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ABSTRACT

PURPOSE Cerebral palsy (CP) and spina bifida (SB) are pediatriconset disabilities. Adults
living with CP/SB are in a greater need of preventive care than the general population due
to their increased risk for chronic diseases. Our objective was to compare White/Black and
White/Hispanic inequities in the use of preventive services.

METHODS Using 2007-2017 private claims data, we identified a total of 11,635 adults with
CP/BS. Of these, 8,935 were White, 1,457 Black, and 1,243 Hispanic. We matched health-
related variables (age, sex, comorbid conditions) between White adults and those in each
minority subpopulation. Generalized estimating equations were used and all models were
adjusted for age, sex, comorbidities, income, education, and US Census divisions. Outcomes
of interest were: (1) any office visit; (2) any physical/occupational therapy; (3) wellness visit;
(4) bone density screening; (5) cholesterol screening; and (6) diabetes screening.

RESULTS The rate of recommended services for all subpopulations of adults with CP/SB was
low. Compared with White adults, Hispanic adults had lower odds of wellness visits (odds
ratio [OR] = 0.71, 95% Cl, 0.53-0.96) but higher odds of diabetes screening (OR = 1.48, 95%
Cl, 1.13-1.93). Compared with White adults, Black adults had lower odds of wellness visits (OR
=0.50, 95% Cl, 0.24-1.00) and bone density screening (OR = 0.54, 95% Cl, 0.31-0.95).

CONCLUSIONS Preventive service use among adults with CP/SB was low. Large White-
minority disparities in wellness visits were observed. Interventions to address physical
accessibility, adoption of telehealth, and increased clinician education may mitigate these
disparities, particularly if initiatives target minority populations.

Ann Fam Med 2022;20:430-437. https://doi.org/10.1370/afm.2849

INTRODUCTION

he population of individuals living with disabilities is increasing.!* Cerebral
palsy (CP) and spina bifida (SB) are the most common congenital condi-
tions that cause permanent movement disorders.*> Cerebral palsy refers to
a group of brain disorders that affect muscle and body movement.* Spina bifida
is a condition characterized by incomplete development of the brain, spinal cord,
or meninges.’ The severity of disability caused by CP or SB is variable, with some
individuals needing lifelong care and others having a relatively minor impairment.*?
The incidence and prevalence of secondary chronic illnesses such as osteoporosis®®
and cardiometabolic conditions®'" are disproportionately higher among adults with
CP/SB, compared with adults without the disability. Given the higher burden of
noncommunicable diseases in these populations, the use of preventive services is
important to reduce both the risks of developing secondary conditions and associ-
ated complications.

Patients with disabilities are at higher risk for multimorbidity and adverse health
events than the general population.'>" Furthermore, systematic racism'—economic
deprivation, provider bias, and living in segregated/disadvantaged areas—makes it
more challenging for some racial/ethnic subpopulations of adults with disabilities to
access preventive care.'”'® As the lifespan of individuals with congenital disabilities
increases, timely access to preventive services plays a critical role in maintaining
health and independence.'”?* Most of the health services research related to con-
genital disabilities has been focused on the pediatric population. There is a pressing
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need to assess the use of preventive services among adults
with CP/SB.2*?5 Prior research has revealed disparities in
access to health care and health outcomes for disadvantaged
minorities living with disabilities.?*?” Having health insurance
coverage is an important first step in enabling the use of pre-

2829 and as an enabling factor has been associated
30-32

ventive care,
with reducing racial/ethnic inequities in access to care.?*3? For
example, among individuals with SB, those who are privately
insured are more likely to have bowel and bladder continence
and less likely to have pressure sores.?® Health insurance
coverage alone, however, is not sufficient to achieve racial/
ethnic equity in care coordination and access.* For instance,
despite having coverage via Medicare, older Black and His-
panic adults are less likely than White adults to get the flu
vaccine.’* There is a void in the literature pertaining to racial/
ethnic inequities in use of preventive services among privately
insured adults living with congenital disabilities. Although
disabilities affect people of every race/ethnicity and economic
class, disadvantaged groups experience greater inequities in
health and access to care.?

In this study, we used private insurance claims data from
2007-2017 to assess racial/ethnic disparities in use of preven-
tive services among adults living with CP/SB. To conduct this
study, we quantified the definition of racial/ethnic inequity as
defined by the National Academy of Medicine: a difference in
treatment or access not justified by the differences in health
status or preferences of the groups.’® We anticipated low rates
of preventive service use among all subpopulations of adults
with CP/SB.3¢ We hypothesized that White adults with CP/
SB would have higher preventive service use, compared with
minority adults with CP/SB. The rationale for our hypothesis
came from prior research that revealed the intersectionality
of disability and systematic racism exacerbates access barriers
to care or health outcomes for disadvantaged groups.?

METHODS

Data Source

Data from the 2007-2017 Clinformatics Data Mart (Optu-
mlnsight) were used for this report. The database contains
deidentified national private insurance claims data of over 80
million people having commercial insurance. All health care
encounters including inpatient, outpatient, and emergency
visits were included throughout participants' enrollment
period. The study was deemed exempt by the University of
Michigan Institutional Review Board.

Sample Selection

We included individuals aged 18 to 64 years at the time of
their insurance enrollment. All persons with 4 years of con-
tinuous enrollment were included. To allow a 4-year follow-
up, the starting years were 2007 through 2013.3 We used
the International Classification of Diseases, Ninth Revision, Clinical
Modification (Supplemental Table 1) to select patients that
had a diagnosis of CP/SB during a 1-year look back period.

Co-occurring CP and SB is considered clinically infeasible
and we excluded a small number of people who had both
diagnoses. We retained White (8,935), Black (1,457), and
Hispanic (1,243) individuals with CP/SB and excluded 3,111
whose race/ethnicity was missing/unknown. Asian individuals
were excluded due a small sample size of only 295 persons.
Supplemental Figure 1 presents the schematic flow diagram

of our sample.

Outcomes

We calculated the use of the following preventive services for
White, Black, and Hispanic adults during their 4-year enroll-
ment: (1) any office visit; (2) any physical/occupational ther-
apy: (3) wellness visit; (4) bone density examination; (5) cho-
lesterol examination; and (6) diabetes examination. We chose
these measures of preventive care because individuals with
CP/SB are at a much higher risk for cardiometabolic condi-
tions, low bone density, and fractures than the general popu-
lation.”*'° Furthermore, these services are reliably captured
in claims data. Use of these services was identified using Cur-
rent Procedural Terminology or Healthcare Common Proce-
dure Coding System codes (Supplemental Table 2).

Covariates

The covariates considered for risk adjustment included age;
sex; year of enrollment; patient's educational attainment;
household income; diagnosis of any psychological, cardiovas-
cular, and musculoskeletal illnesses; Elixhauser comorbidity
score; and location based on the 9 US Census Divisions (New
England, Middle Atlantic, South Atlantic, East North Central,
East South Central, West North Central, West South Central,
Mountain, and Pacific). Age was a continuous variable. Edu-
cational attainment was categorized as less than high school
degree, high school degree and some college, or bachelor's or
graduate degree. Annual household income categorized as less
than $40,000, $40,000 to $99,000, and more than $100,000.
Psychological, cardiovascular, and musculoskeletal conditions
were identified in the first 12 months of the patients’ enroll-
ment on the insurance plan (Supplemental Table 3). To cap-
ture full comorbidity history, the first year of enrollment was
used to identify comorbid conditions. All analyses were con-
ducted at a patient level with race or ethnicity being proxies
for racial/ethnic inequities in the use of preventive care.'® We
compared our adjusted predicted outcomes between White

and Black adults and White and Hispanic adults.

Statistical Analysis

All analyses were conducted using SAS version 9.4 (SAS
Institute). Statistical testing was 2-tailed with a significance
level of 0.05.

Bivariate analysis of baseline demographics and char-
acteristics of White, Black, and Hispanic adults with CP/
SB were examined. For categorical variables, percentages
were compared between White and other racial/ethnic
groups using the X2 test. For continuous variables, means
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and standard deviations were used for the analysis. Asian
adults were excluded from analysis due to a small sample
size, however, we described their unadjusted demograph-
ics, comorbid conditions, and use of preventive services

in the Supplemental Table 4, Supplemental Table 5, and

Supplemental Figure 2.

Measuring Racial/Ethnic Inequity

To measure racial/ethnic inequity, we quantified the definition
provided by the National Academy of Medicine.?” Racial/eth-
nic inequity is defined as a difference in access or treatment
provided to members of different racial or ethnic groups that
is not justified by the underlying health conditions or treat-
ment preferences of patients.?”>® We used a 3-step procedure
to estimate inequity in use of preventive services. First, we
matched White with Black adults and White with Hispanic
adults, separately, based on their health-need variables—
including age, sex, Elixhauser comorbidity score, and any
psychological, cardiometabolic, and musculoskeletal condi-
tions. Matching was performed using a caliper size of 0.0001
with a 1:1 matching ratio without replacement. Post-hoc
comparisons on matched variables were performed to ensure
covariate balance on the matching variables between White.
and Hispanic adults (Supplemental Table 6) and White and

Black adults (Supplemental Table 7). Second, for each out-
come variable, we fitted 2 multivariate regression models to
compare White adults with Black and Hispanic adults. Mul-
tivariable generalized linear models with repeated measures

using a generalized estimating equations approach were per-
formed. We used a binomial distribution and log link function
with a compound symmetry covariance structure for any use
of services. Additionally, interaction terms of race or ethnic-
ity by income, education, and rolling year were included in
each regression model. Adjusted predicted values and odds
ratios were calculated. Finally, inequity was calculated as the
adjusted predicted difference between White adults, and
Black and Hispanic adults, separately.

RESULTS

Table 1 presents the unadjusted and unmatched character-
istics of privately insured White, Black, and Hispanic adults
with CP/SB. The average age was 45.5 years with a standard
deviation of 17.6. With approximately 56% of the sample
being female, there were no differences in sex among our
subpopulations. Compared with White adults, Black adults
had a higher comorbidity score and Hispanic adults had a
lower comorbidity score.

Table 1. Characteristics of White, Black, and Hispanic Adults With Cerebral Palsy/Spina Bifida
Characteristic Total White Black Hispanic
Sample size, No. (%) 11,635 (100.0) 8,935 (76.8) 1,457 (12.5) 1,243 (10.7)
Full enroliment length, y
Mean (SD) 7.8 (3.3) 7.8 (3.3) 4 (3.1) 8.2 (3.6)
Median (Q1-Q3) 7.0 (5.0-9.8) 7.0 (5.0-9.8) 6.9 (5.0-9.0) 7.3 (5.3-10.5)
Age, y
Mean (SD) 45.5 (17.6) 45.6 (17.7) 46.3 (16.9) 44.1 (17.0)°
Sex, No. (%)
Female 6,537 (56.2) 4,964 (55.6) 881 (60.5) 692 (55.7)
Male 5,098 (43.8) 3,971 (44.4) 576 (39.5) 551 (44.3)
Elixhauser comorbidity score
Mean (SD) 2.0 (2.3) 2.0(2.2) 2.5 (2.6)° 1.8 (2.2)°
Education, No. (%)
<12th Grade 74 (0.6)¢ 7 (0.2)¢ 6 (0.4)b< 51 (4.1)°
High school or some college 9,870 (84.8) 7,420 (83.0) 1,383 (94.9)° 1,067 (85.8)°
Bachelor degree or higher 1,666 (14.3) 1,477 (16.5) 65 (4.5)° 124 (10.0)°
Unknown 25 (0.2)¢ 1(0.2)¢ 3 (0.2)¢ 1 (0.7)¢
Household income, $, No. (%)
<40,000 2,722 (23.4) 1,774 (19.9) 594 (40.8)° 354 (28.5)
40,000-99,000 4,199 (36.1) 3,232 (36.2) 478 (32.8)° 489 (39.3)°
>100,000 3,061 (26.3) 2,711 (30.3) 148 (10.2)° 202 (16.3)
Unknown 1,653 (14.2) 1,218 (13.6) 237 (16.3)° 198 (15.9)°
CP = cerebral palsy; Q1-Q3 = Quartile 1 and Quartile 3; SP = spinal bifida.
Note: data source is the 2007-2017 Clinformatics Data Mart (OptumInsight). Data are unadjusted and unmatched.
2Number with each condition: CP n = 7,198; SB n = 4,437.
b Significant (P value <0.05).
< Less than 1%.
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Black and Hispanic adults had lower educational attain-
ment. Having less than a high school degree was more com-
mon among Hispanic (4.1%, P <.001) and Black adults (0.4%,
P <.001) compared with White adults (0.2%). A greater
proportion of White adults (16.5%) had a bachelor's degree
or higher, compared with Black (4.5%, P <.001) and Hispanic
adults (10.0%, P <.001). Furthermore, there were income
differences between the subgroups; household income of
less than $40,000 was more common among Black (40.8%,

P <.001) and Hispanic adults (28.5%, P <.001), compared with
White adults (19.9%). About 30.3% of White adults compared
with 16.3% of Black (P <.001) and 10.2% of Hispanic adults
(P <.001) had an annual income of $100,00 or greater.

Table 2 compares the rates of different psychological,
cardiometabolic, and musculoskeletal conditions between

subgroups. There were no differences in rates of psychologic
conditions between White and Black adults with CP/SB.
Diabetes (16.5%, P <.001), hypertension (39.9%, P <.001),
chronic kidney disease (4.7%, P <.001), heart failure (5.6%,
P <.001), and hypercholesterolemia (12.3%, P=.019) were
more prevalent among Black adults compared with White
adults. Compared with Hispanic adults with CP/SB, White
adults were more likely to be diagnosed with an adjustment
disorder (2.7% vs 1.5%, P=.016), anxiety (10.4% vs 8.4%,
P=.027), or mood disorder (13.3% vs 9.7%, P <.001). Hyper-
tension was also less prevalent among Hispanic adults (22.3%
vs 28.2%, P <.001) compared with White adults.

Figure 1 presents the unadjusted rates of preventive ser-
vice use, by race/ethnicity during the follow-up period. There
were large differences in wellness visits, with White adults
having the highest rate compared with both Black

Adults With Cerebral Palsy/Spina Bifida

Table 2. Prevalence of Psychological, Cardiometabolic, and
Musculoskeletal Conditions Among White, Black, and Hispanic

and Hispanic adults. The percentage of wellness
visits increased over time among all racial/ethnic
groups. For example, in year 1, 25.5% of White

adults, 20.7% of Black (P <.001) and 20.4% of

. White Black Hispanic Hispanic (P <.001) adults had an annual wellness
Conditions No. (%) No. (%) No. (%) visit; by year 4, the percentage of adults having
Psychological a wellness visit changed to 31% of White, 27.9%

Adjustment disorder 238 (Z 66) 0 (2.75) 9 (1.53) of Black (P =.018), and 27.3% of Hispanic adults
Alcohol-related disorders 1(1.02) 0 (1.37) 0 (0.80) (P =.007). Diabetes screening was higher among
Anxiety disorders 930 (10.41) 148 (10.16) 104 (8.37)° Hispanic adults compared with White adults, but
Central pain 444 (4.97) 4 (5.77) 9 (3.94) rates increased over time for both subgroups. In
Delirium 116 (1.30) 8 (1.24) 1(0.88) year 1, 19.5% of White and 21.1% of Hispanic
Impulse control disorder 6 (0.40) 4(0.27) 4(0.32) adults received diabetes screening (P =0.189);
Insomnia 321 (3.59) 9 (3.36) 1 (4.10) this increased to 23.8% of White and 32.6% of
Mood disorders ,329 (14.87) 193 (13.25) 121 (9.73) Hispanic adults in year 4 (P <.001). Bone density
Post-traumatic stress disorder 1(0.57) 7 (0.48) 7 (0.56) screening was low for all subpopulations.
Personality disorders 1(0.35) 8 (0.55) 2 (0.16) Table 3 reveals the adjusted predicted rate of
Substance-related disorders 144 (1.61) 21 (1.44) 16 (1.29) preventive service use and corresponding odds
Cardiometabolic ratios for Hispanic and Black adults compared
Diabetes type I 863 (9.66) 241 (16.54) 161 (12.95) with their matched White counterparts. About
Cardiac dysrhythmias 826 (9.24) 3 (9.81) 110 (8.85) 30% of White compared with 23% of Hispanic
Chronic kidney disease 202 (2.26) 8 (4.67) 6 (2.90) adults had an annual wellness visit. Hispanic
Heart failure 221 (2.47) 1 (5.56)° 8 (2.25) adults had lower odds of having a wellness visit
Hypercholesterolemia 912 (10.21) 179 (12.29F 114 (9.17) (OR=0.71,95% Cl, 0.53-0.96). However, 20%
Hypertension 2,515 (28.15) 581 (39.88) 277 (22.28) of Hispanic vs 14% of White adults had diabetes
Liver disease; nonalcoholic 4 (1.05) 1(0.75) 4 (1.93) screening (OR =1.47,95% ClI, 1.13-1.93).
Peripheral and visceral 399 (447) 99 (6.79) 9 (3.14p Approximately, 30% of White vs 18% of Black
atherosclerosis adults (OR = 0.50, 95% CI, 0.24-1.00) had an
Musculoskeletal annual wellness visit. Additionally, 2% of White vs
Muscle atrophy 6 (0.74) 10 (0.69) 5 (0.40) 1% of Black adults had any bone density screening
Myalgia 537 (6.01) 80 (5.49) 9 (4.75) (OR=0.54,95% CI, 0.31-0.95). Regression results
Osteoarthritis 991 (11.09) 195 (13.38)° 106 (8.53) are presented in Supplemental Tables 8-19.
Osteoporosis 421 (4.71) 59 (4.05) 7 (3.78)
Other cor.mective tissue disorder 2,963 (33.16) 501 (34.39) 308 (24.78)° DISCUSSION
Pathological fracture 1(0.79) 4 (0.27) 6 (0.48)
Rheumatoid arthritis 163 (1.82) 2 (2.20) 9 (2.33) In this study, we used commercial insurance

Note: data source is the 2007-2017 Clinformatics Data Mart (Optuminsight).
2Significant (P value <0.05).

claims data to evaluate racial/ethnic inequities in
the use of preventive services among privately

insured adults with CP/SB. Our findings revealed
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that both Black and Hispanic adults had substantially lower did not find racial/ethnic inequities in use of other preven-
odds of having an annual wellness visit, compared with White tive services, specifically office visits, cholesterol assessment,
adults. Furthermore, compared with White adults, Black physical/occupational therapy, and diabetes screening. Finally,
adults had lower odds of having bone density screening. We although use of most preventive services slowly increased

Figure 1. Unadjusted use of preventive services among privately insured White, Black, and Hispanic adults with
cerebral palsy or spina bifida.
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PT = physical therapy; OT = occupational therapy.
Note: data source is the 2007-2017 Clinformatics Data Mart (Optuminsight).

Table 3: Adjusted Predicted RaciallEthnic Disparities in Use of Preventative Services Among White, Black, and
Hispanic Adults With Cerebral Palsy/Spina Bifida

Outcome Variables White, % Hispanic, % Hispanic, OR (95% CI) White, % Black, % Black, OR (95% CI)
Any office visit 85 87 1.14 (0.57-2.29) 85 85 1.05 0.49-2.26)
Any PT/OT services 19 22 1.18 (0.93-1.51) 21 18 0.80 (0.58-1.10)
Annual wellness visit 30 23 0.71 (0.53-0.96)° 30 18 0.50 (0.24-1.00)
Bone density examination 2 2 1.42 (0.92-2.21) 2 1 0.54 (0.31-0.95)
Cholesterol examination 32 34 1.06 (0.51-2.21) 37 28 0.66 (0.33-1.33)
Diabetes examination 14 20 1.47 (1.13-1.93) 16 17 1.05 (0.72-1.53)

PT = physical therapy; OR = odds ratio; OT = occupational therapy.

Note: data source is the 2007-2017 Clinformatics Data Mart (Optuminsight). All corresponding regression results are presented in Supplemental Tables 5-17.

2 Significant (P value <0.05).
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over time, the rate of use, in general, was low among privately
isured adults with CP/SB.

In concordance with prior research,*® our findings
revealed inequities in use of some preventive care—such as
wellness visits and bone density screening. Wellness visits
were introduced in 2011 as part of the Patient Protection
and Affordable Care Act (ACA). Although there is no out-
of-pocket cost associated with wellness visits, racial/ethnic
inequities in utilization persist.?*3%3 Inequities in access to
care have mainly been attributed to existing gaps in health
insurance coverage and socioeconomic status.?***' All indi-
viduals in our study had stable private insurance coverage
and we matched White adults and minorities by their health
needs (age, sex, and comorbidity conditions). Our findings,
however, revealed wide gaps in both income and education
among our privately insured cohorts of adults with CP/SB,
with White adults having substantially higher educational
attainment and annual income levels.

While we did not find any inequities in any office visit,
cholesterol screening, physical/occupational therapy, and
diabetes screening, Hispanic adults had higher odds of dia-
betes screening compared with White adults, which might
be explained by a higher prevalence of cardiometabolic
conditions among this subpopulation. Insurance coverage is

28,29

one of the major facilitators of access to care,?*?° and having
uninterrupted access to health insurance has been associated
with reducing racial/ethnic inequities.?° For example, since
Medicare coverage of colonoscopy in July 2001, disparity in
colon cancer screening between White and Black adults has
been reduced.”? Furthermore, a longitudinal study evaluating
the timing of disability onset, comparing White and Black
adults, found that supplemental private health insurance was
protective against disability onset, even after controlling for
socioeconomic differences.** Having private insurance has
been associated with fewer functional limitations over time
and lower odds of limitation onset.** Access to health insur-
ance enables a more equitable use of health care services.?'"3?
Our results indicated that use of preventive services
increased over time across all subgroups. As age increases,
there is a corresponding increased burden of chronic ill-
nesses and need for preventive services. Furthermore, since
the enactment of the ACA in 2010, due to direct and indi-
rect effects of cost sharing, there has been an upward trend
of preventive care use among the general population.?* The
ACA was associated with reducing inequities in access to care
and in preventive care.** Moreover, research shows an asso-
ciation between the ACA and increase in use of preventive
services by privately insured Hispanic and Black patients.*®
Nevertheless, the overall utilization of preventive health
care services among adults with CP/SB remains low. This
finding is supported by prior studies showing lower rates of
preventive service utilization among individuals with disabili-

47-50

ties compared with the general population.*-*° For example,

research has shown that women with physical disabilities

are less likely to receive a pap smear or mammogram.’'?

Additionally, the rates of bone density screening are particu-
larly concerning, given the fact that individuals with CP/SB
are at a higher risk for osteoporosis and fractures than the
general population.®

When inequities are identified, action must be taken to
make care more equitable. One major barrier to improved
access to care is the physical structure and set up of primary
care offices. For instance, a study of primary care offices
in California revealed that an accessible weight scale was
available in just 3.6% of offices, and bathrooms and exam
spaces posed access barriers. Reducing physical barriers to
care is particularly important.”® Use of telehealth may make
care more accessible, especially when physical barriers per-
sist.>*> Furthermore, it is imperative to educate clinicians on
appropriate care for adults with a pediatric-onset disability.
A survey of family/internal medicine residents found that
few clinicians had received disability-specific training during
medical school or residency.’® Similarly, health systems must
recognize that minority individuals with physical disabilities
are less likely to utilize preventive care. Initiatives to address
physical and logistical barriers to care must prioritize minor-
ity populations. While this study included privately insured
adults with disability, these interventions would likely benefit
all adults with disabilities.

Several limitations are noteworthy. This study was not
representative of the overall population of adults with CP/SB.
It included only privately insured adults, with better access
to economic resources and stable health coverage over time.
Due to physical limitations, lack of accommodations, and
lack of accessible transportation, individuals with CP/SB are
disproportionately unemployed or underemployed and many
utilize public insurance.’”*® Due to this limitation, there is
an inherent selection bias in our population. Most patients
with disability have public insurance coverage, and we antici-
pate much larger inequities in the use of preventive services
between those covered by public vs private insurance. Fur-
thermore, our data did not have an ethnoracial representa-
tion of the US population. Future research should focus on
using representative data. Additionally, using claims data, we
were unable to capture the personal or cultural preferences
of our subpopulation cohorts, their lifestyle choices, and
environmental barriers. Finally, it is possible that patients with
disabilities had other insurances. Thus, some of the services
were not recorded in the Optum claims data.

CONCLUSION

Although insurance and social status have strong impacts on
health care inequities between White patients and minori-
ties, this study accounted for those factors and focused on
detection of inequities for Black and Hispanic adults with
pediatric-onset disabilities. Black and Hispanic adults had
substantially lower odds of having a wellness visit compared
with White adults. Furthermore, Black adults had lower
odds of having bone density screening. Preventive service
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utilization increased for all subpopulations over the 4-year
follow-up period. Despite this increase, overall rates of ser-
vice utilization remained low. Improved physical accessibility
of health care settings, greater adoption of telehealth, and
increased clinician education regarding the health care needs
of individuals with disabilities could lessen these inequities
in the future. It is imperative that health care systems target
interventions to clinical settings that serve minority patients,
where they could have the greatest impact.
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