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ABSTRACT
Objective  The aim of this study was to examine the 
epidemiology of disability in India and assess access to 
disability support and rehabilitation services by people 
with disability (PWD).
Design  This study is a secondary analysis of data from 
the 76th round of the National Sample Survey (2018), 
focusing on disability in India.
Setting  The survey employed a stratified two-stage 
sampling design based on Census 2011, covering all 
states and union territories of India. Villages and urban 
blocks were selected in the first stage, while households 
were chosen in the second stage across rural and urban 
areas.
Participants  The survey included data from a population 
of 576 796 individuals residing in 118 152 households 
from 8992 village/urban blocks (5378 rural villages and 
3614 urban blocks). The analysis focused on 107 125 
individuals (61 707 male and 45 305 female) who reported 
at least one disability.
Outcome measures  The primary outcome was ‘any 
disability’. Secondary outcomes included access to 
disability support and rehabilitation services, which 
assessed difficulties in accessing public buildings and 
transport, loss of employment after disability, availability 
of government support, enrolment in special schools, and 
possession of a disability certificate.
Results  The overall weighted disability prevalence was 
2.2%, with significant disparities across sociodemographic 
characteristics. Among PWD, 45.9% of those who acquired 
disability after birth were aged between 15 years and 59 
years, and 20.8% received no government aid. About 40% 
of PWD struggled to use public transport, and 57.7% had 
difficulties accessing public buildings. Additionally, 60.7% 
reported job loss due to disability, and 69.6% lacked a 
disability certificate.
Conclusion  This study highlights disparities faced by 
PWD in accessing disability support and rehabilitation 
services. There is an urgent need for concerted efforts to 
minimise such experiences. This will help us enhance the 
well-being and participation of PWD and empower them to 
contribute to society with their true potential.

INTRODUCTION
As per the United Nations Convention on the 
Rights of Persons with Disabilities (CRPD), 
people with disability (PWD) include those 
who have long-term physical, mental, intellec-
tual, or sensory impairments which, in inter-
action with various barriers, may hinder their 
full and effective participation in society on an 
equal basis with others.1 Disability is a global 
concern, impacting 1.3 billion people, or 16% 
of the population.2 The WHO and the World 
Bank’s World Report on Disability highlight 
that 80% of the global disabled population 
is of working age, with a substantial propor-
tion residing in developing countries.3 India 
is one of the most populous countries, with 
a concerning proportion of PWD.4 With the 
increasing proportion of the geriatric popula-
tion, the burden of disability has also propor-
tionately increased (from 21.9 to 26.8 million) 
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assessments of accessibility issues of people living 
with disability, based on data from the 76th round of 
the National Sample Survey (2018).

	⇒ We estimated the proportion of people with disability 
(PWD) who could access basic services through a 
weighted analysis that makes the results generalis-
able and highlights actionable points.

	⇒ The lack of a standardised definition of disability 
was the critical limitation of the study, which re-
stricts subnational and national comparisons over 
time and regions.

	⇒ The possibility of estimates being affected by recall 
bias and social desirability bias cannot be ruled out.

	⇒ We were limited by the number of variables avail-
able in the primary data, which restricted us from 
making further conclusions about the social inclu-
sion of PWD.
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over the last two rounds of the national census (2001–
2011).5 6 The reports from the 2011 Census and the 76th 
round of the National Sample Survey (NSS) estimate 
disability prevalence to be around 2.2%.7 However, the 
fifth round (2019–2021) of the Indian National Family 
Health Survey (a large-scale nationally representative 
survey with repeated cross-sectional design) estimates an 
overall disability prevalence of 4.52%.8 The discrepancy 
in available estimates is due to methodological differ-
ences, poor quality and inconsistent data, and lack of a 
standardised definition, which underscores the intricate 
nature of disability.9 10

The CRPD identifies disability as an evolving concept 
and highlights the constantly changing needs of PWD, 
which are largely unmet.1 11 12 The different articles of 
CRPD (6, 7, 9, 24 and 27) focus on key aspects such as 
gender, age, accessibility, education and employment to 
empower PWD by addressing specific needs. For instance, 
Article 6 caters to gender-related needs, which may 
include protections against gender-based discrimination 
and access to reproductive healthcare, while Articles 7 
and 24 focus on the needs of children with disability and 
ensure inclusive education. Article 9 ascertains that older 
adults with disability have access to necessary social and 
healthcare services. These measures aim to enable inde-
pendent living and full participation in all aspects of life, 
ensuring that PWD are not deprioritised compared with 
the general population.13–17 The limited priority given to 
the needs of PWD in society increases the existing dispar-
ities, leading to poorer health outcomes, lower educa-
tional attainment and reduced economic opportunities, 
thereby exacerbating social inequities.18 Addressing these 
disparities is a global priority as mandated by the second 
principle of the Sustainable Development Goals, ‘Leave 
no one behind’, which is the central, transformative 
promise of the Agenda 2030.19 International human rights 
law, including the CRPD, Convention on the Elimination 
of All Forms of Discrimination Against Women, Conven-
tion on the Rights of the Child, International Covenant 
on Civil and Political Rights, International Covenant on 
Economic, Social and Cultural Rights, collectively uphold 
the principles of equality and non-discrimination, obligate 
each country to address the inequalities faced by PWD, 
ensuring that they have equitable access to services, full 
participation in society, and protection from exclusionary 
practices.1 20 Between March 2007 and January 2025, 192 
parties, including India, formally agreed to the CRPD. 
Despite progress, there remains a gap in fully recognising 
and upholding the rights and needs of PWD.18 The needs 
of PWD can span from personal functional assistance (daily 
activities and extent of disability), social integration (living 
conditions, caregivers and public accessibility), economic 
rehabilitation (impact on employment and finances) to 
service access (certification and receipt of government/
non-government organisation (NGO) support) necessi-
tating a comprehensive approach.21 However, access to 
such services is less studied, so it is crucial to highlight 
disparities that affect the disability care continuum and 

limit the efforts to minimise social exclusion of PWD and 
foster a social environment that is inclusive and accessible 
to all.21 22

Previous literature from India has primarily focused 
on the epidemiology of disability.10 The lack of disability-
friendly infrastructure, affordable assistive technologies, 
support services, including personal assistance, therapy, 
aids and vocational rehabilitation, and comprehensive 
care perpetuates inequalities.23 However, it remains 
underexplored by the scientific community. Within this 
context, the 76th NSS collects data regarding disability 
and access of PWD to various disability support and reha-
bilitation services, thus providing an opportunity to study 
them.7 Thus, the primary aim of the study was to explore 
the epidemiology of disability and the accessibility of PWD 
to various disability support and rehabilitation services to 
provide insights for specific interventions.

METHODS
Data sources
We conducted a secondary analysis of the cross-sectional 
data from the 76th NSS conducted by the Ministry of Statis-
tics, Planning, and Implementation (MoSPI) between 
July and December 2018. MoSPI has formulated a code 
of ethics and sets out certain standards of conduct for 
the members of the survey committees (group of people 
appointed to conduct and supervise the survey). The data 
for National Sample Survey Office (NSSO) is collected 
per the Collection of Statistics Act, 2008, which ensures 
transparency in data collection by issuing public notifi-
cations outlining the subject, purpose and methodology 
of the survey. Participation in these surveys is generally 
voluntary, with respondents providing implied consent by 
answering survey questions after being informed about 
the study’s objectives. Additionally, the Act mandates 
confidentiality safeguards, ensuring that collected data 
are used solely for statistical purposes. While respondents 
are legally obligated to provide accurate information, 
the data remain anonymous and protected. Thus, the 
NSSO follows ethical guidelines to uphold privacy while 
maintaining the integrity of national statistics.24 The NSS 
collects socioeconomic data using interviews through 
scientific sampling methods and serves as a crucial tool 
to gauge various socioeconomic aspects across all states 
of India. Its primary objective is to identify unmet needs 
within the population, thereby aiding the government in 
formulating effective policies to address them.

The survey made its first attempt to collect information 
on the number of PWD during the 15th round (July 1959 
to June 1960).25 In the 76th round, the main objective 
of the survey was to estimate indicators of incidence and 
prevalence of disability, cause of disability, age at onset of 
disability, facilities available to the PWD, difficulties faced 
in accessing public building/public transport, arrange-
ment of regular caregiver, out-of-pocket expense relating 
to disability, etc, using a structured questionnaire.26 
Further, estimates were obtained on various employment 
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and unemployment particulars in usual status for the 
household members with at least one disability. For PWD 
aged 12–59 years, information was collected on whether 
or not they received vocational/technical training and 
details related to such training.

Sampling design and sample size
The 76th NSS employed a stratified two-stage sampling 
design, using Census 2011 as the sampling frame.7 The 
survey commenced on 1 July 2018 for 6 months. In the 
first stage, villages/urban blocks were selected, followed 
by the selection of households in rural and urban areas 
in the second stage. This round of NSS encompassed 
all states and union territories (UT) of India except 
the villages in Andaman and Nicobar Islands, which are 
difficult to access, covering a total of 8992 village/urban 
blocks (5378 rural villages and 3614 urban blocks) and 
including 118 152 households representing a population 
of 576 796 individuals (402 589 in rural areas and 173 980 
in urban areas). Within this, the present study focuses on 
107 125 individuals, consisting of 61 707 men and 45 418 
women, who reported at least one disability during the 
survey.

Study variables
Dependent variable
The presence of ‘any disability’ was our primary depen-
dent variable. MoSPI defines a ‘Person with disability’ as 
a person with a long-term physical, mental, intellectual or 
sensory impairment which, in interaction with barriers, 
hinders full and effective participation in society equally 
with others.7 The variable is created by the presence of at 
least one condition among all seven disability types, elab-
orated subsequently

Locomotor disability
A person was categorised as living with locomotor disability 
based on a positive response to any of the following three 
conditions: ‘(i) whether having difficulty in using hands, 
fingers, toes, body movement (including cerebral palsy, muscular 
dystrophy); (ii) whether having loss of sensation in the body due 
to paralysis, leprosy, other reasons; or (iii) whether having defor-
mity of the body part(s) like hunch back, dwarfism, deformity due 
to leprosy, caused by acid attack, etc’.

Visual disability
It was identified using a direct question: ‘Whether having 
difficulty in seeing, counting fingers of hand from a distance of 
10 feet (with spectacles, if using, and both eyes taken together)’.

Hearing disability
The categorisation was based on the question: ‘Whether 
having difficulty in hearing day-to-day conversational speech 
(without hearing aid, if using, and both ears taken together)’.

Speech and language disability
It was assessed using the question: ‘Whether having difficulty 
in speech (unable to speak like a normal person/ speech is not 

comprehensible, including laryngectomy, aphasia) which is base 
for speech disability’.

Intellectual disability
The variable has been prepared based on the question: 
‘Whether having difficulty in understanding/ comprehension 
or communicating in doing daily activities’. The manuscript 
adopts the term ‘intellectual disability’ in place of the 
outdated and potentially stigmatising term ‘mental retar-
dation’, which was used in the original survey, and better 
aligns with current international standards and person-
first language conventions.

Mental illness
This disability was identified when there was a posi-
tive response to any of the three conditions: ‘(i) whether 
having unnecessary and excessive worry and anxiety, repetitive 
behaviour/ thoughts, changes of mood or mood swings, talking/
laughing to self, staring in space; (ii) whether having unusual 
experiences of hearing voices, seeing visions, strange smell or 
sensation or strange taste; or (iii) whether having unusual 
behaviour or difficulty in social interactions and adaptability’.

Other disability
To identify other types of disability of the persons, the 
following question was used: ‘Whether having any of the 
following: Parkinson’s disease, multiple sclerosis, other chronic 
neurological conditions, thalassemia, haemophilia, sickle cell 
disease’.

The access to disability support and rehabilitation 
services by the PWD was a secondary dependent variable. 
For this study, we adopted the United Nations CRPD 
definition of ‘disability support’, which is stated as ‘the 
means to ensure that PWD can fully enjoy their rights 
and participate equally in society’. The original survey 
assessed disability support by estimating the proportion 
of PWD ever receiving any aid/help (received aid/help 
from government, or received aid/help from organisa-
tions other than government, did not receive aid/help), 
living arrangement (living alone or with a spouse, living 
with others), arrangement of regular caregiver (caregiver 
required but not available, caregiver is not required, care-
giver is available), access to public transport (yes, no), 
access to public building (yes, no), difficulty faced in 
accessing public building (difficulty faced due to stairs and 
non-availability of ramp, grooved tiles or lift, in opening 
doors, no seating arrangement: in the waiting area, at 
the point of receiving service, no special toilet seats, no 
sign for direction/instruction/no public announce-
ment system, no difficulty faced, and others), employed/
working before onset of disability (yes, no), disability 
causing loss or change in job (loss of work, change of 
work, no loss or change of work), having disability certif-
icate (yes, no), and percentage of disability as per certif-
icate (40%–60%, 60%–80%, >80%, and none of these). 
Disability certificates are issued to PWD by the competent 
medical authorities notified by the state/UT government 
and aim to encourage transparency, efficiency and ease 
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of delivering the government benefits to the person with 
disabilities and to ensure uniformity.27 28

Predictor variables
The predictor variables were chosen in the present 
study following a literature review and the scope of data 
collected in the original survey.29–32 We included age 
group (completed years) categorised as; up to 5, 6–17, 
18–35, 36–49, 50–65 and 65+ completed years, sex (male, 
female), marital status (never married, ever married, 
widowed, divorced/separated), area of residence (rural, 
urban), educational attainment (non-literate, literate but 
not formal, up to primary, up to secondary), preferred 
religion (Hindu, Islam, others), social group (sched-
uled tribe, scheduled caste, other disadvantaged classes 
(terminology used in the survey was ‘other backward 
classes’), general), Wealth Index (poorer, poor, middle, 
richer, richest), regions of India (northern, southern, 
western, eastern, north-eastern and central). For readers 
outside India, the term ‘backward class, scheduled caste 
and scheduled tribe’ refers to socially and educationally 
disadvantaged groups legally recognised by the constitu-
tion of India, that have historically faced discrimination 
and marginalisation, and aim to promote social justice by 
reducing disparities, enhancing representation in educa-
tion and employment, and fostering socioeconomic 
inclusion.33

Specifically, PWD were characterised using variables 
like causes of disability (disease, other than disease due 
to burn, injuries other than burn, other causes), age at 
the onset of disability (0–4, 5–14, 15–59, and 60 years and 
above), the origin of disability from birth (yes, no, not 
known), disability commenced in the last 365 days (yes, 
no), place of occurrence of disability (workplace, road, 
home, other places), treatment taken/undergoing treat-
ment (yes: consulting doctor, otherwise, yes: consulting 
doctor, plus undergoing treatment, otherwise, attending 
special school/special therapy, cannot afford treatment, 
no treatment available for the disability, not required and 
not known).

Statistical methods
The prevalence, along with the dispersion of all disability 
variables, was estimated as part of a univariate analysis 
by using already calculated sampling weights with clus-
tering as provided with the data sets.34 The details of 
sampling weight have been described in the NSS 76th 
round report. We used the .svy command to sample 
weights.35 Further, the prevalence of all disability types 
was estimated per socioeconomic characteristics, and the 
associations were tested using bivariate analysis through 
a χ2 test. The access to different services was depicted 
using weighted proportions. Missing data were handled 
using the available case analysis (ACA) technique, where 
estimates were generated based on the available data. 
This resulted in varying sample sizes across variables 
but allowed for greater data retention than listwise dele-
tion. Little’s Missing Completely at Random test assessed 

whether the missingness was related to observed variables. 
The test results indicated that the data were not missing 
completely at random but were likely dependent on 
observed variables, suggesting that the data were missing 
at random. Therefore, the use of ACA was considered 
appropriate for preserving more data while minimising 
potential bias compared with listwise deletion. Further, 
a sensitivity analysis was conducted to assess the robust-
ness of the findings to different missing data handling 
techniques. Results obtained using ACA were compared 
with those from Complete Case Analysis, and the findings 
were consistent across the two methods. Lastly, multivari-
able binary logistic regression analysis was used to explore 
the independent variables affecting the likelihood of 
living with ‘any disability’ coded as 1 and 0. Additionally, 
binary logistic regressions are employed on all seven types 
of disability. The analysis depicted the unadjusted and 
adjusted ORs (95% CI). All values of p<0.05 were consid-
ered statistically significant. All the analysis was done 
using Stata V.17.0. Graphical maps were created using MS 
Excel sheets to depict the regional disparities.

Patient and public involvement
None.

RESULTS
Table  1 provides a comprehensive overview of the 
weighted prevalence of different types of disability across 
various sociodemographic characteristics in India. Of 
the participants, 107 125 (2.2%) had at least one form of 
disability. The majority of such participants had a loco-
motor disability 61 981 (1.36%), followed by hearing 
15 294 (0.30%), visual 11 977 (0.23%), speech-related 
12 661 (0.23), intellectual 8564 (0.16%), mental illness 
6751 (0.16%), and other types 3121 (0.05%) of disability. 
The highest prevalence of any disability, locomotor, 
speech and ‘other’ disability was seen in those aged 
50–65 years. However, the proportion of participants with 
visual and hearing disability was highest in the eldest age 
group, while intellectual disability and mental illness were 
highest in the 6–35 years age group. Disability prevalence 
was notably higher among older individuals, men, rural 
populations, and those from lower socioeconomic back-
grounds with minimal or no educational attainment, and 
living in the southern part of India.

We further assessed the origin of disability as per the 
type (table  2). The most common cause of locomotor 
and speech disability was disease 28 673 (46.3%) and 
1246 (61.9%), respectively, while ‘other causes’ were most 
commonly involved in visual 538 (46.5%) and hearing 
637 (49.7%) disabilities. Around 11 488 (18.5%) of PWD 
had their disability from birth. Of the total participants, 
2987 (6.1%) participants acquired their disability in the 
last year preceding the survey. The most common place 
of disability origin was road 5977 (41.9%), followed by 
home, 4693 (32.9%). Only 17 329 (28%) of PWD were 
consulting doctors and undergoing treatment.
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Table 3 depicts the living conditions of PWD and access 
to crucial services, and online supplemental table 1 
provides results in more detail for each type of disability. 
Overall, nearly half of the PWD who did not have 
disability since birth were 15–59 years old (45.9%), while 
nearly a fifth (20.8%) had received aid or help from the 
government. 57% of PWD lived with their spouses, and 
62.8% reported that caregivers were available. About 40% 
reported an inability to use public transport, while 54.4% 
reported inaccessibility to public buildings. Further, 
57.7% of PWD reported facing difficulties while accessing 
public buildings. Around 60.7% of PWD reported a loss 
of work due to disability onset, and 69.6% did not have 
any official document certifying their disability for admin-
istrative purposes. Figure 1 further depicts the geograph-
ical disparities in the PWD’s access to basic services.

Table 4 demonstrates the multivariable binary logistic 
regression analysis results to present the sociodemo-
graphic variables affecting the likelihood of living with 
any disability. We found a significantly higher likelihood 
of living with disability with increasing age (adjusted OR: 
58.4; 95% CI 55.4 to 61.5 in >65 years vs up to 5 years), 
urban residence (1.3; 1.2–1.3) versus rural, social castes 
(1.3; 1.3–1.3 in general caste) versus scheduled tribes, 
and living in the southern region of India (1.1; 1.1–1.2) 
compared with those from North India. However, female 
sex (0.6; 0.6–0.6), more years of education (0.3; 0.3–0.3), 
Islam followers (0.9; 0.9–0.9), currently married/widowed 
versus never married (0.3; 0.3–0.3), and higher socioeco-
nomic status (0.5; 0.5–0.5) depicted significantly lower 
likelihood of living with disability. Online supplemental 
table 2 provides results from the more detailed regression 
analysis for each type of disability.

DISCUSSION
We report an investigation that assesses the epidemiology 
of PWD and their access to disability support and reha-
bilitation services in India using nationally representative 
data. Our key findings have profound policy implications. 

Table 3  Access to disability support and rehabilitation 
services by the person with disability as per the 76th round 
of the National Sample Survey (2018), India

Living conditions of the person 
with disability (n=sample 
included in the analysis) Weighted percentage

Age at the onset of disability* (n=48 727)

 � 0–4 years 17.2

 � 5–14 years 9.0

 � 15–59 years 45.9

 � 60 years and above 28.0

Receipt of aid/help (n=61 712)

 � Received aid/help from the 
government

20.8

 � Received aid/help from 
organisations other than the 
government

4.1

 � Did not receive aid/help 75.1

Living arrangement (n=61 962)

 � Living alone or with a spouse 57.0

 � Living with others 43.0

Arrangement of regular caregiver (n=61 980)

 � Caregiver required but not 
available

0.1

 � Caregiver is not required 37.1

 � Caregiver is available 62.8

Access to public transport (n=61 980)

 � Yes 59.6

 � No 40.4

Accesses to public building (n=61 980)

 � Yes 45.6

 � No 54.4

Difficulty faced accessing public building (n=27 756)

 � Difficulty faced: Due to stairs 
and non-availability of ramp, 
grooved tiles or lift

57.7

 � In opening doors 4.4

 � No seating arrangement: in the 
waiting area

1.6

 � At the point of receiving service 0.8

 � No special toilet seats 0.7

 � No sign for direction/instruction/
no public announcement 
system

0.3

 � No difficulty faced 27.6

 � Others 7.0

Employed/working before onset of disability (for persons of age 15 
years and above; n=55 819)

 � Yes 40.3

 � No 59.7

Disability causing loss or change in job (n=21 559)

 � Loss of work 60.7

 � Change of work 18.3

Continued

Living conditions of the person 
with disability (n=sample 
included in the analysis) Weighted percentage

 � No loss or change of work 21.3

Having a disability certificate (n=61 980)

 � Yes 30.4

 � No 69.6

Percentage of disability as per the certificate (n=20 213)

 � <60% 49.3

 � ≥60 to <80% 36.3

 � ≥80% 12.8

 � None of these 1.6

*For those who have not had a disability since birth.

Table 3  Continued

https://dx.doi.org/10.1136/bmjopen-2024-090220
https://dx.doi.org/10.1136/bmjopen-2024-090220
https://dx.doi.org/10.1136/bmjopen-2024-090220
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First, we identify concerning disparities in disability prev-
alence across sociodemographic groups. Second, a fifth 
of PWD reported acquiring their disability at birth. Third, 
the most common place of disability origin was the road, 
followed by home. Fourth, approximately half of PWD 
reported challenges in using public transport and build-
ings. Lastly, the majority of PWD reported a loss of work 
due to disability onset and lacked official certification of 
their disability.

Disability prevalence was notably higher among older 
individuals, men, rural populations and those from lower 
socioeconomic backgrounds. Despite a modest 2.2% 
prevalence rate, this figure represents around 30 million 
people in India, and it is expected to rise, indicating an 
urgent need for attention. While there was a prepon-
derance of men with locomotor disability, speech and 
language disabilities were significantly higher in women. 
As per the estimates obtained from the previous 36th, 
47th and 58th rounds of NSS, there is a constant rise in 
disability prevalence in rural (1.8% in the 36th round to 
2.3% in the 76th round) as well as urban (1.4% in the 
36th round to 2.0% in the 76th round) areas, with the 
overall increase from 1.6% in the 36th round in year 1981 
to 2.2% in the 76th round in the year 2018.7 Secondary 
analysis of another national survey (National Family 
Health Survey round 5, 2019–21) depicts an overall 

disability prevalence of 0.95%, with a higher proportion 
of locomotor disability (0.4%), followed by mental illness 
(0.2%).9

We observed that a high proportion of survey partic-
ipants had their disability from birth. However, the 
available data limit our further understanding of such 
disability, whether the onset was intrauterine or acquired 
during the birthing process. Such limited information 
still necessitates mitigation strategies targeting preg-
nant women by ensuring accessibility to screening for 
intrauterine pathologies causing disability, such as 
Down’s syndrome and intellectual disability, and later 
extending the access to screening for auditory and visual 
disability.36 Further, adopting more rigorous screening 
toolkits and investigations for newborns at the primary 
healthcare level through the expansion of the Rashtriya 
Bal Swasthya Karyakram, Indian national programme 
that involves screening of children from birth to 18 years 
of age, for 4 Ds—Defects at birth, Diseases, Deficiencies 
and Development delays, spanning 32 common health 
conditions for early detection and free treatment and 
management, including surgeries at the tertiary level 
would help in increasing the scope for early psycholog-
ical or therapeutic interventions that would impact the 
quality of life of children with disability.37 In addition, 
the Pradhan Mantri Jan Arogya Yojana offers free health-
care for children with disability who are not covered 
under the Rashtriya Bal Swasthya Karyakram (RBSK) 
scheme.38 39

The most common place of disability origin was the 
road, followed by home. Trauma is an important cause 
of locomotor disability, and in India, it is the second most 
common cause of locomotor disability.40 Previous esti-
mates suggest that road crashes maximally impact the 
poorest quintiles. A lack of appropriate safety gear while 
on the road is often a factor in road trauma. People who 
experience road trauma often have inadequate access to 
medical and social safety nets after injury.41 42 Anecdotal 
evidence from Chandigarh, a Union Territory of India, 
suggests that strict compliance with traffic rules can mutu-
ally benefit the public and the administration. On one 
side, it reduces morbidity due to road traffic accidents, 
while on the other side, penalties due to non-compliance 
generate revenues and raise awareness. An increasing 
number of domestic accidents is equally concerning.43 
Domestic accidents may be under-reported as most 
of the domestic injuries are considered minor, often 
neglected, and may be easily forgotten and subject to 
recall bias. This changing trend is similar to many devel-
oped nations where more accidents happen at home 
than anywhere else. We expect an increase in such inci-
dents with increasing population and population density. 
Domestic accidents depend on the physical and social 
environments and also on the functional capacity of the 
individual. While road traffic accidents are unforeseen 
and unexpected, it is generally accepted that domestic 
accidents can be prevented and minimised by taking 
adequate safety measures well in time.44

Figure 1  Geographical disparities in the difficulties faced 
by people living with disability as per the 76th round of the 
National Sample Survey, India.
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Table 4  Multivariable binary logistic regression analysis exploring the likelihood of living with any disability per the 76th round 
of the National Sample Survey, India

Unadjusted OR (95% CI) P value Adjusted OR (95% CI) P value

Age group (completed years)

 � Up to 5 years Reference value Reference value

 � 6–18 years 2.1 (2 to 2.1) <0.001 3.5 (3.4 to 3.7) <0.001

 � 19–35 years 2.3 (2.2 to 2.4) <0.001 8.4 (8 to 8.8) <0.001

 � 36–49 years 3.5 (3.4 to 3.7) <0.001 17.6 (16.8 to 18.5) <0.001

 � 50–65 years 6.4 (6.1 to 6.7) <0.001 25.8 (24.5 to 27.1) <0.001

 � 65+ years 17.5 (16.7 to 18.2) <0.001 58.4 (55.4 to 61.5) <0.001

Sex

 � Male Reference value Reference value

 � Female 0.7 (0.7 to 0.7) <0.001 0.6 (0.6 to 0.6) <0.001

Place of residence

 � Rural Reference value Reference value

 � Urban 1.02 (1.01 to 1.03) 0.03 1.3 (1.2 to 1.3) <0.001

Social group

 � Scheduled tribe Reference value Reference value

 � Scheduled caste 1.1 (1.1 to 1.1) <0.001 1.1 (1.1 to 1.2) <0.001

 � Other disadvantaged classes* 1.1 (1 to 1.1) <0.001 1.1 (1.1 to 1.2) <0.001

 � General 1.1 (1.1 to 1.1) <0.001 1.3 (1.3 to 1.3) <0.001

Educational attainment

 � No education Reference value Reference value

 � Up to primary class 0.5 (0.5 to 0.5) <0.001 0.5 (0.5 to 0.5) <0.001

 � Up to secondary class 0.4 (0.4 to 0.4) <0.001 0.4 (0.4 to 0.4) <0.001

 � Graduate and above 0.3 (0.3 to 0.4) <0.001 0.3 (0.3 to 0.3) <0.001

Preferred religion

 � Hindu Reference value Reference value

 � Islam 0.8 (0.8 to 0.9) <0.001 0.9 (0.9 to 0.9) <0.001

 � Others 0.9 (0.9 to 1) <0.001 1 (1 to 1.1) 0.019

Marital status

 � Never married Reference value Reference value

 � Currently married 1.3 (1.3 to 1.3) <0.001 0.3 (0.3 to 0.3) <0.001

 � Widowed 5.9 (5.8 to 6.1) <0.001 0.6 (0.5 to 0.6) <0.001

 � Divorced/separated 4.4 (4.1 to 4.8) <0.001 1.1 (1 to 1.2) 0.011

Wealth Index

 � Poorest Reference value Reference value

 � Poor 0.6 (0.6 to 0.6) <0.001 0.7 (0.7 to 0.7) <0.001

 � Middle 0.6 (0.5 to 0.6) <0.001 0.6 (0.6 to 0.6) <0.001

 � Richer 0.5 (0.5 to 0.5) <0.001 0.5 (0.5 to 0.6) <0.001

 � Richest 0.4 (0.4 to 0.4) <0.001 0.5 (0.5 to 0.5) <0.001

Regions of India

 � Northern Reference value Reference value

 � Southern 1.42 (1.39 to 1.46) <0.001 1.1 (1.1 to 1.2) <0.001

 � Western 1.13 (1.1 to 1.16) <0.001 1 (1 to 1.1) 0.065

 � Eastern 1.15 (1.13 to 1.18) <0.001 1 (0.9 to 1) 0.001

 � North-eastern 1 (0.97 to 1.03) 0.961 1 (1 to 1) 0.361

 � Central 1.01 (0.98 to 1.03) 0.653 0.9 (0.8 to 0.9) <0.001

*Terminology used in the survey was ‘other backward classes’.
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We observed that there is scope for improving the acces-
sibility of public buildings and transport for the PWD; 
these facilities must accommodate the PWD’s needs. 
Various schemes and initiatives demonstrate the Indian 
government’s commitment to securing the rights and 
welfare of disabled populations in the country. India’s 
commitment to the CRPD is embodied in the Rights of 
Persons with Disabilities Act of 2016 (RPWD Act, 2016). 
It emphasises dignity, autonomy and non-discrimination 
for PWD.45 The Act further mandates inclusive education, 
vocational training and self-employment opportunities 
without discrimination. To increase the accessibility of 
public buildings, the RPWD Act, 2016 and the National 
Building Code of India 2016 outline expanded guide-
lines for building accessibility.46 Compliance with these 
standards has been made compulsory, with responsibility 
falling on those involved in commissioning, designing, 
constructing or managing built environments. The 
building design must adhere to relevant legislation, 
including equality and safety regulations. This focus on 
accessibility has fostered the adoption of universal design 
concepts, leading to numerous best practices for creating 
inclusive environments. These encompass accessible 
buildings, parking areas, parks and recreational facilities, 
reflecting a concerted effort to ensure equal access and 
inclusion for PWD in the built environment.

Government schemes to improve inclusion and access
The government has a variety of healthcare schemes, 
such as the Assistance to Disabled Persons for Purchase/
Fitting of Aids and Appliances, which caters to the specific 
needs of PWD and provides assistive devices, aids such as 
wheelchairs, hearing aids and prosthetic limbs at subsi-
dised rates.47 The Deendayal Disabled Rehabilitation 
Scheme (DDRS) provides financial assistance to NGOs 
for various rehabilitation services for PWD.48 However, 
the scheme faces inconsistencies in service availability 
across different states. The lack of standardisation in 
rehabilitation programmes results in variable quality of 
care, while administrative delays in fund disbursement 
further hinder its effectiveness.49 Moreover, rural and 
economically weaker sections often struggle to access 
these services, limiting the scheme’s reach and equity. 
While DDRS aligns with the principle of equal opportuni-
ties under the RPWD Act, 2016, its impact is weakened by 
poor implementation and inadequate monitoring mech-
anisms. Apart from catering to the healthcare needs of 
PWD, we must address specific issues related to health 
and ethics and the need to shift societal attitudes towards 
PWD to improve social inclusion.50

In addition to health-related needs, the government 
of India has taken several steps to secure PWD’s social 
rights. The Right to Education Act aims to provide free 
and compulsory education for children with disabilities 
up to 18 years of age.51 The ‘Samagra Shiksha Abhiyan’ 
integrates children with disability into mainstream educa-
tion.52 The National Education Policy 2020 also prior-
itises ‘inclusion’ by aiming to fully integrate children 

with disabilities into the mainstream education system, 
providing necessary accommodations and support to 
ensure their active participation in the learning process 
without segregation or discrimination; this includes 
accessible infrastructure, specialised teaching methods 
and assistive technologies tailored to individual needs.53 
Training gaps among teachers working with PWD, a lack 
of assistive technology and poor enforcement of inclu-
sive education policies hinder meaningful inclusion.54 
The government-funded higher education institutions 
in India reserve 5% of seats for PWD to foster diversity 
and enhance employment opportunities. However, the 
effectiveness of such policies is hindered by challenges,55 
such as infrastructural barriers, lack of accessible learning 
materials and inadequate support services. Many PWD 
lack access to skill development programmes, limiting 
their employability. The government also provides finan-
cial assistance and benefits to PWD through schemes like 
the National Handicapped Finance and Development 
Corporation (NHFDC), which offers loans and subsidies 
for education and training or self-employment ventures.56

Employment can enhance social sustainability and indi-
vidual well-being.57 However, we observed that a very high 
proportion of PWD had a change or loss of their jobs due 
to the onset of disability. Loss of jobs can be linked to the 
social stigma associated with impairment or disability and 
the perception of such people as being less productive. 
Many employers have ill-founded views about the work-
related abilities of PWD; these negative views are often a 
result of inter-related concerns that permeate the entire 
employment cycle.58 It is to be emphasised that negative 
attitudes towards disability disempower PWD and lead to 
social exclusion. By contrast, a healthy society encour-
ages positive attitudes towards PWD and promotes social 
inclusion.59 Various initiatives have been introduced to 
promote employment opportunities for PWD. However, 
a lack of awareness and red tape discourages many PWD 
from receiving employment benefits. While the RPWD 
Act mandates non-discrimination in employment, the 
absence of accountability measures continues to hinder 
its success. Many PWD also lack formal certification, as 
seen in our study, restricting their access to essential 
services and benefits.60 61

Other prominent schemes introduced for PWD in 
India include the NHFDC, which provides financial 
assistance to PWD for self-employment, education, and 
training; Scheme for Implementation of Persons with 
Disabilities Act to create barrier-free environments and 
improve the quality of life for PWD; Accessible India 
Campaign (Sugamya Bharat Abhiyan) focuses on making 
public infrastructure and transportation accessible for 
PWD; and Inclusive Education for Disabled at Secondary 
Stage supports the inclusive education of students with 
disability at the secondary level.56 62 63 Despite multiple 
policy frameworks supporting disability inclusion, several 
gaps remain in implementation and enforcement.64 
The mere existence of legislation and policies does not 
guarantee their effectiveness. There is a pressing need 
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for stronger monitoring mechanisms, improved finan-
cial transparency and enhanced awareness campaigns 
to bridge the gap between policy intent and real-world 
impact. The government must prioritise accountability 
measures to ensure scheme implementation, and greater 
investment in infrastructure and assistive technologies to 
create an inclusive environment for PWD.65

Strengths and limitations
The study’s major strength lies in its novelty by bringing 
social science and medicine to a common platform. The 
estimates generated using weighted analysis are nationally 
representative and depict strong external validity due to 
their national coverage, stratified sampling approach and 
standardised definitions. The emerging results can serve 
as robust evidence to help guide policy that improves 
accessibility. The present study takes a novel approach 
by initially delineating the proportions of various types 
of disability. Subsequently, it delves into the analysis 
concerning ‘any disability’, thus unveiling unique char-
acteristics within this broader category. By doing so, the 
study not only broadens the scope of understanding but 
also highlights the nuanced interplay between different 
types of disability and the sociodemographic backgrounds 
of PWD. This shift towards a more inclusive analysis holds 
promise for informing policy decisions and healthcare 
interventions tailored to address the complex needs of 
PWD.

The major limitation lies in the study’s cross-sectional 
nature, which limits the assessment of causality and 
temporal associations and is susceptible to recall bias, 
particularly when assessing disability from birth. We need 
more qualitative studies to better assess the impact of inac-
cessibility to basic support and rehabilitative services.12 As 
a secondary analysis, we are limited by the number of vari-
ables that can further explain issues affecting accessibility 
to services. Due to the limited number of explanatory vari-
ables, the possibility of residual confounding cannot be 
negated. There was also non-uniformity in the sample size 
when assessing different questions related to the impact 
of disability, but it was handled using ACA techniques to 
generate estimates and retain more data compared with 
listwise deletion. Lastly, some terms used in the manu-
script, like the categorisation of disability (eg, using 
‘mental retardation’ instead of ‘intellectual disability’), 
the terminology used to describe social classes (‘back-
ward classes’ instead of ‘disadvantaged classes’) are non-
inclusive, outdated, perceived as offensive by PWD, and 
lack alignment with the global vision targeting inclusion 
and discrimination. However, these terms are retained so 
that the manuscript is coherent with the original survey 
report, which would help prevent confusion in case some 
readers want to refer to the original report.

Policy implications and recommendations
A few policy implications and recommendations emerged 
from the study. Given the increasing prevalence of 
disability and the concurrent escalating proportion of 

the geriatric population, we need to work on improving 
accessibility for PWD. A large number of disabilities 
originate from birth calls for more robust antenatal and 
neonatal screening protocols supported by adequate 
counselling and rehabilitation services. Our results depict 
that a high proportion of PWD have a caretaker. Previous 
studies have suggested that empowering the caretakers 
can help improve the quality of life of PWD.66 We must 
simultaneously think of ways (like investing in devel-
oping more assistive devices and making them afford-
able) to help us share the added burden on caregivers.66 
Despite many schemes extended by the government to 
enhance the social inclusion of PWD that have been 
briefly described in the manuscript, there is a need for 
health advocacy drives to sensitise the population about 
the needs of PWD, improve social inclusion and minimise 
discrimination. The use of non-inclusive language in the 
original data set used in the study necessitates using more 
appropriate language to promote inclusivity. It is recom-
mended that future national surveys focus on more inclu-
sive language, which is compliant with the CRPD and the 
globally ongoing disability rights movements.

CONCLUSIONS
While previous research has primarily emphasised indi-
vidual heterogeneity among PWDs, our study indicated 
that a large proportion of PWD experience systemic 
disparities in accessing disability support and rehabilita-
tion services. The high prevalence varies significantly as 
per the studied sociodemographic characteristics, rein-
forcing the urgent need for targeted interventions. We 
acknowledge that while individual differences exist, these 
do not negate the common challenges faced by PWDs in 
securing equitable access to essential services. Despite 
government initiatives, there remain gaps in accessibility, 
public awareness and enforcement of disability rights. 
There is an urgent need for concerted efforts to minimise 
these disparities, enhance the well-being and participa-
tion of PWD, and empower them to contribute mean-
ingfully to society. Furthermore, our findings underscore 
that many disabilities originate from birth or early child-
hood, yet the availability of early screening, diagnostic 
services and timely interventions remains inadequate. 
Strengthening antenatal and neonatal screening, particu-
larly for intrauterine conditions and birth-related compli-
cations, could significantly improve early detection and 
management of disabilities. As a society, we must work 
towards reshaping societal and institutional perceptions 
of disability, shifting the focus from viewing disability as 
a personal deficit or burden to recognising it as a soci-
etal construct that can be addressed through inclusion, 
accessibility and policy-driven structural changes. A more 
inclusive and disability-friendly society is essential not 
only for ensuring the dignity and rights of PWD but also 
for achieving socioeconomic development and social 
justice. These efforts align with India’s commitment 
to the CRPD and contribute to the global vision set by 
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the 2030 Agenda for Sustainable Development, which 
recognises the promotion of PWD’s rights, perspectives, 
and well-being as a fundamental prerequisite for a more 
sustainable and inclusive world.
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