
NEW ZEALAND JOURNAL OF PHYSIOTHERAPY | 107 

SCHOLARLY PAPER: PROFESSIONAL PERSPECTIVE

“At Risk” and “Vulnerable”! Reflections on Inequities and the 
Impact of COVID-19 on Disabled People

Meredith	A.	Perry	BPhty, MManipTh, PhD

Senior Lecturer, Centre for Health, Activity and Rehabilitation Research, School of Physiotherapy, University of Otago, Wellington, 
New Zealand

Tristram	Ingham	MBChB

Senior Lecturer, Department of Medicine, University of Otago, Wellington, New Zealand; Co-director, Foundation for Equity & 
Research New Zealand

Bernadette	Jones	MPH

Senior Research Fellow, Department of Medicine, University of Otago, Wellington, New Zealand; Co-director, Foundation for Equity 
& Research New Zealand

Brigit	Mirfin-Veitch	PhD

Director of the Donald Beasley Institute; Senior Research Fellow, Centre for Postgraduate Nursing, University of Otago, Christchurch, 
New Zealand

ABSTRACT

This professional perspective provides background knowledge and evidence to support reflection on disability outcomes 
internationally and in Aotearoa New Zealand. Over one billion people live with disability worldwide. Approximately 4.5% of the 
world’s population live with significant difficulties in function, activity, and participation. In Aotearoa New Zealand, approximately 
1.1 million (24%) people have a disability, making disability the largest minority group. Yet disabled people face extreme health 
inequities. These are exacerbated when response planning and service delivery during times of humanitarian emergency, such as 
COVID-19, fail to include and consider the impact decisions will have for disabled people. Disabled people are more “at risk” of 
contracting COVID-19, and some disabled people are “at risk” of poorer health outcomes from COVID-19. However, “vulnerability” 
arises from the continuation and exacerbation of discriminatory policies, including health professionals’ conscious and unconscious 
biases, in times of crisis but also within conventional health service delivery. As part of the health system, it is perhaps timely for 
physiotherapists to reflect upon their knowledge of the health inequities disabled people experience, and to consider personal and 
collective bias. There are strategies physiotherapists might adopt to challenge interpersonal, internalised, and institutional bias. These 
steps will help affirm disability inclusiveness at all levels of the health system and support a human rights expectation that all New 
Zealanders should have equitable health outcomes. 
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CONTEXTUAL DISCLAIMER 

Meredith Perry is an academic and physiotherapist who has 
built a platform of research on the ora (health) of people with 
life-long conditions. She is also the mother of two children with 
disability, one receiving very high Ongoing Resourcing Scheme 
(ORS) funding. 

Tristram Ingham (Ngäti Kahungunu, Ngäti Porou) has a lifetime 
of lived experience of disability. He is an academic clinical 
epidemiologist. He chairs the Ministry of Health’s Mäori disability 
advisory group, Te Ao Märama, and the Muscular Dystrophy 
Association of New Zealand (one of seven nationally recognised 
disabled persons organisations [DPOs]). He has governance roles 
across three central district health boards as a board member of 
the Health Quality and Safety Commission, and Capital Coast 
District Health Board.

Bernadette Jones (Ngä Wairiki Ngäti Apa) is a nurse with 
lived experience of disability. She is a senior Mäori researcher 
specialising in Mäori health inequities and disability. 

Brigit Mirfin-Veitch has been involved in disability research and 
the disability sector for over 2 decades. She is the Director of the 
Donald Beasley Institute and a Senior Research Fellow with the 
Centre for Postgraduate Nursing Studies, University of Otago. 

The work presented below reflects the professional perspective 
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here demonstrate their own critical thinking of the evidence 
of COVID-19 and the implications of COVID-19 for disabled 
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INTRODUCTION

The intent of this professional perspective is to provide 
background knowledge and evidence to support reflection 
on disability outcomes internationally and in Aotearoa New 
Zealand. As health inequities are magnified during humanitarian 
crises, COVID-19 has provided an opportunity to consciously 
consider how physiotherapists as health professionals, and 
the systems we operate within should respond to health 
inequities, including and especially those affecting disabled 
people. As physiotherapists, we are professionally obliged 
to explore health inequities and take proactive steps to 
mitigate them (Physiotherapy Board of New Zealand, 2020). 
International and local research shows that health professionals 
fail to recognise disabled people as a distinct population in 
the same manner as they view older persons, children, racial 
minorities, and other groups (DeJong et al., 2002). Furthermore, 
while individual health professionals might arguably have 
limited capacity to advocate for structural change at higher 
levels in the system, lack of specific knowledge of disability 
(including health inequities in this population), and conscious 
and unconscious bias towards disabled people enables the 
perpetuation of unmet health needs (Pelleboer‐Gunnink et al., 
2017; Ravichandran et al., 2020; Sahin & Akyol, 2010). This 
commentary describes the systemic discrimination experienced 
by disabled people, including within the health system, and 
how these multi-factorial and cumulative events result in 
health inequities. It also provides examples of how decisions 
during times of humanitarian crisis can unfairly impact disabled 
people, exacerbate already existing health inequities, and 
infringe disabled peoples’ human rights. Finally, the commentary 
encourages physiotherapists to reflect upon, recognise, and 
challenge systemic bias, and proposes strategies physiotherapists 
might take to help mitigate and address health inequities in 
Aotearoa New Zealand. 

DISABILITY

What is disability?
Disability is inherent in humanity (World Health Organisation 
[WHO], 2011); almost everyone will experience temporary and/
or permanent disability, particularly as we age (WHO, 2011). The 
New Zealand Disability Strategy suggests that:

Disability is not something individuals have. What individuals 
have are impairments. They may be physical, sensory, 
neurological, psychiatric, intellectual or other impairments… 
Disability is something that happens when people with 
impairments face barriers in society…this is the thing all 
disabled people have in common. (Office for Disability  
Issues, 2017)

Disability identity
Many academic journals and publication styles recommend 
bias-free and person-first terminology, such as “person with 
disability” or “people with stroke”, but with the caveat that 
identity-first language (for example, autistic people or the Deaf 
community) may also be appropriate (American Psychological 
Association, 2020; Mousavi et al., 2020; New Zealand Journal 
of Physiotherapy, 2020). Contextually, placing disability before 
the individual was considered de-humanising, thus a shift 
from placing disability first has occurred. Yet, as person-first 

language has increased editorially, increased discrimination 
from its application has also been observed, as there is not an 
equivalent term for “people with ability” (Gernsbacher, 2018). 
Identity-first language derives from the social model of disability. 
This is a model which acknowledges the barriers created by 
society (for example, attitudinal, environment, systems) which 
limit participation (Andrews, 2017; Retief & Letšosa, 2018). In 
contrast, the biomedical model creates a divide between an 
idealised “health normalcy” and the alternative presence of 
deficit or impairment (Watermeyer, 2013). For many disabled 
people, their uniqueness is a part of their identity and a source 
of pride. Therefore, affirming disability as an identity enables 
an individual to positively identify aspects of their individuality 
at their own discretion, rather than being told how to identify 
by an external (usually non-disabled) “authority”. Currently, the 
term “disabled people” and “disabled person” is the preferred 
term by many disability organisations in Aotearoa New Zealand 
(Disabled Persons Assembly, 2020; Office for Disability Issues, 
2020). 

Not all members of the disability community identify with 
identity-first language. Importantly, Mäori typically prefer to 
identify as Mäori first, with collectivism, relational, and holistic 
cultural values (for example, whänau, language, whakapapa 
to terrestrial and spiritual worlds) paramount to te ao Mäori 
(Hickey & Wilson, 2017; Ministry of Health [MoH], 2018). In 
te ao Mäori, disability is just an aspect of the collective cyclical 
experiences of life (Hickey & Wilson, 2017). Specific terms for 
Mäori with disability exist, including “whänau hauä”, and more 
recently, “tängata whaikaha” (literally, ”people with strength”) 
(MoH, 2018). The positive imperative ascribed to tängata 
whaikaha is worth acknowledging: “people with disabilities who 
are determined in some way to do well and create opportunities 
for themselves as opposed to being labelled, as in the past” 
(MoH, 2018, p. 8). With deference to current preferred 
terminology by representative groups, a conscious decision 
was taken to use the term “disabled people” and “tängata 
whaikaha” throughout this commentary.

Why disability rights are relevant to all physiotherapists
Over one billion people (15% of the population) live with 
disability worldwide (WHO, 2011). Approximately 4.5% 
of the world’s population live with significant difficulties in 
function, activity, and participation (WHO, 2011). In Aotearoa 
New Zealand, approximately 1.1 million (24%) people have a 
disability (MoH, 2014), making disability the largest minority 
group. Consequently, a large proportion of physiotherapists’ 
patients will have a disability. 

Yet disabled people face extreme health inequities (Marmot 
et al., 2008; WHO, 2018). Physiotherapists are obliged to 
uphold legislation, standards, and conventions as described 
in the Physiotherapy Standards framework (Physiotherapy 
Board of New Zealand, 2020). This includes legislation, such 
as the Health Practitioner Competence Assurance Act 2003, 
the Code of Health and Disability Services Consumers’ Rights 
1996, and the United Nations Convention on the Rights of 
Persons with Disabilities. These highlight factors that perpetuate 
health inequities and underscore the ideal: bias-free and just 
service delivery. Moreover, physiotherapists are ethically obliged 
to consider their personal and collective role in addressing 
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such inequities (Physiotherapy Board of New Zealand, 2020). 
This is particularly relevant now as physiotherapists have and 
will continue to have an integral role in the acute hospital 
management of people with COVID-19, the rehabilitation 
and recovery of people following COVID-19 infection, and the 
primary management (including telehealth) and acute care 
management of people with other health and disability issues 
(Silva et al., 2020; Haines & Berney, 2020; Quigley et al., 2020; 
Sheehy, 2020; Thomas et al., 2020; Turolla et al., 2020).

SOCIAL DETERMINANTS OF HEALTH

The social determinants of health are the material 
circumstances, biological, behavioural, and psychosocial factors 
individuals/whänau are born with, are exposed to, or exhibit 
(these are sometimes called the individual or intermediary 
determinants) (Whitehead & Dahlgren, 1991; Whitehead & 
Dahlgren, 2006). However, health is also determined by social 
cohesion and capital, and more structural determinants, such as 
education, occupation, cultural and societal values, and policies 
(macroeconomic, social, and public) (Whitehead & Dahlgren, 
1991; Whitehead & Dahlgren, 2006). For instance, inequities 
in education and employment affect relative income within a 
country, housing, and health (Heaphy et al., 2011). The stepwise 
or linear decrease in health is known as the “social gradient”, 
and results in a higher risk of illness and death, and a shorter 
life expectancy (Marmot, 2004). Thus, avoidable, unfair, and 
unjust structural inequalities in multiple domains or systems of 
the social determinants of health create and maintain health 
inequities for disabled people (Marmot, 2004; Whitehead & 
Dahlgren, 1991; Whitehead & Dahlgren, 2006).

Examples of social outcomes creating and maintaining 
health inequities for disabled people in Aotearoa New 
Zealand
This section demonstrates how inequities in one domain or 
system can negatively influence another system, resulting in 
a perpetuating downward gradient of health inequity. There 
are large discrepancies in social outcomes for disabled people 
compared to the general population in Aotearoa New Zealand. 
Almost 27% of disabled people aged 16 to 39 years of age 
have no school qualification compared to 12% in the general 
population (MoH, 2014; Statistics New Zealand, 2015). Only 
39% of disabled people aged 18 to 64 are employed compared 
to 81% in the general population (Stats New Zealand, 2020b). 
Recent statistics (June quarter, 2020) show that 23% of disabled 
adults do not have enough money to meet their everyday needs 
and live off a median weekly income of $402. In comparison, 
6.5% of adults the same age in the general population do not 
have enough money to meet their everyday needs and report 
a median weekly income of $713 (Stats New Zealand, 2020b, 
2020c). 

Compared to adults aged between 18 and 64 years in the 
general population in Aotearoa New Zealand, disabled people 
report higher levels of loneliness (12% versus 3.8%), poor life 
satisfaction (44% versus 15%), and poor mental well-being 
(46% versus 19%) (Stats New Zealand, 2020b, 2020d). While 
disabled people access health services twice as often as that 
of the general population, they report multiple barriers with 
accessing these services, including discrimination by health 
providers (Health and Disability System Review, 2020). 

Importantly, increased use of health services results in 
financial distress (Mitra et al., 2009). The burden of additional 
health- and disability-related services expenditure on family 
income is 4.4% for disabled people compared to 1% for the 
general population (Mitra et al., 2009). Increased poverty 
due to increased health needs further reduces educational 
and employment opportunities, and financial stability, thus 
negatively impacting health outcomes even further (Mitra et 
al., 2009), exemplifying the downward social gradient. The 
recent Health and Disability System Review (2020) noted that 
all determinants combined result in high unmet health needs 
and inequitable health outcomes for disabled people. In short, 
disabled people are not subject to the same privileges as the 
general population.

The multiplicative effect of intersectionality
Intersectionality is the multiplicative effect from discrimination 
occurring due to the presence of two or more identities which 
are marginalised. For instance, international statistics show that 
disability is more prevalent in women, children, and indigenous 
populations (WHO, 2011). These groups face discrimination 
due to gender, age, and ethnicity, and are more vulnerable to 
socio-economic inequities, irrespective of disability identity. But 
due to the social gradient, the health inequities these groups 
face consequently increase the risk of disability (Marmot, 
2004). When two or more marginalised identities occur, health 
inequities increase even further. 

This is seen in Aotearoa New Zealand too. Te Tiriti o Waitangi 
principles of partnership, tino rangatiratanga (self-determination 
and participation), options, active protection (MoH, 2019), 
and equity have been largely reneged by two centuries of 
colonisation, including subjugation of rights, confiscation of 
lands, and racism towards Mäori (Waitangi Tribunal, 2019). 
As a marginalised group, Mäori are 10 times more likely to 
experience multiple types of discrimination compared to 
non-Mäori (Harris et al., 2006). Discrimination is observed in 
acts of interpersonal1, internalised2, and institutional racism3, 
which leads to systemic bias (Harris et al., 2006; Reid & 
Robson, 2007). Systemic biases explicitly and implicitly affect 
the social determinants of health, and have a multiplicative 
effect, resulting in unequivocal inequity (Moewaka Barnes & 
McCreanor, 2019; Pitama et al., 2007). 

It is unsurprising, therefore, that Mäori people have a higher 
prevalence of disability (age adjusted at 32% and 26% 
respectively) compared to European (24%) and Asians (17%) 
(MoH, 2014). The multiplicative effect of intersectionality is 
observed with tängata whaikaha experiencing extremely poor 
health outcomes (Waitangi Tribunal, 2019). For example, 
more tängata whaikaha (25%) than disabled people of other 
ethnicities (23%) have insufficient household income to meet 
their daily needs, 66% have a personal annual income of less 
than $30,000 NZD, and over 40% have no school qualification 
(Statistics New Zealand, 2015). Cold and damp housing is more 

1 Interpersonal racism is the differential expectations of ability by 
ethnicity (Jones, 2020)

2  Internalised racism is the acceptance of negative stereotypes about 
ability and intrinsic worth by stigmatised groups (Jones, 2020)

3  Institutional racism is the differential provision of and access to good, 
services, and opportunities by ethnicity (Came et al., 2018) 
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common, rates of unemployment higher, and participation 
in culturally popular recreational activities lower for tängata 
whaikaha compared to Mäori without disability (Statistics New 
Zealand, 2015). In addition, tängata whaikaha specifically report 
issues with insufficient assessments, treatment, and access to 
culturally acceptable support, equipment, and care funding 
(Hale et al., 2018; Ratima & Ratima, 2007; Statistics New 
Zealand, 2015).

COVID-19 AND DISABILITY

On 20 January 2020, WHO declared the outbreak of a 
novel coronavirus disease, COVID-19, to be a public health 
emergency of international concern due to the speed and scale 
of transmission (WHO, 2020). This was upgraded to pandemic 
status on 12 March 2020 due to the rapid increase in confirmed 
COVID-19 cases in multiple countries across the world. The 
potential heightened risk of COVID-19 for specific groups of 
people was already recognised, as those with the poorest health 
outcomes are typically more severely affected by crisis situations, 
including pandemics (WHO, 2020). 

Some disabled people may be at greater risk of contracting 
COVID-19 or other droplet-borne viruses for numerous reasons. 
These include difficulty implementing hygiene measures due 
to environmental and physical barriers, difficulty implementing 
physical distancing recommendations due to additional health 
and support needs which require close physical contact, and risk 
of exposure due to multiple external support service providers/
caregivers (United Nations, 2020; WHO, 2020). 

In addition, some disabled people are “at risk” of poorer health 
outcomes from COVID-19 specifically. While impairment is 
frequently conflated with poor health status disability per se, 
it often has limited, or no overall health impact (Scully, 2020). 
Nevertheless, secondary health conditions, comorbidities (such 
as diabetes), chronic medical conditions (such as heart disease), 
a compromised skin barrier due to open wounds or medical 
devices (for example, ileostomy, tracheostomy, and feeding 
tubes), impairments, and medications are prevalent in disabled 
people (Battalio et al., 2019; Hole & Stainton, 2020; McGuire et 
al., 2020; United Nations, 2020). The presence of these factors 
leads to greater risk of morbidity and mortality from COVID-19 
(United Nations, 2020; WHO, 2020). Furthermore, as previously 
mentioned, already present inequities (for example, barriers to 
accessing timely and appropriate health care) and the socio-
economic consequences of COVID-19 can further exacerbate 
the severity of adverse health outcomes (United Nations, 2020). 

Finally, increased risk can also arise during times of humanitarian 
crisis, including pandemics, if communication strategies 
are not fit for purpose. Access to timely, trustworthy, and 
understandable health and disability information in accessible 
formats is critical in times of crisis. In the Aotearoa New Zealand 
COVID-19 response, there were significant challenges in rapidly 
developing and distributing both general and disability-specific 
messages in accessible formats (for example, braille, New 
Zealand Sign Language and Easy Read) in a timely manner. A 
critical limitation is the likely lack of disability-related capability 
and capacity across most central government agencies, district 
health boards, and health practitioners. Without the direct and 

proactive collaboration of key disability advocates, academics, 
and disability support providers, delivery of new or adapted 
services and facilitation of disability-specific resources would 
have been limited in Aotearoa New Zealand (Pulman, 2020). 
However, lessons can still be learned as many disabled people 
were negatively impacted, often as a result of structural policy 
decisions. These decisions also created ethical dilemmas for 
health professionals. 

ETHICAL DILEMMAS RELATED TO COVID-19

The extraordinary threat of COVID-19 has raised numerous 
ethical challenges to those working in the health and disability 
sector (McGuire et al., 2020). Some of the most publicly 
contested include (a) professional responsibility to treat people 
with COVID-19; (b) disclosure of COVID-19 status; (c) allocation 
of COVID-19 tests when resources are limited; (d) allocation of 
scarce resources; (e) implications of relaxing research rules and 
health professional accreditation; and (f) addressing end-of-life 
issues (Kramer et al., 2020). These areas, and many others, are 
worthy of reflection (McGuire et al., 2020). However, in this 
commentary we have space to focus on only two, specifically, 
professional responsibility and allocation of scarce resources. 
These two challenges exemplify the implications of decisions 
in “conventional”, “contingency”, and “crisis levels of surge 
capacity”4 on the health outcomes of disabled people, especially 
when decision-making does not include a disability lens.

Professional responsibility
Accounts from Spain of older adults in aged care being 
abandoned and left to die emerged in March 2020 (British 
Broadcasting Company, 2020). The newspaper article presents 
the horror of this event and announces the investigation being 
launched. Incidents such as these were, and are, occurring 
in myriads of individual homes and institutional care globally 
(Pulman, 2020; Webster, 2020). Personal risk of contracting 
COVID-19 by healthcare professionals and/or caregivers 
providing personal care and domestic assistance, and meal 
preparation/delivery when caring for someone with COVID-19, 
someone with a possible COVID-19 status, or someone at risk 
of COVID-19 is understandable given the widespread reporting 
of the death of healthcare professionals from COVID-19. Access 
to effective personal protective equipment (PPE), and being (up)
skilled in the appropriate application and removal (donning 
and doffing) of PPE should mitigate this risk. But despite many 
governments’ reassurances that there were sufficient supplies of 
PPE, reporting of on-the-ground shortages was rife, including in 
Aotearoa New Zealand (Kramer et al., 2020; Pennington, 2020). 
The ethical dilemma of professional responsibility is particularly 
pertinent when the institutional or in-home care provided to 
disabled people is considered. 

Most (>94%) in-home caregivers in Aotearoa New Zealand 
are female with a median age of 49 years, rising up to 64 
years (Callister et al., 2014; Ravenswood & Douglas, 2017). 

4 These capacity terms derive from a taxonomy for health care which 
delineates, on a continuum, changes to service provision, and thus 
resource allocation that might occur. Where a facility is on the 
spectrum is dependent on the onset and scope of the crisis being 
faced (Hick et al., 2009)
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Over 50% are the primary earner and receive approximately 
$17.00 per hour (Ravenswood & Douglas, 2017). Many also 
spend time (up to 30 hours per week) outside work also caring 
for whänau (Callister et al., 2014). Caregivers are often the 
interface between the community and the disabled person. They 
frequently work with several people a day, and care may include 
exposure to bodily fluids and aerosol generating procedures. 
Therefore, many caregivers are of an age that puts them at risk; 
the work they do also puts them at risk, and due to financial 
circumstances and whänau dependents, they cannot run the 
risk of becoming sick from COVID-19. Accordingly, the early 
weeks of Level 4 lockdown saw many caregivers recognise their 
own “at risk” status and, consequently, stood down from work 
voluntarily (Radio New Zealand, 2020). 

The inability to source PPE also created increased risk of 
exposure for disabled people. Caregivers, for the same 
reasons alluded to above, put disabled people at greater risk 
of contracting COVID-19. In Aotearoa New Zealand, disabled 
people reported waiting times of several weeks or even months 
for PPE, resulting in many sewing their own masks from old 
clothes (Pulman, 2020). Many disabled people required support, 
but due to staff shortages, they were left without care (Radio 
New Zealand, 2020). Other disabled people made the difficult 
decision to cancel their formal care supports, and only received 
support from whänau during lockdown (Parahi, 2020). The 
extent of physical and psychosocial impacts due to disruption 
of usual supports for disabled people and their whänau is yet 
unknown (Hole & Stainton, 2020)

Allocation of scare resources with contingency and  
crisis capacity
Health is a basic human right for all, even during a pandemic. 
Thus, allocation of resources became a fiercely contentious 
issue (Pring, 2020) when the National Institute for Health 
and Care Excellence (NICE) published guidelines on 29 March 
2020 recommending that the provision of critical care be 
determined by a clinical frailty score (NICE Guidelines, 2020). 
It recommended use of this score when surge capacity forced 
deployment of “crisis capacity”5 healthcare provision (Nelson 
et al., 2020). The guideline, and others like it, was intended 
to provide advice on managing health and safety of staff, 
management of non-finite healthcare resources (such as 
ventilators and ICU beds), and maximise patient safety (Kramer 
et al., 2020; McGuire et al., 2020; Nelson et al., 2020; NICE 
Guidelines, 2020; Scully, 2020). However, it resulted in cries of 
discrimination6 by disabled people and disabled persons 

5 “Crisis capacity is when non-traditional spaces are used for patient 
care so that ICU capacity can expand by up to 200%. Staff may 
practice outside of their usual expertise and there may be insufficient 
staff to deal with the volume of patients. Critical supplies are often 
limited, leading to higher risk reuse, such as reusing usually sterile 
supplies. Uniquely, crisis capacity involves taking treatments, such as 
ventilators, from one patient to give to another due to a shortage of 
supplies.” (Nelson et al., 2020 p. 2)

6 Publication of discriminatory guidelines as part of COVID-19 crisis 
management are not isolated to the United Kingdom. Similar 
examples can be found in the United States and elsewhere (McGuire 
et al., 2020).

organisations (McGuire et al., 2020; Pring, 2020; Webster, 
2020). In essence, the guideline recommended that anyone with 
a frailty score of 5 or above should not be offered ventilator 
support (NICE Guidelines, 2020). A 5 is someone with evident 
slowing, requiring help with high-order activities of daily living 
(finance, transportation, and heavy housework). Thus, many 
disabled people, but not necessarily frail people, would find 
themselves meeting this threshold.

These guidelines were subsequently amended (29 April 2020) 
to clarify that the frailty score does not apply to “people with 
stable long-term disability … learning disability or autism” 
and that the frailty score should not be the sole assessment of 
frailty (NICE Guidelines, 2020, p.6). The amended guidelines 
now recommend that individual patient assessment should be 
performed but, in all cases, taking comorbidities and underlying 
health conditions into consideration (NICE Guidelines, 2020). 
Furthermore, the guidelines remind health professionals of 
the need to exercise their clinical judgement while taking the 
guidelines fully into account (NICE Guidelines, 2020). 

But the guidelines, including amendments, do not necessarily 
relieve anxieties for disabled people (Pring, 2020). This is 
because up to 50% of people with disability have secondary 
health conditions and comorbidities (Battalio et al., 2019). In 
addition, the subjective decision-making required by health 
professionals, pressured by health system population level 
guidelines, is considered suspect and untrustworthy, arguably 
due to the longstanding structural bias and racism resulting 
in health inequities, as discussed earlier in the paper (Berger 
& Miller, 2020; McGuire et al., 2020). Assumptions about 
quality of life and social utility are frequently made by health 
professionals with respect to disabled people (McGuire et al., 
2020; Scully, 2020). This is especially true for people with a 
learning (intellectual) disability or cognitive impairment who 
traditionally face extreme discrimination and have higher rates 
of do-not-resuscitate orders (McGuire et al., 2020; Nelson et al., 
2020; Parsons & Johal, 2020).

Conversely, many individual health professionals found 
population-related “crisis” capacity recommendations morally 
distressing (McGuire et al., 2020). This is because they forced 
health professionals to work from a “best interests” perspective 
(Parsons & Johal, 2020). A best interests perspective undermines 
standards of professional practices, such as gaining of informed 
consent, facilitating supported decision-making to ensure will 
and preferences, maintaining autonomy, and respecting patient 
well-being (Wicclair, 2020). Furthermore, value-based decisions 
based on lives and life-years saved can be conscientiously 
objectionable, as they unjustly disadvantage disabled people 
(Berger & Miller, 2020; McGuire et al., 2020; Nelson et al., 
2020; Wicclair, 2020) whose health status is attributable to 
determinants largely outside their control (Marmot et al., 2008; 
Whitehead & Dahlgren, 1991). 

Fortunately, in Aotearoa New Zealand as in other parts of 
the world, “crisis capacity” has remained mostly theoretical 
or of limited duration. Instead, a prolonged period of 
“contingency capacity” has been in place. At contingency 
capacity, rehabilitation beds, post-anaesthesia care rooms, 
and other patient areas are modified to increase ICU capacity 
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by 100%. Typically, one staff member will care for a larger 
group of patients, and supplies are conserved or re-used (when 
considered low risk) (Negrini et al., 2020; Nelson et al., 2020). 
The redeployment of staff and repurposing of beds results 
in shorter stays and fewer admissions (Negrini et al., 2020; 
Nelson et al., 2020). Also, many “non-essential” services, 
which disabled people rely upon, either cease or are delivered 
less regularly (Parahi, 2020; United Nations, 2020; Webster, 
2020). These services include, but are not limited to, outpatient 
appointments; delivery of health and/or essential supplies, for 
example, podiatry and incontinence items; community care, 
including day and respite services; and home and personal 
support. Furthermore, contingency capacity with COVID-19 has 
seen many hospitals and institutions (aged care and supported 
living homes) maintain no visitor policies in the “best interests” 
of the people being cared for (Hancock, 2020; Nelson et al., 
2020). 

Negative experiences with service delivery, including no visitor 
policies, at both crisis and contingency capacity phases of the 
ongoing COVID-19 response, are widespread for disabled 
people in Aotearoa New Zealand and internationally (Armitage 
& Nellums, 2020; Parahi, 2020). The impact on the health of 
disabled people by the (delayed) designation of some services 
(for example, home support, physiotherapy, and podiatry) 
may never be fully known. Similarly, aside from the emotional 
trauma a no visitor policy can inflict (Hole & Stainton, 2020; 
Nelson et al., 2020), loss of face-to-face contact can significantly 
exacerbate existing conditions (for example, depression and 
anxiety, or physical health deterioration due to a decrease in 
oversight), and this cost is also yet unknown (McGuire et al., 
2020). Furthermore, it is unlikely that new provisions that arose 
during crisis capacity for disabled people will have mitigated the 
negative impacts of the COVID-19 response. These provisions 
included fully subsidised taxi fares to New Zealand Total 
Mobility customers from March until the 30 June (Metlink, 
2020). This provision was put in place following the realisation 
that the COVID-19 public transport safety measures limited 
disabled people from being able to use these services. Thus, 
whilst the public transport changes were discriminatory, their 
implementation led to the provision of a different service which 
alleviated the risk of contracting COVID-19 on public transport, 
reduced health-related expenditure and, likely, provided some 
biopsychosocial benefits. 

In almost all of the above examples of crisis and contingency 
capacity, changes to the allocation of resources, a loss of 
opportunity for enhancing, maintaining, or slowing loss of 
function is represented (Negrini et al., 2020; Nelson et al., 
2020). Interestingly, it is entirely possible that the ongoing 
impact of contingency capacity is likely to pose a greater risk 
to disabled people than crisis capacity (McGuire et al., 2020; 
Nelson et al., 2020; Pulman, 2020). Estimates across 35 
countries in Europe suggest this collateral damage is affecting 
up to 2.2 million people every day (Negrini et al., 2020). Thus, 
crisis or contingency capacity policy (as well as education, 
transport, and employment decisions) which are made at 
the population level can inadvertently disadvantage disabled 

people who may already face precarity7, and will have morbidity 
and mortality implications (Hole & Stainton, 2020; United 
Nations, 2020). Consequently, the Chair of the United Nations 
Committee on the Rights of Persons with Disabilities, on behalf 
of the Committee on the Rights of Persons with Disabilities 
and the Special Envoy of the United Nations Secretary-General 
on Disability and Accessibility, issued a statement reminding 
member states, of which Aotearoa New Zealand is one, of their 
obligations. Included in this statement was specific reference 
to the United Nations Convention on the Rights of Persons 
with Disabilities (UNCRPD) Article 11 “Situations of risk and 
humanitarian emergencies”:

States parties shall take all possible measures to ensure 
the protection and safety of persons with disabilities in the 
national response to situations of risk and humanitarian 
emergencies. This comprises measures in all areas of life of 
persons with disabilities, including the protection of their 
access to the highest attainable standard of health without 
discrimination, general wellbeing and prevention of infectious 
diseases, and measures to ensure protection against negative 
attitudes, isolation, and stigmatization that may arise in the 
midst of the crisis. (Basharu & Cisternas Reyes, 2020)

WHAT IS THE IMPACT OF COVID-19 ON DISABLED PEOPLE 
TO DATE?

Due to previously existing drivers of health inequity, disabled 
people are likely to have a higher COVID-19-related morbidity 
and mortality. Excess deaths are a means of exploring the 
impact of COVID-19 on mortality. In Aotearoa New Zealand, an 
excess mortality rate has not been observed (Stats New Zealand, 
2020a). However, other countries have not been so fortunate. 
Between 1 March and 1 August 2020, approximately 200,000 
people, which represents a 20% increase, died in the United 
States of America. Interestingly, COVID-19 was reported as the 
cause of death in only 67% of these excess deaths. Remaining 
deaths were attributed to heart disease and dementia (Woolf 
et al., 2020). However, this would represent a highly unusual 
increase in the baseline death rate of people with heart disease 
and dementia for this period of 2020 (Woolf et al., 2020). This 
trend is similarly observed in the United Kingdom, with higher 
excess mortality in adults over the age of 85 years (Sinnathamby 
et al., 2020). Therefore, these examples likely reflect under-
reporting due to unrecognised or undocumented infection in 
the disability community. 

It is imperative that COVID-19 data for disabled people are 
collected and published (McGuire et al., 2020; Reed et al., 2020; 
Sabatello et al., 2020; United Nations, 2020). Without disability 
data, health inequities and social injustice are perpetuated 
(Reed et al., 2020; Sabatello et al., 2020), and disabled people 
will continue to be excluded from policy decisions which affect 
their health and well-being (Armitage & Nellums, 2020; Reed 
et al., 2020; Sabatello et al., 2020; United Nations, 2020). 
Lamentably, there is a paucity of this type of analysis to date 

7 “Precarity is the politically induced condition in which certain 
populations suffer from failing social and economic networks of 
support and become differentially exposed to injury, violence and 
death” (Butler cited in McNeilly, 2015, p.150)
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(Reed et al., 2020; Sabatello et al., 2020). Yet the disability data 
that exist are alarming (Turk & McDermott, 2020). Data from 
the United Kingdom exploring known or reported COVID-19 
related deaths demonstrate that disabled people account for 
60% of all deaths. Moreover, the age standardised mortality 
rate was statistically significantly higher for disabled people 
than the general population (Office for National Statistics, 
2020). Furthermore, mortality is higher in those with learning 
(intellectual) disability and developmental disability (Landes et 
al., 2020), and this group is dying younger (Turk et al., 2020). 

IMPLICATIONS FOR PHYSIOTHERAPISTS AS HEALTH 
PROFESSIONALS

While some disabled people might be more at risk of COVID-19, 
“vulnerability” arises from the continuation and exacerbation of 
discriminatory policies, including health professionals’ conscious 
and unconscious biases. There are numerous strategies by which 
physiotherapists can help address inequities; the following are 
suggestions that could be easily integrated into clinical practice 
or could be advocated for collectively as a profession. 

As per ethnicity, physiotherapists are professionally and ethically 
obliged to individually and collectively consider their role in 
perpetuating health inequities for other identities too. Conscious 
reflection upon their own practice, consideration of institutional 
bias, and determining areas of professional development may 
be required. To gain some understanding of the discrimination 
disabled people experience might require reading about 
models of disability; the UNCRPD; current government strategy 
documents, such as the New Zealand Disability Strategy (Office 
for Disability Issues, 2017) and Whäia Te Ao Märama 2018 to 
2022 (MoH, 2018); and about the lived experiences of disabled 
people within the health system, including experiences with 
inclusive and supported decision-making. New knowledge and 
reflection on one’s own experiences may enhance a deeper and 
more nuanced understanding of the impact of systemic bias 
resulting in long-standing health inequities. 

Unless disability specific data are collected and disaggregated, 
the full impact of COVID-19 on the morbidity and mortality 
of disabled people will never be known. The paucity of these 
data is testimony to the ongoing systematic and systemic 
discrimination of disabled people. To help put this issue in 
perspective, it is only since ethnicity data was routinely collected 
by health services in Aotearoa New Zealand that the extent of 
Mäori health inequities have been revealed. At present, disability 
identity is not routinely collected by health services in Aotearoa 
New Zealand. Physiotherapists should consider how disability 
identity might be sensitively collected in their area of practice 
and query the routine inclusion of disability identity as part of 
demographic data collection in larger organisations. They could 
also advocate for the routine disaggregation of disability data in 
their area of practice.

Finally, physiotherapists could advocate for better inclusion 
of disabled people within the wider health sector. Employing 
disabled people within the health and disability system is 
one mechanism for reducing discrimination. As per ethnicity, 
employment of disabled people provides a mirror on society, 
and a unique and valuable perspective on decisions made at a 

micro level. Certainly, this will then require the explicit inclusion 
into and support of disabled people within health professional 
programmes; physiotherapists in academia may wish to consider 
how they might advocate for this change. Furthermore, 
collection and analysis of disabled physiotherapists within the 
health workforce demographic will be required to determine if 
representation improves over time. Physiotherapists working in 
policy development (meso and macro) should expect meaningful 
inclusion of disabled people in the co-development of acts, 
standards, and guidelines, rather than obligatory consultation. 
They could query the process when the former “ideal” process is 
not attained. When disabled people are not included in national 
and local structural policy decisions, bias is perpetuated. 

Admittedly, some of these strategies might feel confrontational 
to some physiotherapists. A growing awareness of the 
concept of silence being considered as complicit might help all 
physiotherapists find the confidence to challenge interpersonal, 
internalised, and institutional bias when it is observed. 

KEY POINTS

What is already known
1. Society, including health professionals, is complicit in 

the perpetuation of health inequities in disabled people. 
Systemic bias is highlighted by the lack or limited inclusion of 
disabled people in the response planning for humanitarian 
emergencies and when a crisis event, such as COVID-19, 
arises.

What this paper adds
1. This commentary highlights the health inequities disabled 

people experience in Aotearoa New Zealand (and 
internationally) and explains why these are exacerbated in 
times of crisis, such as the COVID-19 pandemic.

2. A case is made for physiotherapists to reflect upon their 
knowledge of the health inequities disabled people 
experience.

3. Strategies physiotherapists might adopt to challenge 
interpersonal, internalised, and institutional bias are 
presented

DISCLOSURES

No funding was obtained for this study. There are no conflicts 
of interest which may be perceived to interfere with or bias this 
study.

PERMISSIONS

None.

REFERENCES

American Psychological Association. (2020). Publication manual of the 
American Psychological Association: The official guide to APA style (7th 
ed.). 

Andrews, E. E. (2017). Disability models. In M. Budd, S. Hough, S Wegener, 
& W Stiers (Eds.), Practical psychology in medical rehabilitation (pp. 7783). 
Springer. https://doi.org/10.1007/978-3-319-34034-0 

Armitage, R., & Nellums, L. B. (2020). The COVID-19 response must be 
disability inclusive. The Lancet Public Health, 5(5), e257. https://doi.
org/10.1016/S2468-2667(20)30076-1 

https://doi.org/10.1007/978-3-319-34034-0 
https://doi.org/10.1016/S2468-2667(20)30076-1 
https://doi.org/10.1016/S2468-2667(20)30076-1 


114 | NEW ZEALAND JOURNAL OF PHYSIOTHERAPY

Basharu, D., & Cisternas Reyes, M. S. (2020). Persons with Disabilities and 
COVID-19 by the Chair of the United Nations Committee on the Rights 
of Persons with Disabilities, on behalf of the Committee on the Rights 
of Persons with Disabilities and the Special Envoy of the United Nations 
Secretary-General on Disability and Accessibility. United Nations. Retrieved 
October 25, 2020, from https://www.ohchr.org/en/NewsEvents/Pages/
DisplayNews.aspx?NewsID=25765&LangID=E

Battalio, S. L., Jensen, M. P., & Molton, I. R. (2019). Secondary health 
conditions and social role satisfaction in adults with long-term physical 
disability. Health Psychology, 38(5), 445−454. https://doi.org/10.1037/
hea0000671

British Broadcasting Corporation. (2020, March 24). Coronavirus: Spanish 
army finds care home residents ‘dead and abandoned’. https://www.bbc.
com/news/world-europe-52014023

Berger, J. T., & Miller, D. R. (2020). Corona and community: The 
entrenchment of structural bias in planning for pandemic preparedness. 
The American Journal of Bioethics, 20(7), 112−114. https://doi.org/10.108
0/15265161.2020.1779853 

Callister, P., Didham, R., & Badkar, J. (2014). Ageing New Zealand: 
The growing reliance on migrant caregivers, a 2014 update. 
Callister & Associates. https://www.researchgate.net/profile/
Paul_Callister2/publication/314949587_Ageing_New_Zealand_
The_Growing_Reliance_on_Migrant_Caregivers_a_2014_Update/
links/58c79fb1a6fdcc550ca75f25/Ageing-New-Zealand-The-Growing-
Reliance-on-Migrant-Caregivers-a-2014-Update.pdf

Came, H., Doole, C., McKenna, B., & McCreanor, T. (2018). Institutional 
racism in public health contracting: Findings of a nationwide survey from 
New Zealand. Social Science & Medicine, 199, 132−139. https://doi.
org/10.1016/j.socscimed.2017.06.002

DeJong, G., Palsbo, S. E., & Beatty, P. W. (2002). The organization and 
financing of health services for persons with disabilities. The Milbank 
Quarterly, 80(2), 261301. https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC2690107/pdf/milq0080-0261.pdf 

Disabled Persons Assembly. (2020). What is DPA? http://www.dpa.org.nz/

Gernsbacher, M. A. (2018). The use of person-first language in scholarly 
writing may accentuate stigma. Journal of Child Psychology and Psychiatry, 
58(7), 859−861. https://doi.org/10.1111/jcpp.12706

Haines, K. J., & Berney, S. (2020). Physiotherapists during COVID-19: Usual 
business, in unusual times. Journal of Physiotherapy, 66(2), 67−69. https://
doi.org/10.1016/j.jphys.2020.03.012 

Hale, L., Bryant, K., Ward, A., Falloon, A., Montgomery, A., Mirfin-Veitch, 
B., Tikao, K., & Milosavljevic, S. (2018). Organisational views on health 
care access for hauä (disabled) Mäori in Murihiku (Southland), Aotearoa 
New Zealand. A mixed methods approach. New Zealand Journal of 
Physiotherapy, 46(2) 51−66. https://doi.org/10.15619/NZJP/46.2.03

Hancock, F. (2020, March 19). Coronavirus: Elderly people’s double 
pandemic risk. Stuff. https://www.stuff.co.nz/national/health/
coronavirus/120363332/coronavirus-elderly-peoples-double-pandemic-risk

Harris, R., Tobias, M., Jeffreys, M., Waldegrave, K., Karlsen, S., & Nazroo, J. 
(2006). Racism and health: The relationship between experience of racial 
discrimination and health in New Zealand. Social Science & Medicine, 
63(6), 1428−1441. https://doi.org/10.1016/j.socscimed.2006.04.009

Health and Disability System Review. (2020). Health and disability system 
review – final report – Pürongo whakamutunga. HDSR. https://www.
systemreview.health.govt.nz/final-report

Heaphy, D. G., Mitra, M., & Bouldin, E. D. (2011). Disability and health 
inequity. In D. J. Lollar (Ed.), Public health perspectives on disability (pp. 
117−150). Springer. 

Hick, J. L., Barbera, J. A., & Kelen, G. D. (2009). Refining surge capacity: 
Conventional, contingency, and crisis capacity. Disaster Medicine and 
Public Health Preparedness, 3(2 Suppl): S59–S67. https://doi.org/10.1097/
DMP.0b013e31819f1ae2

Hickey, H., & Wilson, D. (2017). Whänau hauä: Reframing disability 
from an indigenous perspective. Mai Journal, 6(1), 82−94. https://doi.
org/10.20507/MAIJournal.2017.6.1.7

Hole, R., & Stainton, T. (2020). COVID-19: The precarity of families and 
disability. Child & Youth Services. Advance online publication. https://doi.or
g/10.1080/0145935X.2020.1834997 

Jones, C. P. (2000). Levels of racism: A theoretic framework and a gardener’s 
tale. American Journal of Public Health, 90(8), 1212−1215. https://www.
ncbi.nlm.nih.gov/pmc/articles/PMC1446334/pdf/10936998.pdf 

Kramer, J. B., Brown, D. E., & Kopar, P. K. (2020). Ethics in the time of 
coronavirus: Recommendations in the COVID-19 pandemic. Journal 
of the American College of Surgeons, 230(6), 1114−1118. https://doi.
org/10.1016/j.jamcollsurg.2020.04.004

Landes, S. D., Turk, M. A., Formica, M. K., McDonald, K. E., & Stevens, 
J. D. (2020). COVID-19 outcomes among people with intellectual 
and developmental disability living in residential group homes in New 
York state. Disability and Health Journal, 13(4), 100969. https://doi.
org/10.1016/j.dhjo.2020.100969 

Marmot, M. (2004). Status syndrome. Significance, 1(4), 150−154. https://
doi.org/10.1111/j.1740-9713.2004.00058.x 

Marmot, M., Friel, S., Bell, R., Houweling, T. A., & Taylor, S; Commission on 
Social Determinants of Health. (2008). Closing the gap in a generation: 
Health equity through action on the social determinants of health. 
The Lancet, 372(9650), 1661−1669. https://doi.org/10.1016/S0140-
6736(08)61690-6

McGuire, A. L., Aulisio, M. P., Davis, F. D., Erwin, C., Harter, T. D., Jagsi, R., 
Klitzman, R., Macauley, R., Racine, E., Wolf, S. M., Wynia, M., Wolpe, 
P. R & The COVID-19 Task Force of the Association of Bioethics Program 
Directors (ABPD). (2020). Ethical challenges arising in the COVID-19 
pandemic: An overview from the Association of Bioethics Program 
Directors (ABPD) task force. The American Journal of Bioethics, 20(7), 
15−27. https://doi.org/10.1080/15265161.2020.1764138 

McNeilly, K. (2015). From the right to life to the right to livability: Radically 
reapproaching ‘life’ in human rights politics. Australian Feminist Law 
Journal, 41(1), 141−159. https://doi.org/10.1080/13200968.2015.11057
71

Metlink. (2020). COVID-19: Total mobility transport subsidy until 30 June. 
Retrieved October 25, 2020, from https://www.metlink.org.nz/news/
COVID-19-total-mobility-transport-subsidy-until-30-june/

Ministry of Health. (2014). 2013 New Zealand Disability Survey. Statistics 
New Zealand. https://www.stats.govt.nz/information-releases/disability-
survey-2013

Ministry of Health. (2018). Whäia te ao märama 2018 to 2022: The Mäori 
disability action plan. Retrieved June 16, 2019, from https://www.health.
govt.nz/publication/whaia-te-ao-marama-2018-2022-maori-disability-
action-plan

Ministry of Health. (2019). Te Tiriti o Waitangi and the health and disability 
system. Retrieved November 11, 2020, from https://www.health.govt.nz/
our-work/populations/maori-health/te-tiriti-o-waitangi

Mitra, S., Findley, P. A., & Sambamoorthi, U. (2009). Health care expenditures 
of living with a disability: Total expenditures, out-of-pocket expenses, and 
burden, 1996 to 2004. Archives of Physical Medicine and Rehabiliation, 
90(9), 1532−1540. https://doi.org/10.1016/j.apmr.2009.02.020 

Moewaka Barnes, H., & McCreanor, T. (2019). Colonisation, hauora and 
whenua in Aotearoa. Journal of the Royal Society of New Zealand, 49(Sup 
1), 19−33. https://doi.org/10.1080/03036758.2019.1668439

Mousavi, S. B., Lecic-Tosevski, D., Khalili, H., & Mousavi, S. Z. (2020). To be 
able, or disable, that is the question: A critical discussion on how language 
affects the stigma and self-determination in people with parability. 
International Journal of Social Psychiatry, 66(5), 424−430. https://doi.
org/10.1177/0020764020913308

Negrini, S., Grabljevec, K., Boldrini, P., Kiekens, C., Moslavac, S., Zampolini, 
M., & Christodoulou, N. (2020). Up to 2.2 million people experiencing 
disability suffer collateral damage each day of COVID-19 lockdown in 
Europe. European Journal of Physical & Rehabilitation Medicine, 56(3), 
361−365. https://doi.org/10.23736/s1973-9087.20.06361-3 

Nelson, R. H., Ram, B., & Majumder, M. A. (2020). Disability and contingency 
care. The American Journal of Bioethics, 20(7), 190−192. https://doi.org/1
0.1080/15265161.2020.1779863

https://www.ohchr.org/en/NewsEvents/Pages/DisplayNews.aspx?NewsID=25765&LangID=E
https://www.ohchr.org/en/NewsEvents/Pages/DisplayNews.aspx?NewsID=25765&LangID=E
https://doi.org/10.1037/hea0000671
https://doi.org/10.1037/hea0000671
https://www.bbc.com/news/world-europe-52014023
https://www.bbc.com/news/world-europe-52014023
https://doi.org/10.1080/15265161.2020.1779853 
https://doi.org/10.1080/15265161.2020.1779853 
https://www.researchgate.net/profile/Paul_Callister2/publication/314949587_Ageing_New_Zealand_The_Growing_Reliance_on_Migrant_Caregivers_a_2014_Update/links/58c79fb1a6fdcc550ca75f25/Ageing-New-Zealand-The-Growing-Reliance-on-Migrant-Caregivers-a-2014-Upda
https://www.researchgate.net/profile/Paul_Callister2/publication/314949587_Ageing_New_Zealand_The_Growing_Reliance_on_Migrant_Caregivers_a_2014_Update/links/58c79fb1a6fdcc550ca75f25/Ageing-New-Zealand-The-Growing-Reliance-on-Migrant-Caregivers-a-2014-Upda
https://www.researchgate.net/profile/Paul_Callister2/publication/314949587_Ageing_New_Zealand_The_Growing_Reliance_on_Migrant_Caregivers_a_2014_Update/links/58c79fb1a6fdcc550ca75f25/Ageing-New-Zealand-The-Growing-Reliance-on-Migrant-Caregivers-a-2014-Upda
https://www.researchgate.net/profile/Paul_Callister2/publication/314949587_Ageing_New_Zealand_The_Growing_Reliance_on_Migrant_Caregivers_a_2014_Update/links/58c79fb1a6fdcc550ca75f25/Ageing-New-Zealand-The-Growing-Reliance-on-Migrant-Caregivers-a-2014-Upda
https://www.researchgate.net/profile/Paul_Callister2/publication/314949587_Ageing_New_Zealand_The_Growing_Reliance_on_Migrant_Caregivers_a_2014_Update/links/58c79fb1a6fdcc550ca75f25/Ageing-New-Zealand-The-Growing-Reliance-on-Migrant-Caregivers-a-2014-Upda
https://doi.org/10.1016/j.socscimed.2017.06.002
https://doi.org/10.1016/j.socscimed.2017.06.002
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690107/pdf/milq0080-0261.pdf 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690107/pdf/milq0080-0261.pdf 
https://doi.org/10.1111/jcpp.12706  
https://doi.org/10.1016/j.jphys.2020.03.012 
https://doi.org/10.1016/j.jphys.2020.03.012 
https://doi.org/10.15619/NZJP/46.2.03
https://www.stuff.co.nz/national/health/coronavirus/120363332/coronavirus-elderly-peoples-double-pandemic-risk
https://www.stuff.co.nz/national/health/coronavirus/120363332/coronavirus-elderly-peoples-double-pandemic-risk
https://doi.org/10.1016/j.socscimed.2006.04.009
https://www.systemreview.health.govt.nz/final-report
https://www.systemreview.health.govt.nz/final-report
https://doi.org/10.1097/DMP.0b013e31819f1ae2
https://doi.org/10.1097/DMP.0b013e31819f1ae2
https://doi.org/10.20507/MAIJournal.2017.6.1.7
https://doi.org/10.20507/MAIJournal.2017.6.1.7
https://doi.org/10.1080/0145935X.2020.1834997 
https://doi.org/10.1080/0145935X.2020.1834997 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1446334/pdf/10936998.pdf 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1446334/pdf/10936998.pdf 
https://doi.org/10.1016/j.jamcollsurg.2020.04.004
https://doi.org/10.1016/j.jamcollsurg.2020.04.004
https://doi.org/10.1016/j.dhjo.2020.100969 
https://doi.org/10.1016/j.dhjo.2020.100969 
https://doi.org/10.1111/j.1740-9713.2004.00058.x 
https://doi.org/10.1111/j.1740-9713.2004.00058.x 
https://doi.org/10.1016/S0140-6736(08)61690-6
https://doi.org/10.1016/S0140-6736(08)61690-6
https://doi.org/10.1080/15265161.2020.1764138 
https://doi.org/10.1080/13200968.2015.1105771
https://doi.org/10.1080/13200968.2015.1105771
https://www.metlink.org.nz/news/COVID-19-total-mobility-transport-subsidy-until-30-june/
https://www.metlink.org.nz/news/COVID-19-total-mobility-transport-subsidy-until-30-june/
https://www.stats.govt.nz/information-releases/disability-survey-2013
https://www.stats.govt.nz/information-releases/disability-survey-2013
https://www.health.govt.nz/publication/whaia-te-ao-marama-2018-2022-maori-disability-action-plan
https://www.health.govt.nz/publication/whaia-te-ao-marama-2018-2022-maori-disability-action-plan
https://www.health.govt.nz/publication/whaia-te-ao-marama-2018-2022-maori-disability-action-plan
https://www.health.govt.nz/our-work/populations/maori-health/te-tiriti-o-waitangi
https://www.health.govt.nz/our-work/populations/maori-health/te-tiriti-o-waitangi
https://doi.org/10.1016/j.apmr.2009.02.020 
https://doi.org/10.1080/03036758.2019.1668439
https://doi.org/10.1177/0020764020913308
https://doi.org/10.1177/0020764020913308
https://doi.org/10.23736/s1973-9087.20.06361-3 
https://doi.org/10.1080/15265161.2020.1779863
https://doi.org/10.1080/15265161.2020.1779863


NEW ZEALAND JOURNAL OF PHYSIOTHERAPY | 115 

New Zealand Journal of Physiotherapy. (2020). Submission 
guidelines. Retrieved September 28, 2020, from https://pnz.org.
nz/Folder?Action=View%20File&Folder_id=317&File=NZJP%20
Submission%20Guidelines%202020_UPDATED.pdf

NICE Guidelines. (2020). COVID-19 rapid guideline: Critical care in adults. 
National Institute for Health and Care Excellence. https://www.nice.org.uk/
guidance/ng159/resources/COVID19-rapid-guideline-critical-care-in-adults-
pdf-66141848681413

Office for Disability Issues. (2017). New Zealand disability strategy 2016-
2026. Ministry of Social Development. https://www.odi.govt.nz/assets/
New-Zealand-Disability-Strategy-files/pdf-nz-disability-strategy-2016.pdf

Office for Disability Issues. (2020). Disability etiquette. Ministry of Social 
Development. https://www.odi.govt.nz/assets/Uploads/Disability-Etiquette-
in-Word.pdf

Office for National Statistics. (2020). Coronavirus (COVID-19) related 
deaths by disability status, England and Wales: 2 March to 14 July 
2020. Retrieved October 24, 2020, from https://www.ons.gov.uk/
peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/
coronavirusCOVID19relateddeathsbydisabilitystatusenglandandwales/ 
2marchto14july2020

Parahi, C. (2020, March 25). Coronavirus: Disabled people placed at risk by 
lockdown process, lawyer says. Stuff. https://www.stuff.co.nz/national/
health/coronavirus/120523078/coronavirus-disabled-people-placed-at-risk-
by-lockdown-process-lawyer-says

Parsons, J. A., & Johal, H. K. (2020). Best interests versus resource allocation: 
Could COVID-19 cloud decision-making for the cognitively impaired? 
Journal of Medical Ethics, 46, 447–450. https://doi.org/10.1136/
medethics-2020-106323

Pelleboer‐Gunnink, H. A., Van Oorsouw, W. M. W. J, Van Weeghel, J., & 
Embregts, P. J. C. M. (2017). Mainstream health professionals’ stigmatising 
attitudes towards people with intellectual disabilities: A systematic review. 
Journal of Intellectual Disability Research, 61(5), 411−434. https://doi.
org/10.1111/jir.12353

Pennington, P. (2020, March 27). Not enough protective medical gear 
available despite govt assurances - supplier. Radio New Zealand. https://
www.rnz.co.nz/news/national/412715/not-enough-protective-medical-
gear-available-despite-govt-assurances-supplier

Physiotherapy Board of New Zealand. (2020). Physiotherapy Standards 
framework. Retrieved October 25, 2020, from https://www.physioboard.
org.nz/wp-content/uploads/2018/03/Physiotherapy-Board-Code-
Standards-Thresholds.pdf

Pitama, S., Robertson, P., Cram, F., Gillies, M., Huria, T., & Dallas-Katoa, W. 
(2007). Meihana model: A clinical assessment framework. New Zealand 
Journal of Psychology, 36(3), 118−125. 

Pring, J. (2020, March 26). Coronavirus: Anger over ‘terrifying and 
discriminating’ intensive care guidance. Disability News Service. https://
www.disabilitynewsservice.com/coronavirus-anger-over-terrifying-and-
discriminating-intensive-care-guidance/

Pulman, M. (2020, May 21). COVID-19 another example of too many mixed 
results for New Zealand’s disabled. Radio New Zealand. https://www.rnz.
co.nz/news/on-the-inside/417007/COVID-19-another-example-of-too-
many-mixed-results-for-new-zealand-s-disabled

Quigley, A., Johnson, H., & McArthur, C. (2020). Transforming the 
provision of physiotherapy in the time of COVID-19: A call to action for 
telerehabilitation. Physiotherapy Canada. Advance online publication. 
https://doi.org/10.3138/ptc-2020-0031-gee

Radio New Zealand. (2020, March 27). Lack of caregivers for elderly and 
disabled causes turmoil. https://www.rnz.co.nz/news/national/412773/
lack-of-caregivers-for-elderly-and-disabled-causes-turmoil

Ratima, K., & Ratima, M. (2007). Mäori experience of disability and disability 
support services. In B. Robson, & R. Harris (Eds.), Hauora: Mäori standards 
of health IV. A study of the years 2000-2005 (pp. 189–198). Te Röpü 
Rangahau Hauora a Eru Pömare. http://www.hauora.maori.nz

Ravenswood, K., & Douglas, J. (2017). The New Zealand aged care 
workforce survey 2016. New Zealand Work Research Institute. https://
orapp.aut.ac.nz/bitstream/handle/10292/12324/FINAL-2016-survey.
pdf?sequence=2&isAllowed=y

Ravichandran, S., Calder, A., & Perry, M. (2020). “Someone like anyone else”: 
A qualitative exploration of health professional students’ understanding of 
disability concepts [Unpublished honours thesis]. University of Otago. 

Reed, N. S., Meeks, L. M., & Swenor, B. K. (2020). Disability and COVID-19: 
Who counts depends on who is counted. The Lancet Public Health, 5(8), 
e423. https://doi.org/10.1016/S2468-2667(20)30161-4 

Retief, M., & Letšosa, R. (2018). Models of disability: A brief overview. 
HTS Teologiese Studies/Theological Studies, 74(1), a4738. https://doi.
org/10.4102/hts.v74i1.4738

Reid, P & Robson, B (2007). Understanding health inequities. In B. Robson, & 
R. Harris (Eds.), Hauora: Mäori standards of health IV. A study of the years 
2000–2005 (pp. 1-10). Te Röpü Rangahau Hauora a Eru Pömare. http://
www.hauora.maori.nz

Sabatello, M., Landes, S. D., & McDonald, K. E. (2020). People with 
disabilities in COVID-19: Fixing our priorities. The American Journal of 
Bioethics, 20(7), 187−190. https://doi.org/10.1080/15265161.2020.177
9396 

Sahin, H., & Akyol, A. D. (2010). Evaluation of nursing and medical students’ 
attitudes towards people with disabilities. Journal of Clinical Nursing, 
19(1516), 2271−2279. https://doi.org/10.1111/j.1365-2702.2009.03088.x 

Scully, J. L. (2020). Disability, disablism, and COVID-19 pandemic triage. 
Journal of Bioethical Inquiry. Advance online publication. https://doi.
org/10.1007/s11673-020-10005-y 

Sheehy, L. M. (2020). Considerations for postacute rehabilitation for survivors 
of COVID-19. JMIR Public Health and Surveillance, 6(2), e19462. https://
doi.org/10.2196/19462

Silva, C. M. S., Andrade, A. N., Nepomuceno, B., Xavier, D. S., Lima, E., 
Gonzalez, I., Esquivel, M. S., Novais, M. C. M., Magalhães, P., da Silva 
Almeida, R., Gomes, V. A., Carvalho, V. O., Filho, W. C. L., de Moura 
Filho, O. F., & Neto, M. G. (2020). Evidence-based physiotherapy and 
functionality in adult and pediatric patients with COVID-19. Journal 
of Human Growth and Development, 30(1), 148−155. https://doi.
org/10.7322/jhgd.v30.10086 

Sinnathamby, M. A., Whitaker, H., Coughlan, L., Lopez Bernal, J., Ramsay, 
M., & Andrews, N. (2020). All-cause excess mortality observed by age 
group and regions in the first wave of the COVID-19 pandemic in England. 
Eurosurveillance, 25(28), 2001239. https://doi.org/10.2807/1560-7917.
ES.2020.25.28.2001239 

Statistics New Zealand. (2015). He hauä Mäori: Findings from the 2013 
disability survey. Wellington. http://infoshare.stats.govt.nz/~/media/
Statistics/browse-categories/health/disabilities/He-haua-maori-findings-
from-2013-disability-survey/he-haua-maori-disability-survey.pdf

Stats New Zealand. (2020a). COVID-19 data portal (Health: Weekly deaths). 
Retrieved October 25, 2020, from https://www.stats.govt.nz/experimental/
COVID-19-data-portal

Stats New Zealand. (2020b, August 26). Disabled people fare worse in work 
and wellbeing. https://www.stats.govt.nz/news/disabled-people-fare-
worse-in-work-and-wellbeing

Stats New Zealand. (2020c, August 26). Labour market statistics (disability): 
June 2020 quarter. https://www.stats.govt.nz/information-releases/labour-
market-statistics-disability-june-2020-quarter

Stats New Zealand. (2020d, August 18). Wellbeing statistics: June 2020 
quarter. https://www.stats.govt.nz/information-releases/wellbeing-
statistics-june-2020-quarter

Thomas, P., Baldwin, C., Bissett, B., Boden, I., Gosselink, R., Granger, C. 
L., Hodgson, C., Jones, A. Y., Kho, M. E., Moses, R., Ntoumenopoulos, 
G., Parry, S. M., Patman, S., & van der Lee, L. (2020). Physiotherapy 
management for COVID-19 in the acute hospital setting: Clinical practice 
recommendations. Journal of Physiotherapy, 66(2), 73−82. https://doi.
org/10.1016/j.jphys.2020.03.011

https://pnz.org.nz/Folder?Action=View%20File&Folder_id=317&File=NZJP%20Submission%20Guidelines%202020_UPDATED.pdf
https://pnz.org.nz/Folder?Action=View%20File&Folder_id=317&File=NZJP%20Submission%20Guidelines%202020_UPDATED.pdf
https://pnz.org.nz/Folder?Action=View%20File&Folder_id=317&File=NZJP%20Submission%20Guidelines%202020_UPDATED.pdf
https://www.nice.org.uk/guidance/ng159/resources/COVID19-rapid-guideline-critical-care-in-adults-pdf-66141848681413
https://www.nice.org.uk/guidance/ng159/resources/COVID19-rapid-guideline-critical-care-in-adults-pdf-66141848681413
https://www.nice.org.uk/guidance/ng159/resources/COVID19-rapid-guideline-critical-care-in-adults-pdf-66141848681413
https://www.odi.govt.nz/assets/New-Zealand-Disability-Strategy-files/pdf-nz-disability-strategy-2016.pdf
https://www.odi.govt.nz/assets/New-Zealand-Disability-Strategy-files/pdf-nz-disability-strategy-2016.pdf
https://www.odi.govt.nz/assets/Uploads/Disability-Etiquette-in-Word.pdf
https://www.odi.govt.nz/assets/Uploads/Disability-Etiquette-in-Word.pdf
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/coronavirusCOVID19relateddeathsbydisabilitystatusenglandandwales/2marchto14july2020
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/coronavirusCOVID19relateddeathsbydisabilitystatusenglandandwales/2marchto14july2020
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/coronavirusCOVID19relateddeathsbydisabilitystatusenglandandwales/2marchto14july2020
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/coronavirusCOVID19relateddeathsbydisabilitystatusenglandandwales/2marchto14july2020
https://www.stuff.co.nz/national/health/coronavirus/120523078/coronavirus-disabled-people-placed-at-risk-by-lockdown-process-lawyer-says
https://www.stuff.co.nz/national/health/coronavirus/120523078/coronavirus-disabled-people-placed-at-risk-by-lockdown-process-lawyer-says
https://www.stuff.co.nz/national/health/coronavirus/120523078/coronavirus-disabled-people-placed-at-risk-by-lockdown-process-lawyer-says
https://doi.org/10.1136/medethics-2020-106323
https://doi.org/10.1136/medethics-2020-106323
https://doi.org/10.1111/jir.12353
https://doi.org/10.1111/jir.12353
https://www.rnz.co.nz/news/national/412715/not-enough-protective-medical-gear-available-despite-govt-assurances-supplier
https://www.rnz.co.nz/news/national/412715/not-enough-protective-medical-gear-available-despite-govt-assurances-supplier
https://www.rnz.co.nz/news/national/412715/not-enough-protective-medical-gear-available-despite-govt-assurances-supplier
https://www.physioboard.org.nz/wp-content/uploads/2018/03/Physiotherapy-Board-Code-Standards-Thresholds.pdf
https://www.physioboard.org.nz/wp-content/uploads/2018/03/Physiotherapy-Board-Code-Standards-Thresholds.pdf
https://www.physioboard.org.nz/wp-content/uploads/2018/03/Physiotherapy-Board-Code-Standards-Thresholds.pdf
https://www.disabilitynewsservice.com/coronavirus-anger-over-terrifying-and-discriminating-intensive-care-guidance/
https://www.disabilitynewsservice.com/coronavirus-anger-over-terrifying-and-discriminating-intensive-care-guidance/
https://www.disabilitynewsservice.com/coronavirus-anger-over-terrifying-and-discriminating-intensive-care-guidance/
https://www.rnz.co.nz/news/on-the-inside/417007/COVID-19-another-example-of-too-many-mixed-results-for-new-zealand-s-disabled
https://www.rnz.co.nz/news/on-the-inside/417007/COVID-19-another-example-of-too-many-mixed-results-for-new-zealand-s-disabled
https://www.rnz.co.nz/news/on-the-inside/417007/COVID-19-another-example-of-too-many-mixed-results-for-new-zealand-s-disabled
https://doi.org/10.3138/ptc-2020-0031-gee
https://www.rnz.co.nz/news/national/412773/lack-of-caregivers-for-elderly-and-disabled-causes-turmoil
https://www.rnz.co.nz/news/national/412773/lack-of-caregivers-for-elderly-and-disabled-causes-turmoil
https://orapp.aut.ac.nz/bitstream/handle/10292/12324/FINAL-2016-survey.pdf?sequence=2&isAllowed=y
https://orapp.aut.ac.nz/bitstream/handle/10292/12324/FINAL-2016-survey.pdf?sequence=2&isAllowed=y
https://orapp.aut.ac.nz/bitstream/handle/10292/12324/FINAL-2016-survey.pdf?sequence=2&isAllowed=y
https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(20)30161-4/fulltext
https://doi.org/10.4102/hts.v74i1.4738
https://doi.org/10.4102/hts.v74i1.4738
http://www.hauora.maori.nz
http://www.hauora.maori.nz
https://doi.org/10.1080/15265161.2020.1779396 
https://doi.org/10.1080/15265161.2020.1779396 
https://doi.org/10.1111/j.1365-2702.2009.03088.x 
https://doi.org/10.1007/s11673-020-10005-y 
https://doi.org/10.1007/s11673-020-10005-y 
https://doi.org/10.2196/19462
https://doi.org/10.2196/19462
https://doi.org/10.7322/jhgd.v30.10086 
https://doi.org/10.7322/jhgd.v30.10086 
https://doi.org/10.2807/1560-7917.ES.2020.25.28.2001239 
https://doi.org/10.2807/1560-7917.ES.2020.25.28.2001239 
https://www.stats.govt.nz/experimental/COVID-19-data-portal
https://www.stats.govt.nz/experimental/COVID-19-data-portal
https://www.stats.govt.nz/news/disabled-people-fare-worse-in-work-and-wellbeing
https://www.stats.govt.nz/news/disabled-people-fare-worse-in-work-and-wellbeing
https://www.stats.govt.nz/information-releases/labour-market-statistics-disability-june-2020-quarter
https://www.stats.govt.nz/information-releases/labour-market-statistics-disability-june-2020-quarter
https://www.stats.govt.nz/information-releases/wellbeing-statistics-june-2020-quarter
https://www.stats.govt.nz/information-releases/wellbeing-statistics-june-2020-quarter
https://doi.org/10.1016/j.jphys.2020.03.011
https://doi.org/10.1016/j.jphys.2020.03.011


116 | NEW ZEALAND JOURNAL OF PHYSIOTHERAPY

Turk, M. A., Landes, S. D., Formica, M. K., & Goss, K. D. (2020). Intellectual 
and developmental disability and COVID-19 case-fatality trends: Trinetx 
analysis. Disability and Health Journal, 13(3) 100942. https://doi.org/
https://doi.org/10.1016/j.dhjo.2020.100942 

Turk, M. A., & McDermott, S. (2020). The COVID-19 pandemic and people 
with disability. Disability and Health Journal, 13(3), 100944. https://doi.
org/10.1016/j.dhjo.2020.100944 

Turolla, A., Rossettini, G., Viceconti, A., Palese, A., & Geri, T. (2020). 
Musculoskeletal physical therapy during the COVID-19 pandemic: Is 
telerehabilitation the answer? Physical Therapy, 100(8), 1260−1264. 
https://doi.org/10.1093/ptj/pzaa093 

United Nations. (2020, May). A disability-inclusive response to COVID-19. 
https://www.un.org/sites/un2.un.org/files/sg_policy_brief_on_persons_
with_disabilities_final.pdf

Waitangi Tribunal. (2019). Hauora. Report on stage one of the health services 
and outcomes kaupapa inquiry - Wai 2575. Waitangi Tribunal. https://
forms.justice.govt.nz/search/Documents/WT/wt_DOC_152801817/
Hauora%20W.pdf 

Watermeyer B. (2013). Towards a contextual psychology of disablism. (1st 
ed.). Routledge.

Webster, L. (2020, July 4). Coronavirus: Why disabled people are calling for a 
COVID-19 inquiry. BBC News. https://www.bbc.com/news/uk-53221435

Whitehead, M., & Dahlgren, G. (1991). What can be done about inequalities 
in health? Lancet, 338(8774), 1059–1063. https://doi.org/10.1016/0140-
6736(91)91911-d. 

Whitehead, M., & Dahlgren, G. (2006). Concepts and principles for tackling 
social inequities in health: Levelling up part 1 (pp. 460−474). World Health 
Organization: Studies on social and economic determinants of population 
health. http://www.enothe.eu/cop/docs/concepts_and_principles.pdf 

Wicclair, M. (2020). Allocating ventilators during the COVID-19 pandemic 
and conscientious objection. The American Journal of Bioethics, 20(7), 
204−207. https://doi.org/10.1080/15265161.2020.1777347 

World Health Organisation. (2011, December). World report on 
disability. https://www.who.int/disabilities/world_report/2011/report/
en/#:~:text=About%2015%25%20of%20the%20world’s,a%20
figure%20of%20around%2010%25

World Health Organisation. (2018, January). Disability and health. http://
www.who.int/mediacentre/factsheets/fs352/en/

World Health Organisation. (2020, March). Disability considerations during 
the COVID-19 outbreak. https://www.who.int/publications/i/item/WHO-
2019-nCoV-Disability-2020-1

Woolf, S. H., Chapman, D. A., Sabo, R. T., Weinberger, D. M., Hill, L., & 
Taylor, D. D. (2020). Excess deaths from COVID-19 and other causes, 
March-July 2020. Journal of the American Medical Association, 324(15), 
1562−1564. https//doi.org/10.1001/jama.2020.19545

https://doi.org/https://doi.org/10.1016/j.dhjo.2020.100942 
https://doi.org/https://doi.org/10.1016/j.dhjo.2020.100942 
https://doi.org/10.1016/j.dhjo.2020.100944 
https://doi.org/10.1016/j.dhjo.2020.100944 
https://doi.org/10.1093/ptj/pzaa093 
https://www.un.org/sites/un2.un.org/files/sg_policy_brief_on_persons_with_disabilities_final.pdf
https://www.un.org/sites/un2.un.org/files/sg_policy_brief_on_persons_with_disabilities_final.pdf
https://forms.justice.govt.nz/search/Documents/WT/wt_DOC_152801817/Hauora%20W.pdf 
https://forms.justice.govt.nz/search/Documents/WT/wt_DOC_152801817/Hauora%20W.pdf 
https://forms.justice.govt.nz/search/Documents/WT/wt_DOC_152801817/Hauora%20W.pdf 
https://www.bbc.com/news/uk-53221435
https://www.thelancet.com/journals/lancet/article/PII0140-6736(91)91911-D/fulltext
https://www.thelancet.com/journals/lancet/article/PII0140-6736(91)91911-D/fulltext
http://www.enothe.eu/cop/docs/concepts_and_principles.pdf
https://doi.org/10.1080/15265161.2020.1777347 
https://www.who.int/disabilities/world_report/2011/report/en/#:~:text=About%2015%25%20of%20the%20world�s,a%20figure%20of%20around%2010%25
https://www.who.int/disabilities/world_report/2011/report/en/#:~:text=About%2015%25%20of%20the%20world�s,a%20figure%20of%20around%2010%25
https://www.who.int/disabilities/world_report/2011/report/en/#:~:text=About%2015%25%20of%20the%20world�s,a%20figure%20of%20around%2010%25
https://www.who.int/publications/i/item/WHO-2019-nCoV-Disability-2020-1
https://www.who.int/publications/i/item/WHO-2019-nCoV-Disability-2020-1

