
Health, Health Care, and People with Disabilities 
Bibliography 

Updated November 2009 
 

1. 2006 Pilot Survey of Disability Access Services Provided by California Health Plans. 
California Foundation for Independent Livings Centers. 18 July 2008 
http://www.cfilc.org/site/pp.aspx?c=ghKRI0PDIoE&b=1860909&printmode=1 

 
People with disabilities are not only a significant proportion of any health 

planÕs patient population but constitute a potential growth area for health plan 
market share. Over 54 million Americans have disabilities. One in five people 
live with at least one disability. With the aging of the baby boomer population, 
the number and proportion of people with disabilities will increase. Most 
Americans will experience a disability at some time during their lives. In 
addition, over 25 million family members provide personal assistance and care. 
Because of their affiliation with health plan members with disabilities, many of 
them could potentially become members. The Office of the Patient Advocate 
(OPA) is charged with providing consumer education to HMO enrollees and to 
develop written materials to assist consumers with navigating the managed care 
system. Additionally, OPA is charged with producing an annual Report Card. 
The HMO Report Card provides consumers, purchasers, advocates, and 
regulators with comparative information on the performance of California 
HMOs and medical groups using clinical and member/patient satisfaction data. 
Health Plans participate in the HMO Report Card process voluntarily. The HMO 
Report Card provides health plans with an opportunity to show their 
commitment to help patients make informed choices about their health care and 
the health plan that best fits their needs. Recognizing the tremendous impact the 
delivery of health care services has on the lives of people with disabilities, OPA 
examined health care service delivery for these consumers. 
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We describe how a Community-Based Participatory Research (CBPR) process 
was used to develop a means of discussing end-of-life care needs of Deaf 
seniors. This process identified a variety of communication issues to be 
addressed in working with this special population. We overview the unique 
linguistic and cultural characteristics of this community and their implications 
for working with Deaf individuals to provide information for making informed 
decisions about end-of-life care, including completion of health care directives. 
Our research and our work with members of the Deaf community strongly show 
that communication and presentation of information should be in American Sign 
Language, the language of Deaf citizens.  

 
9. Altman B. and A. Bernstein. Disability and Health in the United States, 2001Ð2005. 

Hyattsville, MD: National Center for Health Statistics, 2008. 
 

10. Altman, B.M. and A.K. Taylor. ÒWomen in the Health Care System:  Health Status, 
Insurance, and Access to Care,Ó Rockville (MD): Agency for Healthcare Research and 
Quality, 2001. MEPS Research Findings No. 17, AHRQ Pub. No. 02-0004. 

 
11. American Nurses Association. Safe Patient Movement and Handling. Rep. Web. 28 Oct. 

2009. 
<http://www.nursingworld.org/MainMenuCategories/ANAPoliticalPower/State/2006/saf
epatient12764.aspx>. 

 
12. Anderson, D.J., ÒHealth Age, and Gender:  How do Women with Intellectual Disabilities 

Fare?Ó Journal of Gerontological Social Work 38.1/2 (2002): 137-159. 
 

13. Annual Report 2007. Publication. National Technical Institute for the Deaf. 22 Aug. 2008 
<http://www.ntid.rit.edu/media/annual_report2007.pdf>. 

 
14. Appendix D: Health Disparities and Mental Retardation: Programs and Creative 

Strategies to Close the Gap. Rep. National Institute of Child Health and Human 
Development, 2001. Web. 
<http://www.nichd.nih.gov/publications/pubs/closingthegap/sub18.cfm>. 



 
15. Armour, B.S. and M.M. Pitts. ÒDoes Disability Explain State-Level Differences in the 

Quality of Medicare Beneficiary Hospital Inpatient Care?Ó Working Paper 2007-18. 
August 2007.  

 
16. Association of American Medical Colleges. Cultural Competence Education. Rep. 2005. 

 
17. Bailey, R.N. et. al. ÒVisual Impairment and Eye Care Among Older Adults Ð Five States, 

2005.Ó Morbidity and Mortality Weekly 55 (2006): 1321Ð1326.  
 

Blindness and visual impairment are among the 10 most common causes of 
disability in the United States and are associated with shorter life expectancy 
and lower quality of life. Previously, state-specific prevalences of visual 
impairment and eye disease were estimated from national prevalences. 
However, in 2005, five states (Iowa, Louisiana, Ohio, Tennessee, and Texas) 
provided state-specific estimates by using the new CDC Behavioral Risk Factor 
Surveillance System (BRFSS) vision module. CDC analyzed data from the 
module to determine the self-reported prevalence of visual impairment, eye 
disease, eye injury, and lack of eye-care insurance and eye examination among 
persons aged >or=50 years in each of these five states and among certain 
sociodemographic populations overall. This report describes the results of that 
analysis, which indicated variation in disease prevalence and use of eye care 
among individual states and also among racial/ethnic populations and age 
groups within the five states combined. The variability among state data 
suggests that state specific surveillance of visual impairment and eye care and 
investigation by states to identify influencing factors might lead to creation of 
vision programs better suited to individual state needs. 
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This letter investigates the barriers that people with disabilities face obtaining 

referrals and concludes that, ÒPhysical disablement and doctors' perception of 
inability to perform exercise testing should not be a barrier to referral for 
diagnosis and risk assessment of cardiovascular disease.Ó 

 
19. Barnett, S. ÒA Hearing Problem.Ó American Family Physician 66.5 (2002): 911-912, 915. 

 
This article focuses on the biopsychosocial aspects of presbycusis and 

includes information on speechreading. 
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31.1 (1999): 17-22. 

 
Promoting culturally sensitive and competent health care is one of the goals of 



medical educators in guiding medical students and residents, as well as 
designing continuing education for family physicians. Working with minority 
communities is essential to meet that goal. This article introduces some of the 
sociocultural experiences of deafness and their relevance in health care settings. 
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This article examines the association between age at onset of deafness and 

mortality using analyses of the National Health Interview Survey data from 
1990 and 1991--the years the Hearing Supplement was administered--linked 
with National Death Index data for 1990-1995. The results showed that adults 
with postlingual onset of deafness were more likely to die in the given time 
frames than non-deaf adults. However, when analyses were also adjusted for 
health status, there was no difference between adults with postlingual onset of 
deafness and a control group of non-deaf adults. No differences in mortality 
were found between adults with prelingual onset of deafness and non-deaf 
adults. The authors concluded that adults with postlingual onset of deafness 
appear to have higher mortality than non-deaf adults, which may be attributable 
to their lower self-reported health status. 
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The purpose of this study was to evaluate the utilization of health care by deaf 

adults in the U.S. according to the age at onset of deafness, which is an indicator 
of linguistic and sociocultural group affiliation. The study looked at a sample of 
adults who were deafened prelingually, postlingually and a control group pulled 
from the general population.  The key measures were physician visits and 
preventative health care utilization. Compared with the general population, 
prelingually deafened adults had fewer physician visits and were less likely to 
have visited a physician in the preceding 2 years, whereas postlingually 
deafened adults had more physician visits and were more likely to have visited a 
physician in the preceding 2 years. Postlingually deafened women were less 
likely to have had a mammogram within the previous 2 years.  In terms of health 
care utilization, the deaf population is heterogeneous. Prelingually deafened 
adults' use of health care is similar to that of other language minority groups. 
Postlingually deafened adults' use of health care services appears similar to 
people with chronic illness. Future studies must distinguish different groups of 
people with hearing loss in order to identify barriers and monitor improvements 
in health care services access.  
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The purpose of this study was to determine the prevalence of telephone 

ownership in different deaf populations and to explore its implications for 
telephone-based surveys. The authors used data from the National Health 
Interview Survey (NHIS) data from 1990 and 1991, the years in which the NHIS 
Hearing Supplement was administered. Results showed that prelingually 
deafened adults were less likely than members of the general population to own 
a telephone, whereas postlingually deafened adults were as likely as members of 
the general population to own one.   The authors concluded that telephone 
surveys risk marginalizing prelingually deafened adults because of low 
telephone ownership and language barriers between the deaf and hearing 
communities. 

 
24. Basnett, I. ÒHealth Care Professionals and their Attitudes Toward and Decisions 
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2001. 450-467. Bat-Chava, Y.; Martin, D and Kosciw, J.G.  ÒBarriers to HIV/AIDS 
Knowledge and Prevention Among Deaf and Hard of Hearing People.Ó AIDS Care 17.5 
(2005): 623-34. 

 
This study investigated knowledge about HIV/AIDS and barriers to 

HIV/AIDS education and prevention among deaf and hard of hearing people. 
Focus groups and individual interviews were used to elicit information from 
various groups of people with a hearing loss in different regions of New York 
State. Themes elicited in the interviews suggested that deaf sign language users 
are less knowledgeable about HIV/AIDS than oral deaf and hard of hearing 
participants, and that deaf adolescents have more knowledge than deaf adults. 
These findings likely reflect differences in levels of education and English 
proficiency. In addition, participants living in urban areas and in sizeable deaf 
communities are more exposed to information about HIV/AIDS than other 
participants. All participants reported difficulties in communication with 
medical providers, limiting their access to health information and proper 
medical care. Recommendations for the design and dissemination of educational 
materials and greater access to services for deaf and hard of hearing people are 
provided. 
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Morbidity in Patients with Intellectual Disability." British Journal of General Practice 
56.523 (2006): 93-98. 

 
Adults with learning disabilities frequently have unmet health needs. The 

causes are complex and may be related to difficulties in accessing usual primary 
care services. Health checks have been widely recommended as a solution to 
this need.  This study examined the likelihood that a structured health check by 
the primary care team supported by appropriate education would identify and 
treat previously unrecognized morbidity in adults with intellectual disabilities.   



The findings reflect a concern that current care delivery leaves adults with an 
intellectual disability at risk of both severe and milder illness going 
unrecognized. Health checks present one mechanism for identifying and treating 
such illness in primary care. 
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The objective of this study was to, Òexamine patterns of access to a variety of 

specific health care services among people with chronic or disabling conditions, 
focusing on factors that predict access to services.Ó  The study concluded that 
people with chronic or disabling conditions often require a comprehensive array 
of health care services. Ensuring that health care is more responsive to those 
with the greatest service needs calls for increased payment rates and an 
improved service delivery structure.  
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The purpose of this study was to explore the reproductive health care 

experiences of women with physical disabilities and how reproductive health 
care experiences could be improved.  The study used qualitative interviews with 
ten women, ages 28 to 47 years, with physical disabilities, including multiple 
sclerosis, cerebral palsy, and paralysis.   Interviewees encountered numerous 
barriers to quality reproductive health care services, including inaccessible 
equipment and facilities, limited contraceptive options, health care providers' 
insensitivity and lack of knowledge about disabilities, and limited information 
tailored to their needs. Providers sometimes appeared surprised that such 
patients would be sexually active, and frequently did not ask about contraceptive 
use or assess for sexually transmitted diseases. Although most interviewees had 
private health insurance, some had problems seeing preferred providers. 
Accessing reproductive health care services is so difficult that some women 
avoid regular gynecologic visits.  
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This book investigates being deaf and its ramifications in society, and the 
relationship between thought processes and language, whether spoken or not. 
The sage perspective it offers will engender fresh insights about matters changed 
and unchanged for deaf persons today.  
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A brief narrative description of the journal article, document, or resource. 

Little research has focused on tobacco use among deaf and hard of hearing 
youth. Findings are reported from a first-ever tobacco-related survey, completed 
by 226 California middle and high school students using either a written 
questionnaire or the Interactive Video Questionnaire, an interactive multimedia 
computer video technology. Rates for current smoking (3.1%), ever smoking 
(45.1%), and multiple types of tobacco use (10.6%) were found to be lower than 
among high school students generally; mainstreamed students were likelier to 
have ever tried smoking than their deaf school peers (57.8% vs. 31.8%). No 
statistically significant associations were found between ever smoking and 
race/ethnicity, gender, school performance, or prelingual vs. postlingual 
deafening; a quarter of the sample experienced occasional peer pressure to use 
tobacco products. Tobacco use covariates, exposure to cigarette marketing and 
anti-smoking programming, and tobacco education needs of deaf and hard of 
hearing youth are discussed.  
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The writers describe the development of a tobacco survey for youth who are 

deaf. The Interactive Video Questionnaire (IVQ), an interactive multimedia 
computer and video technology, was chosen as a strategy to overcome the 
barriers posed by traditional data-collection techniques among the deaf. A 
questionnaire was outlined by developing particular questions linked to key 
parts of deaf culture and identity. However, the questionnaire items had to be 
reshaped because the IVQ was unable to display a question and its possible 
response at the same time. The English language questionnaire was adapted for 
each language modality in the IVQ, although the original intent and content of 
each item was maintained. The IVQ survey represents an exciting step forward 
in the collection of much needed information on tobacco use among deaf youth, 
information that is crucial to adequate and timely public-health planning for this 
population.  
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This article offers guidelines for nurses working with women with disabilities 

in obstetrician/gynecological visits.  It covers physical access barriers as well as 
the need to discuss issues of sexuality and child birth. The main focus of the 



article is on what nurses can do to make reproductive healthcare accessible to 
women with physical disabilities. 
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OBJECTIVES: This study assessed the effects of reducing fatal and nonfatal 

health conditions on the number of functionally limited older Americans in the 
coming decades. METHODS: Data from the 1990 census and the Longitudinal 
Study of Aging were used to project the number of functionally limited older 
Americans from 2001to 2049, assuming 1% biennial reductions in five 
conditions that shorten life expectancy (coronary artery disease, stroke, cancer, 
diabetes, and confusion) and one condition that decreases functional ability 
(arthritis). RESULTS: Decreasing the prevalence of arthritis by 1% every 2 
years would lead to a much greater reduction in functional limitation between 
2001 and 2049 (4 million person-years)than would decreasing any of the other 
conditions by the same amount. Decreases in two fatal conditions (cancer and 
coronary artery disease) would lead to increases in functional limitation (0.9 and 
0.1 million person-years, respectively). CONCLUSIONS: Advances against 
common nonfatal disabling conditions would be more effective than advances 
against fatal conditions in blunting the large increase in the functionally limited 
older population anticipated in the21st century. 
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This article suggests that medicine often attaches negative characteristics to 
particular racial and ethnic groups, and physicians, for a variety of reasons, 
resort to these profiles in making individual treatment decisions. For example, 
African-American patients are understood to be less likely to survive invasive 
medical procedures, more likely to possess more virulent tumors, and less likely 
to respond to the standard course of treatment, because of presumed biological 



differences. From a cultural perspective, African-American patients are 
understood to be less likely to adhere to risky and costly courses of treatment, 
and less likely to understand their medical condition. 
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Major shifts have occurred in the world of disability that have profound 
implications for health-service provision. Although health researchers and 
clinicians have begun to address the health needs of women with disabilities, 
representation of older women with intellectual disabilities in health research 
and health-care practice remains inadequate. As the visibility of this group 
continues to grow through policies that support greater community integration 
and longevity, they and their families, professionals, and advocates will require 
more information about their health concerns, and appropriate health services 
and options. This article provides an overview of major issues of women with 
developmental disabilities within the areas of primary health care, aging, access 
to health services, and future directions in research and practice. 
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This article focuses on embodied health movements, primarily in the US. 

These are unique in three ways: 1) they introduce the biological body to social 
movements, especially with regard to the embodied experience of people with 
the disease; 2) they typically include challenges to existing medical/scientific 
knowledge and practice; and 3) they often involve activists collaborating with 
scientists and health professionals in pursuing treatment, prevention, research 
and expanded funding. This article employs various elements of social 
movement theory to offer an approach to understanding embodied health 
movements, and provides a capsule example of one such movement, the 
environmental breast cancer movement. 
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Being active members of our local gym, as well as tech geeks from the AFB 
TECH product evaluation lab, we have a great personal interest in the barriers 
faced by people who are blind or have low vision who want to be physically fit. 
Hoping that AccessWorld readers share the same interest, we decided to discuss 



some of the issues involved in working out at your local gym or fitness center, 
with an emphasis on the accessibility of various types of exercise equipment. 

 
43. Caban, M.E.; Nosek, M.A.; Graves, D.; Esteva, F.J. and McNeese, M. "Breast Carcinoma 

Treatment Received by Women with Disabilities Compared with Women without 
Disabilities." Cancer 94.5 (2002): 1391-1396. 

 
Disability may make it difficult to lie flat or abduct the arm to deliver 

radiation therapy, imposing a high risk for radiation-induced side effects or 
difficulty in positioning patients for mammography. The goal of this study was 
to determine the differences in treatment options experienced by women with 
physical disabilities compared with those without disabilities. The findings 
indicate that women with disabilities are less likely to undergo BCS and are less 
likely to receive neoadjuvant chemotherapy compared with women without 
disabilities, but the difference did not reach statistical significance. To the 
authors' knowledge, there are no data to support the hypothesis that disabled 
women are diagnosed at a more advanced stage of disease compared with 
women without disabilities. 
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This study assesses health insurance status and health-care access of young 
adults with disabilities attributable to a chronic condition. Authors analyzed data 
from the National Health Interview Survey from 1999 to 2002.  Outcomes 
revealed delayed or unmet health needs owing to cost, no contact with a health 
professional in the prior year, and no usual source of care. 
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Health promotion interventions for adults who are visually impaired have 
received little attention. This article reports what is currently known about the 
health, overweight and obesity, and levels of physical activity reported by these 
adults. Conclusions about the need for health promotion activities based on this 
information are provided, and suggestions for implementing these activities or 
interventions are offered. 
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Health promotion and screening tests are important in persons with disability 
to avert secondary conditions that can lead to suboptimal functioning or 
premature death. Conversely, the existence of a primary disability can increase a 
person's susceptibility to secondary conditions. Cardiovascular disease (CVD) is 
the major cause of death in the United States, and its prevalence has been under-
investigated in persons with disability. This descriptive study used survey 
research to compare the risk of CVD in samples of 100 physically disabled 
women with 50 nondisabled women in the community. Participants, recruited 
from health fairs, completed questionnaires that explored the participants' 
knowledge of CVD risk factors, possession of specific CVD risk factors, and 
experience with CVD preventive screening procedures. Data revealed that 
compared with women without disability, women with disability were less 
knowledgeable about CVD risk factors and experienced marked deficiencies in 
CVD preventive screening. Body weight measurement, baseline 
electrocardiograms, family history, and smoking queries were performed less 
often in women with disabilities than in women without disabilities of similar 
age. Physical inactivity and postmenopausal status were specific CVD risk 
factors found to be more prevalent in the sample of women with disability. 
These findings suggest that risk of CVD is under-recognized and under-assessed 
in women with a physical disability.  
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In 2002, an estimated 51.2 million persons in the United States 

(approximately 18.1% of the population) had a disability. Recent data suggest 
that substantial disparities in health behaviors and overall health status exist 
between persons with and without disabilities. Nonetheless, when they have 
access to adequate health care, persons with disabilities can lead healthy lives. 
The World Health Organization's International Classification of Functioning, 
Disability, and Health stresses the importance of environment (e.g., physical 
environment, attitudes of others, or policies) as either a barrier or facilitator in 
the daily activities of persons with disabilities. In addition, increasing access to 
health and wellness treatment programs for persons with disabilities and 
reducing the proportion of persons with disabilities who report environmental 



barriers to participation in daily activities are goals of Healthy People 2010 
(objectives 6-10 and 6-12). However, few population-based studies have 
explored how environment affects the lives of those with disabilities. To 
determine the prevalence of disability among persons in Los Angeles County, 
California, and assess the effects of environmental barriers on these persons, 
residents were surveyed during 2002-2003. The results of that survey suggested 
that persons with physical or sensory disabilities experienced several 
environmental barriers and that the prevalence of barriers varied by 
demographic characteristics, household income, and severity of disability. To 
improve quality of life among persons with disabilities, public and private health 
agencies should implement measures to remove environmental barriers to health 
care and other services. 
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The U.S. Bureau of the Census and CDC analyzed data from the Survey of 

Income and Program Participation (SIPP) to determine national prevalence 
estimates of adults with disabilities and associated health conditions. This report 
summarizes findings of that analysis, which indicate that disability continues to 
be an important public health problem, even among working adults, and arthritis 
or rheumatism, back or spine problems, and heart trouble/hardening of the 
arteries remain the leading causes. Better health promotion and disease 
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hard-of-hearing patients and organizations that offer support for deaf and hard-
of-hearing persons.  It also recommends reading for deaf and hard-of-hearing 
patients and their physicians. 

 
71. Congdon, N. et. al. ÒCauses and Prevalence of Visual Impairment Among Adults in the 

United States.Ó Archives of Ophthalmology 122.4 (2004): 477Ð485. 
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blindness and low vision in the United States by age, race/ethnicity, and gender, 
and to estimate the change in these prevalence figures over the next 20 years. 
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better-seeing eye and the World Health Organization standard of < 6/120 [< 
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impairment. Cause-specific prevalences of blindness and low vision were also 
estimated for the different racial/ethnic groups. RESULTS: Based on 
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non-elderly persons with disabilities and on the policy challenges that lie ahead. 
It also provides short profiles of people with disabilities from across the country. 
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technological, demographic, political, and socio cultural changes that 
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dynamics are linked with strategies for organizing and mobilizing resources. 
The article concludes with three propositions and a call for political action to 
transform our currently fragmented system of providing services into an 
integrated strategy for the 21st century.  
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In previous articles, AccessWorld has documented the fact that only one 



currently available blood glucose monitor uses modern technology and is 
accessible, but it comes at a price 10 times more than the inaccessible monitors. 
There are only two home blood pressure monitors for sale that have speech 
output. This article discusses an informal survey of diabetes educators and 
highlights their lack of knowledge on how to instruct patients who are blind or 
visually impaired to independently monitor and manage their health. 
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The authors investigated differences in the development of disability in activities of 

daily living among non-Hispanic Whites, African Americans, Hispanics interviewed in 
Spanish, and Hispanics interviewed in English.  The risk for developing disability 
among Hispanics interviewed in English was similar to that among Whites but was 
substantially higher among African Americans and Hispanics interviewed in Spanish 
Adjustment for demographics, health, and socioeconomic status reduced a large 
portion of those disparities. The authors concluded that higher risks for developing 
disability among older African Americans, and Hispanics interviewed in Spanish 
compared with Whites were largely attenuated by health and socioeconomic 
differences. Language- and culture-specific programs to increase physical activity and 
promote weight maintenance may reduce rates of disability in activities of daily living 
and reduce racial/ethnic disparities in disability. 
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Physicians were surveyed regarding prior contacts with deaf patients and with 

deaf people outside the medical setting, and regarding their knowledge and 
beliefs concerning methods of communicating with deaf people. Physicians 
were asked to estimate the fraction of encounters in which they communicated 
with deaf patients by lipreading, writing, translation by a relative or friend, a 
sign language interpreter, or other methods.  Results showed that writing was the 
method used most frequently in communicating with deaf patients. Although 
63% of physicians knew that signing should be the initial method of 
communicating with deaf patients who sign, only 22% used sign language 
interpreters more frequently than other methods in their practices. Past contact 
with deaf people, belief that communication by signing was the best means of 
communication and knowledge of the inefficiency of lipreading were predictors 
of the use of sign language interpreters for deaf patients. Physicians who used 
sign language interpreters more frequently than other methods believed that 



much more time and effort were involved in caring for deaf than for hearing 
patients compared with those who used interpreters less frequently. Greater 
recognition of the advantages of signing over other methods and greater 
availability of sign language interpreters should lead to more effective 
communication between deaf patients and physicians. 
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People hold many simultaneous cultural associations, and each have 
implications for the care process. The "culture of disability" is something 
physicians should be well-versed in to ensure appropriate, culturally sensitive 
care to persons with congenital or acquired disabilities. Cultural competencies 
include communicating with patients who have deficits in verbal communication 
and avoidance of infantilizing speech; understanding the values and needs of 
persons with disabilities; the ability to encourage self-advocacy skills of patients 
and families; acknowledging the core values of disability culture including the 
emphasis on interdependence rather than independence; and feeling comfortable 
with patients with complex disabilities. Medical schools have programs to 
facilitate development of competencies with respect to patients with disabilities. 
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The objective of the study was to better understand the perceptions and needs 

of multigenerational Deaf adults related to mental health services. A survey 
sampled participants who were between 20 and 85 years old and Deaf. 
Questions were developed to identify the perspectives of Deaf adults related to 
the availability of mental health services, preferences for these services, and 
current utilization of services. Participants were grouped into age (years) 
categories: young adult (18-34), middle adult (35-54), older adult (55-65), and 
oldest (66-). Category response trends were examined using chi-square analysis. 
The analysis showed significant differences in the preferences and utilization of 
mental health care. These data also suggested preferences for service delivery. 
These data indicate areas of importance related to the development of programs 
and services for Deaf adults and to indicate where funding for services would be 
best utilized. 
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This review was conducted to identify health care needs and the availability 

and accessibility of health care services for people with MR. 
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OBJECTIVES: This article presents survey data about the health and 
behavioral characteristics of a randomly selected sample of 629 adults with 
mental retardation (MR) living in Massachusetts in 2000. The goals of this 
analysis were to: describe the health, behavioral, and functional characteristics 
of the sample; examine relationships between consumer health, behavior 
problems, and functioning; and analyze variations in health and behavior 
problems by type of residential setting (parent/relative home, community 
residence, or institutional setting). METHODS: The authors analyzed data 
obtained from interviews with proxies (relatives, guardians, advocates, or 
program staff) on behalf of consumers and from state agency records. Chi-
square analyses were conducted to examine the relationships between health, 
behavioral, and functional characteristics of consumers and differences in health 
and behaviors by type of residence. RESULTS: More than 80% of consumers 
were reported to have either "excellent" or "good" health. Overall health status 
did not significantly vary by residential type, but was significantly related to the 
presence of additional disabilities and some functional limitations. Several 
health and behavioral measures varied significantly by residential type: recent 
physical, dental, and ob/gyn exams; medication usage; problem behaviors; and 
functional level. CONCLUSIONS: As large numbers of individuals with MR 
reach adulthood and old age, public health and medical professionals face the 
challenges of addressing the health and behavioral needs of this population, 
preventing secondary health conditions, and improving environmental 
conditions that may influence health and mental health. 
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As reported, the plaintiff sued her doctor under the ADA, Section 504, and 

New JerseyÕs Law Against Discrimination for refusing to provide her with an 
interpreter over the course of 20 visits over 20 months during her treatment for 
lupus. The defendant had claimed that, as a solo practitioner, the estimated 



interpreterÕs cost of $150Ð$200 per visit would be an undue hardship when he 
was only being reimbursed $49 per visit by plaintiffÕs insurer, but the plaintiffÕs 
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improve access to prenatal care among women with disabilities enrolled in 
Medicaid under blind and disabled eligibility categories who become pregnant.  
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their experiences in accessing medications after their transition to Part D. A total 
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in health policy, and a literature review.  Authors believe that Israel is in a 
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system. Those interviewed for this survey have wide-ranging disabling 
conditions and substantial health-care needs, along with high rates of functional 
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standardized health-related information from deaf adults via face-to-face 
interviews in American Sign Language (ASL). There were 139 questions on the 
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report arthritis-attributable activity limitations. In 2030, >50% of arthritis cases 
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64 years) will account for almost one-third of cases.  By 2030, the number of US 
adults with arthritis and its associated activity limitation is expected to increase 
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This study examines racial separation in long-term care.  Authors surveyed a 

stratified sample of 181 residential care/assisted living facilities and 39 nursing 
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The field of health promotion has yet to acknowledge the unique needs of 

women with disabilities, a population representing approximately 1 of 5 women 
in the United States. Compared with women without disabilities, women with 
disabilities have critical needs for evidence-based health promotion services. 
Women with disabilities face a lack of access to multitudinous opportunities for 
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The concepts of wellness and its complement, health promotion, have 

popularized the notion that health itself is more than simply the absence of 
disease. Furthermore, the wellness concept has advanced the idea of the 
importance of engaging in certain health promoting behaviors within healthy 
environments, not simply for the purpose of preventing or better managing a 
disease, but also to enhance one's well-being and quality of life (Green & 
Kreuter, 1991; Mullen, 1986). Encouraging this emphasis on wellness is Healthy 
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ten-year plan intended to increase quality and years of life and eliminate 
disparities which features a new area that recognizes the importance of health 
promotion and disease prevention in the lives of people with disabilities. 
Increasingly, the value of promoting wellness--including for people with 
disabilities--is being recognized (Rimmer & Braddock, 2002).  
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childhood immunizations.  Results of the project indicate that children living 
with a parent who is unable to provide his or her own personal care are 65% less 
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children of parents who have work limitations, are not less likely than children 
of non-disabled parents to receive immunizations on time.  The impact of a 
parent's severe disability extends to the health care of dependent children. These 
findings argue for research to investigate the full scope of the effects of parental 



disability on children's health and for policies that address this impact. 
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This article deals with the validity of studying health care issues for people 

with disabilities using administrative data.  It covers issues with defining 
disability, examining the health care experiences of people with disabilities and 
assessing the outcome of their care. 
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A book about how mobility problems affect people's lives and how health care 
and other policies help or hinder their independence, published by University of 
California Press in 2003. Authors found that about 19 million adults who live 
outside nursing homes or other institutions say they have at least some difficulty 
walking or use a mobility aid. Mobility difficulties are not exclusively 
conditions of old age and people with mobility difficulties are more likely to 
have health insurance than those without such problems. Medicare and health 
insurers often have coverage policies that prevent people with disabilities from 
obtaining assistive devices and regaining their independence. The most common 
causes of mobility problems are arthritis and other joint problems, back 
problems, accidental falls, heart disease, motor vehicle accidents, and chronic 
lung disease. People with mobility problems are more likely to be obese. Many 
people who use wheelchairs or scooters do not view themselves as disabled. 
Whether to start using a wheelchair or scooter is a critical decision for people 
who have progressive difficulty in walking. Primary care physicians are 
generally poorly trained to recognize physical disabilities and to refer patients to 
appropriate rehabilitation specialists and assistive technology, and they carry 
misconceptions about the role a wheelchair might play in patients' lives. People 
with mobility problems face barriers getting into and around health care settings. 

 
140. Iezzoni, L.I.; Davis, R.B.; Soukup, J. and O'Day, B.  "Physical and Sensory Functioning 

Over Time and Satisfaction with Care:  The Implications of Getting Better or Getting 
Worse."  Health Services Research 39.6 (2004): 1635-1652.   



 
The purpose of this study was to determine whether those persons whose 

sensory or physical functioning improved or worsened over one year are more or 
less satisfied with their health care.   The authors found that worsened 
functioning was strongly associated with older age, low income, and low 
educational attainment. Improved functioning was rarely significantly associated 
with satisfaction; an exception involved substantially lower rates of 
dissatisfaction with Òease and convenienceÓ of getting to physicians. Worsened 
functioning was often statistically significantly associated with dissatisfaction, 
always with adjusted odds ratios >1.0. Across all five functional categories, 
persons whose functioning worsened displayed significantly greater 
dissatisfaction with overall quality, ease, and costs or care.  Persons whose 
functioning improved rarely reported better satisfaction than did those whose 
functioning did not improve, while those whose functioning worsened expressed 
more systematic reservations about their care. 
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This study examined whether persons who are blind or have low vision, who 

are deaf or hard of hearing, or who have mobility impairments or manual 
dexterity problems are satisfied with the technical and interpersonal aspects of 
their care. The authors concluded that persons with disabilities generally 
reported positive views of their care, although they were significantly more 
likely to report poor communication and lack of thorough care. These findings 
held regardless of the disabling condition. Thoughtful systematic approaches are 
required to improve communication and to reduce time pressures that might 
compromise the health care experiences of people with disabilities.  
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The purpose of this study was to compare satisfaction with health care 

between persons with and without disabling conditions. The quality domains 
generating the greatest dissatisfaction were anticipated, given the nature of 
disabling conditions. Improving these areas requires attention inside and outside 
the health care system. Redesigning practice settings and procedures, and 
changing payment policies offer the only solutions to some problems. 
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This study used the 1994-1995 National Health Interview Survey (NHIS), 
with Disability, Family Resources, and Healthy People 2000 supplements, to 
examine screening and preventive service use for adult women with disabilities 
living in the community--about 18.4% of women (estimated 18.28 million). 
Disability was associated with higher age-adjusted rates of: poverty; living 
alone; low education; inability to work; obesity; and being frequently depressed 
or anxious. Disabled women generally reported screening and preventive 
services at rates comparable to all women. Women with major lower extremity 
mobility difficulties had much lower adjusted odds of Papanicolaou smears, 
mammograms, and smoking queries.  Various approaches exist to improve 
access for disabled women to health care services. 
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The objective of this study was to assess the national prevalence of mobility 

difficulties among non-institutionalized adults and to examine associations with 
demographic characteristics and other physical and mental health problems. The 
authors concluded that reports of mobility difficulties are common, including 
among middle-aged adults. Associations with poor performance of daily 
activities, depression, anxiety, and poverty highlight the need for comprehensive 
care for persons with mobility problems.  
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Primary care for people with disabilities often concentrates on underlying 

debilitating disorders to the exclusion of preventive health concerns. This study 
examined use of screening and preventive services among adults with mobility 
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The objective of this study was to examine perceptions of disability among 

people with lower-extremity mobility difficulties. The results showed that 3.1% 
of respondents reported major mobility difficulties, including 3.7% of self-
respondents and 2.7% of those with proxy respondents. Among persons with 
major mobility problems, 70.8% perceived themselves as disabled, whereas 



64.8% thought other people see them as disabled. Also, 80.5% of manual 
wheelchair users saw themselves as disabled. Proxies were somewhat more 
likely to perceive disability than self-respondents, although differences were not 
generally statistically significant. In multivariable regressions, mobility level 
was the strongest predictor of self-perceived disability, followed by general 
health status. 
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Quality and Access for People with Disabilities.Ó  New York:  Oxford University Press. 
 

This book examines the barriers that people with disabilities face when attempting to 
access health care services.  It looks at health insurance policies and current barriers to 
health care.  The authors conclude the book with proposals to overcome the hurdles.  

 
149. Iezzoni, L.I.; O'Day, B.L.;  Killeen, M. and Harker, H.  "Communicating About Health 

Care: Observations from Persons Who are Deaf or Hard of Hearing."  Annals of Internal 
Medicine 140.5 (2004):356-362. 

 
The objective of this study was to understand perceptions of health care 

experiences and suggestions for improving care among deaf or hard-of-hearing 
individuals. The authors concluded that  as the population ages, physicians will 
encounter many more persons with hearing limitations. Physicians are not 
reimbursed for making some accommodations, such as hiring sign language 
interpreters. However, ensuring effective communication is essential to safe, 
timely, efficient, and patient-centered care. 
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41.4.1: 1258-75. 

 
The purpose of the study was to learn about the health care experiences of 

rural residents with disabilities in Massachusetts and Virginia. Local centers for 
independent living recruited 35 adults with sensory, physical, or psychiatric 
disabilities to participate in four focus group interviews. Interviewees described 
the many well-recognized impediments to health care in rural America; 
disability appears to exacerbate these barriers. Interviewees reported substantial 
difficulties finding physicians who understand their disabilities and sometimes 
feel that they must teach their local doctors about their underlying conditions. 
Interviewees described needing to travel periodically to large medical centers to 
get necessary specialty care. Many are poor and are either uninsured or have 
Medicaid coverage, complicating their searches for willing primary care 
physicians. Because many cannot drive, they face great difficulties getting to 
their local doctor and especially making long trips to urban centers. Available 
public transportation often is inaccessible and unreliable. Physicians' offices are 
sometimes located in old buildings that do not have accessible entrances or 
equipment. Based on their personal experiences, interviewees perceive that rural 



areas are generally less sensitive to disability access issues than urban areas. 
Meeting the health care needs of rural residents with disabilities will require 
interventions beyond health care, involving transportation and access issues 
more broadly. 
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153. Iezzoni, L.I.; Ramanan, R. and Lee, S. ÒTeaching Medical Students about 

Communicating with Patients with Major Mental Illness.Ó Journal of General Internal 
Medicine 10-21.10: 1112Ð1115.  

 
Persons with major mental illness often have chronic diseases and poor 

physical health. Therefore, all practicing physicians should learn about 
communicating effectively with these patients. Few efforts to teach medical 
students communication skills have specifically targeted patients with major 
mental illness. Indeed, most of the limited literature on this topic is decades old, 
predating significant scientific advances in cognitive neuroscience and 
psychiatric therapeutics and changes in social policies regarding major mental 
illness. To gather preliminary insight into training needs, we interviewed 13 
final-year students from 2 Boston medical schools. Students' observations 
coalesced around 4 themes: fears and anxieties about interacting with persons 
with major mental illness; residents ÒprotectingÓ students from patients with 
major mental illness; lack of clinical maturity; and barriers to learning during 
psychiatry rotations. Educational researchers must explore ways to better 
prepare young physicians to communicate effectively with patients with major 
mental illness. 
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Health disparities work is at the research and development stage. Unequal 
Treatment produced a shift in disparities discourse toward the role of racism in 
health care. No effort to reduce disparities could succeed without the goal of 
eliminating racist health care. However, the resulting attention to race is, for 
now, overshadowing the role of other socially constructed contributors to 
unequal health care, and no effort to reduce disparities can succeed without 
intervening in the operation of those contributors as well. Neither the disparities 
research agenda nor the discourse has solidified. The federal government 
published its ambitious public health agenda, Healthy People 2010, five years 
ago. The goal of eliminating Òhealth disparities among segments of the 



population, including differences that occur by gender, race or ethnicity, 
education to income, geographic location, or sexual orientation,Ó is only five 
years away. We may not eliminate disparities by 2010, but we can make serious 
progress if we take seriously the goal of using a multi-axis approach. Using 
critical cultural inquiry to hone the legal interventions produced by structuralist 
analysis, stepping up political pressure to eliminate all forms of unequal health 
care, and questioning the most basic concepts for ideological content can help 
expand the agenda. 
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Disability in America: Toward a National Agenda for Prevention. A.M Pope and A.R. 
Tarlov, Eds. Washington, DC: National Academy Press, 1991.  

 
Disability in America presents a five-prong strategy for reducing the incidence 

and prevalence of disability as well as its personal, social, and economic 
consequences. Although the preferred goal is to avoid potentially disabling 
conditions, the authoring committee focuses on the need to prevent or reverse 
the progression that leads to disability and reduced quality of life in persons with 
potentially disabling conditions. Calling for a coherent national program to 
focus on prevention, the committee sets forth specific recommendations for 
federal agencies, state and local programs, and the private sector. This 
comprehensive agenda addresses the need for improved methods for collecting 
disability data, specific research questions, directions for university training, 
reform in insurance coverage, prenatal care, vocational training, and a host of 
other arenas for action. 
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<http://books.nap.edu/openbook.php?record_id=11898&page=310>. 

 
158. Jackson, A.B. and P.K. Mott. ÒReproductive Health Care for Women with Spina Bifida.Ó 

Scientific World Journal 26.7 (2007): 1875-83.  
 

Women with spina bifida have unique health care concerns and as the life 
expectancy of this population increases, they are transitioning from adolescence 
to womanhood and entering their reproductive years with little information 
about what to expect. Likewise, their health care providers do not have the 
benefit of evidence-based research that comprehensively addresses the issues 
these women may face related to reproduction or aging. Few studies have 
focused on the effects that spina bifida may have on these women's reproductive 
systems, nor has attention been paid to the effects that possible reproductive 
endocrine changes may have on their disability. Needless to say, concerns about 



sexuality, sexual function, and pregnancy are just as important to these women 
as they are to their able-bodied counterparts.  
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U.S.  Dept. of Education, National Institute on Disability and Rehabilitation Research: 
Office of Educational Research and Improvement, Educational Resources Information 
Center. (1999). 

 
The Chartbook on Women and Disability in the United States describes the 

current status of women with disabilities, relative to other women and men with 
and without disabilities, in a number of different aspects of life. By identifying 
the specific barriers and discrimination faced by girls and women, the chartbook 
paves the way for policy and attitudinal changes to ensure equal opportunity. 
The chartbook also highlights gaps in the research on both disability and gender. 
Hopefully, this information will stimulate further thoughtful discourse and the 
creation of policy innovations that will provide more and better opportunities for 
girls and women with disabilities.  
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Through Public Health Education.Ó Journal of Visual Impairment and Blindness, Vision 
Loss and Public Health Supplement  100 (2006): 849-861. 

 
The importance of an informational outreach program focused on eye health 

and visual impairment is underscored by surveys showing that the vast majority 
of Americans have misperceptions about or have never heard of low vision. This 
article uses the National Eye Institute's Low Vision Education Program as a 
model for the development, implementation, and evaluation of a public health 
education initiative. The components of an effective public education program 
are outlined in the context of what people know, don't know, and want to know 
about vision loss. 

 
161. Jha, A; Patrick, D.L.; MacLehose, R.F.; Doctor, J.N. and Chan, L. ÒDissatisfaction with 

Medical Services among Medicare Beneficiaries with Disabilities,Ó Archives of Physical 
Medical Rehabilitation 83 (2002): 1335-1341. 

 
162. Jones, E.G.; Renger, R. and Firestone, R. "Deaf Community Analysis for Health 

Education Priorities." Public Health Nursing. 22.1 (2005): 27-35. 
 

Deaf personsÕ access the health-related information is limited by barriers to 
spoken or written language: they cannot overhear information; they have limited 
access to television, radio, and other channels for public information; and 
average reading level of Deaf adults is at a third to fourth grade level. However, 
literature searches revealed no published reports of community analysis focusing 
specifically on health education priorities in Arizona Deaf communities A 
seven-step community analysis was conducted to learn the health education 



priorities in Arizona Deaf  communities and to inform development of culturally 
relevant health education interventions in Deaf communities.  

 
163. Jones, E.G.; Renger, R. and Kang, Y. ÒSelf-Efficacy for Health-Related Behaviors among 

Deaf Adults.Ó  Research in Nursing and Health 30.2 (2007): 185-192. 
 

The purpose of this quasi-experimental, pre-post-test study was to test the 
effectiveness of the Deaf Heart Health Intervention (DHHI) in increasing self-
efficacy for health-related behaviors among culturally deaf adults. The DHHI 
targets modifiable risk factors for cardiovascular disease. A sample of 84 
participants completed time-1 and time-2 data collection. The sign language 
version of the Self-Rated Abilities Scale for Health Practices (SRAHP) was used 
to measure self-efficacy for nutrition, psychological well-being/stress 
management, physical activity/exercise, and responsible health practices. Total 
self-efficacy scores were significantly higher in the intervention group than in 
the comparison group at time-2, controlling for scores at baseline (F [1, 81] = 
26.02, p < .001). Results support the development of interventions specifically 
tailored for culturally deaf adults to increase their self-efficacy for health 
behaviors. 
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The purpose of this study was to test the effectiveness of the Deaf Heart 
Health Intervention (DHHI) in increasing self-efficacy for health-related 
behaviors among culturally deaf adults. The DHHI targets modifiable risk 
factors for cardiovascular disease. The sign language version of the Self-Rated 
Abilities Scale for Health Practices (SRAHP) was used to measure self-efficacy 
for nutrition, psychological well-being/stress management, physical 
activity/exercise, and responsible health practices. Total self-efficacy scores 
were significantly higher in the intervention group than in the comparison group 
at time-2, controlling for scores at baseline.  Results support the development of 
interventions specifically tailored for culturally deaf adults to increase their self-
efficacy for health behaviors. 
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Uninsured and the Difference Health Insurance Makes.Ó Kaiser Commission on Medicaid 
and the Uninsured, Sept. 2008. Web Oct. 2009. <www.kff.org/uninsured/upload/1420-
10.pdf>. 
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Without Health Insurance.Ó Kaiser Commission on Medicaid and the Uninsured, Oct. 
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This fact sheet describes the characteristics of the uninsured population, the difference 

health insurance makes, and why there is a large uninsured population. 
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People with disabilities are at risk in the health-care system because of their wide-

ranging health-care needs, their relatively heavy use of prescription drugs, health-care 
and support services, and typically low incomes. This survey of people with permanent 
mental and/or physical disabilities explores their health-care experiences and challenges 
in accessing and paying for care. 

 
169. Kaplan, D. and S. Litvak.  ÒBarriers to Health and Wellness From a Disability 

Perspective.Ó  The Journal of Gender-Specific Medicine  5.2 (2002): 9-12. 
 

This short article briefly discusses six barriers to health care that people with 
disabilities experience: array of services; prevention and maintenance; access 
and accommodation; information on managing disabilities; procedures, finances, 
and transportation; and practitioner knowledge and expertise. Policy change 
recommendations addressing a number of federal and state statutes and 
regulations were developed that combined the opinions of people with 
disabilities who are not working in disability-related fields as well as disability 
professionals, academics, advocates, and disability health policy experts with 
and without disabilities. 
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ÒBringing Prostate Cancer Education to Deaf Men.Ó Cancer Detection &  Prevention 30.5 
(2006): 439-48. 

 
For this study a prostate cancer education program was adapted for deaf men 

with the goal of creating a single program that could meet the educational needs 
of this diverse community. The program was evaluated using baseline, post-test, 
and two-month follow-up surveys, plus focus group discussions. Overall, 
baseline knowledge about prostate cancer and awareness of the screening 
options for the early detection of prostate cancer increased significantly at post-
test and this gain was maintained at the two-month follow-up. While prostate-
specific antigen (PSA) screening and digital rectal exams also increased among 
men 50 and older, the increase was not statistically significant, possibly a 
consequence of the small sample size. ParticipantsÕ reported their preferred 
methods of communication. Greater knowledge gains were demonstrated among 
those who preferred communications via American Sign Language (ASL) 



versus English-based communications.  The authors concluded that clinicians 
and health educators can help raise the deaf community's health awareness 
through programs such as this one, which ultimately evolved into the Internet 
accessible ASL video: Prostate Cancer: Know Your 
Options.Abstract Introduction: A review of the scientific literature yielded no 
examples of programs that were designed to give deaf men access to information 
about prostate cancer, early detection, and treatment. The community's diverse 
linguistic abilities, multiple preferences for receiving information, and the small 
size of the community, create additional challenges for health educators. 
Materials and methods: A prostate cancer education program was adapted for 
deaf men (N=121), with the goal of creating a single program that could meet 
the educational needs of this diverse community. The program was evaluated 
using baseline, post-test, and two-month follow-up surveys, plus focus group 
discussions. Results: Overall, baseline knowledge about prostate cancer and 
awareness of the screening options for the early detection of prostate cancer 
increased significantly at post-test and this gain was maintained at the two-
month follow-up. While prostate-specific antigen (PSA) screening and digital 
rectal exams also increased among men 50 and older, the increase was not 
statistically significant, possibly a consequence of the small sample size. 
ParticipantsÕ reported their preferred methods of communication. Greater 
knowledge gains were demonstrated among those who preferred 
communications via American Sign Language (ASL) versus English-based 
communications. Conclusion: Cancer education programs offered in ASL can 
help address health knowledge disparities and that in turn can contribute to 
alleviating these disparities. Clinicians and health educators can help raise the 
deaf community's health awareness through programs such as this one, which 
ultimately evolved into the Internet accessible ASL video: Prostate Cancer: 
Know Your Options. 
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This report presents data in text and graphs on the situation of people with 
disabilities in the United States in the context of requirements of the Americans 
with Disabilities Act. An introduction identifies four reasons for the observed 
slow pace to compliance with disability-rights laws: (1) ignorance about what 
constitutes accessibility and reasonable accommodation and the achievability of 
these objectives; (2) serious defects in federal laws and policies which hamper 
social integration of Americans with disabilities; (3) failure by local authorities 
to enforce legal requirements for access and accommodations; and (4) 
continuing prejudice against people with disabilities. The sections following the 
introduction provide data concerning demographics, employment, social 
integration, barriers to independence, and transportation. Individual sections 
provide key points, an analysis of the data, illustrative graphs, and a 
comparison/contrast of myths and facts. Data sources are provided at the end of 
each section. A concluding section notes progress, but also outlines continuing 



needs, including job training, changes in employer attitudes, elimination of 
physical barriers in schools and businesses, an increase in the amount of 
accessible housing, an increase in accessible transportation, and a decrease in 
the segregation of people with disabilities, particularly the elderly and those with 
mental retardation or developmental disabilities. 
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in the Nation's Public Health Policy Agenda.Ó Journal of Visual Impairment and 
Blindness, Vision Loss and Public Health Supplement 100 (2006).  

 
The potential benefits to the vision rehabilitation field and the people it serves 

of an ongoing collaboration with public health are highlighted. This article 
focuses on the current phase of the long-term federal Healthy People initiative, 
and suggests that the inclusion in Healthy People 2010 of a section devoted to 
people with disabilities and another that specifically targets vision and hearing 
loss make this an especially propitious time for an alliance between fields that 
have historically operated on separate tracks. Formation of such an alliance 
faces a number of obstacles, however, and action on the part of those working in 
vision rehabilitation and special education is called for, lest they lose a 
significant opportunity to enlist professionals in public health in the cause of 
people with visual impairments. 
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(1999): 319-24.  

 
Discusses the need for agencies which provide services to people with visual 



impairments to collect statistics about race and ethnicity to estimate prevalence 
of visual impairments, create accountability, and design appropriate programs. 
Current statistics on the racial and ethnic diversity of individuals with visual 
impairments are provided. 

 
179. Kirschner, K.L.; Breslin, M.L and Iezzoni, L.I. ÒStructural Impairments that Limit 

Access to Health Care for Patients with DisabilitiesÓ  Journal of the American Medical 
Association 297 (2007): 1121- 1125. 

 
Three cases are presented that demonstrate substandard care for patients with 

disabilities, yet they occurred recently at US tertiary care medical centers with 
the latest technologies and well-qualified physicians. These failures resulted 
from basic, "low-tech" structural deficienciesÑ lack of accessible call systems, 
diagnostic equipment, and examination tables. 

 
180. Kirschner, K.L.; Gill, C.J.; Panko; Reis, J.P. and Hammond, C. ÒHealth Issues for 

Women with Disabilities.Ó  In Physical Medicine and Rehabilitation: Principles and 
Practice, J. A. DeLisa, B.M. Gans and N.E. Walsh, Eds. Philadelphia: Lippincott-Raven 
Publishers, 2005. 
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Gap: A National Blueprint for Improving the Health of Individuals with Mental 
Retardation. (p. A-10). Washington, D.C. 2001. 

 
182. Krahn, G.L. and C.E. Drum. ÒTranslating Policy Principles into Practice to Improve 

Health Care Access for Adults with Intellectual Disabilities: A Research Review of the 
Past Decade.Ó Mental Retardation & Developmental Disabilities Research Reviews 13.2 
(2007): 160-168. 

 
This article extracts principles from two Surgeon General reports, Closing the 

Gap: A National Blueprint to Improve the Health of Persons with Mental 
Retardation (2002) and Call to Action to Improve the Health and Wellness of 
Persons with Disabilities (2005), and combines them with the Objectives from 
Chapter 6 of Healthy People 2010 to create a policy framework. This framework 
is used to review literature from the past decade on access to health care and 
health promotion for persons with intellectual and developmental disabilities 
(IDD). Review of the literature indicates an emerging evidence base for health 
promotion programs for persons with IDD. Research in health care and health 
promotion access requires improvements in surveillance and measurement of 
quality of life, as well as increased participation of persons with IDD and their 
families in its implementation. While international guidelines for primary health 
care have been developed for people with IDD, US guidelines are specialty 
focused and address specific conditions. Despite its recognized importance, 
there is surprisingly little information on training programs for health care 
providers to improve care of persons with IDD. Financing of health care 
continues to threaten access to comprehensive care for persons with IDD, 



particularly regarding coordination of care and availability of providers who 
accept Medicaid patients. Community-based sources of health care have been 
slow to emerge, and there is clear need for assumption of responsibility for 
providing care to persons with IDD. Future US policy should include 
consideration of environmental factors in health care access. 
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Treatment for Persons with Disabilities: An Exploratory Study.Ó Journal of Substance 
Abuse Treatment 31.4 (2006): 375-84. 

 
Research in substance abuse (SA) treatment has demonstrated that persons 

with disabilities (PWDs) are at substantially higher risk for SA than persons 
without disabilities. Despite their higher risk, PWDs access SA treatment at a 
much lower rate than persons without disabilities. Using the Behavioral Model 
for Vulnerable Populations as a research framework, we identified reasons for 
differences in access to SA treatment for Medicaid-eligible adults with 
disabilities in Oregon through a multiphase study. Analyses of demographic and 
referral source data, along with interviews with key state agency representatives, 
adults with disabilities, and treatment program personnel, helped identify 
barriers to SA treatment access. These barriers are reflected as attributes of 
PWDs, contextual variables that enable or impede access, recognition of the 
need for SA treatment, and characteristics of treatment services. The findings 
suggest needed policy and practice changes to increase access rates for PWDs. 
They provide direction for future research. 
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This article presents recent conceptualizations that begin to disentangle health 

from disability, summarizes the literature from 1999 to 2005 in terms of the 
cascade of disparities, reviews intervention issues and promising practices, and 
provides recommendations for future action and research. The 
reconceptualization of health and disability examines health disparity in terms of 
the determinants of health (genetic, social circumstances, environment, 
individual behaviors, health care access) and types of health conditions 
(associated, comorbid, secondary). The literature is summarized in terms of a 
cascade of disparities experienced by people with ID, including a higher 
prevalence of adverse conditions, inadequate attention to care needs, inadequate 
focus on health promotion, and inadequate access to quality health care services. 
Promising practices are reviewed from the perspective of persons with ID, 
providers of care and services, and policies that influence systems of care. 
Recommendations across multiple countries and organizations are synthesized 
as guidelines to direct future action. They call for promoting principles of early 
identification, inclusion, and self-determination of people with ID; reducing the 
occurrence and impact of associated, comorbid, and secondary conditions; 



empowering caregivers and family members; promoting healthy behaviors in 
people with ID; and ensuring equitable access to quality health care by people 
with ID. Their broadscale implementations would begin to reduce the health 
disparity experienced by people with ID. MRDD Research Reviews. 
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A brief narrative description of the journal article, document, or resource. 

Analysis of a national survey indicates that more than a third of children with 
autism, a fifth with mental retardation, and a fifth with other types of special 
health care needs had problems obtaining needed care from specialty doctors in 
the preceding year. The most common problems included getting referrals and 
finding providers with appropriate training 
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Qualitative Inquiry.Ó Health and Social Care in the Community 14.4 (2006): 284-93. 

 
Individuals with physical disabilities are less likely to utilize primary 

preventive healthcare services than the general population. At the same time 
they are at greater risk for secondary conditions and as likely as the general 
population to engage in health risk behaviors. This qualitative exploratory study 
had two principal objectives: (1) to investigate access barriers to obtaining 
preventive healthcare services for adults with physical disabilities and (2) to 
identify strategies to increase access to these services. We conducted five focus 
group interviews with adults (median age: 46) with various physically disabling 
conditions. Most participants were male Caucasians residing in Virginia, USA. 
Study participants reported a variety of barriers that prevented them from 
receiving the primary preventive services commonly recommended by the US 
Preventive Services Task Force. We used a health services framework to 
distinguish structural-environmental (to include inaccessible facilities and 
examination equipment) or process barriers (to include a lack of disability-
related provider knowledge, respect, and skilled assistance during office visits). 
Participants suggested a range of strategies to address these barriers including 
disability-specific continuing education for providers, the development of 



accessible prevention-focused information portals for people with physical 
disabilities, and consumer self-education, and assertiveness in requesting 
recommended services. Study findings point to the need for a more responsive 
healthcare system to effectively meet the primary prevention needs of people 
with physical disabilities. The authors propose the development of a consumer- 
and provider-focused resource and information kit that reflects the strategies that 
were suggested by study participants. 
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Medicaid Beneficiaries:  CDPS.Ó  Health Care Financial Review 21 (2000): 29-64. 
 

This article describes the Chronic Illness and Disability Payment System 
(CDPS), a diagnostic classification system that Medicaid programs can use to 
make health-based capitated payments for TANF and disabled Medicaid 
beneficiaries. The authors describe the diversity of diagnoses and different 
burdens of illness among disabled and AFDC Medicaid beneficiaries.  Claims 
from seven States are analyzed, and payment weights are provided that States 
can use when adjusting HMO payments.  The authors also compare the 
taxonomy and statistical performance of CDPS to other leading diagnostic 
classification systems and find that the new model performs better in a number 
of respects. 

 
190. Krotoski, D. M.; Nosek, M. A. and Turk,  M. A. Women with Physical Disabilities: 

Achieving and Maintaining Health and Well-Being Baltimore: P.H. Brookes Pub. Co., 
1996. 

 
191. Lass L.G.; Franklin R.R.; Bertrand W.E. and Baker J. ÒHealth Knowledge, Attitudes, and 

Practices of the Deaf Population in Greater New Orleans--A Pilot Study.Ó American 
Annals of the Deaf 123 (1978): 960-967. 

 
192. Lawthers, A.G.; Pransky, G.S.; Peterson, L.E. and Himmelstein, J.H. ÒRethinking Quality 

in the Context of Persons with Disability." International Journal of Quality Health Care 
15.4 (2003): 279-81. 

 
This study reviewed the current health services literature related to quality of 

care for persons with disabilities and highlighted the need for a unique 
framework for conceptualizing quality and patient safety issues for this 
population. The study concluded that health care providers need to embrace a 
multidisciplinary approach to quality to meet the needs of persons with 
disabilities.  Funders and purchasers need to provide flexibility in funding to 
enable a comprehensive primary care approach, while health service researchers 
need to adopt a broad view of quality to capture issues of importance for persons 
with disabilities. 

 
193. Lennox, N.  "Following Treatment Guidelines for Developmentally Disabled Adults: the 

Invincible 3%." Canadian Family Physician 52.11 (2006): 1373-1374.  



 
Canada prides itself on being an inclusive society with policies that promote 

equity in provision of health care services. But some groups of people miss 
out.  People with developmental disabilities (DD) are one of these groups, and 
unlike other groups with serious unmet health needs, they receive virtually no 
attention in popular or medical literature. People with DD appear at times to be 
almost invisible to society and health services.  Why is this so? Perhaps they are 
too few in number. But at 1% to 3% of the population (325000 to 975000 
Canadians), they are relatively numerous. The indifference is due to societyÕs 
negative attitude, and more specifically with health care, the negative attitude of 
medical practitioners, toward patients with DD. Those of us who care for 
patients with DD find that some of our colleagues have little interest in our 
patients with DD. 

 
194. Lethbridge-‚ejku, M.; Schiller, J.S., and L. Bernadel. ÒSummary Health Statistics for 

U.S. Adults: National Health Interview Survey, 2002.Ó National Center for Health 
Statistics. Vital Health Statistics. 10.222 (2004).  

 
This report presents health statistics from the 2002 National Health Interview 

Survey (NHIS) for the civilian noninstitutionalized adult population, classified 
by sex, age, race and Hispanic origin, education, income, poverty status, health 
insurance coverage, marital status, place of residence, and region of residence 
for chronic condition prevalence, health status, functional limitations, health 
care access and utilization, health behaviors, and human immunodeficiency 
virus testing. The presentation of percentages and percent distributions in both 
age-adjusted and unadjusted versions is new this year. SOURCE OF DATA: 
The NHIS is a household, multistage probability sample survey conducted 
annually by interviewers of the U.S. Census Bureau for the Centers for Disease 
Control and Prevention's National Center for Health Statistics. In 2002, data 
were collected for 31,044 adults for the Sample Adult questionnaire. The 
conditional response rate was 84.4%, and the final response rate was 74.4%. The 
health information for adults in this report was obtained from one randomly 
selected adult per family. HIGHLIGHTS: In 2002, 62% of adults 18 years of 
age or over reported excellent or very good health. Fifty-nine percent of adults 
never participated in any type of vigorous leisure-time physical activity, and 
14% of adults did not have a usual place of health care. Eleven percent of adults 
had been told by a doctor or health professional that they had heart disease, and 
21% had been told on two or more visits that they had hypertension. Twenty-
two percent of all adults were current smokers, and 23% were former smokers. 
Based on their body mass index, 35% of adults were overweight, and 23% were 
obese. 

 
195. Levine, S. "Suit Wins Changes for Disabled at Hospital, DC Facility Faces Up to $2 

Million in Modifications to Ensure Equal Care." Washington Post 3 Nov. 2005. 
 

196. Lewis, M.A.; Lewis, C.E.; Leake, B.; King, B.H. and Lindemann, R. ÒThe Quality of 



Health Care for Adults with Developmental Disabilities.Ó Public Health Report 117.2 
(2002): 174-184. 

 
The purpose of this study was to determine the health status of adults with 
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(27.5%) and 2003-2004 (31.1%). Among women, no significant increase in 
obesity was observed between 1999-2000 (33.4%) and 2003-2004 (33.2%). The 
prevalence of extreme obesity (body mass index 40) in 2003-2004 was 2.8% in 
men and 6.9% in women. In 2003-2004, significant differences in obesity 
prevalence remained by race/ethnicity and by age.  
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Comparative Study.Ó Family Medicine 38.10 (2006): 712-716. 
 

BACKGROUND AND OBJECTIVES: The quality of communication 
between physician and patient is a major contributor to patient satisfaction and 
treatment adherence. Deaf patients who use American Sign Language 
experience significant communication barriers in most medical settings. This 
study investigated factors impacting deaf patients'  satisfaction with prenatal 
care and prenatal care disparities between deaf and hearing women. 
METHODS: Questionnaires modified from Omar and Schiffman's prenatal 
satisfaction measure were administered to 23 deaf and 32 hearing women. 
RESULTS: Deaf women were less satisfied than hearing women with physician 
communication and less satisfied with overall care. Deaf women's expectations 
about provision of interpreter services being met or exceeded was significantly 
associated with overall satisfaction. Hearing women had more prenatal care 
appointments and reported receiving more information from their doctors. 
CONCLUSIONS: Maximizing communication effectiveness with deaf patients 
results in better prenatal care and improved patient satisfaction. Good 
communication includes conveying concern and making efforts to ensure that 
whatever communication methods used are effective. 
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Press, 1996. Olkin, R. What Psychotherapists Should Know About Disability. New York: 
The Guildford Press, 1999.  

 
250. Orsi, J.M.;  Margellos-Anast  H.; Perlman T.S.;  Giloth B.E. and Whitman, S. ÒCancer 

Screening Knowledge, Attitudes, and Behaviors Among Culturally Deaf Adults: 
Implications for Informed Decision Making.Ó Cancer Detection and Prevention 31.6 



(2007): 474-479.  
 

Background: Previous studies show that Deaf persons tend to have lower 
health status, lack health knowledge, have differing health attitudes, and 
decreased health care utilization when compared to the general population. The 
authors sought to examine knowledge, attitudes, and behaviors surrounding age- 
and gender-specific cancer screening tests amongst a sample of Deaf adults who 
were patients of Deaf-friendly medical organizations. The authors also sought to 
compare age- and gender-specific cancer screening rates amongst this sample to 
that of the general US population. Methods: A sample of 203 adult Deaf patients 
participated in a comprehensive, face-to-face health survey conducted between 
November 2002 and March 2003. The survey was administered in American 
Sign Language by Deaf interviewers and included age- and gender-specific 
cancer knowledge, attitude, and behavior questions. Results: Knowledge 
pertaining to Pap smear among females was low, while the proportion having 
ever had a Pap smear was comparable to the general population. Mammography 
knowledge amongst females age 50 and older was comparatively higher, 
although it remained lower than the proportion of females in this age group who 
reported ever receiving a mammogram. Overall, screening rates for breast, 
cervical, and colorectal cancer were similar to rates in the general US 
population. Attitudes toward specific cancer screening tests were also favorable. 
Conclusions: Persons within the Deaf community can have cancer screening 
rates similar to those of the general US population. However, utilization in the 
absence of knowledge regarding these tests is worrisome and brings about 
ethical, health care quality and health education concerns. 

 
251. Owens, J.S. ÒAccessible Information for People with Complex Communication Needs.Ó 

Augmentative and Alternative Communication 22.3 (2006): 196-208. 
 

Information can be empowering if it is accessible. While a number of known 
information access barriers have been reported for the broader group of people 
with disabilities, specific information issues for people with complex 
communication needs have not been previously reported. In this consumer-
focused study, the accessibility of information design and dissemination 
practices were discussed by 17 people with complex communication needs; by 
eight parents, advocates, therapists, and agency representatives in focus groups; 
and by seven individuals in individual interviews. Participants explored issues 
and made recommendations for content, including language, visual and audio 
supports; print accessibility; physical access; and human support for information 
access. Consumer-generated accessibility guidelines were an outcome of this 
study. 
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255. Parish, S.L.  "Health Care Access of Women With Cognitive Limitations: Evidence of 
Disability-Based Disparities in Health Care in a National SampleÓ School of Social Work 
UNC Chapel Hill.  April 23, 2007. 

 
This study compares potential and realized use of health care for a national 

sample of working-age women with cognitive disabilities. Using data from the 
Medical Expenditure Panel Survey for 2000 and 2002, we compared potential 
and realized use of health care for a national sample of working-age women 
with cognitive disabilities. Despite having similar likelihoods of potential access 
to health care as compared to nondisabled women, they had markedly worse 
rates of receiving cervical cancer and breast cancer screenings, similar rates of 
routine check-ups, and yet had better rates of receipt of influenza shots. They 
were also less likely to be satisfied with their medical care than were 
nondisabled women. Policy recommendations are suggested to address the 
disability-based disparities in reproductive health care for women with cognitive 
limitations.    

 
256. Parish S. L. et al. ÒMaterial Hardship Among U.S. Families Raising Children with 

Disabilities.Ó Exceptional Children 75.1 (2008): 71-92. 
 

257. Parish, S.L. and M.J. Ellison-Martin. ÒHealth-care Access of Women Medicaid 
Recipients: Evidence of Disability-based Disparities,Ó Journal of Disability Policy 
Studies 18.2 (2007): 109-116. 

 
Little is known about the health care received by women with disabilities, 

who comprise a substantial subset of the population. This article describes the 
health care of a national sample of low-income female Medicaid recipients. 
Despite having similar potential for care (health insurance, usual source of care, 
and having a physician as a usual source of care) as compared to nondisabled 
women, women with disabilities had substantially worse rates of receiving 
medical care and medication when they were needed and of cervical cancer 
screenings. Women with disabilities were also much less likely to be satisfied 
with their care than were nondisabled women. These results support calls to 
mandate quality-based reimbursement incentives within Medicaid, specifically 
for women with disabilities. 

 
258. Parish, S.L. and J. Huh. ÒHealth Care for Women with Disabilities: Population- Based 

Evidence of Disparities.Ó Health and Social Work 32.1 (2006): 7- 15. 
 

Despite having similar or better potential access to health care, women with 



disabilities experience worse health care and worse preventive care than non-
disabled women. This study examined the health care of a national probability 
sample of 8,721 disabled and 45,522 non-disabled women living in the United 
States. Logistic regression models, adjusted for age and household income, were 
estimated for eight measures of health care, including three measures of 
potential access to care, two measures of receipt of preventive services, and 
postponement of care. Findings signal potentially serious consequences for 
women with disabilities, who require care at higher rates than their non-disabled 
counterparts and are at increased risk of developing secondary conditions if their 
care needs are not met. 

 
259. Parish, S.L. and Z. E. Lutwich. ÒA Critical Analysis of the Emerging Crisis in Long-

Term Care for People with Developmental Disabilities.Ó Social Work 50.4 (2005): 345Ð
54. 

 
There is an impending crisis in long-term care for people with developmental 

disabilities. The demand for care will likely outpace the supply for decades to 
come. Factors, such as limited existing long-term care resources, increased life 
expectancy for people with developmental disabilities, changing family 
demographics, legal actions, and competition for resources with the elderly 
population are driving the crisis. Virtually every domain of social work practice 
will face challenges in this area. This article argues for an immediate response 
from the social work community in several areas. The profession needs to 
provide social workers with expanded training in family-centered approaches to 
working with people with developmental disabilities, develop new interventions, 
create new organizational supports, and practice assertive advocacy. 

 
260. Parish, S.L. and A.W. Savile. ÒWomen with Cognitive Limitations Living in the 

Community:  Evidence of Disability-Based Disparities in Health Care.Ó  Mental 
Retardation 44.4 (2006): 249-259. 

 
Using data from the Medical Expenditure Panel Survey for 2000 and 2002, we 

compared potential and realized use of health care for a national sample of 
working-age women with cognitive disabilities. Despite having similar 
likelihoods of potential access to health care as compared to nondisabled 
women, they had markedly worse rates of receiving cervical cancer and breast 
cancer screenings, similar rates of routine check-ups, and yet had better rates of 
receipt of influenza shots. They were also less likely to be satisfied with their 
medical care than were nondisabled women. Policy recommendations are 
suggested to address the disability-based disparities in reproductive health care 
for women with cognitive limitations. 
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Report 109.3 (1994): 390-396. 
 

Focuses on HIV education for the deaf and argues that this population is particularly 



vulnerable because of language barriers, unique culture and the scarcity of community 
services. 
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Site to Educate Women with Disabilities on Reproductive Health Care.Ó Sexuality and 
Disability 19.1 (2001): 71-83. 
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Foster L.; Giloth, B.; Kaufman, G.; Margellos-Anast, H.; Miller, L.; Orsi, J. and 
Whitman, S. Report on the Findings and Recommendations of Improving Access to 
Health and Mental Health Care for Chicago's Deaf Community-Phase II. Chicago (IL); 
September 2007.  

 
264. Perry, M. and H.K. A. Dulio. ÒThe Role of Health Coverage for People with Disabilities: 

Findings from 12 Focus Groups with People with Disabilities.Ó Menlo Park, CA: Henry 
J. Kaiser Family Foundation, August 2003.  

 
265. Piotrowski, K. and L. Snell. ÒHealth Needs of Women with Disabilities Across the 

Lifespan.Ó Journal of Obstetric, Gynecological and Neonatal Nursing 36.1 (2007): 79-87. 
 

Women with disabilities experience a variety of unique health needs from 
adolescence to older age. They require compassionate and comprehensive health 
care services to manage their physical disabilities and to prevent secondary 
conditions. Unfortunately, many women with disabilities encounter attitudinal, 
informational, environmental, and geographic barriers as they seek access to 
health care. A variety of measures can be implemented to overcome these 
barriers and to improve the quality of health care that women with disabilities 
receive. 

 
266. Pleis, J.R. and M. Lethbridge-Cejku. ÒSummary Health Statistics for U.S. Adults: 

National Health Interview Survey, 2006.Ó Vital Health Statistics 10.235 (2007): 1Ð153. 
 

OBJECTIVES: This report presents health statistics from the 2006 National 
Health Interview Survey for the civilian noninstitutionalized adult population, 
classified by sex, age, race and ethnicity, education, family income, poverty 
status, health insurance coverage, marital status, and place and region of 
residence. Estimates are presented for selected chronic conditions and mental 
health characteristics, functional limitations, health status, health behaviors, 
health care access and utilization, and human immunodeficiency virus testing. 
Percentages and percent distributions are presented in both age-adjusted and 
unadjusted versions. SOURCE OF DATA: NHIS is a household, multistage 
probability sample survey conducted annually by interviewers of the U.S. 
Census Bureau for the Centers for Disease Control and Prevention's National 
Center for Health Statistics. In 2006, data were collected for 24,275 adults for 
the Sample Adult questionnaire. The conditional response rate was 81.4%, and 
the final response rate was 70.8%. The health information for adults in this 



report was obtained from one randomly selected adult per family. In very rare 
instances where the sample adult was not able to respond for him or herself, a 
proxy was allowed. HIGHLIGHTS: In 2006, 61% of adults 18 years of age or 
over reported excellent or very good health. Sixty-two percent of adults never 
participated in any type of vigorous leisure-time physical activity, and 16% of 
adults did not have a usual place of health care. Eleven percent of adults had 
been told by a doctor or health professional that they had heart disease, and 23% 
had been told on two or more visits that they had hypertension. Twenty-one 
percent of all adults were current smokers and 21% were former smokers. Based 
on estimates of body mass index, 35% of adults were overweight and 26% were 
obese.  

 
267. Pollard, R.Q. "Cross-Cultural Ethics in the Conduct of Deafness Research." 

Rehabilitation Psychology 37.2 (1992): 87-101.  
 

Discusses the application of contemporary cross-cultural ethical principles and 
practices in deafness research, including the relevance of framing some deafness 
research as cross-cultural. A gradient is defined where cultural bearing varies 
from low to high, depending on a study's topic and design. It is concluded that 
scientists should employ contemporary cross-cultural ethical practices when 
their studies have cultural bearing. The evolution and nature of these special 
ethical practices are detailed. They extend research protections beyond the 
individual participant to the host community as a collective entity, and address 
relations with the heterogeneous host community, the research agenda and 
design, the participation of host community scientists, and publication foci and 
channels. Specific applications of these principles and practices to deafness 
research are described. 

 
268. Pollard, R.Q. "Mental Health Services and the Deaf Population: A Regional Consensus 

Planning Approach."  Journal of the American Deafness and Rehabilitation Association 
28.3 (1995): 1-47. 

 
Describes the use of a regional consensus planning approach to addressing the 

longstanding difficulties deaf and hard-of-hearing residents in New York have in 
securing access to and competence in public mental health services. The 
nominal group technique was used to bring together individuals who plan, fund, 
manage, and render public mental health services and individuals who are 
specifically knowledgeable about deaf and hard-of-hearing people and their 
mental health care needs. Conference planning is discussed, including 
preliminary efforts, committee structure and activities, the goal statement, 
attendee selection and preparation, barrier statements, and final preparations. 
The conference itself is described, including setting and maintaining its tone, 
small and large group consensus, the impact-likelihood matrix, cluster groups, 
wrap-up, and evaluations. The aftermath of the conference is also considered. 

 
269. Pollard, R.Q. "Public Mental Health Service and Diagnostic Trends Regarding 



Individuals Who are Deaf or Hard of Hearing."  Rehabilitation Psychology 39.3 (1994): 
147-160. 

 
From a pool of 84,437 public mental health case records in Rochester, NY, 

544 pertained to deaf or hard of hearing (DHH) patients. Proportional 
comparisons of demographic, service, and diagnostic patterns revealed 
significant differences between DHH and comparison samples. Women, 
children, and non-Caucasians were underrepresented in the DHH sample; male 
and elderly DHH patients were overrepresented. DHH patients were 
overrepresented in 4 small but communicatively accessible programs that 
provided a limited range of services. When served by community services, DHH 
patients received fewer clinical services and more continuing treatment and case 
management services. Axis II diagnoses of mental retardation were more 
frequent in the DHH sample, and clinicians were less able to rule out Axis II 
pathology. It is suggested that observed differences reflect service accessibility 
and clinician expertise problems rather than clinical distinctions. 
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with Developmental Disabilities from Minority Backgrounds.Ó Mental Retardation  42.6 
(2004): 459-70. 

 
This project examined access to health care by individuals with developmental 

disabilities in Kansas from low income populations and from minority backgrounds.  
Four criteria for determining access were employed: availability, accessibility, 
affordability, and appropriateness of care.  Factors that pose barriers and that facilitate 
access are described and recommendations are set out with particular reference to the 
2002 Report of the Surgeon General of the United States. 
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States, 1990-91.Ó Vital Health Stat, Series10 (no. 188), 1994. Rimmer, J.H. ÒThe 
Conspicuous Absence of People with Disabilities in Public Fitness and Recreation 
Facilities: Lack of Interest or Lack of Access? American Journal of Health Promotion 
19.5 (2005): 327-329. 

 
More than 50 million Americans have a disability.  Beef people face 

enormous physical, social, and attitudinal barriers toward their participation in 
physical and recreational activities that they need to maintain their health and 
wellness.  Furthermore, the concept of being "healthyÓ and ÒdisabledÓ or 
Òphysically activeÓ and ÒdisabledÓ is not a common visualization in the 
mainstream media. This paper calls for a more inclusive vision within public 
health messages that target physical activity participation among its citizens, 
especially those with disability who are at greater risk for developing health 
problems associated with sedentary living. 

 
279. Rimmer, J.H. ÒBuilding Inclusive Physical Activity Communities for People with Vision 

Loss.Ó Journal of Visual Impairment and Blindness, Vision Loss and Public Health 
Supplement 100 (2006): 863Ð865. 

 
Physical activity is universally recommended for the maintenance of good 

health. Unfortunately, for people with disabilities, including those with vision 
loss, options for exercise may be limited by the built environment, as well as by 
inaccessibility of programs, equipment, and services offered in community 
recreation facilities. 
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with Disabilities.Ó Archives of Physical Medicine and Rehabilitation 86.7 (2005): 1461-
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Conditions: Key Findings from the National Health Interview Survey.  May 2005. Web. 7 



Oct. 2009. <www.urban.org/UploadedPDF/411161_uninsured_americans.pdf>. 
 

282. Roetzheim, R.G., et al. ÒManaged Care and Cancer Outcomes for Medicare Beneficiaries 
with Disabilities.Ó American Journal of Managed Care 14.5 (2008): 287Ð96.   

 
OBJECTIVE: To determine if the type of insurance arrangement, specifically 

health maintenance organization (HMO) vs fee-for-service (FFS), affects cancer 
outcomes for Medicare beneficiaries with disabilities. STUDY DESIGN: 
Retrospective cohort. METHODS: We used the Surveillance, Epidemiology, 
and End Results-Medicare linked dataset to identify beneficiaries older and 
younger than 65 years entitled to Medicare benefits because of disability (Social 
Security Disability Insurance) who subsequently were diagnosed as having 
breast cancer (n = 6839) or non-small cell lung cancer (n = 10,229) from 1988 
through 1999. We categorized persons according to Medicare insurance 
arrangement (continuous FFS, continuous HMO, or mixed FFS/HMO) during 
the periods 12 months before diagnosis and 6 months after diagnosis. Using a 
retrospective cohort design, we examined stage at diagnosis, cancer-directed 
treatments, and survival. RESULTS: Women with continuous HMO insurance 
had earlier-stage breast cancer diagnosis (adjusted relative risk, 0.77; 95% 
confidence interval, 0.65-0.91) and were more likely to receive radiation therapy 
following breast-conserving surgery (adjusted relative risk, 1.11; 95% 
confidence interval, 1.03-1.19). Women having continuous HMO insurance had 
better breast cancer survival, primarily resulting from earlier-stage diagnosis. 
Among persons with non-small cell lung cancer, those having mixed FFS/HMO 
insurance were more likely to receive definitive surgery for early-stage disease 
(adjusted odds ratio, 1.23; 95% confidence interval, 1.02-1.49) and to have 
better overall survival but not significantly better lung cancer survival. 
CONCLUSION: When diagnosed as having breast cancer or non-small cell lung 
cancer, some Medicare beneficiaries with disabilities fare better with managed 
care compared with FFS insurance plans. 
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Journal of Manipulative Physiology Therapy 22.8 (1999): 523- 529.  
 

The objective of this study was to determine to what degree chiropractic 
clinics are complying with the Americans with Disabilities Act (ADA), which 
mandates that health care clinics be accessible to the disabled. METHODS: A 
survey was developed and mailed to 200 chiropractic clinics in Orange and Los 
Angeles counties. The survey asked about the essential necessities for health 
care clinics to be accessible to the wheelchair-bound, the blind, and the deaf. It 
also sought to discover how many disabled patients these clinics were treating 
and the attitudes of practitioners and staff toward this population. Results 
indicated that accessibility for the wheelchair-bound was high. Accessibility for 
the blind was limited by a lack of Braille signs. Accessibility to the deaf was 
limited by lack of telecommunications device for the deaf or use of sign 
language interpreters. Most clinics were treating few or no disabled patients and 



did not perceive a need to become more accessible.  
 

284. Ryskulova, A. et al. ÒSelf-Reported Age-Related Eye Diseases and Visual Impairment in 
the United States: Results of the 2002 National Health Interview Survey.Ó American 
Journal of Public Health 98.3 (2008) 454-461.  

 
Among people aged 18 to 44, the prevalence of vision impairments is about 5.7 

percent, while the rate is approximately 21.7 percent among people who are 75 years of 
age or older. 
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Brauer, B. ÒBringing Health Care Information to the Deaf Community.Ó Journal of 
Cancer Education. 16.2 (2001): 105-8. 

 
BACKGROUND: The Deaf community reports limited access to health 

promotion information and care. Literature review, key informant interviews, 
and focus groups generated a clearer understanding of the community. Health 
care providers, educators, and policymakers could improve medical care to the 
Deaf community by: 1) better understanding its culture and language; 2) 
creating more health education programs specifically for the Deaf community; 
3) developing opportunities for more deaf people and American Sign Language 
(ASL) users to enter the health professions; and 4) creating incentives for 
hearing health care providers to become ASL proficient. 

 
286. Scheer, J.; Kroll, T.; Neri M.T. and Beatty, P. ÒAccess Barriers for Persons with 

Disabilities: The ConsumersÕ Perspective.Ó Journal of Disability Policy Studies 13.4 
(2003): 221-230. 

 
This article examines the access barriers to primary, specialist, and 

rehabilitative care, and their consequences for individualsÕ health, functioning, 
well-being, and health services utilization. The findings are based on an in-depth 
analysis of 30 qualitative interviews. Access problems are grouped into 
environmental, structural, and process barriers. The findings highlight the 
complex nature of access barriers for people with disabilities and underscore the 
importance of disability literacy in the health service delivery process. 
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288. Schoenborn, C.A. and K. Heyman. ÒHealth Disparities Among Adults with Hearing Loss 
in the United States, 2000Ð2006.Ó National Center for Health Statistics. Web 27 Jun 
2008. <www.cdc.gov/nchs/products/pubs/pubd/hestats/hearing00-06/hearing00-06.htm>. 

 
Hearing status is based on the question "Which statement best describes your 

hearing without a hearing aid: good, a little trouble, a lot of trouble, deaf?Ó 
 



289. Schopp, L.H.; Kirkpatrick, H.A.; Sanford, T.C, Hagglund, K.J. and Wongvatunyu, S. 
ÒImpact of Comprehensive Gynecologic Services on Health Maintenance Behaviours 
among Women with Spinal Cord Injury.Ó Disability and Rehabilitation 24.17 (2002): 
899-903.  

 
The purpose of this study was to investigate the effects of a women's health 

clinic that was established to meet the needs of women with SCI and other 
disabilities. Specifically, this study examined the effect of clinic participation 
upon the rate of preventive gynecologic health care behaviors and assessed the 
relationship between physical and emotional functioning in women with SCI 
and other disabilities. Results indicated a trend towards increased frequency of 
breast self-exam three months after initial participation in the clinic.  Other rates 
of health promoting behaviors (exercise, diet and mammography) did not 
increase. Results also indicated that although physical functioning and life 
satisfaction were not related, women in this study did experience moderate to 
high levels of psychological distress.  
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Adolescents with Disability: Physician Comfort, Perceived Barriers, and Potential 
Solutions." Journal of Pediatric Adolescent Gynecology 18.2 (2005): 101-4. 

 
The goal of the study was to assess the barriers to gynecologic care for 

adolescents with disability in this state.  136 providers of gynecologic care in 
Utah were surveyed to assess existing conditions, attitudes, and comfort levels 
regarding this population. A comfort level among surveyed clinicians in 
providing gynecological care to disabled adolescence was relatively low, even 
for routine screening.  Respondents identified the following as barriers to 
providing this care: time, reimbursement, inadequate knowledge, and disability 
related issues, (office access and preference to not serve the population). 
Suggested solutions included: continuing education programs, consultation to 
practices on serving both youth and individuals with disability, and better billing 
mechanisms. 

 
294. ÒSCHIP 101: What Is the State ChildrenÕs Health Insurance Program and How Does It 

Work?Ó Rep. FamiliesUSA, June 2007. Web. 16 Oct. 2009. 
<www.familiesusa.org/assets/pdfs/SCHIP-101.pdf>. 



 
295. SCHIP - Enrolled Children with Special Health Care Needs: An Assessment of 

Coordination Efforts Between State SCHIP and Title V Programs. Rep. Kaiser 
Commission on Medicaid and the Uninsured, Jan. 2004. Web. 
<www.kff.org/medicaid/upload/SCHIP-Enrolled-Children-with-Special-Health-Care-
Needs.pdf>. 

 
296. Seekins, T. ÒWorkshop on Disability in America: A New Look - Summary and 

Background Papers: Promoting Health and Preventing Secondary Conditions Among 
Adults with Developmental Disabilities.Ó Washington D.C.: National Academies, 2006. 
Print. 

 
297. Shogren, K.A; Wehmeyer, M.L.; Reese, R.M. and OÔHara, D. ÒPromoting Self-

Determination in Health and Medical Care: A Critical Component of Addressing Health 
Disparities in People with Intellectual Disabilities.Ó Journal of Policy and Practice in 
Intellectual Disabilities 3.2 (2006): 105Ð113.  

 
298. Showalter, Stuart. ÒInvisible Disability, Hidden Language: Risks in Serving Deaf and 

Hard of Hearing Persons.Ó Health Lawyer's Weekly 5.4 (2007). 
 

299. Silver, E.J. and R.E. Stein. ÒAccess to Care, Unmet Health Needs, and Poverty Status 
among Children with and without Chronic Conditions.Ó Ambulatory Pediatrics 1.6 
(2001): 314-20.  
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adjustment for comorbid conditions, adults with disabilities were as likely to 
attempt weight loss as those without disabilities, except for adults with severe 
lower extremity mobility difficulties, who were less likely and adults with 
mental illness, who were more likely. Physician exercise counseling was 
reported less often among adults with severe lower extremity) and upper 
extremity mobility difficulties 
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Approximately ten percent of the world's population has a disability. In the 
United States, it is estimated that there are 43 million disabled people and 
roughly 30% of them are women. There is often limited physical and structural 
access to health care for disabled women. As young girls, women with 
disabilities are often told that marriage is not a possibility, which can lead to 
feelings of asexuality. Barriers to contraception for women with disabilities may 
be twofold; attitudinal as well as knowledge based. Sexually transmitted disease 
detection and prompt management interventions may be hampered by a number 
of factors. Women with disabilities that become pregnant have identical issues 
in many ways as compared with nondisabled women. Fertility and sexuality are 
closely intertwined. As a woman with a disability undergoes an infertility 
evaluation, her sexuality as well as identity as a woman may be threatened. 
Disabled women are living longer and are reaching the age of menopause while 
remaining active and involved in their family life, social life, and in the 
workforce. 
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The purpose of this study was to address issues regarding the treatment of women with 

disabilities and to suggest ways in which the patient and the provider can work together 
for a positive outcome.  Results showed that the treatment of STDs in women with 
disabling conditions presents diagnostic and therapeutic challenges to clinicians, because 
symptoms may be confusing and may mimic manifestations of underlying disorders. 
Women with spinal cord injury may be at risk for the development of autonomic 
activation as a sign of STDs.  The author concluded that to enhance compliance with 
medication regiments, the limitations of the patient should be considered. Furthermore, 
women with disabilities are at high risk for sexual abuse; therefore, the presence of an 
STD may be of special concern. Developing good communication with the patient will 
enable the clinician to work with her to sort out symptoms, design therapeutic regiments, 
and to help protect her from abuse.  
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with Disabilities Eds. S.L. Welner and F. Haseltine. Philadelphia: Lippincott Williams & 
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This study looks at adults with disabilities and their susceptibility to 

secondary health problems because of factors not directly related to their 
disability. 
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in Diabetes Education for People with Visual Impairment.Ó  Diabetes Education 28.6 
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This study was conducted to identify accessibility and related psychosocial 
issues in diabetes care and education for visually impaired adults who have 
diabetes. Two focus groups of adults with visual impairment and diabetes were 
conducted; data were recorded and analyzed. The 3 main issues identified were 
lack of access to up-to-date diabetes information in an accessible format, lack of 
understanding by healthcare providers of the needs and competencies of people 
with both visual impairment and diabetes, and lack of access to nonvisual 
diabetes self-management equipment.  
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Directions in Psychological Science 14.3 (2005): 144Ð148. 
 

Adult aging is accompanied by declines in many areas of cognitive 
functioning, including reduced memory for new information. Potential sources 
of these declines are well established and include slowed processing, diminished 
working-memory capacity, and a reduced ability to inhibit interference. In 
addition, older adults often experience sensory decline, including decreased 
hearing acuity for high-frequency sounds and deficits in frequency and temporal 
resolution. These changes add to the challenge faced by older adults in 
comprehension and memory for everyday rapid speech. Use of contextual 
information and added perceptual and cognitive effort can partially offset the 
deleterious effects of these sensory declines. This may, however, come at a cost 
to resources that might otherwise be available for ÔÔdownstreamÕÕ operations 
such as encoding the speech content in memory. We argue that future research 
should focus not only on sensory and cognitive functioning as separate domains 
but also on the dynamics of their interaction. 
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BACKGROUND: Approximately 10% of the US population has some degree 
of hearing loss, and 2 million Americans are deaf. Most medical school curricula 
and major textbooks characterize deafness as pathologic condition only, which 
is at odds with the movement to understand the Deaf population as a minority 
group with a unique language and cultural tradition. Physicians might therefore 
be unprepared to meet the needs of deaf patients effectively and sensitively. This 
study seeks to understand the health care experiences of elderly Deaf adults in 
Richmond, Va. METHODS: The authors conducted focus groups of elderly 
Deaf persons. Real-time voice-interpretation of the sign language 
communication allowed for tape recording and full transcription. The authors 
independently analyzed the transcripts using an editing style, and incorporated 
feedback on their interpretation from participants. RESULTS: Participants 



experienced many practical barriers to effective health care, including problems 
with scheduling appointments and communicating with providers. They 
believed that providers are ill-prepared to care for them and worried that 
prejudice might be a more subtle obstacle. Participants seemed resigned to these 
circumstances. CONCLUSIONS: The authors suggest a possible explanation for 
this perspective, and make specific recommendations for three levels of 
competency in caring for deaf patients. When the provider and the office staff 
provide methods to communicate with deaf patients using telephone-assisted 
communication, qualified interpreters, and some basic knowledge of lipreading 
or sign language, the care of deaf patients is greatly enhanced and the physician-
patient relationship improved. This study seeks to understand the health care 
experiences of elderly Deaf adults in Richmond, Va. The authors conducted 
focus groups of elderly Deaf persons. Real-time voice-interpretation of the sign 
language communication allowed for tape recording and full transcription. The 
authors independently analyzed the transcripts using an editing style, and 
incorporated feedback on their interpretation from participants. Participants 
experienced many practical barriers to effective health care, including problems 
with scheduling appointments and communicating with providers. They 
believed that providers are ill-prepared to care for them and worried that 
prejudice might be a more subtle obstacle. Participants seemed resigned to these 
circumstances.  
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10.3 (1998): 377- 386. 

 
The authors investigated whether the public information being dispensed 

about Acquired Immunodeficiency Syndrome (AIDS) reaches Deaf and Hard of 
Hearing (D&HH) persons to the same extent as the rest of the American 
population. Using a self-administered written survey, modified so that D&HH 
persons whose primary language is American Sign Language (ASL) could 
understand the questions, the authors studied 40 D&HH and 37 hearing persons 
in southeast Michigan. There were no significant demographic differences 
between the two populations, but there were differences regarding attitudes 
towards and knowledge about AIDS. D&HH persons were less likely to 
associate sexual contact with drug users and number of sexual partners as high 
risk sexual behaviors, were more likely to believe that storing blood for future 
personal use lowers their chances of contracting AIDS, and believed that using 
public restrooms, kisses on the cheek and visiting an AIDS patients increased 
their chances of contracting AIDS. Furthermore, they were more likely to 
believe they did not need to change their sexual behavior as a result of the AIDS 
epidemic. D&HH persons also reported different attitudes towards AIDS 
patients, such as they were not important to their community, dentists with 
AIDS should not be allowed to continue working, and landlords should be able 
to evict people with AIDS. Our findings suggest differences in receiving, 
trusting, and/or being exposed to current information about AIDS by the Deaf 



community, consistent with the fact that they are a minority population with 
distinct knowledge and cultural traditions. 
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Recent policy debates in the US over access to mental health care have raised 
several philosophically complex ethical and conceptual issues. The defeat of 
mental health parity legislation in the US Congress has brought new urgency 
and relevance to theoretical and empirical investigations into the nature of 
mental illness and its relation to other forms of sickness and disability. 
Manifold, nebulous, and often competing conceptions of mental illness make the 
creation of coherent public policy exceedingly difficult. Referencing a variety of 
approaches to ethical reflection on health care, and drawing from the empirical 
literature on therapeutic efficacy and economic efficiency, we argue that 
differential rationing, 'disparity,' is unjustifiable.  
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The ICF is WHO's framework for measuring health and disability at both 

individual and population levels. The ICF was officially endorsed by 191 WHO 
Member States in the Fifty-fourth World Health Assembly on 22 May 2001 
(resolution WHA 54.21). Unlike its predecessor, which was endorsed for use in 
Member States as the international standard to describe and measure health and 
disability.  
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Health 97.12 (2007): 2216-2221. 

 
The objective of this study was to investigate the relationship between varying 

levels of cognitive function and dental care utilization.  The authors found that 
the level of cognitive function was associated with dental care utilization. At a 
higher level of cognitive functioning, individuals were more likely to have had 
more frequent dental visits. In addition, a higher level of socioeconomic status, 
healthy lifestyle, and worse self-rated oral healthÐrelated symptoms were more 
likely to indicate a higher frequency of dental care utilization. By contrast, 
poorer oral health status as determined by clinical examinations was negatively 
associated with frequency of dental visits. 
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OBJECTIVE: To evaluate whether health habits, self-reported health status, 

and communication with physicians play a role in the known altered health care 
utilization patterns of deaf and hard-of-hearing persons. DESIGN: A cross-
sectional survey. Respondents were given the choice of completing either a self-
administered written survey or an American Sign Language interview-
administered survey. POPULATION: Eighty-seven deaf and hard-of-hearing 
members of various organizations serving this population in southeastern 
Michigan and 88 hearing patients from a family practice clinic in the same area. 
RESULTS: Deaf and hard-of-hearing persons visit physicians more frequently 
(P = .01), have a lower incidence of ever smoking tobacco (P < .0006) and of 
alcohol use (P = .04), have more difficulties communicating with physicians (P 
< .001), have trouble understanding physicians (P < .001), and feel less 
comfortable with physicians (P < .001). Lower current tobacco use among deaf 
and hard-of-hearing persons was only seen in persons who were not educated 
beyond high school. Increased frequency of physician visits for deaf and hard-
of-hearing persons was especially noticeable in the group of persons 60 years of 
age and older. Our finding that use of interpreters is associated with increased 
utilization and decreased understanding suggests deaf and hard-of-hearing 
patients presenting with interpreters warrant more focused attention from 
physicians. Reasons for seeing physicians did not explain the difference in 
frequency of physician visits between the two groups. CONCLUSIONS: Deaf 
and hard-of-hearing persons report a lower subjective health status and higher 
physician utilization, as well as substantial communication difficulties with 
physicians. They also report better health-related behaviors, namely less use of 
tobacco and alcohol. The use of interpreters did not decrease physician 
utilization or improve the understanding of physicians by these persons. Overall, 
our results underscore the fact that deaf and hard-of-hearing persons constitute a 
minority population that experiences considerable difficulties in the patient-
physician relationship. 
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