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Objective. To examine differences in access to health care and receipt of clinical pre-
ventive services by type of disability among working-age adults with disabilities.
Data Source. Secondary analysis of Medical Expenditure Panel Survey (MEPS) data
from 2002 to 2008.
Study Design. We conducted cross-sectional logistic regression analyses comparing
people with different types of disabilities on health insurance status and type; presence
of a usual source of health care; delayed or forgone care; and receipt of dental checkups
and cancer screening.
Data Collection. We pooled annualized MEPS data files across years. Our analytic
sample consisted of adults (18–64 years) with physical, sensory, or cognitive disabilities
and nonmissing data for all variables of interest.
Principal Findings. Individuals with hearing impairment had better health care
access and receipt than people with other disability types. People with multiple types of
limitations were especially likely to have health care access problems and unmet health
care needs.
Conclusions. There are differences in health care access and receipt of preventive
care depending on what type of disability people have. More in-depth research is
needed to identify specific causes of these disparities and assess interventions to address
health care barriers for particular disability groups.
Key Words. People with disabilities, health care disparities, insurance coverage,
adult, population surveillance

Timely receipt of appropriate health care plays a key role in facilitating well-
ness, preventing injury and illness, promoting optimal recovery when injuries
and illness do occur, and managing chronic health conditions (Agency for
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Healthcare Research and Quality [AHRQ] 2012). However, not all groups in
the United States have equal access to quality health care (AHRQ 2012). A
number of studies have found health care disparities between people with and
without disabilities. Compared to those without disabilities, people with disabil-
ities report more unmet health care needs (National Organization on Disability
and Harris Interactive Inc 2004; Gulley and Altman 2008; Iezzoni, Frakt, and
Pizer 2011) and are less satisfied with the care they do receive ( Jha et al. 2002;
Iezzoni et al. 2003; Parish and Huh 2006; Gulley and Altman 2008). There are
disability-related disparities in receipt of preventive services such as cancer
screening, eye exams, and dental checkups (Chan et al. 1999, 2008; Haver-
camp, Scandlin, and Roth 2004; Ramirez et al. 2005; Chevarley et al. 2006;
Parish andHuh 2006; Yankaskas et al. 2010; Andresen et al. 2013). People with
disabilities are alsomore likely to delay health care due to cost (Chevarley et al.
2006; Lee, Hasnain-Wynia, and Lau 2012). These disparities in health care can
contribute to disparities in health status, mortality, and health-related quality of
life (McGinnis, Williams-Russo, and Knickman 2002; Drum et al. 2005; U.S.
Department of Health andHuman Services 2005).

Much of the research on disability-related disparities has analyzed data
for people with disabilities compared to those without, as the examples above
illustrate. Some of these studies have disaggregated their disability samples in
various ways (e.g., by disability type or severity), and the resulting compari-
sons of each subgroup to the nondisabled reference group imply certain differ-
ences between subgroups of people with disabilities. For example,
Havercamp, Scandlin, and Roth (2004) found that women with developmen-
tal cognitive disabilities were less likely than women without disabilities to
have ever had a mammogram, while women with other types of disabilities
did not significantly differ from the nondisabled reference group. Iezzoni,
Frakt, and Pizer (2011) compared people with upper body mobility, lower
body mobility, cognitive, vision, and hearing disabilities to a reference group
with no disabilities. They found that odds ratios for delayed or forgone care
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were highest for people with cognitive limitations. These findings suggest that
people with cognitive disabilities may experience greater disparities than
those with other types of disabilities. However, very few studies have directly
compared health care access and utilizationwithin the disability population.

The population of people with disabilities is quite heterogeneous (Iezz-
oni 2011), which raises the question of where the disparities really lie. Do peo-
ple with certain types of disabilities experience greater disparities than people
with other disability types? Ability to access and receive health care may vary
depending on the particular type of disability a person has. For example, peo-
ple with physical disabilities often encounter inaccessible doctors’ offices,
exam tables, and diagnostic equipment (Scheer et al. 2003; Iezzoni, Kilbridge,
and Park 2010; Todd and Stuifbergen 2012). Individuals who are deaf or hard
of hearing may have difficulty communicating with health care providers, par-
ticularly when appropriate interpreter services are not provided (Iezzoni et al.
2004). People who are blind or have low vision have reported problems with
receiving health care information in inaccessible formats (O’Day, Killeen, and
Iezzoni 2004). The variations in barriers experienced by people with different
types of disabilities may have important implications for receipt of needed
health care. Yet there is a scarcity of data directly comparing health care access
issues between people with different types of disabilities.

The purpose of this study was to further understand disability disparity
by examining health care access and receipt of clinical preventive services
among adults with disabilities and comparing differences by type of disability.
Disparity can be defined in a variety of ways, ranging from any difference
between groups (e.g., U.S. Department of Health and Human Services 2000)
to differences remaining after accounting for as many other factors as possible
(e.g., Vaccarino et al. 2005; Kirby, Taliaferro, and Zuvekas 2006; Lee, Has-
nai-Wynia, and Lau 2012). One widely used conceptual model was presented
in the Institute of Medicine (IOM) report, Unequal Treatment, which defined
racial health care disparities as differences in treatment not justified by under-
lying health conditions or patient preferences (Smedley, Stith, and Nelson
2003). Thus, adjustments for health and patient preferences should be made
to the extent possible in analyses of health care disparities. However, the IOM
definition does not suggest controlling for socioeconomic status (SES),
because doing so would treat important socioeconomic differences between
groups as nonexistent and therefore underestimate true disparities in access to
care (Smedley, Stith, and Nelson 2003; Gulley, Rasch, and Chan 2010).

When studying disparities impacting people with disabilities, estab-
lished approaches applied to other health disparity populations are useful so
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that findings can be interpreted within the context of existing frameworks.
Therefore, we applied the IOM model in our examination of disparities
related to disability type. People with disabilities who have more health prob-
lems (i.e., high levels of need for health care) may interact with the health care
system on a more regular basis than individuals with disabilities who have less
complex health care needs. The IOM model takes these differences into
account. On the other hand, because the IOMmodel does not adjust for SES,
we expected to see higher levels of health care access and utilization in disabil-
ity type groups with higher average income. Specifically, based on our preli-
minary descriptive analyses and prior research on SES differences between
disability groups (Erickson, Lee, and von Schrader 2012), we anticipated that
(1) people with hearing impairments would have the fewest access problems
and unmet needs; and (2) people with cognitive disabilities or more than one
type of disability would have the worst access and most unmet health care
needs. Furthermore, because the barriers experienced by people with vision
impairment are related in large part to communication of information (O’Day,
Killeen, and Iezzoni 2004), we hypothesized that this group would be fairly
similar to people with hearing impairment. People with physical disabilities
are likely to encounter problems with physically inaccessible health care
buildings and offices, inaccessible exam equipment, and inadequate training
or equipment for safely transferring patients to exam tables (Iezzoni, Kil-
bridge, and Park 2010). Therefore, we expected that people with physical dis-
abilities would have relatively high levels of unmet health care needs.

METHODS

Decisions regarding definitions, research design, and analysis methods were
guided by the Expert Panel on Disability and Health Disparities, a national
advisory group convened for this project. The six-member panel included
highly experienced disability and health researchers with extensive back-
ground in epidemiology, medicine, health services research, and the lived
experience of disability.

Data Source

We pooled 2002–2008 full-year consolidated files from the Medical Expendi-
ture Panel Survey (MEPS) Household Component to create our analytic data-
set. Recommendations for preventive services were consistent for these years,
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as described below. The MEPS is conducted by the AHRQ and collects com-
prehensive information on demographic characteristics, health care utiliza-
tion, quality of care, health care expenditures, sources of payment, and health
insurance coverage. TheMEPS employs multistage stratified sampling to pro-
vide a nationally representative sample of the U.S. community-dwelling popu-
lation. The MEPS over-samples subgroups of persons who are Hispanic,
African American, Asian, and of low-income status to increase the precision
of estimates for these groups. The household component has an overlapping
panel design, in which a new panel of sample households is selected each year
from the National Health Interview Survey sample for the previous year
(Ezzati-Rice, Rohde, and Greenblatt 2008; Cohen, Cohen, and Banthin
2009). For each panel, data are collected through five in-person interviews,
providing data over a 2-year period. AHRQ creates full-year consolidated
files that include data from two consecutive panels, weighted to provide annu-
alized U.S. population estimates. For this study, we conducted cross-sectional
analyses of pooled annual data files.

Sample

Our analytic sample within the pooled dataset consisted of working-age adults
with disabilities. Because health care access issues differ for adults age 65 and
older, almost all of whom have Medicare, we focused specifically on adults
aged 18–64 years. We defined presence of disability based on an affirmative
response to one or more items reflecting difficulty with basic actions (Altman
and Bernstein 2008). These included any limitation in physical functions such
as walking, lifting, standing, bending, reaching, or grasping; cognitive limita-
tions such as confusion or memory loss or difficulty making decisions; and
any degree of difficulty with vision or hearing (see Appendix SA2). Of the
overall sample, 133,368 were working-age adults and 26,090 were working-
age adults with disabilities (weighted disability prevalence among working-
age adults = 17.9 percent). We excluded 320 people who were insured all year
but part of the time was with private insurance and part was with public insur-
ance. In exploratory analyses, this group did not follow patterns similar to any
of the other insurance status/types groups but was too small to analyze sepa-
rately. Therefore, the Expert Panel decision was to exclude these individuals.
Similarly, we excluded a small group (n = 428) of individuals who were
underweight (body mass index [BMI] < 18.5). From the remaining sample,
we included in our analyses 24,141 individuals with no missing data on
our variables of interest (see Figure 1). When weighted to reflect the larger
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population, our sample represented a total of 32,869,479 adults with disabili-
ties, including 4,934,859 with hearing limitations, 5,088,305 with vision limi-
tations, 11,424,262 with physical limitations, 2,221,171 with cognitive
limitations, and 9,200,882 with multiple types of limitations. Within our ana-
lytic sample, we identified three subsamples for analyses regarding cancer
screening. There were 13,375 women age 18 years or older (analyzed for
receipt of Pap test), 9,951 women 40 years of age or older (analyzed for receipt
of mammogram), and 11,506 men and women 50 years of age or older (ana-
lyzed for receipt of colorectal cancer screening).

Measures

Dependent Variables. We used three variables to assess access to health care.
The first variable combined presence and type of health insurance. The
categories were (1) privately insured all year; (2) publicly insured all year;
(3) uninsured part of the year and either privately or publicly insured the
remainder; and (4) uninsured all year. “Privately insured all year” served as

228,365
Total MEPS sample

94,997
<18 or ≥65 years of age

133,368
18 to <65 years of age

26,090
With disabilities

320
Privately insured part 
of year and publicly 
insured part of year

25,770
All other insurance types

25,342
BMI >18.5

1,201
Missing data

24,141
Analytic sample

428
BMI ≤18.5

107,278
Without disabilities

Figure 1: Analytic Sample Selection Process — Medical Expenditure Panel
Survey Household Component, 2002–2008
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the reference category against which all other categories were compared in
multinomial logistic regression. The second variable was whether or not the
individual reported having a usual source of medical care (yes/no). A follow-
up question asked those who answered yes what their source of care was. If the
emergency department was the usual source of care, we recoded respondents
as having no usual source of medical care. Third, we created a composite vari-
able to indicate whether individuals had not received or were delayed in
receiving medical or dental care or prescription medications in the last
12 months (yes/no). Exploratory analyses examined delayed and forgone
care separately for each of the three types of health care service; because pat-
terns were similar across these variables, we combined them into the compos-
ite variable.

We analyzed four variables focused on receipt of preventive care. These
variables included the following: dental checkup (≥1 per year vs. less often or
never), Pap smear for women (within past 3 years or not), mammogram for
women age 40 years and older (within past 2 years or not), and colorectal can-
cer screening for men and women age 50 years and older (ever received blood
stool test, sigmoidoscopy, or colonoscopy). We coded cancer screening vari-
ables according to U.S. Preventive Services Task Force recommendations that
were in effect at the time data were collected (i.e., prior to the 2009 change in
breast cancer screening recommendations [U.S. Preventative Services Task
Force 2009]).

Primary Independent Variable. We created a single variable indicating type of
disability with the following categories: (1) hearing impairment only; (2)
vision impairment only; (3) limitation in physical function only; (4) cognitive
limitation only; and (5) more than one type of limitation. These categories are
congruent with broad functional categories used in the International Classifi-
cation of Functioning, Disability and Health (World Health Organization
2001). See Appendix SA2 for details of how each disability type was defined.
As noted above, we hypothesized that the hearing impairment group would
have the fewest problems; therefore, we selected this group as our reference
category for all analyses.

Covariates. The demographic and health-related covariates that we controlled
for were as follows: race/ethnicity (non-Hispanic white, non-Hispanic Black,
Hispanic, non-Hispanic American Indian/Alaskan Native, non-Hispanic
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Asian/Native Hawaiian/Pacific Islander, or non-Hispanic multiple races),
gender, age, perceived physical and mental health (excellent, very good,
good, fair, or poor), body mass index (BMI: 18.5–<25, 25–<30, 30–<40, or 40
and higher), diabetes (yes or no), arthritis (yes or no), stroke (yes or no), cardio-
vascular disease (yes or no), and lung disease (yes or no). We also included a
covariate nominated by our Expert Panel to provide additional information
about disability: complex activity limitation (yes or no). Complex activity lim-
itation is defined as limitations in ability to participate in social role and self-
care activities (Altman and Bernstein 2008), and it was based on responses to
MEPS items about needing assistance with activities of daily living or instru-
mental activities of daily living, and limitations in work, housework, social, or
recreational activities (see Appendix SA2).

Statistical Analysis

To implement the IOM definition of health care disparities, we controlled for
needs variables (health status and medical conditions) as well as demographic
variables closely associated with health and health care use: age, race/ethnic-
ity, and gender (Lê Cook, McGuire, and Zaslavsky 2012). Our models also
controlled for presence or absence of complex activity limitation. We per-
formed binomial and multinomial logistic regression using Stata version 12.0
to account for the complex survey design of MEPS (StataCorp 2011). Taylor
series linearization was employed for variance estimation. We used a signifi-
cance level of <0.05 and 95 percent confidence intervals (CI) for all analyses.

RESULTS

The majority of individuals in the sample of working-age people with disabili-
ties were non-Hispanic white and over the age of 40 years (see Table 1). Over
half of the sample had private health insurance (Table 2). Nearly half had
received less than one dental checkup per year. Among those 50 years or
older, a large percentage had never received colorectal cancer screening.

Results of the multinomial model of health insurance are shown in
Table 3. While adjusting for covariates, those with cognitive disabilities or more
than one type of disability were significantly more likely than the reference
group (those with hearing impairment only) to be publicly insured all year,
uninsured part of the year, or uninsured all year. Those with vision impairment
were more likely to be uninsured part of the year or uninsured all year, and
those with physical disabilities were more likely to be uninsured all year.
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There were several statistically significant associations for the remaining
health care access variables and for receipt of clinical preventive services
(Table 4). Those with vision impairment were more likely than the reference

Table 1: Demographic and Health Characteristics of Medical Expenditure
Panel Survey Household Component 2002–2008 Adults Aged 18–64 Years
with Disabilities

Characteristic N (Weighted%)

Race/ethnicity*
White 14,521 (72.7)
Black 4,183 (12.1)
Hispanic 4,045 (9.6)
American Indian/AlaskanNative 196 (0.8)
Asian/Native Hawaiian/Pacific Islander 650 (2.6)
Multiple races 546 (2.2)
Women 13,660 (52.4)

Age (years)
18–29 2,724 (11.9)
30–39 3,380 (13.5)
40–49 6,380 (26.3)
50–59 8,133 (33.5)
60–64 3,524 (14.8)

Perceived physical health status
Excellent 2,463 (12.2)
Very good 4,859 (23.0)
Good 7,356 (31.1)
Fair 6,012 (21.9)
Poor 3,451 (11.8)

Perceivedmental health status
Excellent 5,666 (26.0)
Very good 5,611 (25.4)
Good 7,738 (30.6)
Fair 3,853 (13.6)
Poor 1,273 (4.4)

Adult bodymass index
18.5–<25 6,470 (28.3)
25–<30 7,567 (32.2)
30–<40 7,781 (31.0)
≥40 2,323 (8.5)

Diabetes 3,621 (13.0)
Arthritis 9,740 (39.2)
Stroke 1,213 (4.3)
Cardiovascular disease 3,846 (15.5)
Lung disease 4,311 (17.1)
Total 24,141 (100)

*Except for Hispanic, all categories are ethnically non-Hispanic.
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group to report no usual source of care, delayed or forgone care, less than one
dental checkup per year, and never having had colorectal screening. Individu-
als with physical disabilities had greater odds of reporting delayed or forgone
care as well as no colorectal screening. No usual source of care, delayed or for-
gone care, less than one dental checkup per year, and more than 2 years since
last mammogram were all more likely among people with multiple limita-
tions. People with cognitive limitations had higher odds of never having had
colorectal screening.

DISCUSSION

Our hypotheses regarding health care disparities by type of disability were
partially supported. As we hypothesized, people in cognitive, physical, and
multiple disability type groups were more likely to have problems with health
care access and receipt of preventive services and other needed care. People
with multiple types of limitations appeared especially vulnerable with regard
to both health care access and receipt of health care. People with cognitive dis-
abilities had significantly poorer access to health insurance than the hearing
impairment reference group and were the group least likely to have received
colorectal cancer screening. People with physical disabilities also had reduced
odds of colorectal cancer screening, as well as increased odds of delaying or
forgoing needed care. However, contrary with our expectations, people with
vision impairment were not similar to those with hearing impairment. In fact,
people with vision impairment had elevated odds of experiencing more types
of unmet need than any other group except those with multiple types of dis-
abilities. The high number of health care disparities experienced by people
with vision impairment suggests that the communication and other barriers
faced by people with vision impairment (O’Day, Killeen, and Iezzoni 2004)
may interfere with their ability to establish a usual source of care and obtain
needed care on a timely basis.

Based on prior findings about barriers to care for people with physical
disabilities (e.g., Iezzoni, Kilbridge, and Park 2010; Story, Kailes, and Mac-
Donald 2010), we suspect the unmet needs we observed for this group were
also related to environmental barriers. The impacts of such barriers might
have been even more apparent had we not controlled for complexity
(i.e., severity) of disability (Iezzoni, Frakt, and Pizer 2011). Similarly, for peo-
ple with more than one type of disability, disparities in having a usual source
of care and receiving needed care may be related to greater environmental
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barriers experienced by people with multiple disabilities. Yankaskas et al.
(2010) surveyed women with vision, hearing, physical, or multiple disabilities
on reasons for not returning for regular mammograms. They found that
women with multiple limitations were much more likely to report problems
with transportation, parking, and accessibility of health care facilities, as well
as lack of a physician recommendation for screening. Unfortunately, we were
not able to explore these barriers directly in our analyses. Although MEPS
contains data on reasons for forgoing or delaying some types of care, the list of
reasons does not address accessibility and attitudinal barriers faced by many
people with disabilities. Further work to identify and reduce health care barri-
ers encountered by people with specific types or combinations of disabilities is
a key component of eliminating disability-related health disparities.

Our findings highlight noteworthy differences between people with dif-
ferent types of disabilities. The magnitude of most of our significant effects

Table 3: Health Insurance by Disability Type among Adults Aged 18–64
Years with Disabilities in the Medical Expenditure Panel Survey Household
Component 2002–2008*

Outcome Disability Type

Results†

AOR‡ 95%CI p

Publicly insured all year Hearing Reference
Vision 0.90 0.71, 1.14 .38
Physical 0.89 0.70, 1.12 .32
Cognitive 2.45 1.85, 3.24 <.01
>One 1.51 1.21, 1.90 <.01

Uninsured part of the year§ Hearing Reference
Vision 1.37 1.13, 1.65 <.01
Physical 1.16 0.96, 1.39 .12
Cognitive 1.80 1.40, 2.30 <.01
>One 1.42 1.15, 1.77 <.01

Uninsured all year Hearing Reference
Vision 1.58 1.30, 1.91 <.01
Physical 1.33 1.12, 1.59 <.01
Cognitive 1.64 1.27, 2.11 <.01
>One 1.85 1.55, 2.21 <.01

*The category “privately insured all year” served as the base group in multinomial logistic
regression.
†IOM models were adjusted for perceived physical and mental health status, body mass index,
diabetes, arthritis, stroke, cardiovascular disease, lung disease, gender, age, race/ethnicity, and
complex activity limitation.
‡Adjusted odds ratio (AOR) 95% confidence interval (CI) and p-value for variable by multinomial
logistic regressionmodel.
§Uninsured part of the year and privately or publicly insured the rest of the year.
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Table 4: Health Care Access and Utilization Outcomes among Adults Aged
18–64 Years with Disabilities in the Medical Expenditure Panel Survey
Household Component 2002–2008

Outcome Disability Type

Results*

AOR† 95%CI p

No usual source of care Hearing Reference
Vision 1.37 1.17, 1.61 <.01
Physical 1.16 1.00, 1.35 .05
Cognitive 1.19 0.97, 1.46 .10
>One 1.34 1.14, 1.57 <.01

Delayed or forgonemedical
or dental care or prescription

Hearing Reference
Vision 1.69 1.43, 1.99 <.01
Physical 1.35 1.17, 1.56 <.01
Cognitive 1.13 0.93, 1.37 .23
>One 2.39 2.04, 2.79 <.01

Less than one dental
checkup per year

Hearing Reference
Vision 1.38 1.21, 1.58 <.01
Physical 1.11 0.98, 1.25 .09
Cognitive 1.10 0.94, 1.29 .24
>One 1.44 1.27, 1.64 <.01

More than 2 years since
last mammogram, or never‡

Hearing Reference
Vision 1.24 0.95, 1.62 .11
Physical 0.97 0.75, 1.24 .79
Cognitive 1.36 0.97, 1.91 .08
>One 1.30 1.02, 1.67 .03

More than 3 years since
last pap test, or never§

Hearing Reference
Vision 0.91 0.70, 1.19 .50
Physical 0.79 0.62, 1.01 .06
Cognitive 1.17 0.82, 1.67 .38
>One 1.02 0.80, 1.31 .86

Never had colonoscopy,
sigmoidoscopy, or blood stool test¶

Hearing Reference
Vision 1.55 1.27, 1.89 <.01
Physical 1.19 1.01, 1.40 .04
Cognitive 1.66 1.26, 2.17 <.01
>One 1.16 0.98, 1.38 .09

*Models were adjusted for perceived physical andmental health status, bodymass index, diabetes,
arthritis, stroke, cardiovascular disease, lung disease, gender, age, race/ethnicity, and complex
activity limitation.
†Adjusted odds ratio (AOR) 95% confidence interval (CI) and p-value for variable by logistic
regressionmodel.
‡Only women 40 years and older were included (n = 9,997).
§Only women were included (n = 13,504).
¶Onlymen and women 50 years and older were included (n = 11,534).
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was modest. Yet, even relatively small effects are indicative of impacts for sub-
stantial numbers of people when considered at the population level. For exam-
ple, we found an odds ratio of 1.37 for people with vision impairment not
having a usual source of care. The weighted percentages of people with hear-
ing impairment only and with visual impairment only who did not have a
usual source of care were 19.1 and 26.7 percent, respectively (see Table 2). If
there were no disparity in usual source of care between these groups, the per-
centages should be equal or close to equal. Given our total weighted count of
5,088,305 people with vision impairment, the observed 7.6 percentage point
difference from the reference group in having no usual source of care corre-
sponds to a weighted count of 386,711 additional people with visual impair-
ment who do not have a usual source of care. In other words, nearly 400,000
more people with vision impairment are without a usual source of care than
would be expected if the odds ratio had been 1.0. The subgroup differences
we identified suggest that type of disability is important to consider when
developing and implementing interventions to reduce health care disparities.
Interventions can be targeted to the most critical needs of specific disability
groups rather than taking a one-size-fits-all approach. However, there were
some inconsistent patterns in our results. For example, while people with cog-
nitive disabilities had relatively high odds of being uninsured, they did not dif-
fer significantly from the reference group in having a usual source of care or
having unmet health care needs, with the exception of colorectal cancer
screening. Additional research is needed to better understand these patterns,
and the full range of factors that may contribute to or protect against unmet
needs.

All of our findings must be placed in the context of current and impend-
ing changes in the U.S. health care system, which may help address some of
the disparities we observed. Public Law 111-148, the Patient Protection and
Affordable Care Act (ACA), forbids denial of insurance coverage to individu-
als with pre-existing conditions and prohibits rescinding coverage after a per-
son acquires a new condition. People with disabilities will therefore have
greater access to affordable health insurance than has previously been the
case. Furthermore, Medicaid coverage will be expanded to cover more peo-
ple, at least in some states. Many people with disabilities are already eligible
for public insurance based on their disability, but substantial numbers remain
uninsured. Increased coverage, particularly in states participating in Medicaid
expansion, should reduce the extent to which lack of health insurance is a bar-
rier to getting health care. These transitions create an exciting opportunity for
future research to study the impacts of expanded coverage and evaluate how
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health care access and receipt may change from the results reported here. Due
to anticipated differences by state, much of the research in this area may need
to be conducted at a state, rather than national, level. When national studies
are conducted, they will need to take into account state health care policy vari-
ations to the extent possible. Thus, data sources that facilitate state-level analy-
ses will be especially useful for future research.

Other important changes under the ACA include mandated coverage of
preventive care and elimination of caps on benefits, both of which will
improve ability to afford needed care. Of particular relevance to people with
disabilities, Section 5307 of the ACA calls for educating health care profes-
sionals on working with individuals with disabilities. It is important that any
such training efforts address issues related to lack of respect and communica-
tion problems particularly noted by people with vision impairments (O’Day,
Killeen, and Iezzoni 2004), as well as working with people with cognitive
impairments who may have low health literacy (Iezzoni, Frakt, and Pizer
2011). Training is also needed on logistical issues (e.g., clinic accessibility;
transferring and positioning) associated with providing exams to people with
physical disabilities. Requirements in Section 4203 of the ACA pertaining to
accessible exam equipment may further reduce physical access barriers.
Ongoing research is needed to assess possible reductions in disparities as these
components of the ACA are implemented. Based on our findings, it will be
important to analyze disparities separately for people with different types of
disabilities in addition to considering overall trends for people with
disabilities.

Limitations

The MEPS is a rich source of population-based data on health care use.
The household survey does have limitations in that data on receipt of clin-
ical preventive services are based on respondent report rather than medi-
cal records. As such, the data are subject to possible errors in respondent
memory, particularly with regard to how recently a screening or vaccina-
tion was received (Rauscher et al. 2008; Cronin et al. 2009). In addition,
the cross-sectional nature of our analyses does not allow determinations of
cause and effect. Our analyses do not elucidate whether a given type of
disability preceded problems with access to or receipt of health care. Some
disabilities could have arisen after a long history of substandard health
care, but the MEPS does not provide data on such long-term patterns.
Our analyses utilized data from 2002 to 2008. Although data from 2009
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to 2010 are also now available, we did not include them because U.S. Pre-
ventive Services Task Force recommendations regarding mammography
receipt changed in 2009 (U.S. Preventative Services Task Force 2009) and
there are not yet sufficient data to analyze compliance with the updated
recommendations by disability type. For consistency, we also limited our
analyses of other health care access variables to the 2002–2008 period. As
additional years of data become available, future studies should revisit our
analyses. There may also be potential for considering secular trends across
time, particularly after key provisions of the ACA take effect.

CONCLUSIONS

Prior research has established disparities between people with and without dis-
abilities with regard to access to health care and receipt of clinical preventive
services. However, the population of people with disabilities is quite heteroge-
neous. People with different types of disabilities may encounter differing barri-
ers to health care. Our findings indicate that working-age adults with vision
impairment or with multiple types of limitations are at especially high risk of
having reduced access to health care and unmet needs for clinical preventive
services and other health care. People with cognitive or physical disabilities
also experienced significant disparities in access to health insurance and/or
receipt of health care. Further andmore in-depth research is needed to identify
the specific causes of these disparities and develop interventions to address the
barriers faced by these particularly vulnerable groups.
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SUPPORTING INFORMATION

Additional supporting information may be found in the online version of this
article:

Appendix SA1: AuthorMatrix.
Appendix SA2: Operational Definitions of Disability Types — Medical

Expenditure Panel Survey Household Component 2002–2008.
Appendix SA3: Operational Definition of Complex Activity Limitation

—Medical Expenditure Panel Survey Household Component 2002–2008.
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