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Abstract This study examines leading health indicators

for childrearing women with disabilities, including health-

related quality of life, chronic health conditions, adverse

and preventive health behaviors, health care access, and

social and emotional support. The study analyzes aggre-

gated data from the Washington State Behavioral Risk

Factor Surveillance System (n = 28,629). The weighted

prevalence of key health indicators of childrearing women

with disabilities (aged 18–59) are compared with child-

rearing women without disabilities. A series of adjusted

logistic regression analyses are applied, controlling for

confounding variables. When compared to childrearing

women without disabilities, childrearing women with dis-

abilities are less likely to have a partner or spouse, report

lower income and education levels and are older. Child-

rearing women with disabilities, compared to childrearing

women without disabilities, report significantly lower

health-related quality of life including poor general health

(adjusted odds ratio[AOR] = 6.85; p \ .001), frequent

mental distress (AOR = 4.02; p \ .001), and frequent poor

physical health (AOR = 9.34; p \ .001); higher preva-

lence of chronic health conditions, including arthritis,

cardiovascular diseases, diabetes, asthma, high blood

pressure and cholesterol, and obesity (the range of

AORs = 1.59 to 5.65; p \ .001); higher prevalence of

adverse health behaviors including smoking (AOR = 2.14;

p \ .001) and lack of exercise (AOR = 1.61; p \ .001);

more financial barriers to health care (AOR = 2.11;

p \ .001) and lack of social and emotional support

(AOR = 2.05; p \ .001) while controlling for age, edu-

cation, income, and relationship status. Based on popula-

tion level data, the study reveals that childrearing women

with disabilities experience elevated risks of health dis-

parities across many key health indicators, many of which

are preventable and modifiable. These findings underscore

the importance of identifying contributing factors and

developing interventions to improve the health and quality

of life of childrearing women with disabilities.
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Introduction

The US Department of Health and Human Services

(DHHS) in Healthy People 2020 recognizes that health

promotion for people with disabilities and women with

children is one of the leading objectives for health disparity

reduction in the US [1]. The Centers for Disease Control

and Prevention (CDC) identifies health disparities related

to disability status as one of the least investigated areas in

current health disparities research [2]. About 19 % of the

US population have some type of disability [3]. While costs

associated with disabilities are more than $300 billion per
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year [4], persons living with disabilities remain a critically

underserved population [5]. According to the National

Health Interview Survey conducted in 1994 and 1995, the

number of adult women who have intellectual and/or

developmental disabilities or other substantial functional

limitations and are living with children is about 1.5 million

[6, 7]. Given the overall increasing prevalence of disability

in the US [8], the number of childrearing women with

disabilities is expected to increase substantially. Still, few

studies exist that address the health, health disparities, and

health-related quality of life of this underserved population

of women.

Women with disabilities face significant social and

economic risks such as lower levels of education, lower

probabilities of employment, lower earnings, and greater

risks of living in poverty when compared to women

without disabilities [9]. Economic disadvantages are

especially significant for childrearing women with dis-

abilities since they often bear high financial burdens for

necessary medicine, adaptive equipment, transportation, or

housing modification, as well as child care expenses [10,

11]. Research indicates that women with disabilities have

heightened risks of chronic disease, mental health prob-

lems, substance abuse and other risky health behaviors

including smoking and excessive drinking, as well as lower

prevalence of preventive screenings and health care access

when compared to women without disabilities [12]. Pop-

ulation-based studies, however, have not comprehensively

examined health disparities among childrearing women

with disabilities. Many health disparities between people

with disabilities and those without disabilities are pre-

ventable and modifiable [13, 14]. Studies have found that

people with disabilities are at elevated risks of secondary

health conditions or preventable health conditions, such as

muscle and joint pain, sleep problems, fatigue, obesity, and

mental disorders, that result from having specific types of

disability [15].

Social and emotional support is defined as tangible and

intangible assistance available from interpersonal relation-

ships or the community and is another important determi-

nant of health disparities [16]. A number of previous studies

have demonstrated its association with improvements in

physical and mental health-related quality of life and health

behaviors [17] and also have shown that women with social

support manage their health better in terms of diet, substance

abuse, adherence to medicine, and exercise [18]. Child-

rearing women with disabilities, however, experience height-

ened risks of discrimination and isolation from society and a

consequent lack of social resources [19, 20].

Given the positive association between family func-

tioning and the health of the primary household child

caregiver, the health status of childrearing women with

disabilities also affects their children and family [21–23].

The impact of parental disability on relationships with

children depends on the degree and specific characteristics

of a parent’s disability [11]. Women with severe disabili-

ties may experience challenges in performing routine par-

enting tasks, especially when timely and adequate supports

are unavailable. Separations between family members for

disability related medical treatment may interfere with a

mother’s ability to provide on-going parenting. Thus,

health disparity reduction among childrearing women with

disabilities is not only a matter of individual well-being,

but is also significant in improving family functioning.

Health-related needs and concerns of childrearing women

with disabilities, however, have rarely been identified in

disability research or women’s health research. In fact there

are no basic estimates of the prevalence of childrearing

women with disabilities. In order to increase the health and

well-being of childrearing women with disabilities, it is

essential to understand and define the health disparities

experienced by this population in order to respond with

tailored interventions that can reduce or eliminate those

disparities. Interventions targeting socio-demographic dis-

advantages, risky health behaviors, and barriers to health

care access may prevent people with disabilities from

acquiring adverse secondary health conditions that may

deteriorate health-related quality of life [24]. Public health

professionals need to better understand health disparities

among childrearing women with disabilities. To address

these gaps in the literature, the objective of this study is to

examine leading health indicators of childrearing women

with and without disabilities. Utilizing population-based

data, we examine the prevalence of health disparities,

including health-related quality of life, chronic health con-

ditions, adverse and preventive health behaviors, health care

access, and social and emotional support.

Methods

The Washington State Behavioral Risk Factor Surveillance

System (WA-BRFSS) data were used in this study. BRFSS

is an ongoing annual population-based telephone survey

study designed by the CDC to investigate health conditions

and behaviors of non-institutionalized US adult residents

age 18 or older [25]. BRFSS respondents were recruited

with random-digit dialed telephone numbers, and the

interviews were conducted in English or Spanish. For this

study we analyzed WA-BRFSS data collected from 2003 to

2009. Sample weights provided by BRFSS were applied to

correct for unequal probabilities of selection resulting from

sample design, nonresponse, and telephone non-coverage

and to reflect the age, sex, and racial and ethnic distribution

of Washington State (See http://www.cdc.gov/brfss/tech-

nical_infodata/weighting.htm to find detailed information
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about BRFSS weighting formula). Childrearing women

were defined as women age 18–59 living with children (age

less than 18) in their household. The weighted percentages

of childrearing women with disabilities and childrearing

women without disabilities were respectively 17 %

(unweighted n = 5,295) and 83 % (unweighted n = 23,334).

The total sample size was 28,629.

Measures

Disability is measured by asking if participants are limited

in any way in any activities because of physical, mental,

or emotional problems and if they have any health prob-

lem that requires them to use special equipment, such as a

cane, a wheelchair, a special bed, or a special telephone.

As suggested in Healthy People 2010 [26], respondents

who answer positive to either question are categorized as

disabled.

Health-related quality of life is assessed according to

respondents’ self-rating of general health, frequent mental

distress, and frequent poor physical health, as suggested by

the CDC [27]. The self-rating of general health is dichot-

omized into two categories: excellent/very good/good (0)

and fair/poor (1). Participants are also asked, in the past

30 days, how many days their mental or physical health

was not good, and each variable was dichotomized with the

cut-off of 14 or more days as consistently used in other

health research studies [28–30]. Previous studies show that

this HRQOL measure is reliable and valid [27]. In WA-

BRFSS, the measures of health-related quality of life also

include days of limited activities as a result of poor phys-

ical or mental health in the past 30 days; but we exclude

this component from further analyses because it is similar

with how disability was measured.

Chronic health conditions in BRFSS are measured by

asking whether the participants had ever been told by a health

professional that they have asthma, obesity (defined as body

mass index (kg/m2) greater than or equal to 30), arthritis

(including various types of arthritis such as rheumatoid

arthritis, gout, lupus, or fibromyalgia), diabetes (excluding

pre-diabetes and gestational diabetes during pregnancy),

high blood pressure (excluding borderline, pre-hypertensive,

or only during pregnancy), heart attack, angina, and stroke.

Adverse health behaviors include current smoking

(defined as having ever smoked 100 or more cigarettes and

currently smoking everyday or some days) [31], excessive

drinking (defined as 4 or more drinks on one occasion during

the past month) [32], and lack of exercise (defined as not

having been involved in any physical activities or exercise

except regular job duties during the past month). Measures

of preventive health behaviors include receiving a flu shot

within the past year [33] and a Pap test within the past

3 years [34].

Health care access includes three measures. The

participants were asked the following: whether they had

any health insurance coverage, whether they were experi-

encing financial barriers to seeing a doctor in the last 12

months; and whether they had a personal doctor or health

care provider.

Social and emotional support is assessed through the

following item: ‘‘How often do you get the social and

emotional support that you need?’’ Respondents are pro-

vided with five choices: always, usually, sometimes, rarely,

and never. We dichotomized the responses into always/

usually/sometimes (0) and rarely/never (1).

Socio-demographic characteristics include age, race/

ethnicity (White vs. non-White), education (Bhigh school

graduate vs. Csome college), income (at or below vs. above

200 % poverty level guided by the annual federal poverty

guidelines, employment (employed vs. not employed), and

relationship status (married/partnered vs. other).

Statistical Analyses

We used Stata version 11.0 (StataCorp LP, College Station,

TX, USA) for data cleaning and analyses. First, by utilizing

weighted estimates with 95 % confidence intervals, prev-

alence of sociodemographic characteristics are examined

for childrearing women with disabilities and childrearing

women without disabilities. Chi-square tests are applied to

examine differences between the two groups; a bivariate

linear regression, with coding childrearing women without

disabilities as the reference group, is applied to examine

difference in mean age. Next, we estimate weighted prev-

alence of health indicators for childrearing women with

disabilities and childrearing women without disabilities;

and test a series of adjusted logistic regression models to

examine whether the differences in health-related indica-

tors between the two groups statistically are significant,

controlling for age, education, income, and relationship

status. Again, childrearing women without disabilities are

treated as the reference group. No multicollinearity prob-

lems were detected with the variables included in these

analyses.

Results

Background Information

Table 1 shows comparisons of the sociodemographic

characteristics by the two stratified adult women groups

based on 95 % confidence intervals of weighted preva-

lence. Childrearing women with disabilities are older than

childrearing women without disabilities (b = 2.96;

p \ .001); childrearing women with disabilities are more
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likely than childrearing women without disabilities to be in

their 40’s and 50’s. When compared to childrearing women

without disabilities, childrearing women with disabilities

are more likely to be White (v2 = 453.35; p \ .001).

Childrearing women with disabilities show lower levels of

household income (v2 = 862.89; p \ .001), education

(v2 = 41.76; p \ .05), and employment (v2 = 1,166.15;

p \ .001) than childrearing women without disabilities.

Childrearing women with disabilities are less likely to be

married or partnered than childrearing women without

disabilities (v2 = 932.64; p \ .001).

Health-Related Quality of Life

The weighted prevalence rates of poor general health

(32 %), frequent mental distress (29 %), and frequent poor

physical health (32 %) for childrearing women with dis-

abilities are notably higher than those for childrearing

women without disabilities (see Table 2); and these dif-

ferences remain significant after controlling for age,

income, education, and relationship status. The adjusted

odds of poor general health (adjusted odds ratio[AOR] =

6.85; p \ .001), frequent mental distress (AOR = 4.02;

p \ .001), and frequent poor physical health (AOR =

9.34; p \ .001) for childrearing women with disabilities

are about 7, 4, and 9 times, respectively, greater than those

for childrearing women without disabilities.

Chronic Health Conditions

The weighted prevalence rates of asthma (32 %), arthritis

(44 %), obesity (36 %), diabetes (8 %), high blood pres-

sure (22 %), high cholesterol (32 %), heart attack (2 %),

angina (2 %), and stroke (2 %) for childrearing women

with disabilities are higher than childrearing women

without disabilities (see Table 2). These differences remain

significant even when controlling for age, education,

income, and relationship status. The adjusted odds of

arthritis for childrearing women with disabilities are about

5.7 times greater than those for childrearing women with-

out disabilities (AOR = 5.65; p \ .001). The adjusted

odds of asthma (AOR = 2.91; p \ .001), obesity (AOR =

2.06; p \ .001), diabetes (AOR = 2.67; p \ .001), high

blood pressure (AOR = 2.29; p \ .001), high cholesterol

(AOR = 1.59; p \ .001), heart attack (AOR = 3.43;

p \ .001), angina (AOR = 3.31; p \ .001), and stroke

(AOR = 3.17; p \ .001) for childrearing women with

disabilities are about 2–3 times greater than those for

childrearing women without disabilities.

Health Behaviors

As shown in the weighted prevalence rates in Table 3,

childrearing women with disabilities are more likely to

smoke (30 %) and lack exercise (25 %) than childrearing

women without disabilities, and these differences remain

significant even after controlling for age, education,

income, and relationship status. There were no significant

differences in the rates of excessive drinking among the

two groups. The adjusted odds of current smoking

(AOR = 2.14; p \ .001) and lack of exercise (AOR =

1.61; p \ .001) for childrearing women with disabilities

are about 2 times greater than those for childrearing

women without disabilities. The weighted prevalence

of receiving a flu shot within the past year (28 %) for

childrearing women with disabilities is greater than that for

childrearing women without disabilities (25 %) while

prevalence of receiving a Pap test within the last 3 years

Table 1 Socio-demographic characteristics of childrearing women with and without disabilities: Washington State Behavioral Risk Factor

Surveillance System, 2003–2009

Childrearing women

with disabilities (n = 5,295)

Childrearing women

without disabilities (n = 23,334)

Significance

% (95 % CI) % (95 % CI)

Age, M (95 % CI) 38.28 (37.87, 38.70) 35.33 (35.14, 35.51) b = 2.96***

18–29 20.45 (18.68, 22.34) 28.18 (27.29, 29.09) v2 = 1,955.29***

30–39 31.37 (29.75, 33.03) 36.76 (35.97, 37.56)

40–49 33.74 (32.13, 35.39) 28.35 (27.65, 29.07)

50–59 14.44 (13.37, 15.58) 6.7 (6.35, 7.06)

Race/ethnicity, White, % 81.23 (79.65, 82.72) 74.17 (73.37, 74.97) v2 = 453.35***

Education, Bhigh school, % 35.77 (33.99, 37.58) 33.42 (32.58, 34.27) v2 = 41.76*

Income, B200 % poverty level, % 50.47 (48.59, 52.36) 39.31 (38.41, 40.22) v2 = 862.89***

Employed, % 47.86 (46.04, 49.68) 60.02 (59.16, 60.88) v2 = 1,166.15***

Married/partnered, % 67.33 (65.57, 69.04) 77.39 (76.57, 78.18) v2 = 932.64***

CI confidence interval, estimates were weighted

* p \ .05; ** p \ .01; *** p \ .001
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are similar each other. When controlling for age, income,

education, and relationship status, the higher odds of

receiving a flu shot for childrearing women with disabili-

ties remain significant (AOR = 1.12; p \ .05).

Health Care Access and Social and Emotional Support

Table 3 indicates that after controlling for age, education,

income, and relationship status, childrearing women with

disabilities, compared to childrearing women without dis-

abilities, are more likely to have health insurance coverage

(AOR = 1.31; p \ .001) and a regular source of medical care

(AOR = 1.61; p \ .001). However, childrearing women

with disabilities report higher likelihoods of experiencing

financial barriers to health services than childrearing women

without disabilities even after accounting for age, education,

income, and relationship status (AOR = 2.11; p \ .001). The

adjusted odds of experiencing financial barriers to health

services for childrearing women with disabilities are about

2 times greater than those for childrearing without disabilities.

When controlling for age, education, income, and relationship

status, childrearing women with disabilities are more likely to

lack social and emotional support than childrearing women

without disabilities (AOR = 2.05; p \ .001). The adjusted

odds of lack of social and emotional support for childrearing

women with disabilities are 2 times greater than those for

childrearing women without disabilities.

Discussion

To our knowledge this is the first study to examine health

disparities of childrearing women with disabilities using

population-based data. The findings illustrate significant

health disparities among childrearing women with dis-

abilities, relative to childrearing women without disabili-

ties, across nearly every leading health indicator, including

health-related quality of life, chronic health conditions,

adverse health behaviors, financial barriers to care, and

lack of social and emotional support. The findings shed

important new light on both the existence and extent of

disparities impacting this at-risk population, many of which

are preventable and modifiable and suggest important areas

in need of further research to respond to these disparities

and resulting inequalities.

Childrearing women with disabilities, compared to

childrearing women without disabilities, are at risk socio-

demographically for health disparities. Despite their older

ages on average, childrearing women with disabilities are

less likely to have a partner or spouse. They have less

income, less education, and lower employment rates as

compared to childrearing women without disabilities. The

link between socio-economic disadvantages, adverse

health, and poor health-related quality of life is well-

established [35]. Yet, the health-related quality of life of

childrearing women with disabilities has not been

Table 2 Weighted prevalence rates of health-related quality of life and chronic health conditions and the results of adjusted logistic regression

analyses: Washington State Behavioral Risk Factor Surveillance System, 2003–2009

Childrearing

women with

disabilities

Childrearing

women without

disabilities

OR (95 % CI) AOR (95 % CI)

% (95 % CI) % (95 % CI)

Health-related quality of life

Poor general health 31.88 (30.21, 33.59) 6.06 (5.65, 6.49) 7.26*** (6.52, 8.08) 6.85*** (6.06, 7.73)

Frequent mental distress 28.94 (27.30, 30.64) 8.83 (8.35, 9.34) 4.21*** (3.80, 4.66) 4.02*** (3.60, 4.50)

Frequent poor physical health 32.46 (30.79, 34.18) 4.43 (4.09, 4.81) 10.36*** (9.24, 11.62) 9.34*** (8.27, 10.54)

Chronic health conditions

Asthma 31.68 (29.97, 33.43) 13.84 (13.25, 14.46) 2.89*** (2.63, 3.17) 2.91*** (2.63, 3.21)

Arthritis 44.14 (41.83, 46.47) 10.63 (9.98, 11.33) 6.64*** (5.90, 7.47) 5.65*** (4.96, 6.42)

Obesity 36.33 (34.56, 38.14) 20.06 (19.35, 20.78) 2.27*** (2.08, 2.49) 2.06*** (1.87, 2.26)

Diabetes 7.58 (6.74, 8.51) 2.14 (1.93, 2.37) 3.75*** (3.19, 4.42) 2.67*** (2.25, 3.18)

High blood pressure 21.78 (19.65, 24.06) 8.63 (7.96, 9.35) 2.95*** (2.52, 3.45) 2.29*** (1.92, 2.72)

High cholesterol 32.11 (29.77, 34.55) 20.26 (19.29, 21.26) 1.86*** (1.64, 2.11) 1.59*** (1.39, 1.82)

Heart attack 1.99 (1.55, 2.56) 0.37 (0.28, 0.49) 5.52*** (3.77, 8.09) 3.43*** (2.31, 5.07)

Angina 2.16 (1.72, 2.71) 0.45 (0.33, 0.61) 4.88*** (3.33, 7.14) 3.31*** (2.26, 4.87)

Stroke 2.05 (1.63, 2.57) 0.47 (0.36, 0.60) 4.46*** (3.17, 6.29) 3.17*** (2.19, 4.57)

OR odds ratio, AOR adjusted odds ratio, CI confidence interval, adjusted logistic regression models controlled for age, education, income, and

relationship status

* p \ .05; ** p \ .01; *** p \ .001
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previously examined. The findings presented here illustrate

that the elevation in risk of poor health-related quality of

life across multiple indicators (general health as well as

frequent poor physical and mental health) and chronic

health conditions among childrearing women with dis-

abilities remains, even when controlling for socio-demo-

graphic characteristics. Recent research suggests that

health disparities of persons living with disabilities can be

reduced [13]. Wilber et al. suggest that reducing socio-

demographic risk, promoting healthy behaviors, and

improving health care access and support will reduce the

likelihood of having adverse secondary health conditions

and increase health-related quality of life for persons living

with disabilities [24].

This study found that smoking is an important risk factor

for childrearing women with disabilities. When comparing

people with disabilities to people without disabilities, pop-

ulation level data suggests that people with disabilities are in

general more likely to smoke, regardless of gender [36, 37].

Our study corroborates these general findings and provides

specific evidence that childrearing women with disabilities

are also at higher risk of smoking than childrearing women

without disabilities. Smoking among childrearing women

with disabilities is a particularly important concern because

of smoking’s critical health consequences for mothers and

the potentially harmful effects of second-hand smoke on

family members, especially young children [38, 39].

Smoking is a significant public health concern, and future

studies are needed to identify specific contributing factors

that account for the higher prevalence rates of smoking

among childrearing women with disabilities. Suggested

areas to examine include whether smoking functions as a

coping mechanism [40] for the life challenges faced by

childrearing women with disabilities, and if so what are the

most effective prevention and intervention strategies to

reduce smoking among this at-risk population.

Our study finds more physical inactivity among child-

rearing women with disabilities compared to childrearing

women without disabilities. It is plausible that childrearing

women with disabilities may not be able to exercise because

of the nature or severity of their disabilities. Previous studies

have found that a lack of exercise among those with dis-

abilities can increase functional limitations and elevate the

risks for secondary conditions [41, 42], which may result in

even poorer health, more chronic health conditions, and

greater financial burdens. Public health policies and health

providers need to identify obstacles to increasing levels of

physical activities among childrearing women with disabil-

ities so that the lack of exercise does not result in additional

negative health outcomes.

In terms of preventive health behaviors, childrearing

women with disabilities demonstrate two positive health

practices: they obtain comparable levels of Pap exams and

slightly higher levels of flu shots when controlling for

potentially confounding variables. As DHHS suggests,

getting a flu vaccine can be critical for people with dis-

abilities, especially for those who have mobility limita-

tions, unavoidable contact with potentially infected family

members, and restrictions that may inhibit practicing pre-

ventive measures [43]. In 2010, 44 % of people with

Table 3 Weighted prevalence rates of adverse health behaviors, preventive health behaviors, health care access, and social and emotional

support and the results of adjusted logistic regression analyses: Washington State Behavioral Risk Factor Surveillance System, 2003–2009

Childrearing

women with

disabilities

Childrearing

women without

disabilities

OR (95 % CI) AOR (95 % CI)

% (95 % CI) % (95 % CI)

Adverse health behaviors

Current smoking 29.58 (27.90, 31.32) 15.13 (14.52, 15.75) 2.36*** (2.14, 2.59) 2.14*** (1.92, 2.37)

Excessive drinking 10.23 (9.17, 11.41) 10.67 (10.12, 11.25) 0.95 (0.83, 1.09) 0.99 (0.86, 1.14)

Lack of exercise 25.34 (23.78, 26.97) 16.52 (15.86, 17.21) 1.71*** (1.56, 1.89) 1.61*** (1.44, 1.79)

Preventive health behaviors

Flu shot 27.70 (26.13, 29.33) 25.38 (24.63, 26.15) 1.13** (1.03, 1.23) 1.12* (1.02, 1.24)

Pap smear 94.65 (92.48, 96.22) 94.67 (93.83, 95.40) 1.00 (0.67, 1.48) 1.29 (0.79, 2.11)

Health care access

Health insurance coverage 84.77 (83.38, 86.07) 83.36 (82.67, 84.03) 1.11 (0.99, 1.25) 1.31*** (1.14, 1.50)

Regular source of medical care 84.75 (83.27, 86.12) 79.06 (78.30, 79.79) 1.47*** (1.31, 1.66) 1.61*** (1.41, 1.84)

Financial barrier to health services 29.68 (28.05, 31.37) 15.18 (14.56, 15.82) 2.36*** (2.15, 2.59) 2.11*** (1.90, 2.35)

Lack of social and emotional support 9.23 (8.17, 10.42) 4.38 (3.97, 4.84) 2.22*** (1.87, 2.63) 2.05*** (1.70, 2.47)

OR odds ratio, AOR adjusted odds ratio, CI confidence interval, adjusted logistic regression models controlled for age, education, income, and

relationship status

* p \ .05; ** p \ .01; *** p \ .001
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disabilities in the US received influenza vaccinations,

which is significantly higher than that of people without

disabilities [44]. Our study, however, found that the prev-

alence rate of flu vaccine receipt for childrearing women

with disabilities (28 %) is notably lower than the national

rate while it was only slightly greater than that of child-

rearing women without disabilities. Given that childrearing

women with disabilities may have increased exposure to

influenza because of children living in the household, it

will be important to find ways to promote influenza

immunization among childrearing women, both through

educating the women directly about the benefits of such

vaccinations as well as encouraging health providers to

prioritize influenza vaccinations for childrearing women

with disabilities since they may be at increased risk.

Childrearing women with disabilities report greater

financial barriers to health services compared to child-

rearing women without disabilities, but they are more likely

to have health insurance and a regular source of medical

care. While these findings may seem contradictory, it is

likely that women with disabilities may in fact experience

greater health care expenses than those without disabilities.

Since women with disabilities report more chronic health

conditions, they may visit health providers more frequently

[45]. Many insurance plans limit the number of visits to a

health care provider, which could both increase both out-

of-pocket expenses and create additional financial barriers

to care once the maximum number of visits has been

exceeded. Since childrearing women with disabilities are

more likely to meet the federal poverty guidelines com-

pared to those not disabled, they may have increased access

to Medicaid, yet consequentially find it more difficult to

locate medical services that accept such types of coverage.

Eliminating such financial barriers to health services for

childrearing women with disabilities will be essential to

reduce elevated risks of morbidity and mortality and to

increase health-related quality of life [46].

Our findings regarding the lack of social and emotional

support among childrearing women with disabilities under-

score the need for additional structural supports, such as

increasing engagement with families, friends, neighbors,

and communities. Securing social and emotional support is

critical to improve the health-related quality of life among

childrearing women with disabilities [47]. As previous studies

suggest, social and emotional support is associated with

improvements in physical and mental health-related quality

of life as well as health behaviors and health care access

[14, 17, 18]. A longitudinal study found that lack of social

support increases the degree of disability in terms of Activities

of Daily Living and Instrumental Activities of Daily Living

[48]. It is thus warranted to explore what factors enhance

social support in this specific population. For example, lack of

social and emotional support among childrearing women with

disabilities may be associated with heightened risks of dis-

crimination [19, 20] and lack of access to services [49].

While the findings of this study reveal important health

disparities, there are limitations to consider. First, we

cannot examine causal relationships and changes over time.

BRFSS is a cross-sectional study, and it does not allow us

to examine the temporal relationships between disability

and the indicators of health disparities. Second, the mea-

sures we used in this study are limited to those included in

BRFSS, as a secondary data source. For example, no

information is available on the specific types or degrees of

disabilities in BRFSS, which could have important impli-

cations for understanding and developing interventions

aimed at reducing these disparities. Future studies are

needed to investigate the role of specific risk and protective

factors as they relate to health disparities of childrearing

women with disabilities. Disability and its corresponding

socio-economic disadvantages need to be understood

within the larger social context, and the impact of stigma,

prejudice, discrimination, and marginalization on child-

rearing women with disabilities needs to be explored.

As the proportion of the US population with disabilities

continues to increase and health care costs rise exponentially,

addressing the unique needs of childrearing women with

disabilities is critical. As one of the first studies to utilize

population-based data to examine leading health indicators

among childrearing women, these findings reveal that women

with a disability are more likely to experience significant

health disparities, including reduced health-related quality of

life, more chronic health conditions, adverse health behaviors,

financial barriers to care, and lack of social and emotional

support. Women with disabilities face many social inequali-

ties as a health disparate population and as mothers. Existing

evidence demonstrates that a mother’s health is critically

related to their children’s health and well-being [23, 50, 51]. It

is the right of childrearing women with disabilities to expe-

rience good health and well-being, and it is critical that we

identify risk factors and develop interventions to improve their

health and health-related quality of life.
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