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Resource Modules on Health of People with Intellectual Disabilities 

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

http://www.iddhealthtraining.org/module-1/  

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 health plan changed when she took the new job.  Her prescription for oral 

contraceptives is about to run out.  She locates a family practice which participates in her new plan 

and makes an appointment with a nurse practitioner.   

Ms. Schaeffer has Cerebral Palsy and has been very healthy.  When she arrives for the appointment, 

she drives her power wheelchair into the waiting room and finds 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 

People with significant disabilities account for 12% of the population.  Adults with disabilities are 
four times as likely as peers without disabilities to report fair or poor health1.  It is well known that 
people with disabilities experience significant barriers to accessing needed health services.  

Peacock, et al in a 2015 commentary in the New England Journal of Medicine2 describe these 
barriers:  “Many factors may contribute …, including physical barriers to care (e.g., inaccessible 
medical diagnostic equipment such as examination tables, weight scales, and imaging 
technologies); non-inclusive health or wellness programs designed for people without disabilities; 
transportation problems, especially in areas with poor public transportation; inaccurate or 
inadequate knowledge or stigmatizing attitudes of clinicians about disabling conditions; competing 
priorities in the health care system; prior difficult or unpleasant experiences getting health care; 
and communication barriers, such as failure to accommodate deaf patients who require sign-
language interpreters. The effects vary depending on the disability type: stigma, for instance, is 
especially problematic for people with mental health or intellectual disabilities, whereas 
inaccessible equipment can prevent someone with significant mobility disability from obtaining 
even basic services (e.g., getting weighed).”  

The Disabilities Rights Education and Defense Fund has complied healthcare stories told by people 
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with disabilities (http://www.dredf.org/healthcare-stories/videos/) 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.   

Reporting the results of a 2012 office accessibility survey, Mudrick et al concluded that physical 
barriers in exam rooms and bathrooms and in availability of accessible equipment were quite 
prevalent3. 

The following lengthy quote is 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 everyday 
activities, including accessing 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 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 
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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).” 

 
Resources for health care providers on accessibility of practice environments: 

 
1)  ADA Information Line:  

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

 
2)  Your Rights Under Section 504 of the Rehabilitation Act 
https://www.hhs.gov/sites/default/files/ocr/civilrights/resources/factsheets/504.pdf 

 
 
3) Disability Rights Education and Defense Fund.  Training Module 4:  Physical Access to 
Health Care.  (https://dredf.org/wp-content/uploads/2014/11/Module-4-Physical-Access-
to-Healthcare-10-14.pdf ) 
 
4) Office of Minority Health of the Federal government, Increasing the physical accessibility 
of health care facilities, provides detailed guidance for health care facilities to improve 
accessibility4. 
 
5) This article describes the findings of a study on accessibility of medical services5. 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)  

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

o Choosing and Negotiating an Accessible Facility Location:  
https://webhost.westernu.edu/hfcdhp/wp-content/uploads/2-Brief-Choosing-
Location.pdf  

o Health Care Facilities Access – Clinic and Out-patient:  
https://webhost.westernu.edu/hfcdhp/wp-content/uploads/4-Brief-Health-Care-
Outpatient-Clincs.pdf  

o Importance of Accessible Examination Tables, Chairs, and Weight Scales: 
https://hfcdhp.org/wp-content/uploads/1-Brief-Tables-Scales.pdf 
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o Improving Accessibility with Limited Resources: 
https://webhost.westernu.edu/hfcdhp/wp-content/uploads/3-Brief-Access-
Limited.pdf  

o Tools for Decreasing Health Care Barriers: https://hfcdhp.org/briefs/brief-intro/  
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Case Continuation: 

A medical assistant comes out from behind the counter, sees Ms. Schaeffer, and asks her very loudly 

and slowly for some information.  Ms. Schaeffer is distressed at being addressed this way and at 

being asked to private information in the middle of the waiting room.  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 
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communicating with people of diverse backgrounds, including people with ID:   
 
Training and resources on skillful communication with people with ID: 
 
Skillful communication, taking the client’s needs into account, is an important aspect of providing 
full access to services for people with ID. Helpful resources are available in Module 2 of this 
training in Communication Skills Scenario 1- Communication skills for working with people with ID in 
the context of health care and wellness encounters (http://www.iddhealthtraining.org/module-
2/scenario-1/).   
 
The Nisonger Center UCEDD at The Ohio State University provides on-line training for health 
professions trainees and health professionals to provide quality healthcare for people with ID 
(Healthcare Access for Persons with Disabilities).  This training is available at:   
http://nisonger.osu.edu/education-training/ohio-disability-health-program/disability-healthcare-
training/  
 
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://fpg.unc.edu/node/6265  

  

 

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 in the room is not going to work for her.  

She is able to walk short distances and can assist with transferring from the wheelchair to the exam 

table, but this requires an accessible exam table that can be lowered.  She realizes that she had 

forgotten to check 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? 
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Answer 2.3 and Related Resources 

The answer to both questions is “NO.” 
 
The Americans with Disabilities Act (ADA) requires that healthcare facilities are accessible to 
people with mobility disabilities and that reasonable accommodations are made to provide care.   
(http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm)  
 
The 2010 “Patient Protection and Affordable Care Act” (ACA) included a component to increase 
accessibility of medical diagnostic equipment.  The United States Access Board, acting on an 
amendment to Section 510 of the Rehabilitation Act that was created through the ACA, developed 
voluntary accessibility standards for medical diagnostic equipment. The standards apply to 
“equipment that requires transfer from wheelchairs and other mobility aids and include 
requirements for transfer surfaces, support rails, armrests, compatibility with lift devices, and 
other features. Equipment that accommodates mobility devices without transfer is also covered.” 
(https://www.access-board.gov/guidelines-and-standards/health-care/about-this-rulemaking)  
 
“Commonly Asked Questions” at the ADA website provides helpful information 
(http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm#part2): 

 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. 

 
A video of a person with a disability sharing her perspective on inaccessible office equipment in a 
medical setting is available at http://dredf.org/healthcare-stories/2013/02/20/elizabeth-grigsby/ 
(choose video segment #3) 

 

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.   

Question 2.4 
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The NP was likely surprised that Ms. Schaeffer is sexually active and needs a contraceptive 

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

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. However, women with ID often do not receive optimal care in these areas. 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.   An example of this is that 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 realms1.  
 
The American College of Gynecology provides resources and training in sexual and reproductive 
healthcare for women with ID.  Their Interactive site for clinicians serving women with disabilities 
(https://www.acog.org/About-ACOG/ACOG-Departments/Women-with-Disabilities/Interactive-
site-for-clinicians-serving-women-with-disabilities ) covers  topics such as the GYN exam, GYN 
health screening, sexually transmitted diseases, contraception, pregnancy and parenting, and 
topics related to specific disabilities. 
 
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/.  
 
References 
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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 

Health, wellness and employment are interdependent1&2.  
 
A 2013 survey commissioned by Special Olympics, conducted by the Center for Social Development 
and Education at the University of Massachusetts Boston and administered by Gallup found that, 
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nationally, 34% of people with intellectual disabilities were currently employed. This compares 
unfavorably to the estimated concurrent employment rate of 76% among people without disabilities. 
Of employed people with intellectual disabilities:  53% were employed competitively; 38% worked  in a 
sheltered workshop; and 9% worked in other settings, including being self-employed. However, only 
26% of employed adults with ID in this study had full-time jobs3.  

In addition, employment status impacts strongly on quality of life reported by people with intellectual 
disabilities4. 
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Case Continuation:  

When the exam room with the accessible examination table 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 is 

concerned that she might have been abused.   

Question 2.6 

What should the NP be aware of concerning abuse in women with ID?  What should the NP do next? 
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Answer 2.6 and Related Resources 

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 barriers1.”  

A 2016 study analyzed data from the 2010 National Intimate Partner and Sexual Violence Survey and 
found that, compared to other women, women with a disability of any type had three times the risk of 
having been raped in the past 12 months.  They also found that for both men and women, having a 
disability was associated with an increased risk of sexual coercion and of non-contact and unwanted 
sexual experiences2. 

A population-based study found that women with disabilities of any type were 1.7 to almost 6 times 
more likely than women without disabilities to experience sexual violence3.  

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 
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 . 

The Consensus Guidelines for Primary Health Care of Adults with Developmental Disabilities 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, 
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inappropriate attachment or sexualized behaviour, sleep or eating disorders, and substance abuse.4”  

In 2018, National Public Radio broadcasted a series “Abused and betrayed:  people with intellectual 
disabilities and an epidemic of sexual assault” that is available at 
http://www.aucd.org/template/news.cfm?news_id=13271&id=17.  Many of the reports include 
interviews with people with intellectual disabilities. 
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