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Dedication
The Office on Disability and Health (ODH) Team and Living Healthy Advisory Committee wish to dedicate this plan to: Steven, who lived his life more quickly than some and more slowly than others, and helped us see the human face behind our policy discussions.
Suzanne Fitts Valters, one of the ODH Team's greatest mentors, who lived her life to the fullest, but died from preventable secondary conditions. We will remember Suzanne as a fearless advocate, policy expert, diplomat, and cherished friend.
Preface
Disability can be described as the difficulties people have doing ordinary things because of a mismatch between their capacities and the demands of their environment.1 Following the traditional Medical Model, most policies and programs have focused on people's incapacities or impairments and the related activity limitations. Little attention has been given to changing the second part of the equation, or adopting the Social Model of Disability, which shifts the focus away from "fixing the impaired individual" to creating universally accessible physical and social environments.1
Both the Medical Model and Social Model are part of the public health approach. Public health addresses entire populations, whose health depends both on individual care and physical and social environments. Public health approaches disability by using science to inform policies and practices aimed at promoting the health of people with disabilities.
Many of the triumphs of public health have come from changing the social and physical environment: smoke-free communities, lead and asbestos abatement, buckled up babies and families, and safer cars and highways. Changes like these prevent much morbidity and save countless lives, mostly by creating a safer environment rather than by trying to bend human behavior to adapt to environmental hazards. Likewise, environmental changes are the goal of smart policies for improving the well-being of people with disabilities.
Using a public health approach, the ODH Team and the Living Healthy Advisory Committee, have together created Universal Livability: A Dream for Tomorrow, A Plan for Today. This plan proposes policies and interventions to improve social and physical environments, prevent secondary conditions, and increase participation in health promotion opportunities for Californians with disabilities. Public health defines environment in terms of "units of solution" that can be subject to deliberate change. Communities, hospitals, schools, businesses, and neighborhoods are all examples of these units.2 This plan identifies units of solution for the issue of accessibility, consistent with the Americans with Disabilities Act (ADA), which makes disability access the responsibility of government, including the California Department of Health Services (DHS).
During the development of this document, the Living Healthy Advisory Committee and the ODH Team agreed on the following principles as the foundation for this plan:
· Everyone can be healthy and have a good quality of life even though our communities may present social and physical barriers that make this experience challenging. 

· The issue of disability is more complex and subtle than we could ever have imagined. Only people with disabilities can help us begin to grasp these complexities. 

· Disability does not mean disease, impairment, or illness, but rather a part of life on a continuum. 

· We will all experience disability at some stage of life. 

· Universal livability of our society is not a "special accommodation" but rather a vision that allows every Californian to function as a full citizen. 

Section I: Introduction
Background
In 1992, the Centers for Disease Control and Prevention (CDC) Disabilities Prevention Program awarded DHS a four-year grant to build state and local capacity in disability prevention. This support helped California establish the Office of Disability Prevention (ODP) and to create a central coordinating focus for primary and secondary disability prevention, facilitating collaboration and planning for the first time among state entities and organizations serving persons with disabilities.
As part of this effort, ODP and the Disability Prevention Advisory Committee created From Vision to Action: A Strategic Plan for Preventing Disabilities in California, 1997-2001. Although the Plan served as an important first step, the nation and California have since shifted their disability and health focus from prevention of disabilities to promotion of health and prevention of secondary conditions. In step with the new national agenda, DHS renamed its Office of Disability Prevention as the Office on Disability and Health (ODH).
Then, in April 2002, DHS received a grant from CDC's National Center on Birth Defects and Developmental Disabilities to create a new strategic plan focusing on building state and local capacity to address quality of life across the lifespan for people with disabilities.
In January 2003, ODH convened the Living Healthy Advisory Committee and gave them the charge of developing a strategic plan for health promotion and secondary condition prevention for people with disabilities in California. The resulting strategic plan provides a policy framework to guide DHS' future directions and serves as a benchmark to measure California's progress towards the Healthy People 2010: Disability and Secondary Conditions, Chapter 6, Vision for the Decade.
Magnitude of the Problem
All people, at some point in their lives, experience some degree of disability of one kind or another. Virtually everyone also experiences disability second-hand as well, among their families, friends, colleagues, and neighbors. It is not easy to count the number of people who have a current disability, but an often-cited estimate from the 2000 United States (U.S.) Census puts the total at 14 percent of all Americans over age five. In California, this comes to about 4.5 million people.3
Any condition shared by so many people can easily lay claim to being a public health issue, especially if people with disabilities are in some sense vulnerable. When we look at this population, we find that they are not a random cross-section. The California Health Interview Survey (CHIS) of 2001 shows that people who report some disability tend to be female, over age 50, African American or American Indian/Alaskan native, and not married. These differences do not necessarily mean vulnerability, but, looking further, we see that people with disabilities are also more likely to be poorly educated, unemployed, and to have a low household income (under $20,000 per year).4 This precarious position is made even worse by the high costs of poor health. People with disabilities account for almost half of all medical spending in the U.S. Despite greater coverage under programs like Medicare and Medi-Cal, people with disabilities spend four times as much of their meager funds on medical costs.5
Thus, disability goes with living on the lower rungs of the socioeconomic ladder. But the public health problem is more complicated than its link with the vulnerabilities of poverty. Health scientists recognize that "being healthy" is at least partly subjective, a matter of how people perceive their own physical and mental health. CDC calls this concept "quality of life" and includes a series of standard questions to monitor Americans' quality of life in the Behavior Risk Factor Surveillance (BRFS) Surveys conducted nationwide.6 ODH's analysis of this data for California clearly shows that people with disabilities are much more likely than others to report a lower quality of life, such as poor general health, and more days of low energy, pain, sadness, anxiety, and sleeplessness.
People with disabilities also face a variety of barriers to health care. The 2003 California Women's Health Survey (WHS) found that 18 percent of women with disabilities had to cope with barriers like inadequate transportation, lack of available specialists, poor attitude of health care workers, and costs. Barriers can make it more difficult to get the care needed to prevent further health problems or secondary conditions. Recent research in California and elsewhere shows that older women with disabilities are less likely to have had recent Pap tests or mammograms and more likely to have tests in response to symptoms rather than part of a routine physical exam.7
Clearly, this data suggests that disability affects many Californians and warrants a strong public health response.
Purpose, Structure, and Function of the Plan
The purpose of this strategic plan is to set directions for promoting the health and quality of life and enhancing physical and social environments of California's citizens with disabilities. Members of the disability community and local, regional, and state agencies helped to develop and review this plan through every step of the process.
The plan includes recommendations for DHS, in partnership with people with disabilities and state and local agencies, to: change policies and organizational practices, collect better data, provide education and training, and increase access to preventive health care and health promotion opportunities. Further, the plan includes four goals to create the structure, organizational coordination, and informed constituency necessary to implement a comprehensive program. To be included in the Plan, the ODH Living Healthy Advisory Committee required that recommendations be priority issues for California's disability communities and meet at least one of the following criteria:
· Propose actions based on research showing effectiveness; 

· Build on existing programs or structures where possible; or 

· Be feasible without a lot of additional funds. 

ODH will re-visit this plan annually to gauge progress and adjust priorities as new issues and different populations emerge.
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Section II: The Plan
Mission Statement for the Plan
To promote the health and quality of life of people with disabilities and to prevent or lessen the effects of secondary conditions through collaboration, environmental, policy and system change, leadership, science, and service.
Goals and Recommendations
Goal 1: Infrastructure and Capacity Building at the State Level
Develop and implement State level policies and programs to address the primary and preventive health needs of people with disabilities.
Rationale: State Government has an important role in making large-scale institutional changes to improve access to preventive health care for Californians with disabilities. Under ADA and the California Government Code, DHS and other state departments have compliance obligations that cannot be delegated to local government or private contractors. ADA standards and other disability-related civil rights lawsa and regulations need to be integrated into all public-funded health programs and services.
Recommendations for Action:
1.1 DHS will institutionalize ODH to serve as "point central" on related preventive health issues within the Department, and in an advisory capacity throughout State Government.
Timeframe: One year.
Cost: Grant money in place to set this process in motion; (if this action occurs during the existing grant cycle - April 2002 through March 2005), but ODH would need a collaborative full-court press to secure a more stable funding base.


a Beyond ADA, other disability-related civil rights laws and regulations may include, but not be limited to: Language Access Laws such as Title VI Civil Rights Act of 1964; Executive Order 13166, Year 2000; KOPP Act, California Health and Safety Code Section 1259. 



1.2 ODH will serve as the catalyst to initiate policy and systems change across programs to gain universal compliance with ADA and other disability-related civil rights and regulations.
Timeframe: Three to five years.
Cost: Would be included in the cost for recommendation 1.1.
1.3 ODH will facilitate the development of policies that increase Social Model of Disabilityb access to preventive health services in the state health agency delivery system for people with disabilities. A broad array of experts from the disability community will be central to these efforts.
The following actions will occur in collaboration with numerous programs within DHS:
· Ensure compliance with ADA and other civil rights in development and implementation of policies, programs, and services. 

· Identify people with disabilities as an under-served and under-represented population whose unmet needs will be deemed a priority for DHS. Integrate people with disabilities into DHS initiatives to eliminate health disparities. 

· Explore fiscal incentives for expanded services to people with disabilities. 

· Work with the California Conference of Local Health Officers (CCLHO) to improve ADA compliance assessment, training, and enforcement during visits to local health care facilities. 

· Conduct disability accessibility checks (i.e., communication and physical), as part of mammography (e.g., X-ray, scans) site compliance assessments, and other radiological diagnostics. 



b For definition of Social Model of Disability, please refer to Appendix A. 



· Increase access (i.e., communication and physical) to domestic violence and sexual violence services for people with disabilities. 

· Include people with disabilities and related issues in the development of California's Smart Growth and healthy-active environment efforts. 

DHS collaborators will include DHS' Disability Advisory Committee, and programs such as Office of Civil Rights (OCR), Office of Women's Health, Office of Multicultural Health, Licensing and Certification Division, Cancer Detection Section, Violence Prevention Unit, California Arthritis and Osteoporosis Prevention Program, California Center for Physical Activity, Healthy Transportation Network, Smart Growth Initiative, and California Healthy Cities.
Timeframe: Three to five years.
Cost: Grant money is in place to set this process in motion (if this action occurs during the existing grant cycle), but ongoing support would have to be secured.
1.4 ODH will work with other state agencies and disability constituencies to develop training and technical support for DHS program managers and contractors to ensure ongoing inclusion in DHS policies and programs.
A training and technical support system will include:
· Implement standard disability access assessments to determine accessibility of communication and physical sites for DHS programs and services. 

· ODH will work with partners to train health care facility evaluators and medical equipment inspectors. 

Timeframe: Three to five years.
Cost: Planning could be initiated with existing combined resources. Additional resources of an indeterminate amount would be required in order to implement and evaluate.
1.5 ODH will work with Medi-Cal to identify ways to increase compliance with ADA and related standards.
Timeframe: Three to five years.
Cost: Planning could be initiated with existing combined resources. Additional resources of an indeterminate amount would be required in order to implement and evaluate.
1.6 ODH will coordinate with people with disabilities, Information Technology Services Division, DHS' Internet Coordinator's Group, and OCR to establish and implement standards for the accessibility of electronic and written communication. Standards for written and electronic communication will include: ADA, World Wide Web Consortium (W3C) Web Accessibility Initiative and Section 508.
Timeframe: Three to five years.
Cost: $1 million.
Goal 2: Promote the Social Model of Disability Research
Ensure standardized disability measurements on all relevant California public health-related data systems, conduct innovative research on health-related issues among the disability population, and widely disseminate data and research.
Rationale:
The past generation has experienced a major shift in popular understanding of disability. Once seen almost exclusively as a medical problem for health care providers to treat or "fix" disability is now seen as a social issue for legislators, judges, urban planners, designers, and other community partners to collectively address. This shift has implications for how the public health data systems gather data, especially health surveys. As those who design state health surveys implement this shift, they will be able to provide decision makers with comparable, standardized data that focuses on functional abilities and environmental (e.g., social and physical) barriers rather than etiology, diagnosis, or lifestyle of persons with disabilities. Further, once gathered and analyzed, this information needs to become available and accessible to the community, programs, and policymakers.
Recommendations for Action:
2.1 ODH will conduct a data inventory and develop recommendations for data systems in California to improve survey questions, sampling designs, and survey operations that effect the participation of people with disabilities in research.
Timeframe: One year.
Cost: 100 percent of a Research Scientist = $82,000.
2.2 ODH will convene a task force to create a Research Agenda to improve the health of people with disabilities, based on findings of the Data Inventory and Recommendations for California Data Systems (2.1). The Research Agenda will include the following:
· Studies that look at health-related issues specific to people with disabilities (e.g., identify barriers to health care and health promotion). 

· Studies that compare health-related issues of people with disabilities to people without disabilities (e.g., via population-based surveys). 

· Longitudinal studies which follow people with disabilities over time to track quality of life, secondary conditions, and co-morbidities. 

Collaborators: Disability constituencies, state health programs, and researchers specializing in the field of disability and health and survey development.
Timeframe: One to two years.
Cost: 25 percent of a Research Scientist = $20,500 + $50,000 for logistics.
2.3 ODH will work with the University of California at San Francisco Disability Statistics Center and other collaborators to develop and validate the Disability and Activity Impact Screener (DAIS). DAIS is a set of disability-related model survey questions that emphasize functional abilities and shed light on environmental (e.g., social and physical) barriers to effectively assess how people do things differently.
Collaborators: Disability constituencies, California State University Long Beach Center for Disability Studies, the California Survey Research Group, Rancho Los Amigos Center on Aging and Disability, Western University, Community Resources for Independent Living (CRIL), and Breast Health Access for Women with Disabilities (BHAWD), and other private, non-profit organizations.
Timeframe: Two years.
Cost: $50,000 to $100,000 in validating DAIS; 50 percent of a Research Scientist = $41,000.
2.4 ODH will work with other DHS programs to incorporate DAIS, the new standardized disability measures, into all relevant DHS surveys; at a minimum this includes the following ongoing surveys:
· California BRFS 

· California WHS 

· California CHIS 

Timeframe: Three to five years.
Cost: $300,000 to $500,000.
2.5 ODH will be point central for disability and health data and research for California. This includes:
· Providing and disseminating accessible data and research in various formats (e.g., ODH and EPICenter web sites, written publications, conferences). 

· Conducting on-going data analysis and reporting. 

· Providing up-to-date and interactive data and information on the web. 

Timeframe: Three to five years.
Cost: 100 percent Research Scientist = $82,000 and 100 percent Research Assistant (writing, coordinating, and disseminating) = $60,000; 25 percent of a Webmaster or contractor = $25,000.
Goal 3: Health Care and Health Promotion Access
Improve access to California's health care and health promotion systems by applying the Social Model of Disability and creating change in the physical and social environments.
Rationale:
Without "access" there is no health care. According to the Institutes of Medicine (IOM), access is "the timely use of personal health services to achieve the best possible health outcomes." The issue of access is relevant to all health services, from simple preventive measures and primary care to chronic care and rehabilitation. Application of the social model requires system building to increase health industry awareness of issues unique to people with disabilities. It further requires the health industry to adopt the belief that responsive and reasonable access is not a "special accommodation" but the norm. This belief would hold that all people will benefit from an environment free of physical, attitudinal, and communication barriers, as required by the federal ADA and other disability-related civil rights and regulations.c
Recommendations for Action
3.1 Create a Health Care and Health Promotion Access Task Force with diverse member and organization representation, to identify strategies to create changes that will result in an environment free of physical, attitudinal, information, and communication barriers. This will include the following steps:
· Identify barriers to access to care that align with the IOM definition above and center on the "timely" use of personal health services and health promotion opportunities. 

· Prioritize access barriers according to the greatest impact and develop strategies to address these barriers. 



c Beyond the ADA, other disability-related civil rights laws and regulations may include, but not be limited to: Language Access Laws such as Title VI Civil Rights Act of 1964; Executive Order 13166, Year 2000; KOPP Act, California Health and Safety Code Section 1259. 



· Identify stakeholders who may be most able to bring about change and improve access, and build broad-based constituencies to help influence changes sought. 

· Develop a program of incentives, such as continuing education credits, opportunities to receive online training, and financial reimbursement that will support suggested change targeted at multiple levels (e.g., provider, medical group, health plan). 

Timeframe: One year.
Cost: Could be initiated with existing resources; but would require approximately $10,000 to support the task force's meetings and related costs, and $50,000 to contract out to develop the incentives program.
3.2 ODH, in collaboration with the aforementioned task force, will enlist the commitment of pertinent medical boards to work with people with disabilities' constituencies to develop social and physical access standards tailored to meet the diverse needs of people with disabilities.
Timeframe: Three to five years.
Cost: Indeterminate.
3.3 ODH, in collaboration with the task force, will enlist the commitment of health care plans and provider certification entities to address the social aspects of access. With guidance from people with disabilities' constituencies, the task force will stimulate the development of quality standards for care managers when working with people with disabilities to develop plans of primary and preventive care. An example might be requiring a dialog with the consumer and among care planning disciplines when there are secondary conditions related to disabilities. Another might be to require informed consumer choice of treatment modalities.
Timeframe: Three to five years.
Cost: Indeterminate.
3.4 ODH in collaboration with partnersd will conduct a statewide assessment to identify which of California's health care professional, allied health, and public health schools and programs have incorporated, or wish to incorporate training on practical solutions to the preventive health care issues and concerns articulated by people with disabilities. ODH, in collaboration with the task force, will acknowledge model plans and best practices in providing increased access to both information and services (e.g., Cal Optima and Inland Empire Health Program).
Timeframe: One to two years for assessment; three to five years for promotion of model programs.
Cost: Indeterminate.
3.5 ODH, in collaboration with partnersd, will identify and evaluate effective training curricula, methodologies, and tools that focus on improving access by modifying the physical and social environments, and articulating the role and value of client and family empowerment, and improving response to the issues and concerns related to preventive health care needs expressed by people with disabilities and their families/circles of support.
Timeframe: One to two years.
Cost: Costs will range from approximately $50,000 to $75,000.
3.6 Based on findings in Recommendations 3.4 and 3.5, ODH in collaboration with the task force will create a proposal to present to educational organizations and institutions, such as medical schools, public health schools, therapy, nurse practitioner, and physician assistant programs, with state level support and incentives for adoption. This proposal will utilize North Carolina Office on Disability and Health's Publication: Removing Barriers to Health Care: A Guide for Health Professionals and focus on meeting educational needs from a Social Model of Disability perspective, emphasizing communication, quality of life, culture, risk factors, secondary conditions, alternative or adaptive techniques and protocols for clinical care, ADA compliance, and community resources. This action will include the following steps:
· Create a Request for Proposal (RFP) to contract with appropriate agencies to develop the proposal. 

· Propose, implement, and evaluate demonstration projects within an educational organization or institution to determine the potential for institutionalization and wider adoption. 

Timeframe: Three to five years.
Cost: At a minimum, would cost $600,000 total ($200,000 per project) if contracted out, to develop and test model training program in three different environments.
3.7 ODH, in collaboration with the Department's Cancer Detection Section and the Radiological Health Branch and BHAWD, will support the expansion, implementation, and evaluation of the California Mammography Accessibility Project.
Timeframe: Three to five years.
Cost: Planning could be initiated with existing resources. Indeterminate additional resources would be needed for evaluation and expansion.
Goal 4: Community Outreach and Education
Improve access to health care and health promotion by providing educational opportunities to people with disabilities and their circles of support on how to take charge of their health care and promotion decisions.
Rationale:
Research shows that when people with disabilities lack good access to health care, they often develop preventable health problems or secondary conditions. Goal 3 of this Plan focuses on changing the physical and social environment of California's health care and health promotion systems to increase access to services and programs. In conjunction with changing the systems, helping individuals learn how to manage their own health care and health promotion will help them effectively use the systems. Many state and local groups already provide education to people with disabilities on how to take charge of their health and navigate the confusing systems involved. DHS should support the work of these groups and facilitate their access to training and resources they need.
Recommendations for Action:
4.1 ODH in coordination with people with disabilities and their families, regional centers, independent living centers, disability training schools/centers, culturally and linguistically diverse resource agencies, and local service providers, will identify existing community agencies and programs appropriate for integration of health-related empowerment and system's change training for people with disabilities and their families.e
Timeframe: One year.
Cost: $10,000 for staff time and travel.


e Empowerment/System's Change Training includes education on (1) effective health care access, system navigation, rights and choices; (2) health promotion - physical activity, healthy eating, stress reduction; (3) primary and secondary conditions; injury (unintentional and violence) and secondary disease prevention; (4) disability itself; personal safety and prevention of abuse (including sexual abuse); (5) age-related issues; policy and media advocacy; (6) web-based telehealth (National Center on Physical Activity and Disability) and telemedicine; (7) using the web as a resource tool; (8) effective management of personal assistants; and (9) effective assistance (e.g., properly trained personal assistants; peer support groups, and other assistance as defined by persons with the disability) for persons with disabilities.


4.2 ODH, in coordination with aforementioned partners, will identify existing curricula, methodologies, and tools to incorporate into the empowerment and systems' change training program for the community agencies.
Timeframe: Two years.
Cost: Indeterminate.
4.3 ODH, in collaboration with other state and local public and private partnerships, will develop and release a series of RFPs which will provide resources to build the local infrastructure needed to support incorporating empowerment and systems' change training into existing educational opportunities. This process will connect traditional disability resources with non-traditional public health resources to strengthen community networks. These RFPs will seek to:
· Connect with health systems change (Goals 1 and 3) and provider training (Goal 3) initiatives to ensure that the social and physical environmental changes within the health systems are consistent with the empowerment and system's training messages, which will prepare consumers to effectively navigate their health care and health promotion experiences. 

· Modify, implement, and evaluate the community-based model created by ODH, DOR, CRIL, Independent Living Center, BHAWD, and partners to conduct breast and cervical cancer prevention through community outreach and education for women with disabilities. 

· Produce a public health, community-based model for improving access to information, services, and health interventions for women with disabilities, who have experienced violence, including domestic and sexual violence. 

· In connection with the DHS Nutrition and Physical Activity Action Team and other regional and local partners, create or strengthen community networks to increase social and physical access to health promotion opportunities for people with disabilities. Begin by connecting with partners to create local networks, which will develop joint plans to change the social and physical environments and create active and livable communities. This action may include creating an Accessible Sidewalks and Street Crossings Informational Guide, based on a national model. 

Timeframe: Three years.
Cost: $1 million for local assistance grants.
Appendices
Appendix A - Definitions
Access: The usability of a product or service by people with disabilitiesa; inclusion for all persons, made possible by an environment free of physical and social (e.g., attitudinal, communication) barriers, as required by the federal ADA and other civil rights laws and policies.
Built Environment: Constructed rather than natural environment such as homes, schools, workplaces, parks, and roadways.
Disability: Difficulties in the interaction between the characteristics of persons and the context in which they live.b The difficulties people have doing ordinary things because of a mismatch between their capacities and the demands of their environment.c
Medical Model of Disability: Disability is a characteristic of the person, directly caused by disease, trauma, or other health condition, requiring professional medical care to "fix the person's problem."b
Social Model of Disability: Disability is a socially-created problem and not an attribute of an individual. From this perspective, disability demands a political response, because unaccommodating social and physical environments create the problem.b This model focuses on creating or changing the environment to provide access, free of social and physical barriers, to all people regardless of their functional abilities.
Disabling Condition: Any physical or mental health condition, including pathology (active disease) as well as impairment (loss of mental, anatomical, or physiological structure or function) that can cause a disability.d


a Centers for Disease Control and Prevention, Disability and Health Branch, 1997.
b Towards a Common Language for Functioning, Disability and Health International Classification of Functioning, World Health Organization, Geneva, 2002.
c Enabling America: Assessing the Role of Rehabilitation Science and Engineering, Washington DC: National Academies Press, E. Brandt, A. Pope, 1997.
d Vision to Action: A Strategic Plan for Preventing Disabilities in California 1997-2001.


Empowerment training (health-related): See definition under Section II, Goal 4.
Environmental Intervention: A public health approach that employs strategies to improve physical and social environments to reduce disability and increase participation and opportunity. Establishing physical and social access is the first step in promoting participation.e
Functional Ability: Physical, mental, or social ability to carry on the normal activities of life.
Health: Not just the absence of disease or chronic conditions but maximizing one's physical, social, emotional, spiritual, and intellectual well-being. In this view, most people with disabilities are healthy because they have the ability to function effectively in given environments, meet their needs, and adapt to major stresses. This perspective includes the inter-connected relationship between the persons, the community, and the health and social services system. The desired outcomes of this approach are:
· = Independence and self-determination in choices, opportunities, and activities; 

· = Experience of physical and emotional well-being; and 

· = Not being held back by pain.f 

Health Promotion: Behaviors and activities (e.g., eating a healthier diet, becoming more physically active, quitting smoking, finding ways to cope with stress) that increase a person's level of well-being and prevent the onset or reduce the effects of secondary conditions for people with disabilities.
Impairment: Any loss or abnormality of psychological, physiological, or anatomical structure or function.a


a Centers for Disease Control and Prevention Disability and Health Branch, 1997.
e To mitigate, resist or undo: addressing structural influences on the health of urban populations. American Journal of Public Health 90:867-872, AT. Geronimus.
f Health and Wellness Among Persons with Disability, a brief from a study entitled — Health Warriors: People with Disabilities Discuss Definitions of and Facilitators and Barriers to Being Healthy and Well, Michelle Putnam, Sarah Greenen, Laurie Powers, Oregon Health and Science University; Marsha Saxton, World Institute on Disability; Sharon Finney and Pamela Dautel from Independent Living Research Utilization.


Preventive Services: Services provided by physicians or other licensed health care practitioners within the scope of their practice under state law to:
· Prevent disease, disability, and other health conditions or their progression; 

· Prolong life; and 

· Promote physical and mental health and efficiency. [Federal definition under Title 42, Code of Federal Regulations 440.130(c)]. Examples include annual physical and screenings such as mammogram, Pap smear, prostate exam, and osteoporosis check. 

Primary Care: Provision of integrated, accessible, health care services by clinicians who address a broad range of personal health care needs, involving a sustained partnership with patients, and practicing in the context of family and community;g medical care provided at the individual's first point of contact with a health care system, except for emergencies. It includes treatment of illness and injury, health promotion and education, identification of persons at high risk, early detection of serious disease, an emphasis on preventive health care, and referral to specialists as appropriate.h
Primary Condition: An initial "disability-related" medical diagnosis such as spina bifida, cerebral palsy, arthritis, traumatic brain, or spinal cord injury. (See Secondary Conditions.)
Quality of Life: A person's perception of their position in life in relation to their goals, expectations, standards, and concerns. Any level of assessment of quality of life of a population as diverse as that of persons with disabilities must recognize that people experience similar circumstances differently and respect that subjective experience.i
Secondary Conditions: The medical and psychosocial conditions that people with disabilities often experience following the onset of a disabling injury or disease.j For example, pressure sores and pain are secondary conditions common to many people with paralysis. Depression is another secondary effect of disability; people with disabilities are twice as likely to report being sad as those without disabilities. Reduced social participation, emotional support, and ability to work and enjoy recreation are conditions secondary to primary conditions that must be addressed to ensure the highest quality of life for all citizens, regardless of functional limitations.k
The current approach is based on the premise that environmental (e.g., physical and social) factors external to people with disabilities are more limiting to well-being and quality of life than those of a medical nature. For example, a medical secondary condition may cause a person with a mobility impairment to have increased difficulty with basic activities, but it is the lack of access to assistive technology, personal assistance services, social supports, health and wellness activities, and transportation which keeps that person from full participation.
The public health community has recently begun to address the health needs of people with disabilities, especially the consequences of secondary conditions. As a result, public health professionals are beginning to appreciate that secondary conditions are not chance occurrences, but rather preventable and predictable.
Universal Access: A concept that ensures that facilities, products, services, and information are usable by all people. Everyone, regardless of ability, benefits from universal access.l
Universal Design: A method of designing information, products, and environments that everyone can use regardless of body dimension, age, or disability status. Employing universal design from the onset prevents the need to retrofit environments and makes objects easier to interact with, for everyone.l
Universal Livability: The application of universal design to create communities where universal access and design are an integral and seamless part of life that benefit everyone.


g Medicaid Alabama Primary Medical Provider Agreement, 2003.
h Medicaid Montana Agreement, 2003.
i North Carolina Plan for Prevention of Secondary Conditions Experienced by Persons with Disabilities 1997-2002.
j Research and Training Center on Disabilities in Rural Communities, The University of Montana Rural Institute: A Center for Excellence in Disability Education, Research and Services, August 2003.
k Christopher and Dana Reeves Paralysis Center's Website, 2002.
l Removing Barriers to Health Care, A Guide for Professionals, and The Center for Universal Design, The North Carolina Office on Disability and Health.
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