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Throughout the life course people with disabilities have poorer physical and mental health, and die
sooner, than their non-disabled peers (World Health Organization and the World Bank, 2011). A key
question for science, policy and practice is whether this difference represents an inequity in health.
Health inequities are ‘avoidable inequalities in health between groups of people ... [that] ... arise from
inequalities within societies. Social and economic conditions and their effects on people’s lives
determine their risk of illness and the actions taken to prevent them becoming ill or treat illness when
it occurs.’! Health inequities are avoidable, unjust and violate human rights.

Growing evidence suggests that the inequality in health status between people with and without
disability results, in part, from the increased risk of people with disabilities being exposed to some
very well-established social and environmental determinants of poor health (Emerson et al., 2011;
Emerson et al., 2012; Krahn, Walker, & Correa-De-Araujo, 2015). As such these inequalities
represent, at least in part, inequities.

Our aims for this chapter are to illustrate some of the things we know about the: (1) extent to which
people with disabilities are more, or less, likely to be exposed to well-established social and
environmental determinants of poor health in childhood and as working age adults; and (2) impact
that such exposures have on their health. We focus on earlier stages in the life course because the
foundations for healthy (and unhealthy) ageing are often laid down in childhood and earlier
adulthood (e.g., Ploubidis, Benova, Grundy, Laydon, & De Stavola, 2014). Readers, however, do need
to be keep two caveats in mind when thinking about the material included in the following sections.
First, it is not possible within the constraints of a single chapter to provide a comprehensive
overview of these two issues. We have been selective in our choice of issues on which to focus and
on the evidence we cite. Regarding the latter, we have prioritised evidence derived from studies that
have used samples that are likely to be representative of national populations. Second, we have
included evidence from several countries. However, great care needs to be taken when making
comparisons between countries, especially given the variations between countries in how disability
is defined and measured.

Background: Social and Environmental Determinants of Health

For over 150 years epidemiologists have been studying the association between living conditions
and health (Kreiger, 2011). Over that time, it has become increasingly apparent that many of the
inequities in health that we see (whether between different countries or between different groups
within countries) ‘arise from the societal conditions in which people are born, grow, live, work and
age, referred to as social determinants of health. These include early years’ experiences, education,
economic status, employment and decent work, housing and environment, and effective systems of
preventing and treating ill health’ (Preamble to the Rio Political Declaration on Social Determinants
of Health, adopted by UN Member States in October 2011, World Health Organization, 2011). It has
also become increasingly apparent that making progress in reducing health inequities within
countries will depend on reducing the probability that marginalised/vulnerable groups (such as
people with disabilities) will be exposed to social and environmental determinants of poorer health
(World Health Organization, 2008, 2011; World Health Organization Regional Office for Europe,
2014).

Most approaches to synthesising knowledge about how social determinants impact on health focus
on the extent to which social stratification leads to differential: (1) exposure to material and
psychosocial hazards that are detrimental to well-being; and (2) vulnerability or resilience to the

1 http://www.who.int/social determinants/thecommission/finalreport/key concepts/en/
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impact of such exposures on health and well-being (Diderichsen, Evans, & Whitehead, 2001; Kreiger,
2011; Marmot et al., 2008). Social stratification refers to the hierarchies that exist in all societies that
are characterised by differences in access to key resources such as wealth, power and prestige.
Socio-economic position (SEP) and socio-economic status are terms commonly used to describe
social stratification. Most of the known social and environmental determinants of health show a
social gradient in the risk of exposure. The further one moves down social stratification hierarchies,
the more likely it is that people will be exposed to these social and environmental determinants of
(poorer) health. Social gradients are evident for such diverse risks as exposure to income poverty,
poor housing conditions, unemployment, material hardship, social exclusion, discrimination,
domestic and community violence, tobacco smoke and outdoor air pollution (Berkman, Kawachi, &
Glymour, 2014; Marmot & Wilkinson, 2006). Position in the social hierarchy also influences access to
resources that build resilience in the face of adversity. As described by Public Health England,
‘resilience is not an innate feature of some people’s personalities. Resilience and adversity are
distributed unequally across the population and are related to broader socioeconomic inequalities
which have common causes - the inequities in power, money and resources that shape the conditions
in which people live and their opportunities, experiences and relationships. Those who face the most
adversity are least likely to have the resources necessary to build resilience. This “double burden”
means that inequalities in resilience are likely to contribute to health inequalities’ (Public Health
England, 2014). We will use this simple framework to structure the rest of this chapter.

Growing Up with a Disability
Overall, children with a disability are more likely than other children to be brought up in families
with lower SEP, including families living in poverty (Banks, Kuper, & Polack, 2017; Spencer,

Blackburn, & Read, 2015; World Health Organization

and the World Bank, 2011). Families supporting a child Children, Disability and Poverty

with disability are more likely to become poor, to spend While different countries measure

longer living in poverty and are less likely to escape child disability and poverty in

from poverty (Shahtahmasebi, Emerson, Berridge, & different ways, disabled children are

Lancaster, 2011). Families living in poverty are more more likely to be growing up in

likely to be exposed to a wide range of specific material poverty than their peers.

and psychosocial hazards including: poor housing

conditions, parental unemployment, parental mental * Inthe UKin 2008/9, 40% of

health problems, family bereavement, family disabled children were living in

separation/divorce, parental substance abuse, domestic poverty compared with 29% of

and community violence, second hand tobacco smoke non-disabled children (The

and outdoor air pollution (Jones et al., 2012; World Children's Society, 2011)

Health Organization and the World Bank, 2011). The risk | ® Inthe USAin 2017, 28% of

of exposure to a diverse array of adversities is illustrated disabled children were living in

in Table 1 for 14-year-old adolescents with and without poverty compared with 18% of

disabilities growing up in the UK. non-disabled children (American
Fact Finder, 2018)

Why is there a link between family SEP and childhood

disability? First, many of the health conditions

associated with childhood disability are more likely to affect children of families with lower SEP. This
is particularly true for childhood disability associated with intellectual disability, activity-limiting
asthma, psychological disorders and sensory impairments (Spencer et al., 2015). Second, it has been
argued that having a child with a disability may lead to downward social mobility, lowering family
SEP due to parents (typically mothers) not working or working fewer hours and/or the extra financial
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costs associated with raising a child with disability. However, evidence from longitudinal studies
suggests that, in the UK at least, these effects are small (Shahtahmasebi et al., 2011).

TABLE 1: PERCENTAGE OF 14-YEAR-OLD ADOLESCENTS WITH AND WITHOUT DISABILITIES
GROWING UP IN THE UK EXPOSED TO CHILDHOOD ADVERSITIES

ADVERSITY Adolescents Adolescents p
with without
Disability Disability

Income poverty 71.2% 56.1% <0.001

Material hardship 72.1% 51.3% <0.001

Household with no adult working 69.6% 52.3% <0.001

Mother has possible mental illness 55.4% 35.9% <0.001

Parental substance abuse 22.0% 20.9% n.s.

Domestic violence 11.1% 9.2% n.s.

Parental separation or divorce 53.8% 40.8% <0.001

Death of a parent 2.2% 1.9% n.s.

Separated from family 3.8% 2.1% <0.05

Has been homeless 9.5% 6.1% <0.01

Second hand tobacco smoke in home 67.7% 56.9% <0.001

Lived in area with high level of social deprivation 38.1% 33.8% <0.05

Lived in area with high levels of outdoor air pollution 43.3% 43.7% n.s.

Bullied at school (parental-report) 29.0% 11.5% <0.001

Bullied at school (self-report) 27.5% 15.4%  <0.001

Not exclusively breast fed at 3 months 83.0% 77.3% <0.01

Childhood accident involving hospital admission 12.0% 8.6% <0.01

Source: Analysis of waves 1-6 of the UK’s Millennium Cohort Survey (For details of some of
measures, see Public Health England, 2015)

In addition to the link between childhood disability and low family SEP, children with disabilities are
likely to experience discrimination and harassment based on their disability. Specifically, they are
more likely to be bullied at school, be socially excluded and have fewer friends (Arculi, Emerson, &
Llewellyn, 2018, online; Emerson & Spencer, 2015; Kavanagh et al., 2018; Pinquart, 2017; Sentenac
et al., 2013). There is abundant evidence that exposure to social and environmental adversities in
childhood has significant and potentially long-lasting effects on health (Shonkoff, 2016; World Health
Organization, 2008; World Health Organization Regional Office for Europe, 2014). Evidence specific
to children with disabilities is much less developed. However, recent research has indicated that,
among adolescents with a disability, being a victim of bullying is associated with higher rates of
emotional difficulties, poorer self-rated health, lower life and school satisfaction (Arculi et al., 2018,
online; King et al., 2018, online; Sentenac et al., 2013).
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The Living Conditions of Working Age Adults with a Disability

Poverty and Low Socio-Economic Disability and Poverty

Position Working age adults with disabilities are more likely
Living in poverty has long been known to live in poverty than their peers.

to be associated with increased risk of

mortality and morbidity (e.g., Kreiger, e In Australia in 2016, 38% of working age adults
2011; Marmot et al., 2008; World with disabilities experienced one or more
Health Organization and Calouste financial stressor, compared with 18% of non-
Gulbenkian Foundation, 2014; World disabled working age adults (Emerson et al.,
Health Organization Regional Office for 2018)

Europe, 2014). In addition, studies e Inthe UKin 2012, 30% of working age adults
undertaken in high-income countries with disabilities were living in poverty compared
have consistently reported that working with 13% of non-disabled working age adults
age adults with disabilities are (Source: Analysis of UK's 2012 Poverty and Social
significantly more likely to be living in Exclusion Survey, see Heslop & Emerson, 2018)
poverty than their non-disabled peers e Inthe USAin 2017, 26% of working age adults
(e.g., Brucker & Houtenville, 2015; with disabilities were living in poverty compared
Emerson et al., 2018; Heslop & with 11% of non-disabled working age adults
Emerson, 2018). The link between (American Fact Finder, 2018)

poverty and disability is also evident in

low- and middle-income countries

(Banks et al., 2017). Despite these strong associations, surprisingly few studies have investigated the
association between poverty and health among working age adults with disabilities. The scant
evidence that does exist suggests that exposure to poverty among people with disabilities is
associated with poorer self-rated health (e.g., Emerson & Hatton, 2008; Emerson, Hatton, Baines, &
Robertson, 2016).

The association between poverty and health appears to be mediated, in part, by the association
between poverty and the probability of engaging in some riskier health behaviours (e.g., smoking,
physical inactivity). Given the association between poverty and disability, it is not surprising that
smoking rates are higher among people with disabilities than among their non-disabled peers
(Australian Institute of Health and Welfare, 2016; Courtney-Long, Stevens, Caraballo, Ramon, &
Armour, 2014; Emerson, 2018 online), and that people with disabilities are more likely to be
physically inactive (Australian Institute of Health and Welfare, 2016).
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Employment

Employment is an important social
determinant of health, with a well-
established evidence-base demonstrating

Disability and Employment
Working age adults with disabilities are more likely
to be unemployed or not in the labour force than

their peers.
negative effects of unemployment,
employment insecurity and poor e In Australiain 2016, 41% of working age adults
psychosocial job quality on physical and with disabilities were not in the labour force
mental health (Marmot et al., 2008). compared to 16% of non-disabled working age

adults; of those in the labour force, 13% of
adults with disabilities were unemployed
compared with 5% of non-disabled adults
(Emerson et al., 2018)

e Inthe UKin 2012, 51% of working age adults
with disabilities were not in the labour force
compared with 17% of non-disabled working age
adults; of those in the labour force 9% of adults
with disabilities were unemployed compared
with 7% of non-disabled adults (Source: Analysis
of UK's 2012 Poverty and Social Exclusion Survey,
see Heslop & Emerson, 2018)

e Inthe USAin 2017, 58% of working age adults
with disabilities were not in the labour force
compared with 19% of non-disabled working age
adults; of those in the labour force 12% adults
with disabilities were unemployed compared
with 5% of non-disabled adults (American Fact

Working age adults with disabilities are
more likely to be unemployed or not in
the labour force than those without
disabilities (see box). A comparison of
countries in the Organization for Economic
Co-operation and Development using data
from 2003 to 2006 demonstrated large
inter-country variation in employment
rates between people with and without
disability, ranging from 70% lower for
people with disability in South Africa and
62% in Japan, to only 8% lower in Malawi
and 19% in Switzerland (World Health
Organization and the World Bank, 2011).
There is also evidence that people with
disabilities are less likely to enjoy optimal
working conditions (Milner, Krnjacki,
Butterworth, Kavanagh, & LaMontagne,

2015) and more likely to be
underemployed (Milner et al., 2017) and underpaid (Hogan, Kyaw-Myint, Harris, & Denronden,
2012).

There is some evidence that poor employment outcomes impact on the health of people with
disabilities. The negative mental health effects of becoming unemployed, economically inactive or
underemployed have been found to be greater for people with a disability compared to those
without (Milner et al., 2017; Milner, LaMontagne, Aitken, Bentley, & Kavanagh, 2014). For young
people who acquired a disability, one of the determinants of poor mental health trajectories was
unemployment (Kariuki, Honey, Emerson, & Llewellyn, 2011). Finally, a study examining the
association between disability acquisition and mental health found evidence that the deterioration
in mental health was found to be predominantly explained by material socioeconomic factors
including employment (Aitken, Simpson, Gurrin, Bentley, & Kavanagh, 2018). These findings highlight
the importance of employment for the health of people with disabilities.
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Housmg.Cor‘]dlt.l(.)r-ws ' Disability and Housing

P_eo_ple with disabilities f?ce problems in Working age adults with disabilities are more likely
finding adequate, accessible and to live in lower quality housing than their peers.
affordable housing. Housing contributes to

the disabling or enabling environment e In Australiain 2016, 24% of working age adults
experienced by people with disabilities. with disabilities reported that they could not pay
Inappropriate housing can represent a their mortgage, rent or bills on time due to a
major barrier to independent living and shortage of money, compared with 12% of their
social inclusion, with consequences to non-disabled peers (Emerson et al., 2018)
health and well-being. People with e Inthe UKin 2012, 14% could not afford to keep
disabilities are particularly vulnerable to their home adequately warm compared with 5%
experiencing poor housing outcomes of non-disabled working age adults (Heslop &
because of the compounding effects of Emerson, 2018)

institutional reform, low employment

rates, and low income. In addition, people
with disabilities may have specific accommodation requirements, which limit their housing options
(Beer & Faulkner, 2009).

In Australia, people with disabilities have been shown to be at higher risk of poor housing outcomes.
They are more likely to experience homelessness (Beer & Faulkner, 2009), housing insecurity
(Kavanagh et al., 2015), housing unaffordability and poor-quality housing, and live in public housing
(Aitken et al., in press); and there is evidence that housing inequities are increasing over time
(Disability Housing Futures Working Group, 2016). Many people with disabilities live in institutions,
group homes, or in nursing homes because of lack of appropriate housing (Wiesel et al., 2015). In the
USA, households in which one or more household member had a disability were less likely to own
their own homes compared with other households (Wang, 2005), and were more likely to
experience housing unaffordability, severe housing cost burdens, housing poverty and housing
assistance (White, Peaslee, & LaQuatra, 1994). In the UK, people with disabilities were more than
twice as likely as non-disabled people to live in social housing, less likely to be homeowners, and
more likely to report poor suitability and adequacy of housing (Papworth Trust, 2011).

There is little research on the association between housing and health outcomes relative to
disability. There is evidence suggesting that, for people with psychosocial disability, choice of
housing type is associated with increased quality of life (Welch & Cleak, 2018), and housing
insecurity and frequent moves is associated with poorer health (Kyle & Dunn, 2008). There is also
evidence that the negative effect of disability acquisition on mental health is greater for people living
in unaffordable housing (Kavanagh et al., 2015).



Exposure to Violence

Exposure to violence can have a
detrimental impact on an individual’s
physical and mental health. A growing
number of studies have reported that
working age adults with disabilities are
more likely to be exposed to violence,
including sexual and partner violence,
interpersonal violence outside of the
home and hate crime; violence directed
towards a person because of their
disability’ (Breiding & Armour, 2015;
Emerson, Krnjacki, Llewellyn, Vaughan, &
Kavanagh, 2016; Emerson et al., 2018;
Emerson & Roulstone, 2014; Harrell,
2017; Hughes et al., 2012; Krnjacki,
Emerson, Llewellyn, & Kavanagh, 2016).
Very few population-based studies have
investigated the association between
exposure to violence and health among
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Disability and Violence
Working age adults with disabilities are more likely
to be exposed to violence than their peers.

In Australia in 2016, 3% of working age adults
with disabilities reported having been physically
assaulted in the previous 12 months, compared
to 1% of non-disabled working age adults
(Emerson et al., 2018)

In the UK between 2009 and 2011, 5% of
working age adults with disabilities were the
victims of violent crime, compared to 4% of non-
disabled working age adults (Emerson &
Roulstone, 2014)

In the USA between 2011 and 2015, 5% of
working age adults with disabilities were the
victims of violent crime, compared to 2% of non-
disabled working age adults (Harrell, 2017)

working age adults with disabilities. The limited evidence that does exist suggests that exposure to
interpersonal violence is associated with poorer health and more risky health behaviours (Mitra &

Mouradian, 2014).

Discrimination

A substantial body of research suggests
that exposure to overt acts of
discrimination may be detrimental to
physical and mental health (Krieger,
2014). Most of the evidence is from
studies of the association between
exposure to racial discrimination and
health status in the USA. However, there
is some limited evidence that exposure to
discrimination based on non-racial
characteristics (including disability) may
have a stronger association with poor
health than exposure to racial
discrimination (Alvarez-Galvez, 2016; Du
Mont & Forte, 2016). The few

Disability and Discrimination
Working age adults with disabilities are more likely
to experience discrimination than their peers.

In the UK between 2009 and 2011, 26% of
working age adults with disabilities reported
being discriminated against in the previous 12
months compared to 9% of non-disabled
working age adults (Source: Analysis of UK's Life
Opportunities Survey, see Emerson & Roulstone,
2014)

In 2015, 14% of Australians with disability
reported disability-based discrimination in the
previous year (Krnjacki et al., 2018).

population-based studies that have investigated the association between disability-based
discrimination and health have reported that exposure to disability discrimination is associated with
poorer self-reported health (Alvarez-Galvez, 2016; Du Mont & Forte, 2016; Emerson, 2010; Krnjacki
et al., 2018; Sutin, Stephan, Carretta, & Terracciano, 2015), greater psychological distress (Emerson,
2010; Krnjacki et al., 2018; Wamala, Bostrom, & Nyqvist, 2007) and lower life satisfaction (Sutin et
al., 2015).
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Conclusions and Future Directions

Future Research Priorities

In the preceding sections we have briefly summarised what is known about the: (1) extent to which
children and working age adults with disabilities are exposed to well-established social determinants
of poorer health; and (2) associations that such exposures have on health for people with
disabilities. Below, we outline three priorities for future research.

Expand the range of social determinants and settings studied

While increasingly robust evidence is becoming available on the extent to which people with
disabilities are exposed to some well-established social determinants of health, our knowledge on
other social and environmental determinants (e.g., social isolation, aspects of the physical
environment) is much more limited.

The physical environment, the scale, form and function of areas (including the street network,
destinations and open spaces), is an important determinant of health due the extent to which it
facilitates, or restricts, access to opportunities. How areas are designed influences how people
behave, and in-turn, their health. For example, mobility is important for being able to access
education, employment, and leisure opportunities (World Health Organization, 2008), all of which
are social determinants of health. We have long-written about the importance of a supportive
physical environment, for example, through universal design and its principles (Government of
Ireland, 2005). However, more work needs to be done to understand whether and to what extent
people with disability are differentially exposed to physical environment characteristics needed for
health-enhancing opportunities (and whether this differs between and within countries). And while
intuitively it is discernible that people with disability are likely to be differentially vulnerable to
physical environments with limited health-enhancing attributes, we need better evidence that
guantifies the extent to which these environments limit the social determinants of health of people
with disability, and the overall costs to society.

In addition, virtually all the evidence we have cited is derived from cross-sectional population-based
studies undertaken in high-income countries. There is a pressing need to expand research in the
world’s low- and middle-income countries, where the majority of people with disabilities live (World
Health Organization and the World Bank, 2011).

Increase our understanding of vulnerability/resilience

There is abundant evidence from general population-based studies (which are likely to include a
significant proportion of people with disabilities) that exposure to the social determinants described
in the previous sections has significant and potentially long-lasting effects on health (e.g., Kreiger,
2011; Marmot et al., 2008; Shonkoff, 2016; World Health Organization, 2008; World Health
Organization and Calouste Gulbenkian Foundation, 2014; World Health Organization Regional Office
for Europe, 2014). Evidence that specifically relates to health impacts for people with disabilities is
much more limited and all too often is based on cross-sectional studies, which cannot provide
evidence of causality.

There is no good reason to think that people with disabilities would be immune to the effects of
exposure to such adversities. However, given that people with disabilities are less likely to have
access to the kinds of resources that promote resilience in the face of adversity (e.g., wealth, power,
social support, access to timely and effective healthcare), it may be expected that exposure to
adversities would have a greater impact on the health of people with disabilities (cf., Emerson &
Hatton, 2007).
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Increase our understanding of intersectionality

We know relatively little about the extent to which exposure to social determinants (and the impact
of such exposure) varies with other potentially important characteristics of people with disabilities
(e.g., gender, ethnicity, age, sexual orientation, religion, severity of disability, and the type of health
condition or impairment associated with their disability). The limited literature which has addressed
these issues indicates that both gender and type of health condition/impairment can have marked
effects on the probability of exposure to some social determinants, such as particular types of
violence and socio-economic disadvantage (e.g., Hughes et al., 2012; Kavanagh et al., 2015).

Implications for Policy and Practice

Although there is overwhelming research evidence showing that the social determinants of health
are more important for health outcomes than access to health services, this research has not
necessarily translated into effective policy action. This is evident in disability, where health
recommendations and policies typically focus on health services (Stein, Stein, Weiss, & Lang, 2009;
United Nations, 2006) and neglect the broader social determinants of health (Emerson et al., 2011).
The wider population health literature has identified “lifestyle drift” as a significant barrier to
effective policy action on the social determinants of health (Baum, 2011; Popay, Whitehead, &
Hunter, 2010; Raphael, 2008; Whitehead, 2012). This term has been used to describe how policy
initiatives aimed at addressing health inequalities often start with a social determinants (upstream)
focus but then shift over time to centre mainly on (downstream) individual lifestyle factors, as well
as a general trend towards governments investing more in individualistic approaches (Baum, 2011;
Hunter, Popay, Tannabhill, & Whitehead, 2010). This can be seen in the shift towards personalised
funding models for disability (Askheim, 1999; Needham, 2016), such as Australia’s National Disability
Insurance Scheme which emphasises “choice and control” for individuals in the services they use
rather than governments implementing policies aimed to address the broader social determinants
(Carey, Malbon, Reeders, Kavanagh, & Llewellyn, 2017).

Sociological theories such as the residualistic conversion model have recently been applied to
understanding how to manage lifestyle drift (Carey, Malbon, Crammond, Pescud, & Baker, 2017).
This model proposes that if health issues are maintained in the social sphere by framing them as
affecting the whole of society rather than just certain ‘vulnerable groups’ (Frohlich & Potvin, 2008;
MclLaren & Mclintyre, 2014) then ‘upstream’ policy action should happen more easily (Carey,
Malbon, Crammond, et al., 2017). Public pressure can ensure governments accept the political
nature of a social problem, thereby keeping it in the political sphere and making it more likely that
intersectoral attempts will be made to solve it at a government level (Jamrozik, 1998). Policy process
theories such as Kingdon’s Multiple Streams Approach (Kingdon, 1995) and the Advocacy Coalition
Framework (Jenkins-Smith, Nohrstedt, Weible, & Sabatier, 2014) show how groups acting together
as policy entrepreneurs to promote a particular idea or agenda are instrumental in shaping such
policy outcomes. Disability advocacy groups could connect with each other as well as other social
service peak bodies to work together to promote the message frame that social determinants of
health affect the whole of society. Coordinated pressure group campaigns using appropriate political
messaging could enable governments to view social determinants such as housing and social
exclusion as problems which are larger social issues, rather than just specifically affecting people
with disability.

More nuanced approaches which combine universal (whole of society) and targeted policies that
bring together upstream and downstream approaches could also be utilised and these have direct
application for disability and health policy. A framework developed by Carey, Crammond, and De
Leeuw (2015) shows how best to strike a balance between universal approaches supporting fairness
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and equity alongside catering for specific groups with differing levels of risk and need. This keeps
upstream (social determinants) action in place but still allows for needs of particular social groups to
be met where required (Carey & Crammond, 2017). Action on social determinants becomes the
responsibility of federal governments and smaller targeted programs are run at a community/local
level to ensure they are context-specific and do not disturb the implementation of universal
approaches (Carey et al., 2015). An example of this would be local governments developing plans to
create disability inclusive environments such as local transport infrastructure and accessible
buildings.

Key Readings

Emerson, E., Vick, B., Graham, H., Hatton, C., Llewellyn, G., Madden, R., Rechel, B., & Robertson, J.
(2012). Disablement and health. In N Watson, C Thomas & A Roulestone (Eds) The Routledge
Companion to Disability Studies. London: Routledge.

Anne’s chapter in Oxford Textbook of Public Health (in press)

Krahn, G. L., Walker, D. K., & Correa-De-Araujo, R. (2015). Persons with disabilities as an
unrecognized health disparity population. American Journal of Public Health, 105(S2), S198-5206.

References

Aitken, Z., Baker, E., Badland, H., Mason, K., Bentley, R., Beer, A., & Kavanagh, A. M. (in press).
Precariously placed: housing affordability, quality and satisfaction of Australians with
disabilities. Disability and Society.

Aitken, Z., Simpson, J. A., Gurrin, L., Bentley, R., & Kavanagh, A. M. (2018). Do material, psychosocial
and behavioural factors mediate the relationship between disability acquisition and mental
health? A sequential causal mediation analysis. International Journal of Epidemiology, 47,
829-840.

Alvarez-Galvez, J. (2016). Measuring the effect of ethnic and non-ethnic discrimination on
Europeans’ self-rated health. International Journal of Public Health, 61, 367-374.

American Fact Finder. (2018).
https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS 17

1YR B18130&prodType=table.

American Planning Association. (2006). Planning and urban design standards: John Wiley & Sons.

Arculi, J., Emerson, E., & Llewellyn, G. (2018, online). Self-report of school satisfaction: The
interaction between disability and gender. School Psychology Quarterly
http://dx.doi.orqg/10.1037/spq0000275.

Askheim, O. P. (1999). Personal Assistance for Disabled People — The Norwegian Experience.
International Journal of Social Welfare, 8, 111-120.

Australian Institute of Health and Welfare. (2016). Health status and risk factors of Australians with
disability 2007-2008 and 2011-2012. Canberra: AIHW.

Banks, L. M., Kuper, H., & Polack, S. (2017). Poverty and disability in low- and middle-income
countries: A systematic review. PLoS ONE, 12(12), e0189996.
doi:10.1371/journal.pone.0189996

Baum, F. (2011). From Norm to Eric: avoiding lifestyle drift in Australian health policy. Australian and
New Zealand Journal of Public Health, 35, 404—-406.

Beer, A., & Faulkner, D. (2009). The housing careers of people with a disability and carers of people
with a disability. Retrieved from

Berkman, L. F., Kawachi, I., & Glymour, M. M. (Eds.). (2014). Social Epidemiology. 2nd Edition.
Oxford: Oxford University Press.



https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_B18130&prodType=table
https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_B18130&prodType=table
http://dx.doi.org/10.1037/spq0000275

Page 12 of 15

Breiding, M. J., & Armour, B. S. (2015). The association between disability and intimate partner
violence in the United States. Ann Epidemiol, 25(6), 455-457.
doi:10.1016/j.annepidem.2015.03.017

Brucker, D. L., & Houtenville, A. J. (2015). People with disabilities in the United States. Arch Phys Med
Rehabil, 96(5), 771-774. doi:10.1016/j.apmr.2015.02.024

Carey, G., & Crammond, B. (2017). A glossary of policy frameworks: the many forms of
“universalism” and policy “targeting”. Journal of Epidemiology & Community Health, 71, 303.

Carey, G., Crammond, B., & De Leeuw, E. (2015). Towards health equity: a framework for the
application of proportionate universalism. International Journal for Equity in Health, 14, 81.

Carey, G., Malbon, E., Crammond, B., Pescud, M., & Baker, P. (2017). Can the sociology of social
problems help us to understand and manage “lifestyle drift”? Health Promot International,
32,755-761.

Carey, G., Malbon, E., Reeders, D., Kavanagh, A., & Llewellyn, G. (2017). Redressing or entrenching
social and health inequities through policy implementation? Examining personalised budgets
through the Australian National Disability Insurance Scheme. International Journal for Equity
in Health, 16, 192.

Courtney-Long, E., Stevens, A., Caraballo, R., Ramon, I., & Armour, B. S. (2014). Disparities in current
cigarette smoking prevalence by type of disability, 2009-2011. Public Health Rep, 129(3),
252-260. doi:10.1177/003335491412900307

Diderichsen, F., Evans, T., & Whitehead, M. (2001). The social basis of disparities in health. In T.
Evans, M. Whitehead, F. Diderichsen, A. Bhuiya, & M. Wirth (Eds.), Challenging Inequities in
Health: from Ethics to Action. Oxford: Oxford University Press.

Disability Housing Futures Working Group. (2016). Final Report. Brisbane: National Affordable
Housing Consortium.

Du Mont, J., & Forte, T. (2016). Perceived discrimination and self-rated health in Canada: an
exploratory study. BMC Public Health, 16, 742.

Emerson, E. (2010). Self-reported exposure to disablism is associated with poorer self-reported
health and wellbeing among adults with intellectual disabilities in England: cross sectional
survey. Public Health, 124(682-9).

Emerson, E. (2018 online). Smoking among adults with and without disabilities in the UK. Journal of
Public Health https://doi.orq/10.1093/pubmed/fdy062.

Emerson, E., & Hatton, C. (2007). The mental health of children and adolescents with intellectual
disabilities in Britain. British Journal of Psychiatry, 191, 493-499.

Emerson, E., & Hatton, C. (2008). The self-reported well-being of women and men with intellectual
disabilities in England. American Journal on Mental Retardation, 113, 143-155.

Emerson, E., Hatton, C., Baines, S., & Robertson, J. (2016). The physical health of British adults with
intellectual disability: cross sectional study. International Journal for Equity in Health, 15:11
DOI 10.1186/512939-016-0296-x.

Emerson, E., Krnjacki, K., Llewellyn, G., Vaughan, C., & Kavanagh, A. (2016). Perceptions of safety and
exposure to violence in public places among working age adults with disabilities or long-term
health conditions in the UK: Cross sectional study. Public Health, 135, 91-96.
doi:http://dx.doi.org/10.1016/j.puhe.2015.10.036

Emerson, E., Llewellyn, G., Stancliffe, R., Badland, H., Kavanagh, A., Disney, G., & Zhou, Q. (2018). A
Fair Go? Measuring Australia’s progress in reducing the disadvantage for adults with
disabilities 2001-2016. Melbourne: Centre for Research Excekllence in Disability and Health,
University of Melbourne.

Emerson, E., Madden, R., Graham, H., Llewellyn, G., Hatton, C., & Robertson, J. (2011). The health of
disabled people and the social determinants of health. Public Health, 125, 145-147.

Emerson, E., & Roulstone, A. (2014). Developing an evidence base for violent and disablist hate
crime in the Britain: Findings from the Life Opportunities Survey. Journal of Interpersonal
Violence, 29, 3086-3104



https://doi.org/10.1093/pubmed/fdy062
http://dx.doi.org/10.1016/j.puhe.2015.10.036

Page 13 of 15

Emerson, E., & Spencer, N. (2015). Health inequity and children with intellectual disabilities.
International Review of Research in Developmental Disabilities, 48, 11-42.

Emerson, E., Vick, B., Graham, H., Hatton, C., Llewellyn, G., Madden, R, . . . Robertson, J. (2012).
Disablement and health In N. Watson, C. Thomas, & A. Roulstone (Eds.), Routledge
Companion to Disability Studies. London: Routledge.

Frohlich, K. L., & Potvin, L. (2008). Frohlich and Potvin Respond. American Journal of Public Health,
98, 1352-1352.

Government of Ireland. (2005). Disability Act 2005. In: Stationery Office Dublin.

Harrell, E. (2017). Crime against People with Disabilities, 2009-2015 Statistical Tables. Retrieved from
Washington:

Heslop, P., & Emerson, E. (2018). Poverty and social exclusion and disabled people: a worsening
picture. In E. Dermott & G. Main (Eds.), Poverty and Social Exclusion in the UK: Volume 1.
Bristol: Policy Prress.

Hogan, A., Kyaw-Myint, S., Harris, D., & Denronden, H. (2012). Workforce participation barriers for
people with disability. International Journal of Disability Management, 7, 1-9.

Hughes, K., Bellis, M. A., Jones, L., Wood, S., Bates, G., Eckley, L., . . . Officer, A. (2012). Prevalence
and risk of violence against adults with disabilities: a systematic review and meta-analysis of
observational studies. Lancet, 379(9826), 1621-1629.

Hunter, D. J., Popay, J., Tannahill, C., & Whitehead, M. (2010). Getting to grips with health
inequalities at last? . BMJ Open, 340, c684.

Jamrozik, A. (1998). The Sociology of Social Problems: Theoretical Perspectives and Methods of
Intervention. Cambridge: Cambridge University Press.

Jenkins-Smith, H. C., Nohrstedt, D., Weible, C. M., & Sabatier, P. A. (2014). The Advocacy Coalition
Framework: Foundations, evolution, and ongoing research. In C. M. Weible & P. A. Sabatier
(Eds.), Theories of the Policy Process. 3rd ed. New York: Westview Press.

Jones, L., Bellis, M. A., Wood, S., Hughes, K., McCoy, E., Eckley, L., . .. Officer, A. (2012). Prevalence
and risk of violence against children with disabilities: a systematic review and meta-analysis
of observational studies. Lancet, 380(9845), 899-907.

Kariuki, M., Honey, A., Emerson, E., & Llewellyn, G. (2011). Mental health trajectories of young
people after disability onset. Disability and Health Journal, 4, 91-101.

Kavanagh, A. M., Krnjacki, L., Aitken, Z., LaMontagne, A. D., Beer, A., Baker, E., & Bentley, R. (2015).
Intersections between disability, type of impairment, gender and socio-economic
disadvantage in a nationally representative sample of 33,101 working-aged Australians.
Disability & Health Journal, 8(2), 191-199. doi:https://dx.doi.org/10.1016/j.dhjo.2014.08.008

Kavanagh, A. M., Priest, N., Emerson, E., Aitken, Z., Milner, A., & King, T. (2018). Gender, parental
education, and experiences of bullying victimization by Australian adolescents with and
without a disability. Child Care Health and Development, 44, 332-341.
doi:https://dx.doi.org/10.1186/s12889-016-3700-y

King, T., Aitken, Z., Milner, A., Emerson, E., Priest, N., Karahalios, E., . . . Blakely, A. (2018, online). To
what extent is the association between disability and mental health in adolescents mediated
by bullying? A causal mediation analysis. International Journal of Epidemiology doi:
10.1093/ije/dyy154.

Kingdon, J. W. (1995). Agendas, alternatives, and public policies. 2nd ed. New York: Longman.

Krahn, G. L., Walker, D. K., & Correa-De-Araujo, R. (2015). Persons with disabilities as an
unrecognized health disparity population. American Journal of Public Health, 105(S2), S198-
S206.

Kreiger, N. (2011). Epidemiology and the People's Health: Theory and Context. Oxford: Oxford
University Press.

Krieger, N. (2014). Discrimination and Health Inequities International Journal of Health Services, 44,
643-710.



https://dx.doi.org/10.1016/j.dhjo.2014.08.008
https://dx.doi.org/10.1186/s12889-016-3700-y

Page 14 of 15

Krnjacki, L., Emerson, E., Llewellyn, G., & Kavanagh, A. (2016). Prevalence and risk of violence against
people with and without disabilities: Findings from an Australian population-based study.
Australian & New Zealand Journal of Public Health, 40, 16-21. doi:10.1111/1753-6405.12498

Krnjacki, L., Priest, N., Aitken, Z., Emerson, E., King, T., Llewellyn, G., & Kavanagh, A. (2018).
Disability-based discrimination and health: findings from an Australian based population
study. Australian & New Zealand Journal of Public Health, 42, 172-174. doi:doi:
10.1111/1753-6405.12735

Kyle, T., & Dunn, J. R. (2008). Effects of housing circumstances on health, quality of life and
healthcare use for people with severe mental illness: a review. Health and Social Care in the
Community, 16, 1-15.

Marmot, M., Friel, S., Bell, R., Houweling, T. A. J., Taylor, S., & on behalf of the Commission on Social
Determinants of Health. (2008). Closing the gap in a generation: health equity through
action on the social determinants of health. The Lancet, 372, 1661-1669.

Marmot, M., & Wilkinson, R. G. (Eds.). (2006). Social Determinants of Health (2nd ed.). Oxford:
Oxford University Press.

Mclaren, L., & Mclintyre, L. (2014). Conceptualizing child care as a population health intervention:
can a strong case be made for a universal approach in Canada, a liberal welfare regime?
Critical Public Health, 24, 418-428.

Milner, A., King, T. L., LaMontagne, A. D., Aitken, Z., Petrie, D., & Kavanagh, A. M. (2017).
Underemployment and its impacts on mental health among those with disabilities: Evidence
from the HILDA cohort. J Epidemiol Community Health, 71(12), 1198-1202. doi:10.1136/jech-
2017-209800

Milner, A., Krnjacki, L., Butterworth, P., Kavanagh, A., & LaMontagne, A. D. (2015). Does disability
status modify the association between psychosocial job quality and mental health? A
longitudinal fixed-effects analysis. Social Science and Medicine, 144, 104-111. doi:
http://dx.doi.org/10.1016/j.socscimed.2015.09.024

Milner, A., LaMontagne, A. D., Aitken, Z., Bentley, R., & Kavanagh, A. M. (2014). Employment status
and mental health among persons with and without a disability: evidence from an Australian
cohort study. Journal of Epidemiology and Community Health, 68, 1064-1071.

Mitra, M., & Mouradian, V. E. (2014). Intimate partner violence in the relationships of men with
disabilities in the United States: Relative prevalence and health correlates. Journal of
Interpersonal Violence, 29(17), 3150-3166. doi:10.1177/0886260514564526

Needham, C. (2016). The Boundaries of Budgets: Why should individuals make spending choices
about their health and social care? http://press-
files.anu.edu.au/downloads/press/n1949/pdf/ch15.pdf. In J. Butcher & D. Gilchrist (Eds.),
The Three Sector Solution. Canberra: ANU Press.

Papworth Trust. (2011). Disability in the United Kingdom 2011: Facts and Figures. Cambridge:
Papworth Trust.

Pinquart, M. (2017). Systematic review: Bullying involvement of children with and without chronic
physical illness and/or physical/sensory disability: A meta-analytic comparison with
healthy/nondisabled peers. Journal of Pediatric Psychology, 42(3), 245-259.
doi:10.1093/jpepsy/jsw081

Ploubidis, G. B., Benova, L., Grundy, E., Laydon, D., & De Stavola, B. (2014). Lifelong Socio Economic
Position and biomarkers of later life health: Testing the contribution of competing
hypotheses. Social Science & Medicine, 119, 258-265.

Popay, J., Whitehead, M., & Hunter, D. J. (2010). Injustice is killing people on a large scale -- but what
is to be done about it? Journal of Public Health, 32, 148-149.

Public Health England. (2014). Local action on health inequalities: Building children and young
people’s resilience in schools. London: Public Health England.

Public Health England. (2015). The Determinants of Health Inequalities Experienced by Children with
Learning Disabilities. London: Public Health England.



http://dx.doi.org/10.1016/j.socscimed.2015.09.024
http://press-files.anu.edu.au/downloads/press/n1949/pdf/ch15.pdf
http://press-files.anu.edu.au/downloads/press/n1949/pdf/ch15.pdf

Page 15 of 15

Raphael, D. (2008). Grasping at straws: a recent history of health promotion in Canada. Critical Public
Health, 18, 483-495.

Sentenac, M., Gavin, A., Gabhainn, S. N., Molcho, M., Due, P., Ravens-Sieberer, U., ... Godeau, E.
(2013). Peer victimization and subjective health among students reporting disability or
chronicillness in 11 Western countries. European Journal of Public Health, 23, 421-426.

Shahtahmasebi, S., Emerson, E., Berridge, D., & Lancaster, G. (2011). Child disability and the
dynamics of family poverty, hardship and financial strain: Evidence from the UK. Journal of
Social Policy, 40, 653-673.

Shonkoff, J. P. (2016). Capitalizing on Advances in Science to Reduce the Health Consequences of
Early Childhood Adversity. JAMA Pediatrics, 170, 1003-1007.

Spencer, N., Blackburn, C., & Read, J. (2015). Disabling Chronic Conditions in Childhood and socio-
economic disadvantage: a systematic review and meta-analyses of observational studies.
BMJ Open, 5, e007062. doi:007010.001136/bmjopen-002014-007062.

Stein, M. A, Stein, P. J., Weiss, D., & Lang, R. (2009). Health care and the UN Disability Rights
Convention. The Lancet, 374, 1796—1798.

Sutin, A. R., Stephan, Y., Carretta, H., & Terracciano, A. (2015). Perceived discrimination and physical,
cognitive, and emotional health in older adulthood. American Journal of Geriatric Psychiatry,
23,171-179.

The Children's Society. (2011). 4 in every 10 Disabled children living in poverty. London: The
Children's Society.

United Nations. (2006). Convention on the Rights of Persons with Disabilities Retrieved from New
York:

Wamala, S., Bostrom, G., & Nyqvist, K. (2007). Perceived discrimination and psychological distress in
Sweden. British Journal of Psychiatry, 190, 75-76.

Wang, Q. (2005). Disability and American Families: 2000. Washington: US Census Bureau.

Welch, T., & Cleak, H. (2018). Is Housing a Predictor of Autonomy and Quality of Life of People with
Severe Mental lliness? Implications for Social Work. Australian Social Work, 71, 491-506.

White, B. J., Peaslee, J., & LaQuatra, J. L. (1994). Comparing Housing Affordability and Quality among
Disability Households: The United States and Its Regions. Journal of Family and Economic
Issues, 15, 367-380.

Whitehead, M. (2012). Waving or drowning? A view of health equity from Europe. Australian & New
Zealand Journal of Public Health, 36, 523-523.

Wiesel, I., Laragy, C., Gendera, S., Fisher, K. R., Jenkinson, S., Hill, T., . . . Bridge, C. (2015). Moving to
my home: housing aspirations, transitions and outcomes of people with disability: AHURI
Final Report No. 246. Melbourne: Australian Housing and Urban Research Institute Limited.

World Health Organization. (2008). Closing the gap in a generation: Health equity through action on
the social determinants of health. Final report of the Commission on the Social Determinants
of Health. Geneva: World Health Organization.

World Health Organization. (2011). Rio Political Declaration on Social Determinants of Health
(http://www.who.int/sdhconference/declaration/en/). Geneva: World Health Organization.

World Health Organization and Calouste Gulbenkian Foundation. (2014). Social determinants of
mental health. Retrieved from Geneva:

World Health Organization and the World Bank. (2011). World Report on Disability. Geneva: World
Health Organization.

World Health Organization Regional Office for Europe. (2014). Report on social determinants and the
health divide in the WHO European Region: Final Report (updated). Copenhagen: World
Health Organization Regional Office for Europe.



http://www.who.int/sdhconference/declaration/en/

