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Abstract: Developing innovative
strategies that promote bealth among
people with disabilities has emerged

as an important public bealth

priority. People with disabilities report
fewer healthy days than the general
population and lower rates of bealth-
promoting bebaviors (eg, physical inac-
tivity and poor nutritional intake). One
of the major priorities in bealth promo-
tion for people with disabilities is to pre-
vent secondary conditions. Secondary
conditions are health concerns that are
not a direct result of the primary dis-
ability but rather are acquired at a
later time due to lifestyle changes asso-
ciated with the disability (eg, weight
gain, pressure sores, pain, fatigue,
depression). It is important for health
professionals to recognize that the sub-
stantial health disparities that exist
between people with and without dis-
abilities requires greater attention to
establishing disability-friendly environ-
ments that reduce architectural, pro-
grammatic, and attitudinal barriers

that make it difficult for them to engage
in self-initiated health promotion prac-
tices. Empowering people with disabili-
ties o self-manage their health requires
the full support of community service
providers in promoting greater access to
all health promotion venues, programs,
and services.
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any people with disabilities

have substantially greater dif-

ficulty participating in various
types of health-promoting behaviors such
as regular physical activity, good nutri-
tion, social activities, regular access to
medical care and preventive examina-
tions, smoking cessation classes, and so
forth compared with the general popu-
lation because of limited physical and/
or programmatic access to these services
and programs.” Lack of health educa-
tion and health awareness exacerbates
the limited access they have to health

care and health care follow-up, creat-

ing formidable barriers to effective health
promotion practices.® The risk to people
with disabilities from low participation or
adherence to various types of health pro-
motion programs is particularly trouble-
some, as they report a lower rate of good
health' and have a higher number of
health conditions (eg, spasticity, seizures,
pain, fatigue, depression, obesity).”

One measure of the importance of this
problem is its economic impact. While
people with disabilities account for
approximately 17% of the noninstitution-
alized population in the United States,
their health care expenditures represent a
disproportionately greater percentage of
total medical expenditures.® Total inpa-
tient and medication costs have also been
reported to be higher in people with dis-
abilities compared with the general pop-
ulation,” and the lack of accessible health
promotion programs and services may
contribute to a portion of the differences
in health care access and health care
utilization. >
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There is growing awareness that
many health disparities reported among
people with disabilities are not necessar-
ily a direct result of having a disability
but rather are linked to difficulty
accessing community services and
programs.**® In the 2005 White House
Conference on Aging,” experts noted
that the lack of appropriately trained
health professionals has made it difficult
for people with disabilities to self-man-
age their own health. Physical, pro-
grammatic, and attitudinal barriers limit
opportunities for participation, thereby
increasing health risks among this under-
served population.*** Compounding
the problem is the widely recognized
educational achievement gap between
people with and without disabilities
and the lack of accessible transportation
and affordable programs and services,
all of which contribute to the ineffective-
ness of many health promotion programs
offered in most communities to the
general public.?*

A critical first step in establishing health
promotion programs and services that are
accessible to people with disabilities is to
understand the dynamic nature between
the person and his or her environment.”
Zola® noted that “disabling conditions
are not merely the result of some physi-
cal or mental impairment, but rather, the
fit of such impairments with the social,
attitudinal, architectural, and even polit-
ical environment.” A particularly impor-
tant and distinct area of health promotion
directed at people with disabilities is to
reduce secondary conditions, improve
functional health, and eliminate envi-
ronmental barriers to community par-
ticipation.?»¥3? The recent Institute of
Medicine (IOM) report, The Future of
Disability in America,** emphasized the
importance of these areas and recom-
mended that Congress fund research on
evaluating the effects of secondary condi-
tions that will help guide clinical practice
in their prevention and management and
to identify potential environmental con-
tributors to the onset or severity of sec-
ondary conditions. The report noted that
the environment has a substantial role
in facilitating or impeding health among
people with disabilities.

Health promotion efforts targeted to
people with disabilities can have a sub-
stantial impact on improving lifestyle
behaviors,®* increasing quality of life,!
and reducing medical costs.'*!** The
aim of this article is to make health pro-
fessionals aware of the growing need
to assist people with disabilities in self-
managing their own health by creating
disability-friendly communities that elim-
inate the physical, programmatic, and
attitudinal barriers that often prevent or
limit their participation in many commu-
nity-based health promotion programs.

Of particular concern is the reportedly
higher incidence of obesity observed in
people with disabilities. *” As disturbing
as the obesity prevalence data are for the
general US population, data on persons
with disabilities are even more alarming.
Two reports on the prevalence of obe-
sity among adults with disabilities show
a disproportionately higher prevalence
of obesity among adults with disabilities.
Weil et al® pooled data from the 1994-
1995 National Health Interview Survey,
the 1994-1995 Disability Supplement,
and the 1995 Healthy People 2000

! Health promotion interventions that
empower people with disabilities
to better manage their health can
have a significant impact on
health, function, community
participation, and quallity of life. i

Health Disparities in
People With Disabilities

People with disabilities, as a group,
experience poorer health than the gen-
eral population. Data from the Centers
for Disease Control and Prevention
2001 and 2003 Behavioral Risk Factor
Surveillance System (BRFSS) highlight
self-reported health status among people
with disabilities." As shown in Figure 1,
people with disabilities report a substan-
tially lower rate of good health compared
with the general population. In Figure 2,
people with disabilities report a higher
incidence of obesity, smoking, and phys-
ical inactivity. The median rate of smok-
ing among people with disabilities is
30.5% compared with 21.7% for those
without disabilities. Similarly, people with
disabilities are more likely to be obese
(median, 31.2%) compared with people
without disabilities (median, 19.6%), and
people with disabilities are more likely
to be physically inactive (median, 22.4%)
compared with those without disabilities
(median, 11.9%).

Supplement. Among adults with disabil-
ities, 24.9% were obese compared with
15.1% of people without disabilities. The
highest prevalence occurred in adults
with lower extremity mobility disabilities.
In an analysis by the Centers for Disease
Control and Prevention of obesity preva-
lence data from the 1998 to 1999 BRFSS
on people with disabilities,* regard-

less of age, sex, or race/ethnicity, people
with disabilities were reported to have
higher rates of obesity than people with-
out disabilities.

Although obesity results in significant
societal and personal costs for all indi-
viduals, among people with disabilities
it also reduces or limits opportunities for
various types of community participa-
tion including employment and leisure
activities. Wheelchair transfers, rolling up
ramps, walking with a cane or walker,
and other essential activities become
substantially more difficult in disabled
individuals who are also obese. These
activities often require greater effort from
the caregiver or personal assistant, who
must assist the individual with various
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Figure 1.
Self-reported health status between people with and without disabilities from the 2001-2003 Behavioral Risk Factor Surveillance
System.
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Figure 2.
Health risk behaviors and health status between people with and without disabilitieé\Behavioral Risk Factor Surveillance System.
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activities of daily living and instrumental
activities of daily living.

Several other reports have noted that
people with disabilities have substantially
high levels of physical inactivity,”** which
predisposes them to a significantly higher
incidence and severity of secondary con-
ditions?* and, in particular, overweight
and obesity***% The environment may
also have a substantial negative effect
on the health status of people with
disabilities. Inaccessibility of the built
environment may predispose people with
mobility disabilities to remain in their
homes for longer periods of the day and
subsequently lead to a higher incidence
of sedentary behavior and increased
caloric intake.

The poorer health status observed
among people with disabilities creates
an unnecessary burden on the individ-
ual, caregiver, and/or other family mem-
bers. Society is affected by the increased
economic costs of supporting health
care and community services that may
be required, and poor health is known
to predict higher rates of unemployment
and reduced social participation.® These
health disparities send a strong message
that people with disabilities must be a
key target population for broad public
health interventions in smoking, obesity,
exercise, and other health behaviors.

Barriers to Health
Promotion Experienced
by People With Disabilities

The creation of universally designed
accessible environments that promote
independence and community participa-
tion among people with disabilities is a
critical area of health promotion for this
population.”#47% Some experts believe
that disability is not inherent in the indi-
vidual but rather the interaction between
the individual and his or her environ-
ment.”2*% Many different types of inac-
cessible environments to participating
in health-promoting activities by peo-
ple with disabilities are compounded by
architectural, programmatic, and attitudi-
nal barriers.® Secondary conditions are
exacerbated by environmental barriers
that discourage or prevent participation

in health promotion activities and pres-
ent a substantial challenge in altering the
built environment for improving access to
health-enhancing community activities.
The Americans With Disabilities Act
(ADA) provides the legal foundation
for ensuring the accessibility of com-
munity health promotion programs.’
Unfortunately, most of these programs
are not targeted to the specific needs of
people with disabilities, and many peo-
ple with disabilities do not feel welcome
at these facilities.”® Despite progress in
universal design principles and policies,
people with disabilities continue to face
an enormous array of barriers to par-
ticipating in self-managed health pro-
motion programs.**> Structures such as
parks, recreation and fitness facilities,
grocery stores, and health care facili-
ties are often inaccessible to people with
disabilities.?*83%55! In the government
report Surgeon General’s Call to Action
to Improve the Health and Wellness
of Persons With Disabilities," officials
noted that more effort must be directed
at enhancing the health and well-being
of people with disabilities by eliminat-
ing environmental barriers that make it
difficult or impossible for them to have
equal access to community activities.
The Healthy People 2010 chapter titled
“Disability and Secondary Conditions,”>
suggests that the significantly lower rate
of participation among people with dis-
abilities in health promotion may be
related to environmental barriers, includ-
ing architectural barriers, organizational
policies and practices, discrimination,
and social attitudes, and recommends
that public health agencies begin to
evaluate which environmental factors
enhance or impede participation.
Despite the enormous health benefits
that can be attained from regular physi-
cal activity,”**® people with mobility dis-
abilities report much lower levels of
physical activity compared with the gen-
eral population,” and inaccessibility of
the natural and built environments often
limits opportunities to participate in var-
ious types of recreation, sport, and lei-
sure physical activity in both indoor and
outdoor settings. While the general pop-
ulation has access to outdoor physical
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activity settings such as neighborhood
streets, shopping malls, parks, and walk-
ing/jogging paths to perform the most
common form of physical activity, walk-
ing,% access to walking for people with
mobility disabilities who have difficulty
walking (eg, arthritis, extreme obesity,
balance impairments, multiple sclerosis,
spinal cord injury, limb loss) or cannot
walk (eg, some form of paralysis) is often
limited by these inaccessible environ-
ments.” Some streets do not have curb
cuts, damaged sidewalks may create a
higher risk of falling, walkways or walk-
ing paths are too narrow for a wheelchair
user and partner to walk side by side,
many communities do not have side-
walks, or the terrain’s grade or slope is
too steep. Other problems with outdoor
environments include unsafe neighbor-
hoods, poor weather making side-
walks slippery or impassable, not having
enough benches along a trail for people
who need frequent rest periods, poorly
designated signage, no accessible bath-
rooms along a trail or path, and no hand-
icapped parking spaces near a trail.*
Environmental barriers to nutrition are
also commonly observed in people with
disabilities. In the United States, obe-
sity and type 2 diabetes follow a socio-
economic gradient, with the highest rates
observed among groups with the high-
est poverty rates and the lowest levels of
education.”? Kinne® used the term food
deserts to describe areas in cities where
residents without private cars have dif-
ficulty accessing supermarkets that have
low food prices and wide selections
of fresh produce. She found the great-
est numbers of food deserts in neighbor-
hoods with the highest concentrations of
elderly and disabled individuals. Social
isolation, depression, and substance
abuse are also associated with poor
dietary practices and obesity.” These and
other characteristics disproportionately
affect disabled populations. Weil et al*
reported that compared with other dis-
abled groups and the general population,
individuals with severe lower extremity
mobility difficulties had higher percent-
ages of poverty (27% lived in poverty),
less education (36% with <12 years), and
higher obesity rates and were less likely
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to attempt weight loss and less frequently
counseled by their physicians about
weight loss. Other barriers to eating well
among individuals with mobility disabil-
ities include being too tired to cook, the
higher cost of nutritious foods, difficulty
shopping, and not enough time to shop
or prepare food.®® Finally, physiologic
changes that accompany many types of
injuries that cause mobility impairments
greatly diminish caloric requirements,”
although it is common for many indi-
viduals to retain preinjury eating habits
and calorie intake, leading to excessive
weight gain.® Collectively, these char-
acteristics and barriers create an envi-
ronment that predisposes people with
disabilities to a higher prevalence of
obesity and poor diet quality.

There are several other health pro-
motion domains in addition to physical
activity and nutrition that may contain
significant participation barriers for
people with disabilities. Table 1 lists 15
of these domains and highlights com-
mon health behaviors exhibited by many
people without disabilities within each
domain. The last column lists common
personal or environmental barriers that
preclude the same level of participation
by people with disabilities.

Designing Health
Promotion Programs for
People With Disabilities:
Understanding the
Context of Secondary,
Associated, and
Chronic Conditions

People with disabilities are
predisposed to, or at risk for, developing
3 sets of health conditions that must be
considered in the design and implementa-
tion of health promotion programs. Two
of these conditions, secondary and associ-
ated, are relevant only to people with dis-
abilities, while the third category, chronic
conditions, usually referred to in the med-
ical literature as comorbidities, affect the
general population. The diversity in health
conditions observed in people with var-
ious levels (ie, severity) and types (ie,
physical, cognitive and sensory) of dis-
abilities requires health professionals to

understand the differences between these
conditions to develop more effective treat-
ment strategies that consider the effects
that one condition (ie, pain) may have on
other conditions that the person may be
experiencing (ie, obesity, fatigue, type 2
diabetes). Similarly, it is critical to know if
a condition such as weakness or fatigue

is related to lifestyle factors (ie, physical
inactivity) or is directly associated with the
disability (ie, multiple sclerosis). Given the
importance of various types of health-pro-
moting behaviors in improving health and
function, understanding the breadth and
scope of each of these conditions is crit-
ical for developing successful interven-
tion strategies that complement rather than
impede or delay progress.

Secondary Conditions

Since the first definition of secondary
conditions by the IOM in 1991,* several
investigators have used the term within a
similar framework to describe conditions
directly or indirectly associated with a dis-
ability and considered preventable.3'77?
The term grew out of a need to describe
conditions that were related to a primary
disability or had a substantially higher
prevalence in people with disabilities
compared with the general population.
Since the IOM publication, several fed-
eral agencies®™* have recommended that
one of the major goals of health promo-
tion for people with disabilities is to pre-
vent or minimize secondary conditions.
In a report by the IOM,” Workshop on
Disability in America, secondary condi-
tions were recognized as a major limiting
factor in the promotion of good health,
independence, and social integration
among people with disabilities. One major
recommendation from that report was the
need for rehabilitation professionals and
health experts to direct more attention
toward secondary condition prevention in
people with disabilities. This was reem-
phasized in the new IOM report titled The
Future of Disability in America,* in which
recommendations were made to expand
the knowledge base about secondary con-
ditions and aging with a disability so that
professionals and consumers have a bet-
ter understanding of how these conditions
affect overall health.
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There is still some debate as to whether
socially related health conditions such as
social isolation, lack of access to adequate
medical care, or unemployment should
be considered secondary conditions.

The Healthy People 2010 report defines
secondary conditions more broadly and
does recognize that a secondary condi-
tion can be physical, psychological, or
social: “Secondary conditions are med-
ical, social, emotional, family, or com-
munity problems that a person with a
primary disabling condition likely experi-
ences.” In the same way that more med-
ically related secondary conditions are a
direct result of the impairments associated
with the primary disability, some pro-
fessionals suggest that secondary condi-
tions can occur as a result of some barrier
or set of barriers in the person’s environ-
ment (ie, social isolation caused by limi-
tations in access to the built and natural
environment). #3577 The underlying
concept is that secondary conditions are
either preventable or can be mitigated by
using various types of health-promoting
behaviors, using various types of assistive
technologies, or providing more enabling
environments.

Associated Conditions

Associated conditions are certain aspects
or features of the disability and are a
direct result of the primary disability.”
While they are not necessarily prevent-
able, in some cases they can be better
controlled or managed to avoid further
complications. Examples of associated
conditions include seizures, spasticity,
incontinence, emotional lability, aphasia,
gastrointestinal disorders, visual
impairments, autonomic dysfunction,
hydrocephalus, and many others. These
conditions are often managed with med-
ication, medical devices, cognitive or
behavioral therapy, or assistive technol-
ogies. Specific examples associated with
various disabilities include seizures in
persons with cerebral palsy, aphasia in
individuals with stroke, autonomic dys-
function in persons with spinal cord
injury, hydrocephalus in persons with
spina bifida, and visual disturbances in
individuals with multiple sclerosis. The
primary difference between secondary and
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Table 1.

Health Promotion Domains That Can Be Inaccessible to People With Disabilities

Health Domain

General Population

Barriers to People With Disabilities

Exercise Walking is most common public health | Inability to walk or difficulty walking because of painful joints
recommendation for physical activity (ie, hip pain)
Access to all areas of fitness facility Minimal access to certain areas of fitness facility

Nutrition Choice in eating certain types of foods | Lack of dexterity or strength make it difficult to open certain
Obtaining certain nutrients through bottles or jars
consumption of vitamins and nutritious | Limited income or gastrointestinal impairment prevent certain
types of foods foods from being purchased or consumed

Sleep Regular sleep not affected by Associated (eg, spasms, incontinence) and secondary conditions

secondary conditions associated with
a disability

(eg, depression, severe obesity) may adversely affect sleep patterns

Painful joints may decrease ability to sleep in certain positions
and may detract from restful sleep

Social relationships

Accessible and convenient
transportation

Strong social skills

Lack of accessible transportation

Difficulty forming social relationships because of limited social
contacts

Relationships with
family members

Relationships between family members
grow independently

Complete financial and physical dependence on 1 or more family
members strains relationships with family members

Employment Enjoyable and engaging work Limited opportunities to work
Freedom to use various work settings Specific work settings available only due to functional limitations
or change jobs often
Substances Smoking cessation programs Materials used in smoking cessation program inaccessible to
people with cognitive disabilities or low reading levels
Medications Limited number of medications used to | Multiple medications lead to further health problems (ie, obesity)
manage health and higher risk of overmedication
Hygiene Simple remedies to maintain good Incontinence increases complexity in maintaining good hygiene
hygiene (ie, odor, skin irritation, increased pressure sore risk)
Spirituality Easy access to materials used in No sign language interpreter available during service
places of worship
Self-efficacy Opportunities for personal growth Attitudinal barriers (ie, low expectations) reduce self-efficacy
enhance self-efficacy
Sexuality Common forms of sexual intimacy Lack of knowledge by health care provider on modifications in
sexual intimacy
Stress Managed through other forms of health | Limited opportunities to use other forms of health promotion to

behaviors such as exercise and proper
nutrition

manage stress

Continued learning

Opportunities to continue lifelong

Limited opportunities to work results in minimal educational

throughout the education through various work-related | growth

life span continuing education incentives

Medical care Accessible medical care facilities and Limited medica | facility access (ie, physician offices, equipment
access affordable health care plans such as examination tables, mammography machines)

Low employment rate may mean lack of affordable health
insurance
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Figure 3.

Health promotion program dyad for people with disabilities: empowering the person and enabling the environment.

Enabling the
Environment

associated conditions is the preventable
nature of secondary conditions, whereas
associated conditions are inextricable from
the disease or disablement process.

Chronic Conditions

While secondary and associated condi-
tions are a direct consequence of a dis-
ability, chronic conditions affect the
general population and are usually related
to lifestyle and/or environmental fac-
tors. These conditions are often referred
to in the medical literature as comorbid-
ities.* The most common chronic con-
ditions are hypertension, heart disease,
hyperlipidemia, cancer, arthritis, type 2
diabetes, and asthma. People with dis-
abilities may be more susceptible to these
conditions because of alterations in life-
style (eg, increased levels of physical
inactivity, weight gain, lack of access to
appropriate medical care) related to their
disability and/or living arrangement. In
some instances, an individual may have
been diagnosed with a chronic condition
(ie, heart disease, hypertension) before
acquiring his or her disability.

Healthy,
Active
Lifestyles for

People with
Disabilities

Removal of Barriers to
Health Promotion for
People with Disabilities

A Framework for
Improving Health and
Reducing Secondary
Conditions Among
People With Disabilities

A number of short-term studies have
demonstrated the beneficial effects
of health promotion interventions for
people with disabilities,'7#2:323577:80
However, most of these interventions
were designed in controlled settings to
maintain the integrity of the research.
A common problem with many health
promotion interventions is that their
transfer into generic community settings
often does not occur because the same
level of attention to specific issues asso-
ciated with the person’s disability and/or
inaccessible environment is unavailable.

Figure 3 provides a conceptual frame-
work for designing health promotion
programs for people with disabilities
emphasizing both personal (empowering
the person) and environmental (enabling
the environment) factors. The critical
nature of this dyad is that both sides

Empowering
the Person

must be addressed to achieve optimal
health outcomes. For example, a person
can be highly responsive to a health
promotion intervention (ie, strong per-
sonal interest and motivation) but not
have an accessible fitness facility near
his or her home. Alternatively, an envi-
ronment may be considered disability
friendly, but the person’s low exercise
self-efficacy or motivational level may
reduce his or her participation in the
program. To achieve the best outcomes
possible, both personal and environmen-
tal barriers (illustrated at the bottom of
Figure 3) must be eliminated to facilitate
higher levels of participation in various
types of community-based health promo-
tion programs. Improving one side of the
model may have limited or no utility if
barriers on the other side are not simul-
taneously addressed.

Figure 4 presents a contextual model of
health promotion for people with disabili-
ties that is composed of 5 key areas. Two
primary contributors to the state of health
for people with disabilities are (1) per-
sonal factors and (2) environmental factors.

American Journal of Lifestyle Medicine
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Figure 4.

Conceptual delivery model of health promotion for people with disabilities.

PERSONAL
FACTORS

Primary impairment
Level of severity
Seltefficacy
Motivation
Health Behaviors
e Physical activity
* Dietary habits
* Tobacco
* Controlled substances

Personal factors may include the individu-
al’s primary impairment and health behav-
iors such as physical activity and nutrition
intake. Environmental factors include built
environment accessibility (ie, curb cuts
that may impede the ability to travel from
one street to the next) or social support
and family structures that may be barriers
or facilitators to good health. At the bot-
tom of the figure are 3 overlapping circles
reflecting the interrelated nature of second-
ary, associated, and chronic conditions.
Although these conditions may be inter-
related, they may also represent separate
states of health independent of each other.

Empowerment Health

The key feature of empowerment
health is to teach individuals with disabil-
ities their rights as a consumer and how
they can play an active role in achieving
greater access to the health promotion
programs and services offered in their
community.** Empowerment health

ASSOCIATED CHRONIC

COND|T|ONS COND|T|ONS
Spasticity Arthritis
Seizures Cardiovascular

Aphasia Disease

SECONDARY

CONDITIONS
Pain
Weight problems
Fatigue
Deconditioning

Urinary tract infections

Depression
Pressure Sores
Social isolation

for people with disabilities includes
3 general sets of tasks: (1) management
of associated conditions (eg, taking
medication regularly to control spasticity,
(2) reducing or preventing secondary and
chronic conditions by engaging in certain
health behaviors (eg, increased physical
activity), and (3) eliminating environmen-
tal barriers that limit access to partici-
pation (eg, providing transportation).*
These 3 essential features require the col-
lective efforts of the individual, the health
provider, and the community at large to
ensure that programs and services are
accessible to people with disabilities.
Health promotion interventions that
empower people with disabilities to
better manage their health can have a
significant impact on health, function,
community participation, and quality of
life.**% For example, many individuals
with physical disabilities express pain as
a major secondary condition. An effec-
tive program would provide the person

ENVIRONMENTAL
FACTORS

Built Structures
Access to Health
Promotion Services
Living arrangements
Assistive aids
Transportation
Social Support Network

with the knowledge and skills neces-
sary to safely and effectively develop a
pain management program that meets
his or her needs, possibly through a pro-
gram that includes medications, appro-
priate seating and posture, exercise, and
relaxation techniques. Table 2 provides
examples of possible solutions to health
promotion barriers within the context of
empowering the person and/or enabling
the environment.

A central feature of empowerment
health is its basis in individually per-
ceived problems, and it focuses on help-
ing the person overcome barriers by
developing problem-solving skills rather
than providing formulated solutions or
simply offering assistance from a health
care provider. By teaching the individual
effective strategies for resolving problems
or overcoming barriers, empowerment
health seeks to increase the person’s
self-efficacy, which gives the individ-
ual a sense of being able to successfully
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Table 2.

Empowering the Person and Enabling the Environment: Solutions for Overcoming Health Promotion Barriers

Health Domain

Empowering the Person

Enabling the Environment

Implement scheduled nighttime bathroom visits or
limitation on nighttime beverage intake

Exercise Seek accessible fitness centers for wheelchair users Universal design and equipment modifications (ie,
adjust height of equipment to accommodate limited
range of motion in hips or knees)

Nutrition Caregiver education of acceptable and healthy alternatives | Residential facility staff education for healthy food

to expensive or intolerable food choices choices when ordering and preparing food

Education on availability of assistive devices to perform Availability of healthy foods in grocery stores;

grocery shopping accessibility of these foods both financially and
structurally (ie, store shelves and food positioning)

Sleep Increase understanding of medications to treat symptoms | Create quiet and comfortable environment

(ie, temperature, bedding, ability to transfer
independently in and out of bed to toilet at night)

Social relationships

Determine activities of interest and seek participation
where others with similar interests may attend

Find accessible public transportation routes or
schedule individual pick-up times

Relationships with
family members

Self-direct own care through personal assistant

Educate person about limitations associated with certain
conditions (ie, person with rheumatoid arthritis may have
increased pain during the morning, so schedule outings
later in the day)

Determine living relationships and visit schedules
that minimize conflict and that are convenient for all

sections of grocery stores

Schedule time in the morning to stretch and meditate using
video designed for performing activities in wheelchair

Employment Seek specialized training in field of interest Determine best fit for accommodating workplace
environment based on interests and job skills
Design work space to accommodate limitations due
to pain or lack of range of motion
Substances Educate program leaders on ways to make their materials | Create and distribute accessible materials (ie, large
accessible in content and format print, audio, Braille) in various community locations
Medications Inform physician of medication side effects to determine best | Organize medications to ensure correct dosage and
combination for particular conditions combinations are followed
Hygiene Set bladder evacuation schedule or coordinate with Ensure accessible cleansing equipment is available
caregiver to minimize incontinent episodes and that individual or caregiver is knowledgeable
Use assistive devices (ie, long-handled sponges) to reach | @bout use of this equipment/device(s)
difficult areas for washing
Spirituality Educate staff in places of worship on how to make Locate accessible places of worship (building
materials more accessible (ie, reading levels, print size) entrances, congregation halls)
Self-efficacy Empowerment through increased access to community Locate accessible facilities and program materials
and programs of interest
Sexuality Education through social contacts or consumer literature Locate and gain access to consumer literature and
accessibility equipment as needed
Stress Increased access to fitness centers and healthy food Accessible buildings to healthy services locations

(fitness centers, grocery stores, spas)

Continued learning
throughout the life
span

Seek access to local independent living centers to
determine educational opportunities regarding work and
health

Improvement in structured/regular communication
with independent living centers

Medical care access

Educate medical office staff on ways to make building and
equipment more accessible

Investigate health care plan options with independent living
centers and disability rights organizations

Improve wheelchair access to health care provider
offices

Use adjustable height examination tables and other
accessible diagnostic equipment
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resolve challenges that arise in the course
of managing his or her health, 234505

It should provide the individual with a
sense of assurance that access to health
promotion programs are a right and not
a privilege and that programs, facilities,
and services available and accessible to
the general community should be acces-
sible to all persons with disabilities.

Enabling Environments

Throughout the history of civilization,
built and cultural/social environments
have been created for people without
disabilities. It is important for health pro-
fessionals and public policy makers to
recognize that accessible and disability
friendly communities are considered to
be part of the ADA. According to Meyers
et al,*” despite passage of the ADA in
1990, access remains an elusive goal and
an unkempt promise, and in addition to
the critical need to increase access to the
built environment, there is also a tremen-
dous need for more training programs
that promote disability awareness and
sensitivity, that is, to break down attitu-
dinal barriers by providing the ability to
provide assistance to people with mobil-
ity disabilities without conveying conde-
scension or contempt.

The lack of disability-related content in
most professional training programs is an
enormous problem for providing acces-
sible and effective programs for people
with disabilities. One important approach
to enabling environments is to include
content in health professional training
programs that address the needs of peo-
ple with disabilities. Using person-first
terminology, treating all individuals with
dignity, and maintaining respect for indi-
vidual differences are critical for making
people with disabilities feel more com-
fortable in various health promotion set-
tings. Similarly, informing professionals
about universally designed products will
also help to make facilities structurally
more accessible and disability friendly.
More and more products are being man-
ufactured using common universal
design principles that provide access for
a broader group of individuals with dis-
abilities including accessible medical
equipment (ie, examination tables) and
exercise products (universally designed

exercise equipment). Simpler solutions to
enabling environments for people with
disabilities include better lighting, larger
font sizes on various signage, and rails or
steps for hard-to-reach items.

Accessible transportation to get to a
fitness or medical facility can be a formi-
dable barrier for many individuals with
disabilities.”® Creating accessible trans-
portation options for people with dis-
abilities will result in greater access to
health promotion services offered in the
community. This access could have a
substantial impact on improving these
individuals’ health and reducing the risk
of secondary and chronic conditions.

Conclusion

It is important for health profession-
als and service providers to recognize the
different personal and environmental fac-
tors that may enhance or impede par-
ticipation in health promotion activities
among people with disabilities. A truly
enabling environment is one in which
health promotion programs and ser-
vices available to the general community
are as accessible to people with disabil-
ities as they are to people without dis-
abilities. Health professionals must also
recognize that several personal and envi-
ronmental barriers not typically reported
in the general population (e, transpor-
tation difficulties, inaccessible buildings
or structures, lack of staff knowledge on
certain accommodations that are needed
for managing physical, cognitive, or sen-
sory impairments, etc) are likely to have
a negative impact on the person’s abil-
ity to successfully participate in various
kinds of individual and group health pro-
motion activities.

Health promotion for people with dis-
abilities must consist of the following
dyad: (1) empowering individuals to self-
manage their own health and (2) pro-
moting disability-friendly (enabling)
environments that support good health
promotion practices in the home, work,
and community settings. Within this
framework, health promotion programs
and services should focus on 3 key areas:
(1) reduction or prevention of second-
ary conditions, (2) improvements in func-
tional health that will allow the person to
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maintain optimum levels of independence
and participation in community activities,
and (3) increased access to natural, built,
and social environments.

Health promotion has become an
important goal in public health and pub-
lic policy, and reducing health dispari-
ties among people with disabilities must
be a critical part of this agenda.'* Public
health practitioners, health care provid-
ers, community organizations, and federal
agencies must work together to improve
access to the tens of thousands of com-
munity-based health promotion programs
offered throughout the United States and
the world.
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