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People with disabilities are not only a significant proportion of any health
planOs patient population but constitute a potential growth area for health plan
market share. Over 54 million Americarevie 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 thass. 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 ctarged 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 consumensrchasers, 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 sdoes has on the lives of people with disabilities, OPA
examined health care service delivery for these consumers.
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Allen, B.; Meyers, N.; Sullivan, J. and Sullivan, M. "American Sign Language and End
of-Life Care: Research in tHi2eaf Community.”" HEC Forum 14.3 (2002): 12U8.

We describe how a CommuniBased Participatory Research (CBPR) process
was used to develop a means of discussingoéitife care needs of Deaf
seniors. This process identified a variety of communicasisues 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 bout endof-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 Dedizens.

Altman B. and A. Bernstein. Disability and Health in the United States,ER0Ob.
Hyattsville, MD: National Center for Health Statistics, 2008.

Altman, B.M. and A.K. Taylor.,OWomen in the Health Care System: Health Status,
Insurance, and Aces to Care,O Rockville (MD): Agency for Healthcare Research and
Quality, 2001. MEPS Research Findings No. 17, AHRQ Pub. N6002.

American Nurses Association. Safe Patient Movement and Handling. Rep. Web. 28 Oct.
20009.
<http://www.nursingworld.org/MaiMenuCategories/ANAPoliticalPower/State/2006/saf
epatientl2764.aspx>.

Anderson, D.J., OHealth Age, and Gender: How do Women with Intellectual Disabilities
Fare?0O Journal of Gerontological Social Work 38.1/2 (2002)1337

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

Appendix D: Health Disparities and Mental Retardation: Programs and Creative
Strategies to Close the Gap. Rep. National Institute of ChilttiHaad Human
Development, 2001. Web.
<http://www.nichd.nih.gov/publications/pubs/closingthegap/sub18.cfm>.



15.

16.

17.

18.

19.

20.

Armour, B.S. and M.M. Pitts. ODoes Disability Explain,Stamel Differences in the
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Bailey, R.N. et. al. OVisual Impairment and Eye Care Among Older AlEit® States,
2005.0 Morbidity and Mortality Weekly 55 (200632151326.

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, staspecific prevalences of visual
impairment and ey disease were estimated from national prevalences.
However, in 2005, five states (lowa, Louisiana, Ohio, Tennessee, and Texas)
provided statespecific estimates by using the new CDC Behavioral Risk Factor
Surveillance System (BRFSS) vision module. CDQyaresl data from the
module to determine the seHported prevalence of visual impairment, eye
disease, eye injury, and lack of ey@re insurance and eye examination among
persons aged >or=50 years in each of these five states and among certain
sociodemogaphic 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 comieid. 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.

Banks, M. and G. Kitas. OPatients' Physical Disability May Influence Doctors'
Perceptions of Suitability for Risk Assessment of CHD.O British Medical Journal.
319.7219 (1999): 1265271.

This letter investigates the barriers that people with disasiliice obtaining
referrals and concludes that, OPhysical 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.O
Barnett, S. OA HeagrProblem.O Americdfamily Physician 66.5 (2002): 98112, 915.

This article focuses on the biopsychosocial aspects of presbycusis and
includes information on speechreading.

Barnett, S. OClinical and Cultural Issues in Caring for Deaf People.O Fautiitynile
31.1 (1999): 1722.

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

Barnett, S. and P. Franks. "Deafness and Mortality: Analyses of Linked Data from the
Nationd Health Interview Survey and the National Death Index." Public Health Reports
114.4 (1999): 33336.

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 199%the years the Hearing Supplement was administdirdced
with National Death Index data for 199995. The results showed that adults
with postlingual onset of deafness were more likely to die in the given time
frames than nowleaf adults. Hoever, when analyses were also adjusted for
health status, there was no difference between adults with postlingual onset of
deafness and a control group of raeaf adults. No differences in mortality
were found between adults with prelingual onset of dessfrand noxleaf
adults. The authors concluded that adults with postlingual onset of deafness
appear to have higher mortality than raeaf adults, which may be attributable
to their lower selreported health status.

Barnett, S. and P. Franks. "Healtheéhilization and Adults Who Are Deaf:

Relationship with Age at Onset of Deafness."” Health Services Research 37.1 (2002): 105

120.

The purpose of this study was to evaluate the utilization of health care by deaf
adults in the U.S. according to the ageraet 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 pleysician 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
deafered 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 degfopulation 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 studiegsindistinguish different groups of
people with hearing loss in order to identify barriers and monitor improvements
in health care services access.

Barnett, S. and P. Franks. OTelephone Ownership and Deaf People: Implications for
Telephone SurveysAinerican Journal of Public Health 89.11(1999): 1-715466.
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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
telephonebased surveys. The authors used data frenNttional 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 telephonewhereas 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 barriets/ben the deaf and hearing
communities.

Basnett, |. OHealth Care Professionals and their Attitudes Toward and Decisions
Affecting Disabled People.O Handbook of Disability Studies. Eds. Gary L Albrecht;
Katherine D. Seelman and Michael Bury. ThousandsQ@R: Sage Publications,
2001. 450467. BatChava, Y.; Martin, D and Kosciw, J.GBarriers to HIV/AIDS

Knowledge and Prevention Among Deaf and Hard of Hearing People.O AIDS Care 17.5

(2005): 62334.

This study investigated knowledge about HIV/AIDS dadriers 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. Themesielted 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 differensen 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 communmatwvith
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.

Baxter, H.; Lowe, K.; Houston, H.; Jones, G. and Felce, D. "Previously Unidentified
Morbidity in Patients with Intellectual Disability.” British Journal of General Practice
56.523 (2006): 938.

Adults with learning disabilities frequently have unmet headtbds. 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 primay 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 airisk of both severe and milder illness going

unrecognized. Health checks present one mechanism for identifying and treating
such illness in primary care.

26. Beatty, P.W.; Hagglund, K. J.; Neri, M.T.; Dhont, K.R.; Clark, M.J. and Hilton, S.A.
OAccess to Hith Care Services among People with Chronic or Disabling Conditions:
Patterns and Predictors.O Archives of Physical Medicine and Rehabilitation. 84 (2003):
14171425.

The objective of this study was to, Oexamine 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.O The study concluded that
people with chronic or disabling conditions often require a comprehensive array
of health care serviseEnsuring that health care is more responsive to those
with the greatest service needs calls for increased payment rates and an
improved service delivery structure.

27. Becker, H.; Stuifbergen, A. and Tinkle, M. OReproduct[ve Health Care Experiences of
Women with Physical Disabilities: A Qualitative StudyAtchives of Physical
andMedical Rehabilitation 12.5 (1997): S&30.

The purpose of this study was to explore the reproductive health care
experiences of women with physical disabilities and how teprtive 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
bariiers 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 neesd 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 prolsiseeing preferred providers.
Accessing reproductive health care services is so difficult that some women
avoid regular gynecologic visits.

28. Benderly, B.L. Dancing without music: Deafness in America. Garden City, NY: Anchor
Press, 1980.

This book investiates 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.

29. Berkwick, D.N. Olmproving Patient Care: My Right Knee.O Annals of Internal Medice
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Berman, B.A. et.al. ODo Deaf and HafeHearing Youth Need Antiobacco
Education?0O American Annals of the Deaf 152.3 (2007E8%%4

A brief narraive 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 fiester tobaccaelated survey, completed
by 226 California middle and high safistudents using either a written
guestionnaire 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 foundlowee 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, gnder, 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
antrsmoking programming, and tobacco eahimn needs of deaf and hard of
hearing youth are discussed.

Berman, B.A.; Eckhardt, E.A.; Kleiger, H.B.; Wong, G.; Lipton, D.S.; Bastani, R. and
Barkin, S.ODeveloping a Tobacco Survey for Deaf Youth.O Amefinaals of the Deaf
145.3 (2000): 24255.

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 datollection techniques among the deaf. A
guestionnaire 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 questots @ossible
response at the same time. The English language questionnaire was adapted for
each language modality in the 1VQ, 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 pub&alth planning for this
population.

Bertosa, H.; Cellura, M.; Pierce, L. and Rothacker, C. OWomen with Spinal CordsInjurie
Require Sensitive Reproductive Care.O MCN, the American Journal of Maternal Child

Nursing 18.5 (1993): 254.

This article offers guidelines for nurses working with women with disabilities
in obstetrician/gynecological visits. It covers physical extesriers as well as
the need to discuss issues of sexuality and child birth. The main focus of the
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article is on what nurses can do to make reproductive healthcare accessible to
women with physical disabilities.

Best, K. ODisabled Have Many Needs fontaception.O Network 19.2 (1999):86

Bindman, A.B.; Grumbach, K.; Keane, D. and Lurie, N. OCollecting Data to Evaluate the
Effect of Health Policies on Vulnerable Populations.O Family Medicine 25 (1993): 114
119.

Bingham, S.C. and P.W. Beatty. &% of Access to Assistive Equipment and Medicall
Rehabilitation Services among People with Disabilities. Disability and Rehabilitation
25.9 (2003): 48BD490.

Boswell, J.W.; Joiner, J.E and Miller, K. (‘)W,ords Will Never Hurt Me: The Risks in
Treating a linguistically Diverse Population.O 11 Health Lawyers News 10 2007.

Boult, M., Altmann, D., Gilbertson, C. and R.L. Kane ODecreasing Disability in the 21st
Century: The Future Effect of Controlling Six Fatal and Nonfatal Conditions.O American
Journal of Rblic Health 86.10 (1996): 138%3.

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 wdinglt
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 confusipand 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 persgrears)than wouldlecreasing 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 persoryears, respectively). CONCLUSIONS: Advances agai
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.

Bowser, R. ORacial Profiling in Health Cate Institutional Analysis of Medical
Treatment Disparities.O Michigan Journal of Race and Law 7.79 (200D)1:2625

This article suggests that medicine often attaches negative characteristics to
particular racial and ethnic groups, and physicians, f@reety 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, andddgs li
to respond to the standard course of treatment, because of presumed biological
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differences. From a cultural perspective, Afridamerican patients are
understood to be less likely to adhere to risky and costly courses of treatment,
and less likely taunderstand their medical condition.

Brown, A.A. and C.J. GiII;OWomen with Developmental Disabilities: Health and
Aging.O Current WomenOs Health Report 2.3 (200222 1Review.

Major shifts have occurred in the world of disability that have profound
implications for healttservice 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 healtkcare practie 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 contgrand 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 actiqgara

Brown, P.; Zavestoski, S.; McCormick, S.; Mayer, B.; Moréltosch, R. and Gasior
Altman, R. OEmbodied Health Movemenigew Approaches to Social Movements in
Health.OSociology of Health and lliness 262004): 5680.

This article focuses oembodied 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 challengesxisting 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 socia
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.

OBuilding Bridges: An Act to Reduce Recidivism by Improving Access to Be fafit
Individuals with Psychiatric Disabilities upon Release from Incarceration.O Bazelon
Center for Mental Health Law. Web. 22 Oct. 2009.

<http://www.bazelon.org/issues/criminalization/publications/buildingbridges/index.htm>.

Burton, D. and H. Huffman.E(‘iercising Your Rights to Fitness: An Overview of
Accessibility of Exercise Equipment.O Access World 8.6 (2007).

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

Caban, M.E.; Nosek, M.A.; Graves, D.; Esteva, F.J. and McNees8rdast Carcinoma
Treatment Received by Women with Disabilities Compared with Women without
Disabilities.” Cancer 95 (2002): 13941396.

Disability may make it difficult to lie flat or abduct the arm to deliver
radiation therapy, imposing a high risk for radiatinduced 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 neogdvant 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 stagseatsgi compared with
women without disabilities.

California Foundation for Independent Living Centers and A. Cohen. Executive
Summary: 2006 Pilot Survey of Disability Access Services Provided by California Health
Plans. Web. 23 Oct. 2009.
<www.cfilc.org/ste/pp.aspx?c=ghKRIOPDIOE&b=1860909&printmode=1>.

Callahan, S.T. and W.O. Cooper. OAccess to Health Care for Young Adults with
Disabling Chronic Conditions.O Archives of Pediatric Medicine 160.2 (200682.78

This study assesses health insurance ssaidealticare 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 contaet hatith
professional in the prior year, and no usual source of care.

CapellaMcDonnall, M. OThe Need for Health Promotion for Adults Who Are Visually
Impaired.O Journal of Visual Impairment and Blindness 101.3 (2007):4B33

Health promotion interveions 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 lieptbmotion activities based on this
information are provided, and suggestions for implementing these activities or
interventions are offered.

Capriotti, T. ’Olnadequate Cardiovascular Disease Prevention in Women with Physical
Disabilities.O Rehabilitatiddursing 31.3 (2006): 9%01.
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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 ceasaa
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
researchd 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, possessaifrspecific 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 postmenopawssalus 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 uagiEognized and undassessed
in women with a physical disability.

CarterPokras, O. and C. Baqu@What Is a 'Health Disparity'?0O Public Health Reports
117 (2002): 3600.

Causes and Prevention of Mental Retardation. The Arc of the United States. May 2005.
Web. 14 Apr. 2008. <www.thearc.org/NetCommunity/Document.Doc?&id=147>.

Centers for Disease Caot and Prevention (CDC). QCDC Recommendations Regarding
Selected Conditions Affecting WomenOs Health.O Morbidity and Mortality Weekly
Report 49.RR2 (2000).

Centers for Disease Control and Prevention (CDC). OEnvironmental Barriers to Health
Care Among Pesons with Disabilitie®Los Angeles County, California 202003.0
Morbidity and Mortality Weekly Report Dec. 8: 55.48: 1380

In 2002, an estimated 51.2 million persons in the United States
(approximately 18.1% of the population) had a disability. Redata 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 activites 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
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barriers to participation in daily acities are goals of Healthy People 2010
(objectives €10 and 612). However, few populatiehased studies have
explored how environment affects the lives of those with disabilities. To
determine the prevalence of disability among persons in Los AngelggyCo
California, and assess the effects of environmental barriers on these persons,
residents were surveyed during 28803. The results of that survey suggested
that persons with physical or sensory disabilities experienced several
environmental barrisrand 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 removieommental barriers to health
care and other services.

Centers for Disease Control and Prevention, (CDC). (June 2003). ONational Center on
Birth Defects and Developmental Disabilities, Healthy People 2010 Disability and
Secondary Conditions Focus Areagports and proceedings.” 4 Nov. 2004
<http://www.cdc.gov/ncbddd/dh.>.

Centers for Disease Control and Prevention (CDC). OPrevaIencg of Disabilities and
Associated Health Conditions Among AdiNt®nited States, 1999.0 Morbidity and
Mortality Weekly Repor60. 7 (1999): 124.25.

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
sumnarizes 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 leed) causes. Better health promotion and disease
prevention may reduce the prevalence of disakédl#yociated health conditions.

Centers for Disease Control and Prevention (CDC). OPrevalence of-Dagnosed
Arthritis and ArthritisAttributable Activiy LimitationN United States, 2003005.0
Morbidity and Mortality Weekly Report 55.40 (2006): 108992.

The article discusses the prevalence of arthritis and artatitibutable
activity limitation in the adult U.S. population in 26@805, accordingatthe
National Health Interview Survey. Several disadvantages of arthritis include
reduced quality of life and high heaitlare costs. Details of the methodology
used in the study are offered.

Centers for Disease Control and Prevention (CDC). OPublithHew Aging: Projected
Prevalence of SelReported Arthritis or Chronic Joint Symptoms Among Persons Aged
> 65 Yearsl United States, 20@2030.0 Morbidity and Mortality Weekly Report .21
(2003).
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Centers for Disease Control and Prevention (CDC). OUseait&lend Breast Cancer
Screening Among Women with and Without Functional Limitatidiisited States,
19941995.0 Morbidity and Mortality Weekly Report 47.40 (1998)-853
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Care: Health Insurance.” Web. 14 Oct. 2009.
<http://www.bcm.edu/crowd/?PMID=1334>.
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2006. Web. 14 Oct. 2009. <http://www.cdc.gov/ncbddd/women/default.htm>.

Center forResearch on Women with Disabilities, Baylor College of Medicine. Health
Disparities between Women with Physical Disabilities and Women in the General
Population. May 2005. Web. 27 Oct. 2009. <www.bcm.edu/crowd/?PMID=1331>.

Center for Research on Womenlwidisabilities, Baylor College of Medicine. Improving
the Health and Wellness of Women with Disabilities: A Symposium to Establish a
Research Agenda: Executive Summary. June 2000. Web. 14 Oct. 2009.
<www.bcm.edu/crowd/?pmid=6107>.

Centers for Disease Cwal and Prevention (CDC), National Institute on Disability and

Rehabilitation Research, U.S. Department of Education. Healthy People 2010, Objectives

for Improving Health, Disability, and Secondary Conditions. Web. 15 Oct. 2009.
<http://www.healthypeoplgov/Document/HTML/Volume1/06Disability.htm#_Toc4869
27298>.

Chan, L.; Doctor, J.N.;MacLehose, R.F.; Lawson, H.; Rosenblatt, R.; Baldwin, L. and
Jha, A. "Do Medicare Patients withisabilities Receive Preventive Service&?
Populationbased Study."Archives of PhysicaMedical Rehabilitation 80.6 (1999): 642
646.

The purpose of this study was to compare health maintenance procedure rates
of Medicare patients with different levels of disability. Results indicated that
compared to those without disahés, the most severely disabled women
reported fewer Pap smears and mammograms. In a controlled analysis,
individuals with this high level of disability were 57% and 56% less likely to
report receiving Pap smears and mammograms, respectively, compidred wi
ablebodied women, regardless of their age, whether they were in an HMO, or
whether they lived in a lonterm care facility. Functional limitations were not a
deterrent to receiving vaccinations. In general, patients in HMOs reported more
procedures thathose in fedor-service, while those in loatgrm care facilities
reported fewer procedures than those living in the community. The authors
concluded that Disability among Medicare patients is a significant, independent
risk factor for not receiving ammograms and Pap smears. Efforts should be
made to identify the most severely disabled because they are at particular risk.
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Changing Attitudes: Changing the World, The Health and Health Care of People with
Intellectual Disabilities. Publication. Washiog D.C.: Special Olympics, Inc., 2005.
Print.

Changing Concepts of Health & Disability: State of the Science Conference & Policy
Forum 2003. RRTC Health and Wellness Consortium (Eds.) Portland, OR: Oregon
Health and Sciences University.
<http://www.healbwellness.org/training/sciconf/sciconf_briefs >.

Chevarley, F. M.; Thierry, J.M.; Gill, C.J.; Ryerson, A.B. and Nosek, M.A. OHealth,
Preventive Health Care, and Health Care Access among Women with Disabilities in the
19941995 National Health Interviewu®vey, Supplement on Disability.0 WomenOs
Health Issues 16.6 (2006): 2812. Erratum in: WomenOs Health Issues. 17.1 (2007): 61.

Chiang, M.F.; Cole, R.G.; Gupta, S.; Kaiser, G.E. and Starren, J.B. OComputer and World
Wide Web Accessibility by Visuallpisabled Patients: Problems and Solutions.” Survey
of Ophthalmology 50.4 (2005): 39/D5.

Rapid advances in information technology have dramatically transformed the
world during the past several decades. Access to computers and the World
Wide Web is inceasingly required for education and employment, as well as for
many activities of daily living. Although these changes have improved society in
many respects, they present an obstacle for visually disabled patients who may
have significant difficulty procesing the visual cues presented by modern
graphical user interfaces. This article reviews the specific barriers to computer
and Web access based by visually disabled patients, describes clinical evaluation
method, summarizes traditional low vision methadsvell as newer assistive
computer technologies for universal accessibility, and discusses emerging
technologies and future directions in this area.

Christopher and Dana Reeve Foundation. "One Degree of SeparationO Web. 09 Oct.
20009.
<http://www.christ@herreeve.org/site/c.ddJFKRNoFiG/b.5091685/k.58BD/One_Degree
_of _Separation.htm>.

Clancy, C.M. and E.M. Andresen. OMeeting the Health Care Needs of Persons with
Disabilities.O The Milbank Quarterly 80.2 (2002):-3841.

This article gives an overview tiie Agency for Healthcare Research and QualityOs
(AHRQ) disability agenda and looks at opportunities for more health care and health
services research. Then the article considers an agenda for future diselailéy
healthcare research.

CohenMansfield J. and J.W. Taylor. OHearing Aid Use in Nursing Homes. Part 2:
Barriers to Effective Utilization of Hearing AIDS.O Journal of the American Medical
Directors Association 5.5 (2004): 2296.
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This study examined barriers to hearing aid use among personseve
reported to have a hearing aid and among those reported to have hearing
difficulties but no hearing aids.

Committee on Disabilities of the Group for the Advancement of Psychiatry. Olssues to

Consider in Deaf and Haiaf-Hearing Patients.” Americafamily Physician 56.8
(1997):2057%2068.

This article discusses some issues for deaf anddiardaring patients. It
covers characteristics of deaf and hafdhearing patients, assessment of deaf
and hareof-hearing patients, practical suggestionsifberviewing deaf and
hardof-hearing patients and organizations that offer support for deaf and hard
of-hearing persons. It also recommends reading for deaf anedhhedring
patients and their physicians.

Congdon, N. et. al. OCauses and Prevaldn¢isual Impairment Among Adults in the
United States.O Archives of Ophthalmology 122.4 (20044851

OBJECTIVES: To estimate the catsaecific prevalence and distribution of
blindness and low vision in the United States by age, race/ethnicity, aderge
and to estimate the change in these prevalence figures over the next 20 years.
METHODS: Summary prevalence estimates of blindness (both according to the
US definition of < or =6/60 [< or =20/200] bestrrected visual acuity in the
betterseeing eyand the World Health Organization standard of < 6/120 [<
20/400]) and low vision (< 6/12 [< 20/40] bexirrected vision in the better
seeing eye) were prepared separately for black, Hispanic, and white persons in
5-year age intervals starting at 40 yediise estimated prevalences were based
on recent populatiehased studies in the United States, Australia, and Europe.
These estimates were applied to 2000 US Census data, and to projected US
population figures for 2020, to estimate the number of Amerighsvisual
impairment. Causspecific prevalences of blindness and low vision were also
estimated for the different racial/ethnic groups. RESULTS: Based on
demographics from the 2000 US Census, an estimated 937 000 (0.78%)
Americans older than 40 yearsnélind (US definition). An additional 2.4
million Americans (1.98%) had low vision. The leading cause of blindness
among white persons was aggated macular degeneration (54.4% of the
cases), while among black persons, cataract and glaucoma accaoumienlef
than 60% of blindness. Cataract was the leading cause of low vision, responsible
for approximately 50% of bilateral vision worse than 6/12 (20/40) among white,
black, and Hispanic persons. The number of blind persons in the US is projected
to increase by 70% to 1.6 million by 2020, with a similar rise projected for low
vision. CONCLUSIONS: Blindness or low vision affects approximately 1 in 28
Americans older than 40 years. The specific causes of visual impairment, and
especially blindness, vary gtgaby race/ethnicity. The prevalence of visual
disabilities will increase markedly during the next 20 years, owing largely to the
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aging of the US population.

Cooper, A.F. "Deafness and Psychiatric lliness." British Journal of Psychiatry 129
(1976): 216-226.

Review of the literature concerning the relationship between deafness and
psychiatric disorder reveals differences in the pattern of illness depending on the
severity of deafness and the age of onset. In particular, the prevalence of
schizophrenian the prelingually deaf is similar to that found in the normal
population, whereas the hard of hearing are-opresented among samples of
patients suffering from paranoid psychoses in later life. Possible modes of action
of long- standing hearing losa the aetiology of paranoid illnesses are
considered: the psychological and social consequences of deafness, the possible
contribution of sensory deprivation phenomena, and the interference of hearing
loss in attention, perception and communication. Rmalbssible future lines of
research are suggested.

Cooper, R.A.; Quatrano, L.A.; Axelson, P.W.; Harlan, W.; Stineman, M.; Franklin, B.;
Krause, J.S.; Bach, J.; Chambers, H. Chao, E.Y.; Alexander, M. and Painter, P.
OResearch on Physical Activity and keaimong People with Disabilities: A Consensus
Statement.O Journal of Rehabilitation Research and Development. 36.2 (198@): 142
Review.

The purpose of the consensus conference was to identify research priorities
for physical activity and health amopgople with disabilities. Priorities were
established by 30 participants, who were selected by the principal investigators
to achieve balance in the areas of engineering, epidemiology, medicine,
nutrition, exercise physiology, and psychology. The disgopewscess led the
authors to conclude that exercise must be studied from the perspective of disease
prevention while mitigating risk for injury. Five areas were identified as focal
points for future work: epidemiological studies; effects of nutrition aithe
and ability to exercise; cardiovascular and pulmonary health; children with
disabilities; and accessibility and safety of exercise programs. As people with
disabilities live longer, the need for addressing ergn health issues and risk
for secondar disability must receive greater attention. As a consequence of the
consensus process, specific recommendations for future research regarding the
impact of exercise on the health and quality of life of persons with disabilities
were defined.

Costello, H; Bouras, N. and Davis, H. OThe Role of Training in Improving Community
Care Staff Awareness of Mental Health Problems in People with Intellectual
Disabilities.O Journal of Applied Research in Intellectual Disabilities 20.3 (2007): 228
235.

This study loked at the benefits of training heatthre staff about mental
health issues. The researchers tested workers before training and after training
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and discovered that about one third of patients had mental illness that was not
detected by staff. Four mostlafter the delivery of training, significant
improvements in knowledge, attitudes and referral decisions were observed. The
authors concluded that brief training interventions may improve awareness of
mental health problems, but further research is metmlanderstand the referral
process and to demonstrate the role of training in influencing actual staff
behavior.

Coughlin, T.A.; Long, S.K. and Kendall, S. OHealth Care Access, Use and Satisfaction
among Disabled Medicaid Beneficiaries.O Health Car@nEing Review 24.2 (2002):
115BD116.

Crews, J.E.; Jones, G.C., and J.H. Kim. ODoubIe,Jeopardy: The Effects of Comorbid
Conditions among Older People with Vision Loss,O Journal of Visual Impairments and
Blindness, Vision Loss and Public Health Suppleni€ (2006): 828848.

This retrospective study used national survey data to examine multiple effects
of nine comorbid conditionsbreathing problems, depression risk, diabetes,
heart problems, hearing impairment, hypertension, joint problems, low back
pain, and strokeon physical functioning, participation, and health status among
older adults with visual impairments. Bivariate and multivariate procedures were
used to compare older adults who had neither visual impairment nor these
conditions with adultef similar age who had one of the nine conditions only,
visual impairment only, or both visual impairment and the condition. Findings
indicate that older adults with visual impairment frequently experience
comorbid conditions, and that these conditionsagesciated with difficulties in
walking and climbing steps, shopping, and socializing, and with significantly
more selreports of declining health. Results suggest that interventions by
health care and mental health providers, as well as enhanceditatiabil
services, have the potential to reduce or prevent the deleterious effects of
comorbid conditions.

Crews, J.E.; Kirchner, C. and D.J. Lollar. OThe View from the Crossroads of Public
Health and Vision (Re)habilitation.O Journal of Visual ImpairrardtBlindness, Vision
Loss and Public Health Supplement 100 (2006)b779.

This special issue of the Journal of Visual Impairment & Blindness is a first
attempt to bridge the fields of vision rehabilitation and public health. As such, it
has a dual auence and a dual purpose: 1) to persuade members of the vision
rehabilitation field that collaborating with the public health community will help
to meet the needs of people with visual impairments, and 2) to convince those in
public health that their migm to serve the public will be more fully realized if
they include people with disabilities within their conception of health and ensure
accessibility throughout their programs and services. As obvious as this type of
mutual benefit may sound to somehais been questioned, and certainly has not
yet had a chance to develop in practice.
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Crews, J.E. and V.A. Campbell. OVision Impairment and Hearing Loss Among )
CommunityDwelling Older Americans: Implications for Health and Functioning.O
American Journal oPublic Health 94.5 (2004): 82%9.

Objectives. We investigated the health, activity, and social participation of
people aged 70 years or older with vision impairment, hearing loss, or both.
Methods. We examined the 1994 Second Supplement on Aging tondretehe
health and activities of these 3 groups compared with those without sensory loss.
We calculated odds ratios and classified variables according to the International
Classification of Functioning, Disability and Health framework. Results. Older
pele with only hearing loss reported disparities in health, activities, and social
roles; those with only vision impairment reported greater disparities; and those
with both reported the greatest disparities. Conclusions. A hierarchical pattern
emerged agnpairments predicted consistent disparities in activities and social
participation. This populationOs patterns of health and activities have public
health implications.

Crowley, J.S. and R. Elias. OMedicaid's Role for People with Disabilities.O Henry J.
Kaiser Foundation, Kaiser Commission on Medicaid and the Uninsured, Aug. 2003. Web
Oct. 2007. <http://aging.senate.gov/minority/_files/hr144jc.pdf>.

This primer is on Medicaid's role as the major provider of health coverage for
nonelderly persons with didilities and on the policy challenges that lie ahead.
It also provides short profiles of people with disabilities from across the country.

CSD Selected to Provide 24our Emergency Interpreting Support for New Minnesota. 5
Dec. 2005. Communication Sergifor the Deaf, Inc. 21 Aug. 2008 <http://wwyg-C
d.org/default.aspx?pageid=217>.

Deere, D. Fiscal Year 2006 University Center on Excellence in Developmental
Disabilities (UCEDD) Annual Report to the Administration on Developmental
Disabilities (ADD). R@. 1 Aug. 2006. Web.
<http://www.aucd.org/docs/urc/ar_annual_2006_011907.pdf>.

DeJong, G., OAn overview of the problem.O American Journal of Physical Medicine and
Rehabilitation Supplement: Primary Care for Persons with Disabilities Supplement 76.3
(1997} 2-8.

Despite the disproportionate health care needs and expenditures &f many
though not alll individuals with disabilities, the mainstream health services
research community has largely neglected them. This article outlines the most
pressing health seoe research issues in addressing the health care needs of
individuals with disabilities.

DeJong G.; Palsbo S.E.; Beatty P.W.; Jones G.C.; Kroll T. and Neri, M.T. OThe
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Organization and Financing of Health Services for Persons with disabilifiée O
Milbank Quarterly 80.2 (2002): 2&02. Drainoni, M.; LeeHood, E.; Tobia, C.;
Bachman, S.S.; Andrew, J. and Maisels, L. OcDosability Experiences of Barriers of
Health-Care Access.Qournal of Disability Policy Studies 17.2 (2006): 40115.

In this artcle, the authors present the results of a series of focus groups with
people with disabilities, in which they took a crasability, lifespan
perspective of disability. Consumers were asked about a broad set of barriers,
such as problems with communicatj transportation, and insurance, as well as
about barriers related to physical accessibility. Barriers were categorized as
structural, financial, or personal/cultural. Results suggest that individuals with
disabilities experience multiple barriers toahtng health care and that these
barriers are more pronounced for some types of health care than others. In
addition, regardless of disability type, consumers consistently spoke about
similar barriers. The results underscore the importance of takingd bro
perspective when making policy decisions and the need for continued change
and improvement in this area.

Development of the NIDRR LorBRange Plan 20122014. Rep. National Institute on
Disability and Rehabilitation Research. Web. 18 Aug. 2008.
<http://mww.aucd.org/docs/NIDRR%202042D14%20Plan%?20Draft.pdf>

Di Stefano, A.F.; Huebner, K.M.; Garber, M., and A.J. Smith. OCommunity Services,
Needs, and Resources in Visual Impairment: A 21st Century Public Health Perspective.O
Journal of Visual Impairment arlindness, Vision Loss and Public Health Supplement
100 (2006).

This article suggests that a 21st century public health perspective on
community needs and resource mobilization in vision impairment be grounded
in a holistic concept of the community. Tipisrspective should recognize the
nature and magnitude of blindness and visual impairment within the significant
technological, demographic, political, and socio cultural changes that
characterize today's complex community structures. These changing ciynmun
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 fdhe 21st century.

Disability Rights Education and Defense Fund. OCaIifornia Health InsurancEONHNOS
Coverage by 214 Health Plans As of February 2007.0 Web Aug. 2003.
<http://dredf.org/healthcare/ CADMEQ7_survey_update mlb.pdf>.

Duncan, T. and D. Btwn. ODiabetes Management and Visual Impairment: Are People
Aware of Accessible Home Blood Pressure Monitors?0O Access World 6.1 (2005).

In previous articles, AccessWorld has documented the fact that only one
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currently available blood glucose monitor usezdern 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.

Dunlop, D.D.; Song, J.; Manheim, L.M,; Daviglus, M.L. and Chang, R.W.
"Racial/Ethnic Differences in thedyelopment of Disability Among Older Adults."
American Journal of Public Health 97.12 (2007): 222@345.

The authors investigated differences in the development of disability in activities of
daily living among nofHispanic Whites, African Americans, Hignics 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 interviewggdanish
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. Languag@&nd culturespecific programs to increase physical activity and
promote weight maintenance may reduce rates of disability in activities of daily living
and reduceacial/ethnic disparities in disability.

Duprey, M. OAmericans with Disabilities Act and the Women's Health Provider: What
the Women's Health Provider Needs to Know about the ADA, Case Law Ramifications
of Noncompliance, and the Like.O In Welner's Guwdéé Care of Women with
Disabilities S.L. Welner and F. Haseltine Eds. Philadelphia: Lippincott Williams &
Wilkins, 2004.Ebert, D.A. and P.S. Heckerling. "Communication with Deaf Patients:
Knowledge, Beliefs, and Practices of Physicians." Journal of nheridan Medical
Association 273.3 (1995): 22229.

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 witafgeople. 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 wasrtgev
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 tharhnet 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 fgati®hmysicians who used
sign language interpreters more frequently than other methods believed that
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much more time and effort were involved in caring for deaf than for hearing
patients compared with those who used interpreters less frequently. Greater
recanition 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.

Eddey G.E and K.L. Robey. "Considering the Culture of Didghiti Cultural
Competence Education Academic Medicine 80.7 (2005): 704d.2.

People hold many simultaneous cultural associations, and each have
implications for the care process. The "culture of disability” is something
physicians should be wellersedn 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; understagdire values and needs of
persons with disabilities; the ability to encourage-adifocacy skills of patients
and families; acknowledging the core values of disability culture including the
emphasis on interdependence rather than independence; and deeifiogtable
with patients with complex disabilities. Medical schools have programs to
facilitate development of competencies with respect to patients with disabilities.
The culture of disability should be included as one of the many cultures
addressed ioultural competence initiatives in medical school and residency
curricula.

Eichner, J and D. Blumenthal. Medicare in the 21st CentBuojtding a Better Chronic

Care SystemFinal Report of the Study Panel on Medicare and Chronic Care in the 21st
Centuy. Washington, DC: National Academy of Social Insurance, 2003.Feldman, D.M.
and A. Gum. "Multigenerational Perceptions of Mental Health Services of Deaf Adults in
Florida." American Annals of the Deaf 152.4 (2007):-39%.

The objective of the study was 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 Dle#taelated 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 (481), middle adult (3%4), older adult (5%5), and
oldest (66). Category response trends were examined usingqetare 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 indita 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.

Fisher, K. OHealth Disparities and Mental Retardation.O Journal of Nursing Scholarship
36.1 (200%: 48-53.
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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.

Founts, B.S.; Andersen, E. and Hagglund, K., ODisability and Satisfaction with Access to
Health Care,O dmal of Epidemiology and Community Health 54 (2000):-77Q.

Freedman, R. and D. Chassler. OPhysica}I and Behavioral Health of Adults with Mental
Retardation across Residential Settings.O Public Health Reports 119.4 (200408401

OBJECTIVES: This aitle 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, arddifunal 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, omistitutional 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 therships 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 healtls st
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 batdavioral needs of this population,
preventing secondary health conditions, and improving environmental
conditions that may influence health and mental health.

OFrequently Asked Questions . .. SCHIP.O National Conference of State Legislatures
Forum forState Health Policy Leadership, Web. 15 Oct. 2009.
<www.ncsl.org/print/health/forum/SCHIPFAQ.pdf>.

Gallagher, M. P. "Jury Awards $400,000 to Deaf Patient for Denial of Interpreter
Services." Law.com, 17 Oct. 2008. Web. 15 Oct. 2009.
<www.law.com/jsp/lawlLawArticleFriendly.jsp?id=1202425326286>.

As reported, the plaintiff sued her doctor under the ADA, Section 504, and
New JerseyOs Law Against Discrimination for refusing to provide her with an
interpreter over the course of 20 visits over 20 months dimendgreatment for
lupus. The defendant had claimed that, as a solo practitioner, the estimated
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interpreterOs cost of $EBR00 per visit would be an undue hardship when he
was only being reimbursed $49 per visit by plaintiffOs insurer, but the plaintiffOs
attorney introduced tax returns showing that defendant provider earned over
$400,000 a year. The three=ek trial took place in New Jersey Superior Court,
and the jury ultimately found that the defendant violated the law by failing to
provide the plaintifwith an interpreter and retaliating against her for requesting
one.

Gallahue, F. and L. Melville. Emergency care of the abused. Cambridge: Cambridge UP,
2008.

Gavin, N.I.; Benedict, M.B. and Adams, E.K. OI—JeaIth Service Use and Outcomes among
Disabled Medicaid Pregnant Women.O WomenOs Health Issues 16.6 (205): 313

The purpose of this study was to investigate differences in health service use
and pregnancy outcomes among women enrolled in Medicaid under eligibility
categories for the blind and didad and those enrolled under other eligibility
categories. The authors found that women with disabilities were more likely
than women without disabilities to have had continuous Medicaid coverage from
preconception through the postnatal period. Womeh digabilities were
equally or less likely to have received adequate prenatal care compared to
women without disabilities in the two study states with these data. They were
also more likely to have had emergency room visits, hospital admissions during
pregiancy, cesarean deliveries, and readmissions within 3 months of delivery in
all study states. Also, women with disabilities were more likely to deliver
preterm and low birth weight infants. Results suggest that opportunities exist to
improve access to pratal care among women with disabilities enrolled in
Medicaid under blind and disabled eligibility categories who become pregnant.

Gaylord, V.; B. Abery; R. Cady; E. Simunds and S. Palsbo, Eds. Impact: Feature Issue on
Enhancing Quality and Coordinatiohldealth Care for Persons with Chronic lliness
and/or Disabilities 18.1. (2005) <http://ici.umn.edu/products/impact/181/default.ntml>.

Gentile, A. OPersons with Impaired Hearing United States, 1971.0 Vital Health Statistic
Series 10.101 (1975):41.

Gerhart, K.A.; KoziokMcLain, J.; Lowenstein, S.R. and Whiteneck, G.G. OQuality of
Life Following Spinal Cord Injury: Knowledge and Attitudes of Emergency Care
Providers.O Annals of Emergency Medicine (1994).

Giacomini, M.K. and D.J. Cook. OUsers' GuidethéoMedical LiteratureXXIll.
Qualitative Research in Health Care: Are the Results of the Study Vala#®alof the
American Medical AssociatioB84 (2000): 478182.

Quantitative research is designed to test-sdicified hypotheses, determine
whetter an intervention did more harm than good, and find out how much a risk factor
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predisposes persons to disease. Equally important, qualitative research offers insight
into emotional and experiential phenomena in health care to determine what, how, and
why. There are 4 essential aspects of qualitative analysis. First, the participant selection
must be well reasoned and their inclusion must be relevant to the research question.
Second, the data collection methods must be appropriate for the research shgective
setting. Third, the data collection process, which includes field observation, interviews,
and document analysis, must be comprehensive enough to support rich and robust
descriptions of the observed events. Fourth, the data must be appropriatetgdnal

and the findings adequately corroborated by using multiple sources of information,
more than 1 investigator to collect and analyze the raw data, member checking to
establish whether the participants' viewpoints were adequately interpreted, or by
compaison with existing social science theories. Qualitative studies offer an
alternative when insight into the research is not well established or when conventional
theories seem inadequate.

Gill, C.J.O The Social Experiences of Disabilitfd@ndbook of Dsability Studies

Eds.G.L. Albrecht; K.D. Seelman and M. Burjhousands Oaks, CASage

Publications, 2001.Glassman, P. and C.E. Miller. OPreventing Dental Disease for People
with Special Needs: The Need for Practical Preventive Protocols for Use in @dmmu
Settings.O Special Care in Dentistry 23.5 (20031855 Review.

People with disabilities have more dental disease, more missing teeth, and
more difficulty receiving dental care than other members of the general
population. Because of the deimstionalizationmovement during the later 20th
century, many formerly institutionalized people now reside in community
settings, which lack oral health services. Even individuals who were not
institutionalized have barriers to oral health services. Thediies underscore
the importance of preventing dental disease in people with special needs by
establishing preventive dental disease protocols.

Glionna, J.M. OCalifornia and the West; Suit Faults Kaiser's Care for Disabled; Courts:
Advocates Say Providéfails to Give Equal and Adequate Treatment to the
Handicapped. Chain Says it Complies with Disabilities ActO Los Angeles Times 27 Jul.
2000: 3.

Marking the 10th anniversary of the landmark Americans with Disabilities
Act, advocates sued Kaiser Permaneait€alifornia Wednesday, alleging that
the health care giant fails to provide equal and adequate care for the physically
disabled. The lawsuit, filed on behalf of three people who rely on wheelchairs,
contends that the disabled face pervasive barriexsoaes of Kaiser facilities
statewide, including exam rooms, counters and restrooms, as well as a lack of
specially equipped exam tables and weight scales.

Glionna, J.M. "Suit Faults KaiserOs Care for Disabled; Courts, Advocates Say Provider
Fails to Gve Equal and Adequate Treatment to the Handicapped. Chain Says It Complies
with Disabilities Act." Los Angeles Times (record edition) 27 June 2000.
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Goldstein, M.F.; Eckhardt, E.A. and P. Joyner. OAn HIV Knowledge and Attitude Survey
of Deaf U.S. Adults.Oeaf Worlds 22.1 (2006): 16B33.

Grabois, E. and M.A.O The Americans with D[sabilities Act and Medical Providers for
Women- Ten Years after Passage of the Act.O Policy Studies Journal 29.4 (2001): 682
689.

"Guideline for Services to Deaf and HOH AduttHearinglossweb.com. 3 May 2000.
Web. 2 Mar. 2009. <http://www.hearinglossweb.com/Issues/Access/Medical/delc.htm>.

Guthmann, D. and K. Sandberg. OAssessing Substance Abuse Problems in Deaf and
Hard-of-Hearing Individuals.O American Annals of the Detf.1 (1998): 1821.

Provides an overview of chemical dependency, assessment issues, and considerations
unique to the deaf and haofi-hearing population. A chemicdependency assessment
tool developed by the Minnesota Chemical Dependency Program foaBe#&fard of
Hearing Individuals is described and a case study illustrating application of this
assessment process is provided.

Hagglund, K.J.; Clark, M.; Conorti, K. and Shigaki, C. L. OAccess to Health Care
Services Among People with Disabilities ReasjvMedicaid.O Modern Medicine 96.9
(1999): 44753.

Few data exist describing Medicaid's success in providing health care services
to people with abilities. The access to care survey from the Medicaid
Expenditures Panel Survey was used to collect adegagrom 502 individuals
with disabilities in Central Missouri receiving Medicaid under fee for service
reimbursement. Nearly all of the respondents had a usual source of care, but two
thirds reported difficulties obtaining a needed health care serbeetal,
optometric, and personal assistance services were the most difficult to obtain.
Provider nonparticipation, necoverage of a service, and coverage restrictions
were the most frequently cited barriers to obtaining care. Results suggest that
peoplewith disabilities have difficulty accessing needed health care services
through the Missouri Medicaid fder-service program.

Hall, J.P., Kurth, N. K and Moore, J. M. OTransition to Medicare Part D: An Early
Snapshot of Barriers Experienced by Youngeal®ligibles with Disabilities.O
American Journal of Managed Care 13.1 (2007)814

This study assessed the impact of transition from Medicaid drug coverage to
Medicare Part D on a sample of dually eligible adults younger than age 65 years
with disabilties. A telephone survey was conducted of employed adults
participating in the Kansas Medicaid Buyprogram, Working Healthy, about
their experiences in accessing medications after their transition to Part D. A total
of 328 (55%) individuals from a randosample of 600 agreed to participate in a



survey administered by a universtysed research unit during February and
March 2006, which included 18 questions with yes/no, multiple choice, and
opentended responses. Participants resembled other Kansadigildés
demographically and medically, other than having slightly higher rates of mental
illness and lower rates of mental retardation and some physical conditions.
Participants' 2004 Medicare and Medicaid claims data were analyzed to obtain
an overviewof their comorbidities and previous prescription use. Twenty
percent of participants reported difficulty obtaining medications, including drugs
in Part Dprotected classes; 13% were required to switch medications; and 8%
stopped taking at least 1 medicatidlore than half did not know they could
change plans monthly, potentially improving their access to medications. The
high incidence of access problems despite Centers for Medicare & Medicaid
Services (CMS) safeguards points to the need for ongoing magitf Part D.

If the problems persist, CMS must be willing to modify the program and/or
better enforce the rules already in place to avoid adverse outcomes for
beneficiaries with disabilities.

112. Halperin, I.; Shupac, A.; Morad, M. and Merrick, J. OHerttlicy for Persons with
Intellectual Disability: Experiences from Israel.O Scientific World Journal 28.5 (2005):
71-92. Review.

This review presents a literature overview of global health policy for ID with
the intent to focus specifically on the poliagd treatment within Israel. The
methodology involved sites visits to care centers, discussions with stakeholders
in health policy, and a literature review. Authors believe that Israel is in a
unique position between a developed and developing cultuparticular, the
distinct problems faced by the Arab and Bedouin community in terms of ID
must be formally accounted for in Israel's future policies. The global approach in
this presentation led to certain policy recommendations that take into account
theuniqueness of Israel's position from a social, economic, religious, and
demographic perspective. It is the hope that this paper will lead to an increased
awareness of the challenges faced by persons with ID and their providers in all
sectors of Israeli sgety and that the necessary policy recommendations will
ultimately be adopted.

113. Hanson, K.W.; Neuman, P; Dutwin, D., and J.D. Kasper. OUncovering the Health
Challenges Facing People with Disabilities: The Role of Health Insurance.O Health
Affairs(2003): W355265.

114. Hanson, K.; Neuman, T. and Voria M. OUnderstanding the Hgalth Needs and
Experiences of People with Disabilities: Findings from a 2003 Survey.O The Henry J.
Kaiser Family Foundation, December 2003.

Adults living with disabilities face constlable challenges in the heattare
system. Those interviewed for this survey have waieying disabling
conditions and substantial heattare needs, along with high rates of functional



and cognitive limitations. For many, these needs are compounded by

modest incomes that often translate into financial barriers to the medical care
and supports they need. Although most people with disabilities do have some
form of health insurance coverage, those who are both uninsured and disabled
are at a partidar disadvantage in the current heaitire system. They are more
likely than others to forgo or delay getting necessary care, including the
prescription drugs and preventive services that would reduce their future need
for healthcare services. These finds underscore the importance of additional
research that identifies those who fall within this group in terms of their health
care needs, income levels, and employment status, while also suggesting the
need to provide health insurance coverage for simatllparticularly vulnerable
subsets of adults with disabilities.

115. Harmer, L.M. "Health Care Delivery and Deaf People: Practice, Problems, and
Recommendations for Change.O Journal of Deaf Studies and Deaf Education 4.2 (1999):
71-110.

Due to complex indidual, interpersonal, and systemic factors, deaf and hard
of hearing (d/hoh) individuals often receive inadequate, inappropriate, and
unethical health care. This article begins with a review of the relevant
socioeconomic and legal issues and the healthsstd d/hoh individuals. | then
review health care starting with the patient's knowledge base, personal
experiences, and understanding of health care relationships. | discuss the Deaf
community's perspectives, providers' views about disability, commigricat
between providers and deaf patients, and barriers encountered in health care
delivery. The article concludes by assessing these factors' effects on health care
delivery to d/hoh people, reviewing the ethical implications, and making
recommendations fazhange.

116. Harris, B.H; Hendershot, G. and D.C. Stapleton. A Guide to Disability Statistics from the
National Health Interview Survey. Tech. Ithaca: Rehabilitation Research and Training
Center on Disability Demographics and Statistic, 2005. Web.
<http://digitalcommons.ilr.cornell.edu/edicollect/186/>.

The purpose of this paper is to examine the information on the population
with disabilities in a nationally representative survey conducted by the National
Center on Health Statistics called the National thelaterview Survey (NHIS).

The paper provides a description of the disability information available in the
NHIS and how the data may be used to assess the employment, economic well
being and health of the population. Descriptive statistics from the 2602 N

public use files are used to illustrate the type of analysis that will be useful to
researchers and policymakers.

117. Harvey, M.A. Psychotherapy with Deaf and HafeHearing Persons: A Systemic
Model. Hillsdale, NJ: Lawrence Erlbaum Associates, 1989.



118. Havercamp S.M.; Scandlin, D. ail Marcia. OHealth Disparities Among Adults with
Developmental Disabilities, Adults with Other Disabilities, and Adults Not Reporting
Disability in North Carolina.O Public Health Reports. 119.4 (2004}4268

The purpose of this study were to identify disparities between adults with
developmental disabilities and ndisabled adults in health and medical care,
and to compare this pattern of disparities to the pattern of disparities between
adults with other disabilitieand adults without disabilities. Results indicated
that adults with developmental disabilities were more likely to lead sedentary
lifestyles and seven times as likely to report inadequate emotional support,
compared with adults without disabilities. Aduligh disabilities and
developmental disabilities were significantly more likely to report being in fair
or poor health than adults without disabilities. Similar rates of tobacco use and
overweight/obesity were reported. Adults with developmental didabilitad a
similar or greater risk of having four of five chronic health conditions compared
with nondisabled adults. Significant medical care utilization disparities were
found for breast and cervical cancer screening as well as for oral health care.
Adults with developmental disabilities presented a unique risk for inadequate
emotional support and low utilization of breast and cervical cancer screenings.

119. Hawkinson, Z.C. and J.E. Frates. OMandated Managed Care for Blind and Disabled
Medicaid Beneficiariesn a Countyorganized Health System: Implementation
Challenges and Access Issues.O American Journal of Managed Care 6.7 (268®): 829

This study reviews the challenges of Medicaid managed care organizations
that serve blind and disabled members. Berafy satisfaction and access to
care are assessed, and access problems are identified and resolved or minimized
to the greatest degree possible. Survey responses showed that beneficiaries had
limited experience with managed care and were generally edtisfih access
to primary care. The healthcare system used the study findings to develop
focused training programs and materials, to initiate a special needs liaison
program, and to revise guidelines to simplify and standardize authorization
procedures foobtaining medical supplies and repairing equipment. Factors
found to be associated with the success of a Medicaid managed care program
serving blind and disabled beneficiaries include educating the members and
providers for better understanding of managauk, incorporating collaborative
service improvement activities, and documenting trends.

120. Health Disparities between Women with Physical Disabilities and Women in the General
Population. Center for Research on Women with Disabilities, May 2005. Web.
<http://www.bcm.edu/crowd/?PMID=1331>.

121. Health Indicators Data from Healthy People 2010." Disability and Health. 28 Mar. 2006.
Centers for Disease Control and Prevention.

122. Healthy People 2010 Midcourse Review. Healthy People. Web. 31 Aug. 2008.



<http://www.halthypeople.gov/data/midcourse/>.

123. Hedding, T.; Perlman, T.; Miller, L.; Rogers, R.; Kivland, L.; Degutis, D.; Giloth, B. and
Whitman, S. ODeveloping a Standardized Comprehensive Health Survey for use with
Deaf Adults.O American Annals of the Deaf 150008): 388396.

The article describes the development of an interview tool to collect
standardized healitelated information from deaf adults via faceface
interviews in American Sign Language (ASL). There were 139 questions on the
survey. A total of 83 interviews were conducted between November 2002 and
March 2003. A standardized interview survey administered in ASL proved an
effective and wellccepted means of collecting healgated information from
a diverse sample of deaf individuals. Sevehalllenges were encountered
throughout the process, and the resulting lessons will be useful to future research
efforts.

124. Hendershot, G.E. OSession on Deaf Respondents in Health Interview Surveys.O Presented
at the American Public Health Association AnnMegeting, Chicago, IL (November 10,
1999), pages 31313.

125. Henry J. Kaiser Family Foundation, OFact Sheet: Medicare and the Cognitively
Disabled.O

126. Hodges, B. OProduct Evaluation: Access to Prescription Information with Scrip
Talk.OAccess World 10.1 (2008)eb. 31 July 2009.
<http://www.afb.org/AFBPress/pub.asp?DoclD=aw100106>

127. Hoffman, J.M.; Yorkston, K.M.; Shumwagook, A.; Ciol, M.A.; Dudgeon, B.J. and
Chan, L. OEffect of Communication Disability on Satisfaction with Health Care: A
Survey of Medicare Befiieiaries.O Department of Rehabilitation Medicine, University
of Washington, Seattle.

The study examined the prevalence and characteristics of community
dwelling Medicare beneficiaries reporting a communication disability and the
relationship between thdisability and dissatisfaction with medical care. A total
of 12,769 Medicare Current Beneficiary Survey respondents age 65 and older in
2001 were categorized by level of communication disability. Sampling weights
were used to make inferences about theeeMedicare population. Over 16
million beneficiaries reported a communication disability. Hearing problems
were most commonly reported (41.99%). The association between
dissatisfaction and communication disability was statistically significant (p .05)
for 8 of 10 items. Prevalence of dissatisfaction among those with a
communication disability varied, ranging from 3.43% to 19.34%. Respondents
with a communication disability reported much more dissatisfaction when
compared with those respondents withoabamunication disability.



128. Holt J.A.'OStanford Achievement Tes8th edition: Reading Comprehension Subgroup
Results.O American Annals of the Deaf 138 (1993)17E2

129. Hootman, J.M. and C.G. HelmiplOProjections of US Prevalence of Arthritis and
Assogated Activity Limitations.O Arthritis and Rheumatism 541.1(2006):22%

The purpose of this study was to update the projected prevalence of self
reported, doctediagnosed arthritis and arthriggtributable activity limitations
among US adults agds8 years and older from 2005 through 2030. The
prevalence of selfeported, doctediagnosed arthritis is projected to increase
from 47.8 million in 2005 to nearly 67 million by 2030 (25% of the adult
population). By 2030, 25 million (9.3% of the adulippéation) are projected to
report arthritisattributable activity limitations. In 2030, >50% of arthritis cases
will be among adults older than age 65 years. However, wedgegadults (45
64 years) will account for almost oti@rd of cases.By 2030, tle number of US
adults with arthritis and its associated activity limitation is expected to increase
substantially, resulting in a large impact on individuals, the health care system,
and society in general. The growing epidemic of obesity may also sagrilfic
contribute to the future burden of arthritis. Improving access and availability of
current clinical and public health interventions aimed at improving quality of
life among persons with arthritis through lifestyle changes and disease self
managemenmnay help lessen the losigrm impact.

130. Horowitz, A. and J.P. Reinhardt. (‘)Adequacy,of the Mental Health System in Meeting the
Needs of Adults Who Are Visually Impaired.O Journal of Visual Impairment and
Blindness, Vision Loss and Public Health Supplemet(2006): 87H£874.

131. Howard, D.L.; Sloane, P.D., Zimmerman, S.; Eckert, J.K.; Walsh, J.F.; Buie, V.C.;
Taylor, P.J.; Koch, B.S. and G.G. ODistribution of African Americans in Residential
Care/Assisted Living and Nursing Homes: More Evidence of Racial fligp@
American Journal of Public Health 92.8 (2002): 1-2277.

This study examines racial separation in lb@gn care. Authors surveyed a
stratified sample of 181 residential care/assisted living facilities and 39 nursing
homes in four states. Most Aidan Americans resided in nursing homes and
smaller facilities intended to be concentrated in a few predominantly African
American facilities, whereas the vast majority of whites resided in
predominantly white facilities. Facilities housing, African Amans tended to
be located in rural nonpoor African American communities to admit individuals
with mental retardation and difficulty in ambulating and to have lower ratings of
cleanliness, maintenance and lighting. Be racial disparities may result from
ecaromic factors, exclusionary practices, or resident choice. Whether
separation relates to inequities in care is undetermined.

132. Hughes, R.B. OAchieving Effective Health Promotion for Women with Disabilities.O
Family Community Health 1 (2006): 4489 S. Rewew.



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 critial needs for evidendeased health promotion services.
Women with disabilities face a lack of access to multitudinous opportunities for
maintaining and improving their overall health. Inaccessible exercise equipment
and other disabilityelated barriers dcourage women with physical disabilities
from engaging in healthromoting behaviors. This article identifies 10 essential
elements for achieving effective health promotion research and interventions for
women in this population.

133. Hughes, R.B.; Nosek, M.; Howland, C.A.; Groff, J. and Mullen, P.D. OHealth
Promotion Workshop for Women with Physical Disabilities: A Pilot Study.O
Rehabilitation Psychology 48.3 (2003): 1828.Hutchinson, D.S.; Gagne, C.; Bowers,
A.; Russinova, Z.; Skrinar, G.S. and Antholy,A. OA Framework for Health Promotion
Services for People with Psychiatric Disabilities.O Psychiatric Rehabilitation Journal 29.4
(2006): 24150. Review.

The concepts of wellness and its complement, health promotion, have
popularized the notion that &léh 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 debstanaging a
disease, but also to enhance one's-beihg and quality of life (Green &

Kreuter, 1991; Mullen, 1986). Encouraging this emphasis on wellness is Healthy
People 2010 (U.S. Department of Health and Human Services, 2000), a national
tenyear pan 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 promotimgeliness-including for people with
disabilities-is being recognized (Rimmer & Braddock, 2002).

134. Hyatt, R.R Jr. and S.M. AllenODisability as a OFamily AffairQ. Parental Disailiy
Childhood Immunization.Medical Care 43.6 (2005): 6@W50.

The pupose of this study was to investigate the influence of parental
disability on children's healthcare as measured by the timely receipt of
childhood immunizations. Results of the project indicate that children living
with a parent who is unable to providis or her own personal care are 65% less
likely to be immunized on time than children who live with parent(s) who do not
have a disability. Children of parents who are limited in their personal care, and
children of parents who have work limitations, ao¢ less likely than children
of nondisabled 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 thetefdf parental
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disability on children's health and for policies that address this impact.
lezzoni, L.I. "Boundaries."Health Affairs 18.6 (1999): 17177.

lezzoni, L.I. OQuality of Care and Service Use for People with Disabilities, Final
Report.O Bston: Beth Israel Deaconess Medical Center, 20PGpared for the Agency
for Healthcare Quality and Researdlational Technical Information Service Order No.
PB2004103329, www.ntis.gov.

lezzoni, L.I OToward Universal Design in Assessing Health Exgreriences.O Medical
Care 40.9 (2002): 7E528.

lezzoni, L.I. OUsing Administrative Data to Study Persons with Disabilities.O The
Milbank Quarterly 80.2 (2002): 34379.

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.

lezzoni, L..When Walking Fails: Mobility Problems of Adslwith Chronic Conditions.
Berkeley, CA: University of California Pres2003.

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 Presen 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 witlobility 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 indepereddin@ 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
peoplewho 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 recoige 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 gettimgo and around health care settings.

lezzoni, L.I.; Davis, R.B.; Soukup, J. and O'Day, '®hysical and Sensory Functioning
Over Time and Satisfaction with Car&he Implications of Getting Better or Getting
Worse." Health Services Research 39.6 (2006351652.
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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 wasstrongly 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 Oease and convenience€ttofgyto 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 significantlyegreat
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 resvations about their care.

lezzoni, L.I.; Davis, R.B.; Soukup, J. and O'Day, B. "Quality Dimensions that Most
Concern People with Physical and Sensory Disabilitidgchives of Internal Medicine
163.17 (2003): 2082092.

This study examined whetherrpens 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 digsbgienerally
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
requred to improve communication and to reduce time pressures that might
compromise the health care experiences of people with disabilities.

lezzoni, L.I.; Davis, R.B.; Soukup, J. and O'Day, B. "Satisfaction with Quality and
Access to Health Care Among Péowith Disabling Conditions.'International Journal
for Quality of Health Care 14.5 (2002): 3882.

The purpose of this study was to compare satisfaction with health care
between persons with and without disabling conditions. The quality domains
generdéing 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 policiesfef the only solutions to some problems.

lezzoni, L.I. and V. A. Freedman, OTurning the Disability Tide: the Importance of
Definitions,O Journal of the American Medical Association .3(2008EB332

lezzoni, L.I.; McCarthy, E.P.; Davis, R.B.; Haridavid, L. and O'Day, B. "Use of
Screening and Preventive Services Among Women with Disabilitlesiérican Journal
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of Medical Quality 16.4 (2001): 13544.

This study used the 19995 National Health Interview Survey (NHIS),
with Disability, Family Resoices, 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 aggjusted ratesfopoverty; 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.

lezzoni, L.1.; McCarthy, E.P.; Davis, R.B. and SiebensQ#Accest Health Care and
Insurance for Workingage Adults Reporting Mobility Difficulties.O Research in Social
Science and Disabilit{2003).lezzoni, L.l.; McCarthy, E.P.; Davis, R.B. and Siebens, H.
"Mobility Difficulties Are Not Only a Problem of Old Age."Journal of General Internal
Medicine 16.4 (2001): 23343.

The objective of this study was to assess the national prevalence of mobility
difficulties among nofnstitutionalized adults and to examine associations with
demographic characteristics and otpRysical and mental health problems. The
authors concluded that reports of mobility difficulties are common, including
among middleaged adults. Associations with poor performance of daily
activities, depression, anxiety, and poverty highlight the neecbioprehensive
care for persons with mobility problems.

lezzoni, L.I.; McCarthy, E.P.; Davis, R.B.; and Siebens, H. "Mobility Impairments and
Use of Screening and Preventive Services." American Journal of Public Health 90.6
(2000): 955961.

Primary cae 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
problems (difficulty walking, cinbing stairs, or standing for extended periods).

lezzoni, L.I.; McCarthy, E.P.; Davis, R.B. and Siebens,"Mobility Problems and
Perceptions of Disability by Seland ProxyRespondents.'Medical Care 38.10 (2000):
1051-1057.

The objective of thistady was to examine perceptions of disability among
people with lowetextremity 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 respoted 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 percéve disability than seffespondents, although differences were not
generally statistically significant. In multivariable regressions, mobility level
was the strongest predictor of spHrceived disability, followed by general
health status.

148. lezzoni, L.l and B.L. O'DayOMore Than Ramps: A Guide to Improving Health Care
Quality and Access for People with Disabilities\®w York: Oxford University Press.

This book examines the barriers that people with disabilities face when attempting to
access healtbare 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. lezzoni, L.I.; O'Day, B.L.;Killeen, M. and Harker, H"Communicating About Health
Care:Observations from Persons Who are Deaf or Hard of Hear#grials of Internal
Medicine 140.5 (2004):35862.

The objective of this study was to understand perceptions of health care
experiences and suggestions for improving care among deaf eofkaggring
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. Howevernsuring effective communication is essential to safe,
timely, efficient, and patiententered care.

150. lezzoni, L.I.; Killeen, M. B. and OODay, B. L. ORural Residents with Disabilities
Confront Substantial Barriers to Obtaining Primary Care.O Health Sdrasearch
41.4.1: 125875.

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, ohjzyic
disabilities to participate in four focus group interviews. Interviewees described
the many welrecognized 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 specialtgre. 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 tripsitban 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 péhegingral
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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 loadly.

lezzoni, L. I. and B. OODay. More Than Ramps: A Guide to Improving Health Care
Quality and Access for People with Disabilities. New York: Oxford University Press,
2006.

lezzoni, L.I.; Ramanan, R. and Drews, R@Teaching Medical Students about
Communicating with Patients who have Sensory or Physical Disabilitizisability
Studies Quarterly 25 (2005) < HYPERLINK "http://www.dsds.org"www.dsesds.org>

lezzoni, L.I.; Ramanan, R. and Lee, S. OTeaching Medical Students about
Communicating wittPatients with Major Mental lliness.O Journal of General Internal
Medicine 1621.10: 11121115.

Persons with major mental illness often have chronic diseases and poor
physical health. Therefore, all practicing physicians should learn about
communicatingeffectively 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 scientifiadvances 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. Studeloggrvations
coalesced around 4 themes: fears and anxieties about interacting with persons
with major mental iliness; residents OprotectingO students from patients with
major mental illness; lack of clinical maturity; and barriers to learning during
psydiatry rotations. Educational researchers must explore ways to better
prepare young physicians to communicate effectively with patients with major
mental illness.

Ikemoto, L. ODeconstructing the Image Repertoire of Women of Color: In the Shadow of
Race.@Iniversity of California Davis Law Review 39.3 (2006): 1023, 442

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 rede 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 disgacan 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¢hve y
ago. The goal of eliminating Ohealth disparities among segments of the
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population, including differences that occur by gender, race or ethnicity,
education to income, geographic location, or sexual orientation,O is only five
years away. We may not mlinate disparities by 2010, but we can make serious
progress if we take seriously the goal of using a rauiis approach. Using

critical cultural inquiry to hone the legal interventions produced by structuralist
analysis, stepping up political pressureslioninate all forms of unequal health
care, and questioning the most basic concepts for ideological content can help
expand the agenda.

Institute of Medicine. Committee on a National Agenda for the Prevention of Disabilities.
Disability in America: Towad a National Agenda for Prevention. A.M Pope and A.R.
Tarlov, Eds. Washington, DC: National Academy Press, 1991.

Disability in America presents a fiygrong strategy for reducing the incidence
and prevalence of disability as well as its personal, saridl,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 addressesidesl 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.

Institute of Medicine. Comittee on Assessing Rehabilitation Science and Engineering.
Enabling America: Assessing the Role of Rehabilitation Sciences and Engineering. E.N.
Brandt Jr. and A.M. Pope, Eds. Washington, DC: National Academy Press, 1997.

Institute of Medicine, The Futarof Disability in America. Board on Health Sciences
Policy. Web. 15 July 2008.
<http://books.nap.edu/openbook.php?record_id=11898&page=310>.

Jackson, A.B. and P.K. Mott. OReproductive Health Care for Women with Spina Bifida.O
Scientific World Journal 28.(2007): 187583.

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
aboutwhat to expect. Likewise, their health care providers do not have the
benefit of evidencédased research that comprehensively addresses the issues
these women may face related to reproduction or aging. Few studies have
focused on the effects that spinadafmay 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
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sexuality, sexual function, and pregnancy are jushpsrtant to these women
as they are to their ablodied counterparts.

Jans, L. and S. Stoddard. OChartbook on Women and Disability in the United States.O
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 dsabilities, 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 highlighgaps 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.

Janiszweski, R. et. al. OThe Low Visibility of Low Vision: Increasing Awareness
Through Public Health Education.O Journal of Visual Impairment and Blindness, Vision
Loss and Public Health Supplement 100 (2006):&3D.

The importance of an informationalitreach 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 EdooaProgram 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
aboutvision loss.

Jha, A; Patrick, D.L.; MacLehose, R.F.; Doctor, J.N. and Chan, L.’(‘)Dissatisfaction with
Medical Services among Medicare Beneficiaries with Disabilities,O Archives of Physical
Medical Rehabilitation 83 (2002): 133341.

Jones, E.G.; RengdR,. and Firestone, R. "Deaf Community Analysis for Health
Education Priorities.” Public Health Nursing. 22.1 (2005}337

Deaf personsO access the haaltited information is limited by barriers to
spoken or written language: they cannot overhearrmdton; 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 arfiatyssg
specifically on health education priorities in Arizona Deaf communities A
sevenstep community analysis was conducted to learn the health education
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priorities in Arizona Deaf communities and to inform development of culturally
relevant health adtation interventions in Deaf communities.

Jones, E.G.; Renger, R. and Kang, Y. OBSi#i¢acy for HealthRelated Behaviors among
Deaf Adults.O Research in Nursing and Health 30.2 (20071985

The purpose of this quaskperimental, prposttest sudy was to test the
effectiveness of the Deaf Heart Health Intervention (DHHI) in increasing self
efficacy for healtkrelated behaviors among culturally deaf adults. The DHHI
targets modifiable risk factors for cardiovascular disease. A sample of 84
participants completed timg and time2 data collection. The sign language
version of the SelRated Abilities Scale for Health Practices (SRAHP) was used
to measure sekéfficacy for nutrition, psychological webleing/stress
management, physical activity/egese, and responsible health practices. Total
self-efficacy scores were significantly higher in the intervention group than in
the comparison group at tinr& controlling for scores at baseline (F [1, 81] =
26.02, p <.001). Results support the develogrokmterventions specifically
tailored for culturally deaf adults to increase their-séficacy for health
behaviors.

Jones, E.M. and A.J. White. OMental Health and Acquired Hearing Impairment: A
Review.O British Journal of Audiology 24 (1999p.3

The purpose of this study was to test the effectiveness of the Deaf Heart
Health Intervention (DHHI) in increasing selfficacy for healtkrelated
behaviors among culturally deaf adults. The DHHI targets modifiable risk
factors for cardiovascular disea3de sign language version of the Seéted
Abilities Scale for Health Practices (SRAHP) was used to measuweffedicy
for nutrition, psychological welbeing/stress management, physical
activity/exercise, and responsible health practices. TotakHelicy 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 incréasie self
efficacy for health behaviors.

Kaiser Family Foundation. "Health Care and the 2004 Elections: Health Care for
Americans with Disabilities Kaiser Family Foundation." Kaiser Family Foundation, 21
Nov. 2004. Web. 02 Oct. 2009. <http://www.kfiggmedicaid/7202.cfm>.

Kaiser Family Foundatioon. OMedicaid: A Primer!Key Information on the Health
Program for Lowincome Americans.” Mar. 2007. Web. Oct. 2008.
<www.kff.org/medicaid/upload/Medicaif-Primerpdf.pdf>.Kaiser Foundation. OThe
Uninsured andhe Difference Health Insurance Makes.O Kaiser Commission on Medicaid
and the Uninsured, Sept. 2008. Web Oct. 2009. <www.kff.org/uninsured/upload/1420
10.pdf>.



167. Kaiser Family Foundation. OThe Uninsured: A Primer: Key Facts About Americans
Without Health hsurance.O Kaiser Commission on Medicaid and the Uninsured, Oct.
2008. Web 9 Oct. 2009. <www.kff.org/uninsured/upload/7a8Jpdf>.

This fact sheet describes the characteristics of the uninsured population, the difference
health insurance makes, and whegre is a large uninsured population.

168. Kaiser Family Foundation. OUnderstanding the He2dtte needs and Experiences of
People with Disabilities.O Findings from a 2003 Survey. (2003b). 12 Dec. 2007.
<www.kff.org/medicate/6106.cfm>

People with disabilitie are at risk in the healttare system because of their wide
ranging healtkcare needs, their relatively heavy use of prescription drugs, fozath
and support services, and typically low incomes. This survey of people with permanent
mental and/or physal disabilities explores their healtlare experiences and challenges
in accessing and paying for care.

169. Kaplan, D. and S. Litvak. OBarriers to Health and Wellness From a Disability
Perspective.O The Journal of Gerfsigecific Medicine 5.2 (2002)-82.

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 transpostion; 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 disabilitglatedfields as well as disability
professionals, academics, advocates, and disability health policy experts with
and without disabilities.

170. [(askowitz lll, S.R.; Nakaji M.C.; Clark K.L.; Gur)saulus, D.C. and Sadler, G.R.
OBringing Prostate Cancer Education tafden.O Cancer Detection Brevention 30.5
(2006): 43948.

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 prognavas evaluated using baseline, pest,
and twemonth followup 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 sagtiji@t post
test and this gain was maintained at the-taanth followup. 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
consequece of the small sample size. ParticipantsO reported their preferred
methods of communication. Greater knowledge gains were demonstrated among
those who preferred communications via American Sign Language (ASL)
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versus Englistbased communications. The authconcluded 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.Abstractntrodudion: 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 preferencésr 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 prograncthad meet

the educational needs of this diverse community. The program was evaluated
using baseline, posest, and twemonth followup surveys, plus focus group
discussions. Results: Overall, baseline knowledge about prostate cancer and
awareness of thecreening options for the early detection of prostate cancer
increased significantly at pestst and this gain was maintained at the-two
month followup. While prostatespecific antigen (PSA) screening and digital
rectal exams also increased among meartiDolder, the increase was not
statistically significant, possibly a consequence of the small sample size.
ParticipantsO reported their preferred methods of communication. Greater
knowledge gains were demonstrated among those who preferred
communicationyia American Sign Language (ASL) versus Englistsed
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 heatibcators 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.

Kay, S.K. Disability Watch: The Status of People witisdbilities in the United States,
vol. 2. California: Disability Rights Advocates, 2001.

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 disabilitights laws: (1) ignorance about what
constitutes accessibility and reasonable accommodation and the achievability of
these objectives; (2) seus 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 disiéibs. 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
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needs, including job training, changes in employer attitudes, elimination of
physical barriersn 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 developmendaabilities.

Kaye, H.S.; Kang, T. and LaPlante, M.BMobility Device Use in the United States.
Report 14.C5an FranciscoDisability Statistics Center, Institute for Health and Aging,
University of California, June 2000.

Kennedy, J. and C. Erb. @E’criptipn Noncompliance Due to Cost among Adults with
Disabilities in the United States.O American Journal of Public Health. 92.7. (2002): 1120
-1124.

Key Approaches to the Use of Managed Care Systems for Persons with Special Health
Care Needs. Rep. partment of Health and Human Services, Health Care Financing
Administration, Center for Medicaid State Operations, Oct. 1998. Web.

Kinne, S.; Patrick, D.L. and Doyle, D.L. OPrevalence of Secondary Conditions among
People with Disabilities.O American Joairof Public Health 94.3 (2004): 44135.

Kirby, D.L.; OOKeefe, J.S.; Neal, J.G.; Bentrem, D.J. and Edlich. R.F. ODoes the
Architectural Design of Burn Centers Comply with the Americans with Disabilities Act?
The Journal of Burn Care and Rehabilitatiah(1996): 156160.

Kirchner, C. OSeize the Moment! Establishing Viskatated Rehabilitation and Access
in the Nation's Public Health Policy Agenda.O Journal of Visual Impairment and
Blindness, Vision Loss and Public Health Supplement 100 (2006).

Thepotential 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 ltemgn federal Healthy People initiative,
and suggests thdté 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 septe 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 palblealth in the cause of
people with visual impairments.

Kirchner, C. and E. Schmeidler. QLife Chances and Ways of Life: Statistics on Race,
Ethnicity, and Visual Impairment.O Journal of Visual Impairment and Blindness 93.5
(1999): 31924.

Discusses th need for agencies which provide services to people with visual
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impairments to collect statistics about race and ethnicity to estimate prevalence
of visual impairments, create accountability, and design appropriate programs.
Current statistics on the ratiand ethnic diversity of individuals with visual
impairments are provided.

Kirschner, K.L.; Breslin, M.L and lezzoni, L.I. OStrupturaI Impairments that Limit
Access to Health Care for Patients with Disabilitidse@rnal of the American Medical
Associaiton 297 (2007): 11211125.

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 wglialified physicians. These faiks resulted
from basic, "lowtech" structural deficiencidblack of accessible call systems,
diagnostic equipment, and examination tables.

Kirschner, K.L.; Gill, C.J.; Panko; Reis, J.P. and Hammond, C. OHealth Issues for
Women with Disabilities.O In Phgal Medicine and Rehabilitation: Principles and
Practice, J. A. DelLisa, B.M. Gans and N.E. Walsh, Eds. Philadelphia: LippReatin
Publishers, 2005.

Krahn, G.L. Creative Program Presentation. In: U.S. Public Health Service. Closing the
Gap: A NationaBlueprint for Improving the Health of Individuals with Mental
Retardation. (p. ALO). Washington, D.C. 2001.

Krahn, G.L. and C.E. Drum. OTranslating Policy Principles into Practice to Improve
Health Care Access for Adults with Intellectual DisabilitiesRésearch Review of the
Past Decade.O Mental Retardation & Developmental Disabilities Research Re&/2ws
(2007): 160168.

This article extracts principles from two Surgeon General reports, Closing the
Gap: A National Blueprint to Improve the HealthReérsons 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 pgons 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 internatarguidelines 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 hecdite
providers to improve care of persons with IDD. Financing of health care
continues to threaten access to comprehensive care for persons with IDD,
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particularly regarding coordination of care and availability of providers who
accept Medicaid patients. @onunity-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.

Krahn, G.; Farrell, N.; Gabriel, R. and Deck, D. OAccess Barriers to Substance Abuse
Treatment for Persons with Disabilities: An Exploratory Study.O Journal of Substance
Abuse Treatment 31.4 (2006): 338.

Research in substance abuse (SA) treatment nasnd¢rated 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 BehavioraIMod
for Vulnerable Populations as a research framework, we identified reasons for
differences in access to SA treatment for Mediadigible adults with
disabilities in Oregon through a multiphase study. Analyses of demographic and
referral source data,alg 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 enablenop@de 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.

Krahn, G.L.; Hammond,. and Turner, A. OA Cascade of Disparities: Health and Health
Care Access for People with Intellectual Disabilities.O Mental Retardation and
Developmental Disabilities Research Revieh#sl (2006): 7€82.

This article presents recent conceptualizatibas 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
recanceptualization 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, secondarfhe 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 tiyjuedlth 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
asguidelines to direct future action. They call for promoting principles of early
identification, inclusion, and setfetermination of people with ID; reducing the
occurrence and impact of associated, comorbid, and secondary conditions;
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empowering caregiverand 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 Rarsd Reviews.

Krahn, G.L.; Thom, V.A.; Sokoloff, K. and Steinberg, M. Every Child Special: Every
Child Safe: A Call to Action. Preventing Maltreatment of Children with Disabilities.
Oregon Health Sciences University, Portland, OR, 2000.

Krahn, G.L.; Turer, A.E. and Wingert, J. OPhysician Practices to Promote Wellness in
Adults with Physical Disabilities. NAFAPA goes Northwest.O NAFAPA 2002. Health
and Wellness: Opening Doors and Opening Minds (p. 48). Corvallis, OR: Oregon State
University.

Krauss, M.W: Gulley, S.; Sciegaj, M., and Wells, N. OAccess to Specialty Care for
Children with Mental Retardation, Autism, and Other Special Health Care Needs.O
Mental Retardation 41 (2003): 3:339.

A brief narrative description of the journal article, documentgsource.
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

Kroll, T.; Jones, G.C.; Kehn, M. and Neri, M.T. OBarriers and Strategies Affecting the
Utilization of Primary Preventive Services for Peopith Physical Disabilities: A
Qualitative Inquiry.O Health and Social Care in the Community 14.4 (200693284

Individuals with physical disabilities are less likely to utilize primary
preventive healthcare services than the general populatione Aathe 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 paicipants 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 heaithices framework to
distinguish structuraénvironmental (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 preventiefocused information portals for people with physical
disabilities, and consuoer selfeducation, 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 development of a consumer

and provideifocused resource and information kit that reflects the strategies that
were suggested by study participants.

189. Kronick, R.; Gilmer, T.; Dreyfus, T. and Lee, OImproving HealtBased Payment for
Medicaid Beneficides: CDPS.OHealth Care Financial Review 21 (2000):&4

This article describes the Chronic Iliness and Disability Payment System
(CDPS), a diagnostic classification system that Medicaid programs can use to
make healtkbased capitated payments for IR and disabled Medicaid
beneficiaries. The authors describe the diversity of diagnoses and different
burdens of illness among disabled and AFDC Medicaid beneficiabiesms
from seven States are analyzed, and payment weights are provided that States
can use when adjusting HMO paymeniBhe 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, MA. and Turk, M. A. Women with Physical Disabilities:
Achieving and Maintaining Health and Wiking Baltimore: P.H. Brookes Pub. Co.,
1996.

191. Lass L.G.; Franklin R.R.; Bertrand W.E. and Baker J. OHealth Knowledge, Attitudes, and
Practices of the Deaf Palation in Greater New Orleana Pilot Study.O American
Annals of the Deaf 123 (1978): 96867.

192. Lawthers, A.G.; Pransky, G.S.; Peterson, L.E. and Himmelstein, J.H. ORethinking Quality
in the Context of Persons with Disability.” International Journ&wdlity Health Care
15.4 (2003): 2781.

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 safetyasdor 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 comphensive 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): 1B334.
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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 digkites (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 servic®@ghy 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 societyOs
negative attitude, and more specifically with health care, the negativel atbit
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.

Lethbridge,ejku, M.; Schiller, J.S., and L. Bernadel. O,Summary Health Stedisbir
U.S. Adults: National Health Interview Survey, 2002.0 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 nonstitutionalized 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 stafusctional limitations, health
care access and utilization, health behaviors, and human immunodeficiency
virus testing. The presentation of percentages and percent distributions in both
ageadjusted 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 31,04ddults 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%adults 18 years of
age or over reported excellent or very good health.-Riftg percent of adults
never participated in any type of vigorous leistinge physical activity, and
14% of adults did not have a usual place of health care. Eleven pereenitsf
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. Fwenty
two percent of all adults were current smokers, and 23% were former smokers.
Based on theibody mass index, 35% of adults were overweight, and 23% were
obese.

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.

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



Health Care for Adults with Developmental Disabilities.O Public Health Report 117.2
(2002): 174184.

The purpose of this study was to determine the health status of adults with
developmental disabiles residing in community settings and the quality of the
preventive, medical, dental, and psychiatric services they receive. Data were
collected on a sample of 353 adults residing in Los Angeles, California, in 1997.
Historical data were obtained fronudly subjects or caregivers, physical and
dental examinations were performed, blood was drawn for analysis, and a
psychiatrist reviewed medical records for reports of psychiatric diagnoses and
consultations. Health markers, such as rates of obesity, aondtaty test
results were within normal limits for an adult population. However, preventive
services were notably lacking, especially for individuals living at home. Fewer
than half of the study subjects had received influenza vaccine; only a third of
thos living alone or with family or friends had received this vaccination. Chart
audits revealed that about a third received psychotropic medications, but only
24% of these individuals had psychiatric consultations noted in their record.
Further, 36% of thisnedicated group received psychotropic drugs without any
identifiable diagnosis, and simultaneous receipt of two or more antipsychotics
was not uncommon. Given that the U.S. health care system fails to ensure the
provision of preventive services for all pg®, including the developmentally
disabled, a systematic overhaul is necessary to establish an effective quality
assurance program that will provide preventive medical, dental, and psychiatric
services for people with developmental disabilities.

197. Lidoff, L. OMpving VisiorRelated Rehabilitation into the U.S. Health Care
Mainstream.O Journal of Visual Impairment and Blindness 91.2 (1997)1807

Discusses the history of coverage of visietated rehabilitation by health
insurance and identifies opportties for expanded coverage within the rapidly
changing health care environment. Reviews strategies for persuading health
insurance plans to fund visigelated rehabilitation, including educating the
public, reconfiguring service delivery, and measuriotcomes.

198. Lieu C.C.; Sadler, G.R.; Fullerton, J.M. and Stohlmann, P.D. OCommunication Strategies
for Nurses Interacting with Patients Who Are Deaf.O Dermatology Nursing 19.6 (2007):
541-4, 54951.

Nurses play a pivotal role in promoting access to culjucampetent health
care services for those who experience linguistic and cultural barriers. Nursing
strategies to facilitate and enhance the Deaf community's access to health care
services are provided.

199. Linton, S. Claiming Disability. Knowledge and Id#y. New York: New York
University Press, 1998.
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Liptak, G.S. et al. OSatisfaction with Primary Health Care Received by Families of
Children with Developmental Disabilities.O Journal of Pediatric Health Care 20.4 (2006):
245052.

To evaluate the percepns of families of children with developmental disabilities
regarding their primary care physicians and to determine if differences exist for different
conditions.

Lipton, D.S.; Goldstein, M.F.; Fahnulleh, F.W. and Gertz E.N. OThe Interactive Video
Questionnaire: A New Technology for Interviewing Deaf Persons.O American Annals of
the Deaf 141 (1996): 37878. Lishner, D.M.; Richardson, M.; Levine, P. and Patrick, D.
OAccess to Primary Health Care Among Persons With Disabilities in Rural Areas: A
Summaryof the Literature.O Journal of Rural Health 12.1 (1996535

Despite the prevalence of disabilities among persons living in rural areas,
scarce data exist on their health care needs. While rural residents generally
experience barriers to access tonary health care, these problems are further
exacerbated for people with disabilities. This article summarizes findings from
the published literature on access to primary health care among people with
disabilities living in rural locations. A comprehersicomputerized literature
search revealed 86 articles meeting the study criteria focused on the following
rural populations affected by disabilities: children and adolescents, working age
adults, the elderly, people who are mentally ill, and people WilISA For each
of these populations, substantial problems in accessing appropriate health care
have been documented. The literature consistently emphasizes the failure of
local healthcare systems in noretropolitan areas to adequately address the
complexmedical and related needs of individuals with disabilities.

Long, S.K.; Coughlin, T.A. and Kendall, S.J. OAccess to Care among Disabled Adults on
Medicaid.O Health Care Financing Review 23.4 (200211589

Lord, C. Early identification of Autism Speain Disorders. Rep. University of Michigan
Autism and Communication Disorders Center. Web. 27 Oct. 20009.
<www.umaccweb.com/about/presentations/NYUpedearlyid.ppt>.

Luckner, J.L. and B.R. Gonzales. OWhat Deaf and-bfartbaring Adolescents Know
and Think &out AIDS.O American Annals of the Deaf 138.4 (1993)E8343.

A survey of 204 secondary students with deafness or hearing impairment
suggested that adolescents had a general idea about what human
immunodeficiency virus (HIV) and acquired immune deficiesyndrome
(AIDS) are and the potential impact of the disease. However, they demonstrated
gaps in knowledge of how the disease is transmitted and prevented and who can
get AIDS.

MacKinney T.G.; Walters D.; Bird G.L. and Nattinger A.B. OlmprovementseiveRtive



Care and Communication for Deaf Patients: Results of a Novel Primary Health Care
Program.O Journal of General Internal Medicine 10.3 (1995)7.Mdlinson, R.K.
"Perceptions of HIV/AIDS by Deaf Gay Men." The Journal of the Association of Nurses
in AIDS Care 15.4 (2004): 236.

Deaf gay men represent a subpopulation of the gay male community at
particularly high risk for HIV/AIDS due to numerous barriers including
language, stigma, and inequitable access to health services. The participants in
this exploratory pilot study (N = 5) struggled with the ongoing threat of HIV
infection and the pervasive nature of AHDSated debilitation, death, and grief.
Whether HIV infected or not, they described living at the intersection of
multiple communitiesthe deaf, gay, and heariagach characterized by unique
communication styles, cultural expectations, and a propensity to marginalize
outsiders. Health care providers were perceived as lacking compassion and
largely ignorant to the needs of deaf persongeimeral, and deaf gay men, in
particular. Printed HIV materials were considered culturally inappropriate,
incomprehensible, and ineffective. These findings suggest an extraordinary risk
for adverse mental and physical health outcomes if care is not aippetyp
designed for this vulnerable population.

206. MargellosAnast, H.; Estarziau, M. and Kaufman, G. (‘)C@rdiovascular Disease
Knowledge Among Culturally Deaf Patients in Chicago.O Preventive Medicine 42
(2006): 235239.

This article is about a comprelsive health survey of Deaf adults with
questions on CVD knowledge. Questions assessed knowledge of heart attack
and stroke symptoms, risk factors, and emergency response. Forty percent of
respondents could not list any symptoms of a heart attack, whilé0%e could
not list any symptoms of a stroke. Less than half of respondents identified chest
pain/pressure as a symptom of a heart attack. Only 61% reported that they would
call 911 in response to cardiovascular disease symptoms. The median number of
risk factors correctly identified by respondents was 3 of 6. Conclusions:
Knowledge of cardiovascular disease among Deaf respondents is low, and
considerably lower than that of the general hearing population. The need to
develop health education materials @andgrams for Deaf individuals is evident.
Health care providers should be educated on Deaf culture and barriers in
communication. Finally, efforts need to be made to assure that 911-is deaf
accessible.
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<http://www.chcf.org/topics/meetal/index.cfm?itemID=113558>.

210. McCarthy, E. P. et al. "Bparities in Breast Cancer Treatment and Survival for Women
with Disabilities.” Annals of Internal Medicine 145.9 (2006): €&

211. McDermott, S.; Moran, R.; Platt, T. and Dasari, S. OHealth Conditions among Women
with a Disability.O Journal of WomenOs thebb.5 (2007): 71-320.

This study was designed to determine if the incidence of some common health
conditions was higher among 770 women with a disability compared with 1097
women without a disability and 679 men with a disability in the same primary
care medical practices. The results showed that diabetes, hypertension, and
obesity, three important predictors of morbidity and mortality, were not
significantly more likely to occur in women with disabilities compared with
others in the same medical praeti Dementia had higher hazard ratios (HRS)
for women with sensory, developmental, and trauma disability. However,
women with trauma disability had a significantly lower (HR) for dementia
compared with men with the same disability. Women with sensoryilitisab
were at higher risk for transient ischemic attack (TIA) compared with women in
the same practice without disability, and there was no difference in HRs
compared with men with disability. Women with disability related to trauma
were at higher risk fodepression compared with women in the same practice
without disability and compared with men with the same disability. Some
conditions, such as congestive heart failure (CHF) and chronic obstructive
pulmonary disease (COPD), have opportunities for prexerds they are
associated with smoking, physical inactivity, and diet.

212. McEntee, M.K. ODeaf and Hard of Hearing Clients: Some Legal Implications.O Social
Work 40.2 (1995): 18387.

213. McEwen, E. and H. Anteculver. OThe Medical Communication of Deaf &&8.0
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214. McKinney, L. W. OBarriers to Access to Health Care. Introduction: Are the Walls
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(2002): 16.
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Women with Disabilities.O Journal of Obstetrics and Gyneceldggnatal Nursing 34.4
(2005): 453 64.

Although the study focused on breaahcer screening services, women also
describe financial, architectural, environmental, and attitudinal barriers that
affected all of their healthcare services. Women described for transportation,
heavy doors, and inaccessible exam tables and bathrodmey.felt devalued
by their providers and believed that their symptoms are often overlooked.
Women with physical disabilities face both financial and nonfinancial barriers to
access that may result in delayed detection and increased risk of poor outcomes
from breast cancer.

Middleton, A.; Hewison, J.; Mueller, R.F. OAttitudes of Deaf Adults Toward Genetic
Testing for Hereditary Deafness.O American Journal of Human Genetics 63.4 (1998):
11751180.

Recent advances within molecular genetics to identify émeg for deafness
mean that it is now possible for genetmunseling services to offer genetic
testing for deafness to certain families. The purpose of this study is to document
the attitudes of deaf adults toward genetic testing for deafness. A stdjcture
self-completion questionnaire was given to delegates at an international
conference on the "Deaf Nation," held at the University of Central Lancashire in
1997. The conference was aimed at veellcated people, with an emphasis on
Deaf culture issues. ghty-seven deaf delegates from the United Kingdom
returned completed questionnaires. The questionnaire had been designed to
quantitatively assess attitudes toward genetics, interest in prenatal diagnosis
(PND) for deafness, and preference for having dehgaring children. The
results from this study provide evidence of a predominantly negative attitude
toward genetics and its impact on deaf people, in a population for whom
genetiecounseling services are relevant. Fifitye percent of the sample
thoughtthat genetic testing would do more harm than good, 46% thought that its
potential use devalued deaf people, and 49% were concerned about new
discoveries in genetics. When asked about testing in pregnancy, 16% of
participants said that they would consittaving PND, and, of these, 29% said
that they would prefer to have deaf children. Geneticists need to appreciate that
some deaf persons may prefer to have deaf children and may consider the use of
genetic technology to achieve this. Any genebanselingservice set up for
families with deafness can only be effective and appropriate if clinicians and
counselors take into consideration the beliefs and values of the deaf community
at large.

Milani, A. OWheelchair Users Who Lack OStanding@: Another Reddddeshold
Blocking Enforcement of Titles 1l and Il of the ADA.O Wake Forest Law Review 39. 1
(2004): 69132.

Miller, D.K.; Wolinsky, F.D.; Malmstrom, T.K.; Andresen, E.M. and Miller, J.P. Olnner



221.

222.

223.

224.

225.

City, Middle-Aged African Americans have Excess Frankl &ubclinical Disability.O
The Journals of Gerontology Series A: Biological Sciences and Medical Sciences 60.2
(2005): 20712.

Mogk, L.; Watson, G.R. and M. WiIIiams. OA Commentary on the Low Vision
Rehabilitation Demonstration Project.O Journal ofliBupairment and Blindness
102.2 (2008): 6B75.

Despite the best efforts of the Centers for Medicare and Medicaid Services
(CMS) with regard to the field of visual impairment and blindness, and despite
the concerted efforts of the members of the fielchédke the most of the
Medicare Low Vision Rehabilitation Demonstration Project, there are intrinsic
flaws in scope and design of the project that preclude its successful
implementation and may even undermine the services that have been extended
by Medicareto beneficiaries with visual impairments in the last decade. To set
the stage and provide a context for this argument, we begin with some
background information and a review of events leading up to the April 1, 2006
initiation of the fiveyear demonstrain project.

Mokdad, A.H.; Ford, E.S.; Bowman, B.A.; Dietz, W.H.; Vinicor, F.; Bales, V.S. and
Marks, J.S. OPrevalence of Obesity, Diabetes, and OBResitied Health Risk Factors,
2001.0 Journal of the American Medical Association 289.1 (20039.76

The objective of this study was to estimate the prevalence of obesity and diabetes
among US adults in 2001. The authors found that in 2001 the prevalence of obesity (BMI
=30) was 20.9% vs 19.8% in 2000, an increase of 5.6%. The prevalence of diabetes
increased to 7.9% vs 7.3% in 2000, an increase of 8.2%. The prevalence of BMI of 40 or
higher in 2001 was 2.3%. Overweight and obesity were significantly associated with
diabetes, high blood pressure, high cholesterol, asthma, arthritis, and poor health status.
They concluded that Increases in obesity and diabetes among US adults continue in both
sexes, all ages, all races, all educational levels, and all smoking levels. Obesity is strongly
associated with several major health risk factors.
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the Model Spinal Injury Care Systems€Bwmingham: University of Alabama, 2004.
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Rep. U.S. Department of Health and HunSmrvices Health Resources and Services
Administration, 2007. Web. <http://mchb.hrsa.gov/cshcn05/MI/NSCSHCN.pdf>.
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National Cancer institute Center to Reduce Cancer Healffafiges." National Cancer
Institute, 23 July 2009. Web. 16 Oct. 2009. <http://crchd.cancer.gov/news/news
text/dbrief072007.htm>
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<http://cancercontrol.cancer.gov/populationhealthcenters/cphhd/index.html>.
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Neri, M.T. and T. Kroll. OUnderstanding the Consequences of Access Barriers to Health
Care: Experiences of Adults with Disabilities.O Disability and Rehabilitation(2303):
85-96.

The purpose of this study is to explore sltcepe and nature of the
consequences that adults with disabilities perceive as the result of inappropriate
access to health care services; the variability of these consequences by
demographic attributes such as disability type, gender, and health insurance
type; and the interelatedness and multidimensionality of these consequences.
The authors concluded that health insurers and providers need a better
understanding of the multiple consequences of access baB@ssd on this
knowledge, detrimental arabstly effects of inappropriate service delivery
could be more effectively preventetinplications for health care services and
policy are discussed.
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of Nursing 89.3 (189): 360361.
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Nosek, M.A. OOvercoming the Odds: The Health of Women with Physgztillties in
the United States. The John Stanley Coulter Lecture.O Archives of Physical Medicine and
Rehabilitation 81.2 (2000): 13538.

Nosek, M.A. and C.A. Howland. OBreast and Cervical Cancer Screening Among Women
with Physical Disabilities.@\rchives of Physical Medicine and Rehabilitation (1997).

This article reports findings from the National Study of Women with Physical
Disabilities about rates of screening for breast and cervical cancer and factors
associated with regular screening in a layage of women with a variety of
physical disabilities and a comparison group of women without disabilities. The
results of the study indicate that women with disabilities tend to be less likely
than women without disabilities to receive pelvic exams wggalar basis, and
women with more severe functional limitations are significantly less likely to do
so. No significant difference was found between women with and without
disabilities, regardless of severity of functional limitation, in receiving
mammogams within the past 2 years. Perceived control emerged as a
significant enhancement factor for mammograms and marginally for pelvic
exams. Severity of disability was a significant risk factor for noncompliance
with recommended pelvic exams, but not mamraog. Race was a significant
risk factor for not receiving pelvic exams, but not mammograms. Household
income and age did not reach significance as risk factors in either analysis.

Nosek, M.A. and C.A. Howland. OThe Impact of Disability on the Healttaatih
Maintenance Behaviors of Women.O Physical Medicine & Rehabilitation: The Complete
Approach Eds. M. Grabois; S. Garrison; K. Hart and D. Lehmkuhl. Cambridge, MA:
Blackwell Science, Inc. 1999: 1829843.
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Analysis.O Family & Community Health 27.1 (2004216
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People 2010Web. 10 Oct. 2008.

<www.healthypeople.gov/Document/HTML/Volumel1/06Disability.htm#_Toc486927298
>,
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31 Aug. 2008.
<www.healthypeople.gov/document/HTML/Volume2/28Vision.ktmoc489325919>.

245. O'Day, B.L.; Killeen, M. and lezzoni, L.I'Improving Health Care Experiences of
Persons Who are Blind or Low Visior8uggestions from Focus Groups.” American
Journal of Medical Quality 19.5 (2004): 1280.

Persons who are blind oave low vision face special challenges in obtaining
care that is safe, effective, timely, and patient centered. To explore perceptions
of care and recommendations for improvements, the authors conducted 8
interviews with experts and 2 focus groups withpggsons, all of whom are
blind or have low vision. Interviewees perceived that they confront special
barriers to care because of being blind or having low vision. Barriers fell into
four broad categories: basic respect, including concerns about physicians
thinking they cannot participate fully in their own care; communication barriers,
including difficulties interacting with physicians and office staff; physical access
barriers, including difficulties getting to and around physicians' offices; and
information barriers, including receiving written materials in inaccessible
formats (eg, not in Braille, large print, or audiotape). Using common courtesy
and individualized communication techniques, physicians and office staff could
improve health care experienaagsblind and lowvision patients.

246. O'Day, B.L; Killeen, M.B.; Sutton, J. and lezzoni, L@Primary Care Experiences of
People with Psychiatric DisabilitieBarriers to Care and Potential Solutions.O
Psychiatric Rehabilitation Journal 28.4 (2005): -33%.

This study examined the barriers that 16 locus group participants with
psychiatric disabilities confront in obtaining primary care services and their
recommendations on improving quality of care. They cited a) difficulty
identifying a primary carelyysician with good empathic and communication
skills, b) physicians' misunderstanding of the nature of psychiatric disability, c)
inadequate information about the side effects of psychotropic medications, and
d) costs due to inadequate insurance covetagadition to suggestions for
improving patiendphysician communication and expanding physician
knowledge, participants emphasized strategies to become empowered in their
relationships with physicians and to obtain personal support.

247. Ogden, C.L.; CarrollM.D.; Curtin, L.R.; McDowell, M.A.; Tabak, C.J. and Flegal, K.M.
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OPrevalence of Overweight and Obesity in the United States200890 Journal of the
American Medical Association 295.13 (2006): 15455.

The objective of this study was to provide emtrestimates of the prevalence
and trends of overweight in children and adolescents and obesity in adults.
Results showed that in 20@B04, 17.1% of US children and adolescents were
overweight and 32.2% of adults were obese. Tests for trend were sighitc
male and female children and adolescents, indicating an increase in the
prevalence of overweight in female children and adolescents from 13.8% in
19992000 to 16.0% in 2062004 and an increase in the prevalence of
overweight in male children and@lescents from 14.0% to 18.2%. Among
men, the prevalence of obesity increased significantly between208#D
(27.5%) and 2002004 (31.1%). Among women, no significant increase in
obesity was observed between 1290 (33.4%) and 2003004 (33.2%). The
prevalence of extreme obesity (body mass index 40) in-2008 was 2.8% in
men and 6.9% in women. In 20@B04, significant differences in obesity
prevalence remained by race/ethnicity and by age.

O'Hearn, A. ODeaf Women's Experiences and SatisfadtiofPvenatal Care: A
Comparative Study.O Family Medicine 38.10 (2006): 71

BACKGROUND AND OBJECTIVES: The quality of communication
between physician and patient is a major contributor to patient satisfaction and
treatment adherence. Deaf patients wee 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 ovecalle. 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 idocto
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 dsee effective.

Oliver, M. Understanding Disability: From Theory to Practice. New York: St. Martin's
Press, 1996. Olkin, R. What Psychotherapists Should Know About Disability. New York:
The Guildford Press, 1999.

Orsi, J.M.; MargellosAnast H.; Perlran T.S.; Giloth B.E. and Whitman, S. OCancer
Screening Knowledge, Attitudes, and Behaviors Among Culturally Deaf Adults:
Implications for Informed Decision Making.O Cancer Detection and Prevention 31.6
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Background: Previous studies shthvat 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 behaviovarading age
and gendespecific cancer screening tests amongst a sample of Deaf adults who
were patients of Dedfiendly medical organizations. The authors also sought to
compare ageand gendespecific 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, faodace health survey conducted between
November 2002 and March 2003. The survey was administered in American
Sign Language by Deaf interviens and included agand gendespecific
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. ktapinyo
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 colorectabnicer 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 populationvé¥er, utilization in the
absence of knowledge regarding these tests is worrisome and brings about
ethical, health care quality and health education concerns.

Owens, J.S. OAccessible Information for People with Complex Communication Needs.O
Augmentative ad Alternative Communication 22.3 (2006): 12@8.

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 foeople with complex
communication needs have not been previously reported. In this coasumer
focused study, the accessibility of information design and dissemination
practices were discussed by 17 people with complex communication needs; by
eight parentsadvocates, 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; pbigal access; and human support for information
access. Consumgenerated accessibility guidelines were an outcome of this
study.
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Harvard University Press, 1988.
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Ramps to Solve the Crisis in Healthcare for People with Disabilities Rehabilitation
Institute of Chicago: Chicago. 2004.

Parise, N. OBreaking Cultural Barriers to Health CEne:Voice of the Deaf.0 Thesis
published by the National Library of Canada. 1999.

Parish, S.L."Health Care Access of Women With Cogpnitive Limitations: Evidence of
Disability-Based Disparities in Health Care in a National Sampt#ool of Social Work
UNC Chapel Hill. April 23, 2007.

This study compares potential and realized use of health care for a national
sample of workingage women with cognitive disabilities. Using data from the
Medical Expenditure Panel Survey for 2000 and 2002, we comparematipbt
and realized use of health care for a national sample of weakjagvomen
with cognitive disabilities. Despite having similar likelihoods of potential access
to health care as compared to nondisabled women, they had markedly worse
rates of receivig cervical cancer and breast cancer screenings, similar rates of
routine checkups, 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 recommendasi@are suggested to address the
disability-based disparities in reproductive health care for women with cognitive
limitations.

Parish S. L. et al. OMaterial Hardship Among U.S. Families Raising Children with
Disabilities.O Exceptional Children 75.1@8): 7192.

Parish, S.L. and M.J. ElliseMartin. OHealtitare Access of Women Medicaid
Recipients: Evidence of Disabildyased Disparities,O Journal of Disability Policy
Studies 18.2 (2007): 10816.

Little is known about the health care received bynea with disabilities,
who comprise a substantial subset of the population. This article describes the
health care of a national sample of foweome female Medicaid recipients.
Despite having similar potential for care (health insurance, usual souraeepf ¢
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 disitities were also much less likely to be satisfied
with their care than were nondisabled women. These results support calls to
mandate qualitpased reimbursement incentives within Medicaid, specifically
for women with disabilities.

Parish, S.L. and J. uth. Ol;|ealth Care for Women with Disabilities: Populatizased
Evidence of Disparities.O Health and Social Work 32.1 (20085.7

Despite having similar or better potential access to health care, women with
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disabilities experience worse health care awodse preventive care than ron
disabled women. This study examined the health care of a national probability
sample of 8,721 disabled and 45,522 dsabled women living in the United
States. Logistic regression models, adjusted for age and houselooitejneere
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 disabilies, who require care at higher rates than theircheabled
counterparts and are at increased risk of developing secondary conditions if their
care needs are not met.

Parish, S.L. and Z. E. Lutwich. OA Critical Analysis of the Emerging Crisis in-Long
Term Care for People with Developmental Disabilities.O Social Work 50.4 (2008): 345
54.

There is an impending crisis in loigrm care for people with developmental
disabilities. The demand for care will likely outpace the supply for decades to
come. Facta, such as limited existing lorigrm 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. Vidily 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 farugnered approaches to
working with people with developmental disabilities, develop new interventions,
create new organizational supports, and practice assertive advocacy.

Parish, S.L. and A.W. Savile. OWomen with Cognitive Limitations Living in the
Community Evidence of DisabilityBased Disparities in Health CareM&ntal
Retardation 44.4 (2006): 24%59.

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 rategaditine checkups, 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 disabilibsed disparities ireproductive health care
for women with cognitive limitations.

Peinkofer, J.R. OHIV Education for the Deaf, a Vulnerable Minority.O Public Health
Report 109.3 (1994): 39896,

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



vulnerable because of language barriers, unique culture and the scarcity of community
services.

262. Pendergrass, S.; Nosek, M.A. and Holcomb, J.D. ODesign and Evaluation of an Internet
Site to Educate Women with Disabilities on Reproductive Health.Ga&exuality and
Disability 19.1 (2001): 7-B3.

263. Perlman, T.; Hedding, T.; Balfat\Zertiz, K.; Cradock, C.; DeGutis, D.; Estarziau M.;
Foster L.; Giloth, B.; Kaufman, G.; Margelldsast, H.; Miller, L.; Orsi, J. and
Whitman, S. Report on the Findings &Recommendations of Improving Access to
Health and Mental Health Care for Chicago's Deaf Commuittigse Il. Chicago (IL);
September 2007.

264. Perry, M. and H.K. A. Dulio. OThe Role of Health Coverage for People with Disabilities:
Findings from 12 Focus Grospvith People with Disabilities.O Menlo Park, CA: Henry
J. Kaiser Family Foundation, August 2003.

265. Piotrowski, K. and L. Snell. OHealth Needs of Women with Disabilities Across the
Lifespan.O Journal of Obstetric, Gynecological and Neonatal Nursing 867):(2987.

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. Umortunately, 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 hbacare that women with disabilities
receive.

266. Pleis, J.R. and M. Lethbridg@ejku. (‘)Sum,mary Health Statistics for U.S. Adults:
National Health Interview Survey, 2006.0 Vital Health Statistics 10.235 (2@1B3.1

OBJECTIVES: This report presents heathtistics 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 pthcegaon 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.
Perceriges and percent distributions are presented in botadjgsted 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 Diseaseti@band 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 fatsaduhis



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>ecellent or very good health. Sixtwo percent of adults never
participated in any type of vigorous leistii@e 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 healtlofessional that they had heart disease, and 23%
had been told on two or more visits that they had hypertension. Taaeaty
percent of all adults were current smokers and 21% were former smokers. Based
on estimates of body mass index, 35% of adults wesen@ight and 26% were
obese.

267. Pollard, R.Q. "Cros€ultural Ethics in the Conduct of Deafness Research.”
Rehabilitation Psychology 37.2 (1992):-8@1.

Discusses the application of contemporary cmasiral ethical principles and
practices in deafnesssearch, including the relevance of framing some deafness
research as crossiltural. 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 contempagrarosscultural 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 collectingty, 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
resarch 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): 47.

Describes the use of a regional consensuspigrapproach to addressing the
longstanding difficulties deaf and haofthearing 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 whofprah
manage, and render public mental health services and individuals who are
specifically knowledgeable about deaf and hairtiearing people and their
mental health care needs. Conference planning is discussed, including
preliminary efforts, committestructure 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 implketihood 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
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Individuals Who are Deaf or Hard of HearindRehabilitation Psycholgg39.3 (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 diffeences between DHH and comparison samples. Women,
children, and notCaucasians were underrepresented in the DHH sample; male
and elderly DHH patients were overrepresented. DHH patients were
overrepresented in 4 small but communicatively accessible proginams
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 Il diagnoses of mental retardation were more
frequent in the DHHample, and clinicians were less able to rule out Axis Il
pathology. It is suggested that observed differences reflect service accessibility
and clinician expertise problems rather than clinical distinctions.

Ponchillia, S.V. ODiabetes Management and Visopairment.O Journal of Visual
Impairment and Blindness, Vision Loss and Public Health Supplement 100 (2006): 867
871.

Practical Oral Care for People With Intellectual Disability. National Institute of Dental
and Craniofacial Research. Web. 5 Sept8200
<http://www.nidcr.nih.gov/nidcr2.nih.gov/Templates/CommonPage.aspx?NRMODE=Pu
blished&NRNODEGUID={6F87D344D34B-4DA9-9E1CG
6E8BC15C1E02}&NRORIGINALURL=%2fOralHealth%2fTopics%2fDevelopmentalD
isabilities%2fPracticalOralCarePeopleMentalRetardation.htm&NRCAINE =Guest
#OralHealthProblems>.

Public Health Service. "Appendix E: Summary of the Surgeon GeneralOs Listening
Session on Health Disparities and Mental Retardation.” Closing the Gap. Washington
D.C., 2001.

Putnam, M.; Geenen, S.; Powers, L.E.; Saxton,Hihney, S. and Dautel, P. (2003).
OHealth and Wellness: People with Disabilities Discuss Barriers and Facilitators to Well
Being.O Journal of Rehabilitation 69.1 (2003487

Quint, E.H. OGynecologic Health Care for Developmentally Disabled Womenérd/
Guide to the Care of Women with Disabilities Eds. S.L. Welner and F. Haseltine.
Philadelphia: Lippincott Williams & Wilkins, 2004.

Ramirez, A.; Farmer, G.C.; Grant, D. and Papachristou, T. ODisabiJity and Preventive
Screening: Results from th@@1 California Health Interview Survey.O American Journal
of Public Health 95.11 (2005): 20&2D64.

Reichard, A.; Sacco, T.M. and Turnbull, H.R, 3rd. OAccess to Health Care for Individuals
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with Developmental Disabilities from Minority Backgrounds.O MeRedardation 42.6
(2004): 45970.

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: dvbilg 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

Reinertsen, J.L., Bisognano, M. and M.D. Pugh. Seven Leadership Leverage Points for
OrganizationLevel Imrovement in Health Care (Second Edition). IHI Innovation Series
white paper. Cambridge, MA: Institute for Healthcare Improvement. 2008.

Ries, P.WOPrevalence and Characteristics of Persons with Hearing Trouble: United
States, 199®1.0 Vital Health Stat, Series10 (no. 188), 1994. Rimmer, J.H. OThe
Conspicuous Absence of People with Disabilities in Public Fitness and Recreation
Facilities: Lack of Iterest or Lack of Access? American Journal of Health Promotion
19.5 (2005): 32-B829.

More than 50 million Americans have a disability. Beef people face
enormous physical, social, and attitudinal barriers toward their participation in
physical and recreanal activities that they need to maintain their health and
wellness. Furthermore, the concept of being "healthyO and OdisabledO or
Opbhysically activeO and OdisabledO is not a common visualization in the
mainstream media. This paper calls for a morausice 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.

Rimmer, J.H. OBuilding lhesive Physical Activity Communities for People with Vision
Loss.O Journal of Visual Impairment and Blindness, Vision Loss and Public Health
Supplement 100 (2006): 8B365.

Physical activity is universally recommended for the maintenance of good
health. Unhfortunately, 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.

Rimmer, J.H. and E. Wang. OObesity Prevalence Among a Group of Chicago Residents
with Disabilities.O Archives of Physical Medicine and Rehabilitation 86.7 (2005) 1461
4.

Robert Wood Johnson Foundation. Uninsured Americans with Chronic Health
Conditions: KeyFindings from the National Health Interview Survey. May 2005. Web. 7
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Oct. 2009. <www.urban.org/UploadedPDF/411161_uninsured_americans.pdf>.

Roetzheim, R.G., et al. OManaged Care and Cancer Outcomes for Medicare Beneficiaries
with Disabilities.O Americadournal of Managed Care 14.5 (2008): &35

OBJECTIVE: To determine if the type of insurance arrangement, specifically
health maintenance organization (HMO) vsfeeservice (FFS), affects cancer
outcomes for Medicare beneficiaries with disabilit®$UDY DESIGN:
Retrospective cohort. METHODS: We used the Surveillance, Epidemiology,
and End Resultdledicare linked dataset to identify beneficiaries older and
younger than 65 years entitled to Medicare benefits because of disability (Social
Security Digbility Insurance) who subsequently were diagnosed as having
breast cancer (n = 6839) or nsmall cell lung cancer (n = 10,229) from 1988
through 1999. We categorized persons according to Medicare insurance
arrangement (continuous FFS, continuous HMGOnixed FFS/HMO) during
the periods 12 months before diagnosis and 6 months after diagnosis. Using a
retrospective cohort design, we examined stage at diagnosis,-daectzed
treatments, and survival. RESULTS: Women with continuous HMO insurance
had earkr-stage breast cancer diagnosis (adjusted relative risk, 0.77; 95%
confidence interval, 0.68.91) and were more likely to receive radiation therapy
following breastconserving surgery (adjusted relative risk, 1.11; 95%
confidence interval, 1.03.19). Wanen having continuous HMO insurance had
better breast cancer survival, primarily resulting from easliage diagnosis.
Among persons with nesmall cell lung cancer, those having mixed FFS/HMO
insurance were more likely to receive definitive surgeryetoty-stage disease
(adjusted odds ratio, 1.23; 95% confidence interval,-1.82) and to have
better overall survival but not significantly better lung cancer survival.
CONCLUSION: When diagnosed as having breast cancer esmaii cell lung
cancer, som Medicare beneficiaries with disabilities fare better with managed
care compared with FFS insurance plans.

Rose, K.A. OA Survey of the Accessibility of Chiropractic Clinics to the Disabled.O
Journal of Manipulative Physiology Therapy 22.8 (1999)-%523.

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 andaited 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 wheelebaund, the blind, and the deaf. It
also sought to discover how many disablatgmts these clinics were treating
and the attitudes of practitioners and staff toward this population. Results
indicated that accessibility for the wheelcHaound was high. Accessibility for
the blind was limited by a lack of Braille signs. Accessipilo 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. OSdReported AgeRelated Eye Diseases and Visual Impairment in
the United States: Results of the 2002 National Health Interview Survey.O American
Journal of Public Health 98.3 (2008) 4881.

Among people aged 18 to 44, the prevalence of vision impairmeatious 5.7
percent, while the rate is approximately 21.7 percent among people who are 75 years of
age or older.

285. Sadler. G.R.; Huang, J.T.; Padden, C.A,; Elion, L.; Galey, T.A.; Gunsauls, D.C. and
Brauer, B. OBringing Health Care Information to the Deafr@onity.O Journal of
Cancer Education. 16.2 (2001): 185

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 obthmunity. 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) devel@ing 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. OAc@Basssiers for Persons with
Disabilities: The ConsumersO Perspective.O Journal of Disability Policy Studies 13.4
(2003): 221230.

This article examines the access barriers to primary, specialist, and
rehabilitative care, and their consequences for indils@uaealth, functioning,
well-being, and health services utilization. The findings are based ordaptim
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.

287. Schein, J.D. and M.T. Delk. OSurvey of Health Care for Deaf People.O The Deaf
American 32 (1980): B, 27.

288. Schoenborn, C.A. and K. Heyman. OHealth Disparities Among Adults with Hearing Loss
in the United States, 20BR006.0 National Center for Health Statistics. Web 27 Jun
2008. <www.cdc.gov/nchs/products/pubs/pubd/hestats/heardgjb@aring0806.him>.

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?O



289. Schopp, L.H.; Kirkpatrick, H.A.; Sanford, T.C, Hagglund, K.J. and Wongvatunyu, S.
Olmpact o€omprehensive Gynecologic Services on Health Maintenance Behaviours
among Women with Spinal Cord Injury.O 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 eablished 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 eraoal functioning in women with SCI
and other disabilities. Results indicated a trend towards increased frequency of
breast selexam three months after initial participation in the clinic. Other rates
of health promoting behaviors (exercise, diet and magraphy) 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.

290. Schneider, A.; Strohmeyer, V. and Ellberge. OMedicaid Eligibility for Individuals
with Disabilities.O Henry J. Kaiser Family Foundation, 2000.

291. Schroedel, J. OAnaIyzing,Surveys on Deaf Adults: Implications for Survey Research on
Persons with Disabilities.O Social Science & Medicine 19 (1884)627.

292. Sfikas, P.M. OServing the Heariimypaired: An Update on the use of Siganguage
Interpreters for Dental Patients and their Families.O The Journal of the American Dental
Association. 13.5 (2001): 683.

293. Shah, P.; Norlin, C.; Logsdon, V. aBémsorFang, L. OGynecological care for
Adolescents with Disability: Physician Comfort, Perceived Barriers, and Potential
Solutions.” Journal of Pediatric Adolescent Gynecology 18.2 (2005)4101

The goal of the study was to assess the barriers to dggecoare 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 accesmsd 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. OSCHIP 101: What Is the State Chiffds Health Insurance Program and How Does It
Work?0O Rep. FamiliesUSA, June 2007. Web. 16 Oct. 2009.
<www.familiesusa.org/assets/pdfs/SCHIB1.pdf>.
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SCHIP- Enrolled Children with Special Health Care Needs: An Assessment of
Coordination Efforts Between &t SCHIP and Title V Programs. Rep. Kaiser
Commission on Medicaid and the Uninsured, Jan. 2004. Web.
<www.kff.org/medicaid/upload/SCHIEnrolledChildrenwith-SpecialHealth-Care
Needs.pdf>.

Seekins, T. OWorkshop on Disability in America: A New LoSkmmary and

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

Shogren, K.A; Wehmeyer, M.L.; Reese, R.M. and OOHara, D. OPromoting Self
Determination in Health and Medical Care: A Critical Component of Addressing Health
Disparities in People with Intellectual Disabilities.O Journal of Policy and Practice in
Intellectual Disabilities3.2 (2006): 1065113.

Showalter, Stuart. Olnvisiple Disatlyil Hidden Language: Risks in Serving Deaf and
Hard of Hearing Persons.O Health Lawyer's Weekly 5.4 (2007).

Silver, E.J. and R.E. Stein. OAccess to Care, Unmet Health Needs, and Poverty Status
among Children with and without Chronic Conditions.O AmbrydRediatrics 1.6
(2001): 31420.

The objective of this study was to compare insurance coverage, access to care
and unmet health needs of children with and without chronic conditions in a
national probability sample of the US population and to examaeotk of
poverty status in any demonstrated differences between the 2 groups. The
authors concluded that despite higher levels of insurance coverage and greater
access to regular providers of medical and routine care compared with healthy
peers, childremvith chronic conditions are reported by their parents to be less
likely than other children to receive the full range of needed health services. The
magnitudes of the differences are small, yet the pattern of disadvantage in
meeting health care needs amahgdren with conditions compared with
healthy peers is consistent across many different variables and it exists across
income levels.

Smeltzer, S.C. OPreventive Health Screening for Breast and Cervical Cancer and
Osteoporosis in Women with Physical 8adities.O Family and Community Health 29.1
(2006): 35$43S. Review.

Smeltzer, S.C., Shartdopko, N.C., Ott, B.B., Zimmerman, V. and Duffin, J. )
OPerspectives of Women With Disabilities on Reaching Those Who Are Hard to Reach.O
Journal of Neurosciendgursing (2007).

The purpose of this study was to gain insight into the perceptions of women
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with mobility and sensory limitations about several healthcare issues that may
affect them: barriers to obtaining care, sources of information about health
issuesways to improve access to care, and ways to helptbashch women
overcome barriers to health care and health information. Seven themes are
discussed in this article: communication barriers; lack of knowledge and
awareness among healthcare providersess issues; working the system;

system issues; outreach to healthcare providers; and reachirg-neath

women. The findings of this study can provide direction to development of more
effective outreach to hait-reach women with disabilities, resal in better
integration of healthcare services for this population.

Sommers, A. S. OAccegs to Health Insurance, Barriers to Care and Service Use Among
Adults with Disabilities.O Inquiry 43.4 (20@807): 393405.

No studies to date have examined asde insurance coverage or medical
care for a broadly defined population of uninsured nonelderly adults with
disabilities. This analysis uses the 2002 National Survey of America's Families
to examine access to coverage, access to care, and serviceausgdersample
of adults with disabilities, with a focus on the uninsured. All disabled groups
reported unmet need and service use greater than their nondisabled counterparts
with the same insured status. Access to coverage was most problematic for low
income adults with work limitations but no other indication of disability, with
over onethird uninsured. This group deserves greater policy attention.

Stein, M.T.; Barnett, S., and Padden, C.A. OParental Request to Withhold a Hearing Test
in a Newborn DeaParents.O Journal of Developmental & Behavioral Pediatrics. 20.3
(1999): 17780.

Steinberg, A.G.; Barnett, S.; Meador, H.E.; Wiggins, E.A. and Zazove, P. OHealth Care
system Accessibility: Experiences and Perceptions of Deaf People.O Journal of General
Internal Medicine 3 (2006): 26266.

Steinberg, A.G.; Barnett, S.; Zazove, P. and Wiggins, E.,(‘)Communication when the
Patient is Deaf: Perspectives of Clinicians and Patients.O Presented at the American
Public Health Association Annual Meeting, Boston yEimber 15, 2000).

Steinberg, A.G.; lezzoni, L.I.; Conill, A. and Stineman, MReasonable
Accommodations for Medical Faculty with DisabilitiesI®AMA: Journal of the
American Medical Associatio288.24 (2002): 3143154.

In this article the authors disss accommodating active medical school
faculty with disabilities, drawing on University of Pennsylvania School of
Medicine initiatives exploring the concerns of faculty with sensory and physical
disabilities. Anecdotal reports suggest that many facidéring reprisals, resist
seeking job accommodations such as those mandated in the 1990 Americans
with Disabilities Act (ADA). Although some faculty with disabilities have found



supportive academic mentors, others report that lax institutional enforcement
ADA requirements, including physical access problems, demonstrates a tepid
commitment to disabled staff. Potentially useful job accommodations include
adjusting timelines for promotion decisions; reassessing promotions
requirements that inherently regriextensive travel; improving physical access
to teaching, research, and clinical sites; and modifying clinical and teaching
schedules. Faculty with disabilities bring identical intellectual and collegial
benefits to medical schools as their nondisabteaterparts. In addition, they
may offer special insights into how chronic illness and impairments affect daily
life.

307. Steinberg, A.G.; Lipton, D.S.; Eckhardt, E.A.; Goldstein, M. and Sullivan, V.J. OThe
Diagnostic Interview Schedule for Deaf Patientsreriactive Video: A Preliminary
Investigation.O American Journal of Psychiatry 155 (1998):-1603.

308. Steinberg, A.; Sullivan, V. and R. Loew. OCultural and Linguistic Barriers to Mental
Health Services: The Deaf ConsumerOs Perspective.O Americanaid@sgeahiatry
157.7 (1998): 982084.

The authors investigated knowledge, attitudes, and beliefs about mental illness
and providers held by a group of deaf adults. Method: The American Sign
Language interviews of 54 deaf adults were analyzed. ResultstrBeicthemes
included mistrust of providers, communication difficulty as a primary cause of
mental health problems, profound concern with communication in therapy, and
widespread ignorance about how to obtain services. Conclusions: Deaf
consumers' viewsaed due consideration in service delivery planning. Outreach
regarding existing programs is essential.

309. Steinberg, A.G.; Wiggins, E.A.; Barmada, C.H. and Sullivan, V.J. ODeaf Women:
Experiences and Perceptions of Healthcare System Access.O Journal ofO&/étaalth
11.8 (2002): 72241.

The authors investigated the knowledge, attitudes, and healthcare experiences of Deaf
women. They found that a lack of health knowledge was evident, including little
understanding of the meaning or value of cancer screamigugymography, or Pap
smears; purposes of prescribed medications, such as hormone replacement therapy
(HRT); or necessity for other medical or surgical interventions. Negative experiences and
avoidance or nonuse of health services were reported, largety theelack of a
common language with healthcare providers. Insensitive behaviors were also described.
Positive experiences and increased access to health information were reported with
practitioners who used qualified interpreters. Providers who derategsiminimal
signing skills, a willingness to use paper and pen, and sensitivity to improving
communication were appreciated.

310. Stineman, M.G.; Ross, R.N.; Maislin, G. and lezzoni, IOEstim'ating HeakRelated
Quality of Life in Populations through GssSectional Surveys.Xdedical Care 42



(2004): 569578.

311. Stone, G. A. "Understanding and Using the Economic Evidence." The Guide to
Community Preventive Services: What Works to Promote Health? By S. Zaza, P. A.
Briss, and K. W. Harris. New York: Oxford Ursity Press, 2005.

Obtaining evidence on the effectiveness of public health interventions is a
critical first step in selecting those interventions most likely to improve
population health or prevent disease. However, in addition to knowing OWhat
worksand what is the size of the impact?O policymakers need other information
to answer the question OWhat is the best choice of interventions for our
program?0 Public health decision makers, faced with limited resources, must
routinely make decisions about howvprioritize public health problems and
related interventions and choose among several alternatives. In making such
choices, decision makers can benefit by knowing the financial resources
required to implement each effective intervention and how dotaested
compare to outcomes achieved. Economic evaluations provide this information
by comparing the costs and consequences of public health interventions
(policies, programs, and other activities) (see TabBL)LIThis chapter
addresses the rationaledavalue of systematic reviews of economic evaluations,
describes the methods used by the Community Guide to conduct such reviews,
and provides information to help decision makers interpret review findings.

312. Stratten, A., M. Hynes and A. Nepaul. Definingaile Disparities. Issue brief. Hartford:
The Connecticut Health Disparities Project, 2007.

313. Strauss, D.; Cable, W. and Shavelle, Causes of Excess Mortality in Cerebral Palsy.O
Developmental Medicine and Child Neurology 41 (1999)-588.Sturm, R.; Rigle,
J.S. and Andreyeva, T. Olncreasing Obesity Rates and Disability Trends.O Health Affairs
23.2 (2004): 19205.

In this study the authors use data from the Health and Retirement Study to
estimate the association between obesity and disability, anoireethese data
with trend estimates of obesity rates from the Behavioral Risk Factor
Surveillance Survey. If current trends in obesity continue, disability rates will
increase by 1 percent per year more in th&€%@ge group than if there were no
further weight gain.

314. Sullivan, W.F.; Heng, J.; Cameron, D.; Lunsky, Y.; Cheetham, T.; Hennen, E.A.; Berg,
J.M.; Kirissy, M.; ForsteGibson, C.; Gitta, M.; Stavrakaki, C.; McCreary, B. and Swift,
I. "Consensus Guidelines for Primary Health Care of Adults witreld@ment
Disabilities.” Canadian Family Physician 52.11 (2006): 12408.

The objective of this study was to develop practical Canadian guidelines for
primary health care providers based on the best available evidence for
addressing health issues in kslwvith developmental disabilities (DD). People



with DD have complex health issues, some differing from those of the general
population. Adequate primary health care is necessary to identify these issues
and to prevent morbidity and premature death. lehldbehavioral, and mental
health difficulties should be addressed, and primary health care providers should
be particularly attentive to the interactions of biological, psychological, and
social factors contributing to health, since these interactionsasily be

overlooked in adults with DD. Attention must also be paid to such ethical issues
as informed consent and avoidance of harm. Developmental disabilities are not
grounds for care providers to withhold or to withdraw medically indicated
interventians, and decisions concerning such interventions should be based on
patients' best interests.

315. Tamaskar, P.; Malia, T.; Stern, C.; Gorenflo, D.W.; Meador, H.E.; Zazove, P.
"Preventive Attitudes and Beliefs of Deaf and HafeHearing Individuals."Archives of
Family Medicine 9.6 (2000): 51825.

OBJECTIVE: To investigate the unique health care issues of deaf anrd hard
of-hearing (D&HH) persons by studying their attitudes, beliefs, and behaviors
toward preventive medicine. DESIGN: A saliministered, crassectional
survey, written in a format comprehensible to persons whose primary language
is American Sign Language. POPULATION: One hundred forty D&HH persons
recruited from southeastern Michigan, Chicago, lll, and Rochester, NY, and 76
hearing subjects ®m southeastern Michigan and Rochester. RESULTS: No
significant differences existed between D&HH or hearing persons from different
states. However, numerous differences existed between D&HH and hearing
persons. Deaf and hadaf-hearing persons were lesikdly to report receiving
preventive information from physicians or the media, and more likely to report
receiving it from a Deaf club. They rated the following physidratiated
procedures as less important than hearing persons: discussion of alcohol
corsumption, smoking, depression, and diet, plus screening for hypertension,
hearing loss, and cancer. Deaf and r@frtiearing persons often considered a
preventive procedure important if it was reported performed at their last health
maintenance examinatiomhey were less likely to report being asked about
alcohol consumption and smoking, or to having been examined for
hypertension, cancer, height, and weight. They were more likely to report
receiving a hearing examination, mammogram, and Papanicolaou Sree#r
and hareof-hearing persons were less likely to report believing that smoking
less, exercising regularly, maintaining ideal weight, and regular physical
examinations improve health. Differences existed within the D&HH cohort
depending on the respasmit’'s preferred language (oral English vs American
Sign Language); our sample size was too small for a complete assessment of
these differences. CONCLUSIONS: Deaf and kairtiearing persons appear to
have unique knowledge, attitudes, and behaviors regppmteventive medicine,
and their attitudes are influenced by their personal experiences with physicians.
Preventive practices addressed during health visits may differ between D&HH
and hearing patients. Further research is needed to clarify the reasieséo
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differences, including within D&HH subgroups, and to develop effective
mechanisms to improve the health care of all D&HH persons.

The Eye Disease Prevalence Research Group. OCauses and Prevalence of Visual
Impairment Among Adults in the United $a. Archives of Ophthalmology 122.4
(2004): 477485.

OBJECTIVES: To estimate the catsaecific prevalence and distribution of
blindness and low vision in the United States by age, race/ethnicity, and gender,
and to estimate the change in these prevalégares over the next 20 years.
METHODS: Summary prevalence estimates of blindness (both according to the
US definition of < or =6/60 [< or =20/200] bestrrected visual acuity in the
betterseeing eye and the World Health Organization standard of20 ¢£1
20/400]) and low vision (< 6/12 [< 20/40] bexirrected vision in the better
seeing eye) were prepared separately for black, Hispanic, and white persons in
5-year age intervals starting at 40 years. The estimated prevalences were based
on recent poplation-based studies in the United States, Australia, and Europe.
These estimates were applied to 2000 US Census data, and to projected US
population figures for 2020, to estimate the number of Americans with visual
impairment. Causspecific prevalencesf blindness and low vision were also
estimated for the different racial/ethnic groups. RESULTS: Based on
demographics from the 2000 US Census, an estimated 937 000 (0.78%)
Americans older than 40 years were blind (US definition). An additional 2.4
million Americans (1.98%) had low vision. The leading cause of blindness
among white persons was aggated macular degeneration (54.4% of the
cases), while among black persons, cataract and glaucoma accounted for more
than 60% of blindness. Cataract was théileg cause of low vision, responsible
for approximately 50% of bilateral vision worse than 6/12 (20/40) among white,
black, and Hispanic persons. The number of blind persons in the US is projected
to increase by 70% to 1.6 million by 2020, with a similse projected for low
vision. CONCLUSIONS: Blindness or low vision affects approximately 1 in 28
Americans older than 40 years. The specific causes of visual impairment, and
especially blindness, vary greatly by race/ethnicity. The prevalence of visual
disabilities will increase markedly during the next 20 years, owing largely to the
aging of the US population.

The Future of Disability in America. Washington D.C.: National Academies. Web. 16
June 2009. <http://books.nap.edu/openbook.php?record_id=11898&RAy,.

The Sinai Health System and Advocate Health Care. "Improving Access to Health and
Mental Health for ChicagoOs Deaf Community: A Survey of Deaf Adults." Feb. 2004.
<http://'www.suhichicago.org/files/publications/C.pdf.>

This report presents key fimdys from what we believe is the most
comprehensive health survey ever conducted with Deaf adults. Participants were
Deaf patients of two Chicagmased health care systems, both offering special



319.

320.

321.

322.

323.

health care programs aimed at deaf and hard of hearing pefsptethora of

useful information pertaining to health status, health care experiences,
communication styles, barriers to accessing health care, health knowledge,
attitudes and behaviors was collected via standardizediddaee interviews
conductedn American Sign Language (ASL). The findings presented herein are
based on 203 interviews with culturally Deaf adults. A description of the process
followed in developing a standardized interview tool to be administered in a
visuatmanual (i.e., ASL) rathrdhan a written language, and a description of the
unique challenges such a process presents are also presented within the report.
Finally, the report concludes with recommendations of steps that can be taken to
improve health service delivery to Deaf imiduals.

The Surgeon GeneralOs Call to Action to Improve the Health and Wellness of Persons
with Disabilities. Publication. Washington DC: U.S. Department of Health and Human
Services, 2005.

U.S. Surgeon General Richard H. Carmona, M.D., M.P.H., FAGfayt
released "The Surgeon General's Call to Action to Improve the Health and
Wellness of Persons with Disabilities,” appealing to all Americans to help
increase the quality of life for people with disabilities through better health care
and understanding-his firstever Surgeon General's Call to Action on disability
is being issued on the 15th anniversary of the Americans with Disabilities Act.
"This Call to Action is a call to caring. Every life has value and every person has
promise,” Surgeon General (@@na said. "The reality is that for too long we
provided lesser care to people with disabilities. Today, we must redouble our
efforts so that people with disabilities achieve full access to disease prevention
and health promotion services." Developedhsy $urgeon General in
collaboration with the HHS Office on Disability, the Call to Action describes the
particular challenges to health and well being faced by persons of all ages with
disabilities and identifies four goals that, together, can help padibie
disabilities experience full, rewarding and above all healthy lives as contributing
members of their communities

Thierry, J.M. OPromoting the Health and Wellness of Women with Disabilities.O Journal
WomenOs Health 7.5 (1998): 505

Thomas, D. OPriany Care for People with Disabilities.O The Mount Sinai Journal of
Medicine 66.3 (1999): 18891.Thomson, R.GOExtraordinary Bodiessiguring
Physical Disability in American Culture and Literaturéy@&w York: Columbia
University Press, 1997:6.

OTitleV of the Social Act/SLAITS Survey.O Family Voices. Web. 26 Oct. 2008.
<www.familyvoices.org/pub/hcf/titlev.pdf>.

Tucker, B. P. OAccess to Healthcare for Individuals with Hearing Impairments.O Houston
Law Review 37.4 (2000): 11682.



324. Ubido, J.; Huntingtn, J. and Warburton, D. Olnequalities in Access to Healthcare Faced
by Women who are Deaf.O Health and Social Care in the Community 10.4 (2002): 247
253.

The Cheshire Deaf Women's Health Project undertook a research study to
assess the access to healtbad women who are deaf in Cheshire, UK. The
data revealed inequities in access to healthcare. For example, women who are
deaf face a lack of awareness by health staff of how to communicate with them.
The survey confirmed that these problems are of niajportance to the
majority of women who are deaf. For example, fewer than one in 10 deaf
women said that they usually fully understand what the doctor says to them
when they visit the doctor on their own. There are many other difficulties faced
by women wio are deaf, leading to inequalities when they are compared with
hearing people. Almost half the respondents said that they would be more likely
to use health services if help and/or services for deaf women were available. The
introduction of various relately simple measures would greatly help to reduce
the inequalities of access to healthcare faced by deaf women. Under the terms of
the Disability Discrimination Act 1995, such action is essential if providers are
to avoid facing possible legal action.

325. OUNC Study: 'Chilling' Hardship Rates Among Families Raising Disabled Children.O
UNC News, 18 Aug. 2008. Web. 16 Oct. 2009. <http://uncnews.unc.edu/news/health
andmedicine/unestudy-chilling-hardshipratesamongfamiliesraisingdisabled
children.html>.

326. University of New Mexico Health Services Center. The Center for Development and
Disability. Annual Report 2008 (2008).

327. U.S. Census Bureau. Americans with Disabilities: 208®ushold Economic Studies.
By Maththew Brault. Washington D.C., 2008.

328. U.S. Census Breau. Characteristics of the Civilian Norstitutionalized Population by
Age, Disability Status, and Type of Disability 2000. Washington D.C., 2003.

329. U.S. Census Bureau. OCurrent Population Report28%50 Income, Poverty, and
Health Insurance Covega in the United States: 2007. By DeNavdalt, C.; Proctor,
B.D. and Smith, J.C. Aug. 2008. Web. 09 Oct. 2009.
<www.census.gov/prod/2008pubs/pB85.pdf>.

330. U.S. Census Bureau. Disability Status 2000!Census 2000 Brief. By J. Waldrop and S.
M. Stern. Washigton D.C., 2003.

331. U.S. Department of Education, Interagency Committee on Disability Research, The
Interagency Committee on Disability Research ZD@Report to the President and
Congress, Washington, D.C., 2007.
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U.S. Department of Health and Human Sesgi AHRQ At A Glance. Web. 7 Oct. 2008.
<www.ahrg.gov/about/ataglance.htm>

The goal of our research is measurable improvements in health care in
America, gauged in terms of improved quality of life and patient outcomes, lives
saved, and value gained fohat we spend. To achieve its goals, the Agency is
committed to organizational excellence, the use of efficient and responsive
business processes to maximize the AgencyOs resources and the effectiveness of
its programs. Our overall focus is: Safety andliguaReduce the risk of harm
by promoting delivery of the best possible health care. Effectiveness: Improve
health care outcomes by encouraging the use of evidence to make informed
health care decisions. Efficiency: Transform research into practiceilttatac
wider access to effective health care services and reduce unnecessary costs

U.S. Department of Health and Human Services. Centers for Disease Control and
Prevention. Advancing the NationOs Health: A Good Guide to Public Health Research
Needs, 206E2015. Dec 2006.Web.
<http://www.cdc.gov/od/science/PHResearch/cdcra/AdvancingTheNationsHea#th. pdf

U.S. Department of Health and Human Services. Health Re=soant! Services
Administration, Maternal and Child Health Bureau. OUnderstanding Title V of the Social
Security Act: A Guide to the Provisions of the Federal Maternal and Child Health Block
Grant.O Web. 26 Oct. 2008.
<www.amchp.org/AboutTitleV/Documents/UnderstandingTitleVpdf

The Maternal and Child Health (MCH) Services Block Grant (Title V of the
Social Security Act) has operated as a fedstiatle partnership since tBecial
Security Act was passed in 1935. Through Title V, the federal government
pledged its support of state efforts to extend health and welfare services for
mothers and children. Title V has been frequently amended in ensuing years to
reflect changing rteonal approaches to maternal and child health and welfare
issues. This booklet provides an overview of Title V for those new to the Block
Grant program and a compact guide for those familiar with Title V programs.
For each portion of the law, a short sgais is provided and relevant criteria
explained. In addition, citations for the pertinent sections of Title V are included
so that those interested in more detailed information can refer to the Title itself.

U.S Department of Health & Human Services. [HgaPeople 2010. Washington, DC:
U.S. Government U.S. Department of Health and Human Servisalthy People
2010. Second Edition. Understanding and Improving Health and Objectives for
Improving Health.O Washington, DCLS. Government Printing Offig November
2000.

U.S. Department of Health and Human Services. QPrevaIence and Characteristics of
Persons with Hearing Trouble: United States, 199@® Vital Health Stat Series 10.188
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U.S. Department of Health and Human Servid®3he Surged@eneral's Call to Action
to Improve the Health and Wellness of Persons with DisabilitidgaShington, DC:
Public Health Service, Office of the Surgeon General, July 2005.

U.S. Department of Health and Human Services. Centers for Disease Control and
Prevention (CDC). Advancing the NationOs Health: A Guide to Public Health Research
Needs, 200&015. Dec. 2006. Web. 21 Oct. 2009.
<http://www.cdc.gov/od/science/PHResearch/cdcra/AdvancingTheNationsHealth.pdf>.

U.S. Department of Health and Human ServicéBc®on Disability. Breaking Down
Barriers to Health Care for Women with Disabilities A White Paper from a National
Summit. Washington, D.C, 2004.

U.S. Department of Health and Human Services. Office on Disability. The 2005 Surgeon
General's Call to Aabin: To Improve the Health and Wellness of Persons with Disability.
Washington, D.C, 2005.

U.S. Department of Health and Human Services. Office of the Surgeon General. The
Surgeon GeneralOs Call to Action to Improve the Health and Wellness of Persons with
Disabilities. Washington D.C., 2005.

U.S. Department of Health and Human Services. Office on Disability and Women's
Health. Breaking Down Barriers to Health Care for Women with Disabilities: A White
Paper from a National Summit. Washington D.C., 2004.

U.S. Department of Health and Human Services. Surgeon General's Conference on
Health Disparities and Mental Retardation. OPhysical and Behavioral of Adults with
Retardation Across Residential Settings.O Public Health Reports By R. Freedman and D.
Chassler. dl. 119. (2004): 40408.

U.S. General Accounting Office. OReport to Congressional Requesters, Medicaid, and
SCHIP: StatesO Premium and Cost Sharing Requirements for Beneficiaries.O Mar. 2008.
Web. 16 Oct. 2009. <http://www.gao.gov/new.items/d04491.pdf>.

U.S. Public Health Service. Closing the Gap: A National Blueprint for Improving the
Health of Individuals with Mental Retardation. Report of the Surgeon General's
Conference on Health Disparities and Mental Retardation. February 2001. Washington,
D.C.

Vision and Mission. National Center on Minority Health and Health Disparities, 22 Nov.
2000. Web. <http://ncmhd.nih.gov/about_ncmhd/mission.asp>.

Vision: The NCMHD envisions an America in which all populations will have an equal
opportunity to live long, hathy and productive lives. Mission: The mission of the



National Center on Minority Health and Health Disparities (NCMHD) is to promote
minority health and to lead, coordinate, support, and assess the NIH effort to reduce and
ultimately eliminate health gparities. In this effort NCMHD will conduct and support
basic, clinical, social, and behavioral research, promote research infrastructure and
training, foster emerging programs, disseminate information, and reach out to minority
and other health disparigpmmunities.

347. Waldman, H. B., and P.S. OWhy is Providing Dental Care to People with Mental
Retardation and Other Developmental Disabilities Such a Low Priority?O Public Health
Reports 117.5 (2002): 43839.

Dental school graduates do not gain the necgsxpertise to treat patients with
MR/DD. The results of a national study in the US and Canada carried out in the late
19900s showed actual decreases in the time for training students.

348. Wall, B.W. ODisability Discrimination and Parker v. Metropolitaiei Separate, but
Equal?0

349. Wallace, R.; Hughe€romwick, P.; Mull, H. and Khasnabis, S., OAccess to Health Care
and Nonemergency Medical Transportation,O Transportation Research Record: Journal of
the Transportation Research Board 1924 (20058476

350. Walter, L.J.; Nosek, M.A. and Langdon, K. OUnderstanding of Sexuality and
Reproductive Health Among Women with and without Physical Disabilities.O Sexuality
and Disability 19.3 (2001): 1676.

351. Warnecke et al. OApproaching Health Disparities from a PopuRsimpective: The )
National Institutes of Health Centers for Population Health and Health Disparities.O
American Journal of Public Health. 98.9 (2008): 1-4@35.

Addressing health disparities has been a national challenge for decades. The National
Institutes of Healthsponsored Centers for Population Health and Health Disparities are
the first federal initiative to support transdisciplinary multilevel research on the
determinants of health disparities. Their novel research approach combines population,
clinical, and basic science to elucidate the complex determinants of health disparities.
The centers are partnering with commutiised, public, and quasublic organizations
to disseminate scientific findings and guide clinical practice in communitiéstnin
communities and public health agents are shaping the research. The relationships forged
through these complex collaborations increase the likelihood that the centers' scientific
findings will be relevant to communities and contribute to reductiohsaith disparities.

352. Wei, W.; Findley, P.A. and Sambamoorthi, U. QDisabiIity and Receipt of Clinical
Preventive Services among Women.O WomenOs Health Issues 46.6 (208%&): 286

The purpose of this study was to explore the status of clinical preventati
services for women with disabilities. Results showed that overall, 23% of the
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women in the study (n = 835) were disabled. Disabled women, however, were
less likely to receive mammography and Pap smears within the recommended
intervals. However, disalilevomen were more likely to receive influenza
immunization, cholesterol screening, and colorectal screening within the
recommended intervals. Among the disabled, usual source of care and health
insurance remained significant predictors of receipt of @lrpceventive

services across all types.

Weil, E.; Wachterman, M.; McCarthy, E.P.; Davis, R.B.; O'Day, B.; lezzoni, L.I. and
Wee C.C. OObesity Among Adults with Disabling ConditiondAMA: Journal of the
American Medical Association 288.10 (2002): 126%.

The objective of this study was to determine the prevalence of obesity in
adults with physical and sensory limitations and serious mental illness. Results
indicated that among adults with disabilities, 24.9% were obese vs 15.1% of
those without didailities. After adjusting for sociodemographic factors, adults
with a disability were more likely to be obese. The highest risk occurred among
adults with some or severe lower extremity mobility difficulties. After further
adjustment for comorbid conditisnadults 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 elsercounseling was
reported less often among adults with severe lower extremity) and upper
extremity mobility difficulties

Welner, S.A. OGynecologic Care and Sexuality Issues for Women with Disabilities,O
Sexuality and Disability 15.1 (1997).

Approximatdy 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 disableaimen. 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. Sextrahsmitted 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 their family life, social life, and in the
workforce.

Welner, S.L. A Provider's Guide for the Care of Women with Physical Disabilities and
Chronic Medical ConditionsRaleigh, NC: North Carolina Office on Disability &
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Health, 1999.

Welner, S.L. OSeaIIy Transmitted Infeqtions in Women with Disabilities: Diagnosis,
Treatment, and Prevention: a Review.O Sexually Transmitted Diseases 27.5 (2000): 272
7. Review.

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 cliniciansg becaus
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 egiments, 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 e clinician to work with her to sort out symptoms, design therapeutic regiments,
and to help protect her from abuse.

Welner, S.; Nosek, M.A_; Foley, C.C. and Holmes, S.A. OPractical Considerations in the
Performance of Physical Examinations on Womeh Witysical Limitations and
Disabilities.O Obstetrical and Gynecological Survey 54.7 (19994837

Weppner, D.M. and C.M. Brownscheidle. OThe Evaluation of the Health Care Needs of
Women with DisabilitiesO.

Whipple, B. and S.L. Welner. OSexuality &s® Welner's Guide to the Care of Women
with Disabilities Eds. S.L. Welner and F. Haseltine. Philadelphia: Lippincott Williams &
Wilkins. (2004): 347355.

Whiteneck, G.OConceptual Models of DisabilitPast, Present, and FuturéP@per
prepared fotnstitute of Medicine Workshop, Disability in America, Washington, DC,
August 1, 2005.

Wilber, N.; Mitra, M.; Walker, D.K.; Allen, D.; Meryers, A.R. and Tupper, P.
ODisability as a Public Health Issue: Findings and Reflections from the Massachusetts
Surwvey of Secondary Conditions.O The Milbank Quarterly 80.2 (200243B3

This study looks at adults with disabilities and their susceptibility to
secondary health problems because of factors not directly related to their
disability.

Williams, A.S. OA Feus Group Study of Accessibility and Related Psychosocial Issues
in Diabetes Education for People with Visual Impairment.O Diabetes Education 28.6
(2002): 9991008.
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This study was conducted to identify accessibility and related psychosocial
issues in @betes 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-date diabeds 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 selmanagement equipment.

Wingfield, A.; Tun P.A. and S.L. McCoy. "Hearing Loss in Older Adulthood.” Current
Directions in Psychological Science 14.3 (2005):£1418.

Adult aging is accompanied by declines in many areas of cognitive
functioning, including reduced memory for new information. Paaésburces
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 acity 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 cogaig¥fort 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 OOdownstreamOO operations
such as encoding the speech content in memory. We argue thatrgearch
should focus not only on sensory and cognitive functioning as separate domains
but also on the dynamics of their interaction.

Winston, E. and D. Cokely. NCIEC Interpreting Practitioner Needs Assessment Final
Report. Publication. 26 Sept. 200ational Consortium of Interpreter Education
Centers. fttp://www.nciec.org/resource/docs/PracReptpdf

Witte, T.N. and A.J. Kuzel. "Elderly Deaf Patients' Health Care Experiences." Dotirna
the American Board of Family Practice 13.1 (2000}227

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 deafrasspathologic 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 effectivkbeanitively. 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. Rediime voiceinterpretation of the sign language
communication allowedbr 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 effextiealth care, including problems

with scheduling appointments and communicating with providers. They

believed that providers are-prepared to care for them and worried that

prejudice might be a more subtle obstacle. Participants seemed resignee to the
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 commuiite with deaf patients using telephassisted
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 seikanderstand the health care
experiences of elderly Deaf adults in Richmond, Va. The authors conducted
focus groups of elderly Deaf persons. Rirake voiceinterpretation of the sign
language communication allowed for tape recording and full transerifttee

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 schedulingappointments and communicating with providers. They

believed that providers are-prepared to care for them and worried that

prejudice might be a more subtle obstacle. Participants seemed resigned to these
circumstances.

366. Woodroffe, T.; Gorenflo, D. WMeador, H. E. andZazove, P. OKnowledge and
Attitudes About AIDS Among Deaf and Hard of Hearing Persons.O AIDS Care
10.3(1998): 377 386.

The authors investigated whether the public information being dispensed
about Acquired Immunodeficiency Syndro@dDS) reaches Deaf and Hard of
Hearing (D&HH) persons to the same extent as the rest of the American
population. Using a selidministered written survey, modified so that D&HH
persons whose primary language is American Sign Language (ASL) could
understad 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&Hidrsons 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 betieaedsing
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 suggelifferences in receiving,
trusting, and/or being exposed to current information about AIDS by the Deaf
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community, consistent with the fact that they are a minority population with
distinct knowledge and cultural traditions.

Woolfolk, R.L. and J.M. Dos. ORationing Mental Health Care: Parity, Disparity, and
Justice.O Bioethics 16.5 (2002): 485.

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 @&h 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 andaomic efficiency, we argue that
differential rationing, ‘disparity, is unjustifiable.

World Health Organization'International Classification of Functioning, Disability and
Health." Geneva: World Health Organization, 2001.

The ICF is WHO's framewé&rfor measuring health and disability at both
individual and population levels. The ICF was officially endorsed by 191 WHO
Member States in the Fifipurth World Health Assembly on 22 May 2001
(resolution WHA 54.21). Unlike its predecessor, which was essdbfor use in
Member States as the international standard to describe and measure health and
disability.

Wu, B.; Plassman, B.; Liang, J. and Wei, 'ICognitive Function and Dental Care
Utilization Among CommunityDwelling Older Adults” American Joural of Public
Health 97.12 (2007): 2218221.

The objective of this study was to investigate the relationship between varying
levels of cognitive function and dental care utilization. The authors found that
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OBJECTIVE: To evaluate whether health habits-sghiorted health status,
and communicabin with physicians play a role in the known altered health care
utilization patterns of deaf and hanfthearing persons. DESIGN: A cress
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<.001), have trouble unds#anding physicians (P < .001), and feel less
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our results underscore the fact that deaf and-biahgkaring persons constitute a
minority population that experiences considerable difficulties in dtiem:
physician relationship.
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