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Module 1:  “Understanding Health and Health Promotion for People with ID” 

 

CASE TWO 

 

Terry Schaeffer is a 35 year old woman who recently moved into town to take a position as a runner 

in a law firm.  Her prescription for oral contraceptives is about to run out and she needs a new 

prescription from a physician under her new health care plan.  She locates a family physician who 

participates in her managed care plan and makes an appointment for a visit.   

Ms. Schaeffer has athetoid Cerebral Palsy and has been very healthy.  When she arrives at the office 

for the appointment, she drives her power wheelchair into the waiting room and is disappointed to 

find that the receptionist’s counter is so high that she cannot see over it. She asks for someone to 

come to the other side of the counter to check her in.  

Question 2.1 

What should Ms. Schaeffer be able to expect in terms of accommodations and accessibility when she 

visits a medical practice? 

 

Answer 2.1 and Related Resources 

It is well known that people with disabilities experience significant barriers to accessing needed 
health services. The Disabilities Rights Education and Defense Fund has complied healthcare stories 
told by people with disabilities that are “dispatches from the front lines of health care, [and] add 
an essential human dimension to a large body of research showing that people with disabilities 
experience both health and healthcare disparities and face specific, persistent barriers to care.”  
These stories are powerful reminders of how much is yet to be done to assure equal access to 
health services:  http://www.dredf.org/healthcare-stories/videos/ 

The following is taken from  “Americans with Disabilities Act :  access to Medical Care for 
Individuals with Mobility Disabilities” 
(http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm):    “Accessibility of doctors’ offices, 
clinics, and other health care providers is essential in providing medical care to people with 
disabilities. Due to barriers, individuals with disabilities are less likely to get routine preventative 
medical care than people without disabilities. Accessibility is not only legally required, it is 
important medically so that minor problems can be detected and treated before turning into major 
and possibly life-threatening problems. 

The Americans with Disabilities Act of 1990 (ADA) is a federal civil rights law that prohibits 
discrimination against individuals with disabilities in every day activities, including medical services. 
Section 504 of the Rehabilitation Act of 1973 (Section 504) is a civil rights law that prohibits 
discrimination against individuals with disabilities on the basis of their disability in programs or 

http://www.dredf.org/healthcare-stories/videos/
http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm
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activities that receive federal financial assistance, including health programs and services. These 
statutes require medical care providers to make their services available in an accessible manner. 
This technical assistance publication provides guidance for medical care providers on the 
requirements of the ADA in medical settings with respect to people with mobility disabilities, which 
include, for example, those who use wheelchairs, scooters, walkers, crutches, or no mobility 
devices at all. 

The ADA requires access to medical care services and the facilities where the services are provided. 
Private hospitals or medical offices are covered by Title III of the ADA as places of public 
accommodation. Public hospitals and clinics and medical offices operated by state and local 
governments are covered by Title II of the ADA as programs of the public entities. Section 504 
covers any of these that receive federal financial assistance, which can include Medicare and 
Medicaid reimbursements. The standards adopted under the ADA to ensure equal access to 
individuals with disabilities are generally the same as those required under Section 504. 

Both Title II and Title III of the ADA and Section 504 require that medical care providers provide 
individuals with disabilities: 

 full and equal access to their health care services and facilities; and  

 reasonable modifications to policies, practices, and procedures when necessary to 
make health care services fully available to individuals with disabilities, unless the 
modifications would fundamentally alter the nature of the services (i.e. alter the 
essential nature of the services).” 

 
Health care providers may use the following resources to assess accessibility of their environment 

and to improve it if it is not adequate: 
 
Access To Medical Care For Individuals With Mobility Disabilities 
http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm 
ADA Information Line:  

            800-514-0301       (voice) 
      800-514-0383       (TTY) 

Removing Barriers to Health Care: A Guide for Health Professionals 
http://projects.fpg.unc.edu/~ncodh/pdfs/rbhealthcare.pdf 

 
Accessible Health Care Series from the Center for Disability Issues and the Health 
Professions: 

o Choosing and Negotiating an Accessible Facility Location  
o Health Care Facilities Access – Clinic and Out-patient  
o Importance of Accessible Examination Tables, Chairs, and Weight Scales  
o Improving Accessibility with Limited Resources 
o Tools for Decreasing Health Care Barriers  

 

http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm
http://projects.fpg.unc.edu/~ncodh/pdfs/rbhealthcare.pdf
http://www.cdihp.org/briefs/2.%20Brief-Choosing%20Location-FINAL%20Edition%202_12.22.08.pdf
http://www.cdihp.org/briefs/4.%20Brief-Health%20Care%20%28outpatient_clincs%29%20Facilites%20-%20FINAL%20Edition%202_1.5.09.pdf
http://www.cdihp.org/briefs/1.%20Brief-Exam%20Tables%20and%20Scales-FINAL%20Edition%204_4%208%2009.pdf
http://www.cdihp.org/briefs/3.%20Brief-Access%20Limited$-FINAL%20Edition%202_12.28.08.pdf
http://www.cdihp.org/briefs/brief-intro.html
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Case Continuation: 

The staff has difficulty understanding her because of her distance below the counter and because 

she has mild dysarthria associated with cerebral palsy.   A medical assistant comes out from behind 

the counter, sees Ms. Schaeffer (a woman in a wheelchair and with slightly dysarthric speech) and 

asks her, very loudly and slowly, for some information.  Ms. Schaeffer is distressed at being 

addressed this way and at being asked to provide information about herself in the middle of the 

waiting room.  As a result of being distressed, her involuntary movements increase.  She requests 

that they move the conversation to another room.   

Question 2.2 

What should Ms.Schaeffer be able to expect concerning how medical practice staff communicate 

with her? 

Answer 2.2 and Related Resources 

It is Important that all office staff, not only healthcare providers, receive training on 
communicating with people of diverse backgrounds, including people with intellectual disabilities.  
This training should include use of person-first language, respect for all people, and the notion of 
reasonable accommodation.  Free online training for health care staff is available (including an 
option for continuing education credit) at http://nisonger.osu.edu/disabilityconted.htm 
 
A guide developed by the North Carolina Office on Disability and Health, “Removing Barriers:  Tips 
and Strategies to Promote Accessible communication,” includes debunking of disability myths to 
inform a respectful approach to working with people with disabilities; strategies for in-person, 
print, and on-line communication with people with disabilities; and approaches to working with 
people with disabilities. It is available at 
http://www.fpg.unc.edu/~ncodh/htmls/rbtipsandstrategies.htm  or 
http://www.fpg.unc.edu/~ncodh/pdfs/rbtipsandstrategies.pdf 
 
Additional resources include: 
 

 “Access to Primary Care for People with Disabilities” is a ten minute webcast from Michigan 
Department of Community Health on what primary care providers can do to address barriers to 
healthcare for people with disabilities.  It is availableat 
http://breeze.mdch.train.org/primarycarepwd/ 
 

 The Michigan Department of Community Health provides multiple resources, including one 

http://nisonger.osu.edu/disabilityconted.htm
http://www.fpg.unc.edu/~ncodh/htmls/rbtipsandstrategies.htm
http://www.fpg.unc.edu/~ncodh/pdfs/rbtipsandstrategies.pdf
http://breeze.mdch.train.org/primarycarepwd/
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with continuing education credit available concerning access to care for people with disabilities 
at:http://www.midisabilityhealth.org/healthProfessionals.aspx 

 

 A Provider's Guide for the Care of Women with Physical Disabilities & Chronic Medical 
Conditions:  
http://projects.fpg.unc.edu/~ncodh/pdfs/providersguide.pdf 

 

 An on-line case-based training that is part of the “Pre-service Training” series from the 
University of Kentucky UCEDD focuses on providing health care for women with disabilities:  
http://womenshealth.phtmodules.net/.  

 

 A recent article describes the findings of a study on accessibility of medical services.  [Lagu N, 
Hannon NS,  Rothberg MB, Wells AS, et al.  Access to Subspecialty Care for Patients With 
Mobility Impairment: a Survey.”  Annals of Internal Medicine. 2013;158(6):I-17]  A summary of 
the article's findings is available at Disability Scoop 
(http://www.disabilityscoop.com/2013/03/19/doctors-turning-away/17518/) and a plain 
language summary is available at the Annals of Internal Medicine Website 
(http://annals.org/article.aspx?articleid=1666710) 

 

 Your Rights Under Section 504 of the Rehabilitation Act 
http://www.hhs.gov/ocr/civilrights/resources/factsheets/504.pdf 

 

Case Continuation: 

The medical assistant leads her directly into an exam room and completes the intake there.  As the 

intake proceeds, Ms. Schaeffer realizes that the exam table that is in the room is not going to work 

for her.  She is able to ambulate short distances and can assist with transfers from her wheelchair 

but requires an accessible exam table.  She realizes with chagrin that she had forgotten to determine 

before making the appointment about whether accessible exam tables were available.  She asks now 

and is assured that there is an accessible table in one of the other rooms and that the room should 

be available in about 20 minutes.   

 

Question 2.3 

Could the NP just decide to examine Ms. Schaeffer in her wheelchair instead of waiting for the room 

with the accessible table?  Or, if Ms. Schaeffer had told the practice in advance of the visit that she 

uses a wheelchair, could the practice have advised her that she should seek another practice? 

 

Answer 2.3 and Related Resources 

The answer to both questions is “NO.” 

http://www.midisabilityhealth.org/healthProfessionals.aspx
http://projects.fpg.unc.edu/~ncodh/pdfs/providersguide.pdf
http://womenshealth.phtmodules.net/
http://www.hhs.gov/ocr/civilrights/resources/factsheets/504.pdf
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The Americans with Disabilities Act (ADA) requires that healthcare facilities are accessible to 
people with disabilities and that reasonable accommodations are made to provide care.  More 
information about access can be found at:  
(http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm)  
 
“Commonly Asked Questions” (http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm#part2) 
at the ADA website helps us to answer these questions: 

 It is not acceptable to examine the patient in a wheelchair if a patient without a disability 
with a similar reason for a visit would not be examined in a chair.  The person with a 
disability must receive medical services equal to those received by a person without a 
disability 

 It is generally not acceptable to refuse to provide service to a person because they have a 
disability 

 The fact that Ms. Schaeffer had to wait longer for her an appointment for the room with the 
accessible exam table to be free, is not exactly in line with ADA regulations.  The office 
should have in place a system to ask at the time of the appointment whether 
accommodations are required and should reserve the accessible equipment in advance.  A 
note should be made in the patient record. 

 
Additional resources include:  
 
Removing Barriers to Health Care: A Guide for Health Professionals 
http://projects.fpg.unc.edu/~ncodh/pdfs/rbhealthcare.pdf 
 
Women Be Healthy 
http://projects.fpg.unc.edu/~ncodh/womenshealth/week2.cfm 
 

 

 

Case Continuation:  

The nurse practitioner arrives, introduces himself, and begins the history.  When asked “what brings 

you for a visit today?” she explains that she is new in town for a new job and is almost out of her 

oral contraceptive prescription.  The NP appears a bit flustered and moves on to other questions.  

The medical history reveals that Terry has been very healthy.  During the Social History, the 

employment history reveals that she was laid off from her job as a runner at a company in the next 

town and has taken a new full time job here in town with a new insurance plan. 

Question 2.4 

The NP was likely surprised that Ms. Schaeffer was sexually active and needed contraceptive 

prescription.  What should the NP know about issues related to sexuality, sexual activity and 

http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm
http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm#part2
http://projects.fpg.unc.edu/~ncodh/pdfs/rbhealthcare.pdf
http://projects.fpg.unc.edu/~ncodh/womenshealth/week2.cfm
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reproductive health of people with disabilities in order to provide optimal care for Terry and other 

adults with disabilities? 

Answer 2.4 and Related Resources 

Adults with disabilities need the same sexual, reproductive and related healthcare offered to other 
adults but these are provided less often. For instance, women with cognitive disabilities have been 
shown to have worse rates of cervical cancer and breast cancer screening than women without 
disabilities despite having similar rates of preventive interventions in other health care 
realms.[Parish SL, Saville AW, and TaylorSJ.Women With Cognitive Limitations Living in the 
Community: Evidence of Disability-Based Disparities in Health Care. Mental Retardation. 2006; 44 
(4): 249-259.] 

Primary care providers and specialists in obstetrics and gynecology often lack the knowledge and 
skills required for providing this type of care for women with disabilities.   A self-paced narrated 
slide set, “Reproductive Health Care for Women with Disabilities 
http://streaming.acog.org/WomenWithDisabilities/ ” was produced by the American College of 
Gynecology in collaboration with the CDC’s National Center on Birth Defects and Developmental 
Disabilities to prepare gynecologists to work with women with disabilities concerning sexuality, 
reproductive health, and related issues. Part 2, Module 1 includes a narrated case discussion of 
assisting a woman with CP to have a gynecological exam. 

 

Question 2.5 

The NP notes that Ms. Schaeffer is employed full time.  How are employment status and health 

status related in adults with developmental disabilities? 

Answer 2.5 and Related Resources 

Adults with developmental disabilities are most often unemployed or work part time. A recent 
study found that only 27.6% of adults with developmental disabilities had a job in any given month 
in comparison to 75.1% for the general adult population.  [Yamaki K &Fujiura GT. Employment and 
Income Status of Adults With Developmental Disabilities Living in the Community. Mental 
Retardation. 2002; 40 (2): 132-141.] The abstract of this reference states:  “Only 27.6% of adults 
with developmental disabilities had a job in any given month in comparison to 75.1% for the 
general adult population. The majority of the employed workers with developmental disabilities 
engaged in either service occupations (23%) or laborer jobs (29%). Janitor was the most frequently 
reported job title (10%). The majority of the population of employees without developmental 
disabilities, in contrast, were in technical, sales, or administrative support positions (27.7%) or 
managerial or professional positions (24.4%). Manager/administrator and secretary were the most 
commonly reported occupational titles, at 5.4% and 3.5%, respectively. After including all sources 
of income, more than half of Americans with developmental disabilities reported monthly total 
incomes less than $500 in 1991 dollars; 81% (SE 5 1.5) reported less than $1,000. In contrast, only 

http://streaming.acog.org/WomenWithDisabilities/
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two fifths of adults in the general population had monthly incomes below $1,000. Shea (1995), for 
example, reported that adults with disabilities were twice as likely to be at or below the poverty 
level than those without a disability.” 
 
Many people with ID receive social security disability income and Medicaid.  Although they would 
much rather work, they are afraid of losing their Medicaid health insurance if they are employed.  
The jobs they are qualified for may not offer health insurance benefits.  One program, the 
Medicaid Buy-In program, is a federal effort to make it easier for people with disabilities to work 
without losing health benefits.  [Black WE&Ireys HT (2006).Understanding Enrollment Trends and 
Participant Characteristics of the Medicaid Buy-In Program, 2003-2004Final Report. Mathmatica 
Policy Research, Inc.http://mathematica-mpr.com/publications/pdfs/understandenroll.pdf] 

An Australian study examined the impact of employment on quality of life of adults with 

intellectual disability. The results indicate that employed individuals report a statistically 

significantly higher quality of life than their unemployed counterparts. Amongst the employed 

group, no statistically significant difference in quality of life was reported by those who previously 

had attended a sheltered workshop and those who previously had remained at home. Amongst the 

unemployed group, no statistically significant difference in the quality of life reported by 

individuals attending a sheltered workshop and those remaining at home, was observed.  [Eggleton 

I, Robertson S, Ryan J, Kober R. The impact of employment on the quality of life of people with an 

intellectual disability. Journal of Vocational Rehabilitation, 1999; 13 (2), 95-107.] 

 

 

Case Continuation:  

When the exam room becomes available, the NP examines her and notices bruising on her upper 

arms and abdomen. Ms. Schaeffer says it is related to slipping when transferring from wheelchair to 

bed.  The NP sees that the bruises are of several different ages and that the location of the bruises is 

not quite consistent with the history that she is giving.  He suspects that she is perhaps the victim of 

physical abuse.   

Question 2.6 

What should the NP be aware of concerning abuse in women with ID?  What should the NP do next? 

Answer 2.6 and Related Resources 

The Arc of the United States includes this recommendation about how health care providers should 
handle a suspicion of abuse in a patient with a disability:  “All states have laws requiring professionals, 
such as case managers, direct care workers, police officers and teachers to report abuse. Some states 
require the general public to report abuse as well. If you suspect a child is being sexually abused, 
contact your local child protective agency. If the person is an adult, contact adult protective 
services. These are also referred to as “Social Services”, “Human Services” or “Children and Family 

http://mathematica-mpr.com/publications/pdfs/understandenroll.pdf
http://iospress.metapress.com/content/qvhfmu354r7b6nyy/
http://iospress.metapress.com/content/qvhfmu354r7b6nyy/
http://iospress.metapress.com/content/qvhfmu354r7b6nyy/
http://iospress.metapress.com/content/103174/?p=b3bc3f3684ed43cc8f0a245cb4e21307&pi=0


8 
Cases were created by the Association of University Centers on Disabilities (AUCD) and Westchester Institute for Human Development 
UCEDD; with input from the Nisonger Center UCEDD, Sonoran UCEDD, and other LEND and UCEDD Programs around the country;  and 
with support from the HealthMeet Project of The Arc.  Questions and comments about the cases are welcome:   kedwards@wihd.org. 

Services” in the phone book. You do not need proof to file a report. If you believe the person is in 
immediate danger, call the police. After a report is made, depending on how serious the abuse is, the 
incident is referred for investigation to the state social services agency (who handles civil 
investigations) or to the local law enforcement agency (who handles criminal investigations.”  
(http://www.thearc.org/page.aspx?pid=2457 ) 

The Disability and Abuse Project of Spectrum Institute (www.disabilityandabuse.org) has published A 
Guide on Responding to Suspected Abuse of People with Developmental Disabilities by Nora J. 
Baladerian PhD.  It is available at http://www.disability-abuse.com/resources/ten-point-guide-to-
abuse-response.pdf . 

Concerning the prevalence of abuse among women with disabilities:  “Although statistics vary, it is 

clear that at the very least women with disabilities experience abuse at the same rate as nondisabled 

individuals and at worst they experience higher rates of abuse, incidents of disability-related violence, 

and sexual assault. Consistently, studies suggest that individuals with disabilities are abused for 

extended periods of time, are at greater risk of abuse by multiple types of perpetrators, and 

experience abusive tactics that target one’s disability. The risk of abuse and neglect of women with 

disabilities has been attributed to a number of identified factors. These risk factors include increased 

risk of isolation, abuse by multiple potential perpetrators, dependency as a result of disability, 

difficulties identifying and naming disability related abuse, and cultural/societal barriers.” [Plummer S 

& Findley PA. Women With Disabilities’ Experience With Physical and Sexual Abuse: Review of the 

Literature and Implications for the Field. Trauma, Violence, & Abuse.  2012; 13(1): 15-29.] 

The Canadian Consensus Guidelines suggest that in addition to the more obvious physical signs of 

possible abuse that the NP is seeing in this case, more subtle “behavioural indicators that might signal 

abuse or neglect include unexplained change in weight, noncompliance, aggression, withdrawal, 

depression, avoidance, poor self-esteem, inappropriate attachment or sexualized behaviour, sleep or 

eating disorders, and substance abuse.” *Sullivan WF, Berg JM, Bradley E et al.  Consensus guidelines 

for primary health care of adults with developmental disabilities.  Canadian Family Physician.  2011; 

57(5) 541-553] 

 

http://www.thearc.org/page.aspx?pid=2457
http://www.disability-abuse.com/resources/ten-point-guide-to-abuse-response.pdf
http://www.disability-abuse.com/resources/ten-point-guide-to-abuse-response.pdf

