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Objectives. This study presents national estimates on the health, preventive health care, and
health care access of adult women with disabilities. We compared women with 1 or 2
functional limitations (FLs) and >3 FLs with women with no FLs. Topics covered included
demographic characteristics, selected reported health measures, selected clinical preventive
services, and selected access to care indicators and health care coverage.

Methods. Estimates in this report were based on data from the 1994–1995 National Health
Interview Survey, Supplement on Disability (NHIS-D). The sample size for women >18 years
of age used in producing the estimates from the combined 1994 and 1995 NHIS-D was 77,762.

Results. An estimated 16% of women >18 years of age had difficulty with at least 1 FL.
Women with FLs were less likely to rate their health as excellent or very good and more likely
to report their health as fair or poor when compared with women with no FLs. Women with
FLs were also more likely to report being a current smoker, having hypertension, being
overweight, and experiencing mental health problems. Among women >65 years of age, those
with FLs were also less likely to have received Pap smear tests within the past year and those
with >3 FLs were less likely to have received mammograms within the past year than women
with no FLs. Women with >3 FLs were more likely to report being unable to get general
medical care, dental care, prescription medicines, or eyeglasses, regardless of age group,
compared with women with no FLs. The main reasons reported for being unable to receive
general care were financial problems or limitations in insurance. These findings suggest that
increased attention to the health care needs of women with disabilities from researchers,

clinicians, and public health professionals is warranted.
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he study of the health of women with disabilities
began only a decade ago when a few researchers

hallenged 2 entrenched stereotypes—that disability is
he opposite of health and that gender is far less impor-
ant than the characteristics of a disability itself. This
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nterest in research on women with disabilities followed
ncreased interest in wellness, women’s health, and
revention of secondary conditions in people with dis-
bilities. Several researchers and advocates for issues of
oncern to women with disabilities noted the gap in
nformation about disability and gender (Altman, 1985;
eegan & Brooks, 1985; Fine & Asch, 1985). Before 1990,
nly 1 publication reported demographics about women
ith disabilities using national population-based data
Bowe, 1984), and only a few reported on access to
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enefits for women with disabilities (Johnson, 1979;
utza, 1981; Mudrick, 1988). Although some publica-

ions about people with disabilities included information
bout women with disabilities (Collins, 1993; LaPlante,
988, 1991; McNeil, 1993, 1997), statistical information
bout risks, causes, and consequences of disability
mong women at the national level was not studied until
996 (Altman, 1996). One study compiled data from
ultiple national statistical sources and individual re-

earch studies on the demographics, education, employ-
ent, and health status of girls and women with disabil-

ties (Jans & Stoddard, 1999). However, this research
ddressed only a few health-related questions, and
any of the study’s comparisons focused on differences

etween women with disabilities and men with disabil-
ties, rather than on health differences between women

ith and women without disabilities or differences be-
ween women with varying levels of disability.

Few studies to date have examined selected health
ssues for women with functional limitations (FLs)
sing data from the National Health Interview Survey

NHIS) Disability supplement conducted in 1994–
995. A study in 1998 (Centers for Disease Control and
revention [CDC], 1998) examined breast and cervical
ancer screening use and found that older women
ith �3 FLs were less likely than women with no

imitations to receive screenings within the recom-
ended time frame. These results were confirmed by

tudies in 2000 (Iezzoni, McCarthy, Davis, & Siebens,
000) and 2001 (Iezzoni, McCarthy, Davis, Harris-
avid, & O’Day, 2001) that examined the use of

creenings and preventive services among adults with
obility impairment and among women with disabil-

ties, respectively. The 2000 study found that women
ith major mobility difficulties were significantly less

ikely to receive a Papanicolaou test or mammogra-
hy, even after controlling for demographic character-

stics and health care access. Reasons suggested in the
000 study were shortened appointment times, phys-
cally inaccessible care sites, and inadequate equip-

ent. The 2001 study found that although “disabled
omen generally reported screening and preventive

ervices at rates comparable to all women, [women]
ith major lower extremity mobility difficulties had
uch lower adjusted odds of Papanicolaou smears,

. . mammograms, . . . and smoking queries” (Iezzoni
t al., 2001, p. 135). The 2001 study also looked at
onditions such as obesity and depression and found
isparities for women with disabilities.
The purpose of this study is to explore health

isparities between women with and without disabil-
ties. Our study will add to the existing body of
nowledge by using nationally representative data
including age-specific and age-adjusted findings) to
xamine a broad array of variables that have been
inked to health.
National, population-based data on US women with a
isabilities are available from 4 primary sources. The
HIS is an annual nationwide household survey of the
S civilian noninstitutionalized population, sponsored
y the National Center for Health Statistics (NCHS) of
he CDC. The 1994 and 1995 NHIS included a Disability
upplement (NHIS-D) consisting of an extensive set of
tems on many dimensions of the impact of disability on
ealth and daily life, thereby creating a database of
nparalleled scope on disability. The Survey of Income
nd Program Participation, a sample household survey
f the civilian noninstitutional US population conducted
y the US Census Bureau, is an ongoing study of
conomic well-being that periodically includes questions
n disability. The Medical Expenditure Panel Survey, the
hird in a series of national probability surveys of the US
ivilian population, is conducted by the Agency for
ealthcare Research and Quality and focuses on the cost

nd use of medical care in the United States. Finally, the
ehavioral Risk Factor Surveillance System (BRFSS) is

he CDC’s unique state-based surveillance system used
o collect data through monthly telephone interviews

ith civilian, noninstitutional US adults about major
ealth risk behaviors. The BRFSS included a disability
odule in 1998–2000, but the questions were limited in

cope and were administered in only 14 states. Two of
hese disability questions were added to the core ques-
ionnaire on a provisional basis in 2001. Beginning in
003, these 2 items were made part of the annual core
uestionnaire and are now administered in all states.
ithin each of these 4 data sources, however, few

nalyses have specifically addressed women with dis-
bilities.

We used the 1994–1995 NHIS-D to analyze data on
ealth, preventive health care, and health care access of
omen with disabilities because of its unprecedented

readth of coverage of disability characteristics and its
elevance to health issues raised in Healthy People 2010
US Department of Health and Human Services, 2000),
ncluding many of the leading indicators of health status
e.g., overweight and obesity [objective 19-2], tobacco
se [objective 27-1a], substance abuse [objectives 26-10c
nd 26-11c], mental health [objective 18-9b], and access
o health care [objectives 1-1 and 1-4a]). Of the disability-
elated Healthy People 2010 objectives, we analyzed data
egarding depression (objective 6-3), social participation
objective 6-4, operationalized in this study as education,

arital status, and living arrangement), and employ-
ent (objective 6-8).
Widely disparate variables chosen to define disability

omplicate analyses of population-based data. Com-
only accepted measures of disability focus on activity

imitations ranging from personal care (e.g., bathing and
ating) to social participation (e.g., employment and
ecreation). These definitions allow inclusion of people
ith many types of disabling conditions, including sen-

ory, cognitive, emotional, and physical impairments

nd chronic health conditions. Although sensory, cogni-
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ive, and emotional impairments can have concomitant
hysical symptoms, we were interested primarily in the
ffects of limitations in physical functioning on health,
reventive health care and health care access. Therefore,
e used functional limitation, a measure of physical

unctioning—which the NHIS-D clearly operational-
zed—to define parameters for our sample, instead of
ther variables, such as impairment category or activity

imitation. We compared women with FLs—1 or 2 FLs
nd �3 or more FLs—with women who had no FLs. We
hose these groups, rather than men with or without
Ls, to enable close examination of conditions unique to
omen (such as breast and cervical cancer screening)

nd conditions that, in the literature, disproportionately
ffect women or affect women differently from men
such as depression, hypertension, unemployment, and
ack of health insurance). By holding gender constant,

e could focus on the effect of disability.
We examined disparities between women with and
ithout FLs across a broad array of variables that have

een empirically linked to health. Data fell logically
nto 4 categories: 1) demographic characteristics, 2)
eported health measures, 3) clinical preventive ser-
ices, and 4) access to care indicators and health

nsurance coverage.

ata and Methods

urvey Procedures
ata for this report are from the 1994–1995 NHIS-D.
he NHIS has been in the field continuously since
957. It collects data on the personal, sociodemo-
raphic, and health characteristics of all people in the
ampled households. The survey includes a “core” set
f questions used to collect comprehensive health
tatus, health care use, and sociodemographic infor-
ation; these “core” questions are updated approxi-
ately every 10 years. In addition, the NHIS includes

pecial supplements with topics, questions, or both
hat might change from year to year. Key information
bout the NHIS survey, including details of the sam-
le design and questionnaire contents, can be found in
CHS publications (Adams & Marano, 1995; Benson
Marano, 1998).
During 1994–1995, the CDC, 12 other federal agen-

ies, and 1 foundation sponsored a disability survey as
special supplement to the NHIS (the NHIS-D). The
HIS-D was fielded in 2 phases: the Phase I Disability

upplement took place during the same interview as
he core NHIS, during which a knowledgeable adult
amily member, along with other adults who might
ave been present during the interview, answered
uestions about disability (e.g., specific conditions,
ctivity limitations, impairments, FLs, and participa-
ion restrictions) for themselves and for each family
ember. The Phase II Disability Supplement followed m
p on people identified in Phase I as having a disabil-
ty and asked those people more detailed, disability-
elated questions.

For this report, we used information from the 1994–
995 core NHIS, as well as the Phase I Disability
upplement. We also used information from the fol-
owing additional supplements to the 1994–1995

HIS: Family Resources (including access to care,
ealth care coverage, and detailed income); and Year
000 Objectives (including environmental health, to-
acco, heart disease and stroke, and clinical preven-
ive services). This report presents the findings from
hese linked data; the sample size of women �18 years
f age from the 1994–1995 combined Phase I Disability
upplement was 77,762.

nalysis
e estimated numbers of women, and age-specific (for

ge categories 18–44 years, 45–64 years, and �65 years
f age), and age-adjusted percentage distributions for
omen �18 years of age, according to specified charac-

eristics and number of FLs. Age-adjusted percentage
istributions were calculated because they are better

ndicators than unadjusted percentage distributions
hen comparisons are made between women with and
omen without FLs. Age-adjusted percentages were

ased on the projected 2000 Census total population
sing the following age categories: 18–24 years, 25–34
ears, 35–44 years, 45–64 years, 65–74 years, 75–84
ears, and �85 years of age (Day, 1996).
Estimated frequencies, percentages, and standard er-

ors were calculated using SUDAAN, a statistical pro-
ram for survey data analysis that adjusts for the effects
f complex sampling designs (Shah, Barnwell & Bieler,
997) Additional information about SUDAAN can be
btained from the website (www.rti.org/sudaan/).
wo-sided z-tests with Bonferroni adjustments for mul-

iple comparisons were used to assess statistical signifi-
ance of differences. Statistical significance for compari-
ons by FL are indicated in the tables for p � .01 and for
01 � p � .05. All differences discussed in the text were
tatistically significant at the 0.05 level or better.

The tables include only age-adjusted (Tables 1–4)
nd very limited age-specific percentages (Table 5)
ecause of space considerations. Additional age-spe-
ific tables (�18 years of age, 18–44 years, 45–64
ears, and �65 years of age) are available from the
uthors.

easures

isability. We identified women as having a disability
y FL status. Respondents were asked in the NHIS-D
hether they or a family member had difficulty with
1 of the following 8 FLs: a) lifting 10 pounds; b)
alking up 10 steps without resting; c) walking ¼

ile; d) standing for about 20 minutes; e) bending

http://www.rti.org/sudaan/
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able 1. Age-Adjusted Percentage Distributions (With Standard Errors) of Selected Demographic Characteristics for Women �18 Years of
ge According to Number of Functional Limitations: United States, 1994 and 1995

Selected Demographic Characteristics

Number of Functional Limitations ,Percent
distributions (standard errors) Significance

None 1–2 �3 None vs 1–2 None vs � 3 1–2 vs �3

ace and Hispanic origin 100.0 100.0 100.0
White, non-Hispanic 75.7 (0.4) 75.5 (0.9) 70.1 (1.2) ‡ ‡

Black, non-Hispanic 11.1 (0.3) 12.4 (0.7) 18.0 (1.0) ‡ ‡

Hispanic 8.6 (0.2) 8.5 (0.6) 8.7 (0.7)
Other 4.7 (0.2) 3.5 (0.4) 3.2 (0.4) † ‡

arital status 100.0 100.0 100.0
Married 62.5 (0.2) 55.0 (0.8) 47.6 (1.2) ‡ ‡ ‡

Widowed 10.1 (0.1) 12.6 (0.3) 14.0 (0.4) ‡ ‡ ‡

Divorced/separated 10.9 (0.1) 15.7 (0.6) 20.1 (0.8) ‡ ‡ ‡

Never married 16.3 (0.2) 16.6 (0.7) 17.8 (1.1)
iving arrangement1 100.0 100.0 100.0
Living alone 14.8 (0.2) 17.7 (0.6) 20.4 (0.9) ‡ ‡ †

Living with others 85.2 (0.2) 82.3 (0.6) 79.6 (0.9) ‡ ‡ †

Only children �18 years of age 5.7 (0.1) 10.9 (0.6) 14.2 (1.0) ‡ ‡ †

Only adults �18 years of age 54.3 (0.2) 52.6 (0.8) 50.0 (1.3) ‡

Both children and adults 39.9 (0.2) 36.5 (0.9) 35.8 (1.2) ‡ ‡

ducation 100.0 100.0 100.0
Less than high school 16.8 (0.2) 26.7 (0.8) 35.8 (1.1) ‡ ‡ ‡

High school graduate 38.7 (0.3) 40.2 (0.8) 38.1 (1.2)
College, �4 years 23.2 (0.2) 19.5 (0.7) 17.3 (1.0) ‡ ‡

College, �4 years 20.6 (0.2) 12.9 (0.5) 8.3 (0.6) ‡ ‡ ‡

mployment status 100.0 100.0 100.0
Currently employed 60.4 (0.2) 45.8 (0.8) 26.3 (1.1) ‡ ‡ ‡

Unemployed 2.7 (0.1) 3.4 (0.3) 4.4 (0.7) †

Not in labor force 36.9 (0.2) 50.8 (0.8) 69.3 (1.1) ‡ ‡ ‡

onthly household income2 100.0 100.0 100.0
�$1,000 16.1 (0.2) 27.8 (0.8) 39.1 (1.2) ‡ ‡ ‡

$1,000–$1,999 20.6 (0.2) 24.6 (0.7) 25.7 (1.0) ‡ ‡

$2,000–$2,999 17.8 (0.2) 17.4 (0.6) 13.5 (0.7) ‡ ‡

$3,000–$3,999 13.7 (0.2) 10.6 (0.5) 9.2 (0.8) ‡ ‡

�$4,000 31.8 (0.3) 19.6 (0.7) 12.5 (0.7) ‡ ‡ ‡

overty 100.0 100.0 100.0
At or above poverty level 82.8 (0.3) 71.5 (0.8) 61.8 (1.3) ‡ ‡ ‡

Below poverty level 9.4 (0.2) 20.7 (0.7) 29.1 (1.2) ‡ ‡ ‡

ources of income3 100.0 100.0 100.0
Disability income only4 1.1 (0.0) 6.8 (0.5) 19.6 (0.9) ‡ ‡ ‡

Other Government income only5 5.3 (0.1) 12.1 (0.6) 16.8 (1.0) ‡ ‡ ‡

Both6 0.3 (0.0) 2.8 (0.3) 7.7 (0.6) ‡ ‡ ‡

Neither7 93.3 (0.1) 78.3 (0.8) 55.9 (1.2) ‡ ‡ ‡

lace of residence 100.0 100.0 100.0
Metropolitan statistical area 79.3 (0.5) 76.6 (0.8) 75.6 (1.0) † ‡

Not metropolitan statistical area 20.7 (0.5) 23.4 (0.8) 24.4 (1.0) † ‡

eographic region 100.0 100.0 100.0
Northeast 21.4 (0.3) 17.2 (0.7) 17.5 (0.8) ‡ ‡

Midwest 24.5 (0.4) 23.7 (0.8) 23.1 (1.1)
South 33.3 (0.5) 35.6 (1.0) 39.2 (1.3) ‡

West 20.7 (0.4) 23.5 (1.0) 20.2 (1.0) †

0.0) Quantity more than zero but � .05.
otes: Percentages do not necessarily add up to 100 because of missing values and/or rounding. Standard errors were calculated using

UDAAN Release 7.50.
In a small number of cases there is a discrepancy between the family relationship and relationship to reference person variables due to the
xclusion of military persons.
Household income is imputed for missing values.
“Sources of income” includes disability-related income and other government income.
“Disability income only” includes people with social security or railroad retirement income due to their own disability; people �65 years of
ge with supplemental security income; or people with other disability pensions.
“Other government income only” includes people �65 years of age receiving public assistance or welfare, food stamps, or supplemental
ecurity income.
The category “Both” includes people with both disability income and other government income.
The category “Neither” includes people with neither disability income nor with other government income.
Indicates significance (.01 � p � .05) based on a 2-sided z-test with Bonferroni adjustment.

Indicates significance (p � .01) based on a 2-sided z-test with Bonferroni adjustment.
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own from a standing position; f) reaching up over
he head or reaching out; g) using fingers to grasp or
andle something; and h) holding a pen or a pencil.
e grouped women with FLs into 3 disability catego-

ies: difficulty with none of the 8 FLs, difficulty with 1
r 2 of the 8 FLs, and difficulty with �3 of the 8 FLs.
e based our analyses on disability defined in terms

f these 8 FLs, which are sometimes referred to as
agi-type measures (Nagi, 1969).

ody Mass Index. Overweight was defined in terms of
he body mass index (BMI) � the 85th percentile for

able 2. Age-Adjusted Percentage Distributions (with Standard Er
ge According to Number of Functional Limitations: United States

Selected Reported Health Measures

Number of Functiona
distributions (st

None 1–2

eneral Health
Health status 100.0 100.0

Excellent 32.4 (0.3) 11.2
Very good 32.2 (0.2) 20.2
Good 27.2 (0.2) 35.0
Fair 6.6 (0.1) 24.6
Poor 0.9 (0.0) 8.3
Unknown1 0.7 (0.0) 0.7

hysical health
Told had hypertension �2 times2 100.0 100.0

Yes 14.8 (0.4) 26.7
No 83.4 (0.5) 70.5
Unknown1 1.8 (0.1) *2.8

Now has hypertension2 100.0 100.0
Yes 7.3 (0.3) 16.2
No 90.1 (0.3) 79.5
Unknown1 2.6 (0.2) 4.2

Smoking in the home2 100.0 100.0
Yes 29.4 (0.6) 39.8
No 69.9 (0.6) 59.5
Unknown1 0.7 (0.1) *0.7

Smoking status3,4 100.0 100.0
Never smoked 58.3 (0.4) 45.2
Current smoker 21.5 (0.4) 33.3
Former smoker 19.5 (0.4) 21.0
Smoker, don’t know current

status1 0.1 (0.0) *0.0
Don’t know if ever smoked1 0.6 (0.1) *0.5

Body mass index 100.0 100.0
Underweight 8.6 (0.1) 6.9
Average 66.6 (0.2) 52.7
Overweight 21.6 (0.2) 37.2
Unknown1 3.2 (0.1) 3.1

ental health
Frequently depressed/anxious 100.0 100.0

Yes 4.1 (0.1) 18.4
No 95.1 (0.1) 81.2
Unknown1 0.8 (0.1) 0.4

Major depression in past 12
months 100.0 100.0

Yes 1.2 (0.1) 5.8
No 98.0 (0.1) 93.8
Unknown1 0.8 (0.1) 0.4
omen 20–29 years of age (Najjar & Rowland, 1987). o
ealth Insurance. Women were classified into the fol-
owing health insurance categories: private insurance
included people who had at least 1 general-purpose
ealth plan or who had a hospitalization plan only);
edicare and Medicaid; Medicare only; Medicaid

nly; and other (included people who had any type of
ilitary coverage including CHAMPUS, CHAMP-VA,

r other military, or who had Indian Health Service
overage, or other public assistance). A person with
1 type of health insurance was assigned to the

ighest ranking category in the following hierarchy:
rivate insurance; Medicare and Medicaid; Medicare

f Selected Reported Health Measures for Women �18 years of
and 1995

ations Percent
errors) Significance

�3 None vs 1–2 None vs �3 1–2 vs �3

100.0
3.4 (0.4) ‡ ‡ ‡

10.4 (0.9) ‡ ‡ ‡

22.4 (0.9) ‡ ‡ ‡

32.0 (1.1) ‡ ‡ ‡

31.2 (1.1) ‡ ‡ ‡

0.6 (0.1)

100.0
33.7 (1.9) ‡ ‡ †

63.9 (2.1) ‡ ‡

*2.4 (0.9)
100.0

19.8 (1.5) ‡ ‡

74.6 (1.9) ‡ ‡

5.6 (1.2) †

100.0
44.0 (2.8) ‡ ‡

55.8 (2.8) ‡ ‡

*0.1 (0.1)
100.0

47.3 (2.1) ‡ ‡

32.3 (1.8) ‡ ‡

20.1 (1.8)

*0.1 (0.1)
*0.2 (0.1)

100.0
9.7 (0.9) ‡ †

43.9 (1.2) ‡ ‡ ‡

43.2 (1.2) ‡ ‡ ‡

3.2 (0.4)

100.0
34.5 (1.2) ‡ ‡ ‡

64.9 (1.2) ‡ ‡ ‡

0.6 (0.2)

100.0
13.6 (0.8) ‡ ‡ ‡

85.9 (0.8) ‡ ‡ ‡

*0.5 (0.1) ‡
rors) o
, 1994

l Limit
andard

(0.5)
(0.6)
(0.8)
(0.7)
(0.4)
(0.1)

(1.8)
(1.8)
(0.9)

(1.7)
(1.7)
(1.0)

(2.1)
(2.2)
(0.6)

(1.6)
(1.7)
(1.2)

(0.0)
(0.2)

(0.5)
(0.9)
(0.8)
(0.3)

(0.6)
(0.6)
(0.1)

(0.4)
(0.4)
nly; Medicaid only; and other.
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esults

ge-adjusted analyses on selected demographic vari-
bles are contained in Table 1, selected reported health
easures in Table 2, selected clinical preventive ser-

ices in Table 3, and selected access to care indicators
nd health care coverage in Table 4. Table 5 contains
imited age-specific percentage findings.

emographic Characteristics
ata were analyzed on the following sociodemo-
raphic characteristics items: age, race, ethnicity, mar-

tal status, living arrangement, education, employ-
ent status, monthly household income, poverty

tatus, sources of disability income, residence in a
etropolitan statistical area, and geographic region.
In 1994–1995, there were an estimated 99.1 million

oninstitutionalized women in the United States �18
ears of age including 54.6 million women aged 18–44
ears, 26.3 million women aged 45–64 years, and 18.2
illion women �65 years of age. Of these women, an

stimated 16% (15.9 million women) had at least 1 FL.
he prevalence of having at least 1 FL increased with
ge from 6% for women aged 18–44 years up to 65%
or women �85 years of age. The proportion of Black
on-Hispanic women who had �3 FLs (12.1%) was
igher than for Hispanic women (8.8%) and white
on-Hispanic women (7.1%).

able 2. Continued

Selected Reported Health Measures

Number of Functional
distributions (sta

None 1–2

Difficulty with day-to-day stress 100.0 100.0
Yes 1.4 (0.1) 8.3
No 97.7 (0.1) 91.1
Unknown1 0.8 (0.1) 0.6

Alcohol abuse disorder 100.0 100.0
Yes 0.2 (0.0) 0.9
No 99.0 (0.1) 98.7
Unknown1 0.8 (0.1) 0.4

Drug abuse disorder 100.0 100.0
Yes 0.1 (0.0) 0.6
No 99.0 (0.1) 99.0
Unknown1 0.9 (0.1) 0.4

0.0) Quantity more than zero but � .05.
otes: Percentages do not necessarily add up to 100 because of rou

Figure has a relative standard error of �30% and is considered to
Includes not ascertained, don’t know, or refused.
Data are from the 1994 Year 2000 file. Because the weights have not
ear 2000 estimated total of 98,611 is slightly less than the combine

Data are from the combined 1994 and 1995 Year 2000 files. Becaus
ear 2000 file, the combined 1994 and 1995 Year 2000 estimated tota

otal of 99,378.
Data are based on the following 2 questions: “Have you smoked at
veryday, some days, or not at all?”
Indicates significance (.01 � p � .05) based on a 2-sided z-test wit
Indicates significance (p � .01) based on a 2-sided z-test with Bonf
The more FLs a woman had, the less likely she was w
o report being married (47.6% with �3 FLs, 55.0%
ith 1 or 2 FLs, and 62.5% with no FLs were married;
able 1). This same pattern held within each of the 3
ge groups: 18–44 years, 45–64 years, and �65 years
f age. Although women in all age and limitation
roups were more likely to live with others than by
hemselves, their likelihood of living alone increased

ith age within each limitation group (e.g., for those
ith �3 FLs, 9.9% of women aged 18–44 years, 24.4%

f women aged 45–64 years, and 48.2% of women �65
ears of age lived alone; Table 5). Having a FL was
ssociated with living alone for women aged �45
ears of age.
Regardless of age group, the more FLs a woman

ad, the less likely she was to have completed �4
ears of college and the more likely she was to have
ot completed high school. Approximately 35.8% of
omen with �3 FLs and 16.8% of women with no FLs

ad less than a high school education (Table 1).
omen with more FLs were less likely to be em-

loyed (26.3% for women with �3 FLs, 45.8% for
omen with 1 or 2 FLs, and 60.4% for women with no

Ls) and more likely not to be in the labor force (69.3%
or women with �3 FLs, 50.8% for women with 1 or 2
Ls, and 36.9% for women with no FLs). Women with
Ls (29.1% of women with �3 FLs and 20.7% of
omen with 1 or 2 FLs) were more likely than women

tions Percent
errors) Significance

�3 None vs 1–2 None vs �3 1–2 vs �3

100.0
21.1 (1.0) ‡ ‡ ‡

78.2 (1.0) ‡ ‡ ‡

0.8 (0.2)
100.0

1.4 (0.4) ‡ ‡

97.8 (0.5) †

*0.8 (0.3)
100.0

*1.3 (0.4)
97.8 (0.5)

*0.9 (0.3)

Standard errors were calculated using SUDAAN Release 7.50.
tistically unreliable.

djusted for disability records missing in the Year 2000 file, the 1994
and 1995 disability files total of 99,378.

eights have not been adjusted for disability records missing in the
,100 is slightly less than the combined 1994 and 1995 disability files

0 cigarettes in your entire life?” and “Do you now smoke cigarettes

erroni adjustment.
adjustment.
Limita
ndard

(0.5)
(0.5)
(0.1)

(0.2)
(0.2)
(0.1)

(0.1)
(0.2)
(0.1)

nding.
be sta

been a
d 1994

e the w
l of 99

least 10

h Bonf
ith no FLs (9.4%) to be living in households with
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able 3. Age-Adjusted Percentage Distributions (With Standard Errors) of Selected Clinical Preventive Services for Women �18 Years of
ge According to Number of Functional Limitations: United States, 1994 and 1995

Selected Clinical Preventive Services1

Number of Functional Limitations Percent
distributions (standard errors) Significance

None 1–2 �3 None vs 1–2 None vs �3 1–2 vs �3

eason for last doctor visit 100.0 100.0 100.0
New problem 22.3 (0.5) 22.3 (2.1) 18.8 (2.8)
Follow-up old problem 27.4 (0.6) 52.8 (2.5) 65.5 (3.0) ‡ ‡ ‡

General physical examination 25.3 (0.6) 11.8 (1.2) 6.3 (0.8) ‡ ‡ ‡

OB/GYN checkup 15.7 (0.5) 6.2 (1.1) *2.8 (1.0) ‡ ‡ ‡

Combined general and OB/GYN
checkup

1.6 (0.2) *0.5 (0.2) *0.7 (0.4) ‡ ‡

Related to pregnancy 2.4 (0.2) 2.6 (0.7) *2.6 (1.3)
Other 2.9 (0.2) 2.1 (0.5) *1.6 (0.5) ‡ †

Unknown2 2.4 (0.2) *1.8 (0.7) *1.8 (0.8) ‡ ‡

ime since last routine physical
examination /checkup1 100.0 100.0 100.0
Never 56.2 (0.5) 59.9 (1.6) 67.8 (2.0)
Within the past year 26.1 (0.4) 24.9 (1.5) 17.2 (1.7) ‡ ‡

1–2 years ago 13.8 (0.3) 11.4 (1.0) 10.8 (1.3) ‡ ‡

�3 years ago 2.1 (0.1) *1.8 (0.5) 1.5 (0.4)
Unknown2 1.7 (0.1) 2.0 (0.5) 2.7 (0.6)
sked about diet/eating habits3 100.0 100.0 100.0
Yes 42.9 (0.9) 45.1 (2.5) 50.7 (3.4)
No 53.2 (0.9) 51.6 (2.5) 46.6 (3.4)
Unknown2 3.9 (0.3) 3.3 (1.0) *2.6 (0.9)
sked about physical
activity/exercise3 100.0 100.0 100.0
Yes 46.3 (0.9) 48.1 (2.4) 46.0 (3.3)
No 49.9 (0.8) 47.1 (2.3) 51.4 (3.4)
Unknown2 3.8 (0.3) 4.8 (1.2) *2.6 (0.9)
sked about smoking3 100.0 100.0 100.0
Yes 50.9 (0.8) 56.6 (2.4) 49.4 (3.4)
No 45.7 (0.8) 39.9 (2.3) 46.2 (3.5)
Unknown2 3.4 (0.3) *3.5 (1.1) *4.4 (1.6)
sked about drinking habits3 100.0 100.0 100.0
Yes 40.6 (0.8) 43.9 (2.6) 41.1 (3.1)
No 55.4 (0.8) 52.1 (2.6) 55.5 (3.2)
Unknown2 4.1 (0.3) 4.0 (1.1) *3.4 (1.1)
sked about drug use3 100.0 100.0 100.0
Yes 22.4 (0.6) 23.6 (2.0) 22.7 (2.6)
No 73.4 (0.6) 72.9 (2.3) 72.1 (2.8)
Unknown2 4.2 (0.3) 3.6 (0.9) 5.2 (1.5)
sked about STDs3,4 100.0 100.0 100.0
Yes 24.2 (0.7) 27.2 (2.3) 24.7 (3.3)
No 71.6 (0.8) 68.2 (2.4) 70.5 (3.6)
Unknown2 4.2 (0.3) 4.6 (1.2) 4.9 (1.4)
sked about contraceptives3,5 100.0 100.0 100.0
Yes 36.6 (0.9) 29.3 (2.8) 31.2 (4.8) †

No 59.0 (0.9) 66.0 (2.8) 66.5 (4.8)
Unknown2 4.3 (0.3) *4.7 (1.4) *2.3 (1.3)

ime since last Pap smear test 100.0 100.0 100.0
Never 5.7 (0.3) 2.7 (0.5) *4.1 (1.5)
Within the past year 49.6 (0.7) 47.9 (2.2) 45.1 (3.0)
1–3 years ago 24.9 (0.6) 24.6 (1.7) 26.6 (2.7)
�3 years ago 16.2 (0.5) 22.0 (1.7) 19.0 (1.8) ‡

Unknown2 3.7 (0.2) *2.8 (0.9) *5.3 (2.4)
ime since last breast examination6 100.0 100.0 100.0
Never 5.0 (0.3) 7.4 (1.4) 5.1 (0.9)
Within the past year 53.7 (0.8) 51.7 (2.4) 54.4 (2.8)
1–2 years ago 18.7 (0.6) 17.9 (1.9) 16.4 (2.0)
�2 years ago 18.5 (0.6) 20.3 (2.0) 20.3 (2.4)
Unknown2 4.1 (0.3) 2.7 (0.8) 3.8 (0.7)

ime since last mammogram6 100.0 100.0 100.0
Never 35.9 (0.6) 35.2 (2.5) 36.5 (2.5)

Within the past year 29.6 (0.6) 32.3 (2.3) 28.2 (2.1)
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ncomes below the poverty level. For ages 18–44 years
nd 45–64 years, women with FLs were more likely
han women with no FLs to receive disability income

ith or without other government income. However,
5.9% of all women with �3 received neither disabil-
ty nor other government income.

eported Health Measures

eneral Health. To determine perceived health status,
espondents were asked to rate their health as excel-
ent, very good, good, fair, or poor. Women with FLs

ere less likely than women with no FLs to rate their
ealth as excellent or very good, and more likely to
eport their health as fair or poor. For example, 13.8%
f women with �3 FLs and 31.4% of women with 1 or
FLs rated their health as excellent or very good

ompared with 64.6% of women with no FLs (Table 2).

hysical Health. As indicators of physical health, re-
pondents were asked: 1) whether they had been told
y a doctor or other health professional �2 times that
hey had hypertension, 2) about their smoking status,
nd 3) whether someone in their home smoked. In
ddition, BMI was calculated based on reported
eight and weight to determine whether a woman
as underweight, average weight, or overweight.
omen with FLs were more likely to have been told

y a doctor or other health professional on multiple
ccasions that they had hypertension. Specifically,
3.7% of women with �3 FLs, and 26.7% of women
ith 1 or 2 FLs were told they had hypertension,

ompared with 14.8% of women without FLs (Table 2).
omen in all age groups who had FLs more often

eported hypertension than did women without FLs.

able 3. Continued

Selected Clinical Preventive Services1

Numb
Percent

None

1–2 years ago 16.1 (0
�2 years ago 14.8 (0
Unknown2 3.5 (0

otes: Percentages do not necessarily add up to 100 because of rou
Figure has a relative standard error of �30% and is considered to
All data are from the 1994 Year 2000 file except “Time since last ro
nd 1995 Year 2000 files. Because the weights have not been adjust
stimated total of 98,611 and the combined 1994 and 1995 Year 2000
isability files total of 99,378.
Includes not ascertained, don’t know, or refused.
Excludes people whose last physical examinations occurred �3 ye
Excludes people �65 years of age.
Excludes people �50 years of age.
Excludes people �30 years of age.
Indicates significance (.01 � p � .05) based on a 2-sided z-test wit
Indicates significance (p � .01) based on a 2-sided z-test with Bonf
An estimated 33.3% of women with 1 or 2 FLs and w
2.3% of women with �3 FLs reported being current
mokers, compared with 21.5% of women without FLs
Table 2). Women aged 18–44 and 45–64 years who
ad FLs were more likely to have reported being
urrent smokers than women of the same age without
Ls (e.g., 42.0% of women aged 18–44 years with 1 or
FLs and 43.3% with �3 FLs, compared with 25.1% of
omen with no FLs); with women aged 18–44 years
ith FLs having higher rates than women aged 45–64

ears with FLs (Table 5).
Women with FLs were more likely to be overweight

han were women without FLs. Of women with �3
Ls and women with 1 or 2 FLs, 43.2% and 37.3%,
espectively, were overweight, compared with 21.6%
f women without FLs (Table 2). Women with FLs
ere more likely than women without FLs to be

verweight across all age groups (Table 5). Among
omen aged 45–64 years with �3 FLs, 52.0% were

verweight, compared with 26.1% of women of the
ame age with no FLs.

ental Health. As indicators of mental health, respon-
ents were asked if they were frequently depressed or
nxious, if they had experienced a major depression
uring the last 12 months, if they experienced diffi-
ulty with day-to-day stress, and if they had experi-
nced alcohol or drug abuse disorders in the past 12
onths. Regardless of age group, the more FLs a
omen had the more likely being frequently de-
ressed or anxious was reported, and the more likely
aving had a major depression was reported. Overall,
4.5% of women with �3 FLs, 18.4% of women with 1
r 2 FLs, and 4.1% of women with no FLs reported
eing frequently depressed or anxious (Table 2). Sim-

larly, 13.6% for women with �3 FLs, 5.8% for women

unctional Limitations
tions (standard errors) Significance

1–2 �3 None vs 1–2 None vs �3 1–2 vs �3

2.6 (1.3) 15.9 (2.2) †

6.6 (1.4) 16.3 (1.8)
3.2 (0.9) 3.1 (0.6)

Standard errors were calculated using SUDAAN Release 7.50.
tistically unreliable.
physical examination /checkup” which is from the combined 1994
disability records missing in the Year 2000 file, the 1994 Year 2000
ted total of 99,100 are slightly less than the combined 1994 and 1995

.

erroni adjustment.
adjustment.
er of F
distribu

.5) 1
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ith 1 or 2 FLs, and 1.2% for women with no FLs
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able 4. Age-Adjusted Percentage Distributions (With Standard Errors) of Selected Access to Care Indicators and Health Care Coverage
or Women �18 Years of Age According to Number of Functional Limitations: United States, 1994 and 1995

Selected Access to Care
Indicators and Health Care

Coverage

Number of Functional Limitations Percent distributions
(standard errors) Significance

None 1–2 �3 None vs 1–2 None vs �3 1–2 vs �3

ccess to care
Usual source of medical

care 100.0 100.0 100.0
1 86.7 (0.2) 87.8 (0.6) 90.9 (0.7) ‡ ‡

�2 0.4 (0.0) 0.5 (0.1) *0.6 (0.2)
No usual source of care 10.6 (0.2) 9.9 (0.6) 6.6 (0.6) ‡ ‡

Unknown1 2.3 (0.1) 1.8 (0.2) 1.9 (0.3)
Place of usual care2 100.0 100.0 100.0

Doctor’s office/clinic 96.6 (0.2) 95.6 (0.5) 95.3 (0.6)
Emergency room 0.8 (0.0) 1.6 (0.3) 1.9 (0.5) †

Other 1.9 (0.1) 2.3 (0.3) 1.9 (0.4)
Unknown1 0.7 (0.0) 0.6 (0.1) 0.8 (0.2)

Type of health professional3 100.0 100.0 100.0
Doctor 97.7 (0.1) 97.4 (0.3) 96.5 (0.6)
Nurse 0.2 (0.0) *0.2 (0.1) *0.2 (0.1)
Nurse practitioner 0.5 (0.0) *0.6 (0.2) 0.5 (0.1)
Physician’s assistant 0.3 (0.0) 0.5 (0.1) *0.9 (0.4)
Chiropractor 0.2 (0.0) *0.4 (0.1) *0.3 (0.1)
Other 0.2 (0.0) *0.3 (0.1) *0.4 (0.2)
Unknown1 0.9 (0.1) 0.5 (0.1) 1.1 (0.3) †

Type of doctor4 100.0 100.0 100.0
General practitioner/

internist 87.6 (0.2) 84.4 (0.7) 79.8 (1.1) ‡ ‡ ‡

OB/GYN 7.4 (0.2) 4.5 (0.5) 1.9 (0.5) ‡ ‡ ‡

Other specialist 3.9 (0.1) 9.5 (0.6) 16.6 (1.0) ‡ ‡ ‡

Unknown1 1.2 (0.1) 1.7 (0.3) 1.6 (0.3)
Delayed care due to cost 100.0 100.0 100.0

Yes 8.6 (0.1) 20.7 (0.8) 25.9 (1.0) ‡ ‡ ‡

No 89.2 (0.2) 77.5 (0.8) 72.2 (1.0) ‡ ‡ ‡

Unknown1 2.2 (0.1) 1.8 (0.2) 1.8 (0.3)
Unable to get medical care 100.0 100.0 100.0

Yes 2.3 (0.1) 7.6 (0.5) 13.9 (0.9) ‡ ‡ ‡

No 95.3 (0.1) 90.4 (0.5) 84.1 (0.9) ‡ ‡ ‡

Unknown1 2.4 (0.1) 2.0 (0.2) 2.0 (0.3)
Main reason didn’t get

care5 100.0 100.0 100.0
Financial/insurance 67.7 (1.8) 71.9 (2.4) 69.2 (2.6)
Other 25.3 (1.7) 24.0 (2.3) 25.6 (2.5)
Unknown1 7.0 (0.9) 4.1 (1.1) 5.2 (1.1)

Unable to get mental health
care 100.0 100.0 100.0

Yes 0.5 (0.0) 1.9 (0.2) 3.7 (0.4) ‡ ‡ ‡

No 97.3 (0.1) 96.2 (0.3) 94.3 (0.6) ‡ ‡ ‡

Unknown1 2.2 (0.1) 1.9 (0.2) 2.0 (0.3)
Unable to get dental care 100.0 100.0 100.0

Yes 7.2 (0.1) 17.7 (0.7) 22.0 (1.0) ‡ ‡ ‡

No 90.6 (0.2) 80.3 (0.7) 76.0 (1.0) ‡ ‡ ‡

Unknown1 2.2 (0.1) 1.9 (0.2) 2.0 (0.3)
Unable to get prescription

medicines 100.0 100.0 100.0
Yes 2.2 (0.1) 7.7 (0.4) 14.7 (0.8) ‡ ‡ ‡

No 95.6 (0.1) 90.5 (0.5) 83.4 (0.9) ‡ ‡ ‡

Unknown1 2.2 (0.1) 1.8 (0.2) 1.8 (0.3)
Unable to get eyeglasses 100.0 100.0 100.0

Yes 3.1 (0.1) 10.0 (0.6) 14.0 (0.8) ‡ ‡ ‡

No 94.4 (0.1) 87.9 (0.7) 83.4 (0.8) ‡ ‡ ‡

Unknown1 2.5 (0.1) 2.0 (0.2) 2.6 (0.4)
ealth care coverage
Health insurance 100.0 100.0 100.0

Private 74.5 (0.3) 60.2 (0.9) 47.1 (1.2) ‡ ‡ ‡

Medicare and Medicaid 0.8 (0.0) 2.7 (0.3) 7.2 (0.5) ‡ ‡ ‡

‡ ‡ ‡
Medicare only 2.8 (0.1) 3.6 (0.2) 6.6 (0.3)
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eported a major depression (Table 2). There was a
ositive association between difficulty with stress and
umber of FLs (with 21.1% of women with �3 FLs,
.3% of women with 1 or 2 FLs, and 1.4% of women
ith no FLs having difficulty with day-to-day stress;
able 2). More women with FLs who were 18–44
ears of age reported alcohol and drug abuse than did
omen of the same age with no FLs, but the frequency
as low overall (�2%).

linical Preventive Services
s indicators of selected clinical preventive services,
articipants were asked the reason for their last doctor
isit and the length of time since their last rou-
ine examination/checkup. Respondents indicated

hether their doctors had asked them during their last
outine physical examination/checkup about their
iet and eating habits, exercise and physical activity,
moking, drinking, drug use, sexually transmitted
iseases, and use of contraceptives. Respondents were
lso asked the length of time since their last Pap smear
est; a breast physical examination; and mammogram.

Among several possible response options cited for
heir reason for their last doctor’s visit, women with
Ls were more likely to select “Follow-up of a previ-
us problem” and less likely to select “An ob/gyn
heckup” or “A general physical exam” than women
ithout FLs. An estimated 6.3% of women with �3

Ls and 11.8% of women with 1 or 2 FLs selected
eneral physical examination compared with 25.3% of
omen with no FLs (Table 3). Women aged 18–44

ears with 1 or 2 FLs were less likely to have gone to
he doctor for an ob/gyn checkup for their last visit
8.1% for women with 1 or 2 FLs, compared with
2.1% for women with no FLs; Table 5).
During their last routine physical examination/

able 4. Continued

Selected Access to Care Indicators and Health Care Coverage

Nu
P

N

Medicaid only 4.7
Other 1.7
Uninsured 12.6
Unknown1 2.9

0.0) Quantity more than zero but � .05.
otes: Percentages do not necessarily add up to 100 because of rou

Figure has a relative standard error of �30% and is considered to
Includes not ascertained, don’t know, or refused.
Includes people with 1 usual source of medical care.
Includes people with 1 usual source of medical care who usually
Includes people with 1 usual source of medical care who usually
Includes people unable to get medical care.
Indicates significance (0.01 � p � .05) based on a 2-sided z-test wi
Indicates significance (p � .01) based on a 2-sided z-test with Bonf
heckup women aged 18–44 years with 1 or 2 FLs w
35.3%) and �3 FLs (32.7%) were asked by their health
are provider less often about contraceptives than
omen with no FLs (44.8%; Table 5). Women aged

5–64 years with FLs were more likely than women
ith no FLs to be asked about diet or eating habits
uring their last routine physical examination/
heckup (57.7% of women with �3 FLs and 53.6% of
omen with 1 or 2 FLs compared with 47.4% of
omen with no FLs; Table 5).
Women �65 years of age with �3 FLs were less

ikely than women with no FLs to have had a Pap test
ithin the past year (24.3% for women with �3 FLs

ompared with 33.7% for women with no FLs.)
omen �65 years of age with �3 FLs (28.3%) were

ess likely than women with no FLs (37.9%) to have
ad a mammogram within the past year (Table 5).

ccess to Care
e analyzed items that asked about where women

sually went for medical care, what types of medical
ervices they were unable to obtain, and whether or
ot cost issues caused a delay in seeking care. Among
omen with a usual source of care who saw a
articular doctor, those with FLs were less likely to
ave their usual source of care in the offices of family
octors or general practitioners, or in the offices of
b/gyns, and more likely to receive their usual health
are from other types of physician specialists (Table 4).

The more FLs a women had the more likely she was
o delay care because of cost (25.9% of women with �3
Ls, 20.7% for women with 1 or 2 FLs, and 8.6% for
omen with no FLs; Table 4). Regardless of age

roup, the more FLs a woman had, the more likely
are was delayed due to cost and the more likely she
as unable to get medical care (Table 5). For all FL

roups, women aged 18–44 years and 45–64 years

of Functional Limitations
distributions (standard

errors) Significance

1–2 �3 None vs 1–2 None vs �3 1–2 vs �3

) 13.3 (0.6) 19.9 (1.1) ‡ ‡ ‡

) 2.9 (0.4) 2.8 (0.5) ‡

) 14.9 (0.6) 14.0 (0.8) ‡

) 2.5 (0.3) 2.5 (0.4)

Standard errors were calculated using SUDAAN Release 7.50.
tistically unreliable.

articular person at this source.
articular doctor at this source.

ferroni adjustment.
adjustment.
mber
ercent

one

(0.1
(0.1
(0.2
(0.1

nding.
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see a p
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ere more likely to report delayed care due to cost
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able 5. Selected Age-Specific Percentages (With Standard Errors) of Selected Demographic Characteristics, Reported Health Measures,
linical Preventive Services, and Access to Care Indicators According to Number of Functional Limitations: United States

Selected age-specific Percentages

Number of Functional Limitations
Percentages (standard errors) Significance

None 1–2 �3 None vs1–2 None vs �3 1–2 vs �3

elected demographic characteristics
Living arrangement1

Percentage living alone
18-44 years 7.5 (0.2) 8.7 (0.8) 9.9 (1.0)
45-64 years 12.4 (0.3) 19.5 (1.0) 24.4 (1.2) ‡ ‡ †

�65 years 38.0 (0.6) 44.9 (1.0) 48.2 (1.1) ‡ ‡

elected reported health measures
Smoking status2,3,4

Percentage current smoker
18–44 years 25.1 (0.5) 42.0 (2.6) 43.3 (3.5) ‡ ‡

45–64 years 21.9 (0.8) 29.2 (2.5) 29.9 (2.2) † ‡

�65 years 10.8 (0.7) 12.2 (1.2) 11.6 (1.1)
Body mass index2 (% overweight)

18–44 years 19.3 (0.3) 36.1 (1.2) 40.2 (1.8) ‡ ‡

45–64 years 26.1 (0.4) 43.5 (1.1) 52.0 (1.2) ‡ ‡ ‡

�65 years 21.9 (0.5) 31.9 (1.0) 36.3 (0.9) ‡ † ‡

elected clinical preventive services
Reason for last doctor visit2,5

Percentage OB/GYN checkup 18–44 years 22.1 (0.7) 8.1 (1.7) *4.7 (1.7) ‡

During last routine physical examination2,3,6

Percentage asked about contraceptives 18–44
years

44.8 (0.9) 35.3 (3.3) 32.7 (4.3) † †

During last routine physical examination2,3,6

Percentage asked about diet/eating habits 45–64
years

42.4 (1.5) 53.6 (3.6) 57.7 (3.2) † ‡

Time since last Pap smear test2,5

Percentage within the past year �65 years 33.7 (1.5) 27.6 (2.5) 24.3 (2.0) ‡

Time since last mammogram2,5

Percentage within the past year �65 years 37.9 (1.3) 31.6 (2.4) 28.3 (2.3) ‡

elected access to care indicators
Percentage delayed care due to cost2

18–44 years 11.0 (0.2) 26.6 (1.2) 33.2 (1.6) ‡ ‡ ‡

45–64 years 8.0 (0.2) 20.0 (1.0) 26.7 (1.1) ‡ ‡ ‡

�65 years 2.6 (0.2) 4.5 (0.4) 7.3 (0.5) † ‡ ‡

Percentage unable to get medical care2

18–44 years 3.0 (0.1) 9.8 (0.7) 17.5 (1.3) ‡ ‡ ‡

45–64 years 2.1 (0.1) 6.9 (0.6) 13.1 (0.9) ‡ ‡ ‡

�65 years 0.8 (0.1) 1.7 (0.3) 2.7 (0.3) ‡ ‡ †

Main reason didn’t get care2,7

Percentage with financial/insurance
18–44 years 77.1 (1.4) 84.6 (2.8) 75.3 (3.4)
45–64 years 67.3 (2.6) 77.6 (4.9) 77.4 (2.7) †

�65 years 41.5 (6.4) 34.6 (7.6) 49.2 (4.7)
Percentage unable to get mental health care2

18–44 years 0.7 (0.0) 2.9 (0.4) 5.7 (0.7) ‡ ‡ ‡

45–64 years 0.3 (0.0) 1.5 (0.3) 2.5 (0.4) ‡ ‡

�65 years *0.1 (0.0) *0.1 (0.1) *0.2 (0.1)

0.0) Quantity more than zero but � .05.
otes: Percentages do not necessarily add up to 100 because of rounding. Standard errors were calculated using SUDAAN Release 7.50.

Figure has a relative standard error of �30% and is considered to be statistically unreliable.
In a small number of cases there is a discrepancy between the family relationship and relationship to reference person variables due to the
xclusion of military persons.
Percentages calculated with unknown in the denominator.
Data are from the combined 1994 and 1995 Year 2000 files. Because the weights have not been adjusted for disability records missing in the
ear 2000 file, the combined 1994 and 1995 Year 2000 estimated total of 99,100 is slightly less than the combined 1

Data are based on the following 2 questions: “Have you smoked at least 100 cigarettes in your entire life?” and “Do you now smoke cigarettes
veryday, some days, or not at all?”
Data are from the 1994 Year 2000 file. Because the weights have not been adjusted for disability records missing in the Year 2000 file, the 1994
ear 2000 estimated total of 98,611 is slightly less than the combined 1994 and 1995 disability files total.

Excludes people whose last physical examinations occurred �3 years ago.
Includes people unable to get medical care.
Indicates significance (.01 � p � .05) based on a 2-sided z-test with Bonferroni adjustment.

Indicates significance (p � .01) based on a 2-sided z-test with Bonferroni adjustment.
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hen compared with women �65 years of age (Table
). Women with �3 FLs most frequently reported
eing unable to get dental care, prescription medi-
ines, and eyeglasses, regardless of their age (Table 4).
imilarly women aged 18–44 and 45–64 years with
Ls were more likely than women without FLs to
eport being unable to get mental health care (Table 5),
lthough the percentages were small.
Women aged 18–44 and 45–64 years were more

ikely to report being unable to get needed medical
are than women �65 years of age in all FL groups
Table 5). Of women unable to get needed medical
are, those aged 18–44 and 45–64 years in all FL
roups reported financial problems or limitations in

nsurance as the main reasons for not getting the
eeded medical care. In addition, women aged 45–64
ears with �3 FLS who were unable to get needed
edical care more often reported financial problems

r limitations in insurance than similar women with
o FLs (77.4% vs. 67.3%; Table 5).

ealth Care Coverage
ealth insurance coverage is important because it

acilitates access to the health care system. To deter-
ine health care coverage, respondents were asked

bout the type of health insurance they had. Women
ith FLs were less likely to be covered by private

ealth insurance than women with no FLs (47.1% of
omen with �3 FLs, 60.2% of women with 1 or 2 FLs,

nd 74.5% of women with no FLs; Table 5). Women
ith FLs were more likely to be covered only by
edicare, Medicaid, or both, when compared with
omen with no FLs. Women aged 45–64 years with

Ls were more likely to be uninsured (14.5% for
omen with 1 or 2 FLs, and 14.9% for women with �3

Ls) than similarly aged women without FLs (10.8%).

iscussion

he findings of this study indicate problems that are
ikely to affect the health, preventive health care, and
ealth care access of women with disabilities. These
roblems warrant increased attention by researchers,
linicians, and public health professionals.

emographics
ur results demonstrate a consistent positive associa-

ion between age and FLs, a finding consistent with
revious analyses of the relation between age and
arious indices of disability (Guralnik, Leveille, Hir-
ch, Ferrucci, & Fried, 1997; Hoffman, Rice, & Sung,
996; McNeil, 1993). For women �65 years of age, 40%
ad at least 1 FL. Furthermore, a higher percentage of
lack non-Hispanic women had �3 FLs than White
on-Hispanic women and Hispanic women, suggest-
ng that risk factors for the development of secondary s
onditions or more extensive disabilities may be
reater for Black women.
In women, having a FL was also associated with

aving lower income, less education, and lower rates
f employment than not having a FL. This pattern
upports the view that women with disabilities expe-
ience heightened sociodemographic disadvantages
Fine & Asch, 1998; Nosek, 2000).

eported Health

eneral Health. Maintaining good health for women
ith disabilities requires not only engaging in health-
romoting behaviors, but also minimizing the effects
f disabilities and the secondary conditions that often
ccompany them. Our analysis found that women
ith FLs reported significantly poorer health than
omen with no FLs.

hysical Health. We examined 3 common health prob-
ems experienced by women (hypertension, smoking,
nd overweight and obesity) and identified disparities
n their prevalence among women with and those

ithout FLs. Information about hypertension in
omen with disabilities is limited. Although the risk

f hypertension generally increases with age, in our
ample, a high percentage of younger women with
Ls were told �2 times by a health professional they
ad hypertension (20.8% of women aged 18–44 years
ith �3 FLs). Our analyses also indicated that a larger
ercentage of younger women with FLs reported
moking than those in other age groups or than
omen without FLs. A previous study also found

igher rates of smoking among women with a variety
f physical disabilities than typically occur in the
eneral population (Nosek, Howland, Rintala, Young,

Chanpong, 2001). Cigarette smoking plays a major
ole in the mortality of women, and is one of the most
reventable causes of disease and death in the United
tates, yet smoking has not been adequately ad-
ressed for disabled women.
Overweight and obesity are known contributors to
any preventable causes of death. We found that
omen with FLs were more likely to be overweight

cross all age groups, particularly those aged 45–64
ears. Little exists in the literature about appropriate
MI goals for women with specific disabilities. Weight
ontrol is a very serious problem for women who,
ecause of physical limitations, might have difficulty
articipating in physical activities or exercise, or might
ot have control of the selection and preparation of their
ood.

Although the body of literature concerning the effec-
iveness of health promotion theory and practice has
rown steadily over the past 2 decades, research ad-
ressing health promotion for women with disabilities is

parse. Research is needed to identify factors that are
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ssociated with hypertension, smoking and obesity by
omen with various degrees of severity of FLs.

ental Health. We found a consistent positive associa-
ion between the number of FLs and the frequency of
everal mental health problems, including frequent de-
ression or anxiety, the experience of major depression

n the preceding 12 months, and difficulty with day-to-
ay stress. Women with FLs in all age groups were more

ikely than women without FLs to report mental health
roblems. Furthermore, mental health problems were
articularly evident among women of working age (age
roups 18–44 years and 45–64 years) who had FLs. This
attern parallels the finding that younger women (aged
8–44 years) with FLs reported problems with alcohol
nd drug abuse more frequently than women in the
ame age group with no FLs.

Extensive research on gender and mental health has
onsistently indicated that women, in general, are
pproximately twice as likely as men to experience
epression (Nolen-Hoeksema, Larson, & Grayson,
999). Our current findings also suggested that
omen with �3 FLs might be 8–15 times more likely

o report mental health problems than women with no
Ls. This pattern is consistent with published accounts
uggesting that women with disabilities experience
ultiple risk factors for emotional distress, including

ocial isolation; abuse; loss of roles; and stressors
elated to poverty, lack of access to the environment,
nd difficulty securing needed services and supports
Fine & Asch, 1998; Gill, 1997; Jans & Stoddard, 1999;
rause, Kemp, & Coker, 2000; Nosek, 2000; Rintala,
art, & Fuhrer, 1996).

linical Preventive Services
umerous studies of health care services and people
ith disabilities have found high usage of health care

ervices, frequent expressions of dissatisfaction with
heir care, particular susceptibility to disparities in
are that may result from a failure to provide safe and
ccessible services, and experiences of widespread
ack of appropriate accommodations (Panko-Reis,
reslin, Iezzoni, & Krishner, 2004). Our study showed

hat women with FLs were less likely than women
ithout FLs to be asked during general medical

xaminations about contraceptive use. Women with
Ls are just as likely to be at risk for breast and
ervical cancer as women with no FLs, but physical
nd attitudinal barriers reduce the likelihood that
hese women receive the recommended preventive
creenings (CDC, 1998; Nosek & Howland, 1997;
osek et al., 2001). Studies have found that women
ith disabilities are often told that a pelvic examina-

ion will not be necessary because it would be too
ifficult to perform (Nosek & Howland, 1997; Welner,
osek, Foley, & Holmes, 1999). Many women with

isabilities report avoiding these examinations be- j
ause of difficulty in transferring to the examining
able, or an inability to assume the position required
or a mammogram (Nosek & Howland, 1997; Nosek et
l., 2001; Welner et al., 1999). This might explain in
art our finding that older women with severe FLs
ere significantly less likely than women without FLs

o receive regular Pap smear tests, mammograms, or
oth (CDC, 1998; Iezzoni et al., 2000; Nosek & How-

and, 1997; Nosek et al., 2001).

ccess to Care and Health Care Coverage
he findings of this study indicated that substantial
umbers of women with FLs, particularly those in the
younger age groups, experienced problems such as

eing unable to access health care and delaying care
ue to costs. Part of this might be associated with
omen with FLs having poorer reported health status

esulting in a need for more health care than women
ithout FLs. The fact that this was more of a problem

or women �65 years of age may reflect the influence
f Medicare coverage for women �65 years of age. In
ddition, women with FLs were more likely to be
nable to get dental care, prescriptions, and eye-
lasses. Many of these problems might have been
ssociated with their lower rates of employment,
igher rates of poverty, and lower levels of education.
ot having access to private group insurance plans or

ccumulation of Social Security credits through one’s
wn, a spouse’s, or another family member’s em-
loyer might have left many women with disabilities
ithout enough resources to pay for primary care or

are specific to their disabling condition. The likely
esult is worsening of primary health problems and
isability symptoms and delay in seeking health care,
ith heavier reliance on county health care systems

Baker, Sudano, Albert, Borawski, & Dor, 2002; Pane,
arner, & Salness, 1991). In addition, women with FLs
ost frequently reported being unable to get dental

are, prescription medicines, and eyeglasses, regard-
ess of age, which might reflect less comprehensive
overage of some or all of those items by both private
nsurance and Medicare. Problems with access to
ealth care and insurance coverage for people with
isabilities has been well documented; however, fur-

her research is needed on how these limitations affect
omen with disabilities and their health outcomes

DeJong, 1997; DeJong, Batavia, & Griss, 1989).
Women with FLs were more likely than women
ithout FLs to receive their usual medical care from a

pecialist than from a general practitioner/internist or
b/gyn. Our analysis was consistent with the results
f the National Study of Women with Physical Dis-
bilities, which found that 91% of the women sur-
eyed had seen specialists of some type within the
ast year (Nosek et al., 2001). One study examined
utcomes such as functional status, number of painful
oints, and overall pain rating for people with muscu-
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oskeletal conditions who saw rheumatologists versus
onrheumatologists, and found evidence of advan-

age for people who saw a rheumatologist as the main
heumatoid arthritis physician, although no state-
ents were made about people with other disabling

onditions (Yelin, Such, Criswell, & Epstein, 1998).
nother study found that among women aged 65–69
ears on Medicare, those with a gynecologist as their
sual source of care had the highest rates of mammog-
aphy screening followed by those with internists, and
hen general practitioners; women with other special-
sts as their usual source of care had the lowest rates
Finison, Wellins, Wennberg, & Lucas, 1999). Having a
pecialist might be good for some things, but may not
e for other things. More research is needed on the
est continuity of care arrangement in terms of pro-
ider specialty; training; and other physician or prac-
ice-level characteristics; the coordination of the range
f medical services (including clinical preventive ser-
ices); and the health outcomes of women with FLs.

imitations of Data
he findings in this study are subject to at least 6

imitations. First, the sample included only noninsti-
utionalized people; thus, nursing home residents,

ho represent a disproportionate number of women
nd who might have high levels of FLs, were not
epresented. Second, the estimates had sampling er-
ors that were relatively large for estimates based on
mall populations, such as certain age groups of
omen with certain characteristics. Third, a few of the

eported FLs (�1%) were not associated with chronic
onditions and might have been temporary. Fourth,
e acknowledge that although these are older data,

here has not been a more recent national disability
urvey since the 1994–1995 NHIS-D, and there is
uch information still to be gleaned from the NHIS-D.

ifth, these are cross-sectional data and therefore we
nly can identify associations and directionality can-
ot be determined. Finally, proxy responses were
llowed for questions from the core NHIS, NHIS-D,
nd Family Resources supplement, and proxy respon-
ents are known to report limitations and other char-
cteristics differently from self-respondents.

mplication for Future Research and Translation Into
ractice
his study has reported noteworthy health disparities
etween women with and those without physical
isabilities, seen most obviously in substantially
igher rates of depression, hypertension, obesity, and

ower reported general health status. In addition, the
eported rate of smoking among younger women with
Ls was nearly double the rate among younger
omen with no FLs. Together with these disparities,
e found inequities in basic life resources, from less
ducation and higher rates of unemployment and m
overty to lower rates of health insurance. Women
ho lack basic resources are much less likely to be

ble to access health care for acute and chronic condi-
ions, and even less likely to access preventive ser-
ices. When environmental and architectural barriers
re added to the equation, health care access problems
an be even greater.

Research to identify factors associated with these
isparities is needed. Our analysis, while presenting
ge-adjusted estimates, did not adjust for other demo-
raphic or socioeconomic status variables. Further
esearch is needed to explore the relationships be-
ween demographic variables such as race, ethnicity,
ncome, education, and employment to health out-
omes and access to health care services in this pop-
lation of women.
Further research is also needed on rates of screening

or many other conditions that are disproportionately
revalent among women with FLs. Such conditions

nclude depression, hypertension, diabetes, and osteo-
orosis (Nosek et al., 2006). NHIS files do not contain
ata on these types of screenings, necessitating the
xploration of other population-based data sets.

The translation of these findings into practice de-
ends on research to develop feasible and effective

nterventions to address disparities. Interventions for
omen with FLs, such as proper exercise and good

utrition, effective use of smoking cessation strategies,
isability-sensitive gynecologic care, depression man-
gement, and promoting heart-healthy lifestyles need
o be designed, implemented, and evaluated. Further
esearch and interventions in these areas can inform
linical practice and the education of medical, mental
ealth, and social service professionals.
The data presented here also suggest additional

fforts are needed to raise the awareness about the
pecific needs of women with disabilities with the
xpectation that existing programs will incorporate
his information into their regular programming.
hus, in the same manner as the movement to increase
ultural competence, there could be a coordinated and
ocused effort to make all medical and social services
isability competent.
The roots of many of the health and health care

ccess problems faced by women with disabilities
ight lie in their higher levels of poverty and lower

evels of educational attainment and employment than
omen without disabilities. To address these prob-

ems, traditional strategies need to be reexamined and
ender and disability-specific approaches need to be
eveloped to promote educational pursuits, voca-

ional training, job placement, and career advance-
ent for women with disabilities. To be successful,

hese strategies need to confront existing negative
ocial attitudes and gender inequities. This may help
o diminish the educational, economic, and environ-
ental barriers and help women with disabilities
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btain equitable social status and, consequently, their
aximum level of health and well-being.
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