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Introduction
Despite federal requirements that health care providers ensure equal access to programs,
services, and facilities for people with disabilities, physical accessibility remains a considerable
challenge. One of the most prominent challenges for people with physical disabilities is
overcoming the barriers to entering and navigating health care facilities, including inaccessible
entrances, hallways, examination rooms, medical equipment, and restrooms.
This brief provides an overview of why physical accessibility of health care facilities is important
for people with disabilities. It discusses the laws enacted to promote accessibility and provides
examples of federal and state-level efforts to increase accessibility. Lastly, it offers suggestions
for improving physical accessibility of health care facilities on a broader scale.
KEY WORDS
disability; health disparities; accessibility; physical accessibility; enforcement and compliance

Background
Many Americans today have disabilities, whether congenital, temporary, or developed later in
life. 1 According to the 2013 Behavioral Risk Factor Surveillance Survey (BRFSS), 22.2 percent
of U.S. adults reported having a disability, with mobility-related disability being the most
frequently reported type (13 percent). 2 As more baby boomers become seniors, the proportion
of Americans with disabilities is expected to grow, 3 especially the proportion with mobility
disabilities. 4 A 2012 analysis of the American Community Survey found that the prevalence of
disability was 25 percent among people ages 65 to 74 and 50 percent among people ages 75
and older. 5 Among the Medicare-only population, approximately 12 percent of beneficiaries
have a disability; among those dually eligible for both Medicare and Medicaid, approximately 41
percent have a disability. 6 Among the more than 68.9 million citizens who rely on Medicaid, 15
percent—or 10.2 million—are non-elderly people with disabilities. 7 Prevalence of disability
varies across racial and ethnic groups. Data from the BRFSS indicate that overall, more nonHispanic black adults (29.0 percent) and Hispanic adults (25.9 percent) than white non-Hispanic
adults (20.6 percent) reported having a disability. 8
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Adults with disabilities are almost twice as likely as other adults to report unmet health care
needs due to problems with the accessibility of a doctor’s office or clinic. 9 Structural, financial,
and cultural barriers persist for people with disabilities when trying to access care. 10 Many
individuals with mobility disabilities face difficulties locating or otherwise traveling a burdensome
distance to physically accessible services. 11
Providing equal access to health care for people with physical disabilities involves many factors
including, but not limited to:
►

Facility access. This includes accessible routes from parking or bus stops into the
building, accessible parking, accessible entry doors with the required clearance width,
clear floor space, and maneuvering clearance, accessible restrooms, and accessible
signage for people who are blind or have low vision. 12

►

Health care services access. This includes accessible scales and exam tables to facilitate
a medical exam, accessible treatment and diagnostic equipment (including infusion
chairs, mammography machines, and radiology equipment), appropriate resources for
individuals with visual and auditory disabilities, and staff trained to assess patient needs
and safely help patients move in between and transfer on and off medical equipment.

Studies have found that while progress has been made toward improving accessibility into and
within medical buildings, patients continue to confront many barriers inside physician
suites. 13, 14, 15, 16 A recent study of subspecialty practices in four U.S. cities found that 22 percent
of practices reported being unable to accommodate a patient in a wheelchair. 17 Inaccessible
exam tables, weight scales, infusion chairs, mammography machines, and radiology equipment
all impact treatment for people with disabilities and may impact personal safety. 18 Health care
workers may face occupational safety issues when assisting persons with disabilities, e.g.,
patient transfer and positioning. 19 No recent studies have focused on physical barriers to care
specifically for people with disabilities of different racial and ethnic backgrounds. However, an
older study of access to care in Los Angeles County among individuals with physical or sensory
disabilities found that 33 percent of non-Hispanic black adults reported difficulty accessing a
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health care provider’s office because of its physical layout or location, compared with 14.4
percent of non-Hispanic white adults. 20

Ensuring Accessibility of Health Care Facilities:
Laws & Regulations
This section provides a summary overview of several key antidiscrimination provisions and legal
regulations protecting the right of equal access to health care for people with disabilities. These
include Section 504 of the Rehabilitation Act of 1973 (Section 504) 21 and Titles II 22 and III 23 of
the Americans with Disabilities Act (ADA). 24, 25, 26 Specifically:
►

Title II of the ADA requires covered public entities to provide equal access to programs,
services, and activities when considered as a whole for individuals with disabilities. The
Title II regulations and ADA Standards for Accessible Design include specific
requirements regarding new construction and alterations to buildings and facilities,
including health care facilities, as well as requirements for service animals,
communications, and telecommunications. For existing facilities that are not accessible,
program access requirements under Title II allow public entities the option to relocate
programs or to provide accessible services at other locations. 27

►

Title III of the ADA applies to certain categories of private entities known as “places of
public accommodation.” The definition of such places includes a “professional office of a
health care provider, hospital, or other service establishment.” With certain limitations,
Title III and its regulations require medical providers to provide equal services to
individuals with disabilities, to make reasonable modifications in policies and practices
where necessary to provide equal access, and to provide auxiliary aids and services
when necessary to provide effective communication. Title III also requires removal of
architectural barriers at existing facilities where barrier removal is readily achievable, and
compliance with the ADA Standards for Accessible Design for new construction and
alterations to existing facilities. 28

►

Section 504 prohibits discrimination on the basis of disability by any program or activity
receiving federal financial assistance. It requires compliance with specific standards for
design and construction of new facilities and ensures the accessibility of programs as a
whole.

Multiple government entities are involved in regulating accessibility protections. Each has a
range of mechanisms at hand for enforcing physical accessibility requirements. Various federal
agencies provide resources, information, and—in some cases—funding to promote improved
accessibility for people with disabilities.
The U.S. Architectural and Transportation Barriers Compliance Board (Access Board),
established by Section 502 of the Rehabilitation Act, 29 is an independent federal agency that
promotes equality for people with disabilities through leadership in accessible design and the
development of accessibility guidelines and standards. The Access Board is charged with
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developing and updating the ADA Accessibility Guidelines (ADAAG), among other
responsibilities. The ADA requires the Department of Justice (DOJ) to promulgate regulations
that include enforceable accessibility standards that are consistent with the minimum guidelines
issued by the Access Board. However, DOJ may adopt scoping or technical standards that
provide greater accessibility than the guidelines developed by the Access Board. In 2010, DOJ
issued updated ADA Standards for Accessible Design with detailed requirements for
accessibility of buildings and facilities. The Department of Veterans Affairs (VA) has also issued
guidelines on ensuring similar accessibility in VA buildings. In January 2017, the Access Board
issued final, non-binding accessibility standards for medical diagnostic equipment, including but
not limited to, examination tables, examination chairs, weight scales, mammography equipment,
and other imaging equipment health care providers use for diagnostic purposes. 30 The VA has
since announced an acquisitions policy that will require that new equipment purchases across
the VA Health system, including its 152 medical centers and 800 community-based outpatient
clinics, meet these standards for medical diagnostic equipment. 31
The DOJ promotes health care accessibility through the “Barrier-Free Health Care Initiative,”
which enhances collaboration between the DOJ’s Civil Rights Division and U.S. Attorney’s
offices across the country to target enforcement efforts. 32 DOJ enforces the ADA’s requirements
for equal access to health care services through mediation, investigations, and litigation. DOJ
also operates a 1-800 hotline for questions and technical assistance involving the Americans
with Disabilities Act and manages www.ada.gov.
The U.S. Department of Health and Human Services (HHS) and its health care programs offer
important resources to help improve the physical accessibility of health care facilities and
services. In addition to providing guidelines and technical information on compliance, the HHS
Office for Civil Rights (OCR) enforces Title II of the ADA and Section 504 by conducting
investigations of health care providers and medical facilities, providing technical assistance, and
initiating voluntary compliance efforts and enforcement actions.
Table 1 below summarizes the major federal laws, regulations, and standards governing the
accessibility of health care facilities and programs, including a brief summary of the
requirements of each and to which entities each applies.
Table 1: Summary of Major Federal Laws and Regulations for Accessibility
Federal
Law/Regulation
Americans with
Disabilities Act
(ADA)—1990
(42 U.S.C. §§
12101–12213)

Summary
► Prohibits discrimination on the basis of disability: this includes

adhering to the ADA Standards for new construction and
alterations; complying with applicable provisions for existing
facilities; communicating effectively with people with
disabilities; and making reasonable modifications to policies
and procedures to avoid discrimination.
► Compliance is required unless it would result in an undue
burden or fundamental alteration. 33
► Statute and regulations specifically mention medical facilities.

Applies to
State and local
government programs
(Title II), private health
care providers (Title III)
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Federal
Law/Regulation
Section 504 of
Rehabilitation
Act—1973
(29 U.S.C. §
792 et seq.)

Summary
► Adopts requirements for accessibility of exterior and interior
►

►

►

►

structural elements of newly constructed or altered facilities.
“No qualified handicapped person shall, on the basis of
handicap, be excluded from participation in, be denied the
benefits of, or otherwise be subjected to discrimination under
any program or activity which receives Federal financial
assistance.” 34
Small providers are not required to make significant structural
alterations to their existing facilities for the purpose of assuring
program accessibility if alternative means of providing the
services are available. 35
The Rehabilitation Act also created the U.S. Access Board, an
independent federal agency that creates minimum guidelines,
standards, criteria, technical assistance, and training on the
accessible design of facilities, telecommunications equipment,
medical diagnostic equipment, and information
technology. 36, 37, 38, 39
The U.S. Access Board released non-binding final accessibility
standards for medical diagnostic equipment in January 2017. 40

Applies to
All programs and
activities that receive
federal financial
assistance

Medicare
conditions of
participation
(42 CFR §§
482–485)

► Providers are required to comply with “Federal, State and local

Medicare providers—
explicitly applies to
hospitals, long-term-care
facilities, outpatient
rehabilitation, providers
of outpatient physical
therapy, and community
mental health centers 42

Medicare
survey and
certification
process
(42 CFR § 488)

► The survey and certification process, overseen by CMS and

Providers of services or
providers means a
hospital, critical access
hospital, skilled nursing
facility, nursing facility,
home health agency,
hospice, comprehensive
outpatient rehabilitation
facility, or provider of
outpatient physical
therapy or speech
pathology services. 45

Medicare
Advantage
(MA) contract
requirements
(42 CFR § 422)

► MA organizations may not discriminate and must ensure that

Medicare Advantage
health plans

Medicaid
managed care
requirements
(42 CFR § 438)

► States are responsible for ensuring that all Medicaid managed

Medicaid managed care
plans

laws.”
► CMS may rely on states or state survey agencies to make
recommendations to CMS regarding provider eligibility or may
deem providers to be in compliance based on approved
accreditation standards. 41

conducted by states, is intended to verify how well health care
facilities comply with the Medicare Conditions of Participation.
► To verify compliance with civil rights laws, health care facilities
submit electronically an attestation of compliance—with
Section 504 and other statutes—to OCR before CMS
processes requests for initial or change of ownership surveys.
► This process does not cover physician’s offices or clinics with
which Medicare contracts. Additionally, states may exempt
providers from routine surveys if they are accredited by an
approved national accreditation organization. 43, 44
individuals with disabilities have effective means of
communication.
► Requirements do not explicitly require MA organizations to
comply with ADA or Section 504.
► MA organizations must have written policies for selecting
providers that conform to all contract requirements and must
have a compliance program in place to prevent, detect, and
correct noncompliance.

care organizations (MCOs), prepaid inpatient health plans
(PIHPs), prepaid ambulatory health plans (PAHPs), primary
care case managers (PCCMs), and PCCM entities comply with
the ADA, the Rehabilitation Act, and other requirements. States
are responsible for ensuring that all MCOs, PIHPs, and PAHPs
maintain an adequate network of providers that provide
physical access for enrollees with disabilities.
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Mechanisms for Increasing Accessibility
As noted above, despite laws to ensure equitable treatment of people with disabilities, barriers
to accessing health care persist. Below, we discuss challenges providers and policymakers
face, provide examples of federal and state-level efforts to increase accessibility, and outline
potential solutions for improving physical accessibility of health care facilities on a broader
scale.

UNDERSTANDING THE NEEDS OF PEOPLE WITH DISABILITIES
To address the issue of physical accessibility of health care facilities, it is important to
understand the extent to which the health care system is meeting the needs of individuals with
disabilities. Most population-level data sources seek only to identify respondents with
disabilities. Data on the needs and experiences of people with disabilities is limited, particularly
with respect to physical accessibility.
There are some promising opportunities to collect data on patient needs. Under the ACA,
Medicare covers an Annual Wellness Visit, which includes a health risk assessment (HRA).
While there is no standard HRA model, at a minimum, the HRA is required to include questions
about activities of daily living/instrumental activities of daily living (ADLs/IADLs). 46 As part of the
CMS Financial Alignment Initiative (FAI), Medicare-Medicaid Plans (MMPs) are generally
required to conduct HRAs within two to three months of enrolling a beneficiary in a
demonstration MMP. 47 The specific requirements and questions vary from state to state but
often include information on beneficiaries’ need for assistance in terms of ADLs/IADLs. The
annual assessment requirement in the FAI may provide new avenues to understand and
address physical accessibility needs by collecting additional data from MMP enrollees and
ensuring plan compliance. Similarly, Medicare Advantage plans, including Special Needs Plans
(SNPs), are also required to conducts HRAs. 48 Medicare Advantage SNPs are coordinated care
plans that target enrollment and care to beneficiaries who have a disabling chronic condition (CSNP), are dually eligible for Medicare and Medicaid (D-SNP), or are institutionalized (I-SNP).
Providers could also capture more information in electronic health records at the point of care—
offering the opportunity to better anticipate patient and consumer needs. Providers and staff
could collect information on functional limitations or accessibility needs when making
appointments, add this information to patients’ medical records, and verify the information when
patients appear for care. 49 Collecting this information when patients schedule appointments
would help prepare providers and their staff to better meet patients’ needs and ultimately
improve the quality of care provided for persons with physical disabilities. 50

MONITORING AND REPORTING INFORMATION ON ACCESSIBILITY
Information on the physical accessibility of health care facilities and services is limited. Currently
there are no national-level data. However several states collect data to monitor provider
accessibility, mostly through their Medicaid programs, including Section 1115 Medicaid
demonstration waivers. For example, Massachusetts, New York, and Nevada all have detailed
policies and/or oversight processes to ensure that the providers contracted by their managed
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care organizations comply with federal accessibility and antidiscrimination standards. California
mandated that all Medicaid health plans conduct a site review of each of their primary care
provider’s sites to evaluate accessibility using a standardized tool as required by the state’s
Section 1115 demonstration. 51, 52 Similarly, Massachusetts requires all Medicaid-contracted
providers to complete the Massachusetts Facility Assessment tool through the state’s
procurement process. 53 In New York, managed care organizations are required to submit an
“ADA Compliance Plan” to the state describing in detail how they will make services readily
accessible to individuals with disabilities, either through their network of providers or through
out-of-network care. 54 Finally, Nevada’s Medicaid Operations Manual confirms the state’s
responsibility to ensure that all health care facilities, including public health and private providers
that accept government funding, comply with the Rehabilitation Act and the ADA. 55 Network
adequacy standards have been another vehicle for gathering relevant accessibility data.
Washington state network adequacy rules require providers to include information about the
physical accessibility of the provider’s facilities. New Mexico also requires its managed care
plans to provide a description of the physical accessibility of the provider network for people with
disabilities. 56
Through the capitated Financial Alignment Initiative dual-eligible demonstration, CMS and each
participating state * and health plan enter into three-way contracts prior to implementation, which
include detailed disability access expectations for the health plans and their providers. The
demonstration also requires policy assessments to determine readiness and regular monitoring
during the demonstration period. For example, four states (California, Illinois, Virginia, and
Michigan) use reporting requirements to monitor compliance related to the ADA or physical
accessibility; these include requiring each participating health plan to have a Physical Access
Compliance Policy and a staff member responsible for ADA compliance. 57
Regulations included in the 2016 Medicaid managed care final rule provide a framework for
scaling up data collection efforts currently underway in a small number of states. 58 First, the rule
requires that Medicaid managed care plans’ provider directories include information on the
accessibility of network provider offices/facilities. Second, the rule directs states to develop and
enforce network adequacy standards that consider the “ability of network providers to ensure
physical access, reasonable accommodations, culturally competent communications, and
accessible equipment for Medicaid enrollees with physical or mental disabilities.” 59 Last, the rule
requires that states ensure that managed care organizations, prepaid inpatient health plans, and
prepaid ambulatory health plans comply with their contract requirement to ensure that network
providers “provide physical access, accommodations, and accessible equipment for Medicaid
enrollees with physical or mental disabilities.” 60 The ACA provides additional broad guidance
about network adequacy standards for health plans, but does not specifically address physical
accessibility for people with disabilities. 61,62

The following states are participating in the capitated FAI demonstration: California, Illinois,
Massachusetts, Michigan, New York, Ohio, Rhode Island, South Carolina, Texas, and Virginia.
*
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REDUCING FINANCIAL BARRIERS FOR PROVIDERS
Financial barriers prevent many providers from improving the accessibility of their facilities. 63
The purchase of new equipment to meet accessibility requirements and the cost of new
equipment can be restrictive for smaller practices. In addition to purchasing new equipment,
there is the cost of additional staff training to ensure that they can operate the equipment safely,
further taxing offices’ limited administrative budgets.
Tax incentives are available at the federal and state level to offset the cost of improving facility
accessibility. At the federal level, the Internal Revenue Service (IRS) administers the Disabled
Access Credit to eligible small businesses, including some health care providers, for the
purchase of equipment or auxiliary aids and for removing barriers in existing facilities. 64, 65 The
IRS also oversees the Federal Tax Deduction to Remove Architectural and Transportation
Barriers to People with Disabilities and Elderly Individuals. 66 Tax credits or deductions are
limited to a specific amount each year. Some states, such as California, offer additional tax
incentives to complement federal incentives. 67
CMS recently proposed changes to physician payment for services they provide for individuals
with mobility disabilities. 68 The proposed rule to update the Medicare Physician Fee Schedule
for Calendar Year 2017 included a new payment code to recognize the increased resource
costs associated with the medically necessary use during an office visit of specialized mobilityassistive technology, such as adjustable height chairs or tables, patient lifts, and adjustable
padded leg supports. Although CMS received many supportive comments from the public, some
commenters raised concerns regarding unintended consequences of the new payment code,
such as the application of cost-sharing requirements for these services. CMS did not finalize
payment for the code; instead, the agency intends to engage with interested beneficiaries,
advocates, and providers to continue to explore improvements in payment accuracy for care of
people with mobility disabilities. CMS intends to reconsider the issue later and may address in
future rulemaking.

INCREASING PROVIDER AWARENESS AND TRAINING
There is a clear need for increased awareness among medical professionals and staff on how to
increase access to care and improve quality of care for individuals with disabilities. 69 The Urban
Institute’s Health Reform Monitoring Survey showed that 24.2 percent of adults with disabilities
reported experiencing disrespectful treatment or felt judged unfairly. In comparison, only 8.1
percent of the general population reported experiencing this disrespectful treatment. 70
Professionals’ limited knowledge about how to accommodate persons with disabilities
contributes to the barriers described above. Even in settings with new, compliant medical
equipment, staff may not have adequate knowledge on engaging with patients with disabilities
and assessing patient needs, or on how to best use the equipment. 71
Training programs for health care providers and administrators may encourage strategies for
effectively understanding and meeting beneficiary needs. The training programs offered to
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providers in the Financial Alignment Initiative could serve as models. † In general, when working
to ensure equitable care for people with disabilities, person-centered care—defined by the
Institute of Medicine as “care that is respectful of and responsive to individual patient
preferences, needs, and values, and ensures that patient values guide all clinical decisions”—
may also serve as a model for ensuring equitable care for individuals with disabilities. 72 The
process for person-centered planning in health care supports individual preferences and needs
and ensures that each person is central to the health planning process. Several parts of this
process are crucial for implementation. For example, individuals should be in control over the
process and allowed to make key decisions, the process should be convenient to the person
and any family/representatives, and each person should be able to indicate cultural
preferences. 73

Conclusion
People with disabilities often face significant barriers in accessing essential health care
services. The inaccessibility of provider offices and medical facilities is an important contributing
factor to the wide health care disparities experienced by people with disabilities. Structural
obstacles, inaccessible medical equipment, and restrictive policies and procedures can render
basic and specialty health services inaccessible and can result in negative care experiences
and/or delays in seeking necessary care for this population. Federal laws and antidiscrimination
provisions, including the ADA and Section 504 of the Rehabilitation Act, set standards for health
care providers to ensure equitable access to services for people with disabilities. However,
providers may not have knowledge of resources or incentives to remove accessibility barriers.
Nevertheless, many opportunities exist to increase accessibility, both at the state and federal
levels. Raising the level of awareness among providers on this problem and potential solutions
is a critical first step toward increasing physical accessibility of health care services. Such
initiatives, along with other incentives, will help achieve the promise of equal access to care and
contribute to reducing health disparities for people with disabilities.
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