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 >> JOANN: Good afternoon, everyone, and thank you for joining the webcast on Women with Disabilities as a Health Disparities Population. The webcast provides information on current and emerging characteristics of the population of women with disabilities, discusses gender- and disability-related health disparities and describes some pathways to change. I am your host, Joann Starks and I’m with the National Center for the Dissemination of Disability Research or NCDDR, based at SEDL in Austin, Texas. I will be moderating today's webcast and getting your questions to our presenter. 

Co-hosting today is Frank Martin, who is also with the NCDDR. Before we introduce today's presenter, I want to thank our partners at ILRU in Houston, Texas, for providing technical support for the webcast. I also want to remind everyone that we are using a different captioning service for this webcast and to thank the staff at Communiqué for their help with real-time captioning today. Instructions and an access link were sent out to all who preregistered and this information is available on both the NCDDR and ILRU's webcast pages. 

If you know someone who would like to access captioning but does not know what to do, please refer them to the NCDDR's web site at www.ncddr.org. There is a yellow box in the middle of the screen that has all the information, or have them call 800-266-1832. 

There are some materials accompanying today's webcast that can be found again on both the ILRU and NCDDR web site. In addition to a description of the webcast and biographical information, there is a PowerPoint as well as a text file with the same information in Word format. Please remember that this information is copy righted and cannot be used without the written permission of our presenter.

You can submit questions at any time during the webcast. To ask a question, go to the smaller window on the right under the presentation slides window. Enter your question in the “Email a question” box and click the submit button. Or you can send email to webcast @ ncddr.org.

One other thing to keep in mind: if your Windows Media Player or your Real Player window should freeze up or stop advancing, please close it and open a new window. This does happen sometimes and is our most frequently reported problem. When you open the new window, the webcast will start up right at the current spot in the presentation. If you should have other technical difficulties, please call ILRU at 713-520-0232. Select 0 for the operator and ask for technical assistance for webcasts. This number is both voice and TTY capable. You can also find this number under the additional information tab at the bottom right of your window.

We would very much appreciate your feedback today by filling out a brief evaluation form at the end of the webcast. If you click on the “Downloads” tab at the bottom right-hand side of your player, you will find a direct link to the evaluation form. I will remind you about this again at the end of the presentation.

A final bit of housekeeping: SEDL has received pre-approval from the Commission on Rehabilitation Counselor Certification, or CRCC, for 1.5 continuing education unit credits for participating in today's webcast or viewing the archives through the end of 2009. To receive the CRC CEU credits, you must complete the evaluation form. There is an item to request the credits when you complete the evaluation after the webcast. I'll bring this up again also at the end.

Now I’d like to turn it over to Frank Martin, who will introduce today's guest presenter. Frank….

>>FRANK: Thank you, Joann. The NCDDR is pleased to bring you today's webcast on the topic of women with disabilities as a health disparities population. Over the past two years, the NCDDR has conducted a series of webcasts on diversity and rehabilitation issues. As a direct result of this series, many audience members have requested more information on women with disabilities and rehabilitation outcomes. We are honored that Dr. Margaret Nosek could join us today to guide us on this topic.

Slide 1. Margaret A. Nosek, PhD, is executive director of the Center for Research on Women with Disabilities, also known as CROWD and a professor in the Department of Physical Medicine and Rehabilitation at Baylor College of Medicine in Houston, Texas. In addition, Dr. Nosek is Principal Investigator of the NIDRR-funded Field Initiated Project, Development of an Internet-Based Self-Esteem Intervention for Women with Disabilities. CROWD was established in 1993 in the Department of Physical Medicine and Rehabilitation at Baylor College of Medicine under the direction of Dr. Nosek. Its formation was inspired by the outpouring of support from women with disabilities around the nation in response to the announcement of the team's first federally funded study of women's issues. 

The National Study of Women with Physical Disabilities was funded by the National Institutes of Health in 1992 to examine sexuality and associated concerns in this population. Based on the findings of this ground-breaking study, the Center has conducted further research on topics that have emerged as critical and developed health promotion interventions using workshops and internet-based formats. And now I will turn it over to Dr. Nosek to begin today's presentation.

>>DR. NOSEK: Thank you so much, Frank, and Joann for giving me this opportunity. And thank you to everyone in the audience. I wish I could see your faces and I wish I could hear you, but that's okay. We're going to use this technology for all that we can get out of it and I’m really excited to be part of this adventure.

Slide 2. Okay, what I want to talk about today is first of all, why women with disabilities constitute a health disparity population, and why nobody acknowledges that. Second, I want to talk about current and emerging characteristics of this population of women with disabilities and, third, I’m going to go over 6 disability-related health disparities and I’ll end up -- never leave your audience with an empty hand. I’m going to leave you with 5 pathways to change, 5 things that could be done to bring about some changes in some of the really horrible disparities that I’m going to be talking to you about.

Slide 3. Okay, if you'll go to the next slide, I have a lot of graphics in this presentation. And I’m going to try my best to describe them for anyone in the audience who may have a visual impairment. The next slide talks about definitions. What is a disabling condition?, and I have a graphic. Looks like some kind of mathematician with a great big question mark over his head. 

Slide 4. The definition that we use comes from the ADA. “A disability is a significant functional limitation in one or more major life activity.” Some examples of major life activities include bathing, dressing, eating, walking, lifting, standing, reaching, grasping, understanding.

Now, that leaves out some of the other things such as cognition, understanding, social interaction. I have “understanding,” but some of the other things that would be more specifically for a domain of women with cognitive impairment or intellectual impairment, because most of our research has been done on women with physical impairments.

Slide 5. The next slide shows the classic scale, looking at justice with one side weighed way down with lots of burdens, as it were, and asks the question, What is a health disparity? 

Slide 6. On the next slide you'll see the definition that we use in our work. A health disparity is a significant inequality in the overall rate of disease, prevalence, morbidity, mortality or survival rate in any group as compared to the health status of the general population.

Now, inequalities in health access are also included, as well as diagnosis, treatment, and education of minority populations or other underserved member of the community.

Now, when you hear the words disparities mostly that brings to mind minorities, racial minorities and ethnic minorities such as African American, Hispanic, Alaska Native, Asian, et cetera. But what we are really tapping into in this definition is the segment that says “other underserved members of the community” and we view women with disabilities in that part of that definition.

Slide 7. No, Why women with disabilities constitute a health disparities population. I have a graphic with a background of the general population with an inset of kind of a mixed group of a lot of women with disabilities mingling around with men and other women. 

Slide 8. On the next slide it says, “And why nobody acknowledges that.” And I have a picture of a sole woman standing on a -- looks like she's waiting for a bus by herself in front of a mural, one of those wonderful photos that you can get from the WHO web site. That's the point – it’s the difference of being viewed as an isolated case, or being viewed as part of society.

Slide 9. So the question is -- and this is the next slide, I’m on slide 9 -- Which comes first, the disability or the disparity? Is disability a result of disparities, or is disability a cause of disparities?

Slide 10. On the next slide, slide 10, I say that the majority of literature examines disability as a consequence of disparity factors. So I have a photo here of a bunch of bricks like somebody just knocked down a wall. Anyhow, on the bricks are some of the disparity factors such as income, gender, of course, location, education, ethnicity, race, rural, urban, sexual orientation. These are all factors that define a group. So the group -- this is how most of the literature, this is how the NIH office on minority health, and many other institutions talk about disparities. 

But this is how they view disability. They only view disability in terms of its detection, diagnosis, prevention, treatment, and efforts to delay its onset or progression, as it contributes to health disparities based on these other factors. So it's a consequence -- a consequence of being low income, a consequence of being black, a consequence of living in a rural area.

We don't look at it that way. We look at that as a defining characteristic of a population, just like race is a defining characteristic. When you look, when you do the analysis by disability status, you are defining a population of people with disabilities.

>> JOANN: Excuse me, Peg, this is Joann. Can you slow down just a little, please? Thank you.

>> DR. NOSEK: Okay, that was fast; I’ll slow down, thank you.

Slide 11. So my contention is that people with disabilities constitute an unrecognized minority population, I’d say with many health disparities because they have a disability. And some of these disparities are the prevalence of common health conditions, access to healthcare, access to preventative health services, treatment in healthcare settings, access to health information, inclusion in healthcare research. So these are the 6 areas of disparities that we face because we are women and women with disabilities.

So let me go into a little more now on each one of those. Well, before I do that, though, I want to go into some of the characteristics of this population so that you will have a better feel for who exactly we're talking about.

Slide 12. On slide no. 12, I have a slide with just lots of pictures of women with disabilities, from a child on a ventilator--like me--all the way up to an older woman driving an Amigo, a 3-wheeled scooter; and everything in between. A woman in a wedding -- someone just doing exercise, a woman with her child. So that's us; we're everywhere.

Slide 13. On slide 13 is a pie chart. 25 percent of the population of women have disabilities of one sort or another. Now, 19 percent are in the general population, non-institutionalized, civilian women with a disability over age 5. This is how the census data breaks it down.

5 percent of this 25 percent are women living in nursing homes. Now, those women rarely get surveyed because they are exempt -- if you ever notice on the census, it always says “non-institutionalized,” so that leaves out women in nursing homes, yet we know that by far, the majority of people in nursing homes are women. That's an inequity there in itself.

Now, 1 to 2 percent are going to be women in the military. And we don't really know -- and a question was submitted earlier about veterans, women veterans with disabilities. You know, I’ve been doing a lot of digging into some of the literature and some databases to try to get a handle on that number and let me tell you, that is really slippery because the military does not want to let us know how many people there are really having disabilities. It's very difficult to get that information. But somewhere I found that maybe, of the whole population of women, about 1 or maybe 2 percent are women in the military who have some kind of disabling condition.

Slide 14. All right, the next slide is a bar graph of disabling conditions that affect women. By far the most prevalent, and it's about 25 percent of all women with disabilities, have arthritis or some type of connective tissue disorder. Next in line would be a back disorder; followed by heart disease, hypertension, depression or emotional problems, orthopedic injuries, about 10 percent. About 10 percent have diabetes and that may or may not be disabling but in this bar chart we're considering women with diabetes, who have it as a disabling condition. Another 10 percent with lung or breathing problems, and finally visual problems. Now, we have, I can document this with the references and it's all on our web site, so I encourage anyone who would like more documentation of any of these statistics to please go to www.bcm.edu/crowd. So it's BCM, which stands for Baylor College of Medicine, .edu/crowd, which is our acronym: Center for Research on Women with Disabilities. When you go to that site, if you go down and click on General Information, you will see we have a whole page devoted to disparities with all kinds of statistics. I strongly encourage you to use that as a resource.

By the way, at the beginning it was mentioned this information is copyrighted. I strongly encourage you it use it in your writing and your research and your general information packet, as long as you give credit to us, is all that I care about. So, please, use it widely.

Slide 15. Going down to slide 15, we have disability in women by age. So when you look at the population of women with disabilities, it's really not that many that have it as children. So about 4 percent of all women will have their disability from the age between 5 and 15. As you go up in age, disability rates increase substantially. By the age of 60 to 64, you will have about 18 -- just generally speaking, for that category of women age 16 to 64, about 18 percent will have some kind of functional limitation that will be labeled as a disabling condition.

The majority there and the most critically at risk in that population, are aged 45 to 64. That's when everything starts to hit the fan. That's when you have the onset of the progressive conditions like the arthritis condition, heart disease and some of the others that may disable women. But when you go farther up in age, 65 and over, it's astronomical. At least half, almost half, 43 percent of all women in the 65 and over age range have some kind of significant functional limitation.

Slide 16. Let’s go back now and talk just a second about children. Now, we're finding a much more improved -- much greater improvement in survival rates of low birth rate newborns. And the consequence of that is that you're going to have children with higher rates of activity limitations and permanent disabilities. We say that about 20 percent of U.S.. households have children with special healthcare needs. Now, these are girls who are born and raised with severe disabilities and sustained by advanced technology. This creates a whole new set of demands on the family and the healthcare system. 
You know, I use a ventilator because of my disability, which is spinal muscular atrophy which is early onset but slowly progressive disorder. When I started using the ventilator about 8 years ago, I almost printed these stereotypes about people with disabilities who use ventilators. It's like you were at the end of life. Because of course a ventilator can only be used at the end of life, right? Wrong! For me it was the beginning of a new life, re-energizing, you know? I returned to really great health and much more productivity, much more energy. That is totally inconsistent with the image of a person with a ventilator.

So imagine, on this slide I have a picture of a baby on a ventilator. What's that baby going to face when she grows up? When she's a teenager, what are all these issues that women with disabilities talk about and now add a ventilator on to it. It's going to be a whole different ballgame for her to be learning how to use the ventilator herself and how to relate to other people, put them at ease, how to have relationships, especially with potential romantic partners when she gets in her teenage years, that's really important. So add a ventilator on top of that? We know nothing, we know nothing about what those children are facing.

Slide 17. Okay, moving on to the next slide about young adults and middle-aged people, women with disabilities. The causes are from environmental hazards, cancer leads to many disabilities, from high-risk behaviors such as spinal cord injury and brain injury. I have a photo on that slide of a woman riding her Harley Davidson without a helmet, which is just really dumb. I hate to see that. It's crazy but women are taking as many risks as men. 

Speaking of risks, we have wars now that are a major disabler of both men and women and the signature disability is not only brain injury, but also PTSD comes out of the war and in huge numbers, very, very big numbers, substantial numbers as well as physical disabilities -- spinal cord disability, amputation. I have a photo on this slide of Tammy Duckworth, who is an Iraqi vet who lost both her legs in a helicopter crash. She is now the head of the Illinois VA system and just a terrific role model. Also, as I said before, this is the age where you have the onset of chronic conditions such as arthritis and multiple sclerosis. 

Slide 18. And the next slide I talk about older women, and this is where you hear about disabilities the most. We don't want to forget about very young women and young adults and middle-aged women with disabilities. We don't give very much attention there. But when you talk about women 65 and older, that's where the money is going. That's where we know a whole, whole lot more. We’ve got more statistics, we've got more personal stories, we've got more horror stories. I mean, that's where it's coming out.

But you will see now that women with disabilities are increasing both in number and in percentage. So that the year 2000, women with disabilities, 65 and over, constituted 14 percent of the population, whereas we project that in 2050 it will be 22 percent of the population. On the bar graph I have here, the very top segment of each bar is a dark blue color and it's expanding and that refers to women who are in the over 60 -- over 85 age range. So you can see that these groups of women, the much older women, are growing substantially over the next 50 years.

>>FRANK: Dr. Nosek…

>>DR.NOSEK: Yes.

>> FRANK:  This is Frank. I just wanted to remind our audience members that the data that you are sharing, again, the references are on the CROWD web site. These are excellent references from the US Census Bureau, the National Center for Health Statistics, the American Community Survey and what is very nice on your web site, you have provided links to the specific graphical information, the statistical information that you are alluding to in your talk. So I wanted to remind everyone of that. I've been looking at it during your presentation and I just think it's excellent and I wanted to let everyone know the opportunity to review these is available.

>>DR. NOSEK: Thank you so much, Frank. Great.

Slide 19. Okay, now moving on, I want to go over some of the status characteristics of women with disabilities. Women are disadvantaged by disability just as much as or maybe even more than by race and ethnicity. The distribution by race and ethnicity reflects the general population, except for higher rates of disability among African American women in that 45 to 64-year-old group. So, again, that's a real critical high risk group and that's where race does come into play more significantly in terms of describing women with disabilities.

But if you take the whole population of women with disability, that's general, not looking at any other specific characteristic, again here I’m looking at women with physical disabilities. We are much, much more likely to be single, to have less than a high school education, to be unemployed -- the employment statistics, I mean they make your hair stand on end. They are just horrible. Horrible. Less than 20 percent, and this is consistent in every single study I’ve done and not only is it very, very low employment rates but they are associated with very high education rates. A lot of the women who participate in our studies are not working but have PhDs or Masters or high education rates. So that's a disparity in and of itself—the difficulty in finding work.  As a whole, women with disabilities do have barriers to getting a post-high school education. We are much more likely to live in poverty and to have inadequate access to healthcare. I'll be talking about that a little bit later.

Slide 20. Older women are significantly more disadvantaged on every demographic characteristic. They are much more likely to survive their spouse, to be living alone, to be single, unemployment is much higher. They are much more likely to live in poverty. So when you talk about the older woman with a disability, you are really talking about poverty. They have housing barriers, they can't afford housing, are very limited in access to public housing. That's a significant problem.

And as I said before, they are much more likely to populate nursing homes. The only thing that's better is that they do have more access to healthcare and that's thanks to our Medicare system. Now I’m going to go into the health-related disparities. Frank or Joann, are there any questions that have been posed so far? 

 >> FRANK: I just have one comment. When you discussed race, ethnicity, and disability, I’m wondering if you've come across any data about Asian American women with disabilities and the possibility of undercounting that might occur? 

 >> DR. NOSEK: That would be very possible, as well as American Indian and Alaskan natives, Pacific islanders. It's very difficult to reach those women, and you'll find on all the general population studies -- the ACS, NHIS, all these different statistics, population data sets -- many times you will find those cells blank. When you are looking, when you are dividing it down, not just into disability but types of disability and then you are looking by Asian or American native status, et cetera, you are going to find blank cells because they just don't have enough to count. So we have a horrible time making any statements about that population. It's going to have to come from non-population-based data, I’m afraid. Okay, thank you. 

Slide 21. Moving on now to the disability-related health disparities, No. 1 is the prevalence of common conditions. This is how the disparities folks talk about the outcomes of disparity, in terms of a higher rate of certain conditions. For ours it's not just that we have the condition, but in our realm, in rehab and in independent living centers and in other research domains within disability, we talk about it as secondary conditions. This is a real disconnect. Because when you go and talk to people who are doing disparities research on the basis of race, they don't know what a secondary condition is. They don't know what you're talking about. Secondary to what? Secondary to being black? Well, again, yeah, it could be. But anyhow, when you just say the condition, then you are on the same page as they are. 
Slide 22.We can say we have statistics to back this up, that women with physical disabilities are 8 times more likely to have osteoporosis, 6 times more likely to have diabetes. And I have to insert something -- I just saw a reference that says that a blood test could determine your risk for diabetes and it measures low levels of creatinine in the blood. Creatinine is a measure of muscle-mass loss. So for people like me; all my life I've had very low levels of blood creatinine and now this study is saying that is a risk factor, that is highly associated with the risk for Type 2 diabetes. I've been wondering, what is it about physical disability that makes us 6 times more likely to have diabetes, especially as we age? It has to do with a loss of muscle mass. So I’m dying to get into that research. I really want to do more on that, because it's a threat, it's a serious risk for all of us. 
We're 4 times more likely to have depression. Almost 3 times more likely to have high blood pressure. And I’m convinced that has to do with all the stress that we have to put up with. When you have all the barriers, all the problems with deal with in everyday life, it just results in high blood pressure and here's the stats, we're 3 times more likely than women in general to have high blood pressure and we're more than twice as likely to be obese. 

Slide 23. Now, secondary conditions, I think with this audience, you probably know what I’m talking about. The medical, physical, cognitive, emotional or psychosocial complications of a primary disabling condition and it may be the cause of overuse, underuse or misuse of muscles or neuromuscular systems that are already weakened or already at risk. It could be the consequence of complications due to the original injury, the original disease, or treatments that are received. You know a lot of women with arthritis or other joint connective tissue disorders like lupus or fibromyalgia have to take steroids; the only way to control the symptoms that they face. And yet steroids in and of themselves have tremendous side effects that can cause these other conditions. So it's very complicated. 

Also it could be with non-effective coping or lifestyle behaviors. We do know from a study that we did several years ago on the cost of secondary conditions and cause of depression, which by the way got published in the Archives of Physical Medicine and Rehabilitation, October issue of last year, so I encourage you it look at that. The first author is Morgan. But anyhow, we know from that study, we surveyed women with, like, 443 women with disabilities; about half of them were from a minority background. So it's a great data base. We got tremendous data and we learned a lot about secondary conditions. 
Slide 24. We found that they significantly interfere with daily activities, level of functioning, quality of life, and premature mortality. This is something that's a really sad characteristic of our research. We lose women, not so much because -- well, we do lose them because they have other worries, other concerns, no time to complete a survey or finish an intervention, but every single study we do, we lose at least 3 or 4 women because they die. And that's really sad. But that's a characteristic of women with disabilities, that we do face premature mortality. 

Women with physical disabilities have an average -- get a load of this -- an average of 14 secondary conditions at any given time. That's what we found in this sample. Now, this is not a population-based sample, it was a sample here in Houston, but we did find in this group that 14 secondary conditions at one time was the average. 

These worsen with age in terms of number, severity, and interference with life activities and they significantly increase healthcare costs. 

Slide 25. I have on the next slide -- I’m on slide 25 now -- it's like a cycle diagram. This shows the complexity of studying why we have a higher prevalence of all these conditions. You start with "Disability" on the lower left corner, mobility limitations, weakness, pain, fatigue, those are the main characteristics that women with physical disabilities report. That leads to a "Behavior Change." Reduced physical activity, less likely to go shopping for food, less likely to cook, more likely to eat out and eat prepared foods. 

Well, what happens when you start behaving in those ways? Well, the outcome is weight gain. And weight gain carries with it increased risk of hypertension, of diabetes, circulatory problems, heart disease, sleep problems -- that's something that's rarely been looked at in our population. That, then, all those other factors are probable conditions, then, make you more disabled, give you more mobility limitation, more weight gain, more pain, more fatigue. It's an endless cycle. Somehow we have to break that cycle of secondary conditions. 

Slide 26. All right, let me move on to disability related health disparity no. 2, and that's lack of health insurance. Now, let me tell you, this is a soap box for me. I apologize in advance if I get excited or talk too fast. I am just so, so angry and so upset about the statistics on lack of health insurance and women with disabilities. This is not coming out -- I’m working with Steve Kaye to get some on statistics on this because my theory is that we are the litmus test for healthcare reform, that women with disabilities face the most severe disadvantage in terms of getting and keeping health insurance. 

I have a picture on this slide of a woman, I think she is Asian. Anyhow, she has diabetes. One scenario is that she gets the insulin that she needs and her life goes on, as it would for any woman. But another scenario is that she has diabetes and when her job disappears, her medical coverage does, too, and her life is threatened because now she can't afford to get her life-saving insulin. 

Slide 27. What are some reasons for this high rate of uninsurance among women with disabilities? I have a great cartoon graphic here, it shows a tsunami wave that's labeled "The Uninsured" and it's about to crash over a small hospital in which somebody in the emergency room is yelling, "Incoming!!" I love it. 

Slide 28. Why--why are we uninsured at a higher rate than other women? The reasons are, and this is the no. 1: pre-existing conditions. When you have a pre-existing condition just forget getting private health insurance. It's the most discriminatory, absolutely outrageous factor in the current healthcare system--is the pre-existing condition exclusion clauses. 
Unemployment. Our system has our health insurance tied to employment primarily, and when you are not employed, at the high rates I described earlier, you don't get health insurance through your employer and in this day and age you also don't get it if you are underemployed. Women are much more likely than men, women with disabilities and women in general, are much more likely to be underemployed than men because of child care responsibilities and other factors with disabilities, such as fatigue. You don't have the stamina to work an 8 hour day so you are underemployed and underemployment often carries no insurance coverage. 

The age groups that are most vulnerable for being uninsured would be 18-30, the younger women coming out of college are likely to get jobs that don't carry health insurance or they are likely to work part-time, or not be able to work at all because they don't have the experience they need to get a good job. So they won't get insurance. And women between 55 and 65 -- I have here on the slide 55 and over, that's not quite right. It should be 55 to 65 because after 65 is when you would get Medicare and we really should have Medicare for everyone, regardless of age. The other reason is being single. You don't have the opportunity to cash in on your spouse's health insurance.
Now, the cost to us, is exorbitant. Anything we would ever have to pay for premiums would be far beyond what we could ever afford. The deductible, the copays, it mounts up to more than most women with disabilities can afford. Because, remember, one of the primary characteristics of our population is poverty. And the coverage exclusion, even if you have some kind of coverage, it may very well exclude maternity care. By the way, did you know that pregnancy is considered a pre-existing condition? Yes, for anyone. It's unbelievable. 

Anyhow, prevention care is often not covered, medications that we need for disabilities are often not covered and the generic may not be as effective for us as the name brand. 
Rehabilitation services. Your insurance is going to dictate how much therapy you are allowed, how many days In a rehab center, and that is if you even have insurance. If you don't have insurance, really forget getting into any comprehensive rehab facility because insurance is essential for them to keep their doors open. They may have a certain percentage of what they call charity care, but it's very, very small. And durable medical equipment is something that is so out of range if you have to be paying for it by yourself. 

Slide 29. So this is the reality. There is a growing number of women who are too disabled to work full-time, but not disabled enough to qualify for benefits. So they are not eligible for Medicaid. They are not eligible for Medicare, and even if they were, they would have a 2 year waiting period before they could be able to cash in on their Medicare benefits. 

But they still have to work somehow to maintain their families, maintain their households, and to care for their children. Often times they are having to do this without a supportive spouse, without affordable day care and without health insurance. That is the reality of women with disabilities. 

Slide 30. No. 3, access to healthcare. This is for people who do have some kind of insurance. 
Slide 31. Even though we may have some kind of coverage, we are 7 times more likely to be unable to access care than women without disabilities, 4 times more likely to have a specialist as a usual course of care. Now, what's wrong with that picture? When was the last time your dermatologist read up on how to give a pelvic exam or the latest developments in birth control? You don't go to a specialist for well women care. Three times more likely to delay care due to cost, and we are more likely to have difficulty obtaining mental healthcare, and such things as eye glasses, dental care, prescriptions. And as I said before, less likely to have private health insurance.

Slide 32. Our access problems have to do with architecture. The medical establishment is still one of the last bastions of resistance to compliance with the Americans with Disabilities Act and unfortunately the ADA doesn't go very far in requiring compliance, in some of the other things that make medical care inaccessible to us such as equipment. 
Equipment barriers we face, such as mammogram machines, which are not flexible, the almost complete universal absence of elevating exam tables, that's an equipment barrier. 
Policy barriers where they say I'm sorry, we choose not to serve women who can't get themselves up on the exam table. That's a policy barrier. Attitudinal barriers, when they talk to someone who is with you and don't talk directly to you. 
And, provider lack of knowledge. I, being in a medical school, do quite a bit of teaching of medical students and other health professionals and it's sad to say but in their whole medical career that may be the only exposure they'll ever have to the issues of women with disabilities. It's not part of the medical curriculum. 

Slide 33. I’m on slide 33 now and it talks about removing barriers. Implementing the accessibility and equal opportunity provisions of the Americans with Disabilities Act is are we really need to focus, we need talk about equal access to services in the most integrated setting and non-discrimination in the way we are treated. We characterize the ideal physician's office as one that has hallways and exam rooms that are able to accommodate people in wheelchairs, adjustable height, extra wide, padded, exam tables. Oh, if only we could get that. It's a matter of priorities. They just keep saying they can't afford it and I keep saying, well, how much could you afford to pay me when I fall off of your table? 

 >> FRANK: Dr. Nosek, we have one question, actually a clarification question. 

 >> DR. NOSEK: Okay. 

 >> FRANK: As you are referring to disparities, are you referring to comparisons to women without disabilities or are you referring to men with disabilities? 

 >> DR. NOSEK: I’m referring to women without disabilities. 

 >> FRANK: Okay. 

 >> DR. NOSEK: Because when you get into the gender difference, women versus men, there are whole other issues. So I chose to make my comparisons to the one that is most like us, which would be women without disabilities. Thank you for asking. 

>> FRANK: Okay, and one follow-up. Is the disadvantage associated with disability for women any greater than the disability-related disadvantage for men? 

 >> DR. NOSEK:  In what context? In medical context? 

>> FRANK: In context, in particular you described on slide 19 the status of women with disabilities, discussing disadvantage by disability as compared to race ethnicity. So the questioner is interested in getting some sense of the disadvantage of disability for women compared to men. 

 >> DR. NOSEK:  For every one of those characteristics that we mention there, there is even a more significant disparity between men with disabilities and women with disabilities. Men with disabilities are more likely to be married and have their attendant care provided by their spouse. Yes, there are men out there that do have hired attendant care, but for a woman, having the attendant care provided by a spouse is much less of an option. So there's disparity there. 
Men generally have higher access to education than women with disabilities. Men have higher employment rates -- I can get you some statistics later about that. Men are less likely to live in poverty and men have more access to healthcare, most likely because they are more likely to be working and they'll get it through their employer. So yes, on each of these, the comparison is even more significant when you compare women with disabilities to men with disabilities. 

 >> FRANK: Okay, thank you. 

 >> DR. NOSEK: Sure. Going back now to the ideal physician's office, we talked about the hallways as the basic facility structure. We talked about some equipment. Another piece of equipment is platform scales. When was the last time you saw a platform scale in an ordinary doctor's office? I'm talking primary care, maybe ob-gyn, really any doctor's office will probably not have a platform scale. 

When was the last time you took your dog to the vet? And did you see any platform scales there? Yes…it's pretty much a universally accepted standard that veterinarians are going to have platform scales. Many of them now even have elevating exam tables because of some of those great big dogs. If it's good enough for dogs, why isn't it good enough for us? I’m sorry, I’m getting on my platform, as it were. Sorry. 

Staff trained to assist with transfers and dressing. This is so simple to do. You know, just -- we have CME, Continuing Medical Education programs up on our web site under the education link, and we invite medical professionals to look at this and see what are just some of the basics about assisting with transfers and dressing and undressing for patients with disabilities. It's really not that big a deal to train your staff and it can be done and the magic words for this are, "How can I best assist you?" Just ask the person, how can I best assist you? Even that willingness is lacking in many physicians' offices. And written materials available in alternative formats. The ideal physician's office would have large print materials to give out to their patients. 

Slide 34. One of the consequences to barriers to care, often we see and we hear reported, is inappropriate use of specialists for primary care. Going to your rheumatologist, going to your spinal cord injury doc and asking a basic ordinary wellness questions…many times they can't answer. And I like to think that the physiatrists, the physical medicine docs are more in tune with holistic medicine and wellness, as rehab tends to move in that direction. But if you are going to a rheumatologist, a neurologist, a pulmonologist, they'll be very good in helping you with your disability problems, but not so much with your ordinary wellness needs. 
We find that girls have problems transitioning from pediatric to adult care. And especially, when you get into gynecologic care. I just gave a talk to a class of medical students. Several of them wanted to go into pediatrics, and I said let's talk about teenagers. How would you talk to a 14-year-old girl with cerebral palsy about birth control--and they were just stunned. They had no concept about what would be the implications of birth control for her disabling condition. Those two domains never come together. I’m sorry, I've got three domains: we’ve got pediatrics, we’ve got gynecology, we’ve got disability and we’ve got women. Those don't come together so we have this huge lack of information and it's very difficult for these girls to make a transition to ordinary care. I’m sorry, I meant adult care. 

So also, inappropriate use of emergency departments for preventable problems. This is a society-wide problem that we're seeing more and more of as our healthcare crisis gets deeper and deeper. Particularly for us, we have so many barriers to just getting access to care because of our health insurance problems, that it's more likely that we'll just go to an emergency room for something that could have been prevented or could have been treated much more cheaply and easily in a doctor's setting. 

There are low rates of preventive cancer screening. The rates of mammograms are lower for women who have severe mobility impairments. Rates of screening for cervical cancer are much lower for women with mobility problems.

The single greatest reason for that is the inability to get up on the exam table. We have statistics, we have done studies, and that comes out as the primary, the primary, barrier to healthcare for women. 

There is also a consequence of failure to detect problems that may be obscured by the disability. We have had cases reported about sexually transmitted infections being misdiagnosed as bladder infections until they end up being pelvic inflammatory disease and the woman is in the ER instead of in a regular doctor's office because they just didn't get it. They just couldn't determine the difference between an ordinary bladder infection and a sexually transmitted infection. This case I’m thinking of, or the ones we've heard the most about, are for women with spinal cord injury where sensation is lacking below the waist so they can't report the problems that would help the physician make that differential diagnosis. 

Cervical cancer is often diagnosed at a very late stage because of that difficulty in getting ordinary well-woman checkups. Another case we've seen is ectopic pregnancy, with pain that's undiagnosed because the woman was unable to report it to the physician.

Slide 35. Moving on to disparity no. 4, access to preventive health services. We need to find more accessible exercise and recreation facilities and advocate for this. 
Slide 36. I give my strongest kudos to Jim Rimmer in Chicago for all he is doing with the National Center on Physical Activity and Disability and trying to promote more accessible exercise and recreation facilities. 
We need disability-related information for appropriate dietary recommendations related to disability. Are there different dietary needs when you have lower mobility? Are there different dietary needs when you are having to take steroids because of your inflammatory condition? What if you have some other kind of condition that requires you to take another kind of medicine? Anyhow, there's almost nothing out there about the particular dietary needs for women who have reduced mobility. 

Same goes for smoking cessation programs. I have never seen one that was sensitive to disability issues. What are they going to tell you to do when you get the urge to smoke, go out and exercise. Okay, I’d love to. Show me the way. It's not that simple. And when you talk about the nicotine patches or other chemical interventions, pharmaceutical interventions so you can stop smoking, how is that going to interfere or at least interrelate with medications you are already taking for your disabling condition? We don't know because no one has ever asked that question. 

Physicians need to ask about sexual activity and health-promoting behaviors. We found some NHIS data, National Health Interview Survey data, and even current NHIS data, that physicians are more less likely to even ask about sexual activity if you have a disability. 

Slide 37. Cancer screening, I already referred to a little bit, that physicians are less likely to refer women for cancer screening. There is significant disparity in the rates of cervical and breast cancer screening for women with physical disabilities. The greatest barrier to pelvic exams is the lack of elevating exam tables. The greatest barriers to mammograms is non-adaptive equipment, radiologists who are uninformed, or lack time to spend with a woman who is going to require a lot of adjusting to get in the right position. And, physicians who don't refer women to mammography because they are afraid it's just going to be too difficult. Diagnosis…this is the result, we get diagnosed at later stages of cancer. 

Slide 38. No. 5, How are we treated in healthcare settings? I have an illustration on that slide, which is a whole bunch of light bulbs and only one is lit up, they are just laying on a table and then the caption is "Clueless!" I’m sorry about that. 

Slide 39. Okay, anyhow, refusal to treat is what we find. In our national study that Frank mentioned at the beginning in introducing our office, our national study on women with physical disabilities, we found that 31 percent of the women with physical disabilities that we interviewed -- we have surveyed about 500 women with physical disabilities -- 31 percent of them reported being refused treatment by a doctor because they had some kind of physical disability. 
There's an expectation that rehabilitation centers can meet all of our needs. I ask those of you who have ever had rehab out there, do you think rehab centers now meet all of your needs? No, rehab centers are get in there, get out of there as quickly as you can because insurance isn't going to pay for it any more. It cannot possibly meet all of our needs, especially our well woman's needs. 
And the expectation that everyone has access to rehab or at least to a rehab physician. No, no, not if you don't have insurance. It's very, very hard to get real input from a good well-trained well-experienced rehab professional about your wellness needs. 

Physician refusal to treat that I just reported is really a violation of the Americans with Disabilities Act. I have not seen any case law where such cases have been brought to court or been tried. And basically physicians are really unprepared to deal with wellness in the context of disability. 

Slide 40. We have to deal with unfounded assumptions. And sometimes can be very damaging. This is one we hear a lot: women with disabilities are not interested in sex and are not sexually active. Wrong on that one! There's always a push to do hysterectomies. Failure to discuss birth control and failure to check for sexually transmitted infections. That's what happens when people have that attitude, and it's still out there. 
When I talk to these medical students, who really don't know much about the world or much about life….I’m sorry to say, they are trying, but they have a long way to go. That's what they think! They just really think that because we're in a wheelchair we have no interest in sex. That's going to change as we get more integrated into society, but that's the reality of where we are right now. 

Another myth -- that "She can't feel anyway, so, dot-dot-dot." What that means is they treat us very roughly. Somehow they think because you have a mobility impairment that you can't feel. Well, some women cannot feel but most women can and that's no reason to be rough when they are treating us. 
Another one is to just pass off a lot of conditions that we present. For example, "Osteoporosis, or depression, is to be expected and there's nothing you can do about it." Well, that's also very wrong. There's a lot that can be done about it and we need our physicians to take us seriously when we mention symptoms. 

Here’s another one, "She doesn't walk anyway, so dot-dot-dot." I heard one woman who had broken her leg and needed to have surgery to make it equal length with the other one and what her doctor said, "You don't walk anyway, so what difference does it make?" Not really with it. Doesn't understand. And another one, a final one, is Medicaid wouldn't pay for it anyway, so why should I prescribe it? So that's the kind of catch-22 that we end up in. 
Slide 41. The final disparity I want to talk about is access to health information. 
Slide 42. We need more disability-related information on osteoporosis prevention and management for women who have mobility impairment. I’ve always said throughout my life, I have a lot more in common with astronauts than I do with post-menopausal women because the osteoporosis that I have had since I was 28 years old is because I don't bear weight. I use a wheelchair. That's got nothing to do with estrogen. It's got everything to do with gravity. 
We need more information. In that case, what can you do to prevent and manage osteoporosis? I want more crossover about what's happening in the space program and what's happening for us, for women with mobility impairments. 
Heart disease prevention, when you put all those higher prevalence rates together, higher hypertension, higher obesity, higher diabetes, that all is very closely associated with heart disease. So, why isn't heart disease up there in those statistics? Either women are not getting diagnosed for the heart disease they have, or everything else that is going on with them is masking the heart disease that they may have. I really want to get a grant to look into that because I think there's a huge gap and a huge neglect when it comes to heart disease in women with disabilities. 
Other topics we need more information on are diabetes prevention, on weight control, on cancer treatment. We talk about cancer diagnosis mostly, what about cancer treatment? What happens in chemotherapy and radiation therapy, how does that affect your underlying disability? We don't know anything about that. And menopause, what are the characteristics of women with disabilities going into menopause, are we more likely to do it earlier, to have it happen earlier? Or since we do have it, premature aging in just about every other variable, we really don't know very much about that. There is some literature but not nearly enough. 

 Slide 43. In terms of medical education, I want wellness included in context of disability, in the regular curriculum for physician training, for nurse training, for allied health professionals, for physician's assistants, nurse practitioners and nurse midwives. There is more information; we do have a Continuing Medical Education packet available. If you go to our site on our links page and look under sexual and reproductive health, I do have a link for the American College of Obstetricians and Gynecologists, ACOG, has some continuing medical education curriculum also so that physicians can learn about -- these are very excellent programs with lots and lots of information. 

Hold on just a second, I've got to get a drink. My attendant is also motioning to me to slow down. Okay, I’ll slow down. 

Acknowledge disability as a component of diversity and cultural competence. I mean, when have you ever gone to a cultural competence program that has discussed disability? There are a few out there. There are a few and I’m proud to say that MD Anderson, world-famous cancer center here in Houston, has invited me to be part of their cultural competence training whenever they offer it. And that’s great, I love talking to that audience because for them this is all new. They have never heard any of this information before. 

So, inclusion of disability in all discussions of diversity and cultural competence. Someday I look to a minimum competency requirement for the treatment of people with disabilities in primary, reproductive, and gerontological care. I want medical personnel to learn to do searches on medical disability topics and I urge you all to use the Links page on the CROWD web site. 

Slide 44. I’m going to end now with 5 suggestions on how we could remediate some of these disparities that women with disabilities face. 

Slide 45. First is national health insurance. I don't care what legislation it takes to get it, we have to have national health insurance. Currently there is a bill in the house that's called HR 676 and it was just introduced in the Senate and it's called Senate Bill 703, introduced by the Senator from Vermont, his name I just can't recall [Sen. Sanders]. But this happened within the last week for a single payer national health insurance. This would eliminate all of those disparities, the discrimination we face due to the need for profit on the part of the for-profit healthcare insurance industry. 
National health insurance is a bi-partisan issue, it is one solution for our depressed economy and Congress really needs a ground swell of support for it, so I encourage everyone to put fears of change aside. This is not socialized medicine we are talking about here, we are talking about having a nationalized health insurance but private and for-profit provision of the healthcare, so that doctors, hospitals, therapists, would still be working in the private for-profit sector, but they would be paid by a national health insurance plan. 
There's more information that can be gained for that at healthcare for all texas.org and also healthcare-now.org. There's another one I didn't put on the slide, but that's Physicians for a National Health Program and it's pnhp.org. You can get lots more information about the benefits and the critical need for national health insurance. And as I mentioned, we're working with Steve Kaye right now to come up with some statistics and publish an article about women with disabilities as a litmus test for healthcare reform. So keep in touch, keep watching for that.
Slide 46. The second suggestion has to do with people with disabilities, whatever opportunity you have, to teach self-advocacy skills. My hat goes off to everyone in the independent living movement for the strong effort they are making in this regard. Self-advocacy has to happen in the medical setting and if anybody is like me, the problem is that once you enter those hallways, those sterile hallways with all the white coats, you just shrivel up. It's really hard to advocate for yourself when somebody takes away your adaptive equipment, puts you on an exam table where you really are helpless and tries to talk to you like a regular person in that setting. It's really difficult and you have to struggle, you have to force yourself to advocate for what is in your best interests, to ask the questions that they may not want to answer. 

Expand programs to enhance physical, psychological, and social health. Wellness programs like our interventions that we're offering at some independent living centers like the Living Well with a Disability program out of Montana, some of the other programs in Oregon that are coming out, I know the Chicago folks are doing a lot with physical activity and nutrition. Let's get those out in the general population. 
Teach people with disabilities to connect with others. For women, that is our lifeblood, connection with others is our lifeblood as women. That's what we are genetically wired to do, is to connect with other people, with other women, with children, with older people, to connect with people. By having social connections it's documented that we will have better health. I mean, we're trying to figure out what is the mechanism of that connection. We don't know yet, but there's something for women to be able to integrate into society, take part in special activities, be active with their children, to get out of the house and just be very involved in their communities does definitely improve health. 

Support disability advocacy organizations. ADAPT, the Coalition of Citizens with Disabilities, the American Association on Health and Disabilities, there's so many I couldn't even begin to list all the different disability advocacy organizations. Those need our support. Justin Dart always told me – he was my mentor, I studied very very closely with him for more than 4 1/2 years during the time when the ADA was being passed. He always told me, he said, “Keep your roots in the movement.” The movement, the disability advocacy movement, is in our power. 

Slide 47. That leads to no. 3, which is the Americans with Disabilities Act, the crowning glory of our advocacy that always seems to be threatened and we have to fight to preserve it. We need to get really familiar with its specifications for equal access in medical settings, particularly, understanding the various means for accommodating those with special needs. Promote compliance, as a matter of setting priorities. There’s nothing in the ADA that requires anybody, any doctor's office, to purchase an elevating exam table. But it is a matter of priorities in order to offer equal access, in order to offer the most -- the equal benefit of services. This is all language from the Act, but how can we get it if we can't even get up on the bleeping table? 
So we have to use this as an advocacy towards priorities. What's important enough for the facility, they will set it as a priority and get elevated exam tables and the other priority -- the other features that we mentioned of the ideal physician's office. And to self-advocate for access wherever you see a barrier. 

Slide 48. For health providers, researchers and educators, I encourage staying informed on disability-related health disparities. To advocate for increased federal and private funding for research on health and wellness of people with disabilities, including issues of concern to people with disabilities and all efforts toward health promotion just as the issues of concern to people of color are included now. And health-oriented web sites should include information on the effects of disability on wellness. 

 So I’d like to give you all an assignment. Go look up breast cancer and for every site you have, send them a comment and say, but what about women with disabilities? What if we can't get a mammography? What if we are in treatment and radiation is limiting our mobility even more. What do you do, what do you have to say for us? Because really we are not even on their radar screen. So we just have to make as much noise as we possibly can. 

Slide 49. Which bring me to my final point, and that is the media, to create a public interest in the serious inequities and gaps in healthcare for people with disabilities, especially for women. When new knowledge is generated the media can help us disseminate it, to both people with disabilities and their physicians, thereby increasing the demand for excellence. They will only respond if we make the noise and demand coverage for our issues. And to promote images of healthy and vibrant people with disabilities, the media can offer hope to people who have no role models. For women who face so much extreme isolation, I think this is so important to get the image of a healthy, active child-bearing woman with a disability who is totally integrated into society on every level, that's what we need to see in our society so everyone will know that that's what we're working towards for all women with disabilities. 

So that's the end of the presentation. Can we take some questions? And then I could go to some that were submitted earlier. 

 >> JOANN: Yes, thank you and also I want to let everyone know there are some resource slides (Slides 51, 52) at the end there where you had mentioned previously your CROWD web site and some of your other web sites, so people should go ahead and check out those resources that you provided us. 

 A couple of questions have come in and you did mention this already. The lack of preparation in medical school curriculum for physicians, nurses and really professionals at all levels in the healthcare services. There's a question wondering how do you see the best way to help improve this situation, to provide better training in healthcare training programs? 

 >>DR. NOSEK: I think each of us has to advocate with any health professional that we know, to demand more information. When they demand it, someone will come up and offer it. There are many resources now. Our office has a wealth of information for healthcare professionals. I know that Dr. Lisa Iezzoni and Dr. Jaye Hefner have been doing a lot of work in Boston; in Chicago, Dr. Kristi Kirschner; and folks at the [Center for] Women with Disabilities Center there at the Rehab Institute of Chicago, Judy Panko Reis has a lot to offer about women with disabilities. And then we have a lot coming up about people with disabilities in general -- in Los Angeles the [Center for the Allied Health Professions] Center for Disability Issues and the Health Professions, June Kailes, has been doing a lot of work about medical settings and how they can accommodate people with people with disabilities.
I think it's just a matter of getting the information out, that this is available. So every chance that you have, to put it under the nose, this is what you need to know, this is where you can go for more information. We're entering an information age for the medical professionals, finally. It happened well after most other professions but we're definitely there in medicine now. Now when you talk to them, the old timey doctor in a rural town, you know, it's hard to help them know about the Internet and how it can really provide lots of answers to questions they might have. Again, I think it has to do with really just getting the word out and demanding the information. 

 >> JOANN: Great, thank you. Another question that we received is if you could address the role that violence plays in women with disabilities seeking healthcare. Is it taken seriously by healthcare providers or does more disparity occur there? 

 >>DR. NOSEK: I don't have any statistics to put under this, but just from the anecdotal data and some of the survey questions that we’ve asked about this, women with disabilities face a much higher rate of violence that occurs in medical settings when compared to women without disabilities. I think in general, medical professionals are less likely to take women seriously than men. That's been documented very thoroughly. They are more likely to pass off our so-called “complaints” which is really reporting of our symptoms and not take them very seriously, that's a big problem, too. But the kind of violence that we have seen in medical settings has to do again in that situation where your adaptive equipment is taken away from you for the purpose of an exam where you are waiting pretty much helpless on an exam table and often times we have heard women report they have been fondled all the way up to some women reporting being raped in settings such as that. 

I strongly encourage physicians to go to our violence page on our web site and we've got a lot of information there about violence in the medical setting and what physicians can do about it. We have a very simple screening instrument, it's just got 4 questions whereby a physician or even, you could make it part of all those forms you have to fill out before you go in to see a doctor. It's very very simple to do and it asks questions like within the last year, have you been hit, kicked, pinched, punched -- there's a whole list of various words that women use to describe violence. Have you been forced into sexual activity? Has anyone refused to give you help that you have to have in order to function? And finally has anyone taken your equipment away from you so that you didn't have access to it? These are the kinds of situations in which violence occurs to women with disabilities in healthcare settings and also just in personal care settings. Dr. Laurie Powers and Dr. Rosemary Hughes have been doing a lot of work on violence against women with disabilities, and men with disabilities, by attendants. So the violence in getting good healthcare, getting good care in general, getting good services, is definitely a high priority issue. 

 JOANN: Thank you. Another couple of questions came in. People wondering about issues related to severe mental illness such as major depression, schizophrenia, bipolar, any other issues related to mental illness for women with disabilities and what disparities and solutions you might see there. 

 >>DR. NOSEK: I have not had the opportunity to study women whose sole disability is a mental impairment or emotional impairment. We only look at it if they already have some other disability on top of it, such as a physical impairment. So there's a lot we could say about depression because we've done a number of studies about depression in women with physical disabilities. I refer you again to our web site under psychological health -- psychosocial health, I’m sorry. And also I’d like to refer you to Dr. Rosemary Hughes, who is at the Rural Institute on Disability in Montana. She's got lots of information. 
Again, it's out there, you just have to contact the right people and get to the right web site to find out more about the psychiatric illnesses and disability and what that results in, particularly in violence there has been some work by the Research and Training Centers on psychiatric disabilities…one in Boston and in Chicago, I think there has been quite a bit of work on violence that those women experience, lack of access to healthcare, et cetera. 
I can't answer very much more than that. It's not a population that we've studied in depth but I would like to say that I encourage everyone who is in a research setting to use our methodology, use our sampling procedures, use our analytic procedures, and apply it to populations other than women with physical disabilities. I really want to know what are the health promotion issues that blind women face, that women who are deaf face, that women who have a learning impairment face. I don’t know, there is some literature out there, but I encourage anyone to use whatever we have done here for women with physical disabilities and ask questions about depression, ask questions about obesity, ask questions about exercise and nutrition, et cetera. 

 >> JOANN: Thank you. Frank, I was wondering if you have any questions that you’ve received that you might want to bring up now. 

 >>FRANK: Yes, thank you, Joann. Several audience members would like to know how you would suggest your messages should be communicated to the non-healthcare or non-health business community about the importance of your topic. 

 >>DR. NOSEK: I think by giving talks, these groups, all of these groups have professional organizations. So you are going to have the council of Women Entrepreneurs in your local area. You are going to have an assembly of different business type professionals, especially in IT (information technology), et cetera. They all have those kind of meetings and they are always looking for speakers. In order to tailor your message to them, it might be one to appeal to them as people who will eventually have a disability, if they are lucky, if they live long enough, right, and also about how their business can be made more accessible and more effective for people with disabilities. 

I find in the business community, you know, that they come into these kinds of presentations pretty skeptical. It's like, oh, no, another government regulation or, no, no, they are going to ask me to make a cement ramp instead of a wood one, do you know how much that costs? And they really get bashful and they are just embarrassed. So I found that the way to communicate with people in that level is to appeal to the common ground that you have with them. Look, I’m a customer, I have money and I spend it. I have to buy this, that or the other thing that might be related to their business. Wouldn't you like to have me as a customer? Use some of the statistics that I presented here and show them how many of us are out there and how our population is so rapidly growing. That would give them an incentive to use us as a new client -- a new element of their market, as well as appealing to their obligation to be accessible and equally accommodating. 

 >> FRANK: One other comment, just to build on some of the information you shared about physical activity and the need for health promotion for women with disabilities. There are other very interesting, useful NIDRR-funded projects relating to reducing obesity and secondary conditions and adolescents with disabilities, that's another Jim Rimmer project. I think that he is also the director of the National Center on Physical Activity and Disability. In other non-NIDRR arenas such as the Department of Veterans Affairs Rehabilitation Research [and Development Service], they have a series of initiatives, the Quality Enhancement Research Initiative, or QUERI, and I think in the SCI, spinal cord project, they have also found some evidence of effectiveness of smoking cessation programs for health promotion and that of course cuts across the gender spectrum. So those are some other resources that audience members might be interested in learning more about that might fit well within this framework. 

 >> DR. NOSEK: Good. Do you know if they have done women's research? I haven't seen any on women with disabilities in the VA. 

>>: FRANK: I do know that there is a major effort to do more research on women with disabilities in the VA; tried to do targeted initiatives and that's something that we could find for our audience members and share on our web site with the transcript information after this program is concluded. 

 >> DR. NOSEK: Terrific. By the way, there was another question that was submitted earlier; if I had any information about the growing number of women veterans with disabilities. If I can take just a minute to touch on that subject? 

 >> FRANK: Please do. 

 >> JOANN: Great. 

 >> DR. NOSEK: I am really hot on that issue as well. We're trying to get some foundation funding right now to deliver some independent living services and health promotion services to women veterans with disabilities and here's what I found out. Just in the state of Texas, there are 77,000 women veterans, just of the Gulf Wars. Just in Texas! You know, the big states for Gulf War veterans are California, Texas and Florida. So those are just incredible numbers. Then I found out that 70 percent of them experience potentially disabling physical and/or mental conditions after their deployment. A very large percentage of them experience sexual harassment, or sexual assault, during their military service. 

Now, I went to talk at the VA here in Houston, the [Michael E. DeBakey] VA Medical Center here in Houston, I talked to one of the psychiatrists who has a lot of women with disabilities in her practice there. What she said is that it's really a very sad situation, that a lot of the women who come to her have physical disabilities first, but they have a really hard time getting any veteran's benefits based on the physical disability so they also have a co-existing mental condition and come to her to get some kind of treatment for the mental condition. So what she says is that they go -- excuse me just a second -- they end up going back into their rural community, many of them come from rural parts of the state -- go back into their community and really have almost no access to services. The VA can't really serve them very well because the VA is so geared toward issues of men and when they do go -- I’m sorry, my voice is really giving out --. 

 >> JOANN: Well, we're almost out of time so please take a second to wrap up. 

 >> DR. NOSEK: To wrap this up, women veterans are really needing attention by independent living centers, by general practitioners, by mainstream healthcare providers, to address their issues, and most of their issues have to do with trauma of all kinds. And I do think, though, that because they have some social isolation once they are finished with their deployment and are living back in the communities, that it really does take some special outreach to that segment of the veteran population. 

 >> JOANN: Thank you very much, Dr. Nosek. This has been a very informative presentation. It's a long haul for you to do 90 minutes almost solo there and we appreciate your efforts.
>> DR. NOSEK: Thank you. 

>> JOANN: We are just about out of time, so I want to go ahead and thank you for your presentation and thank you to everyone who's participated in the webcast this afternoon. Also I want to remind and encourage everyone to fill out our brief evaluation form. This will be very helpful to us at the NCDDR, as well as to our presenter. It will just take a minute and you can do it right now before we sign off. 

Also, if you would like to request the 1.5 CRC continuing education units, you must complete the evaluation form. Please click on the Downloads tab at the bottom right-hand side of your Windows Media Player or Real Player screen and there is a direct link to the evaluation form. A link to the evaluation is also found on both the ILRU and NCDDR web pages related to the webcast. 

If you find you can't access the evaluation right now, it may be that too many people are all trying to get on at the same time. So please wait a few minutes and try again later today or tomorrow. The CEU's are also available for people who view the archive files through the end of this year. An audio file and a transcript of the webcast will be available on the ILRU web site archives page in a couple of days at www.ilru.org. These materials will also be available from the NCDDR. Please visit our web site at www.ncddr.org for more information and to view additional archived webcasts on topics related to knowledge translation and focusing on issues relating to disability, diversity and research outreach. Dr. Nosek and Frank, I want to ask you if you have any final commentary? 

 >> FRANK: No, thank you very much. 

 >> DR. NOSEK: I just really want to thank the audience. I’m just so overwhelmed by the response, and encourage anyone to email questions to me at mnosek @ bcm.edu and I’ll be very happy to have a dialogue with you and maybe get some more research going; wouldn’t that be exciting?
 >> JOANN: I think you had a lot of interest today, and I know that people will very much want to follow up with you. Thank you again so much. I also want to thank the National Institute on Disability and Rehabilitation Research, NIDRR that provided funding for the webcast, and especially a big thank you to the staff at ILRU because without their efforts the webcast could not have taken place. Once again, on behalf of our presenter and the rest of the NCDDR staff, thank you and good-bye.  
