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March 30, 2009

As Co-Chairs of the Steering Committee of the
Michigan Health Promotion for People with Dis-
abilities Initiative,we have been pleased to be part
of the establishment of such an initiative in this
state. Having a disability,whether it is physical, in-
tellectual, sensory,or emotionalmeans health pro-
motion and prevention is critical. In fact, health
promotion and prevention activities need to focus
specific inclusion efforts on peoplewith disabilities.

While having a disability does not necessarily
mean poor health, many individuals with disabili-
ties are at a higher risk of acquiring a preventable
condition. Too often people with disabilities are
not provided the needed accommodations to re-
ceive routine screening or participate in health pro-
motion activities so necessary for improving health
outcomes.

The action steps identified in this Strategic Plan
are exciting and we are pleased to be underway.
We believe success for this initiative will mean bet-
ter lives for people with disabilities and will con-
tribute to lower costs in the health care system.

Sincerely,

BarbaraW. LeRoy, Ph.D.
Director
Developmental Disabilities Institute
Wayne State University

RoAnne Chaney,M.P.A.
Health Policy ProgramManager
Michigan Disability Right Coalition



It is a common misperception that dis-

ability equates to poor health. But health

and the absence of disability are not the

same. People with disabilities can be

healthy and well, and good health directly

impacts their ability to work and to engage

in their communities and families.

However, people with disabilities face

challenges when it comes to obtaining the

information and services necessary to

achieve and maintain good health. These

challenges include difficulty in accessing

hospitals and health care providers’ offices,

obtaining information in an accessible for-

mat (such as materials in the appropriate

cognitive level, Braille, large print, or Ameri-

can Sign Language), and experiencing atti-

tudinal barriers thatmay prevent healthcare

providers from seeing the whole person,

rather than only the disability.

INTRODUCTION: WHYTHISMATTERS
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Consider the following stories from real Michigan residents. All accounts are factual; names and
identifying characteristics have been changed to maintain confidentiality.

Charlotte is a professional woman who uses a wheelchair. When her physician recommended she
get a mammogram, she arrived at the radiology clinic to find her wheelchair was unable to fit into the
exam room and the clinic could not accommodate her.Her appointment was rescheduled for another day
at a clinic across town, requiring a separate trip and further time away from her job.

JosephhadbeenDeaf since birth andusedAmerican Sign Language (ASL) to communicate.When
he was diagnosed with cancer, he entered a hospital far from his home to obtain care.Due to the distance
and his family’s economic constraints, they were unable to visit him, and Joseph’s hospital had no video-
phone for him to call his family and communicate with them in ASL.He was not well enough to write, and
he passed away without the chance to make contact with his family a final time.

Becky is a person with amental illness. When Becky was having sharp pains in her arm and a stom-
ach ache she went to the emergency room. At the emergency room Becky provided information about
the psychotropic medications she was taking.The medical staff then focused on her mental health diag-
nosis and provided a referral for a psychiatric assessment. Becky had a friend with her, who clarified the
symptoms that brought her to the ER.Becky’s heart condition could have been ignored if she had not had
a friendwithher to avocate for her physical healthneeds.

In addition to systemic obstacles to good
health, people with disabilities are at greater risk
for secondary conditions (e.g., diabetes, obesity
and arthritis) than their non-disabled counterparts.
These conditions may make it more difficult for
people with disabilities to manage their disabili-
ties. Conversely, having a disability may make it
more difficult for them tomanage their secondary
disease or condition. In either case, people with
disabilities experience increased obstacles to achiev-
ing good health when their disability is coupled
with a secondary condition.

Given these challenges and barriers, it is not sur-
prising thatmore than 40%of people with disabil-
ities in Michigan report their health status as fair or
poor, compared to only 7% of people who are not
disabled. Yet, that need not be the case. Now is the
time to improve health care and public health sys-
tems to facilitate people with disabilities living
healthy lives, and, thereby, improving their ability to
workandtoengage in their communitiesand families.

In this plan, you’ll find:

• An executive summary that includes the mis-
sion and vision of the program, and the strate-
gic priorities and recommendations that have
come out of the planning process.

• Data on the health status of people with
disabilities in Michigan.

• The action plans currently being implemented
by the initiative workgroup.

• A list of the
partners in this
initiative, i n -
cluding both
public health
andthedisability
community.
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EXECUTIVE SUMMARY

The U.S. Surgeon General and the Centers for
Disease Control and Prevention (CDC) have recog-
nized the health disparities among peoplewith dis-
abilities as an important public health issue.

The Surgeon General has issued a Call to Action
to Improve the Health andWellness of Personswith
Disabilities, to address these disparities,and to pro-
mote health and prevent secondary conditions
among people with disabilities.Michigan is one of
sixteen states in the U.S. to have received a com-
petitive grant from the CDC designed to build ca-
pacity within the state for a coordinated public
health approach to health promotion for people
with disabilities.

There are four areas of focus in the SurgeonGen-
eral’s Call to Action:

• Increase understanding that people with dis-
abilities can live healthy lives.

• Provide health professionals with tools to
screen, diagnose and treat the whole person.

• Increase awareness among people with disabil-
ities of the steps they can take to develop and
maintain a healthy lifestyle.

• Increase access to healthcare and promote
independence.

These four goals guide the strategic priorities of
the Health Promotion for People with Disabilities
initiative at the Michigan Department of Commu-
nity Health (MDCH).

MDCH has provided the support and infrastruc-
ture necessary to house and staff the program and
has formed an advisory council drawn from both
public health and the disability community.

Since March 2008, the advisory council
worked—in total and in specialized workgroups—
to draft recommendations for each strategic prior-
ity and create an action plan for the remaining
portion of the grant. At the same time, the staff of
the Disabilities Health Unit worked internally with
each chronic disease control and prevention unit

within MDCH to plan to integrate serving people
with disabilities into their existing programming.
Adults with disabilities are the focus of this initia-
tive, to avoid duplicating existing programs de-
signed for children with disabilities.The following
report provides detailed information on the coun-
cil’s recommendationsandcorrespondingactionplans.

Vision—This initiative will address health
disparities in people with disabilities
through four dimensions:

• Improving the access of people with
disabilities to health care and health
screening

• Promoting management by people with
disabilities of their own health and risks

• Improving the response of health pro-
viders to people with disabilities

• Integrating disability and health into
existing health promotion activities.

Mission—The Michigan Health Promo-
tion for People with Disabilities Initiative is
a statewide partnership committed to re-
ducing the health disparities between peo-
ple with disabilities and people without
disabilities throughmember collaboration,
expertise, and leveraged resources.
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Each of the four areas of focus of the Surgeon
General’s Call to Action has been incorporated into
a strategic priority for the Health Promotion for
People with Disabilities initiative.Four workgroups
were formed in 2008 to assess the challenges of
each particular priority and make recommenda-
tions to address these challenges during the re-
maining years of the grant.The following represent
the first steps to bemade by theworkgroups in the
grant’s first two years.

INTEGRATION

This group’s strategic priority is to integrate peo-
ple with disabilities into existing public health pro-
grams, increasing the understanding that people
with disabilities can live healthy lives.
They recommend:

• Integrating health promotion for people with
disabilities into MDCH chronic disease and in-
jury control strategic plans and work plans.

• Adding representation from people with dis-
abilities on the advisory bodies of the MDCH
programs.

• Educating public health professionals on dis-
ability awareness with respect to their pro-
gramming, including how to market to people
with disabilities.

• Creating a resource directory.

• Informing the development of surveillance.

HEALTH PROFESSIONALS

The Health Professionals workgroup is charged
with improving the response of health profession-
als to people with disabilities, helping healthcare
professionals obtain the tools to screen, diagnose
and treat the whole person.They recommend:

• Assessing provider-related barriers to health
care experienced by people with disabilities.

• Assessing the knowledge, awareness, resources,
barriers and capacity of health providers and
health care organizations in serving people
with disabilities.

• Pilot-testing the California Curriculum on Ac-
cess within the local medical community.

LIVINGWELL

This group’s strategic priority is to increase
awareness among people with disabilities of the
steps they can take to develop and maintain a
healthy lifestyle.They will do this by:

• Encouraging the piloting of Personal Action To-
ward Health (PATH*) at the Capitol Area Center
for Independent Living

• Encouraging Michigan Rehabilitation Services,
the Michigan Commission for the Blind, and
Community Mental Health to make PATH an
option in individualized service plans.

• Examining the feasibility of having PATH cov-
ered under existing benefits programs.

• Evaluating and determining who and what is
not being addressed by PATH, and proposing
ways of addressing those needs.

ACCESS

The Access workgroup is charged with increas-
ing access to healthcare to promote independence.
They recommend:

• Creating or identifying a CEU-certified work-
shop that can be offered at professional health
care conferences as a single module, covering
the basics of all aspects of access to healthcare.

• Creating or identifying a brochure or information
piece for people with disabilities on their rights,
and how to take charge of their own healthcare.

* Personal ActionToward Health,or PATH inMichigan, is the Stanford Chronic
Disease Self-Management Program, a six-week, evidence-based course de-
signed to help people manage their chronic conditions.

STRATEGIC PRIORITIES
AND RECOMMENDATIONS
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DISABILITIES AND
HEALTH PROMOTION IN

MICHIGAN:DATA

PREVALENCE

Michigan data reveal:

• The number of adults who are considered dis-
abled increased by 375,000 between 2001 and
2006.

• The proportion of the population with disabili-
ties increases with age, is higher for females
than males, and declines as education and
household income increase.

• Adults with disabilities report much higher
rates for certain chronic diseases, such as
asthma, depressive disorders, diabetes, and
arthritis,highlighting the strong need for adap-
ting and making chronic disease programs ac-
cessible to adults with disabilities.

• Hispanic adults have the lowest prevalence of
disability (20.0%), followed by non-Hispanic
blacks (21.4%), non-Hispanic whites (24.1%),
and non-Hispanic other races (27.7%).

With support from the Centers for Disease Con-
trol and Prevention (CDC), each state in the U.S.
conducts the Behavioral Risk Factor Survey (BRFS)
as part of the national health surveillance system.
TheMichigan BRFS is a randomly-dialed telephone
survey of the state’s adult population, designed to
collect data on health status, risk factors and health
behavior.While each state may add its own ques-
tions, there is a set of core questions that is asked
by all 50 states and serve as a basis for inter-state
comparison.

(All data in this section reflect the 2006 Michi-
gan Behavioral Risk Factor Survey.)

Michigan has been including core questions on
disability status in the BRFS since 2001 (with the
exception of 2002):

1. Are you limited in any activities because of
physical,mental or emotional problems?

2. Do you now have any health problem that re-
quires you to use special equipment, such as a
cane, a wheelchair, a special bed, or a special
telephone?

Answering yes to either of the above questions
defines the respondent as having a disability.
By this definition, approximately 1.8 million—
or nearly one in four—adults in the state of
Michigan are considered to have a disability.
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HEALTH RISK FACTORS

Adults with disabilities have higher levels of obesity and smoking, and lower levels of physical activity
than adults without disabilities. Reducing these risk factors among people with disabilities can improve
functioning and decrease the numbers of new cases of arthritis,diabetes,and cardiovascular disease in this
population. In addition, reducing these risk factors helps people with these diseases better manage their
condition and reduce their risk for developing disease-related complications.

LIMITATIONS OFTHE DATA

It is important to note the limits of this survey.
Because the BRFS is a telephone survey, the data
reflects respondents who have land-line phones.
Individuals who cannot complete a phone inter-
view due to hearing or intellectual disabilities, or
who are living in congregate care settings, are ex-
cluded from completing the survey. As a result of
these exclusions, the actual disparities may be
larger than those depicted here. In addition, cur-
rent data on the status of disability in health in
Michigan does not include cost information.
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HEALTH STATUS INDICATORS

The BRFS included the following questions to
assess each respondent’s perception of his or her
own health status:

1. Now thinking about your physical health, for
how many days during the past 30 days was
your physical health not good?

2. Now thinking about your mental health, which
includes stress, depression, or problems with
emotions, for how many days during the past
30 days was your mental health not good?

In addition, respondents were asked to label
their general health status as excellent, very good,
good, fair, or poor.

The gap in self-reported health status between
adults with disabilities and those without is large,
with 40.7% of adults with disabilities reporting
their health as fair or poor, compared to 7.3% of
adults without disabilities.

The average number of poor physical health
days in the last month is almost six times greater
for adults with disabilities (10.1 days, compared to
1.7 for adults without disabilities). Adults with dis-
abilities also report more poor mental health days
in the last month (6.9 days for adults with disabili-
ties compared to 2.5 for adults without disabilities).
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2008-10

Action Plans

STRATEGIC PRIORITY 1:
Improving the access of people

with disabilities to health care and
health screening.

DESCRIPTION

Regardless of the number and types of health-
care issues faced by a person with a disability, ac-
cess to the full range of health care and services to
meet his or her specific needs is a key factor that
can affect health for a lifetime. It is clear that exist-
ing healthcare and public health systems are not
sufficiently responsive to the needs of peoplewith
disabilities. In part, this may be due to gaps in edu-
cation and training. As a result, access to preven-
tion, screening, diagnosis, treatment and services
can be limited, incomplete, or misdirected.1

DATA

An increasing number of studies have identified
disparities in health care services for people with
disabilities. For example, women in the United
States withmajormobility problems aremuch less
likely to have received a Pap test in the past three
years when compared towomenwithoutmobility
problems. Just 45% of these same women report
having had a mammogram in the previous two
years, compared to 63.5% of women without dis-
abilities.2

GOALS

The goals of this group are twofold:

1. To create a CEU- certified workshop that can
be offered at professional healthcare confer-
ences as a single module, covering the basics
of all aspects of access.

2. To create a brochure or information piece for
people with disabilities on their rights, and
how to take charge of their own healthcare.

PARTNERS

Thepartnersworkingon this strategicpriority include:

• Cardiovascular Health (MDCH)

• DEAF C.A.N.

• Diabetes & Other Chronic Diseases (MDCH)

• Division on Deaf and Hard of Hearing

• Michigan Commission for the Blind

• Michigan Commission on Disability Concerns

• Michigan Department of Human Services,
Office of Adult Services

• Michigan Developmental Disabilities Council

• Michigan Disability Rights Coalition

• Michigan Protection and Advocacy Services

• Michigan Chapter, Paralyzed Veterans
of America
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“Good health is necessary
for people with disabilities to
secure the freedom to work,
learn, and engage in their

families and communities.”
—U.S. Surgeon General’s Call to Action

GOAL STEPS NEEDED TIMELINE

1. Create a CEU-certified
workshop that can be
offered at professional
healthcare conferences
as a single module, cover
ing the basics of all as-
pects of access.

• Identify an existing curriculum
for use or adaptation as an ac-
cess workshop.

• Examine curriculum for inclusion
of all measures of access.

• Prepare supplementary material
as appropriate.

• Pursue Continuing Education
Units for two identified health
professions.

• Pilot-test and evaluate original
and expanded curriculum.

• Implement through confirmed
venues.

• Selection anddevelopment:
12/31/09.

• Dissemination: 9/30/10.

• Select or develop a one-page
consumer information brochure.

• Disseminate in response to con-
sumer need and interest, as de-
termined by workgroup.

• Develop web resources for link-
ingwithexisting relevantprogram.

2. Create a brochure or in-
formation piece for peo-
ple with disabilities on
their rights, and how to
take charge of their own
healthcare.

• Initial development and
pilot testing: 8/31/09.

• Ongoing implementation:
9/30/10.

“ “
ACTION PLAN
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STRATEGIC PRIORITY 2:
Promotingmanagement by people

with disabilities of their own health and
risks through use of the Personal Action
Toward Health chronic disease self-

management curriculum.

DESCRIPTION

Making and maintaining the personal choices
that lead to good health is a concept promoted by
public health for people of all ages.Peoplewith dis-
abilities benefit from these same good lifestyle
choices, such as smoking cessation,weight control,
healthy eating, and physical activity.1

Learning to control the aspects of health that
are controllable can be as empowering for people
with disabilities as it is for others. The Stanford
Chronic Disease Self-Management Program (called
Personal Action Toward Health, or PATH, in Michi-
gan) is a six-week, evidence-based self-manage-
ment course designed to help people with any
kind of chronic condition promote their own good
health.

DATA

The consequences of an unhealthy lifestyle can
be serious, regardless of a person’s disability status.
For example,approximately 200,000 - 300,000 pre-
mature deaths occur each year in the U.S.because
of the lack of physical activity.Only a quarter of the
U.S.populationmeets the recommendations of the
Centers for Disease Control and Prevention of at
least 30 minutes of moderate activity per day at
least five days per week. Activity levels are even
lower among people with disabilities: here in
Michigan, over 35% of adults with disabilities re-
port having no leisure-time physical activity, com-
pared to 18.9% for people without disabilities.*

Nationally, 56% of people with disabilities report
no leisure-time activity, compared to 36% for their
non-disabled counterparts.3

* 2006 Michigan Behavioral Risk Factor Survey

GOALS

1. Pilot Personal Action Toward Health (PATH - a
chronic condition self-management course) at
the Capitol Area Center for Independent Living.

2. Encourage Michigan Rehabilitation Services,
the Michigan Commission for the Blind, and
Community Mental Health to make PATH an
option in individualized service plans.

3. Examine the feasibility of having PATH covered
under existing benefits programs.

4. Introduce Personal Action Toward Health
(PATH) led by Certified Peer Support Specialists
to educate persons with serious mental illness
on self-management techniques.

5. Evaluate and determine the reach of the PATH
program, and propose ways to address those
needs.

PARTNERS

Thepartnersworkingon this strategicpriority include:

• Arthritis Foundation of Michigan

• Arthritis Program (MDCH)

• Cancer Prevention and Control (MDCH)

• Capital Area Center for Independent Living

• Cardiovascular Health (MDCH)

• Diabetes Prevention and Control (MDCH)

• Disability Network of Michigan

• Epilepsy Foundation of Michigan

• Henry Ford Health System

• Mental Health and Substance Abuse Adminis-
tration (MDCH)

• Michigan Developmental Disabilities Council

• Michigan Rehabilitation Services

• National Kidney Foundation of Michigan

• Presbyterian Villages of Michigan

• YMCA of Lansing
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“Maintaining good health by adopting healthy
lifestyle choices, both physical and mental, is a

key component of a satisfying life.”
—U.S. Surgeon General’s Call to Action

GOAL STEPS NEEDED TIMELINE

1. Pilot Personal Action To-
ward Health at the Capi-
tol Area Center for Inde-
pendent Living.

• Conduct course with CACIL staff.

• Conduct course with CACIL
consumers.

• Approach Disability Network
about offering PATH through
CILs statewide.

• If pilot is successful, pres-
ent at MRC fall 2009.

• Work with all three agen-
cies on an ongoing basis.

• Complete successful pilot of
PATH (see goal number 1).

• Via the connections of individual
workgroup members, approach
all three agencies.

• Present at annual Michigan Re-
habilitation Conference (MRC).

2. Encourage Michigan Re-
habilitation Services, the
Michigan Commission
for the Blind, and Commu-
nity Mental Health agen-
cies to make PATH an op-
tion in individualized
service plans.

• Feasibility study completed
by 09/30/2009.

• Determine if Michigan has the
capacity to make the case to
health plans.

• Meet with Medicaid to explore
options for Medicaid coverage.

• Compile data and feasibility re-
port with recommendations for
next steps.

3. Examine the feasibility of
having PATH covered
under existing benefits
programs.

• Staff pilot completed
3/30/09.

• Consumer pilot completed
6/30/09.

• Approach disability net-
work upon successful com-
pletion of pilot.

• 09/30/2010.• Identify people with disabilities
not currently served.

• Proposewaystoaddressunmetneeds.

3. Evaluate the reach of PATH,
and propose ways of ad-
dressing unmet needs.

2008-2009 ACTION PLAN

“ “
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DESCRIPTION

When visiting a health provider, it is reasonable
for people, regardless of disability status, to expect
that the provider will: listen and respond to their
health concerns; see them as a whole person, not
just their disabling diagnosis; and communicate
clearly and take the time necessary to respond.Un-
fortunately, this is not always the case1.

DATA

People with disabilities often encounter health
providers who are not prepared to treat their pri-
mary and secondary health conditions, or who do
not provide the same array or quality of preventive
care that they provide to their patients without dis-
abilities1. For instance, a nationwide study in 2004
found that family practice and internal medicine
physicians engage patients with disabilities less
frequently in health promotion practices than their
non-disabled patients.5 Barriers to good care can
also be exacerbated in managed care settings,
where patients with disabilities can encounter dif-
ficulties in navigating the managed care system
and accessing specialists who are knowledgeable
about disabilities.7

One of the most subtle and pervasive barriers
to good healthcare for people with disabilities is
attitude. Negative attitudes among professionals
can mirror those of society in general, creating a
‘significant deterrent to good quality care.’6

GOALS

1. Assess provider-related barriers to health care
experienced by people with disabilities.

2. Assess the knowledge, awareness, resources,
barriers and capacity of health providers and
healthcare organizations in serving people
with disabilities.

3. Pilot-test Access to Medical Care: Adults with
Physical Disabilities (a dvd on access for health
providers, distributed by theWorld Institute on
Disability) within the local medical community.

PARTNERS

The partnersworkingon this strategicpriority include:

• Arthritis Program (MDCH)

• Asthma Program (MDCH)

• Capital Area Center for Independent Living

• Henry Ford Health System

• Injury & Violence Prevention (MDCH)

• Michigan Academy of Family Physicians

• Michigan Health Alliance

• Michigan Health and Hospital Association

• Michigan State University

• MSU College of Internal Medicine

• University of Michigan Health Systems

STRATEGIC PRIORITY 3:
Improving the response of health

providers to people with disabilities.
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GOAL STEPS NEEDED TIMELINE

1. Assess provider-related
barriers to healthcare
experienced by people
with disabilities.

• Develop and pilot-test
consumer survey.

• Conduct survey.

• Analyze survey data.

• Initial development and
pilot testing: 9/30/09.

• Conduct survey: end
data collection by
12/31/09.

• Provide report on data
analysis: 3/31/10.

• Develop and pilot-test
provider survey.

• Conduct survey.

• Analyze survey data.

2. Assess the knowledge,
awareness, resources,
barriers and capacity of
health providers and
health care organizations
in serving people with
disabilities.

• Initial presentation con-
ducted 2/24/09. Further
presentations ongoing.

• Start with initial presentation
at Sparrow Hospital Grand
Rounds; assess further interest
from there.

3. Pilot test the Access to
Medical Care curriulum
to the local medical
community.

• Initial development and
pilot testing: 6/30/09.

• Conduct survey: end
data collection by
12/31/09.

• Provide report on data
analysis: 3/31/10.

2008-2009 ACTION PLAN

“Health also means that persons with
disabilities can access appropriate,
integrated, culturally sensitive and

respectful health care that meets the needs
of a whole person, not just a disability.”

—U.S. Surgeon General’s Call to Action

“ “
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DESCRIPTION

The definition of disability is changing. It is be-
coming understood that the experience of disabil-
ity and illness are not the same.Achieving optimal
health and quality years of life are goals for every-
one, regardless of their disability status.Often peo-
ple with disabilities are not benefiting from health
promotion, screening and wellness programs be-
cause the focus of health care remains on their dis-
abilities alone, and not on their needs as a whole
person. This means people with disabilities are
often not given health andwellness messages and
information that are routinely communicated to
people without disabilities.1

The data cited throughout this report point to
the barriers to living a healthy life that can exist for
people with disabilities. In response to this, the In-
tegration workgroup is dedicated to the inclusion
of people with disabilities into currently existing
programs at theMichigan Department of Commu-
nity Health.

GOALS

1. Integrate health promotion for people with dis-
abilities into MDCH chronic disease and injury
control strategic plans and work plans.

2. Encourage representation from people with
disabilities on the advisory boards of MDCH
programs.

3. Educate public health professionals on disabil-
ity awareness with respect to their program
ming, including how to market to people with
disabilities.

4. Create a resource directory.
5. Inform the development of surveillance.

PARTNERS

The partnersworkingon this strategicpriority include:

• Asthma Program (MDCH)

• Chronic Disease Epidemiology (MDCH)

• Diabetes Prevention & Control (MDCH)

• Epilepsy Foundation of Michigan

• Michigan Fitness Foundation

• Obesity Prevention (MDCH)

• Oral Health Program (MDCH)

• Wayne State University

STRATEGIC PRIORITY 4:
Integrating disability and health
into existing health promotion.
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GOAL STEPS NEEDED TIMELINE

1. Integrate health promo-
tion for people with dis-
abilities into MDCH
chronic disease & injury
control strategic plans
and work plans.

• Create and distribute a template
on inclusion MDCH programs
can use to review their own
workplans.

• Ongoing.• Disabilities Health Unit staff will
serve on MDCH disparities work
group; other representation
as appropriate.

2. Encourage representation
from people with disabili-
ties on the advisory bodies
of MDCH programs.

• First presentation 1/26/09;
others ongoing.

• Present a workshop on access to
each chronic disease prevention
section.

3. Use California Access Cur-
riculum to educate public
health professionals with
respecttotheirprogramming.

• Ongoing.• Identify opportuities for linking
web-based resources among
relevant programs.

4. Create a resource directory.

• Ongoing.• Review BRFSS disability-related
data and data needs; propose
annual disability-related
questions.

5. Inform the development of
surveillance

• 3/31/09.

ACTION PLAN

“For persons with disabilities,
health promotion efforts can
be of critical importance.”
—U.S. Surgeon General’s Call to Action
“ “
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Please join us!

If you are interested in being a part of the Health Promotion for People with Disabilities
initiative and participate in a workgroup, complete this form and mail, email, or fax it to:

Disabilities Health Unit
Diabetes & Other Chronic Diseases Section
Michigan Department of Community Health
PO Box 30195
Lansing,MI 48909
FAX: 517-334-9461
Email: Leec@michigan.gov

Name:

Credentials:

Title:

Agency:

Address:

Phone:

Email:

I would like to:

� Serve as a member of a Michigan Health Promotion for People with Disabilities

Workgroup; please check the appropriate group(s)

� Improving access for people with disabilities

� Promoting self-management for people with disabilities

� Improving health care provider response

� Integrating disability and health promotion

� Provide a facility/location for a workgroup meeting

� Other, please specify:

� Other, please specify:
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Tell us what you think!

Please take a moment to provide feedback about this document. The information you provide
will assist with the development of future plans and initiatives.

Where did you obtain a copy of the plan? � Mail � Internet � Other:

Was this plan useful to you? � Yes � No

I/we may be able to use this plan in my job/community.

� Agree � Disagree � Unknown/uncertain

If you found this plan to be useful,what aspect was most useful?

If you did not find this plan to be useful,what would have made this plan useful to you?

Was the plan content practical and easy-to-read/understand? � Yes � No
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If no,what changes would you recommend?

What additional information would you liked included?

Other feedback/comments you would like to share with us.

Thank you for providing your feedback on the Health Promotion for People
with Disabilities Strategic Plan.

Please return this to:
Disabilities Health Unit, Diabetes & Other Chronic Diseases Section
Michigan Department of Community Health
PO Box 30195
Lansing,MI 48909
FAX: 517-334-9461
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