout of 
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places in the community (streets/roads/paths) made it easy and accessible for PWDs 

(P=0.000 and Tb =0.193) and easy place of worship (P=0.020, Tb=0.098). Moreover, 

association of social inclusion was found highly significant and positive with PWDs ability 

to use transport services needed in their everyday life (P=0.000, Tb=0.356), bus stop have 

sufficient facilities to wait for bus move on/off (P=0.000, Tb=0.350), exit at correct stop 

(P=0.000, Tb=0.170) and paying fare (P=0.039, Tb=0.086). However, Social inclusion of 

PWDs was found non-significant and positive with community services (shops, banks and 

post office etc.) make it easy for PWDs to use them (P=0.085, Tb=0.075). 

Gender as a control variable explained variation in the association of social 

inclusion of PWDs with ignorance to law (Tb=-0.245 and P=0.002 for female and Tb=-

0.461 and P=0.000 for male respondents), denial of basic human rights (Tb=-0.248 and 

P=0.001for females and Tb=-0.373 and P=0.000 for male respondents), self-determination 

(Tb=0.377 and P=0.000 for female and Tb=0.450 and P=0.000 for male), access to health 

(Tb=-0.041and P=0.480 for female and Tb=0.435 and P=0.000 for male respondents), 

access to education (Tb=149 and P=0.05 for female and Tb=0.283 and P=0.000 for male 

respondents), access to employment opportunities (Tb=0.040 and P=0.432 for female and 

Tb=0.349 and P=0.000 for male respondents), participation in decision making (Tb=0.252 

and P=0.001 for female and Tb=0.531 and P=0.000 for male respondents) and participation 

in cultural life (Tb=0.561 and P=0.000 for female and Tb=0.328 and P=0.000 for male 

respondents). However, said relationship was not varying with access to mobility and 

transport services (Tb=0.316 and P=0.000 for female Tb=0.266 and P=0.000 for male 

respondents). 

Respondents’ family type as a control variable explained the variation in 

association of social inclusion of PWDs with ignorance to law (Tb=-0.393 and P=0.000 for 

joint family Tb=-0.500 and P=0.000 for nuclear family), self-determination (Tb=0.457 and 

P=0.000 for joint family and Tb=0.347 and P=0.000 for respondents from nuclear family), 

access to health (Tb=0.283, P=0.000 for joint family and Tb=0.433 and P=0.000 for nuclear 

family), access to education (Tb=0.305 and P=0.000 for joint family Tb=0.191 and P=0.039 

for nuclear family), access to employment opportunities (Tb=0.238 and P=0.000 for joint 

family and Tb=0.358 and P=0.000 for nuclear family), participation of decision making 

(Tb=0.485 and P=0.000 for joint family and Tb=0.354 and P=0.000 for nuclear family), 
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participation in cultural life (Tb=0.434 and P=0.000 for joint family Tb=0.353 and P=0.000 

for nuclear family). However, said relationship was not varying with denial of basic human 

rights (Tb=-0.355 and P=0.000 for joint family Tb=-0.359 and P=0.000 for respondents 

belonging to nuclear family) and access to mobility and transport services (Tb=0.283and 

P=0.000 for joint family Tb=0.298 and P=0.000 for respondents belonging to nuclear 

family). 

Literacy status of the respondents as a control variable explained variation in the 

association of social inclusion of PWDs with ignorance to law (Tb=-0.256 and P=0.000 for 

literate and Tb=-0.626 and P=0.000 for illiterate PWDs), denial of basic human rights (Tb=-

0.168 and P=0.017 for literate PWDs Tb=-0.119 and P=0.042 for illiterate PWDs), self-

determination (Tb=0.275 and P=0.000 for literate Tb=0.191 and P=0.001 for illiterate 

respondents), access to health (Tb=0.294 and P=0.000 for literate Tb=0.023 P=0.519 for 

illiterate), access to employment opportunities (Tb=0.239 and P=0.000 and Tb=0.044 and 

P=0.406 for illiterate) and participation in decision making (Tb=0.270 and P=0.000 for 

literate and Tb=0.156 and P=0.010 for illiterate). However, the above association didn’t 

vary with access to education (Tb=0.159 and P=0.022 and Tb=0.163 and P=0.013 for 

illiterate), participation in cultural life (Tb=0.227 and P=0.001) for literate PWDs Tb=0.203 

and P=0.005 for illiterate) and access to mobility and transport services (Tb=0.165 and 

P=0.018 for literate PWDs Tb=0.138 and P=0.048 for illiterate respondents). 

Respondents’ family income as a control variable explained that association of 

social inclusion of PWDs varied with denial of basic human rights (Tb=-0.314 and P=0.000 

for PWDs having below PRs 16500 family monthly income and Tb=-0.242 and P=0.000 

PRs 16500 and above monthly family income),  self-determination (Tb=0.264 and P=0.000 

for PWDs having family monthly income below PRs 16500 and Tb=0.464 and P=0.000 for 

family income PRs 16500 and above), access to health (Tb=0.337 and P=0.000 for family 

monthly income below PRs 16500 and Tb=0.228 and P=0.001 for family monthly income 

PRs 16500 and above), access to education (Tb=0.196 and P=0.005 for PWDs having 

family monthly income below 16500 and Tb=0.243 and P=0.000 for family monthly 

income of PRs 16500 and above) and access to participation in decision making (Tb=0.305 

and P=0.000 PWDs having family monthly income below PRs 16500 and Tb=0.391 and 

P=0.000 for monthly income PRs 16500 and above). However, the said association was 
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not varying with ignorance to law (Tb=-0.398, P=0.000 for PWDs having below than PRs 

16500 family monthly income and Tb=-0.301, P=0.000 for family income PRs 16500 and 

above), access to employment opportunities (Tb=0.241 and P=0.003 for PWDs having 

family monthly income below PRs 16500 and Tb=0.230 and P=0.000 for family monthly 

income of more PRs 16500), participation in cultural life (Tb=0.346 and P=0.000 for 

PWDs having family monthly income below PRs 16500 and Tb=0.380 and P=0.000 for 

those having family monthly income of PRs16500 and above) and access to mobility and 

transport services (Tb=0.269 and P=0.000 and for PWDs having family monthly income 

below PRs 16500 and Tb=0.277 and P=0.000 for those having family monthly income of 

PRs 16500 and above). 

Level of disability of the respondents as a control variable explained variation in 

the association of social inclusion of PWDs with ignorance to law (Tb=-0.232 and P=0.000 

for PWDs for severe disability and Tb=-0.665 and P=0.000 for moderate disability), self-

determination (Tb=0.316 and P=0.000 for PWDs having severe disability and Tb=0.543 

and P=0.000 for PWDs with moderate disability), access to health (Tb=0.370 P=0.000 for 

PWDs having severe disability and Tb=0.213 and P=0.003 for PWDs with moderate 

disability), access to education, (Tb=0.317 and P=0.000 for PWDs having severe disability 

and Tb=0.184 and P=0.006 for PWDs with moderate disability), access to employment 

opportunities (Tb=0.320 and P=0.000 for PWD with severe disability and Tb=0.105 and 

P=0.162 for PWDs with moderate disability), access to participation in decision making 

(Tb=0.366 and P=0.000 for PWDs with severe disability and Tb=0.538 and P=0.000 for 

PWDs with moderate disability), participation in cultural life (Tb=0.454 and P=0.000 for 

PWDs with severe disability and Tb=0.304 and P=0.000 for PWDs with moderate 

disability) and access to mobility and transport service (Tb=0.330 and P=0.000 for PWDs 

with severe disability and Tb=0.105 and P=0.162 for PWDs with moderate disability). 

However, said relationship was not varying with denial of basic human rights (Tb=-0.335 

and P=0.000 for PWDs having severe disability and Tb=-0.341and P=0.000 for 

respondents having moderate disability). 

 Eight independent variables (family type, literacy status, marital status, family 

monthly income, ignorance to law, self-determination, access to employment opportunities 

and participation in cultural life) showed significant relationship to explain variation in 
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dependent variable (social inclusion of PWDs) in the logistic regression model. The 

regression equation based on its calculated coefficients for the model is as:  

 Social inclusion of PWDs =-6.602 + (-0.995 (family type) +2.975 (literacy status) + 

1.658 (marital status) + 0.2.907 (family monthly income) + (-3.808 (ignorance to law) + 

1.457 (self-determination) + 3.738 (access to employment opportunities) + 2.175 

(participation in cultural life).  

The test for full model against constant only model was statistically significant as 

shown by Omnibus test values (Chi-square = 407.297, P= 0.000). Therefore, the set of 

predictor variables could better distinguish the variation of social inclusion of PWDs. 

Moreover, 56 percent to 79 percent variation is explained by the grouping variables (Cox 

& Snell R Square=0.566 and Nagelkerke’s R square=0.791). Significant value of Wald test 

results for each variable confirms that all the above mentioned grouping variables 

significantly predict social inclusion of PWDs. 

The exponential-B value helped to determine the extent of variation in social 

inclusion of PWD under the influence of grouping variables. Change in family type from 

joint to nuclear family reduced the likelihood of social inclusion (EXP (B) = 0.370), 

increase in literacy level, from illiterate to literate, could enhance the social inclusion of 

PWDs by nineteen times (EXP (B) = 19.581), marital status of PWDs from unmarried to 

married enhances the likelihood of social inclusion by more than five times (EXP (B) = 

5.249). family monthly income from below poverty line to above poverty line could 

improve social inclusion by eighteen times (EXP (B) = 18.300), self-determination of 

PWDs enhanced their social inclusion by four times (EXP (B) = 4.291), access to 

employment opportunities increased the likelihood of social inclusion of PWDs by almost 

forty two times (EXP (B) = 41.999), participation in cultural life increased probability of 

social inclusion of PWDs by almost nine times (EXP (B)= 8.798) and ignorance to law 

reduced the probability of social inclusion of PWDs (EXP (B) = -3.808).  

Results of FGDs highlighted that the policies formulation and implementation 

doesn’t involve participation of PWDs, therefore, the PWDs remain unaware of these 

policies and most of their needs remain untouched in these policies. Those PWDs who had 

high level of self-determination and participated in family and community level decisions 
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were in better position to be socially included. Distance to health facility, insufficient 

transport system, cost of medication and treatment and negative attitude of health care 

providers negatively affected the access of PWDs to health facilities that were the reason 

of their social exclusion form society. The availability and accessibility to education was 

not up to the satisfaction level of the PWDs in the study area. The quality and facilities of 

the schools, especially those established by the government for able persons, were 

unsuitable for PWDs. Access to employment opportunities and career advancement was 

not available for PWDs in the study area. The decisions, especially those that were 

associated with personal level, were taken by PWDs by themselves, while illiterate PWDs 

belonging to poor family with severe disability were dependent on other for their personal 

decision and remained excluded. All those cultural events that were free of cost were 

highly participated by PWDs. In addition, current transport system and community layout 

was not accessible for them to move freely without the support of others.  The participants 

added that improvement in social inclusion of PWDs is influenced by awareness of law, 

protection of basic human rights and high self-determination. Moreover, access to health, 

education and employment opportunities enhanced the social inclusion of PWDs. Active 

participation in decision making ability, participation in cultural life and access to mobility 

and transport services increase the social inclusion of PWDs in society.  

5.2  Conclusions 

This research study aimed to investigate various factors associated with the social 

inclusion of Person with Disabilities (PWDs). These factors were measured through 

numerous dimensions (independent variables) namely ignorance to law, denial of basic 

human rights, self-determination, access to adequate health service, access to education, 

access to employment opportunities, participation in decision making, participation in 

cultural life and accessibility to mobility and transport services. The effects of these 

independent variables were noticed on the dependent variable (social inclusion of PWDs). 

Major conclusions of the study are given as below:  

The disability was widespread especially in young adults and adults from both 

genders and all family types. Moreover, the PWDs were illiterate or low educated and 

belong to large size low income families. Combination of disability and poverty was 
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highly drastic for PWD’s economic and familial life in terms of unemployment and 

remaining unmarried. Most of the PWDs were unaware of law and legal rights admissible 

to them. As a result the law promulgated for the rights of PWDs has lost its significance. 

Moreover, those who tried to get benefited of their legal rights faced administrative and 

cultural obstacles in doing so. In addition, the PWDs faced problems of denial of their 

basic rights in terms of unequal treatment at societal level. Some of the very basic facilities 

like food, health and education etc. remained out of their reach. These PWDs exhibited 

unsatisfactory level of self-determination due to a cold response to their initiatives from the 

community and family. Moreover, they faced physical, financial and attitudinal hardships 

in accessing health, education and employment opportunities. Family and friends extended 

positive support to PWDs in availing health and educational facilities. However, the 

overall attitude of teachers, schoolmates, health service providers and transporters needed 

improvement to a greater extent. Strong social network in rural regions were facilitating 

the access of PWDs to health and other basic services. Unsuitability of building 

infrastructure and transport facilities hindered the overall mobility of PWDs and hindered 

their access to educational, health and recreational facilities. The PWDs remained 

financially insecure due to their low skills, low education, unemployment and low income. 

They lived in absolute poverty that restricted their desire to lead a healthy and productive 

life. They were found least interested in making personal, familial and community level 

decisions as their opinion were mostly over sighted in such decisions. The level of self-

determination varied among PWDs according to their socio-economic status, gender, 

family type, literacy status and level of disability. Those PWDs with high sense of 

autonomy and self-confidence exhibited high locus of control with least influence of 

external forces in shaping life events of PWDs. Most of the leisure activities, except 

participation in religious and other free of cost cultural events, were inaccessible to PWDs. 

these were some of the obvious reasons of social inclusion or exclusion of PWDs.   

Furthermore, various categories of the respondents on the basis of their gender, 

family monthly income, family type, disability level and literacy status while indexing 

both independent and dependent variables indicated that social inclusion of PWDs was 

found negatively related to ignorance to law and denial of basic human rights. On contrary, 

the relation of social inclusion of PWDs was found positive with self-determination, access 
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to adequate health service, access to education, access to employment opportunities, 

participation in decision making, participation in cultural life and accessibility to mobility 

and transport services.  

Moreover, logistic regression highlighted that the social inclusion of PWDs is 

reduced with ignorance to law and PWD’s belongingness to nuclear family. On the other 

hand, the social inclusion of PWDs could be improved with self-determination, improved 

access to employment opportunities, participation in cultural life, getting married and 

improved family monthly income. 

The study findings authenticated the human rights model presented by Christian 

Blind Mission (CBM) and Care International. To validate human rights model, a 

conceptual framework was designed for this study, comprising of nine independent 

variables (dimensions) and one dependent variable. These variables were used as the 

components of human rights model for the logical interpretation of the data. This study 

confirmed that these components significantly explained the social inclusion of PWDs. 

however, it was added by this study that effects of these components varied when gender, 

family monthly income, family type, literacy status and level of disability were introduces 

as control variables. Hence, the results showed that the influences of ignorance to law and 

denial of basic human rights were derogatory for the social inclusion of PWDs. Whereas 

self-determination, access to adequate health service, access to education, access to 

employment opportunities, participation in decision making, participation in cultural life 

and accessibility to mobility and transport services had positive impact on social inclusion 

of PWDs. However, the effects of these variables were unequal on the social inclusion of 

PWDs, especially with respect to the respondent’s gender, family monthly income, family 

type, literacy status and level of disability.   
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5.3  Limitation of Study 

 This research study was limited to registered PWDs only. It is pertainent to 

mention that only a handful PWDs are registered with social welfare department. 

The social workers feared that social welfare department is lacking in actual 

population statistics in the district. Furthermore, due to cultural reasons the number 

of female registered PWDs was negligible. 

 Due to financial and time constraints it was not possible for the researcher to reach 

extermly far located geographical areas.  

5.4  Suggestions for Future Research 

1. A holistic project needs to be designed to survey the PWDs and their basic socio-

economic parameters and streamline their registration process. 

2. A separate study is also proposed to cover all the PWDs, irrespective of their 

registration status and with specific focus on PWDs from female gender.  

3. For detailed description of problems faced by PWDs some additional case studies 

are recommended to elaborate and document the miseries faced by PWDs in their 

own words.  

5.5  Recommendations  

Based on the findings of this research study the following recommendations are made.  

1. Creating awareness among general masses, employers, services providers and 

specifically among PWDs with respect to relevant laws and legal rights privileges 

and concessions admissible to PWDs, alongside registration and documentation of 

all PWDs for extending them their basic rights and taking them in loop for policy 

making, especially those that directly affect them.  

2. Ensuring provision of basic human rights to PWDs at household, community and 

society level by training PWDs and their concerned families and communities to 

take proper care of dietary, health, educational and mobility related needs at house 

and community level.  

3. Mobilizing government, NGOs and charity resources to help PWDs in provision of 

assistive devices, establishment of special centers, supporting in health and 
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educational facilities and provision of financial support. This can be facilitated by 

channelizing charity programs like “Zakat” and “Ushar” for short and long term 

benefits of PWDs. 

4. Revitalizing the social institutions of “family”, “Jirga” and “Hujra” for instigating 

the sense of self-determination among PWDs. Through enhance confidence in 

onesself and sense of autonomy to have control over the outcomes of events in their 

lives by themselves and least influence of external forces. Moreover, active 

involvement of PWDs in these institutions can give confidence to PWDs, improve 

their normal interaction with others and create a sense of honor and self-respect and 

improve their abilities in taking initiatives. 

5. Implementation of building codes in construction of public buildings and offices to 

facilitate smooth mobility of PWDs in schools, hospitals and public places etc. 

along with ease in use of washrooms, water points, waiting rooms and other 

refreshment facilities. 

6. Provision of special training to health services providers and teachers to deal PWDs 

in a descent way by giving proper time and attention to them and explaining them 

their health and education related problems and supporting them in overcoming 

these problems. 

7. Up-gradation of educational institution with specific focus on educational needs of 

PWDs. This can be done by improving accessibility of schools, provision of 

suitable learning material, provision of assistive devices, establishment of students 

groups with membership of PWDs and participation of PWDs in school planning 

and development process. 

8. Establishing a governing system that favor employment of all and assure a 

minimum household income that is sufficient for the needs of PWDs and their 

families. Alongside provision of special education and training for PWDs in skill 

that improve their productivity. In addition, taking such steps that guarantee PWDs 

employment in a honorable, safe and psychologically conducive work place. 

9. Ensuring PWDs participation in decision making at family, community, school and 

other relevant institutions to ensure that the needs of the PWDs are properly 

integrated at all these levels and their needs are satisfactorily provided to them at 

each institutional level. 
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10. Implementation of transport law in its true spirit to ensure decent waiting rooms, 

easy get in/out facilities to vehicles, protected traveler’s rights, provision of 

assistive devices and identification and exit at appropriate stop with specific focus 

on need of PWDs. 

11. Launching an integrated drive for social inclusion of PWDs through coordination 

of family, neighborhood, government, NGOs and other welfare organizations to 

overcome the physical, financial, institutional, psychological and social problems 

faced by PWDs with specific focus on those poor, illiterate and unemployed PWDs 

belonging to large size families and are feminine in gender. 

5.6  Closing Remarks 

Findings of this research study validated the rights based model presentedby Christian 

Blind Mission and Care International. The study confirmed that various institutional, 

legal and cultural participation related variables were strong determinant od social 

inclusion of or exclusion of PWDs. This research study, however, added to the theory 

in terms of establishing that female, low socio-economic status, family background, 

family type, literacy status and level of disability shaped the extent of social inclusion 

of PWDs. Thus, literate male PWDs from high socio-economic families and moderate 

level of disability were more likely to be socially included than others. The current 

study suggest to policy makers to introduce a comprehensive and holistic policy that 

are not limited to charitable welfare of PWDs rather covering the legal, technical, 

institutional and participation related needs of PWDs for their wholehearted social 

inclusion.  
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Annex-I INTERVIEW SCHEDULE 
 

An Analysis of Effectiveness of Rights Based Approach in Social Inclusion of Person 
With Disabilities in Rural Areas of Malakand Pakistan 

 
1)  Name of the respondent _________________________________  
2)     Age of respondent ______________ 
3)  Sex of respondent 
                a) Male    b) Female 
4)   Family type  
             (a) Nuclear Family       (b) Joint Family    (c) Any other 
 
5)  Literacy Status  
         a) Literate     b) Illiterate  
 
6)  Level of education 
 a) Primary  b) Middle  c) High  d) Intermediate  e) Graduate 
 f) Post  Graduate  g) Doctorate h) Madrasa education   
 i) Any  other_____ j) Nil 
 
7) Marital Status 
 a) Married  b) Unmarried 
 
8)   Family Monthly Income Rs. ____________________ 
 
9)    Source of Income 
       a) Agriculture b) Government job c) Business d) Remittances e) Labor   f) Any 
  other_____ 
10)  Employment Status 
  a) Employed   b) Unemployed 
11)  Profession 
  a) Agriculture  b) Government job  c) Business  d) Remittances   
  e) Labor     f) Any other____ g) Nil 
 
12) Monthly personal/individual income   PRs. ____________________ 
13)  Major disability ___________________________ 
 
14)  Level of Disability  
     a)  Moderate  b)  Severe  
15)  Source of disability __________________________ 
  a) By birth b) Disease c) Accident d) Any other  
 
16)  Duration of disability      
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Ignorance to Law 
Statement Yes No 
Do you have information about laws/policies to facilitate PWDs (-) 1 2 

National laws are sufficient to address your problem/needs (-) 1 2 

Do you know which court to consult when you need legal support (-) 1 2 

Concerned authorities are bound in making construction infrastructure 
accessible for PWDs ( both public and private) (-) 

1 2 

In public transport seats are reserved for PWDs (-) 1 2 

PWDs have concessions in fare (public and private transport) (-) 1 2 

PWDs can import duty free cars (-) 1 2 

You know about the quota percentage (%) for PWDs in employment (-) 1 2 

PWDs know about concession in performing jobs (-) 1 2 

You know about the welfare benefits provided to PWDs (-) 1 2 

You get priority attention at health institutions (-) 1 2 

Do you have the necessary document (health card/passport/CNIC) (-) 1 2 

 
Denial of Basic Human Rights  
Statement Yes No 
You are not treated equally as everyone else at community level 1 2 
You don’t live in a safe home environment sufficient for your living needs 1 2 

You don’t have access to food items three times a day 1 2 

You don’t have  access to water for drinking and other domestic use 1 2 

You don’t have easy access to educational facilities as per your needs 1 2 

You don’t have easy access to basic health facilities 1 2 

You don’t have access to assistive devices or personal equipment that you 
need 

1 2 

You are not properly taken care of at home (e.g. Bathing, dressing, etc.) 1 2 

You don’t have say in local politics (caste vote, participation) 1 2 

You cannot buy and sell your property easily 1 2 

You are treated unfairly at religious institutions 1 2 

 
Self-Determination 
Statement Yes  No 
You usually agree with other peoples’ opinions or ideas. 1 2 
You usually disagree with people when they tell you that you can’t do 
something 

1 
2 

You tell people when they have hurt your feelings 1 2 
You can make your own decisions 1 2 
You can make good choices 1 2 
Your choices are honored 1 2 
You choose your clothes and the personal items you use every day 1 2 
You are able to work with others 1 2 
You are an important person 1 2 
People at home encourage you to start working on your plans right 
away. 

1 
2 
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Access to adequate health services 

 

Access to education 
Statement   Yes  No 
Schools in your area are in easy access to PWDs 1 2 
Learning materials are in suitable format as per PWD requirements 1 2 
Adequate means are available for PWDs to access course content 1 2 
Teachers encouraged PWD participation in school activities 1 2 
Fellows students encouraged PWDs participation in school activities 1 2 
School building designed as according to PWDs needs 1 2 
Classroom space in buildings is adequate for PWDs needs 1 2 
There are enough accessible bathrooms for the educational buildings 
PWDs  use 

1 
2 

PWDs are provided pick and drop facility from home to school 1 2 
The quality of education PWDs receive is the same as students who do not have 
disabilities 

1 2 

 

Access to employment 
Statement Yes  No 
PWDs have access to income generation programs/credit schemes 1 2 
There are any specialized vocational training centers available for PWDs 1 2 
There are specialized employment opportunities and career advancement 
for persons with disabilities in the labor market? 

1 2 

You have required job skills/qualification 1 2 
PWDs can get a job on prescribed quota 1 2 
PWDs are not usually poorly paid by the employers as compared to the 
Non-Disable Person 

1 2 

PWDs are not usually employed over lower skilled jobs by the employers 
as compared to the Non-Disable Person 

1 2 

PWDs are provided required job trainings 1 2 
PWDs have safe and healthy working conditions including protection from 
harassment 

1 2 

Statement Yes No 
Lack of transport from home to health facility don’t make it difficult for 
you to get healthcare 

1 2 

Distance from health facility don’t make it difficult for you to get 
healthcare 

1 2 

Negative attitudes among health workers  don’t make it difficult for you 
to get healthcare 

1 2 

There is accommodation for PWDs at the health facility 1 2 
Could you afford the cost of the visit/medicines 1 2 
The health care provider’s drugs or equipment are adequate  1 2 
You don’t wait long time before being attended to 1 2 
Health care providers clearly explained things to you 1 2 
The health personnel at the local clinic/health center have appropriate 
competence to help with your health problems 

1 2 

You trust the treatment provided by health personnel at the hospital  1 2 
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Participation in decision making 
Statement Yes  No 
You have choices about activities you want to do 1 2 
You are entitled to participate in decision making which affects you at 
home/work 

1 2 

You question the events occurring around you at home/work 1 2 
You are entitled to participate in decision making which affects your family 1 2 
Your opinion is counted in family discussions 1 2 
You discuss uncertainties related to your life in family  1 2 
You are entitled to participate in decision making which affects your 
community? 

1 2 

You are able to participate in community decision making as much as you 
would have liked? 

1 2 

Your opinion is given due weight in overall decision making process 1 2 
You have choices about activities you want to do 1 2 
 
Participation in cultural life 
Statement  Yes  No 
You take part in festivals and rituals (weddings, funerals, religious festivals 
etc.) 

1 2 

You are involved in leisure activities (folk Music, Picnic etc.) 1 2 
You are member of any sports team 1 2 
You participate in hobbies, art and craft 1 2 
Your friends and you choose to participate in cultural activities that you 
want to do. 

1 2 

You are involved in a range of opportunities related to community groups, 
clubs or organizations that are available in your area? 

1 2 

You participate in available voluntarily activities 1 2 
You are satisfied from your participation in cultural activities 1 2 
You participate in religious activities/events 1 2 
Have you been treated fairly in starting a family or having children?  1 2 
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Accessibility in Mobility and Transport Services 
Statement Yes No  
You have been able to use transport  needed  in  your everyday life 1 2 
Bus Stop have sufficient facilities to wait for bus and transport move on/off 1 2 
You are not concerned that you might not exit at correct stop 1 2 
You have no difficulty in paying the fare 1 2 
The layout of places in the community has made it easy for you to access 
them (streets/roads/paths) 

1 2 

Mobility at home/community is not a big problem you 1 2 
You have been able to access assistive devices that you needed for your 
mobility 

1 2 

Community/Neighborhood services  (The shops, banks and post office etc.) 
make it easy for you to use them 

1 2 

The toilet/bathroom of your dwelling makes it easy for you to use it?  1 2 
Your regular places of worship make it easy  for you to worship   
 
Social Inclusion 

 

 

Social Isolation Yes  No 
I have felt terribly alone and isolated 1 2 
I have felt accepted by my friends/Classmate 1 2 
I have been neglected by my friends in usual interaction 1 2 
I have felt I am playing a useful part in society in my surrounding of 
neighborhood 

1 2 

I have friends I see or talk to every week 1 2 
I have felt what I do is valued by others 1 2 
I have been involved in a formal/informal groups outside my family/school 1 2 
I have felt accepted by my family 1 2 
1 I have felt accepted by my neighbors 1 2 
I can exercise my rights with freedom 1 2 
My social life has been mainly related to person with disabilities 1 2 
I have felt insecure about where I live  1 2 
I have done a sport, game or physical activity 1 2 
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Annex-II Interview Guide for FGDs 

1. Do you have the necessary document (health card/passport/CNIC)  

2. Do you have information about laws/policies to facilitate PWDs  

3. Do you know which court to consult when PWDs need legal support 

4. PWDs treated equally as everyone else at community level 

5. PWDs have access to basic human rights i.e. food, cloths, water, shelter, rights to 

land and vote 

6. PWDs were provided proper care at home/community 

7. PWDs agree with other peoples’ opinions or ideas 

8. PWDs make good choice for themselves, their family and community 

9. PWDs take decision at personal, familial and community level 

10. Family and community members encourage PWDs in taking initiatives  

11. Mobility and transport services accessible for PWDs while getting access to health 

facility 

12. Attitude of medical staff with PWDs in health care facility 

13. Skills of medical staff and equipment/medicine are appropriate for PWDs treatment 

14. Access to education of PWDs in your area 

15. Teacher and fellow encouragement to PWDs participation in schools/educational 

institution 

16. Which facilities in educational institution available for PWDs (toilet, drinking 

water, accessible building, classroom, course outline, devices for learning material 

etc. ) 

17. Employment opportunities for PWDs in your area 

18. Safe and healthy working condition available for PWDs 

19. Participation of PWDs in decision making at personal, familial and community 

level 

20. As preference given to PWDs opinion/decision 

21. Participation of PWDs in cultural life (ceremonies, cultural and religious events 

etc.) 

22. PWDs satisfaction from participation in cultural and religious events 
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23. Access to mobility and transport services 

24. Vehicles have sufficient facilities for PWDs 

25. Community/Neighborhood services accessible for PWDs 

26. PWDs accepted by their friend and family members 

27. Involvement of PWDs in communal activities 

28. Overall status of social inclusion 
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Annex-III  Cronbach's Alpha (α) Results 

Variable  Cronbach's Alpha (α) Value 
Ignorance to law 0.718 
Denial of basic human rights 0.740 
Self determination 0.751 
Access to adequate health service 0.616 
Access to education 0.877 
Access to employment opportunities 0.618 
Participation in decision making 0.805 
Participation in cultural life                                                                                               0.623 
Accessibility to mobility and transport services 0.683 
Social inclusion of PWDs 0.615 
Total 0.844 
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