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Changing population demographics, including urbanization and improved services and
quality of life for persons with disabilities, have produced changes in the types and
numbers of disabilities which educators, service providers and employers are increasingly
asked to accommodate. These changes have also resulted in a need for researchers,
administrators and practitioners with the skills, training and insight to work in
interdisciplinary teams and settings. What has been referred to as the "new universe of
disability" (Seelman and Sweeney, 1995) is the result of changes in the factors which
cause disabilities and which are often related to poverty. These include such things as
accidental and non-accidental injuries, substance abuse, aging and problems related to
health care and wellness (Seelman and Sweeney, 1995). Our areas of practice have
become environments in which the knowledge base of many disciplines can and should

be drawn upon in meeting the needs of persons with disabilities as both service
providers in training programs and service consumers. While disability-related issues are
often thought of in medical and psychosocial (social work, clinical psychology) terms,
observations regarding population trends in economics and vocational services are
particularly important in understanding the impact of disabilities on lifestyle and quality
of life in the United States, emphasizing the need for a broadly interdisciplinary training
program. Data collected by the Administration on Aging (2001), for example, point to a
clear association between lower income levels and lower educational attainment and the
presence of a severe disability. Many people with disabilities do not receive the support
available from governmental programs, which may be the result of ineffective linkages to
such services in the community, increasing the income gap between those with and
without disabilities. For example, only about one-third of those who are classified as
work disabled receive social security income or are covered by Medicaid; even fewer
participate in other governmental benefit programs (U.S. Census Bureau, 2000). Without
effective, accessible, culturally competent services, and providers able to work
collaboratively across disciplines, the income gap cannot be reduced. Current programs
serving persons with disabilities have been unable to meet the challenges posed by an
increase in the severity of disabilities which must be accommodated in order to allow full
employment. For example, among persons with disabilities who received vocational
rehabilitation services between 1980 and 1999, the percentage of those reported to have
severe disabilities increased from 55% to 84%, while the percentage of persons with
severe disabilities judged to have been rehabilitated remained nearly level (61 vs. 62%;
U.S. Census Bureau, 2000).
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While we have become increasingly specialized within our own field, many of our
graduates are expected to provide competent, respectful services in environments that
reflect "the increasing racial and ethnic complexity of American life, with wide ethnic
variations in health status within racial groups . . . and the growing percentage of
multi-racial families" (National Committee on Vital and Health Statistics, 2000, p. 9).
Psychologists have much to offer both to persons with disabilities and to colleagues in the
other professions which serve them. Mental health concerns, and secondary conditions
related to them often play a role in the lives of people living with disabilities, yet
psychologists are not always involved in the systems which provide other services. In
one recent survey of urban women with disabilities (Coyle and Santiago, 2002), for
example, women living in the community were more likely to be referred to mental health
service providers than any other type of rehabilitation service provider. However,
although fully 94% of these women had seen a health care provider in the 6 months
previous to the survey, only 32% had seen a mental health service provider, despite the
fact that mental health issues were one of the most important issues these women reported
facing. This points to the need for mental health care providers to be able to work
collaboratively with other providers and to have some insight into their perspectives and
areas of practice. In adopting a cross-disability, more interdisciplinary perspective, our
programs can prepare students to draw upon the resources of multiple fields of inquiry
and service to meet the needs of persons whose disability "labels" may not fully capture
their experiences of living with disabilities.

A careful examination of current literature regarding trends in disabilities, including
causes, service and research needs and risk groups, reveals complex relationships
between types and causes of disabilities and resultant needs. As respondents to a federal
survey on disabilities indicated (Administration on Aging, 1997), many people with
disabilities live with not one, but multiple, disabilities. Multiple disabilities, and their
causes and effects, are related in staggeringly varied and complex ways. For example,
attempting to separate the threads of prenatal drug exposure-related disabilities from
those caused by violence later in life from those related to personal, as opposed to
parental, substance abuse, mental illness, poverty and other factors is not only daunting
but runs the risk of oversimplifying the true breadth of the problems faced by those living
with multiple disabilities. Other conditions also result in multiple disabilities and a need
for life-long assistance in maintaining independence, include epilepsy, hardening of the
arteries and chronic emphysema (Adams and Marano, 1999). Adults with disabilities of
these types are often able to maintain personal and financial independence with the
assistance of professionals knowledgeable about the specific condition, the available
resources and the systems in which the individual must successfully navigate. They must
also be prepared to meet the needs of those who provide care to persons with disabilities,
particularly care providers who are friends and family, rather than paid professionals. A
recent study of non-paid care providers by the Kaiser Family Foundation illustrates the
frustrations, needs and numbers of these people who are so often key to maintaining
independence for persons with disabilities (2002). Nearly 1/4 of U.S. adults surveyed in
1998 had provided care for a friend or relative with a disability within the previous year,
and half of these were primary care givers. Most reported that they did so because the
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person with a disability could not afford paid assistance, although they were often of very
modest means themselves, with almost half reporting annual incomes of less than
$35,000, and over 1/3 reporting that they themselves had health problems. Most reported
significant emotional, family, work and/or financial stress as a result of providing care
(Kaiser Family Foundation, 2002).

One way of enhancing the competency of programs which serve persons with disabilities,
and of including stakeholders in research regarding the community of persons with
disabilities, is to train more persons with disabilities in our graduate programs. There are
indications from other fields of practice that it is not usually difficult or expensive to
accommodate the needs of graduate-level trainees with disabilities in service settings
(see, for example, Takakuwa, Ernst and Weiss, 2002). Meeting the needs of such
students meets the needs of our programs to be inclusive and, ultimately, meets the needs
of our service customers to see others with disabilities who have assumed leadership
roles.

Other issues addressed in this symposium relate directly to changes in disability
demographics. Older adults, for example, are more likely to acquire a disability, with this
likelihood increasing as the years pass. Older adults are also a part of the growing
population of persons with multiple disabilities. Youth, and specifically young men,
particularly young men of color, are often at increased risk of acquiring disabilities, and
of dealing with multiple disabilities, due to violence and accidents as well as to a host of
other environmental factors related to disabilities. In the "new universe of disabilities", it
is, at best daunting to attempt to separate out the influences of one variable, or even type
of variable, from another. However, urbanization and age are two dimensions upon
which one may begin to examine disabilities in the United States.

Urbanization
Nationally, between 1960 and 1998, population growth occurred at a much faster pace in
metropolitan than non-metropolitan areas in terms of total numbers as well as in terms of
the percentage of the population residing in metropolitan areas and in land mass included
in metropolitan areas (U.S. Census Bureau, 2000). Although most disability-focused
training programs address the needs of residents of rural areas, at least 75% of the U.S.
population now resides in non-rural areas (Marsalla, Wandersman and Cantor, 1998), and
hence, many persons with disabilities also reside in non-rural areas. More than a quarter
of these (26.5%) are also living in poverty, according to data from the 1994 Disability
Supplement to the National Health Interview Survey (CDC, 1994). The shifting of the
U.S. population to urban centers has been associated with a number of problems,
problems unique to urban living, which increase vulnerability and risk to all groups of
persons already at a disadvantage, including those living in poverty (Marsalla,
Wandersman and Cantor, 1998) and those living with disabilities. In fact, urban centers
are increasingly seen as having little in common with rural areas (Marsalla, Wandersman
and Cantor, 1998), emphasizing the need for graduate training to address the unique
needs of those living in urban areas with disabilities. The differences in urban and rural
living are clear when examining specific disabilities. For example, rates for serious
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injuries are highest at work in more urban areas and at home in rural areas, and rates of
serious injuries in general are highest in cities (Adams, Hendershot and Marano, 1999).
Disabling conditions often follow from injury. Persons residing in urban areas are at risk
of injury due to violent crime as well as accidents, and so also at risk for related
disabilities. The U.S. Census Bureau (2000) reports that those who reside in urban areas
live with a violent crime rate much higher than that experienced by rural residents.
Among those injured in violent crimes, urban residents are also more likely to report a
serious injury than are rural residents (4% versus 3.4%; U.S. Census Bureau, 2000). A
recent national survey of emergency rooms regarding violence-related injuries illustrates
the importance of understanding subject and environmental factors in disability risk, as
well as the relationship between violence and closed head injuries (CDC, 2002). Age,
gender and ethnicity were all found to be related to the likelihood of serious injury, and
head injuries were by far the single most common violence-related injury resulting in a
need for emergency room treatment. Males were 77% more likely to present in
emergency rooms for treatment and 5 times more likely to be hospitalized as a result than
were females. Among males, African Americans were 4.6 times more likely to present in
emergency rooms for serious violence-related injuries than were European American
males. Young adults, ages 20 through 24 years, of both sexes were more likely than any
other age group to require emergency room services for violence-related injuries (CDC,
2002). Youth-perpetrated violence also takes on different characteristics depending upon
social context. As of 1998, according to U. S. Department of Justice (2000) statistics,
70% of law enforcement agencies in large cities reported having youth gangs, a rate much
higher than those reported by law enforcement agencies in small cities, suburbs and rural
counties. Between 1996 and 1998, the number of law enforcement agencies reporting
gang activity had decreased in every type of environment except large cities (populations
of 1000,000 to 249,000), where reports of such problems increased (U.S. Department of
Justice, 2001). Firearm use, often related to serious injuries and disabilities, was also
reported to be a more frequent event in gang-related violence in large cities and their
suburbs than in small cities and rural areas (U.S. Department of Justice, 2001).

Intimate violence also is connected to type of environment. Urban youth who become
sexually active at an earlier age than their non-urban counterparts are not only more likely
to report in engaging in intercourse while "under the influence", but are also more likely
to report having engaged in intimate violence, that is, forcing someone to have sexual
relations with them, than are their counterparts (O'Donnell et al., 2001). They were also
more likely have had violence-related injuries themselves (O'Donnell et al., 2001). Adult
intimate violence also appears to be related to substance abuse and other personal and
environmental factors. A study of urban, suburban and rural males arrested on domestic
violence charges serves to illustrate the complex relationship of violence and other factors
in disability risk (Logan, Walker and Leukefeld, 2001). Rural offenders were more likely
to have been prescribed psychiatric medications, and were more likely to be abusing those
medications as well as alcohol, than were those in other types of environments, who were
more likely to report no prescribed medications at all and alcohol abuse alone (Logan et
al., 2001). In some instances, disability is itself a risk factor for violence, rather than
simply a potential outcome of violence. Although most jurisdictions do not examine hate



crimes in terms of disability being the reason for the attack, a few do, and there were 20
such reported crimes nationally in 1999 (U.S. Census Bureau).

Perceptions do not always mirror reality when examining violence in a community. In
one survey, when residents in high versus low density rural areas were asked about their
perceptions of the safety of their communities, those in the least densely populated/most
rural areas believed their communities to be the least safe (Logan et al., 1999). The
disparity between perceptions and reality is important to both a community and those
working with community residents. Competent service designers, evaluators and
researchers in the area of disability services need to be aware of violence as a factor in
disabilities, including the characteristics of a person, community or social environment
that place a person at risk. They must also be able to identify fear of and perceptions of
violence as potentially paralyzing to people already struggling to maintain independence
in the face of disability and unmet service needs.

Other disability risks are also disproportionately borne by urban communities. Violence
is often related to traumatic brain injury (TBI), and that relationship is complicated by
many of the same factors that complicate the picture of other disabilities, including both
substance abuse/dependence disorders and psychiatric disabilities. TBI, is a significant
cause of disability across the lifespan and across environments. It is, however, difficult to
estimate, with any confidence, how many people in the U.S. actually have TBI-related
disabilities. Most such estimates are based on the numbers of people treated in inpatient
settings following the initial injury (Thurman, Alverson, Browne, Dunn, Guerrero,
Johnson, Lang lois, Pilkey, Sniezek and Toal, 1999). In the past, this made for fairly
accurate estimates, in that TBI, if recognized at the time of the injury, often required
inpatient treatment in order for the individual to survive his/her injury. Improvements in
both medical and rehabilitative care, and in the ability to recognize less severe TBI, have
made these estimates more difficult to calculate with any accuracy. In their report to
Congress, Thurman and colleagues (1999) estimate that, when the number of people who
receive other (non-inpatient) treatment for TBI are included, about 80,000 to 90,000
people per year in the U.S. acquire long-term or lifelong disabilities following TBI.
TBI poses a challenge to both the injured person and his/her service providers,
psychological, social, medical, educational and others, in the types of disabilities which
can result from TBI and the speed with which they occur or are recognized following the
initial injury. Whether TBI is due to accidents, self-inflicted injuries, injuries due to
violence or falls, it often produces invisible disabilities (Thurman et al, 1999). Relative
to those who survive other types of serious trauma, those with TBI are more likely, for
example, to suffer later disabilities, including neuropsychological disabilities (Lanoo,
VanRietvelde, Aolardyn, Lemmerling, Vandekerckhove, Jannes and DeSoete, 2000).
TBI can be related to a variety of later disabilities that develop as a result of the loss of
cognitive function. These can lead to problems in functioning in work and social
environments, such as loss of abilities to communicate effectively, pay attention to
details, to remember new information and to perform tasks such as organizing one's
environment and the things in it and to solve problems (Thurman et al., 1999). It may
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also produce changes in the individual which mimic psychiatric and sensory disabilities
(Thurman et al., 1999).

As in other injury-related disabilities, different age groups and different social contexts
are associated with different types of risks from various causes and for various outcomes
of TBI. Understanding these differences is crucial to designing and providing effective
services for people living with TBI-related disabilities. Those most at risk for TBI-related
disabilities are those in their teens and 20's and those older than 75 (Thurman et al,
1999), but the most likely causes, and therefore potentially most effective preventive
measures differ with age and gender. Some of these group differences are readily
identified. For young males, for example, violence is most often the cause of TBI
(Thurman et al, 1999). Other individual characteristics, often more difficult to identify
and measure, also are related to TBI. In one investigation, medical treatment records of
people of similar demographic characteristics (such as age, race, gender and so forth)
were compared (Kolakowsky-Hayner, Gourley, Kreutzer, Morwitz, Cifu and McKinley,
1999). Those who had TBI-related disabilities and those with spinal cord injury-related
disabilities were found to be much more likely to have had a documented history of
serious substance abuse disorders than were those with other types of disabilities
(Kolakowsky-Hayner et al, 1999). In their summary to Congress, Thurman and
colleagues (1999) identified a number of areas in which a great deal of research remains
to be done in order to better assist those with TBI-related injuries. This includes
developing a better understanding of who is more at risk to develop disabilities following
TBI, the most likely forms the disabilities will take and which may be more effectively
prevented or reduced in terms of their impact through rehabilitative and supportive
services, the relationship between the severity of the initial injury and the severity of the
related disabilities and the most effective treatment modalities to reduce the impact of the
disabilities (Thurman et al., 1999).

TBI is one example of a cause of disability tied in a complex fashion to person and
environment variables. Other examples abound, including specific health risks and
specific psychiatric disability risks, which also often vary by type of environment and age
and are tied to substance abuse/dependence disorders. Among specific health risks is the
risk of infectious diseases which potentially result in disability, such as HIV/AIDS, which
in turn is related to other risks and person variables, such as drug use and sexual behavior
(see, for example, Michigan Department of Community Health, 2002). The Centers for
Disease Control and Prevention have consistently provided statistics demonstrating that
the risk of HIV/AIDS infection is not borne equally across age groups of environments.
Youth, particularly urban minority youth, and men, particularly men who have sex with
men, are at higher risk than others of acquiring the disease, as are African Americans and
people residing in large cities (O'Donnell, O'Donnell and Stueve, 2001). In contrast, the
rates for most chronic, non-HIV/AIDS-related health conditions are higher in rural areas,
except for speech impairments and paralysis of extremities (Adams, Hendershot and
Marano, 1999).
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Mental health issues, and psychiatric disabilities in particular, are also a significant factor
related to the risks of other acquired disabilities. Those involved in designing,
implementing and evaluating treatment and service program for persons with disabilities
need to understand the relationships among multiple disabilities, individual
characteristics and social/environmental risk factors in acquired disabilities across the
lifespan. Methamphetamine abuse provides one example of the need to understand the
interplay between psychiatric disabilities and other disabilities and risk factors.
Methamphetamine abuse has a number of long term effects related to several lifelong
acquired disabilities (Anglin et al., 2000). These include stroke, related to a variety of
disabilities, and psychological/psychiatric problems, such as paranoia and hallucinations
as well as structural changes in the brain (Anglin et al., 2000), which are potentially
related to cognitive, psychiatric and other disabilities. Methamphetamine use has been
linked to a number of problems, not only for the user, but also for the children of the user.
Among these problems are an increased risk of abuse/neglect by parents for children who
were exposed to the drug prenatally (Anglin et al, 2000). Whether this increased risk of
abuse is due directly to parental substance abuse or to the host of other related factors is
open to debate; the risk of injury-related disability remains.

The links between urban-rural environment, mental health/psychiatric disability,
substance abuse and other disabilities are extremely complex, and are often illustrated by
surveys which seek relationships between only two of these variables. For example, in
one survey of general (non-treatment) populations, major depression was found to be
much more common in urban environments, while alcohol abuse disorders and cognitive
deficits were more common in rural communities (Blazer et al., 1985). It has also been
reported that those in urban environments suffer more severe psychiatric disabilities than
those in rural environments (Mueser et al., 2001). The frequency of other psychiatric and
substance disorders varied with race/ethnicity, pointing to the need to carefully examine
both a variety of subject factors and to specify the type of psychiatric disorder in question
when looking for differential rates of mental illness/psychiatric disability in rural and
urban environments (Blazer et al., 1985). Others, particularly those involved in front-line
service provision, have cautioned that race/ethnicity needs to be separated from
immigration status, in that additional cultural, linguistic and historic risks are at work in
immigrant communities. Some have noted that, despite being particularly vulnerable as a
result of poverty and related factors, it is unusual to see immigrants with visible
disabilities in service settings (Minnesota Department of Human Rights, 2002). Mental
health concerns pose particular problems in immigrant communities in terms of outreach
and service delivery due to language barriers, cultural perceptions/conceptions of what
causes psychiatric disabilities and a general distrust of governmental and/or bureaucratic
service systems and those perceived as such. While these problems certainly exist within
many U.S. communities, they are often more severe for immigrants who come to the U.S.
after severely traumatizing experiences of horrific violence and significant loss
(Minnesota Department of Human Rights, 2002). Once in the U.S., these problems are
often compounded by difficulties in adjusting to a new culture, particularly for a person
with a psychiatric disability, whose family may prefer that s/he remain "hidden" at home,
thereby avoiding embarrassment to the family caused by having a family member
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perceived as "weak", "crazy" or something worse by virtue of the disability (Minnesota
Department of Human Rights).

Age is also often an important factor when examining psychiatric disorders within
particular types of environments. In urban adolescents, for example, there appears to be a
relationship between the general level of community violence, substance abuse and
post-traumatic stress disorder (Sheeman, 2001). Those residing in suburban
neighborhoods tend to see their relationships with their parents as more problematic than
do their urban peers, and to view their parents as "strict" more often than do their urban
peers (Blazer et al., 1985). Suburban adolescents are also more likely to report that their
problems in terms of substance abuse are closely related to the degree to which they see
themselves as having other psychosocial problems (Luthar and D'Avanzo, 1999), which
suggests the use of substances as a coping mechanism is more common in suburban
teens, a suggestion which does not bode well for adult rates of substance dependence
disorders and psychiatric disabilities. Differences among adolescents regarding
psychiatric disabilities/mental health issues and related factors are also observed in those
who provide services to them although the perceptions are not exactly the same as those
of the adolescents. For example, those working with adolescents in school settings report
urban-suburban-rural differences in both the problems youth experience and the supports
available to help them cope with those problems (Weist, Myers, Danforth, McNeil,
011endick and Hawkins, 2000). School service providers view urban adolescents as being
under more stress and experiencing higher levels of other psychological problems, while
their schools are observed to offer relatively fewer health and mental health resources to
assist them (Weist et al., 2000).

Marsalla (1998), in summarizing research on psychiatric disabilities, concludes that
persons living with these disabilities generally experience a lower quality of life in urban
than in rural areas, often due to the problems they experience in obtaining needed support
services. Yet, in some instances and in some respects, an urban environment, with its
wealth of resources, can be advantageous to persons living with disabilities if those
resources are accessible, responsive and culturally competent. For example, rural
residents with both psychiatric disabilities and substance abuse problems may fare more
poorly after inpatient treatment than their urban counterparts (Fischer, Owen and Cuffel,
1996). Rural residents appeared to be hindered in their post-inpatient treatment and
functioning by less frequent contact with community-based services relative to those in
more service-rich urban settings (Fischer et al., 1996). However, urban residents with
both psychiatric disabilities and substance abuse disorders seem to require more
community based services in order to experience success in treatment for either difficulty
(Mueser, Essock, Drake, Wolfe and Frisman, 2001), possibly due to some of the
challenges posed by urban life, especially to persons with disabilities. An investigation
into the treatment needs of homeless people in an urban environment found that this
group needed programs which could address not only substance abuse but the relationship
between substance abuse and psychiatric symptoms (Velasquez, Crouch, vonSternberg
and Grosdanis, 2000). The need for more services in urban communities, as it has been
identified to date, includes a wide variety of programs, including jail diversion, residential
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treatment and assertive community treatment (Mueser et al., 2001). Such a spectrum of
programs in diverse community settings, intended to serve persons with a disability which
may occur at any point in the lifespan and which can predispose the individual to
additional disabilities, in an urban environment shared by many cultures can only be
effective if it is created and maintained through the collaborative efforts of community
stakeholders and professional from a multitude of disciplines.

Likewise, services to persons identified primarily as substance abusing or dependent
benefit from collaboration among professionals versed in a variety of fields of
knowledge, including medicine, rehabilitation, social work, education and psychology.
Like TBI, substance abuse disorders affect many people with many types of disabilities in
all social contexts. For example, Booth and Kirchner (2001) found that relative to abuse
of alcohol alone, people who abused both marijuana and alcohol were at increased risk
for psychiatric problems and disabilities, as well as problems in employment and
relationships, which can in turn be related in circular fashion to psychiatric disabilities.
This relationship between multiple substances and increased risk existed in both urban
and rural environmental contexts (Booth and Kirchner, 2001).
Environmental and situational factors in substance abuse have been extensively
examined, often with conflicting results. To some degree, the relationship of rural vs.
urban residence to substance abuse/dependence and disability may be in the process of
change. Butterfield (2002) drew upon multiple research, law enforcement and
governmental sources in examining substance use and sales in rural and urban areas.
These resources lead him to conclude that there were indications that both the use and
sale of illicit drugs were shifting from urban to rural areas, carrying with them all the
other attendant risk factors (Butterfield, 2002). These conclusions seem to be supported
by the perceptions of rural residents in more versus less densely populated areas
conducted by Logan, Schenck, Leukefeld, Meyers and Allen, 1999). In that investigation,
those residing in the most rural/least populated areas were most likely to see alcohol and
illicit drug use, as well as illegal alcohol manufacture and sales, as a significant
community problem. This suggests that research into environmental differences must be
informed by information from a variety of sources in addition to psychological theory,
including other professions and community members.

As is also the case for TBI-related disabilities, effective treatment programs require a
knowledge of specific target population characteristics. The picture of substance abuse
and its relationship to disability becomes more complex when the additional variable of
age is factored into the discussion. Among incarcerated adults, those from more rural
areas have reported more substance abuse generally across the lifespan and within the
month previous to incarceration, and to be less likely to have engaged in treatment for the
substance abuse, than adults in urban areas (Warner and Leukfeld, 2001). Yet, overall
substance abuse rates for adolescents, across gender and substance type, appear to be very
similar in urban and rural settings (Scaramella and Keyes, 2001). Important differences
among groups, however, are observed when the particular substance and gender of the
adolescent are considered within finer distinctions in environment, such as is done a
"suburban" category. For example, in one investigation of substance abuse rates among
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rural versus suburban high school students in a portion of the Midwest (Falck, Siegal,
Wang and Carlson, 1999), gender emerged as an important factor. While young women
in the study reported similar rates of substance use in both rural and suburban areas,
young men in suburban areas reported more use of marijuana, inhalants and LSD, as well
as more recent episodes of alcohol abuse to the point of drunkenness (Falck, Siegel,
Wang and Carlson, 1999). Male youth in suburban as opposed to urban, high schools in
another study were more likely to report polysubstance abuse and recent alcohol use,
while no similar differences were reported by female high school students (Falck et al.,
1999). Others have also observed that suburban adolescents, in comparison to urban
adolescents, report much higher levels of overall substance abuse (Luthar and D'Avanzo,
1999). These differences become more important when viewed from a lifespan
perspective and in terms of the relationship between substance abuse and disability.
Children who abuse alcohol run a risk of developing far more serious cognitive damage
far more quickly than do those who do not abuse alcohol during adolescence (Wuethrich,
2001), impairing judgment and the ability to function in a work environment, among
other problems. These problems may be further compounded by other
environmentally-related risks. Poor judgment, often a feature of being "under the
influence", can lead to poor decision-making and increased behavioral risks. Urban
adolescents often become sexually active sooner than their non-urban peers, exposing
them to a host of risks related to disabilities, including HIV/AIDS (O'Donnell, O'Donnell
and Stueve, 2001) and risks to children they conceive and who are exposed prenatally to
the substance(s) used. These youth are more likely than others to report engaging in more
frequent, more frequently unprotected, intercourse, more often under the influence of
alcohol and/or other drugs (O'Donnell et al., 2001). This helps to highlight the need for
competent, skilled researchers in multidisciplinary settings to examine factors related to
disabilities. The complexity of the relationships among these factors are often
over-looked and underestimated. As O'Donnell and colleagues (2001) point out, there is
a need to look at specific risks within specific types of environments, rather than simply
examining average risks across contexts. In the case of health risks and related
disabilities, "[n]ational surveys can gloss over the high prevalence of early sexual
initiation within some communities, such as those in urban settings", resulting in an
underestimation of risk and mis-identification of risk groups and service needs
(O'Donnell et al, 2001, p. 268).

Youth who engage in unprotected sex while abusing substances pose a risk to others as
well as themselves, particularly if pregnancy occurs and the pregnant youth does not have
access to or successfully engage in effective, culturally competent substance abuse
treatment. While the abuse of illegal drugs during pregnancy appears to be best predicted
by poverty (Finch, Vega and Koldny, 2001), as is the case for many other factors related
to disability, other aspects of age and environment bear examination in determining risk
of both exposure and of resultant disability in the child exposed. Prenatal drug exposure
effects, while well-documented, are complicated by a host of environmental factors,
including poor nutrition during prenatal development, post-natal drug exposure and
increased risk of illness and abuse/neglect during infancy and childhood (Leshner, 1999),
all of which can produce life-long disabilities.
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The specific drug to which a pregnant woman exposes her child also has a profound
effect on the types of disability likely to develop and the severity of disability. Marijuana,
often thought of as a relatively "harmless" substance, is now being linked with a variety
of disabilities in prenatally exposed children, including problems with attention span,
which pose learning and work-related deficits, and delinquent behavior, indicative of
psychosocial problems (Fried and Smith, 2000). Far more attention has been paid to the
marked effects of prenatal alcohol exposure and the widely-varied, often severe,
disabilities related to Fetal Alcohol Effects and Fetal Alcohol Syndrome (see for example,
Church, Eldis, Blakley and Bawle, 1997 and UeCker and Nadel, 1996).
Other drugs have been less closely examined, or have produced unexpected effects, in
prenatally exposed children. Methamphetamine prenatal exposure has an impact similar
to that of cocaine (Anglin et al., 2000). Observed effects include premature delivery,
often a precursor to developmental and other disabilities, delays in growth in infancy and
developmental delays and cognitive deficits throughout childhood (Anglin et al, 2000).
Much more is known about the effects of prenatal exposure to cocaine alone and in
combination with other drugs. Some of these effects are quite subtle, relative to Fetal
Alcohol Syndrome, and may not appear or be recognized for sometime. For example,
prenatal exposure to PCP and cocaine, particularly "crack" cocaine, are associated with
social cognition deficits at the age of 2 (Beckwith, Rodning, Norris and Phillipsen, 1994),
which could be expected to be related to later problems in mental health.

Attempts to identify/anticipate disabilities in children prenatally exposed to substances
are also complicated by the need to understand the relationship between the level of
exposure and the severity of the resultant disabilities, much as in the case of TBI and
subsequent disabilities. For example, the level of mother's use of cocaine during
pregnancy is related to the degree to which her infant's speech and language development
are likely to be delayed (Singer, Arendt, Minnes, Salvator, Siegel and Lewis, 2001).
Other effects, while more immediately identifiable, are not, in and of themselves
disabilities, but are often related to the development of disabilities later in life. These
include the premature delivery, lower birthweight, smaller head circumference and
shorter overall length observed in infants exposed prenatally to cocaine (Behnke, Eyler,
Garvan and Wobie, 2001). Lesher (1999) summarizes research, both animal and human,
regarding the effects of prenatal cocaine exposure on development. Problems identified
in humans depend upon the portion of the lifespan examined. Most work has been done
in early childhood and infancy, due to the relatively recent appearance of cocaine abuse
relative to other drugs, such as alcohol. So far, it seems that an underlying feature will be
generally slower development in children exposed to cocaine prenatally (Lesher, 1999).
During infancy, effects include fussiness, inconsolability and poor motor skills; during
childhood, problems related to intelligence scores and executive functions of the brain are
observed (Lesher, 1999), again emphasizing the need for a lifespan perspective in
students intending to provide service or conduct research in the area of disabilities. As
this is a relatively new phenomenon, effects later in the lifespan have yet to be observed
and documented, and the related needs and service models have yet to be identified.
Animal studies indicate prenatal cocaine exposure produces changes in brain structure
which suggest these children are left vulnerable to developing substance abuse problems
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later in life (Lesher, 1999), and hence may produce another generation of prenatally
exposed, at-risk children.

Substance abuse-related disabilities provide a good illustration of the need to understand
the impact of a disability at individual, family and community levels in order to assist the
individual with the disability. Prenatal cocaine exposure provides an example of this.
While the problems experience by infants prenatally exposed to cocaine have not been as
serious as was once feared, the problem is widespread and has many implications for
disability studies and services not addressed in traditional, single-disability, age-limited
training perspectives. For example, as Lesher (1999) points out, even a minor problem
with attention span can result in school/learning problems and even minor problems in
emotional control can result in family and social problems for the child, which can also
be expected to present mental health challenges for the child. These seemingly-minor
effects also have broad implications for the larger society. As Lesher (1999) points out,
even slight decreases in something as conceptual as an IQ score can have broad economic
and programming impact. Only a 3.3 point difference in IQ score can be enough to result
in eligibility for special education placement and services, with all the attendant risks,
benefits and costs entailed in such placement (Lesher, 1999). Even with the limited
information available to date, it appears that the life-time risk of acquiring a disability
may be increased by prenatal exposure to cocaine (Lesher, 1999), as well as by such
exposure to alcohol (Church et al., 1997) and, logically, other "recreational" drugs as
well.

From childhood on, as people age, the rates of disability and the need for disability
services increase. However, there has also been an increase in disability prevalence
among children who live in poverty which suggests that "the nature of risk and its
relationship to disability may be changing" (Fujiura and Yakami, 2000, p. 187). For
school-age children, specific correlations between disability and poverty have been found
to be as high as .83 (LeRoy and Kulik, 2002). This implies that there are large numbers
of children in need of services related to disabilities. For example, as of 1997, almost 8%
of children aged 14 years and younger were reported to have disabilities; this number
increases to almost 22% among children aged 15 years and older, with 43% of them
receiving assistance in performing at least some of their daily living tasks (U.S. Census
Bureau, 2001). Many of these children are eligible for accommodations in education
related to their disabilities, and will, as adults, likely be in need of accommodations in the
workforce in order to maintain independence. Nationally, as of March, 2000, 9.5% of the
U.S. population ages 16 and older was work disabled, and the percentage of persons who
are work disabled increases with age, from 3.9% of those ages 16 through 24 years to
21.6% of those ages 55 through 64 years (U.S. Census Bureau, 2000). The vast majority
of those receiving social security disability benefits in 1999 were under the age of 65
years (89%), and the overall numbers of persons receiving such benefits increased greatly
between 1980 and 2000 (U.S. Census Bureau, 2001). As the U.S. population ages, more
workplace accommodations are likely to be requested. Although, as of 2000, only 3% of
the U.S. workforce was 65 years or older, among those 65 and older, 12.8% do remain in
the workforce, implying that an increasing percentage of the workforce will be persons
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over 65, with many of these being persons with disabilities (Administration on Aging,
2001). The number of persons who choose to remain in the workforce after the age of 65
may be expected to increase, as suggested by the decline in the number of Supplemental
Security Income beneficiaries classified as "aged", as opposed to blind of otherwise
disabled, between 1980 and 1999 (U.S. Census Bureau, 2001).

While estimates of the actual numbers of persons over 65 years, and of the number of
those persons likely to be living with disabilities, vary greatly, all are indicative of a clear
need to move beyond traditional training models emphasizing services to children with
disabilities and their families. Siegel (1996), in reviewing estimates made by several
research teams of the number of persons with disabilities likely to reside in the U.S.
between 2020 and 2040 points out that, regardless of the estimate or how it is arrived at,
there will be a large increase in the number of persons with disabilities over the next 20
years. In general, an aging population is one which lives with higher rates of disabilities
of many kinds, requiring a variety of support services to maintain independence. For
example, according to data from the 1994 Disability Supplement to the National Health
Interview Survey (CDC, 1994), users of long-term care services in the community are
adults (the average age is 45 years). More that half are persons who require assistance
with at least some tasks necessary to maintain their independence, including the nearly
20% who work. The percentage of those with disabilities who require assistance
increases with age, up to 73.6% of those aged 80 or older reporting at least one disability
(Administration on Aging, 2001). Over half of these individuals report that they live with
at least one severe disability and more than a third report their disability(ies) result in a
need for assistance in maintaining independence (Administration on Aging, 1997). Many
disabilities are particularly appropriate ones for psychological knowledge to feature
prominently in direct services, regardless of the ultimate cause of the disability. Memory
impairment is one such disability. As of 1998, moderate or severe memory impairment
were issues for 4.4 percent of persons ages 65-69 in the U.S. (Federal Interagency Forum
on Aging-Related Statistics, 2000). This percentage increases substantially with age:
among those ages 70-74, it is 10.02%; among those 75-79, 12.28%; among those 80-84,
20.82% and among those aged 85 years or more, 33.27% (Federal Interagency Forum on
Aging-Related Statistics, 2000).

The types of disabilities with which older Americans are faced often require different
types of intervention and assistance due to the difference in the culture in which many
older persons grew up. Although we often discuss cultural competence in terms of race,
ethnicity, religion and language, it is also appropriate to address in terms of age. Better
health and more active lifestyles later in life have produced obvious benefits. However,
they have also meant exposure to disabling conditions previously experienced only by
younger persons. Many service organizations are struggling to address these issues in a
manner which meets the needs of older adults. For example, HIV/AIDS is increasingly
viewed as a growing risk to older Americans (Palmer, 2000), presenting a disability
unfamiliar in the context of services to and research about older people and often is
particularly difficult to address in a culturally competent manner with older age groups.
Beyond an aging population, we have an increase in the number of people with
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disabilities that were acquired during childhood who are now surviving into old age and
developing secondary disabilities (Seelman and Sweeney, 1995). Both the primary and
secondary disabilities can pose challenges in meeting the needs of older citizens, as well
as challenges to misperceptions of service providers about the lifestyles of older citizens.
For example, another emerging issue is that of substance abuse, which is, again, often
related to disability. Research and intervention regarding substance abuse by older adults
has generally focused on alcohol and prescription medications and failed to address abuse
of illegal drugs (Marks, 2002). Increasingly, older people are being recognized to have
problems with illegal drugs, often a result of having begun abusing drugs many years
before (Marks, 2002).

HIV/AIDS and illicit substance abuse are two examples of problems which are often
related to an urban environment and often believed to be primarily related to youth, yet
are increasingly recognized as posing a risk to older adults. This may be the case for
other risks associated with urban living as well. As of 2000, over three-fourths of those
65 years of age and older in the U.S. resided in metropolitan areas, and despite
stereotypes of retirees moving "out to the country", this age group is less likely than any
other to change residences (Administration on Aging, 2001).

Overall, disability demographics are tied to other changing U.S. demographics and
present serious challenges to psychologists in all specialties. Our training programs must
prepare them to meet those challenges effectively as a part of interdisciplinary,
multicultural teams.
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