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ABSTRACT
People with disabilities constitute a marginalized population who experience significant health care disparities
resulting from structural, socioeconomic, and attitudinal barriers to accessing health care. It has been reported
that education on the care of marginalized groups helps to improve awareness, patient–provider rapport, and
patient satisfaction. Yet, emergency medicine (EM) residency education on care for people with disabilities may
be lacking. The goal of this paper is to review the current state of health care for patients with disabilities, review
the current state of undergraduate and graduate medical education on the care of patients with disabilities, and
provide suggestions for an improved EM residency curriculum that includes education on the care for patients
with disabilities.

In the United States, disability is common, affecting
approximately 61 million people or one in four

(26%) people.1 Yet according to a report by the Office
of the Surgeon General in 2005, the U.S. health care
system is insufficiently prepared to recognize and
address the needs of people with disabilities.2 The
causes of this are multifactorial, but one critical factor
is a lack of structured, specific, and consistent training
on caring for patients with disabilities in medical
school and residency.3

CALL TO ACTION

We are an interested group of EM physicians, resi-
dents, and medical students with a passion for educa-
tion on caring for patients with disabilities.
Collectively, we have experience and expertise in
designing curriculum regarding diversity and inclusion,
specifically including disability, as well as personal life

experiences with adversity and disabilities. As mem-
bers of the Accommodations Committee of the Acad-
emy for Diversity and Inclusion in Emergency
Medicine (ADIEM), a subgroup of the Society for Aca-
demic Emergency Medicine (SAEM), we are dedicated
to addressing the challenge of insufficient graduate
medical education on caring for patients with disabili-
ties in the emergency department (ED) and advocate
for EM residency curricular reform to ameliorate the
provider knowledge gaps that can perpetuate barriers
to equitable care for this group.

CURRENT STATE OF HEALTH CARE FOR
INDIVIDUALS WITH DISABILITIES

People with disabilities are a diverse group with a wide
variety of impairments or challenges and, thus, a vari-
ety of needs. The visibility and degree of these disabili-
ties varies widely, with some being apparent (such as
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visual impairment) and others being invisible unless
they are disclosed (such as learning disability or hear-
ing loss). Regardless of visibility, those with disabilities
are likely to be adversely affected.4–8 Many providers
are familiar with the Americans with Disabilities Act
(ADA) definition of a legal disability as someone with
a physical or mental impairment that limits one or
more major life activities. This includes people who
have a record of such an impairment, even if they do
not currently have or identify with the disability, to
include all who need to be protected under the law.9

For instance, a parent or physician of a young child
with hearing loss may identify the child as having a
disability at a young age to qualify for certain services
to aid in development and function; however, as the
child matures into adulthood, he or she may no
longer identify as having a disability. It is important
for all health care providers practicing in the United
States to have a general understanding of the ADA
and the applications of its provisions to health care
noted in Table 1.9,10 Most relevant are Titles II and
III of the ADA, which require that medical providers
afford individuals with disabilities full and equal access
to their health care services and facilities, including
making reasonable modifications to policies, practices,
and procedures to allow full access.9,10

In contrast to the legal model of disability described
by the ADA, an alternative framework of disability
that may be less familiar to EM physicians is the
World Health Organization (WHO) International
Classification of Functioning (ICF). This framework
describes disability with regard to functioning within
society, covering impairments, activity limitations, and
participation restrictions.11,12 The ICF states that dis-
ability results from the interaction of the person’s

body with the social and physical environment in
which the person lives11,12 (see Figure 1).
The emphasis of the ICF on the experience of the

person with a disability in society is rooted in the
social model of disability, which states that people are
disabled by the way society or the environment is orga-
nized, rather than by their individual impairments or
differences. This environment includes both the physi-
cal environment and the social norms and structures
that can either create or limit access for individuals
with disabilities. The social model focuses on remov-
ing barriers that restrict independence and freedom.13

In contrast, most health care providers traditionally
utilize the medical model of disability, focusing on a
person’s impairments or differences and trying to
“fix’’ them, rather than on what the person needs to
function in society. The medical model commonly
conflates disability with disease and illness, when in
fact they are distinct entities.13,14

When using the medical model of disability in prac-
tice, a provider often focuses only on what is different
about the patient from the general population, a term
known as “othering.” Othering is formally defined as
identifying and labeling those who are thought to be
different from the mainstream population.14,15 By
referring to groups as “other” or practicing within this
construct, one can unintentionally amplify the differ-
ence between groups and perpetuate marginalization.
Othering has been associated with increased comor-
bidities such as hypertension, mental health problems,
and shorter life expectancy.16–19 The reason for this
practice is likely multifactorial but may be fueled by a
lack of provider education and training in caring for
patients with disabilities or for those who require
accommodations, leading to limited provider social

Table 1
Relevant Disability Laws

Americans with Disabilities
Act of 1990 (ADA)
https://www.ada.gov/pubs/
adastatute08.htm

Federal civil rights law that prohibits discrimination against individuals with disabilities in everyday
activities, including medical services.
Title I covers employment: requires employers to provide reasonable accommodations to qualified
applicants or employees. A “reasonable accommodation” is a change that accommodates
employees with disabilities so they can do the job without causing the employer “undue
hardship” (too much difficulty or expense).
The ADA requires access tomedical care services and the facilities where the services are provided
(Title II and III) and sets requirements for new construction of and alterations to buildings and
facilities, including health care facilities.
Title II covers public entities: public hospitals and clinics and medical offices operated by state
and local governments: https://www.ada.gov/regs2010/titleII_2010/titleII_2010_regulations.htm
Title III covers private hospitals or medical offices as places of public accommodations:
https://www.ada.gov/regs2010/titleIII_2010/titleIII_2010_regulations.htm

Section 504 https://www2.ed.gov/
policy/speced/leg/rehab/
rehabilitation-act-of-1973-ame
nded-by-wioa.pdf

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.
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and cultural awareness. A shift by health care provi-
ders to understanding and incorporating the ICF and
the social model of disability is a vital first step to
improving access for individuals with disabilities.
There is clear evidence that people with disabilities

are a vulnerable and often unrecognized health dispar-
ity population.5 Despite often having greater health
care needs than the general population, people with
disabilities experience significant barriers to accessing
and obtaining health care (see Table 2) and have
greater dissatisfaction with the care they do receive
when compared to those without disabilities.8,20

One study demonstrated that patients with disabili-
ties were more likely than those without disabilities to
feel that the doctor did not listen to them, did not
involve them in the treatment plan, and did not ade-
quately explain treatments.21 The negative attitudes of
health care providers and use of outdated terms is dis-
couraging and remains a significant barrier to effective
care for patients with disabilities.3,22,23 Additionally,
adults with disabilities are substantially more likely to
categorize their health as fair or poor (40.3%) when
compared to those without disabilities (9.9%) and are
more likely to delay seeking health care due to
cost.24,25 Physical accessibility also remains a signifi-
cant challenge, as evidenced by a study in California

demonstrating that out of a sample of 2,400 primary
care clinics in California, more than half lacked full
physical accessibility.26

Rates of and risk factors for many chronic diseases
are higher for patients with disabilities than the gen-
eral population, including obesity, smoking, hyperten-
sion, and cardiovascular disease.24,27,28 Despite these
increased risks, patients with disabilities are less likely
to receive needed preventive care.27,29,30 For example,
women with physical disabilities are less likely to
receive mammograms and Pap smears when compared
with able-bodied peers.24,28

Patients With Disabilities in the ED
Of specific interest to the field of EM, people with dis-
abilities are significantly more likely to be victims of
violent crimes than those without disabilities, includ-
ing increased rates of rape and sexual assault as well
as increased rates of intimate partner violence.31,32

Emergency-preparedness is another issue of disparity,
as those with disabilities and their caregivers are less
likely to evacuate in case of natural disaster, as evi-
denced during Hurricane Katrina.33

Moreover, studies have demonstrated that individu-
als with disabilities present to the ED at a dispropor-
tionately higher rate than individuals without

Figure 1. Applications of the ICF framework. Body functions are physiological functions of body systems (including psychological func-
tions). Body structures are anatomic parts of the body such as organs, limbs, and their components. Impairments are problems in body
function or structure such as a significant deviation or loss. Activity is the execution of a task or action by an individual. Participation is
involvement in a life situation. Activity limitations are difficulties an individual may have in executing activities. Participation restrictions are
problems an individual may experience in involvement in life situations. Environmental factors make up the physical, social, and attitudinal
environment in which people live and conduct their lives. © Copyright World Health Organization (WHO), 2020. All Rights Reserved. Image
accessed on February 26, 2019: http://origin.who.int/hrh/news/2014/hrh_icf_framework/en/. ICF = International Classification of Functioning.

452 ROTOLI et al. • EM RESIDENT EDUCATION ON CARING FOR PATIENTS WITH DISABILITIES

http://origin.who.int/hrh/news/2014/hrh_icf_framework/en/


disabilities. A study in 2013 revealed that while 17%
of working adults ages 18 to 65 identified as having a
disability, this population accounted for 40% of
annual ED visits.34 In 2018, another study in Korea
found that individuals with disabilities were twice as
likely to visit the ED.35 Factors that may contribute to
increased use of the ED include disability status, com-
plexity of the individual’s health profile, and a lack of
access to regular medical care (including prescription
drug medications).34 Given the reported rates of
increased ED use in patients with a disability, most
EM physicians will encounter individuals with disabili-
ties on a regular basis; thus, it is logical to suggest that

EM providers could benefit from more comprehensive
training and preparation in order to care for this pop-
ulation.

CURRENT STATE OF EDUCATION ON
CARE FOR PEOPLE WITH DISABILITIES

Undergraduate Medical Education
Many medical students report little to no awareness of
the ADA of 1990 as well as minimal experience with
people with disabilities.36 There is a lack of formal
and standardized education on caring for patients with
disabilities in most U.S. medical schools. Much of the

Table 2
Barriers for Individuals With Disabilities When Interacting With Health Care System

Types of Barriers Examples

Attitudinal barriers • Physician assumes a patient’s quality of life is poor; doesn’t advocate for patient as much as a
person without a disability.

• Physician assumes a patient in a wheelchair is not sexually active; does not take a sexual history or
perform appropriate tests.

• Physician assumes the patient’s disability is the reason for the visit; patient does not receive help for
their chief complaint.

• Physician speaks about disability inappropriately in front of patient (e.g., disability is a personal
tragedy, lack of ability to contribute to society, needs to be cured or prevented), leading to poor
physician–patient rapport, and patient may feel uncomfortable disclosing fully their needs.

• Physician assumes patient is noncompliant, rather than inquiring about societal barriers.

Communication barriers • A patient with a visual disability is unable to read their aftervisit summary.
• A patient who utilizes a screen reader is not able to read a clinic website to make an appointment

because it is not screen reader capable.
• A patient who is deaf and uses sign language misses their name while in the waiting room because

the front desk calls out names and does not utilize a visual form of communication.
• A patient with an intellectual disability is unable to understand the instructions from their physician

because of the use of technical language, long sentences, and words with many syllables.
• A patient who is nonverbal is not provided with alternative means of communication to elicit a

history or is unable to call back their physician using a phone.
• A patient does not understand the procedure they are undergoing because accommodations were

not provided during informed consent.

Physical barriers • A patient in a wheelchair comes for a routine mammogram and cannot receive the test because the
mammography equipment requires the patient to stand.

• A clinic is unable to obtain a weight for a patient because they do not have a scale that
accommodates wheelchairs.

• A patient who uses a wheelchair has to wait for hours in the ED to be seen for a minor complaint
because a “Fast Track” area utilizes only nonadjustable exam tables and not gurneys.

Policy barriers • A patient with a disability is denied an appointment because a clinic does not have the equipment to
allow for a safe transfer from a wheelchair to exam table, which is illegal under the Americans with
Disabilities Act.

• A qualified patient with a disability is denied participation in a federally funded program.

Programmatic barriers • A patient with a physical disability is scheduled for a specific time in the accessible examination
room, only to find the examination room is being utilized for a patient without a disability.

• A physician is unable to schedule sufficient time to see a patient with communication challenges
who needs extra time to state their needs.

• A patient needs to disclose their disability and ask for accommodations at each health care
encounter as well as multiple times within an encounter (e.g., to medical assistant, nurse, physician)
due to lack of notification system that would notify health care providers of needed
accommodations.

Social Barriers • A patient with a disability is less likely to be employed and more likely to struggle with the cost of
getting the healthcare services they need

• A patient with a disability is more likely to experience both physical and sexual violence than a
patient without disabilities

Transportation barriers • A patient arrives late to an appointment because their government rideshare program was late to
pick them up, and the clinic will not see the patient due to late arrival.

• A patient who uses a power wheelchair is being discharged home from the ED but no rideshares are
available after hours, so the patient must stay overnight in the ED.

• Lack of access to accessible or convenient transport.

Adapted from CDC Disability Barriers to Inclusion: https://www.cdc.gov/ncbddd/disabilityandhealth/disability-barriers.html
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learning in this domain comes from clinical experi-
ences involving interacting with patients with disabili-
ties.37 Of the schools surveyed in the AAMC
curriculum inventory in 2015 to 2016, only 23 of 134
schools explicitly addressed disability in their curricu-
lum.38

There are a few medical schools that have incorpo-
rated caring for patients with disabilities into their
curricula. Some institutions do so through a variety
of formats including traditional lectures, didactic
teaching, objective structured clinical examinations,
and use of standardized patients with disabilities (or
acting disabilities); however, there are very few that
incorporate a longitudinal and integrated disability-
based education.39–41 One example of an institution
that utilizes a longitudinal curriculum to integrate dis-
ability education throughout the 4 years of medical
school is Jacobs School of Medicine and Biomedical
Sciences at the State University of New York at Buf-
falo. Their disability education is a part of the core
curriculum via lectures, small-group sessions with fam-
ilies and patients with disabilities, standardized patient
interactions with patients with disabilities, and didac-
tic and clinical training during family medicine and
internal medicine clerkships. Students also have the
opportunity to participate in elective experiences, such
as a family medicine research internship related to
health care for individuals with disabilities and an
elective on primary care for patients with disabili-
ties.37,41 Tufts Medical School and the University of
South Carolina have also incorporated the use of
standardized patients with disabilities (or acting dis-
abilities) into their undergraduate medical curricu-
lum.41 The University of Rochester School of
Medicine and Dentistry incorporates a Deaf health
day, largely led by the local Deaf community, where
medical students spend the day in simulations of
what it is like to navigate the health care field as a
Deaf American Sign Language (ASL) user.42

Although these are distinct institutions with a wide
variety of educational strategies regarding patients with
disabilities, shared commonalities of these programs
exist including improving communication, developing
specific competencies, learning how to partner with
the patient, and learning how to dissociate patients’
disabilities from their capacity to be good sources of
information.36 Despite the relative lack of standard-
ized, widespread curricula in medical schools across
the United States, education on caring for patients
with disabilities seems to be an effective way to

improve students’ knowledge, skills, and self-reported
attitudes about caring for such patients.37,43,44

Graduate Medical Education
The Accreditation Council of Graduate Medical Edu-
cation (ACGME) requires that residents demonstrate
competence in respect and responsiveness to diverse
patient populations, including but not limited to diver-
sity in sex, age, culture, race, religion, disabilities,
national origin, socioeconomic status, and sexual ori-
entation as part of their core requirements.45 However,
there are no specific curriculum guidelines from the
ACGME or the Residency Requirement Committee
on how to achieve this competency. Additionally, there
is no publicly available literature or research on exist-
ing educational programs for EM residents on caring
for individuals with disabilities.
Much like the lack of standardized disability educa-

tion in undergraduate medical education, there is also
a lack of standardized curriculum and core competen-
cies in graduate medical education. A study in one
physical medicine and rehabilitation residency program
demonstrated that even a small amount of disability
training and awareness led to long-term attitude
changes in residents providing care for disabled
patients.46 In a Canadian obstetrics and gynecology
residency program, a cross-sectional study revealed that
there was a need and interest in the area of caring for
individuals with disabilities.47 In a small study of psy-
chiatry residents, there was improved self-reported con-
fidence and capacity to care for patients with
intellectual disabilities.48 There is little research and lit-
erature available on formal EM resident education on
caring for people with disabilities and is an obvious
area for improved exploration and curricular innova-
tion. Given that EM providers are first-line health care
providers, a lack of attention to disability education
and training in EM residency programs can perpetuate
the marginalization of patients with disabilities.

RECOMMENDATIONS FOR EM RESIDENCY
CURRICULUM

Design Curricula Utilizing a Model of
Cultural Humility
To move to a social model of disability and avoid the
trap of othering, EM programs should think about the
best way to teach residents about disability. One com-
monly used approach is to teach cultural competency;
however, the challenge with using only this method is
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that it erroneously assumes one can “know” another
culture—that culture is something concrete, static, and
applicable to all members of the group. There is
increasing literature that suggests that cultural compe-
tency training alone is inadequate and may have nega-
tive results on health care providers as it can
mistakenly be seen as a list of “do’s and don’t’s” for a
given group and inadvertently perpetuates stereotypes
among the trainees.49–51 While cultural competency
teaching methods have some value, limitations to these
teaching methods include false competence and eco-
logic fallacy (flawed reasoning that occurs when an
inference is made about an individual based on aggre-
gate data for a group).52–54 There may be some posi-
tive impact on health care professional knowledge and
patient satisfaction with cultural competency training,
but a systematic review found poor evidence that this
training positively impacts patient treatment adherence
and there are no studies demonstrating improved
health outcomes, which is arguably more important.55

The same review also noted significant methodologic
differences in all of the studies that were incorporated
and no data on the most successful way to teach cul-
tural competency.55 It is clear that cultural competency
alone, regardless of educational model, is imperfect
and ultimately inadequate to reduce the health dispari-
ties experienced by those with disabilities.
An improved approach is to recognize culture as

inextricably tied to power differences and societal
inequalities. Culture represents more than the beliefs,
practices, and values of particular groups; it is also
located within a constantly shifting “network of mean-
ings enmeshed within historical, social, economic and
political processes.”56 As cultural knowledge transfer

for all types of accommodations is daunting and a lon-
gitudinal experience, medical students should start by
learning cultural humility during their undergraduate
medical education and continue this throughout EM
residency training.49

Cultural humility is a process tied to lifelong learn-
ing. Honing such humility is a skill that requires
respect, cognizance, sincere effort, partnership with the
community, and communication.57 The Latin deriva-
tion of communication means “to find common
with.” With such commonality arises insight and
understanding as well as inspires confidence and com-
fort between patient and provider57 (see Figure 2).
An example where education on cultural humility

may be beneficial is with the Deaf ASL community.
This group of people, distinct from those who identify
as hearing impaired and communicate orally, often uti-
lizes accommodations in the form of ASL interpreters
for access to full communication with the hearing
world. They are a cultural and linguistic community
that behaves more similarly to other minority groups
defined by a unique culture, primary language (ASL),
and shared life experiences.58 However, providers
often label the Deaf ASL user as disabled, using only
a medicolegal perspective. While people with hearing
loss outside of the Deaf community often identify as
disabled and do feel distressed by their hearing loss,
members of the culturally Deaf community embrace
their deafness and “Deafhood” (defined as the process
by which they explain their own existence in the
world).59,60 Although culturally Deaf people share
commonalities with other underrepresented groups
(lower socioeconomic status, lower health and medical
literacy), they do not identify as being disabled and

Figure 2. A concept analysis of cultural humility.57 ICF = International Classification of Functioning. © 2015 by The Authors. Reprinted by
Permission of SAGE Publications, Inc.
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view their Deafness positively through a cultural
lens.58,61–65 Through improved undergraduate and
EM residency education, we can take steps toward
increasing provider awareness of the dynamic defini-
tion of disability (not only with regards to the Deaf
community) and its relation to power differentials and
societal inequalities. This has the potential to mitigate
some of the marginalization and othering experienced
by the Deaf community and other minority groups.15

Shifting from the static concept of cultural compe-
tency toward cultural humility emphasizes the need to
recognize the dynamic nature of culture. We suggest
starting with integrating curriculum that introduces cul-
tural concepts regarding disabilities. In learning to care

for an individual who needs accommodations, the
learner needs to improve self-awareness, become ego-
less in the quest for improvement, and be open-
minded enough to incorporate self-reflection and cri-
tique into future interactions.57,66

Integrate Disability Into Existing EM
Curriculum and Milestones
Inclusion of education regarding patients with disabili-
ties requires integration into existing EM didactic cur-
riculum, the core competencies, and the evaluation
system. Using a multimodal form of education includ-
ing didactic sessions to introduce basic concepts (ex-
ample: health disparities, cultural competency vs.

2. Performance of Focused History and Physical Exam (PC2) Abstracts current 
findings in a patient with multiple chronic medical problems and, when appropriate, 
compares with a prior medical record and identifies significant differences between 
the current presentation and past presentations.

Level 1 Level 2 Level 3 Level 4 Level 5

Performs and 
communicates 
a reliable, 
comprehensive 
history and 
physical exam.

Performs and 
communicates a 
focused history 
and physical 
exam which 
effectively 
addresses the 
chief complaint 
and urgent 
patient issues

Prioritizes 
essential 
components of a 
history given a 
limited or 
dynamic 
circumstance

Prioritizes 
essential 
components of a 
physical 
examination 
given a limited 
or dynamic 
circumstance 

Synthesizes 
essential data 
necessary for the 
correct 
management of 
patients using all 
potential sources 
of data 

Identifies 
obscure, occult 
or rare patient 
conditions based 
solely on 
historical and 
physical exam 
findings 

18. Technology (SBP3) Uses technology to accomplish and document safe healthcare 
delivery.

Level 1 Level 2 Level 3 Level 4 Level 5

Uses the 
Electronic 
Health Record 
(EHR) to 
order tests, 
medications 
and document 
notes, and 
respond to 
alerts

Reviews 
medications 
for patients

Ensures that 
medical records 
are complete, 
with attention to 
preventing 
confusion and 
error

Effectively and 
ethically uses 
technology for 
patient care, 
medical 
communication 
and learning

Recognizes the 
risk of computer 
shortcuts and 
reliance upon 
computer 
information on 
accurate patient 
care and 
documentation

Uses decision 
support systems 
in EHR (as 
applicable in 
institution)

Recommends 
systems re-
design for 
improved 
computerized 
processes

22. Patient Centered Communication (ICS1) Demonstrates interpersonal and 
communication skills that result in the effective exchange of information and 
collaboration with patients and their families.

Level 1 Level 2 Level 3 Level 4 Level 5

Establishes 
rapport with 
and 
demonstrate 
empathy 
toward 
patients and 
their families

Listens 
effectively to 
patients and 
their families

Elicits 
patients’ 
reasons for 
seeking health 
care and 
expectations 
from the ED 
visit

Negotiates and 
manages 
simple 
patient/family-
related 
conflicts

Manages the 
expectations of 
those who receive 
care in the ED 
and uses 
communication 
methods that 
minimize the 
potential for 
stress, conflict, 
and 
misunderstanding

Effectively 
communicates 
with vulnerable 
populations,
including both 
patients at risk 
and their families

Uses flexible 
communication 
strategies and 
adjusts them 
based on the 
clinical situation 
to resolve specific 
ED challenges, 
such as drug 
seeking behavior, 
delivering bad 
news, unexpected 
outcomes, 
medical errors, 
and high risk 
refusal-of-care 
patients

Teaches 
communication 
and conflict 
management 
skills

Participates in 
review and 
counsel of 
colleagues with 
communication 
deficiencies

Figure 3. (A) Original EM Milestone 2. (B) EM Milestone 18. (C) Original EM Milestone 22. © 2012 The Accreditation Council for Graduate
Medical Education and The American Board of Emergency Medicine. Reprinted with permission.69
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humility, othering) and definitions (example, different
types of disabilities and their respective accommoda-
tions), implicit bias testing, hands-on simulation sce-
narios, research opportunities, and community-based
experiences allows for full integration.67,68

We also suggest modification of some of the core
ACGME EM milestones to reflect the integration of
diversity and inclusion curricula, specifically incorpo-
rating milestones that evaluate residents on care of the
patient with a disability. Examples of the original
ACGME milestones can be seen in Figures 3A
through 3C,69 followed by suggested language modifi-
cation.

Suggested Modifications for EM Milestone 2
(Performance of Focused History and Physi-
cal Exam):.

• Level 1—Performs and communicates a reliable,
comprehensive history and physical examination.
Recognizes that a patient may require a modified
approach to the history or physical examination in the
setting of a disability.

• Level 2—Performs and communicates a focused
history and physical examination, which effectively
addresses the chief complaint and urgent patient
issues. Asks the patient (first) and visitors what accom-
modations are needed during the history and physical
exam.

• Level 3—Prioritizes essential components of a his-
tory and physical given a limited or dynamic cir-
cumstance. Establishes patient’s baseline level of
functioning and recognizes changes from baseline.
Seeks appropriate resources necessary to adapt the his-
tory and physical for patients who require accommoda-
tions.

• Level 4—Synthesizes essential data necessary for
the correct management of patients using all poten-
tial sources of data including acknowledging the
patient and/or family as experts by experience and
including them in developing a plan.

• Level 5—Identifies obscure, occult, or rare patient
conditions based solely on historical and physical
examination findings in all patients, including those
requiring accommodations.

Suggested Modifications for EM Milestone
18 (Technology):.

• Level 1—Uses the electronic health record (EHR)
to order tests, medications, and document notes

and respond to alerts. Reviews medications for
patients. Recognizes the need for assistive devices in
patients with disabilities (communication devices,
wheelchairs, hoyers, etc.).

• Level 2—Ensures that medical records are com-
plete, with attention to preventing confusion and
error. Effectively and ethically uses assistive technol-
ogy for patient care, medical communication, and
learning.

• Level 3—Recognizes the risk of computer shortcuts
and reliance upon computer information on accu-
rate patient care and documentation. Recognizes lim-
itations of assistive devices (i.e., limited access to Wi-
Fi, battery power, physical/spatial constrictions).

• Level 4—Uses decision support systems in EHR
(as applicable in institution). Participates in depart-
mental efforts to navigate the limitations of assistive
devices.

• Level 5—Recommends systems redesign for
improved access to appropriate technology to facilitate
care for all patients, especially those requiring accom-
modations.

(Patient Centered Communication):.

• Level 1—Establishes rapport with and demonstrate
empathy toward patients and their families. Listens
effectively to patients and their families or care-
givers. Recognizes that a patient requires language
accommodations.

• Level 2—Elicits patients’ reasons for seeking health
care and expectations from the ED visit in the resi-
dent’s primary language or through the use of appropri-
ate language accommodations. Negotiates and
manages simple patient-/family-related conflicts.

• Level 3—Manages the expectations of those who
receive care in the ED and uses communication
methods that minimize the potential for stress, con-
flict, and misunderstanding. Effectively communi-
cates with vulnerable populations, including both
patients at risk and their families. Recognizes when
there has been communication breakdown even with
appropriate use of language accommodations.

• Level 4—Uses flexible communication strategies
and adjusts them based on the clinical situation to
resolve specific ED challenges, such as drug-seeking
behavior, delivering bad news, unexpected out-
comes, medical errors, and high-risk refusal-of-care
patients. Adapts communication strategies for patients
requiring accommodations to resolve communication
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breakdown (interpreter services, visual communication,
language assistive devices, etc.)

• Level 5—Teaches communication and conflict
management skills. Participates in review and coun-
sel of colleagues with communication deficiencies.
Recognizes systems-based challenges to establishing
appropriate communication with patients and their
families (lack of interpreters, private space, etc.) and
participates in departmental effort for improvement.

Engage the Disability Community in
Residency Education
In undergraduate medical education, it has been
demonstrated that incorporating individuals from the
community with disabilities into training on caring for
patients with disabilities had a positive effect on the
self-reported comfort levels of young learners in caring
for these patients.37,68 Additionally, the incorporation
of narratives from the “expert by experience” has the
potential to positively influence one’s perspective of
those with disabilities.70 Outside of the field of medi-
cine, research has shown that learning from a person
with a disability is more beneficial not only to others
with disabilities, but also to those without disabilities.71

This is particularly true because people with disabilities
as educators are equipped with unique knowledge,
which comes from having a different perspective on
navigating the world.71 Such a perspective is not only
beneficial to learners with disabilities as they have
someone to relate to, but is also beneficial to learners

without disabilities as they may deem the information
to be more reputable coming from someone having
experienced life with a disability. Furthermore, seeing
people with disabilities as educators also challenges the
stigma that typically surrounds disability, which can
provide a new perspective for those without disabili-
ties.71 In a study on students’ perceptions of having a
tutor with a disability, namely, quadriplegia mixed-type
cerebral palsy, students found that having a tutor with
a disability was beneficial for them as learners. Not
only was the tutor competent in the material on which
she was tutoring but also the tutor also caused them to
reflect on and reevaluate their perspective on the abili-
ties possessed by those living with a disability.72 As a
result of her own experiences, the tutor was able to
take on a mentoring role in addition to a tutoring role.
Overall, the students felt enlightened and empowered
by their interactions with the tutor with a disability.72

Inclusion of people with disabilities both as educators
during medical education and training and within the
health care profession has a multitude of potential ben-
efits for patients and for healthcare professionals with
and without disabilities alike.72–75

Identify Resources and Champions
When trying to develop a disability curriculum (such
as presenters for didactic presentations, resources for
simulations sessions, or ideas for community engage-
ment), identifying local champions can be beneficial.
If you are affiliated with a school of medicine, there

Table 3
National Organizations and Teaching Resources.

Organization URL

AAMC 2018 report—“Accessibility, Inclusion, and
Action in Medical Education”

https://store.aamc.org/downloadable/download/sample/sample_id/249/

ADIEM Advisory Council on Equity, Diversity, and
Inclusion Team

https://www.saem.org/adiem/get-connected/adiem-speakers-board

American Academy of Developmental Medicine and
Dentistry

https://aadmd.org/

CDC https://www.cdc.gov/ncbddd/disabilityandhealth/index.html

Coalition for Disability Access in Health Science
Education

https://www.hsmcoalition.org/

National Center on Disability and Journalism https://ncdj.org/experts-list/

Surrey Place https://ddprimarycare.surreyplace.ca/

Teaching Tolerance https://www.tolerance.org/classroom-resources/tolerance-lessons/understand
ing-disabilities

The Alliance for Disability in Health Care Education https://nisonger.osu.edu/wp-content/uploads/2019/08/post-consensus-Core-
Competencies-on-Disability_8.5.19.pdf

Vanderbilt Intellectual and Developmental
Disabilities Toolkit

https://iddtoolkit.vkcsites.org/

AAMC = Association of American Medical College; ADIEM = Academy for Diversity and Inclusion in Emergency Medicine; CDC = Centers
for Disease Control and Prevention.
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should be resources available to help students and
learners who need accommodations, often through a
disability service office or office of diversity and inclu-
sion. Consider reaching out to these offices and asking
them to participate in a hands-on session or to give a
brief presentation to your interns at the start of their
residency. This will have the dual benefit of exposing
the learner to information on different types of disabil-
ities and simultaneously making them aware of avail-
able resources should the need ever arise. Other
sources include national organizations such as ADIEM
(part of SAEM), which has a speaker’s list with associ-
ated areas of expertise, or approaching other national
organizations for regional or national experts (see
Table 3). Finally, utilizing the experience and network
of connections within your faculty group will allow
access to local experts who may be able to provide
education on this topic and relate it specifically to the
community in which they serve.

Advocate for the Inclusion of Individuals
With Disabilities in Emergency Medicine
A recent paper notes that medical students with dis-
abilities may be discouraged from pursuing specific
specialties, such as EM, due to erroneous assumptions
or beliefs regarding the student’s abilities and/or possi-
ble accommodations.76 In 2002, a study found the
rate of disability within residents in EM was 1.3%, as
reported by program directors, although this number
likely represents slight underreporting due to the barri-
ers and challenges to reporting a disability.77 As previ-
ously noted, inclusion of people (community member
or provider) with disabilities as educators and into the
medical profession has multiple benefits.37,67,69–74,78

Residency programs can promote inclusion of resi-
dents with disabilities by seeking to develop transpar-
ent processes, solidifying their understanding of the
ADA, identifying a knowledgeable disability expert,
and understanding the benefits of inclusion to patients
and residents.79 Residencies can advertise their willing-
ness to incorporate those with disabilities or who
require accommodations on residency brochures, web-
sites, and social media, thereby demonstrating a safe
and inclusive environment.76 Prejudice and bias may
also be lessened by interacting with a provider who
has experienced some of the same challenges of navi-
gating the health care system as a physician-patient
who is part of a marginalized group, leading to
decreased misinformation and negative attitudes about
this group of people.73

We recommend that EM residency programs share
their experiences integrating curriculum, engaging the
community, accommodating residents with disabilities,
and promoting inclusion of those with disabilities into
EM to foster knowledge transfer and establish best
practices within EM.

CONCLUSION

People with disabilities are often marginalized and
overlooked, yet they are a group we often care for in
emergency medicine. To provide equitable care for
these patients, emergency medicine providers must be
equipped with the appropriate knowledge and train-
ing. Consequently, new curricula and teaching modali-
ties need to be developed and integrated into
emergency medicine residency education training pro-
grams. The impact of cultural humility and its positive
implications on care for specific groups of marginal-
ized patients has been well documented for the past
several years, yet there remains no standardized
method of teaching cultural humility in emergency
medicine residency training. As a group of profession-
als committed to the education of physicians caring for
those with disabilities, we urge residencies and resi-
dency leadership to recognize those with disabilities as
a marginalized population and to incorporate the
aforementioned recommendations into emergency
medicine residency education.
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