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Members of the Nairobi Principles Working Group
—a coalition of individuals and civil society organizations from around the world working to advance sexual and reproductive health and rights inclusive of gender and disability—is grateful for the opportunity to provide the below response to “Protecting human rights during and after the COVID-19: Joint questionnaire by Special Procedure mandate holders.” This response provides information on the impact of COVID-19 on health service provision and meeting basic needs for women, girls, non-binary, trans, and gender non-conforming persons with disabilities, as well as gaps in national, regional, and global data on COVID-19 as related to gender and disability. This response further provides suggested recommendations to States, U.N. entities, and healthcare systems about how to address human rights abuses against women, girls, non-binary, trans, and gender non-conforming persons with disabilities during this crisis.
It is important to note that issues identified in this response are ones that many women, girls, non-binary, trans, and gender non-conforming persons with disabilities experience in their everyday lives, often due to stigma, stereotypes, and discrimination at the intersection of gender, disability, and sexuality. The COVID-19 pandemic has amplified these abuses and likely deepened their impact, but it will be important for States to address not only the abuses themselves as they are occurring during the COVID-19 crisis, but also the root causes of these abuses. 

A. COVID-19 and Health Service Provision for Women, Girls, Non-binary, Trans, and Gender Non-conforming Persons with Disabilities
1. Rollback of the right to health, including sexual and reproductive health and rights

Everyone has the right to the highest attainable standard of physical and mental health.
  Although the right to health is considered a right of progressive realization, in that implementation of that right is dependent on a State’s finances and level of development, the U.N. Committee on Economic, Social, and Cultural Rights (ESCR Committee) has found that every State has a core obligation to ensure “minimum essential levels” under this right, including to ensure “the right of access to health facilities, goods and services on a non‑discriminatory basis, especially for vulnerable or marginalized groups.”
 Indeed, the Convention on the Rights of Persons with Disabilities (CRPD) and the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW) specifically require that States ensure the right to health for persons with disabilities and for women on an equal basis with others and without discrimination.
 The ESCR Committee has further found that, in times of emergency, “[p]riority in the provision of international medical aid, distribution and management of resources, such as safe and potable water, food and medical supplies, and financial aid should be given to the most vulnerable or marginalized groups of the population,”
 which includes many women, girls, non-binary, trans, and gender non-conforming persons with disabilities.

Within these core obligations under the right to health:

· States must ensure access to health services that people need specifically because of their gender and/or disability, including sexual and reproductive health services (such as abortion, contraception, maternal health services, reproductive cancer screenings, etc.) and disability-related services (including pain management, physical therapy, rehabilitation, mobility equipment, etc.);
 
· Governments are responsible for respecting, protecting, and fulfilling the right to health for all, including by ensuring availability of accessible, acceptable, and quality health information, goods, and services.
 This requires that States ensure that access to healthcare facilities, goods, and services is provided on a non-discriminatory basis, including discrimination based on gender or disability; that available health facilities, goods, and services are distributed equitably; and that States ensure that healthcare facilities and providers are given training on human rights.
 In particular, under Article 25 of the CRPD, States are obligated to “[p]rovide persons with disabilities with the same range, quality and standard of free or affordable health care and programmes as provided to other persons…” and “[p]revent discriminatory denial of health care or health services or food and fluids on the basis of disability.”

COVID-19 is a healthcare crisis that has been testing States’ implementation of the right to health, particularly for the most marginalized. During the COVID-19 crisis, healthcare has changed in several respects. Many health services have either been cancelled, thereby delaying needed care, or moved to virtual means like telehealth, which are not always accessible or adequate to meet the sometimes-complex needs of people living at the intersection of gender and disability. In other circumstances, some health services have been classified as “essential” while others, including some needed particularly by women and/or persons with disabilities, have been classified as “non-essential,” meaning that these services are not available to people who need them. 
Specifically, States have taken measures that impact access to sexual and reproductive healthcare and that can have a disproportionate impact on women, girls, non-binary, trans, and gender non-conforming persons with disabilities. For instance, some States have attempted to limit access to certain sexual and reproductive health services, particularly abortion, during the COVID-19 crisis by classifying abortion as a non-essential service (U.S. states of Texas and Ohio)
 or attempting to adopt laws that further restrict access to abortion (Poland).
 In Italy, some hospitals that had previously provided abortions stopped providing the service and sent women elsewhere for care, making obtaining an abortion much more complicated.
 In parts of India, public health services and service providers have also been commandeered for treatment of COVID-19, private health facilities have closed due to lack of protective gear, public transportation has been shut down, and supply chains for medication abortion have been cut-off- further limiting access to abortion.
 In Brazil, some local authorities have suspended access to some sexual and reproductive health services, including contraception, labeling them as “non-essential,” while the number of hospitals performing abortions has significantly decreased.
 The Brazilian government dismissed officials from the Ministry of Health for signing onto a technical note that called on local authorities to ensure access to sexual and reproductive health services during the pandemic.

Women with disabilities may be particularly affected by such restrictions and complications, because, due to societal discrimination, they are more likely to have lower levels of education and less access to employment resulting in lower incomes, and so frequently cannot afford to travel far from their homes for abortion. Women with mobility-related disabilities face additional barriers to travel, as the means of travel are often inaccessible, and other women with disabilities are denied legal capacity, further complicating their access.
 
Furthermore, in order to prevent the spread of COVID-19, some hospitals adopted or considered adopting policies that disallowed any support persons, including partners, from accompanying a pregnant person during labor, delivery, and the postpartum period.
 These policies did not carve out exceptions for pregnant persons with disabilities and would have had a disproportionate impact on them, as they may need support persons simply to communicate with healthcare personnel or to get assistance meeting personal hygiene needs while hospital staff are overstretched.

In March and April 2020, Women Enabled International (WEI) conducted a global human rights survey of women, girls, non-binary, trans, and gender non-conforming persons with disabilities on the impact of COVID-19 on their rights (WEI Survey). The majority of WEI Survey respondents reported that COVID-19 had affected their access to their usual health services, medications, and equipment. Many reported that their usual medical appointments and needed procedures, including those related to their gender or disability, were being cancelled or pushed back,
 with resources in some cases being diverted to the COVID-19 pandemic instead.
 Women with disabilities also reported that their pain management and physical therapy appointments had been cancelled or delayed, leading to increased pain for some and likely also decrease in bodily function.
 As a 48-year-old woman from the Netherlands described, “I can't go to physical therapy and that's why I'm hurrying [hurting] much more.”

· A March report from Shanta Memorial Rehabilitation Centre in India found that public health facilities have been frequently repurposed for COVID-19 care, and private health facilities were too expensive and not covered by insurance, leaving them too expensive for many women with disabilities to access essential non-COVID care.
  When women with disabilities could access health facilities or providers, they were several instances where they were denied medical treatment and healthcare.
  
· A forthcoming report from Engelli Kadin Dernegi on the impact of COVID-19 on women with disabilities in Turkey also found that women with disabilities could not access needed rehabilitation services, medicine, and pharmacies and feared they would lose skills needed for independent movement.
 

For many WEI Survey respondents, telemedicine services were not an adequate substitute, because they did not have the needed technology, the technology was not fully accessible, they doubted the quality of care, or they were afraid their insurance would not cover it.
 Those who can access in-person health services may also find them newly inaccessible with providers wearing masks, thereby making it more difficult for them to read lips or facial expressions or to clearly understand the person speaking. Restrictions on public and private transportation as a result of COVID-19, or discomfort with using these services, have also posed significant barriers to many WEI Survey respondents accessing needed health services.

In particular, WEI Survey respondents identified increased barriers to accessing healthcare goods and services they needed specifically because of their gender or gender identity, including sexual and reproductive health services. They reported significant barriers to accessing, for instance, regular sexual and reproductive health check-ups,
 breast cancer screenings,
 pregnancy-related services,
 menopause services,
 and abortion.
 Two non-binary individuals identified that their access to hormones has become more difficult.
 These barriers sometimes caused WEI Survey respondents mental distress or threatened their overall health. 

2. Healthcare Shortages and Healthcare Rationing

Additionally and distressingly, as healthcare shortages increase, States and healthcare providers may be placed in a position to make decisions about who does and does not receive care, a process known as “rationing.”
 This rationing may, due to entrenched discrimination, leave behind the most marginalized, including many women, girls, non-binary, trans, and gender non-conforming persons with disabilities.

The vast majority of WEI Survey respondents identified that healthcare rationing was occurring in their countries, in both formal and informal ways, or that they were afraid that such rationing would occur. Several respondents expressed concern about the inadequate preparedness of the healthcare system in their countries, which could lead to rationing in practice as healthcare providers have to make decisions about to whom to provide care. One respondent remarked that the lack of adequate facilities in public hospitals and the cost of care in private hospitals would in effect ration care,
 while another respondent identified that the lack of personal protective equipment (PPE) and lack of training for healthcare personnel may also lead to rationing.
 These concerns were not confined to a particular region but rather spanned the globe, from Brazil to England to Lesotho.

Some respondents identified that their healthcare systems were overloaded in normal times, let alone in a pandemic.
 Others identified shortages that were already occurring in their healthcare systems in the early days of the pandemic.
 Some respondents identified particular fears of not being able to access their usual medications, other usual health services, or COVID-19 treatments due to their disability or due to shortages in the healthcare system.
 Some respondents expressed fear about the shortage of ventilators in particular,
 including that persons with disabilities might be deprioritized concerning the use of ventilators.

In the United States of America (U.S.), some states put in place medical protocols on rationing that discriminated against persons with disabilities, older persons or those with underlying health conditions.
 In the United Kingdom (U.K.), it was reported that persons with disabilities may be discriminated against in accessing medical care on the basis of needing personal assistance.
 

WEI Survey respondents expressed fear about going to the hospital in this context, being aware of likely healthcare system overload and the potential of rationing. Several respondents described that they feared their age, disability, or other status may make them less of a priority in receiving healthcare.
 Others classified rationing as a form of discrimination or eugenics.
 Two respondents further expressed distrust of healthcare providers when it came to rationing, likely resulting from the medical model of disability, which assumes that disability is a condition to be fixed and that persons with disabilities have a lower quality of life.

Recommendations

· To States: Issue specific guidance to healthcare providers on ensuring rights-based care during the COVID-19 crisis that makes clear that discrimination on prohibited grounds, including at the intersection of gender and disability, is not permitted. Continue or initiate efforts to tackle stereotypes and stigma about gender and/or disability, as a means of ensuring they get the community supports and healthcare they need without discriminatory rationing. Ensure that access to disability-accessible public transportation is maintained and at reasonable cost. Classify sexual and reproductive health services as essential services during this crisis, and provide support to women, girls, non-binary, trans, and gender non-conforming persons with disabilities to access these services.  
· To Healthcare Systems: Involve women, girls, non-binary, trans, and gender non-conforming persons with disabilities in planning for and implementation of new protocols for providing care, including within consultations with bioethics committees and commissions. Provide accessibility supports for virtual or remote medical appointments, including Sign Language interpretation. Prioritize marginalized groups, including women, girls, non-binary, trans, and gender non-conforming persons with disabilities, in the provision of all forms of available care, including mental healthcare and access to needed medications. 
B. Barriers to Meeting Basic Needs, including Interruptions in Access to Disability-Related Formal and Informal Supports

All persons have the right to an adequate standard of living, which includes the right to have their basic needs met, such as those related to water, hygiene, food, and shelter.
 Indeed, ensuring that people have access to essential underlying determinants of health (including food, water, shelter, and essential medicines) is also part of the core minimum obligations that States must meet to protect the right to health.
 Women and persons with disabilities also have a right to social protection without discrimination, and States must in particular ensure that women and girls with disabilities have access to social protection measures to ensure an adequate standard of living.
 Persons with disabilities further have a right to live in the community, including “access to a range of in-home, residential and other community support services, including personal assistance necessary to support living and inclusion in the community, and to prevent isolation or segregation from the community."
 As the CRPD Committee has found, although the right to access support services to live in the community is a right of progressive realization, States cannot implement retrogressive measures with respect to this right unless they are “temporary, necessary and non-discriminatory”
 while respecting the core obligations of this right, including the right to make decisions for oneself about where and how to live.

Many persons with disabilities require support for basic tasks of independent living, including preparing and consuming food, personal hygiene, and leaving their homes. Other persons with disabilities may require support to navigate inaccessible environments or to communicate with others, including healthcare providers. For women, girls, non-binary, trans, and gender non-conforming persons with disabilities, these support services may be the difference between being able to access needed health services, including sexual and reproductive health services and COVID-19 response services, and putting their health at risk at home alone. If a woman with a disability has to instead rely exclusively on a partner or family member to undertake these tasks, that dependence makes them vulnerable to violence and abuse.
 Outside services provide a network of support for women with disabilities that allow them independence and give them an avenue to leave violent home environments, particularly important in times of increased isolation and heightened stress and anxiety.

Furthermore, women, girls, non-binary, and gender non-conforming persons with disabilities already disproportionately live on the brink of extreme poverty, due to significant barriers to accessing education based on gender and disability discrimination, as well as lower rates of formal employment, reliance on informal sectors of work, and lower rates of pay than men with disabilities or other women.
 They also have higher costs of living than many others, due to disability-related needs (including assistive devices, healthcare, support services, etc.)
 and gendered expectations and needs (including related to healthcare, higher costs for hygiene items, items for menstrual hygiene, etc.).

According to WEI Survey respondents, lockdowns, shelter-in-place orders, and other restrictions on movement during the COVID-19 crisis have had a significant impact on their ability to meet basic needs, achieve an adequate standard of living, and live independently. This is because many respondents had lost their sources of income, their support services were no longer available, accessible transportation was shut down or became inaccessible, and social distancing rules and recommendations made members of the public or family members unable or unwilling to help them. 

Nearly one-third of WEI Survey respondents indicated that the COVID-19 crisis had affected their ability to access needed disability-related support services.
 This is because these individuals themselves were not permitted to leave their homes, because support services and personal assistants were not able to come to them, because policymakers failed to authorities to grant disability support providers with movement permits,
 and because service providers could not access their offices,.
 As a result, WEI Survey respondents reported, for instance, a decrease in access to technical assistance, personal assistance, wheelchair replacement and repair, and accessibility services such as Sign Language interpreters,
 as well as a decrease in access to public transportation.
 
· The March 2020 report from Shanta Memorial Rehabilitation Centre in India found that, during the first two-to-three weeks of the lockdown, the government neglected to include personal assistants (PAs) in the list of essential services. Even after being added to the list of essential services the process for obtaining mandatory passes for essential works was cumbersome, creating further barriers for persons with disabilities to access their PAs. Some persons with disabilities, particularly women with disabilities, were left to fend for themselves or to become dependent on others, including neighbors.
 

· A forthcoming report from Engelli Kadin Dernegi on the impact of COVID-19 on women with disabilities in Turkey also found that women with disabilities had lost access to personal assistants and support services, including those related to personal hygiene and health, which has had an impact on both their physical and mental well-being.
 

WEI and other Survey Respondents further identified that their ability to take care of their own needs or receive informal support from family, friends, and the community had also been jeopardized by the COVID-19 crisis. For instance, orders for new assistive devices and wheelchairs had been delayed due to the crisis, making it difficult for these individuals to leave their homes, transfer from their beds, or do their jobs.
 A few respondents identified that the stress of COVID-19 with family members or friends meant that requests for assistance were harder to make,
 while others reported that the support they had received from community members to, for instance, cross the street had been stymied by social distancing rules.
 For instance, a young blind woman in Argentina described how this lack of assistance made it hard for her to meet her basic needs on her own and has made her more dependent on family: “My family has to do the shopping because I have to cross an avenue to go to any business and nobody comes to help me because they want to avoid contact.”

This decreased access to services and the community has had an impact on meeting even the most basic needs for WEI Survey respondents, including those related to food, sanitation, and hygiene, as well as social and psychological needs.

· As Rosario, a woman with muscular dystrophy in Argentina, explained: “Before, I had a person who helped me change and bathe every day. With this situation the service is not available and I feel powerless to handle my own hygiene.”

· Changes to public transportation were a particular issue for many. Lyness, a person with a physical disability from Malawi, noted: “Our minister of transport announced that the bus fares have been doubled and those who can not afford should walk without considering persons with disabilities.”
 Other respondents highlighted a decrease in ability to access groceries, including as a result of cuts in public transportation.

· A woman from Nepal emphasized the decreased access to sanitary products and services as a result of the lockdown, including the lack of supports to access these goods.

· A woman from Uganda stated “I fear I may run out of food. I was not prepared for this. The government is distributing food only in the city centre.”

· Lisa from London expressed how inconsiderate people are at this time, which makes meeting needs for people like her more difficult: “[T]he situation showed that people started to fight on their own - pushing each other in the supermarket to get the last milk etc. If you are a vulnerable person who has problems with fighting your way through and standing up for yourself you get treated like a door mat. We are simply forgotten. I decided that I won't hoard food so that other people have a chance as well - the result was that I eat a whole week the few toasts which I had left in the house because the aisles in the supermarkets were empty.”

At least two respondents reported that the decrease in access to services or assistance from the public made them more reliant on intimate partners or other family members to meet basic needs.
 This dependence could open them up to violence or abuse by these individuals, as it changes the power dynamic between these individuals and exacerbates stress.

Without the ability to meet basic needs including accessing essential services such as food, water, and sanitation, persons with disabilities are more vulnerable to being placed in long-term residential care institutions, in violation of their right to independent living. Women, girls, non-binary, and gender non-conforming persons with disabilities may be especially vulnerable to institutionalization, as they may lack employment or other means of support to live in the community and may also receive less support from family than men with disabilities.
 While institutionalized, these individuals are also more vulnerable to violence and abuse as well as to COVID-19.

Recommendations to States
· Urgently adopt social protection measures—including income supplementation, rent subsidies and eviction moratoriums, food subsidies, and free clean water and hygiene measures, including menstrual hygiene—to fill the gap in income for all persons so that they can meet their basic needs. Ensure those who worked as freelancers, entrepreneurs, or in the informal sector or who received other types of income support are eligible for these measures. 

· Undertake particular efforts to reach women, girls, non-binary, trans, and gender non-conforming persons with disabilities with social protection measures, including through campaigns that provide information in a variety of accessible formats, and ensure that social protection goes directly to these individuals rather than to families or partners.

· Classify disability-related support services as essential services during COVID-19 lockdowns, stay-in-place orders, or other restrictions on movement and ensure a streamlined process for obtaining any needed permits for movement for these service providers.

C. Gaps in COVID-19 Data related to Gender and Disability
Much of the quantitative data surrounding COVID-19, its impact, and the reach of assistance programs is not disaggregated by sex, gender, or disability—and even where the data is disaggregated, none of the reviewed datasets were disaggregated so as to recognize the specific lived experience as the intersection of gender and disability. This has made it difficult to understand whether and how the COVID-19 crisis is having a disproportionate impact on women, girls, non-binary, and gender non-conforming persons with disabilities. Without specific efforts to collect data on this group, it may also be difficult to do so during a time like COVID-19, as lockdowns and the need for physical distancing combined with lack of access to technology mean that women with disabilities may be hard to reach during this crisis. 
These data gaps begin at the national level – for instance, data reported by the Centers for Disease Control on COVID-19 cases, testing, and deaths in the U.S. are not disaggregated by either sex, gender, or disability, though they are disaggregated by other categories such as age and race/ethnicity.
 Data on COVID-19 in the U.K., Canada, and South Africa are disaggregated by sex or gender but not by disability.
 As a result, regional and international data on COVID-19 similarly does not disaggregate by sex, gender, and/or disability. For instance, the World Health Organization’s global dashboard on COVID-19 deaths and cases does not disaggregate,
 and while UN Women’s data does provide an estimate of cases and deaths for women globally based on confirmed data, this is not disaggregated by disability.
 Other U.N. reports have attempted to estimate the impact of COVID-19 on women and on persons with disabilities but have had to do so based on pre-COVID-19 data that is disaggregated, while current data is not.
 

The data that does exist about women and persons with disabilities during COVID-19 paints a bleak picture. A report by UN Women’s Asia-Pacific regional office found that women in Asia and the Pacific are having difficulty accessing medical supplies and hygiene products, and in countries where women are having difficulty accessing medical services, they are having difficulty accessing these services at much higher rates than males.
 Sub-nationally, the U.S. states of New York and Pennsylvania have disaggregated their COVID-19 data by disability, including intellectual and developmental disability.
 By disaggregating data based on these categories, they were able to discover that persons with intellectual or developmental disabilities who live in group homes are four times more likely to contract COVID-19, and once contracted two times more likely to die from it.
 This is essential information for States to be collecting in order to fully address the COVID-19 crisis, including its impact on women, girls, non-binary, trans, and gender non-conforming persons with disabilities.
Recommendations
· To States: Immediately begin disaggregating data related to COVID-19 and its impact (including related to access to healthcare, food, hygiene products, services, and as related to violence) by gender and disability, such that the situation of women, girls, non-binary, trans, and gender non-conforming persons with disabilities can be adequately assessed and addressed.
· To U.N. Entities: Request that States provide data on the impact of COVID-19 that is fully disaggregated including by gender and disability, and seek information on the situations of women, girls, non-binary, trans, and gender non-conforming persons with disabilities where disaggregated data is not currently available.
· To States and U.N. Entities: Refer to the Washington Group on Disability and Statistics for questions sets and tools for data collection and disaggregation by disability:  

Thank you for your time and attention to these responses. If you have any questions or would like further information, please contact Amanda McRae, a.mcrae@womenenabled.org; Rupsa Mallik, rmallik@creaworld.org; and Bahar Turan, psybahar@gmail.com.
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