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Abstract

Background Young people with disabilities have poorer
mental health than their non-disabled peers. However,
people with disabilities are more likely than others to
experience financial hardship and low social support, both
of which have been linked with poor mental health out-
comes. This article explores the extent to which the rela-
tively poor mental health of young people with disabilities
is related to the social conditions in which they live.
Methods Secondary analysis was performed on Wave 6
(2006) of the survey of Household Income and Labour
Dynamics in Australia (HILDA). This nationally repre-
sentative sample included 3,392 young Australians, aged
15-29, of whom 475 reported having a long-term health
condition, impairment or disability.

Results Young people with disabilities reported poorer
mental health than their non-disabled peers. However, this
relationship was moderated by both social adversity and
social support, with minimal differences in mental health
observed between the groups under conditions of high
social support and low financial hardship.

Discussion The results suggest that disability represents a
potential adversity that may be exacerbated or ameliorated
by the effects of wealth/financial hardship and social
support.

Conclusion It may be possible to improve the mental
health of disabled people by addressing their social
exclusion.
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Background

The number of young Australians who live with a long-
term disabling condition is growing rapidly as a result of a
number of factors including increased survival rates for
young children with a disability and the increasing inci-
dence of chronic conditions such as diabetes and asthma in
adolescence [50, 56]. It is widely accepted that young
people with disabling conditions do not have the same
health and social outcomes as non-disabled young people
[60]. In particular, the mental health of young people with
disabling conditions has been found to be worse than that
of other young people [23, 45, 68], a particular concern
given the high prevalence and serious impact of mental
health problems in this age group. In Australia, for exam-
ple, it is estimated that 14% of children and adolescents
and 27% of young adults (18-24) have mental health
problems, while mental disorders account for 61% of the
non-fatal burden of disease for young Australians [2, 9,
55].

It is increasingly being recognised that the social cor-
relates of disability may play an important part in the
relationship between disability and mental health [e.g. 22].
Many studies have shown that people with disabilities are
more likely than others to experience financial hardship
and inadequate social support [e.g. 28, 36, 68]. For
example, in our previous analyses of a national sample of
young Australians, those with a chronic health condition,
impairment or disability reported receiving less social
support, having less social contact with their friends and
relatives, being less satisfied with their spare time activities
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and friendships and feeling less like a part of their local
community. They were also more likely to report income
poverty, financial strain and hardship [23]. The increased
hardship and reduced social support reported by young
people with disabilities is particularly problematic given
that mental health has been linked with both social support
[e.g. 26, 38, 66] and socio-economic status [e.g. 24, 25,
217, 55].

Missing from the literature is an in-depth analysis of
how living conditions might influence the established
association between disability and mental health amongst
adolescents and young adults.

This study explores the relationship between mental
health, disability status, social support and financial hard-
ship for young Australians.

Method
Data

We undertook secondary analysis of Wave 6 (2006) of the
survey of Household Income and Labour Dynamics in
Australia (HILDA). HILDA is a non-refreshed panel sur-
vey originating from a national probability sample of
approximately 7,500 Australian households in 2001. It is
funded by the Australian Government and designed and
managed by a group comprising the Melbourne Institute of
Applied Economic and Social Research; the Australian
Council for Educational Research; and the Australian
Institute of Family Studies. HILDA collects information
about the employment, economic and subjective wellbeing,
health and family dynamics of Australians through inter-
views with household members of 15 years and older. Full
details of HILDA are available in a series of technical
reports and annual reports [33, 35, 64].

Measures

Mental health is measured in HILDA using the Mental
Health Scale of the SF-36 [63], a self-administered survey
designed for people 14 years and older [62]. The Mental
Health Scale measures symptoms of depression, anxiety
and positive mental health. Participants are asked five
questions about how they have been feeling in the past
4 weeks, to which they respond on a 6-point scale from
“all of the time” to “none of the time”. This is a widely
used, valid and reliable scale that has been shown to be
useful in identifying common mental disorders in com-
munity and clinical samples [e.g. 14, 53]. We analysed
mental health in two ways, using normalised scale scores
and a binary indicator of poor mental health. For the latter,
a score of below 50 was used to indicate poor mental
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health, a well-accepted cutoff representing the lowest 9.6%
of the Australian population (15 years and over) and the
approximate mean score for Australians with depression
[1, 19].

To ascertain the presence of disability, participants in
HILDA are asked whether they had “any long-term health
condition, impairment or disability that restricts you in
your everyday activities and has lasted, or is likely to last,
for 6 months or more.” Seventeen examples are provided
including: speech, hearing or uncorrected sight problems,
learning difficulties, conditions that restrict physical
activity and difficulty breathing. Participants then specify
which disability or disabilities they have. For this study, we
were interested in investigating the mental health of people
with physical, sensory or intellectual conditions. Therefore,
we excluded from our disability group participants whose
only disability was psychiatric as defined by two items:
“mental illness which requires supervision” or “nervous or
emotional condition which requires treatment”. This meant
that people with a psychiatric disability were allocated to
the “disability” group only if they also reported a physical,
sensory or intellectual impairment, and to the “no dis-
ability” group if they did not.

HILDA measures social support using 10 items (see
Table 1). Participants were allocated to the high or low
social support group based on a median split on a com-
posite measure based on the sum of these items. Given that
there is no established cutoff point for this scale, median
split was used to avoid the influence of extreme values and
because it results in groups of equal sizes in a non-normal
distribution.

We defined financial hardship as high if participants
reported any one or more of 7 experiences indicating sig-
nificant financial hardship (see Table 1). Participants
answering ‘no’ to all 7 items were allocated to the low
financial hardship group.

All analyses were undertaken on data weighted to
correct for cross-sectional unit non-response. Weights are
included in the HILDA dataset (see http://www.
melbourneinstitute.com/hilda/ for details). To explore the
interactions between disability, financial hardship, social
support and mental health, we completed analyses for
males and females separately as research suggests that
different patterns may emerge [37, 38].

Results

The wave 6 sample consisted of 3,392 young people (aged
15-29), of whom 475 reported having a physical, sensory
or intellectual disability. The weighted prevalence of dis-
ability is 13%, which is within the range reported by other
population-based surveys [11].


http://www.melbourneinstitute.com/hilda/
http://www.melbourneinstitute.com/hilda/

Soc Psychiat Epidemiol (2011) 46:1-10

Table 1 Social support and financial hardship questions

Social support

How much do you agree or disagree with each statement? (7-point
scale from ‘strongly agree’ to ‘strongly disagree’)

a. People don’t come to visit me as often as I would like®
b. I often need help from other people but can’t get it*

c. I seem to have a lot of friends®

d. I don’t have anyone that I can confide in®

e. I have no one to lean on in times of trouble®

f. There is someone who can always cheer me up when I'm down?®
g. I often feel very lonely®

h. T enjoy the time T spend with the people who are important to me”

i. When something’s on my mind, just talking with the people I
know can make me feel better”

j. When I need someone to help me out, I can usually find someone®

Financial hardship

Since January 2006 did any of the following happen to you because of
a shortage of money? (yes/no)

a. Could not pay electricity, gas or telephone bills on time
b. Could not pay the mortgage or rent on time

c. Pawned or sold something

d. Went without meals

e. Was unable to heat home

f. Asked for financial help from friends or family

g. Asked for help from welfare/community organisations

4 Original source: Henderson et al. [34]
o Original source: Marshall and Barnett [43]

Overall and for both males and females, young people
with a disability had significantly lower mental health
scores than their non-disabled peers and were much more
likely to score below 50 on the Mental Health Scale of the
SF-36, indicating poor mental health (see Table 2).

We used linear regression to investigate the association
between disability status, financial hardship, social support
and normalised SF-36 score and logistic regression to
investigate the association between disability status,
financial hardship, social support and ‘caseness’ on the SF-
36. These analyses involved two stages. In the first stage,
we tested for main effects. In the second stage of the
analysis, we entered all second- and third-order interaction
terms.

In the first stage of the analyses, all main effects were
highly statistically significant for all analyses. For men,
inclusion of the interaction terms marginally increased the
fit of the models (R* change +0.024 P < 0.001 for nor-
malised SF-36 score, Nagelkerke pseudo R® change
+0.018 P = 0.023 for ‘caseness’ on the SF-36). For nor-
malised SF-36 score, all interaction terms were significant
(P < 0.01). For mental health ‘caseness’, the three-way
interaction term and disability by hardship were significant

(P < 0.05), with disability by social support (P = 0.079)
and social support by hardship (P = 0.051) approaching
significance. For women, inclusion of the interaction terms
significantly increased the fit of the model for normalised
SF-36 score (R2 change +0.009, P = 0.002), but not for
mental health ‘caseness’ (Nagelkerke pseudo R* change
+0.009 P = 0.14). All interaction terms were significant in
the final model (P < 0.01) for normalised SF-36 score. For
mental health caseness, disability by hardship was signifi-
cant (P < 0.05), with disability by support (P = 0.072),
support by hardship (P = 0.074) and the three-way inter-
action term (P = 0.063) approaching significance.

We used visual plots of cell percentages to explore these
interaction effects.

Inspection of cell means for normalised scores (Figs. 1,
2) and cell percentages for low mental health (Figs. 3, 4)
indicated the following:

1. Under favourable social conditions (low financial
hardship and high social support) there is minimal
difference between mental health scores or risk of poor
mental health for young people with a disability when
compared to non-disabled young people. For women,
the residual differences were not statistically signifi-
cant (mean normalised SF-36 score 0.30 vs. 0.31,
1(684) = 0.18, P = 0.86; ‘caseness’ 4.8 vs. 3.4%,
OR = 1.46, 95% CI 0.42-5.04, P = 0.47). For men,
the residual differences were not statistically signifi-
cant for normalised SF-36 score (mean 0.36 vs. 0.55,
t(77) = 1.85, P = 0.069), but remained significant for
mental health ‘caseness’ (5.9 vs. 0.6%, OR = 10.33,
95% CI 2.26-47.22, P = 0.005). To highlight any
differences between adolescents (15-19 years old) and
young adults (20-29 years old) we explored residual
differences by age. Residual differences were not
statistically significant for adolescents (mean norma-
lised SF-36 score 0.36 vs. 0.44, 1(480) = 0.78,
P = 0.44; ‘caseness’ 4.0 vs. 3.2%, OR = 1.24, 95%
CI 0.27-5.64, P = 0.68). For young adults, residual
differences were not statistically significant for mean
normalised SF-36 score (0.31 vs. 0.41, #(91) = 0.96,
P =0.34), but were for mental health ‘caseness’
(5.0 vs. 1.4%, OR =3.58, 95% CI 1.10-11.69,
P = 0.048).

2. People with lower social support have poorer mental
health and greater risk of mental health problems for
all groups. This effect is stronger for people with
disabilities than for their non-disabled counterparts.

3. Financial hardship is generally associated with lower
mental health scores and higher risk of poor mental
health; however, there are some unexpected findings.
Under conditions of low social support, financial
hardship has a particularly strong association with
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Table 2 Descriptive statistics

and mental health Sample characteristics

Disabled Non-disabled Statistics

Gender
Male
Female

Age
15-19
20-29

Background

Born in Australia

Indigenous
Neighbourhood

SEIFA disadvantage lowest
decile

Mental health
Full sample
Mean normalised SF36 score
% Below cutoff

Men
Mean normalised SF36 score

N = 3,392 for gender, age, % Below cutoff
background, neighbourhood
(disabled: n = 475;

non-disabled: n = 2,917)

N = 2,927 for mental health
(disabled: n = 417,
non-disabled: n = 2,510)

Women
Mean normalised SF36 score
% Below cutoff

49% 51% OR = 1.00 (95% CI 0.81-1.23), P > 0.1
49% 51%
33% 34% OR = 0.94 (95% CI 0.75-1.16), P > 0.1
67% 66%
88% 82% OR = 1.66 (95% CI 1.22-2.26),
P = 0.001
5% 4% OR = 1.53, P = 0.095
20% 18% OR = 1.09 (95% CI 0.84-1.41), P > 0.1
—-046  0.05 t = —7.69 (444), P < 0.001
24% 9% Chi-square = 65.5 (1), P < 0.001
OR = 3.01 (95% CI 2.28-3.97)
—-044  0.15 t = —6.02 (215), P < 0.001
25% 7% Chi-square = 63.6 (1), P < 0.001
OR = 4.70 (95% CI 3.10-7.07)
—-048 —0.04 t = —4.90 (228), P < 0.001
22% 12% Chi-square = 15.8 (1), P < 0.001

OR = 2.15 (95% CI 1.46-3.16)

-0.50 B O
-1.00
-1.50 -

-2.00

Normalised SF - 36 mental health (z) Score

Low

Hardship

Fig. 1 Mental health scale scores: males (n = 1296). (s={il}==)
Disability: low social support, (=fl==) disability: high social

support, (==x>==) no disability: low social support, (s==Cw==) no
disability: high social support

mental health for men with disabilities for whom the
risk of poor mental health is around 18% under low
hardship and 70% under high hardship conditions. This
is apparently not the case for women with disabilities.
Normalised mental health scores are similar for high
and low hardship groups and the risk of poor mental
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Fig. 2 Mental health scale scores: females (n = 1497). (s={Jil}==)
Disability: low social support, (=fl==) disability: high social

support, (==x>==) no disability: low social support, (==Cw==) no
disability: high social support

health is actually lower for those in the high hardship
group.
To try to tease out the unexpected finding for women,

we investigated the relationship between social support,
financial hardship and mental health for disabled and
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Fig. 3 Risk of poor mental health: males (n = 1296). («={il}==)
Disability: low social support, (=fll==) disability: high social

support, (==<>==) no disability: low social support, (====) no
disability: high social support

60%

o
n
:Y: 50% ...,..
= .......,...
g 0%
= e
E 30% “_‘....‘
© PRt
o o
:E 20% 1%
3
) 10% :—.<>
0%
Low High
Hardship

Fig. 4 Risk of poor mental health: females (n = 1497). («={Jil}==)
Disability: low social support, (=fll==) disability: high social

support, (==<>==) no disability: low social support, (==Cw==) no
disability: high social support

non-disabled women in three age groups (15-19, 20-24
and 25-29). No clear trends were observed by age.

Discussion
Principal findings

The findings are consistent with previous studies that have
reported that young people with disabilities have poorer
mental health than other young people. The results add to
the existing literature in suggesting that between-group
differences may be highly contingent on the social and
material conditions under which people are living. Under
conditions of higher social support and lower financial
hardship there are no statistically significant differences
between young women with and without disabilities or
between men with and without disabilities on normalised

mental health scores. There were, however, differences
between young men with and without disabilities on
“caseness” as indicated by a low mental health score.

Strengths and limitations

The main strengths of the study were the use of: (1) a large
nationally representative cohort of Australian young people
with a good response rate and (2) a well-validated measure
of mental health. The main limitations were: (1) the
self-report format for identifying disability, (2) the heter-
ogeneity of disability within the broad group, (3) the cross-
sectional nature of the study, and (4) the exclusion of some
young people from the sample.

People with disabilities are identified in the HILDA
survey using a single-item global disability question (with
examples). The self-report format is in common with much
previous research in this area. However, the identification
of disabled people within generic household surveys is
not straightforward and there is no universally accepted
method for doing so. Prevalence estimates for disability
vary somewhat with the definitions and data collection
methods used [8, 11, 46]. HILDA uses the measure of
disability identified as most appropriate by the Australian
Bureau of Statistics based on the concept of disability as it
is defined by the International Classification of Function-
ing, Disability and Health (ICF) [3].

Disability is a complex concept arising from a model
that incorporates health condition, impairment, limitations,
restrictions, and personal and environmental factors, which
is difficult to capture in a single measure [46]. In this study
and elsewhere it represents a very wide grouping which
includes a range of conditions which vary widely in their
impact and implications. Nevertheless, it is a grouping
widely used for development of social policy and human
rights and other legislation and thus remains a worthy
group for analysis. The results of this study are consistent
with the few studies to report on similar issues within
specific impairment based groups [e.g. 22]. However, the
heterogeneity of the disabled group means that overall
results may not necessarily hold for all particular sub-
groups whether defined by health condition, impairment,
ethnicity or other specific variables.

The cross-sectional nature of the study limits the con-
clusions that can be drawn. The associations described
here are likely to reflect the influence of social support and
financial hardship on mental health, based on a consider-
able literature, including longitudinal studies that identify
these factors as determinants of mental health [42, 51, 58,
67]. However, the results may also reflect the influence of
mental health on social adversity, as poorer mental health
can lead to reduced social networks and financial difficulty.
Unmeasured third variables (e.g. family factors) may also
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have an impact on both social adversity and mental health
problems. It is not possible within a cross-sectional study
to differentiate the respective contributions of these
mechanisms.

The HILDA survey is conducted on a nationally repre-
sentative sample of households obtained through multi-
stage sampling (census collection districts, dwellings,
households). While about 92% of Australians live in pri-
vate dwellings [6], findings cannot be generalised to spe-
cific populations that are not sampled, including homeless
people or those living in institutions. People living in
remote and sparsely populated areas were also excluded
from the sample and this reduced the reference population
by about 80,000 altogether [65] or around 0.5%. While
indigenous people are more likely than other Australians to
live in remote areas [7], they are well represented generally
as the overall proportion of indigenous young Australians
(15-29) participating in HILDA is a little higher than
national estimates [5] (4.1 and 3.2% respectively). Even
within households, some groups of people with disabilities
were excluded from this analysis. The SF-36 is part of the
self-completion section of HILDA, which involves a
written questionnaire. HILDA interviewers are instructed
not to issue this questionnaire to people who are unable to
complete it themselves. This would therefore exclude
people who cannot read or write. Further, the SF-36 has not
been adequately tested to ensure its validity or reliability
with people with intellectual disabilities, who make up
7.9% of the disabled sample.

Meaning of principal findings

These findings support other studies that have demon-
strated that financial hardship and social support are pri-
mary mechanisms which link socially disadvantaged
groups, such as single mothers, to poorer mental health
[19] and that the impact of health conditions and disabili-
ties can be exacerbated or ameliorated by socio-economic,
demographic and family factors [21, 23, 31, 68].

The findings are also consistent with frameworks arising
from the study of resilience [41, 58], which suggest that
coping may be disrupted by combinations of stressors, with
the presence of one stressor making people more vulnera-
ble to the effects of other stressors. Smith et al. [58], in a
longitudinal study of over 12,000 people found that wealth
measured prior to the onset of a disability protected par-
ticipants’ well-being from some of the negative effects of a
new disability, though even less wealthy participants had
recovered some of their well-being by 2 years. They pos-
tulated that financial resources helped participants deal
with the practical demands of an illness or disability and
could also act as a psychological buffer against the decline
in well-being. Wight et al. [66] found from a representative
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sample of 18,417 adolescents that, while high perceived
social support was protective against poor mental health,
this effect was reduced in areas of socio-economic disad-
vantage when compared to wealthier areas. The reserve
capacity model proposed by Gallo and Matthews [27]
conceptualises the existence of a resource bank consisting
of tangible, personal and social resources that people use
when coping with negative life events or circumstances.
They propose that people who live in worse socio-eco-
nomic situations have lower ‘reserve capacity’ in this
resource bank because they are exposed to more situations
in which they must use their resources and because their
circumstances prevent them from developing and replen-
ishing these resources. These circumstances include lack
of material resources to cope with any negative events,
neighbourhoods characterised by deficient community
resources and high rates of crime and violence, and high
risk of several other factors such as marital breakdown and
substance abuse that reduce social support.

Having a disability had a greater association with risk of
poor mental health for men than for women (OR = 4.25
vs. 1.75). This is consistent with research amongst children
and adolescents that has suggested that the emotional
impact of having a disabling condition is greater for males
than females [49]. This may be linked to the traditional
construction of masculinity through bodily performance,
independence and physical dominance, all of which can be
threatened by disability [18].

The finding that for women with disabilities and low
social support, the addition of another adversity—financial
hardship—is actually associated with lower risk of mental
ill-health is difficult to explain, especially given the strong
opposite relationship between financial hardship and
mental ill-health for men in a similar situation. This finding
should be treated with caution as the numbers are quite
small for the low social support groups (N = 40). Further
research is needed to ascertain whether it is replicated
rather than anomalous and, if so, the meanings and
mechanisms behind it.

Previous research on the mental health of young people
with disabling conditions has primarily explored the extent
to which young people with particular conditions experi-
ence worse mental health than the general population.
Many studies examining the relationship between disability
and mental health for young people have focused on
specific conditions. In these studies, the measurement of
mental health and outcomes has varied. For example, while
one study found that young people with sickle cell disease
had higher levels of depression and lower self-esteem [57],
others reported no difference in body image, self-esteem or
mental health (on the SF-36) when compared to a control
group [15, 44]. For other conditions findings are less con-
troversial. For example, it is well established that children
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and adolescents with intellectual disabilities are consider-
ably more vulnerable to mental health problems than other
young people and that elevated levels of psychopathology
persist into young adulthood [20, 32, 39]. Research com-
paring psychological outcomes across conditions [e.g. 59,
61] typically results in differential outcomes for each
condition. However, when young people with a wide
variety of long-term conditions are considered as a popu-
lation group the evidence overall points to higher risk for
negative mental health outcomes such as low emotional
wellbeing, poor body image and suicide [23, 45, 48, 68].
Exploration of factors influencing this relationship has
usually been limited to condition-related factors (such as
severity), individual characteristics (such as intelligence)
and family factors (such as cohesiveness) [17]. The current
research demonstrates the importance of wider social and
economic factors influencing the impact of disability on
mental health.

Implications

Because this analysis is based on cross-sectional data it
cannot be concluded that the relatively poor mental health
of young people with disabilities can be attributed to social
and material disadvantage. However, in the context of a
considerable literature that demonstrates a temporal
sequence in a variety of different populations it suggests
that social support and financial hardship may play a part in
determining the consequences of disability for mental
health [42, 51, 58, 67]. This highlights the importance of
social and fiscal policies that reduce the odds that young
people with disabilities will be exposed to social exclusion.

First, there exists abundant evidence that exposure to
poverty during childhood can have a detrimental effect on
health, well-being and the incidence of disability during
childhood and across the lifecourse [e.g. 40, 52, 69]. As
such, social policies aimed at reducing income inequality
could be expected to have an impact on both reducing the
incidence and prevalence of disability and reducing the
association between poverty and disability.

Second, the association between poverty and disability is
exacerbated by the exclusion of people with disabilities
from the labour market [28, 29]. Compared to other work-
ing-age Australians, people with disabilities have a lower
labour force participation rate (53 compared to 81%) and a
higher unemployment rate (8.6 compared to 5.0%) [4].
Unemployment contributes to financial hardship, social
network contraction and psychological distress [16, 47]
with evidence that the psychological impact of workforce
exclusion due to sickness or disability is greater for younger
people than older adults [25]. It is therefore important to
ensure that policies facilitate employment for young people
with disabilities and also for their carers, whose loss of

earnings also contribute to poverty [29]. As precarious
employment, such as casual work, is associated with poor
mental health outcomes policy needs to be particularly
directed to ensuring stable and flexible employment [69].
Although the Australian Disability Discrimination Act
1992 makes it unlawful for employers to discriminate on the
grounds of disability and requires them to make “workplace
accommodations” for workers with disabilities who
can perform the essential activities of the job, there is evi-
dence that improvements in this area since the introduction
of the act have been slow [30]. For example, the gap in
participation and unemployment rates between people with
and without disabilities did not narrow in the 10 years to
2003 [10], or, for young people, between 2001 and 2006
[23].

Third, social protection needs to be made available for
those who are unable to work or unable to provide for
themselves sufficiently through work. Countries with the
most comprehensive and generous social protection sys-
tems, like the Nordic countries, have the lowest overall
rates of poverty and the lowest rates of relative poverty for
‘at risk” groups such as single parents and the elderly [69].
The Commission on Social Determinants of Health has
recommended that governments increase the generosity of
their social protection systems towards a level that is suf-
ficient for people with disabilities and other vulnerable
groups to live “flourishing” lives and participate in their
communities. Yet research suggests that, in Australia,
income support payment rates for people with a disability
have failed to take account of the considerable extra costs
associated with disability, resulting in people with dis-
abilities facing high rates of poverty and hardship [54].

Finally, social policies will also need to address other
key dimensions of the social exclusion experienced by
people with disabilities, including exclusion from political
engagement and civic participation and exclusion from
social interaction and support [13]. These are likely to
involve broad-based policies that address such issues as:
public attitudes and stigma associated with disability, dis-
ability discrimination, the physical accessibility of com-
munity resources and the accessibility of information. Such
policies need to address the heterogeneity of disabling
conditions and the complexity associated with ensuring
meaningful inclusion for all disability types.

Future research

Longitudinal research examining the diverse pathways of
young people with disabilities both into and out of financial
hardship, social exclusion and mental health problems will
help to unravel why some young people with disabilities
are more resilient and others are more vulnerable to poor
mental health. Patterns may vary according to the health
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conditions or impairments associated with disability as
well as contextual factors. Such research will also help to
identify issues that are particular to this age group. These
issues may not be apparent in research using adult samples
as the prevalence of disabling conditions is skewed towards
older age groups. For example, an Irish longitudinal study
of adults found that although people who had an illness or
disability throughout the entire 7-year study had lower
levels of social participation than others, the onset of dis-
ability was only associated with significantly reduced
participation when it severely hampered the individual.
Becoming non-disabled did not have a significant impact
on social participation [28]. This may suggest that transi-
tions into and out of disability during adulthood might have
less social impact than being disabled as an adolescent or
young adult as social networks are better established
and disability is more common among older people. The
authors are currently undertaking a longitudinal examina-
tion of HILDA data in relation to young people with dis-
abilities which will address these issues.

There are a number of factors which may influence the
mental health and financial and social situations of young
people with disabilities that were not within the scope of
this broad analysis. These include diagnostic category,
recency of diagnosis, household structure, marital and
parental status and disability severity or need for assis-
tance. These features, unlike social support and financial
hardship, are not a target for government policy but future
study of their influence may provide information on spe-
cific groups who are most in need of intervention to prevent
social exclusion.

Conclusion

People with disabilities must cope, not only with physical
symptoms and functional limitations, but also “the nega-
tive and often punitive societal and social responses” to
disability which can have a negative impact on the indi-
vidual’s social world and self-image [12, p. 206]. Many
appear to cope well with these difficulties, demonstrating
similar mental health to non-disabled people under
advantageous social circumstances. However, young peo-
ple with disabilities are more likely than their peers to live
under conditions that are detrimental to their mental health
including financial hardship and low social support [23].
These stressors may deplete their resources to below the
level at which effective coping can occur, resulting in
reduced mental health and a higher risk of mental health
problems.

Our findings offer the possibility that the higher reported
risk of poor mental health outcomes amongst young people
with disabilities may be modifiable, not inevitable as

@ Springer

generally portrayed. This is consistent with approaches to
social policy that focus on the environment of people with
disabilities, addressing issues such as financial hardship
and social support to improve well-being [23].
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