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Abstract 

Background  Achieving equitable healthcare access for persons with disabilities is vital, as they often face various bar-
riers that impact their health and well-being. Recognizing the importance of gender equity, this study aims to explore 
the specific barriers faced by women and girls with disabilities in accessing quality healthcare services in Lebanon.

Methods  A mixed-method sequential explanatory approach was employed. Initially, a retrospective descriptive 
study analyzed data from the International Committee of the Red Cross (ICRC)-supported physical rehabilitation 
programme (PRP) database. Subsequently, in-depth interviews were conducted to delve into factors influencing 
gender-disproportionate service users and to uncover barriers to accessing healthcare. Levesque et al.‘s ‘Conceptual 
framework on healthcare access’ was used to organize and map the results.

Results  The quantitative analysis of service utilization at ICRC PRP centers from 2015 to 2022 revealed significant 
gender disparities, with males comprising 66.6% of service users compared to 33.4% females. This trend was consist-
ent across age categories, nationalities, and clinical conditions. Healthcare access for women and girls with disabilities 
was found to be inadequate across all five dimensions of the Levesque framework: adequacy, accessibility, affordabil-
ity, appropriateness, and availability, as well as their corresponding abilities. While certain challenges such as transpor-
tation, financial constraints, inadequate infrastructure, and limited information on available services were common 
to both genders, gender-specific barriers primarily included societal norms, safety concerns during unaccompanied 
visits to healthcare facilities, limited access to societal information, economic disparities, preferences for female health-
care providers, and the need for privacy during consultations.

Conclusion  This study underscores key barriers hindering healthcare access for women and girls with disabilities 
in Lebanon, necessitating tailored interventions. Gender-specific challenges, including societal norms and safety 
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concerns, require targeted solutions for improved access and outcomes. This study serves as a call to action for stake-
holders at various levels to collaborate and implement concrete measures to bridge the gap in healthcare access 
and ensure that no one is left behind.

Keywords  Access to healthcare, Women, Girls, Disabilities, Lebanon, Humanitarian program

Introduction
Disabilities disproportionately affect women and girls, 
particularly in low- and middle-income countries 
(LMICs), where they are estimated to represent approxi-
mately 75% of persons with disabilities [1]. Gender and 
disability are intersecting determinants of vulnerability 
because they influence access to resources, health-seek-
ing patterns, and autonomy in decision-making around 
health. Women with disabilities are approximately three 
times more likely to have unmet healthcare needs than 
men due to both gender- and disability-related barriers 
while seeking, paying for, and receiving necessary health-
care [2].

In conflict-affected and humanitarian settings, dis-
placement, both internally and cross- border, is a further 
intersecting factor in the cumulative challenges faced by 
women and girls with disabilities. Across their journey, 
women and girls typically face reduced safety, a risk of 
violence or injury, unmet basic needs, a lack of resources, 
encounters of discrimination and psychological distress, 
reproductive health risks, and a lack of access to basic 
healthcare and support services [3].

Although physical, sensory, intellectual and mental dis-
abilities can occur, the focus of this research is on physi-
cal disability, which is defined as a disability associated 
with a physical impairment that affects an individual’s 
mobility, coordination, dexterity, or other physical func-
tions [4, 5]. Data from 38 physical rehabilitation centers 
in humanitarian settings between 1988 and 2018 indicate 
disproportionate service use by men, with women repre-
senting less than 20% of the case load [5]. The lower ser-
vice utilization in these settings suggests a high level of 
unmet need and the need for more comprehensive and 
contextual knowledge of the factors that might influ-
ence health-seeking behaviors and access to health care 
services. This view is in line with the global literature on 
gender and rehabilitation, which indicates greater care 
needs, more limited access, use, and continued adher-
ence, and worse outcomes among women than among 
men, although these trends emerge predominantly from 
high-income countries [3].

LMICs in general and conflict-affected settings in par-
ticular are often affected by compounded challenges that 
can exacerbate preexisting vulnerabilities [6]. Lebanon 
was recently classified by the World Bank as an LMIC [7], 
and over the past years, it has faced a multifaceted crisis 

involving economic, sociopolitical, security, and public 
health issues. The situation is further worsened by a polit-
ical deadlock, increased instability, and the enduring 
impact of the Port of Beirut Blast, which resulted in exten-
sive destruction, displacement, and injuries to approxi-
mately 7,000 people [8, 9]. Today, the picture is further 
compounded by an ongoing armed conflict that is dis-
proportionately harming civilians with almost 4’000 dead 
and over 15’000 wounded at the times of writing, accord-
ing to the Lebanese Ministry of Public Health [10]. In this 
challenging context, persons with disabilities often face 
barriers in accessing fundamental services such as educa-
tion, health, and social support; enduring discrimination; 
and an elevated risk of abuse, particularly among women 
and girls [11]. In contrast to global trends suggesting a 
higher prevalence of disability in women, Lebanon’s local 
data reveal a discrepancy. A recent report showed simi-
lar proportions of men and women with disabilities, with 
very few differences in terms of disability type [12]. That 
being said, approximately 400,000 individuals in the coun-
try hold disability cards issued by the Ministry of Social 
Affairs (MoSA), represented predominantly by men. Iden-
tification at MoSA-run Social Development Centers relies 
on a medical approach that prioritizes observational veri-
fication of physical disabilities, potentially excluding those 
with ‘hidden’ disabilities [13].

Efforts to ensure equitable access to healthcare services 
for persons with disabilities in Lebanon are crucial, par-
ticularly in light of the financial crisis and the need for 
comprehensive support to those most vulnerable in the 
population. Acknowledging the crucial role of women 
and their entitlement to equal participation in healthcare 
systems, there is a need to have a deeper understanding 
of the barriers faced by women and girls with disabilities 
and their coping strategies in accessing safe and high-
quality healthcare services [14].

The present study was designed with the aim of provid-
ing an in-depth understanding of the nature and diversity 
of obstacles experienced by women and girls with physi-
cal disabilities to access healthcare services in Lebanon. 
Using secondary quantitative data of service users of the 
International Committee of the Red Cross (ICRC) sup-
ported physical rehabilitation centers, this study seeks to 
describe the demographic characteristics of persons with 
disabilities attending these centers. Through in-depth 
interviews, this study aimed to identify the key barriers 
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experienced by women and girls with physical disabilities 
served by ICRC-supported facilities in accessing health-
care services within the broader health care system in 
which these facilities operate. We highlight the voice, 
aspirations, and preferences of women and girls with 
disabilities and aim to use their inputs and narratives to 
design interventions that can address their health-seek-
ing barriers and challenges.

Methods
Study design
A sequential explanatory mixed method approach was 
considered appropriate for generating insights from the 
existing statistics of service users, with qualitative explo-
rations in a purposefully sampled group to better under-
stand the experiences and needs of women and girls with 
disabilities in Lebanon. First, a retrospective descriptive 
study was conducted on aggregated data from the ICRC 
physical rehabilitation program (PRP) database in Leba-
non, encompassing persons with disabilities who sought 
physical rehabilitation services between 2015 and 2022. 
This was followed by in-depth interviews to understand 
the factors that can contribute to disproportionate gen-
der service use and to identify the barriers faced by 
women and girls with physical disabilities in accessing 
health care services.

Study setting
The ICRC PRP in Lebanon was established in 2015 to 
support the national health system in absorbing the 
increased demand for services observed following the 
influx of refugees fleeing the conflict in neighboring 
Syria. The ICRC’s services aim to empower persons with 
permanent impairments, facilitating their ability to lead 
productive and autonomous lives with dignity. From its 
inception in 2015 until December 2022, the program has 
provided services to more than 6000 people in five ICRC 
PRP-supported centers in Lebanon. The range of ser-
vices offered by the ICRC PRP included prosthetic and 
orthotic fittings, physiotherapy sessions, wheelchair ser-
vices, and the provision of mobility devices. Moreover, 
the PRP operates within a broader network of health ser-
vice providers, and systematically adopts a continuum-
of-care approach through defining referral pathways 
across promotive, preventive, curative, rehabilitative, and 
palliative services at the primary, secondary, and tertiary 
level of care. Additionally, the ICRC provides and advo-
cates for inclusive humanitarian services and serves as a 
disability-inclusive employer. This approach creates and 
supports opportunities for persons with disabilities to 
realize their full potential in societies affected by armed 
conflict and other situations of violence.

Ethical considerations
Ethical approval for this study was granted by the Inter-
national Committee of the Red Cross (ICRC) Ethical 
Review Board under the reference number LDP_CORE 
23/00007 - CGB/bap. The research was conducted in 
accordance with the principles outlined in the Declara-
tion of Helsinki. For the retrospective descriptive study, 
service users were obtained from the ICRC PRP database 
and analyzed anonymously. Therefore, informed consent 
was not required for this part of the study. However, for 
the qualitative component, each participant was pro-
vided written information with details of the study. This 
ensured their understanding of their rights, including 
voluntary participation and the right to withdraw con-
sent at any point. Additionally, participants were assured 
that their decision to participate, whether positive or 
negative, would not impact their regular access to ser-
vices. Written informed consent was obtained through a 
straightforward Yes/No question, giving participants the 
option to decline audio recording while still being able to 
participate in the study. To safeguard data confidentiality, 
all information was securely stored on a password-pro-
tected laptop and made accessible solely to the research 
team for study-related purposes.

Data collection
Secondary data analysis of service users
As part of routine data collection at the ICRC, service 
user information is systematically recorded and managed 
in a Microsoft Excel spreadsheet. The dataset under-
went a thorough process of data cleaning, merging, and 
aggregation. We retrieved data on age, sex, nationality, 
and main clinical conditions. Age was categorized into 
five categories: young child (younger than 5 years), child 
(5–17 years), young adult (18–34 years), adult (35–59 
years), and older adult (older than 59 years). The main 
clinical conditions necessitating ICRC PRP services were 
broadly classified into two categories: amputation and 
other physical disability types. Descriptive statistics were 
used to summarize the data, with frequencies and per-
centages reported for categorical variables. Chi-square 
or Fischer exact tests were conducted to examine gender 
differences across age categories, nationality, and clini-
cal conditions. Statistical analyses were conducted using 
IBM SPSS v.26, with significance set at a p value less than 
0.05.

In‑depth interviews with women and girls with disabilities
Sampling frame and procedure
Participants were purposively sampled from the PRP 
admission/coverage criteria of the ICRC, and only 
women and caregivers/parents of girls aged less than 18 
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years with physical disability were selected for interviews. 
The exclusion criteria were as follows: women or caregiv-
ers unable to provide informed consent, and individuals 
with severe cognitive impairments that limited effective 
communication during the interviews.

Eighteen participants were selected to represent dif-
ferent nationalities and residency areas, including Bei-
rut and North Lebanon. The 18 participants comprised 
9 women and 9 girls, representing different nationalities, 
including Lebanese, Palestinian, and Syrian. Within this 
group, there were 9 caregivers of girls with physical dis-
abilities who were evenly distributed among Lebanese 
refugees, Syrian refugees, and Palestinian refugees. Addi-
tionally, there were 7 women with physical disabilities, 
including 3 Lebanese refugees, 2 Syrian refugees, and 2 
Palestinian refugees. Furthermore, 2 caregivers of women 
with physical disabilities were included, one Syrian and 
the other Palestinian. Among the caregivers, there were 
4 mothers, 3 fathers, and 2 sons, reflecting a variety of 
familial roles and relationships within the caregiving con-
text. Recruitment took place over 6 weeks from February 
to March 2023.

Qualitative data collection
Women and caregivers were contacted by a female mas-
ter’s student in public health at the ICRC and two ICRC 
PRP staff via phone calls. Participants were invited to 
participate in the study, and during the invitation, the 
purpose and time of the interview were explained. The 
interviews were scheduled to take place in a private 
meeting room at the ICRC offices. Before starting the 
interviews, the three investigators provided an informa-
tion sheet and written consent form to the participants, 
which explained the purpose and scope of the study, the 
use of data, privacy considerations, and data manage-
ment concerns. The consent form ensured that the par-
ticipants understood the study and voluntarily agreed to 
participate.

Two interview guides were developed containing semi 
structured and open-ended questions. One guide was 
intended for women with physical disabilities, while the 
other was for caregivers of girls under 18 years with phys-
ical disabilities (Supplementary file Appendix 1). Each 
guide was tailored to address the specific needs and expe-
riences of these distinct groups. These interview guides 
were created by a research team member who had exten-
sive experience working with persons with disabilities in 
Lebanon. The interview questions covered various top-
ics, including barriers and challenges faced while access-
ing healthcare, accessible healthcare services, feedback 
mechanisms, and suggestions to reduce these barriers. 
These topics support a broad understanding of health-
care access issues across different settings. Notably, the 

interview guides were originally developed in English 
and subsequently translated into Arabic. The interviews 
lasted between 30 and 40 min, and they were recorded 
using an ICRC laptop. During the interviews, the inter-
viewers were attentive to signs of distress, fatigue, or any 
indication of the need for urgent medical attention. If 
any such signs were observed, the interviewers promptly 
referred the relevant details to the ICRC staff to organ-
ize necessary care for the participants. The participants 
received a transportation stipend, likely to cover their 
travel expenses related to attending the interviews.

Data analysis
The data was analyzed using a deductive-inductive 
approach with the utilization of Levesque et  al.‘s ‘Concep-
tual framework on health care access’ for interpreting our 
findings. The audio-recorded interviews were transcribed 
verbatim in Arabic. Thematic analysis was performed fol-
lowing Braun and Clark’s (2006) six-step guide: (1) becom-
ing familiar with the data, (2) generating initial codes, (3) 
searching for themes, (4) reviewing themes, (5) defining and 
naming themes, and (6) producing the final report. We then 
retrospectively applied Levesque et al.‘s ‘Conceptual frame-
work on health care access’ to analyze our data. Developed 
by Levesque and colleagues, this framework provides a 
comprehensive theoretical model for understanding access 
to health care services. It comprises five main dimensions, 
namely, adequacy, accessibility, affordability, appropriate-
ness, and availability, which are essential for assessing the 
complex interplay of factors influencing health care access. 
Additionally, the framework delineates five equivalent abili-
ties of population groups: ability to perceive, ability to seek, 
ability to reach, ability to pay, and ability to engage, reflect-
ing the diverse experiences and challenges individuals may 
face in accessing health care (Fig. 1) [15, 16].

While our research initially did not intend to utilize this 
framework, we found it to be a valuable tool for interpret-
ing our findings in the context of access to health care. By 
applying the framework, a posteriori, we were able to exam-
ine various dimensions of health care access and under-
stand how they intersected with our study outcomes. This 
approach allowed us to gain deeper insights into the factors 
influencing access to health care in our study population 
and facilitated comparisons with literature. Only quotes 
used in reporting findings were translated to the English 
language. Two independent bilingual specialists checked 
the quality of the translations from Arabic to English.

Results
Quantitative analysis of PRP service use
Table  1 offers a comprehensive overview of the total 
number of users by sex from 2015 to 2022. Over this 
seven-year span, a total of 6680 persons with disabilities 
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received ICRC PRP services, 33.4% of whom were 
females and 66.6% of whom were males.

A chi-square test revealed a statistically significant male 
predominance across all age categories (p value = 0.004) 
(Supplementary file Appendix 2).

Figure  2 provides an overview of the sex distribution 
trends in accessing PRP services among different nation-
alities from 2015 to 2020. 

Among all nationalities, a predominant male repre-
sentation is observed across all age categories, with the 

notable exception of Palestinian young adults (18–34 y), 
where the female group constitutes 63% of service users 
(Table 2).

The main reasons for attending the centers over the 
study period were amputation (28.1%), cerebral palsy 
(19.8%), congenital deformity (12.3%), clubfoot (2.1%) 
and others (37.3%). Figure 4 provides an overview of the 
amputation-related sex distribution in PRP service access 
between 2015 and 2022. In the amputee cohort, the sex 
imbalance was particularly pronounced, with 80.9% 
being males and 19.1% being females. A chi-square test 
revealed that among the other physical disability types, 
men consistently constituted a significantly larger por-
tion, comprising 61.1%, compared to 38.9% women, 
showcasing a persistent male majority (P-value < 0.001) 
(Fig. 3).

The detailed examination of age and sex distributions 
among service users attending ICRC-supported reha-
bilitation centers during the same period revealed pat-
terns that differed between those with amputation and 
those with other physical disability types. Among ampu-
tees, males dominate across all age groups, compris-
ing 80.9%, with the highest prevalence observed in the 
young child at 91.3% and adult category (18–34 years) 
at 84.7%. In contrast, females with amputation exhibit a 
higher representation in the child group (5–17 years) and 
older adult group ((≥ 60 years) at 28.7%. Among those 
without amputation, males constitute 61.1%, with the 

Fig. 1  Levesque conceptual framework for healthcare access [14]

Table 1  Sex distribution of health service users in access to ICRC 
PRP services for the years 2015–2022 (N = 6680)

n frequency, % percentage

Females
n (%)

Males
n (%)

Total

Year

  2015 82(24.5) 253(75.5) 335

  2016 198(35.2) 365(64.8) 563

  2017 380 (34.6) 717(65.4) 1097

  2018 294(37.5) 490(62.5) 784

  2019 215 (31.7) 463(68.3) 678

  2020 370(33.5) 735(66.5) 1105

  2021 360(32.2) 759(67.8) 1119

  2022 330(33.0) 669(67.0) 999

Total 2229(33.4) 4451(66.6) 6680
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highest representation in the young adult age group (18–
34 years), accounting for 73.7%. Females, on the other 
hand, are more prevalent in the older age categories, with 
49.4% in the older adult group aged more than 60 years 
old (Table 3).

Qualitative exploration of women’s and girls’ 
health‑seeking experience and challenges
Approachability and ability to perceive

Outreach and Information availability  Access to pre-
ventative healthcare services, such as vaccinations, was 
reported by all participants as readily accessible to them, 
thanks to the outreach efforts conducted by various 
nongovernmental organizations (NGOs), including the 
Lebanese Red Cross (LRC), ICRC, and United Nations 
(UN) agencies. However, information on access to cura-
tive primary care at the facility level was reported to be 
more limited, with several participants indicating that 
they were unable to find the needed information when 
necessary. Those who were able to receive information 
reported receiving information from their family or com-
munity networks in the majority of cases or from their 
physiotherapist in some others.

Fear and health beliefs  Participants emphasized the 
critical importance of mobility and its prioritization over 

even basic needs such as food, water, and improved liv-
ing conditions. This perspective underscores the founda-
tional role of physical mobility in enabling individuals to 
access resources, maintain independence, and participate 
in daily activities. In contrast, some participants revealed 
psychological barriers to engaging with healthcare ser-
vices. One participant expressed a fear of diagnostic pro-
cedures, such as laboratory tests, due to concerns about 
discovering a potential illness. This hesitancy illustrates 
the role of health-related anxieties in discouraging indi-
viduals from seeking preventive or routine care, even 
when experiencing symptoms.

Health literacy  Health literacy emerged as a pivotal fac-
tor influencing caregivers’ health-seeking behaviors and 
their ability to navigate the healthcare system effectively. 
Participants with higher health literacy demonstrated 
proactive and informed approaches to care. For instance, 
one caregiver with a professional health background 
leveraged her knowledge to access preventive and cura-
tive services for her children with disabilities, even inde-
pendently administering over-the-counter supplements 
to support their recovery. This illustrates how health 
literacy can empower caregivers to act decisively and 
effectively in managing their dependents’ health. Con-
versely, caregivers with limited health literacy expressed 
confusion and uncertainty about where and how to seek 

Fig. 2  Sex distribution in accessing ICRC PRP services by nationality between 2015 and 2020. NB: Data on nationalities were available for the period 
from 2015 to 2020
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appropriate care, which often hindered timely and effec-
tive health-seeking behaviors.

One caregiver, for example, reported:

“Now her Knee Ankle Foot Orthosis (KAFO) is too 
small for her I don’t know if it is necessary for her to 
continue to wear them. She used them after her sur-
gery. We haven’t seen a doctor for a very long time.” 
(P9).

Spirituality  Many participants shared that they have a 
strong sense of faith even, which helps them be grateful 
for what they have and believe that a solution will come 
their way.

“We are relying on God and treating her. Our living 
situation is like everyone else; we are all living in the 
same situation in this country.” (P10).

Acceptability and ability to seek

No gender discrimination  No participant, whether a 
caregiver or girl/woman with disability, reported having 
been discriminated against on the basis of their gender 
in healthcare institutions. Some participants even sug-
gested that women might be treated with more respect 
and compassion than men since they are generally calmer 
and have a better temper than men.

Table 2  Sex and age distribution of different nationalities service 
users in ICRC PRP-supported rehabilitation centers, 2015–2020

n Frequency, % Percentage, Chi-square or Fischer exact tests revealed a 
statistically significant difference in sex within each group (P-value < 0.001)

Nationality Age group All Male
n (%)

Female
n (%)

Lebanese Young child (< 5 years) 122 74(60.7) 48(39.3)

Child (5–17 years) 319 183(57.4) 136(42.6)

Young Adult (18–34 years) 191 140(73.3) 51(26.7)

Adult (35–59 years) 375 281(74.9) 94(25.1)

Older Adult (≥ 60 years) 206 147(71.4) 59(28.6)

Total 1213 825(68.0) 388(32.0)

Syrian Young child (< 5 years) 388 222(57.2) 166(42.8)

Child (5–17 years) 893 503(56.3) 390(43.7)

Young Adult (18–34 years) 529 421(79.6) 108(20.4)

Adult (35–59 years) 489 372(76.1) 117(23.9)

Older Adult (≥ 60 years) 158 106(67.1) 52(32.9)

Total 2457 1624(66.1) 833(33.9)

Palestinian Young child (< 5 years) 31 20(64.5) 11(35.5)

Child (5–17 years) 89 44(49.4) 45(50.6)

Young Adult (18–34 years) 27 10(37.0) 17(63.0)

Adult (35–59 years) 88 61(69.3) 27(30.7)

Older Adult (≥ 60 years) 40 32(80.0) 8(20.0)

Total 275 167(60.7) 108(39.3)

Others Young child (< 5 years) 2 2(100.0) 0(0)

Child (5–17 years) 9 1(11.1) 8(88.9)

Young Adult (18–34 years) 11 8(72.7) 8(27.3)

Adult (35–59 years) 17 12(70.6) 5(29.4)

Older Adult (≥ 60 years) 4 3(75.0) 1(25.0)

Total 43 26(60.5) 17(39.5)

Fig. 3  Amputation-related sex distribution in PRP service access between 2015 and 2022
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“No, no, it is all the same. I mean, men were stand-
ing waiting just like women, equally. In addition, 
the treatment, in fact, for men was worse than for 
women, just so you know. Some of the men were very 
tense in the health facilities we were in, and there 
was frustration, irritation, and stress. I mean, you 
feel that we, as women, have a more positive aspect 
in that if we are in a certain place, we are treated 
more politely or better.” (P1).

Societal gender discrimination  As the present study 
aims to gain an in-depth understanding of the nature and 
diversity of obstacles experienced by women and girls 
with physical disabilities to access healthcare services, 
it was important to capture any social values or gender 
differences that affected their access. Participants high-
lighted the intersection of gender and social dependency 
in caregiving dynamics, emphasizing how societal per-
ceptions and norms disproportionately affect women and 
girls. A recurring theme was the perception that women 
are seen as more dependent on assistance but face fewer 
opportunities to receive it. For instance, caregivers noted 
that boys often benefit from a wider network of support, 
with care provided by any family member, whereas girls 
are typically reliant on female caregivers due to cultural 
norms.

“A woman is seen as less capable than a man. She 
is perceived as not knowing as much as a man and 
as being unable to rely on herself because she has a 
physical disability. She always needs someone with 
her, someone to assist her, even for basic needs such 
as eating. If she were a boy, it would have been easier 
in all aspects; girls are usually weaker than boys. A 

girl needs more care. A boy might have his father or 
brother to help him, but a girl needs her mother or 
sister for this matter. She requires more attention.” 
(P12).

“It’s a crime for a woman who has a disability to be 
uneducated because she will be erased from society; 
she will never appear to the community; she will be 
wronged. I see that there are people and families 
who lack awareness; if they have a daughter with 
a disability, they hide her from people. She is not 
seen, no one sees her or knows about her; they are 
ashamed of her, especially the girls; they do not let 
anyone see her.” (P18).

Preferences  Participants emphasized the critical impor-
tance of privacy and gender sensitivity in healthcare. One 
participant preferred female healthcare providers for her 
daughter, reflecting cultural norms that prioritize gender 
concordance in medical interactions. Another partici-
pant recounted her preference for receiving care in a pri-
vate room to protect her dignity after a visible amputa-
tion, underscoring the psychological and social impacts 
of physical vulnerability.

“She is a girl; it’s good for her to have a female doc-
tor, not a male doctor. Now, my daughter is young, 
but with older girls, they prefer a female doctor; 
there should be a choice. Society prefers female doc-
tors more than male doctors.” (P17).

“When I would go to the hospital, I would ask the 
doctor to provide private room for myself. I did not 
want to deal with people’s stares or their questions. 

Table 3  Age and sex distributions of service users attending ICRC-supported rehabilitation centers for amputation, 2015–2022

n Frequency, % percentage, Chi-square or Fischer exact tests revealed a statistically significant difference in sex within each group (P-value < 0.001)

All
n

Males
n (%)

Females
n (%)

Amputation Young child (< 5 years) 23 21(91.3) 2(8.7)

Child (5–17 years) 87 62(71.3) 25(28.7)

Young Adult (18–34 years) 353 299(84.7) 54(15.3)

Adult (35–59 years) 690 559(81.0) 131(19.0)

Older Adult (≥ 60 years) 430 339(78.8) 91(21.2)

Total 1583 1280(80.9) 303(19.1)

other physical disability types Young child (< 5 years) 967 562(58.1) 405(41.9)

Child (5–17 years) 1716 959(55.9) 757(44.1)

Young Adult (18–34 years) 630 464(73.7) 166(26.3)

Adult (35–59 years) 679 471(69.4) 208(30.6)

Older Adult (≥ 60 years) 176 89(50.6) 87(49.4)

Total 4168 2545(61.1) 1623(38.9)
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I would be there for a surgery or a cesarean birth, 
feeling exhausted, and they would ask why there’s no 
leg, why a leg is being removed. It is something new 
to them, the first time they’re seeing such a scene. The 
questions are very bothersome. I would request to be 
alone, not wanting anyone else in the room with me.” 
(P18).

Safety concerns for women with disabilities  One father 
expressed specific protection concerns for his girl with 
physical disability, highlighting how this affects girls more 
than boys. He fears that boys or men might say some-
thing to her that is why he feels she needs protection.

“From my point of view, there’s no difference between 
boys and girls in regard to accessing healthcare ser-
vices. However, the main issue is that because she is 
a girl, she requires more attention, and I feel obli-
gated to accompany her to healthcare services. I 
believe that, as a girl, she is vulnerable and unable 
to defend herself if needed. I worry that boys or men 
might say something inappropriate to her, which is 
why I think she needs protection.” (P13).

Discrimination by nationality  Although all nationali-
ties have been affected by the economic crisis and cur-
rency depreciation in Lebanon, Syrians and Palestinians 
had better access to healthcare than Lebanese because 
most were already registered in UN & NGOs prior to the 
crisis and had benefited from NGO programs that tar-
get these nationalities specifically. However, two partici-
pants suggested that Syrian nationals are more prone to 
discrimination.

“First, my husband is Syrian, and you’ve seen here 
the racism in Lebanon and the conditions and cir-
cumstances. In addition, the kids they have special 
needs, and they are two with the same condition 
that’s why it was hard for us to access healthcare ser-
vices.” (P1).

Accommodation and ability to reach

Location of healthcare services and transportation  Most 
participants, independent of their nationality and age, 
complained that the locations of health care facilities are 
far from their home, perceiving them as “hard to reach”. 
Such difficulty was perceived as further exacerbated by 
the costs of transportation, which led many participants 
to walk to avoid transportation fees, which in turn exac-
erbated physical pain and discomfort.

“It is truly far, I am in Akkar and all the physicians 
and centers I access are in Beirut, I find it difficult to 
go there because I need to go for several rides, so the 
main challenge is financial where the ride to reach 
healthcare facility costs a lot currently” (P10).

“Most important is now the cost of transportation; if 
I need to go to the center, I need to pay 150,000 LL, 
so I decided to walk instead of paying for transporta-
tion” (P13).

Accommodation  Some participants reported that 
health care facilities are not accessible for persons with 
disabilities due to their geographical location and infra-
structural barriers.

“I once took her to a center in Khalda where they 
offered 10 physiotherapy sessions, but she only took 6 
because they had stairs and she felt tired of reaching 
the center” (P8).

Girls are mainly carried by their parents and brothers; 
in other cases, they may need healthcare assistance, such 
as ambulances or nurses, while those who cannot find 
any support report struggling to leave their houses.

She has a front and back walker but is no longer using 
them, because I am unable to hold her and carry the two 
walkers; we tried to get out of the house a few times, but 
she fell and hurt herself. Her father told me not to go 
out anymore without assistance, and our house is on the 
fourth floor and there is no elevator.

This barrier is not faced in ICRC-supported facilities, 
where physical barriers are removed as per organiza-
tional standards.

“My mother can move in her wheelchair in the facil-
ity to access care.” (p2).

Affordability and the ability to pay

Pay ability  “My husband is an employee in the 
municipality where they used to cover invoices, tests, 
and consultations. Honestly these days we are not 
seeking medical care of any kind even if we need it 
due to the financial situation, as you know the sal-
ary can barely reach 2 million LL… I am aware 
about the importance of monitoring my health but 
life hits hard, all we can do is ask about our condi-
tion, but we can’t do more” (P6).
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“We are waiting for financial assistance to do sur-
gery asap because the treatment has ended… if the 
money is not collected, 70% we are not going to do 
it” (P1).

Some participants reported having decreased the fre-
quency of attendance at physiotherapy sessions as a 
result of their financial hardship.

“I have to do one physiotherapy session per week, but 
now I am doing it frequently depending on the finan-
cial situation, sometimes once every week sometimes 
once every 6 months” (p5).

Syrians and Palestinians also expressed being con-
fronted with difficult choices when exploring their 
options to access health care:

“I had to do the hip surgery in Syria and come back 
because the UN did not cover it” (P10).

Appropriateness and ability to engage

Quality of services  The respondents’ perceptions of the 
quality of service received varied greatly, with several 
participants expressing satisfaction with the treatment 
received and others describing a lack of continuity of care 
and poor follow-up.

“All I saw were excellent services in the PHCs and 
at the ones I visit near my house are very organized 
and have a filing system for everything.” (p11).

“After the KAFO was small, no more services were 
provided within the organization, so they couldn’t 
change them. There was no proper continuity in the 
long term”.

Adequacy of healthcare services  Many interviewees 
reported that services received at the primary level of 
care were not sufficiently specialized for their specific 
needs; in particular, they could not address the rehabilita-
tive care related to their disability.

“I need a specialized doctor in the PHC, I would have 
access to a family medicine doctor who will provide gen-
eral prescribed medication, I won’t get proper diagnosis, 
I want detailed counseling and consultation on all condi-
tions, which is not provided in the PHC” (P14).

Coordination and continuity of the services  Many 
women reported concerns related to the continuity of 
services provided at the PHCs. Participants who received 

their initial devices from ICRC PRP services could not 
afford to buy new devices when they outgrew them for 
both women and girls with disabilities; therefore, they 
have tried to do frequent maintenance rather than replac-
ing the device with a new one as an adaptive mechanism:

“I have been using this prosthesis for 10 years and 
trying to do frequent maintenance; if it wasn’t for the 
current financial situation, I would have renewed it” 
(p5).

A recurrent issue identified was the lack of follow-up 
from their healthcare providers or the healthcare facili-
ties that they visited, and the absence of feedback mecha-
nisms given to them.

Interpersonal relationships between healthcare providers 
and patients  Participants’ experiences with healthcare 
providers revealed a complex interplay between respect-
ful treatment and challenges in communication and sys-
tem navigation. Many participants described positive 
interactions, highlighting the importance of being treated 
with dignity and respect during healthcare encounters. 
“Nobody treated us badly, nor did anyone uphold our 
dignity. In contrast, they were very human”. (P1)

However, not all participants shared this positive per-
spective. Two individuals expressed dissatisfaction with 
their physicians’ communication, specifically citing a 
lack of clear and comprehensive explanations about their 
daughters’ conditions.

“I needed prostheses, so I tried to go to (name of insti-
tution), but I did not find any response. Instead, I encoun-
tered rude talk and awful behavior. Honestly, I preferred 
to take a loan and pay for the treatment rather than being 
humiliated like this.” (P5).

Many participants reported a lack of possibility of 
directly contacting providers and a lack of coordination 
among different service providers, which generated dif-
ficulties in navigating the system to access the most ade-
quate services.

Policy and legal barriers

Governmental issues  Lebanese participants understood 
the importance of having a disability card in facilitat-
ing their reach to healthcare centers; however, they also 
acknowledged limitations in the possibilities offered by it 
due to the financial hardship that national institutions are 
facing and the inequitable distribution of these disability 
cards.
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“I didn’t get a disability card as no cards are offered now 
due to the economic crisis, however, sometimes people 
who don’t need it get it.” (P4).

Unethical behavior remains unpunished  One interest-
ing case involving unethical behavior by a medical doctor 
was reported by a caregiver for a girl with disabilities. The 
doctor initially promised medical coverage for the girl but 
then disappeared, leaving the family in the difficult situa-
tion of not knowing how to cover the remaining amount. 
This disruption severely impacted the girl’s continuity of 
care, especially since they could no longer contact the 
doctor for advice on her condition, which required con-
tinued monitoring. The family remains uncertain where 
there are no legal rights to protect them.

Participants’ suggestions
The study participants formulated several suggestions, 
among which the most recurrent ones were related to 
the need to integrate affordable and specialized medical 
services at PHCs, and guarantee financial support and 
transportation allowances. Other suggestions included 
improving the availability of information about services 
available through public channels, establishing local 
medical centers to reduce transportation barriers, inte-
grating rehabilitative care among primary health care 
services, removing physical and environmental barriers 
in healthcare facilities, improving the frequency of moni-
toring and follow-up for those who use devices over a 
long time, and planning for continuity of care plans for 
service users who benefit from devices from initiatives 
when these services stop.

Discussion
Women and girls with disabilities often have very specific 
rehabilitative and health access needs, especially in the 
context of conflict and violence. However, there is lim-
ited evidence on how these are being incorporated into 
rehabilitation program design in humanitarian settings 
[17]. Our study contributes valuable insight into how 
humanitarian rehabilitation programs can better address 
the intersecting vulnerabilities determined by gender 
and disability, suggesting potential venues to strengthen 
inclusive approaches emerging from the lived experi-
ence and unique stories and emotions of women and girls 
with disabilities in Lebanon. In fact, while the quantita-
tive component of this mixed-methods study confirms 
how women and girls with disabilities still constitute 
only a marginal proportion of service users, its qualita-
tive component sheds light on the reasons behind their 
constrained access to health care services, identifying the 
compounding challenges that affect their health-seeking 

behaviors and raising their voices to suggest potential 
solutions.

The underrepresentation of women and girls accessing 
physical rehabilitation services in Lebanon, while con-
trasting sharply with global estimates [1], is consistent 
with findings across different humanitarian settings [4, 
18]. Despite evidence suggesting that early integration of 
rehabilitation in crises is beneficial for improving patient 
outcomes and despite the latest recommendations in 
this regard from the World Health Organization’s Emer-
gency Medical Teams initiative [19], this specific com-
ponent of care has traditionally been overlooked [20]. 
When integrated into the humanitarian health response, 
the focus of rehabilitation has typically been on trauma 
care and orthopedic surgery [17]. However, how rehabili-
tative needs for women and girls might encompass dif-
ferent health domains and require addressing long-term 
gynecological and psychological disabling consequences 
triggered by conditions other than trauma, such as 
conflict-related sexual violence, has recently been high-
lighted [21].

One exception to these general patterns was detected 
among Palestinian girls and young women. Although 
slight variations may not indicate significant gender dis-
parities due to the small sample size within specific age 
ranges or the nature of the services provided, we can still 
reflect on such observations. One possible explanation 
for such differences lies in the structural environment in 
which Palestinians live in Lebanon, combined with the 
specific focus of some NGOs. In fact, unlike Syrian ref-
ugees who are under a non-encampment policy, almost 
half of the Palestinian refugees in Lebanon reside in 12 
formal refugee camps [22, 23]. The United Nations Relief 
and Works Agency for Palestine Refugees in the Near 
East (UNRWA) also recently formed an agreement with 
the Palestine Red Crescent Society (PRCS) to provide 
equitable access secondary to health care services for Pal-
estinian refugees in these camps, including through the 
Palestinian Disability Forum Center [22, 24]. The avail-
ability of these services inside the camps suggests that 
proximity of services to people in need might help over-
come commonly reported barriers to accessing health 
care among women with disabilities, such as transpor-
tation costs, security and safety reasons, lack of infor-
mation on available services, and accommodation [11]. 
Additionally, the UNRWA has developed a plan to ensure 
that its services and opportunities are more accessible 
to persons with disabilities by identifying and removing 
any physical barriers on their premises and among the 
youth specifically, in addition to increased screening in 
newborns to identify children with disabilities who might 
require regular treatments and additional health care 
support, including referrals [25]. All these enablers may 



Page 12 of 16Abou‑Abbas et al. International Journal for Equity in Health          (2024) 23:267 

have facilitated access to healthcare services for Palestin-
ian women and girls with disabilities.

There are some elements emerging from our quantita-
tive analysis that might partly explain the predominance 
of male service users in physical rehabilitation services, 
in addition to the hypothesized easier access to services. 
In fact, amputation emerges as the predominant reason 
for utilizing rehabilitation services within ICRC pro-
grams. This might be attributed to the contextual burden 
of traffic incidents, poor diabetes control, and insufficient 
health promotion for diabetes prevention and manage-
ment [26, 27]. These underlying factors are exacerbated 
by the progressive weakening of the Lebanese health sys-
tem, coupled with an increase in injuries resulting from 
war, particularly among male refugees [28]. Another 
study conducted in Lebanon investigated the causes 
behind disability amputations, and similar to our find-
ings, more men than women underwent amputations in 
Lebanon, with amputation caused by poorly controlled 
diabetes showing a preponderance [29].

While many of the reported barriers to accessing 
rehabilitative healthcare are common to both men and 
women with disabilities, there are unique challenges that 
specifically affect women and girls that emerged through 
our interviews. A lack of information on available ser-
vices, health literacy, geographical distance, financial 
constraints, and inadequate accommodations are exam-
ples of barriers that affect persons with disabilities of all 
genders. On the other hand, societal norms, in the con-
text of Lebanon and more generally in the Middle East-
ern region, place women in a heightened vulnerable 
state. Participants suggested that women and girls have 
less autonomy than men and boys in seeking care, which 
exacerbates their invisibility and marginalization within 
the community. The intersectional amplifying effects of 
gender, disability, and nationality were also identified in 
a recent report analyzing the obstacles encountered by 
women and girls when accessing humanitarian organi-
zations in Lebanon. This report states that beyond the 
difficulties experienced by all vulnerable communities 
in the country, women and girls encounter further bar-
riers linked to their gender. These include restricted 
access to public spaces due to traditional gender norms 
and roles and fewer social interactions, limiting access 
to information on services, which is crucial in accessing 
humanitarian aid. Finally, intersectional barriers, includ-
ing nationality, immigration status, and/or sexual ori-
entation, can further exacerbate access challenges [30]. 
Additionally, this report claims that humanitarian service 
providers themselves fall short of being fully equipped 
to reach and respond to the needs of women and girls in 
a tailored manner. Moreover, limited analysis of gender 
inclusive data and weak gender sensitive humanitarian 

approaches to program planning can exacerbate the gap 
in meeting this population’s needs. These include hid-
den issues such as women not being able to be physically 
present in public places and their limited ability to dedi-
cate time to certain humanitarian activities because their 
roles in the household can further increase the gap in 
meeting the needs of this population [30].

Safety concerns are also an issue for women and girls 
with disabilities when traveling long distances to access 
healthcare services, who, as perceived by their caregivers, 
need protection when they leave the house from discrim-
ination and harassment in society. This finding is also in 
agreement with results from a 2022 report on The Status 
of Women with Disabilities in Lebanon, which expressed 
similar challenges [11]. Additionally, even though partici-
pants did not identify any gender discrimination issues 
in the healthcare institutions they visited, having female 
healthcare providers attend to them is favored. Discrimi-
nation was, however, experienced among Syrian par-
ticipants, who, due to the situation in the country, face 
different treatments in the healthcare facilities that they 
visit, among other settings in the country.

The financial burden of healthcare expenses may dis-
proportionately affect women due to existing gender dis-
parities in employment and income. Limited access to 
stable employment and financial resources further con-
strains women’s ability to afford necessary medical treat-
ments or transportation costs. In addition, inadequate 
accommodations in healthcare facilities have unique 
implications for women’s health and dignity. Issues such 
as inaccessible restroom facilities or the absence of pri-
vacy measures disproportionately impact women, leading 
to discomfort, embarrassment, or feelings of exclusion 
[31, 32]. Furthermore, gender-specific healthcare needs, 
such as reproductive health services or maternal care, 
may not be adequately addressed for women with dis-
abilities. This was also the case for one participant who 
preferred to be isolated from other women during preg-
nancy delivery to avoid judgment and discrimination 
from other people in the hospital. The lack of special-
ized care tailored to women’s health needs contributes 
to disparities in health outcomes and delays in seeking 
healthcare.

The findings regarding the appropriateness of health-
care services for women and girls with disabilities reveal 
several critical issues that impact their overall access to 
and experience with healthcare in Lebanon. While some 
participants expressed satisfaction with certain aspects 
of healthcare services, such as physiotherapy, there were 
significant concerns about the overall quality and conti-
nuity of care. Many participants highlighted the inad-
equacy of primary healthcare services in addressing 
their specialized needs related to disability, such as the 
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lack of specialized treatments and counseling at PHCs. 
Additionally, challenges related to the coordination and 
continuity of services, particularly in terms of access to 
ongoing physiotherapy or prosthetic adjustments, were 
reported, often due to financial constraints and non-
sustainable funding. The lack of follow-up and feedback 
mechanisms from healthcare providers further exacer-
bates these issues, leading to feelings of uncertainty and 
dissatisfaction among participants.

Strengths and limitations
This study had several noteworthy strengths that sig-
nificantly enhanced its contribution to the literature. 
Although not the first such study in this field, our study 
uses a qualitative approach to explore healthcare barriers 
for women and girls with disabilities in Lebanon. In con-
trast to a prior report with a primarily quantitative focus 
[11], our research employs in-depth qualitative methods, 
offering richer insights into the challenges faced by this 
group. This, combined with a diverse and large sample for 
analysis, enhances the depth and breadth of our under-
standing of the identified barriers. In addition, the con-
sistency of our findings with prior research conducted in 
humanitarian settings in general and in Lebanon in par-
ticular further strengthens the robustness of our results.

Some limitations are worth mentioning. First, the 
design of the ICRC program and its support criteria 
restricted our ability to capturing the experiences of 
women and girls with physical disabilities exclusively. 
While our findings provide valuable insights into this 
specific subgroup, it is important to recognize that there 
are diverse forms of disability, and the experiences of 
our sample may not be representative of those faced by 
women and girls with cognitive or sensory disabilities. 
This limitation underscores the need for future research 
endeavours that encompass a broader spectrum of dis-
abilities to ensure a more comprehensive understand-
ing of the challenges encountered by women and girls 
with varying disability types. Moreover, our study exclu-
sively included women and girls with disabilities, which 
allowed for an in-depth exploration of barriers specific 
to this population. While some challenges highlighted 
in this study were closely linked to cultural and gender 
roles unique to this population, other challenges men-
tioned have previously been reported by both men and 
women. Future research should distinguish between 
gender-specific and shared challenges to provide a more 
comprehensive understanding of healthcare access bar-
riers. Social desirability bias could have influenced the 
responses provided by women, girls, and their caregiv-
ers, potentially leading to skewed or idealized accounts 
of their experiences. Furthermore, our reliance on 

convenience sampling methods and the PRP database for 
participant recruitment might have introduced selection 
bias, impacting the representativeness of our sample. The 
individuals interviewed might represent those who are 
more proactive in seeking healthcare, potentially exclud-
ing those facing the most significant barriers, leading to 
an incomplete representation of the disability population 
in Lebanon. Another limitation could be identified in 
our study’s geographic scope, as the challenges faced by 
women and girls with disabilities might vary across dif-
ferent regions and nationalities. Finally, the ever-evolving 
nature of healthcare policies and social contexts intro-
duces a temporal limitation to our findings, as the identi-
fied barriers might change over time.

While our study provides a foundational understand-
ing, it serves as a preliminary exploration. Future inves-
tigations into the healthcare needs and access barriers of 
persons with physical disabilities in Lebanon must adopt 
a more comprehensive approach. This should involve 
targeting persons with disabilities from diverse regions 
across Lebanon across different geographical areas, 
ensuring a more inclusive representation.

Recommendations for future program design 
and implementation
In light of the findings of our study, in the context of the 
broader literature on disability and gender in humanitar-
ian settings and considering the increased burden of dis-
ability that the ongoing conflict in Lebanon is expected 
to generate, we recommend some strategic adaptations 
for humanitarian health programs to promote gender 
equitable and disability inclusive service delivery mod-
els to ensure better health outcomes for this vulnerable 
population.

Integrating rehabilitative care across the continuum 
of patient‑centered care
Disability-inclusive and gender-sensitive care needs to 
be integrated at all levels of health interventions, from 
communities to health facilities. Relevant information 
about healthcare services and facilities should be readily 
available and accessible to women and girls with disabili-
ties. Healthcare institutions, NGOs, and local authori-
ties should develop inclusive communication strategies 
using formats and channels to ensure that individuals, 
regardless of their ability status and area of residence, 
have equal access to health information. This includes 
information on the available services, when and where 
they are being provided, and who is eligible to receive 
them [33]. Integrating affordable medical services and 
quality medications into PHCs can enhance accessibility 
and reduce the financial burden on the most vulnerable 
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groups in a community, particularly women and girls 
with disabilities. Expanding specialized services within 
PHCs to meet diverse healthcare needs can also reduce 
the need for individuals to travel to distant centers for 
specific services, improving access and convenience [34]. 
Particular attention should be given to improving access 
to sexual and reproductive health services and to using 
these services as entry points for inclusive and holis-
tic promotive, preventative, curative, and rehabilitative 
care [35–37]. Additionally, investing in capacity building 
for the healthcare workforce in pediatric- and obstetric-
related disability rehabilitation is crucial for addressing 
the specific needs of this population and improving over-
all access to care [38].

Strengthening intersectional approaches in humanitarian 
health care programming
Enhancing humanitarian actors’ understanding of the 
existing barriers to accessing humanitarian services for 
different vulnerable groups is essential for adopting rel-
evant and targeted strategies and programs. A deeper 
understanding requires better data, disaggregated at least 
by age, gender, and ability status, to identify how these 
different factors intersect differently in different contexts 
[39]. Through such improved analysis, humanitarian 
organizations can develop gender-sensitive and disabil-
ity-inclusive approaches to improve program design for 
the most vulnerable and at-risk populations, with women 
and girls with disabilities representing a group facing 
intersecting challenges in accessing essential services.

Improving culturally congruent humanitarian health 
programming [40]
Implementing disability-inclusive and gender-responsive 
programming involves tailoring healthcare services to 
meet the specific needs and preferences of women and 
girls with disabilities in specific settings. Examples from 
global programs include having female healthcare pro-
viders deliver care and services to enhance comfort and 
trust among female patients, especially for those with 
disabilities who prefer to be given extra privacy from 
others during care. The training and retention of female 
rehabilitation workers should be increased, particularly 
in contexts where the gender of the provider might influ-
ence care seeking, expanding capacity-building efforts for 
the healthcare workforce in pediatric and obstetric dis-
ability rehabilitation [41].

Promoting patient empowerment and meaningful 
engagement
In-service delivery participatory design approaches are 
essential for ensuring that healthcare programs effec-
tively meet the needs and preferences of women and girls 

with disabilities. While securing organizational buy-in 
and funding for these adaptations may require advocacy 
and resource mobilization, highlighting the potential 
impact on improving healthcare access and outcomes for 
women and girls with disabilities can help garner support 
and prioritize these initiatives [42]. Tailored cash-based 
interventions or income-generating activities to support 
the financial independence of women with disabilities 
might further empower this vulnerable group, allowing 
for more flexibility in seeking care and avoiding reliance 
and dependence on caretakers [43, 44], as well as reduc-
ing the risk of negative coping mechanisms [45]. The 
implementation of educational programs aimed at rais-
ing awareness among women with disabilities and their 
families can help prevent social exclusion, provide social 
support, and foster positive attitudes toward healthcare-
seeking behavior. Such initiatives can significantly benefit 
from involving men and male authority figures to enable 
better access for women and girls with disabilities, espe-
cially in sexual and reproductive health (SRH) and sex-
ual and gender-based violence (SGBV) initiatives [46, 
47]. This approach aligns with WHO recommendations 
on engaging men as allies in promoting women’s human 
rights, with the potential for transformative change in 
humanitarian settings [48].

Conclusion
Women and girls with disabilities are affected by inter-
secting vulnerabilities that can constrain their access 
to healthcare services in general and rehabilitative ser-
vices in particular. A more inclusive and culturally sensi-
tive rehabilitation program design, a specialized training 
program for the rehabilitation workforce, and improved 
humanitarian policies could help overcome some of these 
barriers. In particular, we recommend expanding admis-
sion criteria to include causes of disabilities other than 
trauma-related ones, which might disproportionately 
affect women and girls; increasing the training and reten-
tion of female rehabilitation workers, particularly in con-
texts where the gender of the provider might influence 
care seeking; expanding capacity-building efforts for the 
healthcare workforce in pediatrics- and obstetrics-related 
disability rehabilitation; and integrating rehabilitation ser-
vices at the primary level of care. While further research 
is needed to shed light on what will work in the long term, 
focusing on the abovementioned points can critically sup-
port improving access to rehabilitative care for women 
and girls with disabilities in the short to medium term, 
potentially avoiding further complications and contribut-
ing to advancing gender equity. This becomes particularly 
urgent with the increasing number of people wounded in 
Lebanon, that might increase the burden of unmet reha-
bilitative needs across all segments of the population.
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