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Abstract
As part of a women’s health center project, we reviewed 16 years of research to examine health
disparities between women with and without disabilities. We reviewed MEDLINE-indexed
articles between 1990 and 2005 with data on women with and without physical, sensory,
intellectual, developmental, or psychiatric disabilities. Our review found few articles examining
health disparities in chronic disease, cancer, mental health and substance abuse, preventive
screening, health-promoting behaviors, and health services utilization. Results reflect apparent
health disparities between women with and without disabilities. Challenges for the field exist in
standardizing disability definitions and determining a future course for health disparity research
and policy.
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INTRODUCTION
In order for policy to adequately address health disparities, the disparities first must be
illuminated and defined in a way that advances the formulation of public policy and
legislation (Gamble & Stone, 2006). A model for this process is the 1985 Report of the
Secretary’s Task Force on Black and Minority Health that led to the creation of the Office of
Minority Health to address racial and ethnic health disparities (Gamble & Stone, 2006; U.S.
Department of Human Services, 1985). Kilbourne, Switzer, Hyman, Crowley-Matoka, and
Fine (2006) argued for expanding health disparities research to encompass all vulnerable
populations, defined as groups that have faced discrimination due to underlying differences
in social status that can lead to potential gaps in health or healthcare. As a historically
marginalized group with lower levels of education, lower likelihood of employment, lower
earnings, and higher likelihood of living in poverty (National Organization on Disability/
Harris, 2004; Rehabilitation Research and Training Center on Disability Demographics and
Statistics, 2007) people with disabilities fit this definition.

Until recently, health disparities among Americans with disabilities have largely been
ignored within the field of public health (Nosek & Simmons, 2007). Health disparities
affecting the nearly 40 million Americans with disabilities (U.S. Census Bureau, 2005) have
begun to gain recognition over the past decade, as reflected in the release of several
significant publications by the federal government intended to inform and guide policy and
practice (U.S. Department of Health and Human Services, 2000, 2005). Although disability
affects both men and women, it is more prevalent among women, largely due to their longer
life span and greater risk for problems such as osteoporosis (Murtagh & Hubert, 2004;
Oman, Reed, & Ferrara, 1999) and some mental health problems (Murtagh & Hubert, 2004;
Narrow, 2006). Women with disabilities can be considered “doubly vulnerable” as members
of two groups with a long history of inequitable treatment. In assessing the impact of the
intersection of gender and disability, it is important to understand how women with
disabilities differ from other women—women who may experience health disparities
themselves due to their gender but without the added layer of disability.

Since we could find limited information on disparities between women with and without
disabilities, our multidisciplinary group of researchers conducted a systematic review to
guide policy and health promotion activities. As we reviewed the literature, we encountered
three significant challenges in health disparity research specific to people with disabilities.
These challenges are discussed with regard to how they impacted the study methodology.

The first challenge arises from the many types and definitions of “disability,” making it
difficult to measure and track health disparities for people with disabilities as a group.
Disability can range from conditions narrowly defined by specific medical diagnoses to
broadly and subjectively defined concepts such as self-report of activity limitations of any
kind. Iezzoni and Freedman’s (2008) commentary on the history and diversity of definitions
of disability used in the United States and by the World Health Organization concludes that
the multitude of definitions of disability stems from a need to determine which individuals
merit income support or protection from disability discrimination. Since disability can be
defined in a number of ways, we included articles that not only focused on various types of
disabilities but also used different methods of defining and assessing those disabilities.

The second challenge is that disability and good health are often viewed as mutually
exclusive. While people with disabilities are more likely than people without disabilities to
report fair or poor health (for example, Drum, Horner-Johnson, & Krahn, 2008), there is a
growing awareness that one can be disabled and also be healthy (Rimmer, 1999; Wilber et
al., 2002). Recent efforts to conceptually disentangle disability and health have revealed that
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much of the health differential between people with and without disabilities may be
preventable (Krahn, Hammond, & Turner, 2006). This area of research, however, is still
relatively new and underdeveloped.

The third challenge relates to the common conflation of health disparities with secondary
conditions (Wilber et al., 2002). Secondary conditions are physical, medical, cognitive,
emotional, or psychosocial consequences to which people with disabilities are more
susceptible (Hough, 1999). Some secondary conditions can be prevented or decreased
through accessible and appropriate healthcare (for example, chronic pain) or environmental
improvements (for example, chronic isolation); other secondary conditions can be managed
but not entirely prevented (for example, fatigue). For this review, we examine differences in
the prevalence of health conditions and health behaviors between women with and without
disabilities; we include secondary conditions in our search strategy as we seek to illuminate
their place in the literature on health disparities.

To address these challenges, we cast a wide net in this literature review focusing on
evidence for disparity between women with and without disabilities in six areas: (1) chronic
diseases; (2) cancer; (3) mental health and substance abuse problems; (4) preventive
screenings; (5) health-promoting behaviors; and (6) health services use.

METHODS
The review process included identification of potentially relevant research articles, review of
abstracts, review of full articles accepted during the abstract review, and analysis of articles
accepted after full-text review (see Figure 1). The research team included six researchers
with backgrounds in disability, chronic disease, health services research, and clinical
medicine; the team included women with disabilities.

Articles for possible inclusion were identified through a MEDLINE search incorporating
articles published between January 1, 1990, and July 13, 2005. The search included a broad
range of types of disability (for example, physical, mental) and numerous terms related to
the six health disparity areas. Specific Medical Subject Headings (MeSH) used in the search
can be obtained from the authors. Search results were limited to adult women only (defined
in MEDLINE as 19 years and older) and English-language only. This search yielded 2,850
unique abstracts.

Abstracts identified in the search were randomly assigned to the six research team members
for review. Abstracts were assigned with random overlap such that 10% of the abstracts
were read by two reviewers. Prior to reviewing abstracts, the research team established
inclusion and exclusion criteria to identify abstracts to retain for full-article review.
Inclusion criteria were (1) the article was empirical (that is, editorials, commentaries, and
theory-only articles were excluded); (2) the study sample included adult women with
disabilities; (3) the study included one or more of the chronic conditions, health behaviors,
or other topics of interest; (4) the article focused on disability as a sample characteristic
rather than as an outcome; (5) the article included comparative data on women with and
without a disability; (6) the sample size for each group was 10 or larger; and (7) the study
was conducted in a country on the CIA Factbook (U.S. Central Intelligence Agency, 2001)
list of developed countries.

Abstracts clearly failing to meet one or more of the inclusion criteria were excluded from
further consideration. Reviewer questions were addressed by review team members who
provided expertise in disability studies, medicine, and study methodology. In cases where it
could not be determined from the abstract whether the article met all inclusion criteria, the
article was accepted for further review. Inter-rater reliability for the overlapping sample of

WISDOM et al. Page 3

Soc Work Public Health. Author manuscript; available in PMC 2013 January 16.

$w
aterm

ark-text
$w

aterm
ark-text

$w
aterm

ark-text



abstracts was 90%. The review of abstracts led to the exclusion of 2,508, with 342 retained
for full-text review.

Full-text articles were obtained for all accepted abstracts. Articles were reviewed by four
research team members. The full-text articles were evaluated using the same inclusion
criteria used in reviewing abstracts. Reference sections of articles meeting inclusion criteria
were searched to identify additional articles for possible inclusion. Additional articles were
subjected to the same review process (abstract review followed by full-text review if
warranted). Thirteen additional articles were considered, with 7 rejected at the abstract level
and 6 accepted for full-text review. Of all 348 full articles reviewed, 318 were excluded
because they did not meet all inclusion criteria and 30 were retained for summary of
evidence. Articles accepted for inclusion were submitted to a data abstraction process to
summarize key information.

RESULTS
Thirty articles were found that met our criteria for providing data on health disparities
between women with disabilities and women without disabilities in our six outcome areas:
(1) chronic disease (n = 6); (2) cancer (n = 9); (3) mental health and substance abuse (n = 4);
(4) preventive screenings (n = 9); (5) health-promoting behavior (n = 1); and (6) health
services use (n = 6). Some of the articles covered more than one outcome and are counted
multiply. We found evidence of health disparities between women with and without
disabilities in each of these areas except health services use. Table 1 provides an overview
of findings for all categories. Details regarding study design, participants, and data sources
are available from the first author. Findings in each category are presented below.

Chronic Disease
Five articles evaluating disparities in chronic disease prevalence met our inclusion criteria
(Graciani, Banegas, López-García, & Rodríguez-Artalejo, 2004; Jones & Bell, 2004; Kapell
et al., 1998; Morgan, Baxter, & Kerr, 2003; Stronks, van de Mheen, van den Bos, &
Mackenbach, 1997), and a sixth evaluating mortality disparities due to chronic conditions
(Hermon, Alberman, Beral, & Swerdlow, 2001) was also included (see Table 1 for details).

Three of the articles that evaluated differences in heart and/or circulatory disease reported
worse outcomes for women with disability compared to women without disability (Graciani
et al., 2004; Hermon et al., 2001; Jones & Bell, 2004), while a fourth reported mixed
findings (Kapell et al., 1998). Similarly, when evaluating differences in diabetes, Hermon et
al. (2001), Graciani et al. (2004), and Jones and Bell (2004) reported worse outcomes for
women with disability compared to women without disability, while Kapell et al. (1998)
reported mixed findings. Morgan et al. (2003) compared epilepsy prevalence in people with
intellectual disability to population estimates from the same time frame and geographic
region and reported increased prevalence of epilepsy for women with intellectual disability.
Hermon et al. (2001) evaluated differences in mortality due to a variety of chronic
conditions and found increased mortality among women with intellectual disabilities related
to a number of chronic conditions, including epilepsy. Stronks et al. (1997) examined
presence of any chronic condition and found that women with disabilities were more likely
than nondisabled women to have one or more chronic conditions.

Cancer
Nine articles evaluating disparities in cancer incidence or mortality met our inclusion criteria
(see Table 1). Four of these articles focused on breast cancer (Caban, Nosek, Graves, Esteva,
& McNeese, 2002; Cerhan & Chiu, 1998; Roetzheim & Chirikos, 2002; Sullivan et al.,
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2003), one considered other specific cancers in addition to overall cancer (Sullivan, Hussain,
Threlfall, & Bittles, 2004), and the remaining three articles included gender-specific
comparisons for overall cancer only (Graciani et al., 2004; Patja, Eero, & Iivanainen, 2001;
Schultz-Pedersen, Hasle, Olsen, & Friedrich, 2001).

The articles focused on breast cancer reported mixed findings. Sullivan et al. (2003) reported
that cancer incidence was significantly lower among women with intellectual disability.
Cerhan and Chiu (1998) compared women with physical disabilities to nondisabled women
who were physically inactive and found lower risk of breast cancer among the women with
disabilities. Roetzheim and Chirikos (2002) and Caban et al. (2002) evaluated differences in
breast cancer stage at diagnosis. Roetzheim and Chirikos (2002) analyzed breast cancer data
from the Medicare–Surveillance, Epidemiology and End Results data set and reported that
women with disability were less likely to receive diagnoses at an early stage compared to
nondisabled women; however, there were no significant differences in breast cancer–
specific mortality rates. Caban et al. (2002) found no statistically significant difference
between women with and without disabilities in terms of likelihood of late stage at
diagnosis.

Two relatively large retrospective cohort studies evaluated disparities in cancer incidence
comparing women with intellectual disabilities to nondisabled women. Sullivan et al. (2004)
compared people with intellectual disability with the general population in cancer registry
data and found that overall cancer incidence did not differ significantly in the two groups.
However, women with intellectual disability did have significantly higher risk of leukemia,
colorectal cancer, and uterine cancer specifically. Patja et al. (2001) compared people with
intellectual disability to a nationwide population study and found no significant differences
in overall cancer incidence. In contrast, in a small longitudinal study involving people with
fragile X syndrome, Schultz-Pedersen et al. (2001) found that the incidence rate in women
with fragile X was significantly lower than expected from the overall incidence rates for
Danish women.

Mental Health and Substance Use
We found four articles on mental illness, alcohol use/abuse, illicit drug use/abuse, and
smoking (see Table 1). Most potential articles that included mental illness used self-report
measures with Behavioral Risk Factor Surveillance System or other survey items. We found
only one relevant paper on diagnosed mental illness: Graciani et al. (2004) compared
prevalence of diagnosed and treated depression in probabilistic samples of elderly women in
Spain. They found that women with disabilities had a greater prevalence of depression
compared to nondisabled women.

We found three articles that addressed alcohol use/abuse, illicit drug use/abuse, and
smoking. Rimmer, Braddock, and Fujiura (1994) compared women with intellectual
disabilities who lived in institutional, group home, and family environments to women from
the Framingham study and found that smoking was less prevalent among the women with
disabilities. Moore and Li (1998) compared prevalence of illicit drug use between women
receiving vocational rehabilitation services (specific disabilities included mental illness,
learning disabilities, and sensory or congenital disabilities) to national survey estimates.
Illicit drug use (including marijuana, inhalants, cocaine, crack, hallucinogens, and heroin)
was higher in women with disabilities than in the general population, with crack cocaine use
having three times the prevalence among women with disabilities compared to the general
population estimate. Jones and Bell (2004) assessed smoking and drinking among women;
women with severe functional limitations were more likely to be current smokers and heavy
smokers compared to those without limitations. Women with severe functional limitations
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were much less likely to be current drinkers and about as likely to be heavy drinkers
compared to women without functional limitations.

Preventive Screening
Articles on preventive screening disparities among women with and without disabilities
tended to focus on mammography and Pap tests (see Table 1). Most articles found that
women with disabilities had lower likelihood of having a recent mammogram (Blustein &
Weiss, 1998; Chan et al., 1999; Iezzoni, McCarthy, Davis, & Siebens, 2000; Nosek & Gill,
1998; Nosek & Howland, 1997; Schootman & Fuortes, 1999; Schootman & Jeffe, 2003)
compared to nondisabled women. Diab and Johnston (2004) found women with disabilities
less likely to have received mammograms in one year of data and no differences on
mammography rates in another year of data. Havercamp, Scandlin, and Roth (2004) found
that women with developmental disabilities were less likely to have ever had a mammogram
compared to women with no disabilities, but there were no differences between women with
other disabilities and nondisabled women.

Pap test findings were similar, with most researchers finding that women with disabilities
were less likely to have received a recent Pap test (Chan et al., 1999; Diab & Johnston,
2004; Iezzoni et al., 2000; Nosek & Gill, 1998; Schootman & Fuortes, 1999) or lifetime Pap
test (for women with developmental disabilities only) (Havercamp et al., 2004). Nosek and
Gill (1998) identified no difference in the receipt of lifetime Pap test screenings.

Additional differences found between women with and without disabilities pertained to
pelvic exam screenings (Nosek & Howland, 1997), clinical breast exams (Diab & Johnston,
2004), and past-year influenza vaccine (Chan et al., 1999). Rates of lifetime pneumonia
vaccine were not different between groups (Chan et al., 1999).

Health-Promoting Behavior
Only one article evaluating differences in health-promoting behavior met our inclusion
criteria (Table 1). Emerson (2005) compared levels of physical activity among women with
intellectual disability living in supported housing in Northern England to a nationally
representative sample of women in the Health Survey for England 1998. After excluding
women who reported being “physically incapable,” women with intellectual disability were
more likely to be inactive than nondisabled women in all age groups.

Health Services Use
In the health services arena (Table 1), we identified articles focused on service utilization
specifically for breast cancer treatment (Caban et al., 2002; Mandelblatt et al., 2001;
Wyrwich & Wolinsky, 2000) or on service utilization more generally (Edén, Ejlertsson, &
Leden, 1995; Korten et al., 1998; Tomiak, Berthelot, & Mustard, 1998). Results were mixed
for treatment related to breast cancer. Mandelblatt et al. (2001) found that women with
limitations in activities of daily living were less likely than nondisabled women to receive
the more aggressive treatment of breast conservation surgery with radiotherapy and were
more likely to receive less aggressive treatments of breast conservation surgery alone or
mastectomy. Others, however, examined patients with and without physical disabilities and
found no differences in the rate of hospitalization for breast cancer (Wyrwich & Wolinsky,
2000) or between rates of breast-conserving treatment or chemotherapy treatment (Caban et
al., 2002).

Articles addressing general health service utilization mainly indicated that women with
disability tend to use more healthcare services. Korten et al. (1998) examined an elderly
population and found that visual impairment and impairment in activities of daily living
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were significantly associated with more annual general practitioner visits compared with
nondisabled women. Similarly, Tomiak et al. (1998) found that women with severe
disabilities who were 35 or older had more physician service costs, higher likelihood of
hospitalization, and higher likelihood of nursing home entry than nondisabled women. Edén
et al. (1995) found that women with musculoskeletal disability had more physician visits,
more alternative caregiver visits, and more prescription drug use than women in a control
group; they found no differences in rates of inpatient hospitalization. While there is
inequality in rates of healthcare use between women with and without disability, the review
does not indicate inequity, as women with disabilities are receiving more services rather
than fewer.

DISCUSSION
This review took a broad approach to examining health disparities in multiple areas for
women with a variety of different disabilities. Even with the wide range of health outcomes,
only 30 articles met inclusion criteria for this review, supporting Nosek and Simmon’s
(2007) contention that disability has yet to achieve its proper place in the discussion of
health disparities (p. 68).

Despite the diversity and the limitations of the articles reviewed, the results suggest a
general pattern of differences in health risks and health outcomes between women with and
without disabilities. Roughly two-thirds of the included articles found that women with
disabilities were more likely to experience and die of chronic conditions, more likely to have
cancer and to receive diagnoses at a late stage, less likely to receive regular screening for
breast and cervical cancer, more likely to experience mental health or substance use
problems, less likely to engage in health-promoting behaviors, and/or more likely to have
increased healthcare utilization and costs. This review establishes health differentials
between women with and without disability that suggest inequity, or poorer outcomes for
women with disability, in all reviewed areas except health services use, where inequity
suggests increased care.

Sixty articles were rejected upon full-text review because they studied disability as an
outcome rather than as a sample characteristic. While disability can be considered an
outcome, the lack of attention to disability as a characteristic of a marginalized population
reflects deeply held beliefs regarding the nature of health. It is still common to view
disability as counter to good health and to deny the possibility that people who have
disabilities can also have varying health status (Wilber et al., 2002). The dual (and
sometimes dueling) conceptualizations of disability as medical condition and/or
sociodemographic characteristic have led to widely divergent approaches to research and
policy. For example, public health and healthcare efforts often focus on preventing disability
rather than promoting the health of individuals with disability. Policy implications related to
the healthcare system are described below.

The articles included in this review reflect another challenge mentioned at the outset: how to
standardize definitions of disability within the heterogeneous population of people with
disabilities. Articles we reviewed covered a broad representation of disability, including
functional or activity limitations (11 articles), physical or mobility limitations (5 articles),
and intellectual or developmental limitations (10 articles). People with hearing or visual
impairments, however, were explicitly included in only one article accepted for this review,
and no articles focused specifically on individuals with mental health or psychiatric
disabilities. In contrast to how women’s race and ethnicity are routinely included in
demographic data collection, women with disabilities in the articles we reviewed were
identified through medical need assessment; through social service eligibility mechanisms
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like social security disability insurance (Roetzheim & Chirikos, 2002) or vocational
rehabilitation services (Moore and Li, 1998); or by asking the women directly about their
limitations (for example, Blustein & Weiss, 1999; Graciani et al., 2004). The marked
differences in the types of disability included in research and the methods for identifying
disability preclude a comparison of findings across articles.

Policy Implications
Policy applications in this arena are complicated by the multiplicity of disciplines involved,
including medicine, rehabilitation, public health, and psychology. Different disciplines often
have different terminology, priorities, and funding mechanisms, which can lead to
challenges in developing a cohesive literature to guide policy makers’ decisions. A
commonality in these disciplines, however, is a responsibility to meet the immediate and
long-term health needs of people with disabilities. While fulfilling urgent needs is critical, it
is important for policy makers to balance immediate requirements with the need for
investing in long-term approaches to address the underlying socioecological determinants
that negatively impact the health of women with disabilities.

Routine data collection
In order to reduce disparities and guide policy, researchers assess the distribution of health
among specified groups and compare it to the health distribution for the entire population
(Almeida et al., 2001). Deep gaps remain in our understanding of health disparities among
people with disabilities (Nosek & Simmons, 2007). Our findings suggest that collecting
information about disability should become a routine part of demographic data collection,
similar to age, gender, and race/ethnicity. Such an effort requires a standardized definition of
disability. Research that identifies and relates characteristics of a defined subpopulation of
individuals with disability will support policy efforts directed toward those at greatest risk
(Field & Jette, 2007; Ver Ploeg & Perrin, 2004). Chapter 6 of Healthy People 2010 called
for creating a “standardized set of questions that identifies people with disabilities”—a goal
that has yet to be met. Healthy People 2010 also added disability as a demographic variable
to some of the other chapters focusing on certain diseases and conditions, such as diabetes.
Putting these recommendations into practice will provide considerably more consistent data
with which to evaluate health disparities.

Clarify secondary conditions resulting from disability
An examination of the articles from our review suggests research should clarify the
distinction between secondary conditions and health disparities. Some people with
disabilities, such as those with hearing or vision loss, may not experience secondary
conditions as a direct result of their disability, yet they may still be at increased risk of
health disparities because of the social barriers associated with disability. Adoption of a
clear taxonomy for describing conditions that directly arise from a disability as opposed to
those that are not necessarily related to the disability and may be preventable (Krahn et al.,
2006) will further advance the field and increase research specificity.

Changes to the healthcare system
Women with disabilities have as much or more access to healthcare than women without
disabilities (Parish & Huh, 2006), but they experience disparities in the quality of care
(Caban et al., 2002) and poorer health outcomes (Austin, 2003), even for preventable
secondary conditions such as diabetes or cervical cancer (Diab & Johnston, 2004; Parish &
Huh, 2006; Shabas & Weinreb, 2000). Such disparities represent a serious public health
issue, given that almost 13% of noninstitutionalized working-age women in the United
States have a disability (U.S. Census Bureau, 2005). This supports the importance of
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changes to the Medicaid healthcare system. Specific changes may include increasing the
number of doctors that serve Medicaid patients and increasing the emphasis on preventive
care (Long, Coughlin, & Kendall, 2002). Similarly, increased flexibility is needed for
coverage of function-related therapies, assistive technologies, home modification, personal
assistance, and supportive care (Iezzoni, 2003). These recommended policy changes are
consistent with a shift in the Medicaid model of care to be more patient-centered, such that
patient preferences, needs, and values are emphasized. Additionally, while the needs among
Medicaid recipients with disabilities are diverse, changes that increase service to individuals
with disabilities would include providing transportation for doctor’s visits and increasing
case managers (Long et al., 2002).

Changes to the environment
As is the case with health disparities generally, eliminating health disparities affecting
women with disabilities will require policy changes that go beyond the clinic door. Areas
requiring change may include transportation, access to fitness facilities, community wellness
programs, safe neighbor-hoods, and housing and employment. These changes would
promote a healthy environment and reduce socioeconomic risk factors for poor health. Such
an approach would be consistent with the International Classification of Functioning,
Disability and Health (World Health Organization, 2001), which incorporates social and
environmental aspects impacting disability and health.

Limitations
The diversity of disability and outcomes included in the review may dilute the findings to a
degree; if we had focused only on articles reflecting certain data sources or particular
measures of disability, the findings might have been more consistent and easily
interpretable. Also, this review is limited by the defined study period (January 1990 to July
2005). Recent articles (for example, Chevarley, Thierry, Gill, Ryerson, & Nosek, 2006;
McGuire, Strine, Okoro, Ahluwalia, & Ford, 2007; Parish & Huh, 2006) have continued to
expand the field of health disparities research pertaining to women with disabilities.

CONCLUSION
This study points to a pattern of health disparities indicating inequity between women with
disability and those without disabilities in five of six areas reviewed; only health services
articles did not indicate inequity. Our results also highlight the need for standardization of
definitions in disability research that focuses on health disparities and uniformity in data
sources and measures, as well as for a framework to approach primary and secondary
disabilities in health outcomes assessment. Finally, findings support a number of changes to
the healthcare system to improve health among women with disabilities.
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FIGURE 1.
Flow diagram of study selection process.
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TABLE 1

Systematic Review Results for Disparities Between Women With and Without Disabilities

Study Topic Disability Outcomes

Blustein & Weiss, 1998 Preventive
 screenings

ADL limitations WWD significantly less likely to have had a
 mammogram (21.3% vs. 32.1%) during 2-year
 period.

Caban et al., 2002 Cancer; health
 services use

Physical/mobility No significant difference between WWD and
 nondisabled women in stage at diagnosis or
 type of breast cancer treatment received.

Cerhan & Chiu, 1998 Cancer Mobility/physical
 functioning

WWD at decreased risk for breast cancer
 compared to inactive nondisabled women
 (RR D 0.4; 95% CI, 0.2–0.9).

Chan et al., 1999 Preventive
 screenings

ADL limitations WWD aged 45+ less likely than nondisabled
 women to have past-year mammogram
 (13.2% vs. 43.6%). WWD <71 less likely to
 have Pap test in past year (23.0% vs. 41.2%),
 more likely to have past-year flu vaccine
 (67.4% vs. 57.3%), and as likely to have
 lifetime pneumonia vaccine (32.0% vs. 32.9%).

Diab & Johnston, 2004 Preventive
 screenings

ADL limitations WWD aged 50+ less likely than nondisabled
 women to have received a mammogram (p <
 .05) in 1998 data; no differences in 2000 data.
 In both years, WWD aged 50+ less likely to
 have received clinical breast exam (p < .05)
 and all WWD aged 18+ less likely to have
 received Pap test (p < .05).

Eden et al., 1995 Health services use Physical WWD visited physician (74% vs. 53.8%,
 p < .001), physiotherapist (25.2% vs. 12%,
 p < .001), and alternative caregiver (9.8% vs.
 3%, p < .01) more often than controls. No
 differences for visits with district nurse or
 inpatient care. Prescription drug use higher
 among WWD than controls (p < .001).

Emerson, 2005 Health promotion Intellectual disability WWD more likely to be inactive than
 nondisabled women (p < .001).

Graciani et al., 2004 Chronic disease;
 cancer; mental
 health/substance
 use

ADL, IADL, mobility
 and agility
 limitations

WWD had greater chronic disease than
 nondisabled women: hypertension (43.3% vs.
 20.2%), ischemic heart disease (5.7% vs. 1.7%),
 and diabetes (16.9% vs. 9.6%). WWD more
 likely to have prevalent cancer than
 nondisabled women (2.5% vs. 1.3%). WWD
 had greater depression (15.4% vs. 8.2%).

Havercamp et al., 2004 Preventive
 screenings

Intellectual disability;
 other disabilities

Women with intellectual disability more likely to
 never have had Pap test (RR, 5.3; 95% CI, 2.9–
 9.5) or mammogram (age 40+) (RR, 2.1; 95%
 CI, 1.4–3.0) than nondisabled women. Women
 with other disabilities did not significantly
 differ from nondisabled women.

Hermon et al., 2001 Chronic disease;
 cancer

Intellectual disability Mortality for WWD significantly elevated for
 diabetes (SMR = 1,125), epilepsy (SMR =
 3,995), heart/circulatory diseases (SMR = 457),
 and all causes combined (SMR = 805).
 Leukemia mortality for WWD significantly
 elevated (SMR = 1,626).

Iezzoni et al., 2000 Preventive
 screenings

Physical/mobility In adjusted analyses, WWD significantly less
 likely to have received Pap test (OR, 0.6; 95%
 CI, 0.4–0.9) or mammogram (age 50+) (OR,
 0.7; 95% CI, 0.5–0.9).

Jones & Bell, 2004 Chronic disease;
 mental health/
 substance use

Functional limitations
 including
 communication
 limitations

WWD more likely to have hypertension (41.8%
 vs. 12.1%) and diabetes (15.3% vs. 1.8%) than
 nondisabled women. WWD more likely to be
 current smokers (52.6% vs. 47.0%) and heavy
 smokers (7.0% vs. 2.1%) but less likely to be
 current drinkers (4.1% vs. 61.2) or heavy
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Study Topic Disability Outcomes

 drinkers (>7/week) (3.6% vs. 3.9%) than
 nondisabled women.

Kapell et al., 1998 Chronic disease Intellectual disability For women with Down syndrome, SMR
 significantly lower than expected for
 hypertension (0.2; 95% CI, 0.1–0.6) and
 significantly higher for thyroid disorders (10.1;
 95% CI, 6.6–14.8) and nonischemic heart
 problems (6.4; 95% CI, 4.1–9.6). For females
 with other intellectual disability, SMR
 significantly higher for heart problems (1.9;
 95% CI, 1.2–3.0) compared to NHIS.

Korten et al., 1998 Health services use ADL, hearing/visual
 limitations

ADL and visual impairment significantly
 associated with more GP visits, β(SE):
 ADL = 0.063 (0.017); visual impairment =
 0.061 (0.026).

Mandelblatt et al., 2001 Health services use Functional limitations WWD less likely to receive BCS with
 radiotherapy (more likely to receive BCS alone
 or mastectomy) and less likely to receive
 chemotherapy.

Moore & Li, 1998 Mental health/
 substance use

Various Illicit drug use higher among WWD than the
 general population. Greatest difference for
 crack use (>3x higher than general
 population).

Morgan et al., 2003 Chronic disease Intellectual disability WWD more likely to have epilepsy (age
 standardized RR, 22.4; 95% CI, 18.64–26.92).

Nosek & Howland, 1997 Preventive
 screenings

Physical WWD less likely to receive regular pelvic exams
 (67.1% vs. 72.8%) (significant for women with
 severe disabilities). No difference for
 mammograms.

Nosek & Gill, 1998 Preventive
 screenings

Functional limitations WWD were as likely to have ever had a Pap test
 but less likely to have had a recent Pap test
 (1–2 FLs: 64.8%; ≥3 FLs: 60.6%; none: 76.1%).
 WWD aged 65+ with ≥3 FLs were less likely
 to have had a mammogram ever (64.7% vs.
 73.3%) or in last 2 years (42.5% vs. 56.5%)
 than nondisabled women.

Patja et al., 2001 Cancer Intellectual disability No difference in overall rates of cancer

Rimmer et al., 1994 Mental health/
 substance use

Intellectual disability WWD less likely to smoke (0% in 16+ bed
 facility, 6.7% in group homes, 2.1% in natural
 family) than Framingham women (27%).

Roetzheim & Chirikos, 2002 Cancer Various WWD less likely to have cancer diagnosed at
 early stage (OR, 0.77; 95% CI, 0.61–0.97). No
 differences in breast cancer–specific mortality
 rates.

Schootman & Fuortes, 1999 Preventive
 screenings

ADL and IADL
 limitations

Women with severe limitations were less likely
 to have had a Pap test (65.5%) compared to
 women with some limitations (72.8%) and
 women with no limitations (78.9%). No
 differences on mammograms.

Schootman & Jeffe, 2003 Preventive
 screenings

ADL and IADL
 limitations

WWD were significantly less likely to have had a
 mammogram in the past year than
 nondisabled women (p < .001).

Schultz-Pedersen et al., 2001 Cancer Intellectual disability Cancer incidence in WWD significantly lower
 than general population (SIR, 0.15; 95% CI,
 0.0–0.9).

Stronks et al., 1997 Chronic disease Various WWD significantly more likely than employed
 women to have one or more chronic
 conditions (OR, 5.29; 95% CI, 4.02–6.97).

Sullivan et al., 2003 Cancer Intellectual disability WWD had lower incidence of breast cancer
 (SIR, 0.44; 95% CI, 0.27–0.68).

Sullivan et al., 2004 Cancer Intellectual disability Overall cancer risk in WWD not significantly
 different from general population. Higher
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 incidence of colorectal cancer (SIR, 3.10;
 95% CI, 1.42–5.88), leukemia (SIR, 4.64;
 95% CI, 2.40–8.11), and uterine cancer
 (SIR, 2.98; 95% CI, 1.29–5.87) in WWD.

Tomiak et al., 1998 Health services use Various WWD had more hospital separations (OR, 3.8),
 hospital separated days (OR, 4.5), physician
 services (OR, 1.7), physician costs (OR, 1.9),
 and nursing home entry (OR, 3.7) than
 nondisabled women.

Wyrwich & Wolinsky, 2000 Health services use ADL limitations Among inactive women, there were no
 differences between those with disabilities and
 those without.

Note. ADL = activities of daily living; BCS = breast conservation surgery; CI = confidence interval; FL = functional limitations; IADL =
instrumental activities of daily living; NHIS = National Health Interview Survey; OR = odds ratio; RR = relative risk; SIR = standardized incidence
ratio; SMR = standardized mortality ratio; WWD = women with disabilities.
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