VicHealth Indicators Survey 2015
Supplementary report: Disability

The VicHealth Indicators Survey is a Victorian population-level survey conducted every four
years. Selected findings from the VicHealth Indicators Survey 2015 were published in 2016.
This report provides a closer look at the health and wellbeing of people with disability.

Summary of key findings
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PERCEPTIONS OF SAFETY

People with disability were only half as
likely to feel safe walking alone during the
day as people without disability.
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PHYSICAL ACTIVITY

People with disability were 40% less likely to be
physically active than people without disability.

The gap widens with age: 18-34 20% less likely;
35-64 30% less likely; 65+ nearly 50% less likely.
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People with disability were 25% less likely to drink
alcohol at levels that put them atrisk of short-term
harm (5+drinks) than people without disability.
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PERCEPTIONS OF NEIGHBOURHOOD

People with disability were around 25% less likely
tofeel positively about their local neighbourhood
than people without disability.

PEOPLE WITH
DISABILITY

66%

LESSLIKELY

HEALTHY EATING

People with disability were one third
more likely to eat takeaway food
regularly than people without disability.
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There was no difference indrinkingat very high-risk
levels (11+) orinalcohol culture between people

with disability and people without disability.
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Introduction

Almostonein five Australians live with disahility (ABS 2016a).
Disability may occur atany time inaperson’s life or be present
from birth. Some disabilities are obvious; othersare invisible.
Despite the high proportion of Australians with disability, there
is limited population-based Australian research comparing the
health of people with and without disability.

Disabilityisacomplex, contested and evolving concept. One of
theimportant challengesinresearch and policy on disability is
agreement on definitions of disability and how itis measured.
Definitions are important because they can directly affect the
lives of people with disability, for example, through eligibility
criteria for programs, services and benefits (VicHealth 2014).

Disability has been caonceptualised usingtwo approaches: the
medical model of disability and the social model of disability
(Barnes 1991; Oliver 1996). Historically, disability was viewed
using the medical model, where disability was a feature of a
personthatoccursduetoinjury, disease or a health condition
that requires medical treatment. The social model of disability
was developedto challenge this concept, whereby disability
issocially produced as aresult of factors that need a societal
response, such asdiscriminationand physically inaccessible
environments.

The United Nations Convention on the Rights of Persons with
Disability (UNCPRD) defines disability as long-term physical,
mental, intellectual or sensory impairments which in
interaction with various barriers may hinder their full and
effective participationin society onan equal basis with
others (United Nations 2007). This definition includes the
impairmentitselfand the barriers presented by society,
such asdiscriminatory attitudes and behaviours or lack

of accessibility to buildings. For example, a person with
extreme near-sightedness who hasnoaccess tocorrective
lenses may not be able to perform daily tasks and would
have limited education and employment opportunities.
This same person with prescription glasses could perform
alltasks without problems and would not experience the
same limited opportunities for education or employment,
and the associated socioeconomic benefits.

Measuring disability

Thereisnouniversally accepted way to collect information about
disability. Although the Australian Bureau of Statistics (ABS) has
developed shortand long modules about disability that are based
onthe World Health Organization International Classification of
Functioning, Disability and Health (WHQ 2002), these are not used
routinely in surveys because even the short module takes several
minutes to administer and has only been used in face-to-face
interviews (ABS 2010). In fact, many population surveys don’t
reportondisability atall.

The VicHealth Indicators Survey included a single question about
self-reported disability, health condition orinjury that has lasted,
orislikely tolast, sixmonths or mare whichrestricts everyday
activities.!

Inreparting the health status of people with disability, itis
recognized that there are many different ways to classify
disability, and that people with disability are not an homogeneous
group. Commonto all people with disability is their differential
experience of the social determinants of health compared to their
peerswithout disability.

The health of people with disability

Asagroup, Australians with disahility experience significantly
poorer health than people without disability. Thisincludes poorer
self-rated health, higher rates of long-term health conditions
and higher prevalence of risk factors (AIHW 2016¢c) for health
conditions. There are avariety of reasans for this, some of which
may be directly related to a person’s disability. People with
disability alsoachieve lower levels of labour force participation,
educationalachievementandincome than people without
disability (Kavanaghetal.2013).

Itiswellacceptedthathealth followsasocial gradient, whereby
people with the highest levels of socialand economic advantage
have the best health outcomes, and people with the highest levels
of socialand economic disadvantage have the poorest health
outcomes (VicHealth 2015). People with disahility are commonly
among the most socially and economically disadvantaged people
inAustralia, soit’snot surprisingthat thereisadisparity in health
outcomes (VicHealth 2014). Further, research from the Household
Income and Labour Dynamicsin Australia survey (HILDA)
suggeststhat when adults acquire a disability, having financial
resources, employment, social support and affordable housing
protectsthem from experiencingalarge decline in mental health
(Kavanaghetal.2015; Kavanaghetal. 2016; Aitkenetal. 20173;
Aitkenetal.2017b). This suggests that addressing the adversities
people with disability experience will promote their health and
wellbeing.

! Thisreport uses ‘disability’ todescribe people who have a self-reported disability, health condition orinjury that has lasted, oris likely to last, sixmonths or

more,and thatrestricts their everyday activities.
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Wellbeing

Wellbeingis defined as the balance point between anindividual’s
physical, psychological and social resources and the physical,
psychologicaland social challenges they face (Dodge et al.

2012). Whenindividuals have more challenges than resources,
the balance dips, along with their wellbeing, and vice-versa.
Wellbeing can be measured objectively (e.g. by household income,
education, leisure time, life expectancy) or subjectively (e.g.
through life satisfaction and quality of life surveys).

The Personal Wellbeing Index (PWI)isatool used to assess
subjective wellbeing, thatis, how people perceive their wellbeing.
The PWIisthe principalindicator of the Australian Unity Wellbeing
Index, which has been collecting subjective wellbeing data since
2001 totrackand measure how satisfied Australians’are with
their lives (Cummins etal. 2003). The PWI assesses satisfaction
with life across seven subdomains. Scores can be aggregated to
provide asingleindex of subjective wellbeing.

According to the PWI, the average subjective wellbeingamong
Australiansis 75 points. The survey mean scores have only varied
by 3.1 pointssince 2001 (Capicetal. 2017). While information
about how disability affects wellbeingis not collected each

year, the specific topic for Survey 26 of the PWI series was the
consequence of long-termillness or disability on wellbeing
(Cumminsetal.2011a). Amongthe 37.5 per cent of respondents
whoindicated that they had had tovisit the doctoronaregular
basis because of a serious medical condition, aninjury, ora
psychological condition’, subjective wellbeing was 73 points.
People who said they hadn’t, had a subjective wellbeing of

77 points. Of the people who reported having a chronic health
condition, those with medical conditions and injuries had a
wellbeing score of 73.7,and those with psychological conditions
hadascoreof68.9 (Cumminsetal.2011a). Australian women
generally have higher subjective wellbeingthan men (Cummins
etal.2011b; Capicetal. 2016), includingwomen with a chronic
health condition compared to men with a chronic health condition
(Cumminsetal.2011a).

Thereisnow considerable evidence that shows the importance

of social capitaland positive neighbourhood environmentsin
promoting health and wellbeing (Kawachi 2008; Murayama
etal.2012). While thereis limited Australian evidence about
perceptions of neighbourhood amang people with disability,
analysis ofthe 2010 General Social Survey found that people with
disability had poorer self-rated health and lower social capital
than people without disability, particularly inrelation to access to
financialand emotional support (Mithenetal. 2015).

Safety, violence and discrimination

Analyses of the ABS Personal Safety Survey 2012 found that at
the population level, women and men with disability experience
much higher levels of all forms of violence (physical and sexual
violence, stalkingand harassment, and partner emotional abuse)
than their same-gender peers without disability.

Men with disability experience higher levels of physical violence
than men without disability while women with disability
experience higher levels of partner abuse than women without
disability (KrnjackiLetal. 2016).

Recentanalyses of the 2015 Survey of Disabhility, Ageing and
Carersshows thatoneinseven Australians with disabhility
experienced discrimination or unfair treatmentin the past
12 months, with people with severe and profound disability
and/orintellectualand psychosocialimpairments faring the
worst (Krnjackietal.2017).

Physical activity and healthy eating

Being overweight or obeseisassociated with anincreased risk

of developing chronic disease (NHMRC 2013). Overweight and
obesityratesare highin Australia, with data from 2014-15
indicating that twoin three adults (63.4%) were overweight
orobese (ABS 2016b). There are significant differencesinthe
rates of overweight/obesity by disability status, with people
with profound or severe core activity limitation more likely to

be overweightand obese (74.2 per cent) than people with other
disability or restrictive long-term health condition (71.8 per cent)
and people with no disability (60.9 per cent) (ABS 2016b).

Itislikely thattheincreasedrisk of overweightand obesity
among people with disability is partly due to inadequate physical
activity. Overall, twointhree (66.2%) Australians reported no/
low physicalactivity levels, compared with nineinten (90.2%)
Australians with profound or severe disability and three quarters
(76.2%) of people with other disahility (ABS 2016b).

Data from population-based studies on fruit and vegetable
consumption show that there are similar dietary patterns for
those with and without a disability. Findings from the National
Health Survey 2014-15 show that 93 per cent of Australians
hadinadequate vegetable consumption and 50 per cent had
inadequate fruit consumption (ABS 2016b). The proportions were
similar for people with and without disability and did not vary by
severity of disability (ABS 2016b).

Alcohol consumption

Harm associated with alcoholuse, including short-term harm and
long-term health consequences, is well documented (Rehm et al.
2010). Therisk of injury increases as more alcoholis consumed
during asingle session, with risks predominantly associated with
self-injury orinjuries to other people who are affected by the
drinker’s behaviour.

Nationaldata suggest that people with disahility have lower
levels of alcohol consumption than people without disability.
Half of Australians without disability (48.0%) reported drinking
alcohol at levels that put them atrisk of short-term harmin the
previous year,compared with one-third of people with disability
(33.5%) and lessthanonein five people with severe disability
(18.0%) (ABS 2016b).

Thereislimited evidence of how risky alcohol consumption varies
by the type ofimpairment. However, it has been reported that
Victorians with intellectual disability are significantly more likely
than Victorians without anintellectual disability to abstain from
alcohol consumption (65.8% compared to 18.0% respectively)
(Haideretal. 2013).

VicHealth



Focus of this supplementary report

Although VicHealth Indicators Survey 2015: Selected Findings
reports differencesinresponse proportions by disahility, its data
provided an opportunity to examine differences between people
withand without disability across several domainsin more
detail, including wellbeing and safety, mental wellbeing, physical
activity, healthy eating, and alcohol consumption. In thisreport,
we also explore how genderisassociated with these health
domains.

VicHealth Indicators Survey 2015

The VicHealth Indicators Survey is a population-level survey
focused on behaviours and attitudes associated with chronic
diseaserisk. It hasbeenconducted every four years since 2007.

In 2015, datawere collected from more than 22,000 Victorian
adults (18 yearsand older) via telephone interviews using a dual-
frame survey designinvolvingrandomly generated mobhile and
landline phone numbers. Full details of the data collection method
and measuresused in the VicHealth Indicators Survey are provided
in VicHealth Indicators Survey 2015: Selected Findings (VicHealth
2016b).

Respondents were asked whether they had a disability, health
condition orinjury that has lasted, oris likely to last, sixmonths
ormore whichrestricts your everyday activities? 0f the 22,819
Victorian adults who were interviewed, 6,306 answered yes,
16,384 answered no, 63 answered ‘don’t know’, and 66 preferred
nottoanswer. Arange of validated scalesand survey items

were usedtocollect dataonallhealth and wellbeingindicators.
Respondents were also asked to provide sociodemographic data.

Because the prevalence of disability increases with age, itisalso
important toseparate some of the differences that might be due
toage fromthose related to disability. In this report, results were
adjusted for age so we can be more confident about whether some
of the previously reported differences relate to disahility or age.

Table 1: Demographics

With disability

Number
Victoria 6306
Gender
Male 2523
Female 3775
Other 8
Age
18-24 139
25-34 222
35-44 404
45-54 835
55-64 1557
65-74 1693
75+ 1450
Education
Some high schoolor less 1985
Completed high school 598
TAFE/Certificate/Diploma 1997
University 1214

Characteristics of people with disability in the
VicHealth Indicators Survey 2015

0fthe 6306 respondents with disability, there were similar
proportions of men?(27%) and women (28%). Thisis a higher
proportion of people with disability thanreportedin other
surveys, likely due to the different definitions of disability in
different survey use. For example, the Survey of Disability, Aging
and Carersuses the ABS long module on disability and reports
aproportionof 18.3 per cent (ABS 2016a), whereas the Personal
Safety Survey usesthe ABS short module and reports a proportion
of 32 per cent (KrnjackiL et al. 2016). Compared torespondents
without disability, those with disability were more likely to
beolder,borninAustralia,and declare Aboriginal or Torres
StraitIslander status (see Table 1). More people with disability
experienced socioeconomic disadvantage, low educational
attainmentand were unemployed than people without
disability. People with disability were more likely to live

outside metropolitanregions than people without disability.

Table 2 shows the number of participants by age and gender.
Wheninterpretingresults, it’simportant to note that the number
of people with disability in each age group varies substantially.
There are large numbers of menand women in the 35-64 and
65yearsandolder age groups, buta much lower numberin the
youngestage group. This means that we have greater power to
detect statistically significant differences between people with
and without disability inthe 35 yearsand older age groups,even
when the magnitude of the difference is small. In contrast,among
people lessthan 35 years, a difference may not be statistically
significant (due to lower statistical power) because the numbers
of menand women reporting disability were relatively small

(199 menand 162 women).

Without disability
Proportion Number Proportion
100.0% 16384 100.0%
40.0% 6785 41.4%
59.9% 9574 58.4%
0.1% 25 0.2%
2.2% 1075 6.6%
3.5% 1743 10.6%
6.4% 2217 13.5%
13.2% 2848 17.4%
24.7% 3265 19.9%
26.8% 3167 19.3%
23.0% 2038 12.4%
31.5% 3506 21.4%
9.5% 1744 10.6%
31.7% 4837 29.5%
19.3% 5422 33.1%

2 Inthisreport we use mentorefertorespondentswhoidentified as ‘male’and womentorefertorespondents whoidentified as ‘female’. VicHealth recognises that some
people’s genderidentities or physical characteristics donot fitinto binary categories of male or female, or do not reflect the biological sex they were assigned at birth.

4 VicHealth Indicators Survey 2015: Disability supplement



Table 1: Demographics

Main activity
Employed
Unemployed
Student

Home duties
Retired

Main language spoken at home
English

Other

Country of birth
Australianborn

Country of English speaking background

Country of non-English speaking background

Aboriginal status
Aboriginaland/or Torres Strait Islander
Non-Aboriginal

Sexuality

Heterosexual
Non-heterosexual

Income

Lessthan $20,000
$20,000-$39,999
$40,000-$59,999
$60,000-$79,999
$80,000-$99,999

$100,000 0r more

Household structure

Single person household
Couple household

Household with children

- Single parent with dependent children
— Couple parent with dependent children
Shareorgroup household
Geography

Metropolitan

—Inner metro

— Middle metro

- Outer metro

Interface

Regionalcity

Large shire

Smallshire

Location

Capitalcity

Restof state

Internet at home

Yes

SEIFA (index of disadvantage)
1-Low (mostdisadvantaged)
2

3

4

5—High (least disadvantaged)

Number

1753
183
99
345
3022

5666
635

5096
538
672

69
6205

5850
294

646
2567
800
439

554

2012

2319

1258
168
583
312

1388
222
826
340

914
1864
1483

2172
4134

4743

1867
1712
1059
808
850

With disability

Proportion

27.8%
2.9%
1.6%
5.5%

47.9%

89.9%
10.1%

80.8%
8.5%
10.7%

1.1%
98.4%

92.8%
4.7%

10.2%

40.7%

12.7%
7.0%
4.8%
8.8%

31.9%

36.8%

19.9%
2.7%
9.2%
4.9%

22.0%
3.5%
13.1%
5.4%
10.4%
14.5%
29.6%
23.5%

34.4%
65.6%

75.2%

29.6%
27.1%
16.8%
12.8%
13.5%

Number

9526
304
572
905

4788

13771
2565

12384
1318
2682

119
16223

15514

858
3494
2365
1759
1471
3701

3020
5724
5779
431
3694
978

5193
969
3071
1153
2106
2105
4091
2889

7687
8697

14311

3745
3813
3046
2545
3202

Without disability

Proportion

58.1%
1.9%
3.5%
5.5%

29.2%

84.1%
15.7%

75.6%
8.0%
16.4%

0.7%
99.0%

94.7%
3.6%

5.2%
21.3%
14.4%
10.7%
9.0%
22.6%

18.4%
34.9%
35.3%
2.6%
22.5%
6.0%

31.7%
5.9%
18.7%
7.0%
12.9%
12.8%
25.0%
17.6%

46.9%
53.1%

87.3%

22.9%
23.3%
18.6%
15.5%
19.5%

Please note that proportionsdonotalwaysequal 100% where respondents choose not to provide aresponse to demographic questions.
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Statistical analysis

Todetermine the relationships between disability and the
indicator of interest, a statistical technique called regression
analysis was performed using the statistical software R.

This helpsustoestimate theinfluence of predictor variables
oneach ofthe outcome variables of interest after controlling
fortheinfluence of otherrelevant variables. For example, it was
previously reported in VicHealth Indicators Survey 2015: Selected
Findings (VicHealth 2016b) that life satisfaction scores were
higheramong womenand improved with age. Therefore, to
determine how having a disability (the comparison group) affects
life satisfaction compared to not having a disability (the reference
group), we adjusted for the influences of age and gender by
including themin the model as predictors.

Table 2: Number of people with disability by gender and age-group

Continuous variables were analysed using linear regression
analysis, withresults presentedin Figures as adjusted beta
coefficients with 95 per cent confidence intervals. Negative
valuesindicate lower scores compared to thereference group,
and positive values indicate higher scores compared to the
reference group.

Binary variables were analysed using logistic regression analysis,
withresults presentedin Figures as odds ratios with 95 per

cent confidence intervals. Values under 1 indicate reduced odds
comparedtothereference group, and values over 1indicate
increased odds compared to thereference group.

Thereporting of differences between categoriesis noted only
when such differences are statistically significant, based ona
p-value lessthan 0.05.

Men Women Total
Age group Number Proportion Number Proportion Number Proportion
18-34 162 2.57 199 3.16 361 5.74
35-64 1128 17.93 1666 26.48 2794 44.41
65+ 1232 19.58 1905 30.28 3137 49.86
Total 2522 40.08 3770 59.92 6292 100.00
How to interpret the figures
Figure 1 Example figure
Estimated odds ratios or coefficients for the comparison Figure 1 Example figure
group (for example, women) are shown in blue, with error bars
indicatingthe 95 per cent confidenceintervals. The reference L B0 et
group against which these are estimated (for example, men),
is shown in orange. 2 LB ettt f
2
(e
Odds ratios that are above the orange line indicate higher = 140
likelihood in the comparison group thanin the reference group. 8 20
Odds ratios below the orange line indicate a lower likelihood in ﬁ
the comparisan group thanin the reference group. § 1.00
X2
n
Coefficients above the orange line indicate association with _;2_. 0.80 -oveeeee i
higher scores inthe comparison group thanin the reference E
group. Coefficients below the orange line indicate association % IS0 I e
with lower scores than those in the reference group. E 0.40 oo * ...............................................................................................
°
o
Starsindicate astatistically significant difference compared 0200 e
tothereference group; more starsindicate astronger '
significance. Ifthere are no stars, thereis no statistically 000 e
significant difference between the comparison and reference ) . )
Variable 1 Variable 2 Variable 3

groups. One starindicates a statistically significant difference
withapvalue lessthan 0.05, two starsindicates a p value less
than 0.01, three starsindicates a p value less than 0.001.

VicHealth Indicators Survey 2015: Disability supplement
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Findings

Wellbeing and safety

Subjective wellbeing and life satisfaction areimportant
determinants of people’s health and wellbeing. Victorians with
disability report lower levels of subjective wellbeing and life
satisfaction than Victorians without disability.

Subjective wellbeing

This survey assessed subjective wellbeing using the Personal
Wellbeing Index (Cummins etal. 2003). The index asks
respaondentstorate their satisfaction with life across seven
domains: health; future security; personalrelationships;
standard of living; what you are currently achievingin life;
feelings of safety; and feeling part of the community.
Satisfactionisratedonascale of 0to 10, where Oindicates
‘Completely dissatisfied’and 10 indicates ‘Completely satisfied’.

Figure 2a Associations between subjective wellbeing and
disability
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Inthe general Victorian population, scores for overall

subjective wellbeing were higher for women and among older
Victorians (VicHealth 2016b). When adjusted for the effects

of age and gender, people with disability scored significantly
lower for subjective wellbeing than people without disability
(approximately nine paints lower out of 100; see Figure 2a).
When examining the differences in subjective wellbeing between
men and women with disability, there was no significant
difference (Figure 2b).

People with disability scored significantly lower than people
without disability across all seven subdomains of subjective
wellbeing (Figure 3a). The greatest difference was for satisfaction
with health, where people with disahility scored almost two
points lower (out of 10) than people without disability. Among
people with disahility, women scored significantly higher than
men for satisfaction with what they are achievingin life and

their personalrelationships. However there were no differences
between menand women with disability for the other five
subdomains (Figure 3b).

Figure 2b Associations between subjective wellbeing and
gender in people with disability

Adjusted coefficients with 95% confidence intervals

Subjective wellbeing

W Women with disability e» Men with disability

Positive coefficients (data pointsabove the orange line) indicate association with higher scoresin the comparison group (blue, indicated in legend) thanin the
reference group (orange, indicatedin legend). Negative coefficients (data points below the orange line) indicate association with lower scores than those in the

reference group.

Starsindicate a statistically significant difference; more starsindicate astronger statistical significance. *p<0.05; **p<0.01; ***p<0.001

Allmodelsare adjusted for the effects of age. Model a) is also adjusted for gender.
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Figure 3a Associations between subjective wellbeing subdomains and disability

Adjusted coefficients with 95% confidence intervals
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Figure 3b Associations between subjective wellbeing subdomains and gender in people with disability
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Allmodels are adjusted for the effects of age. Model a) is also adjusted for gender.
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Satisfaction with life asawhole

General life satisfaction was measured by asking participants
torate their satisfaction with life asawhole onascale from0to
10, where Oindicates ‘Completely dissatisfied’and 10 indicates
‘Completely satisfied’.

People with disability scored significantly lower in satisfaction
with life asawhole compared to people without disability
(approximately 1 point lower out of 10; see Figure 4a). There was
nodifferencein life satisfaction between men and women with
disability (Figure 4b).

Figure 4a Associations between satisfaction with life as a whole
and disability

[0 01 OSSPSR
%]
T
E .20 <+t
£
Q
2 0.00
)
o
=
c
8 0L20
32
n
(]
g P
H
2
§ 0
(%)
b
8 —0.80 oo A
o
8
(%]
0
©
<<
L 20 e

Life satisfaction

| With disability e» Without disability

Figure 4b Associations between satisfaction with life as awhole
and gender in people with disability
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Positive coefficients (data points above the orange line) indicate association with higher scoresin the comparison group (blue, indicated in legend) thanin the
reference group (orange, indicatedin legend). Negative coefficients (data points below the orange line) indicate association with lower scores thanthoseinthe

reference group.

Starsindicate astatistically significant difference; more starsindicate a stronger statistical significance. *p<0.05; **p<0.01; ***p<0.001

Allmodels are adjusted for the effects of age. Model a) is also adjusted for gender.
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Perception of safety

Perception of safety while walking alone during the day and
perception of safety while walking alone after dark were
measured ona 5-point Likert scale, where 1 indicates

‘Very safe’and 5indicates ‘Very unsafe’.

When adjusted for the effects of age and gender, people with
disability were only half as likely to feel safe walking alone
duringthe day, and athird less likely to feel safe walking alone
afterdark, than people without disability (Figure 5a). This
patternwas caonsistent for both menand women with disability
(Figure 5bandc).

Figure 5a 0dds of feeling safe walking alone in the community for people with disability compared to people without disability
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Allmodelsare adjusted for the effects of age. Model a) is also adjusted for gender.

VicHealth Indicators Survey 2015: Disability supplement



Mental wellbeing

Resilience

Theresilience indicatorisascoreonascale of 0—-8, where 8
representsthe highest possible level of resilience. The indicator
isderived using the abbreviated Connor-Davidson Resilience
Scale (CD-RISC2)(Vaishnavietal. 2007), atwo-item measure with
published psychometric properties.

People with disahility had significantly lower levels of resilience
than people without disability (approximately 0.6 points lower
out of 8; see Figure 6a). There was no difference in resilience
between menand women with disability (Figure 6b).

Figure 6a Associations between resilience and disability
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reference group.

Starsindicate a statistically significant difference; more starsindicate astronger statistical significance. *p<0.05; **p<0.01; ***p<0.001

Allmodels are adjusted for the effects of age. Model a) is also adjusted for gender.
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Social capital and perceptions of neighbourhood

This survey assessed social capital using three indicators that
relatetosocial connection and people’s perception of their local
neighbourhood. Respondents were asked to rate theiragreement
with three statementsonascale from1to 7, where 1is ‘strongly
disagree’and 7is ‘strongly agree’. The statements were: ‘people
inthisneighbourhood can be trusted’; ‘thisis a close knit
neighbourhood’ and ‘people around here are willing to help

their neighbours’.

Figure 7a 0dds of agreeing with statements related to
neighbourhood for people with disability compared to people
without disability
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People with disability were less likely to agree with all three
statements (between 20 and 40 per cent less likely) than
people without disability (Figure 7a). Women with disability
were about 20 per cent more likely to have positive perceptions
of neighbourhood than men with disability, as indicated by
agreement with the three statements (Figure 7b).

Figure 7b 0dds of agreeing with statements related to
neighbourhood for women with disability compared to men
with disability
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Oddsratiosabove one (data pointsabove the orange line) indicate a higher likelihood in the comparison group (blue, indicated in the legend) thanin the
reference group (orange, indicated in the legend). 0dds ratios below one (data points below the orange line) indicate a lower likelihood thanin the reference

group.

Starsindicate a statistically significant difference; more starsindicate astronger statistical significance: *p<0.05; **p<0.01; ***p<0.001

Allmodelsare adjusted for the effects of age. Model a) is also adjusted for gender.
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Gender equality within relationships

Gendernorms, rolesandrelations areimportant contributing
factorstomental, physicaland social health and wellbeing (WHO
2015). Attitudes towards gender equality within relationships are
animportant measure of community support for respectful and
equalrelationships.

Attitudes were measured usinganindicator based on the Gender
Inequality in Relationships Scale (Harris et al. 2015), which asks
respandents about their level of agreement with two statements:
“Men should take controlinrelationships and be the head of

the household” and “Women preferamantobeincharge of the
relationship”. Agreement with each statement was measured on
a5-pointLikertScale, where 1indicates ‘Strongly agree’and 5
indicates’Strongly disagree’. The score for each itemis multiplied
by 10, then added together to produce atotalscore out of 100.
Low support for gender equality is defined as atotal score equal
toorlessthan70.

There were no differencesin level of support for gender equality
between people with and without disability (Figure 8).

Figure 8 0dds of reporting low support for gender equality in relationships for people with disability compared to people without

disability
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Odds ratios above one (data pointsabove the orange line) indicate a higher likelihood in the comparison group (blue, indicatedin the legend) thanin the reference
group (orange, indicated in the legend). Odds ratios below one (data points below the orange line) indicate a lower likelihood thanin the reference group.

Starsindicate a statistically significant difference; more starsindicate astronger statistical significance: *p<0.05; **p<0.01; ***p<0.001

Allmodelsare adjusted for the effects of age. Model a) is also adjusted for gender.
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Physical activity and healthy eating

Being physically active and eating a healthy diet are vital for
physical, mental and social health and wellbeing. People with
disability were less physically active, consumed less fruit and
vegetables, and consumed more takeaway food than people
without disability.

In Australia, unhealthy diet and physicalinactivity are
responsible for a significant proportion of the chronic disease
burden (AIHW 2016b). Differences in physicalactivity and healthy
eatingbetween Victorians with and without disability are
described below.

Physical activity

Usingavalidated single item measure, respondents were asked
how many daysinausual week they participatein physical
activity for at least 30 minutes (Milton etal. 2013). Here we
reportonpeople who were considered active, thatis, people
who were physically active for at least 30 minutes on four or
more days a week.

Respondents who participated in physical activity at least once
aweek were alsoasked about the three main types of physical
activity they usually did. Here we explore whether the activity
was organised (e.g. afitness class or sport organised by aclub,
association or other organisation) or non-organised (e.g. walking
orcycling).

People with disability were approximately 35 per cent less likely
tobeactive than people without disability (Figure 9a). This
difference was more pronounced among women than men. Men
with disability were approximately 20 per cent less likely to be
active than men without disability (Figure 9b), whereas women
with disability were approximately 40 per cent less likely to be
active than women without disability (Figure 9c).

Adultsaged 35yearsand older were less active than younger
adults with disability (18 to 35 years) (Figure 9d). Younger
adults with disability were only slightly less likely to be active
and wereno less likely to participate in non-organised physical
activity thanyounger adults without disability. Younger adults
with disability were, however, less likely to engage in organised
physical activity thanyounger adults without disability. From
theage of 35 years, people with disability were significantly less
likely to be physically active and participate in organised and
non-organised physicalactivity than people without disability.
Itisimportanttonotethatthe sample size was much lower and
the confidenceintervals of each estimate were wider for younger
adults with disahility (18 to 34 years) than older age groups with
disability (35 years or older).

Figure 9a 0dds of being physically active, and participating in organised or non-organised physical activity, for people with disability

compared to people without disability
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Figure 9b 0dds of being physically active, and participating Figure 9c 0dds of being physically active, and participating in

in organised or non-organised physical activity for men with organised or non-organised physical activity, for women with
disability compared to men without disability disability compared to women without disability
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Figure 9d 0dds of being physically active, and participating in organised or non-organised physical activity for people with disability
compared to people without disability, by age group
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Odds ratios above one (data pointsabove the orange line) indicate a higher likelihood in the comparison group (blue, indicatedin the legend) thanin the reference
group (orange, indicated in the legend). Odds ratios below one (data points below the orange line) indicate a lower likelihood thanin the reference group.

Starsindicate a statistically significant difference; more starsindicate astronger statistical significance: *p<0.05; **p<0.01; ***p<0.001

Allmodelsare adjusted for age. Models a) and d) are also adjusted for gender.
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Healthy eating

Takeaway food consumption was measured as a proxy indicator
for unhealthy, discretionary food intake. The indicator reports
onregular consumption of takeaway meals and snacks (defined
asmore thanthree times per week). Fruit and vegetable
consumption was calculated by asking respondents how many
serves of fruitand vegetables they usually eat per day. Aserve
of vegetables was defined as a half cup of cooked vegetables or
one cup of salad vegetables. Potato crisps and vegetable juice
did not count towards vegetable consumption. A serve of fruit
was defined as one medium piece or two small pieces of fruit,
orone cup of diced fruit pieces. Fruitjuice consumption did not
count towards daily fruit consumption.

People with disability were about 30 per cent more likely toreport
regular takeaway consumption than people without disability
(Figure 10a). When analysed separately by gender, the increased
takeaway consumption remained for men. However, women with
disability were no more likely than women without disability to
consume takeaway (Figure 10c). When analysed separately by
age, the only difference was for people with disability aged 65
yearsorover (Figure 10d).

Fruitand vegetable consumptionamong Victorians was low, at
1.6servesof fruitand 2.2 serves of vegetables per day (VicHealth
2016b). Amang people with disability, consumption was slightly
but significantly lower than people without disability (Figure
11a). This difference was apparentamong men and women with
disability (Figure 11band c). When analysed by age, fruit and
vegetable consumption did not differ between youngadults (18 to
34 years) with and without disability. Fruit consumption among
older adults (65 years or over) with and without disability also
didn’tvary (Figure 11d).

Figure 10a 0dds of regular takeaway food consumption for people with disability compared to people without disability
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Figure 10b 0dds of regular takeaway food consumption for Figure 10c 0dds of regular takeaway food consumption for
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Figure 10d 0dds of regular takeaway food consumption for people with disability compared to people without disability, by age in years
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Oddsratiosabove one (data pointsabove the orange line) indicate a higher likelihood in the comparison group (blue, indicated in the legend) thanin the reference
group (orange, indicatedin the legend). Odds ratios below one (data points below the orange line) indicate a lower likelihood thanin the reference group.

Starsindicate a statistically significant difference; more starsindicate astronger statistical significance: *p<0.05; **p<0.01; ***p<0.001

Modelsa), b)and c) are adjusted for age. Models a) and d) are also adjusted for gender.
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Figure 11a Associations between fruit and vegetable consumption and disability
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Figure 11d Associations between fruit and vegetable consumption and disability, by age in years
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Positive coefficients (data points above the orange line) indicate association with higher scoresin the comparison group (blue, indicated in legend) thanin the
reference group (orange, indicatedin legend). Negative coefficients (data points below the orange line) indicate association with lower scores thaninthe reference

group.

Starsindicate a statistically significant difference; more starsindicate astronger statistical significance. *p<0.05; **p<0.01; ***p<0.001

Modelsa), b)and c) are adjusted for age. Models a) and d) are also adjusted for gender.

Alcohol

Alcoholis a drug that causes significant harmin the Victorian
community. People with disability are less likely to drink at
levels that put them at risk of short-term harm than people
without disability.

Harms associated with alcoholuse include the development

of chronic health conditions, such as cancer or substance use
disorder,and short-term harms, includinginjury fromaccidents,
violence or abuse (AIHW 2016a). The VicHealth Indicators Survey
2015 (VicHealth 2016b) measured alcahol consumption by asking
how oftenrespondents consumed levels of alcohol that put them
atrisk (five or more standard drinks in a single sitting) or at very
highrisk (11 or more standard drinksin asingle sitting) of short-
term, alcohol-related harm each month.

Respondents were alsoasked aquestionrelated toalcohol
culture: whether they agreed that ‘getting drunk every now and
thenis okay’. VicHealth defines ‘alcohol culture’ as the way people
drink, including the formalrules, social norms, attitudes and
beliefsaround whatisandisnotsocially acceptable foragroup

of people before, duringand after drinking (VicHealth 2016a).

When adjusted for gender and age, people with disability were

25 per cent less likely than people without disability toreport
levels of alcahol consumption that put them at risk (five or more
drinks) of harm per month (Figure 12a). There was no difference
inalcohol consumption at very highrisk (11 or more drinks) levels
orinagreement with the statement ‘gettingdrunk every now and
thenis okay’ (Figure 12a). This was consistent for menand women
with disability.
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Figure 12a 0dds of being at risk of short-term harm from alcohol each month for people with disability compared to people
without disability
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Oddsratiosabove one (data pointsabove the orange line) indicate a higher likelihood in the comparison group (blue, indicated in the legend) thanin the reference
group (orange, indicatedin the legend). Odds ratios below one (data points below the orange line) indicate a lower likelihood thanin the reference group.

Starsindicate astatistically significant difference; more starsindicate a stronger statistical significance: *p<0.05; **p<0.01; ***p<0.001

Allmodels are adjusted for age. Model a) is also adjusted for gender.
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Summary and conclusions

The VicHealth Indicators Survey 2015 showed thatinequitiesin
health and wellbeing existed between Victorians with disability
and those without. Victorians with disahility reported poorer
wellbeinganddiet, and lower levels of life satisfaction, resilience,
neighborhood social capital, and physical activity than Victorians
without disability. While Victorians with disability were less
likely than Victorians without disability to drink alcohol at levels
that put themat high risk of short-term harm, there was no
differenceindrinkingat very high risk of short-termharmandin
alcoholculture. Interestingly, the gender differencesin subjective
wellbeing and life satisfaction observed amongthe Victorian
population were notapparentamong people with disability.
Victorian women generally have higher wellbeing and life
satisfactionthan Victorian men (VicHealth 2018), however,
thereisnodifferencein wellbeingor life satisfaction between
Victorian menand women with disability.

Itisimportanttonote thatthe question used in this survey to
identify disability does not captureinformation about the type
of disability and does not include details of the activity and
participationrestrictions people with disahility experience.
Itcan’ttellus whether people with different types of disability
(sensory, communication, physical, psychosocial, intellectual)
do betterorworse in terms of their health. Italsocan’t tellus
how activity or participationrestrictionsimpact on their health
and wellbeing.

The findings in thisreport align with Australian and international
evidence that the health and wellbeing of people with disability
iswarse thanthose without. However these poorer health
outcomes needto be furtherinvestigated tobetter understand
the underlying causes. Improving the health and wellbeing of
people with disability has generally not been prioritisedin the
same way as other population groups experiencing inequity
(VicHealth 2014).

Promoting the inclusion of people with disahility in local
communities willincrease the community participation and
physical activity levels of people with disability. This may help to
improve the health and wellbeing of Victorians with disability and
reduce healthinequity. However, other barriers to optimal health
for people with disability, including lower levels of employment
and education, housinginsecurity and poverty, contribute more
tohealthinequity than community participation and physical
activity. Addressing these structuraldrivers, otherwise known
as ‘social determinants of health’ would transform the health of
people with disability (WHQO 1986; VicHealth 2014).

Achieving equality in health and wellbeing requires sustained
actionfromalllayers of influence: the socioeconomic, political
and cultural caontexts; daily living conditions; and individuals’
health-related knowledge, attitudes and behaviours. Actionis
alsorequiredacross multiple settings and methodologies, and
should be guided by the general principle of ‘nothingabout us
without us’ which referstodirect participation of members of
groups affected by a given policy or programinits development.

VicHealth works toimprove health and wellbeing by reducing
healthinequities throughout the community. At the heart of this
endeavouris our vision for an equitable Victoria, where all people
have the opportunity for a healthy life. VicHealth’s Health Equity
Strategy outlines our approach to promoting health equity in
Victoria for theyears 2017-2019.

VicHealth’s Enabling Health: Taking action to improve the health of
people with a disability provides a framewark and evidence toact
onthese key determinants of health. It combines findings froma
review of the literature with stories of promising health promotion
practice fromacross Australiaandinternationally. The Victorian
Government’s Absolutely Everyone: The Victorian State Disability
Plan 2017-2020 outlines the way the government is tackling the
barriersand exclusions that Victorians with disability deal with
every day. The plan highlights four key domains that enable a
personto live asatisfyinglife:inclusive communities; health,
housing and wellbeing; fairness and safety; and contributing lives.
Efforts should focus onimproving these four domains tocreate
aninclusive Victoriathat supports people with disability to live
satisfyinglives.

VicHealth hasidentified potential areas for action toaddress the
inequitiesin healthand wellbeing found between Victorians with
disability and those without, particularly the stark differencesin
physicalactivity participation and mental health and wellbeing.
These were identified by consulting with eleven organisations
working toimprove health outcomes for people with disability
inVictoria. The key insights gained through this process are
outlined below:

» Evidence from both researchand practice should form the
foundation of quality service to meet the needs of people with
disabilities. Asthere are differencesin terms of disability type
and severity, government andresearch bodies should continue
toworktoidentify the best way to ask questions that allows
details of activity and participation restrictions to be captured.
Qualitative research with people with disability would identify
ways to better enhance their health and wellbeing.

* Promoting positive attitudes and challenging negative
stereotypesabout people with disability across the community
willhelpimprove community inclusion. It may also help to
reduce the threat fromviolence and social exclusion many
people with disability experience. Changing the way media and
popular culture portray people with disability can help shift
socialattitudes. An example of this could be portraying people
with disability taking partin the same daily activities (such as
work, recreation, and education) as people without disability.
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» Theexperience of inclusionis centralto socialinteraction,

sharinginformation and taking partin everyday experiences
like work and recreation activities that make up a healthy
and happy life. Thereisaneed for more opportunities for
people with disability to participate in community, sporting
andrecreation activities. This can be assisted by ensuring
environments are welcoming, inclusive and accessible.

- Between2011-2015, VicHealth supported six State Sporting
Associations to provide more welcomingand inclusive
sporting environments for people with disabilities by forming
effective collaborative partnerships, developinginclusive
policies and building the capacity of their clubs and training
staffand volunteers. Since then, VicHealth has supported
severalcommunity sporting clubs and state sporting
organisations to offer new participation programs for people
with disabilities throughinvestments such as Active Club
Grants, the State Sport Program and Regional Sport Program.
Beyond VicHealth funding, the Victorian Government
Supporting Victorian Sport and Recreation Program provides
grantstoassist state sportingassociations and state sport
andrecreation bodies toincrease participationin sportand
active recreation for people of all abilities.

- Councils, ifadequately supported and resourced, are ideally
placedto offer community development programstoimprove
sacialinclusion for people with disability. An example of
thisis the VicHealth Bright Futures Bandmates program, that
assists people with disability toattend live music events
with the help of amentor, toincrease their community
and cultural participation. The program also works with
the musicindustry to deliver accessible and inclusive
live music experiences. Programs such as these, which
support partnerships between local government, council,
localbusinessesand the broader community, canassistin
developing new ways of including people with disability
inthe life of their communities.

VicHealth Indicators Survey 2015: Disability supplement

* Thereisaneedtoensure people with disability can participate

actively in,and berepresentedon, decision-making, advisory
and planning bodies to influence change within government,
organisations and communities. This follows the guiding
principle of ‘nothing about us without us’andincludes creating
more opportunities for community involvement and economic
participation. The Victorian Government’s Absolutely Everyone:
The Victorian State Disability Plan 2017-2020 outlines actions for
increasingvoice and representationin civic life and avenues
foreconomicinclusion through the Jobs Victoria Employment
Network initiative.

Peer support networks canbe agreatavenue for social
connection by enabling people to share experiences. Thereis
aneedformore peer support networksas they play acritical
roleinassisting people with disability to feel socially connected
andincluded. VALID currently supports 23 peer action groups
basedinlocal communities across Victoria. These include self-
advocacy, peeractionand parent action groups. The groups are
diverseand at different stages of development, butallbringa
commitment to changing the way communities respond to the
aspirations of people with disabilities.
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Glossary

Beta coefficient: A beta coefficientis a relative measure of
effect, which allows youto compare the strength anddirection
of membership of the comparison group (for example women)
toyourreference group (for example men) with the variable
ofinterest. If the beta coefficientis zero, thereis no difference
betweenthetwo groups. Beta coefficients above zeroindicate
thatbeinginthe comparison group has a positive effect on the
variable, beta coefficients below zero indicate that beingin the
comparison group has anegative effect on the variable.

Confidence intervals: Confidence intervals allow the reliability
of an estimate to be gauged. Confidence intervals of 95 per cent
have been calculated for each indicator estimatein thisreport.
Tobestinterpret 95 per cent confidence intervals we could say
thatif we were to sample from the same population 100 times,

the population estimate would fall within the interval 95 times.

Disability: In this report, disability is defined as a disabhility,
health condition orinjury that has lasted, oris likely to last,
sixmonths or more, and thatrestricts everyday activities.

Health equity: The notion that everyone should have a fair
opportunity toattain their full health potential, and that no
one should be disadvantaged from achieving this potentialifit
canbeavoided.

Intersectionality: People’s experiences are shaped by
theintersection of anumber of social conditions, such as
gender, ethnicity, ability, sexuality, gender identity, religion,
Aboriginality, age, education, occupation type, income and
place of residence. Each of these factors, oridentity attributes,

influences and affects our lives and experiences. Social structures

andsystems, and the way theyintersect, playalargerolein
creating social conditions thatresultin power and privilege or
discrimination and oppression, thus shaping the waysin which
people experience inequality, disadvantage and violence.

0dds ratio: An odds ratioisarelative measure of effect, which
allows youtocompare the likelihood of a particular variable for
your comparison group (for example women) to your reference
group (for example men). If the odds ratiois ane, thereisno
difference between the two groups. Odds ratios above one
indicateincreased oddsinyour comparison group and odds ratios
below oneindicate reduced odds in your comparison group.

Pvalue: Whenyou perform a hypothesis testin statistics,a P
value helps you determine the probabhility that a differencein
results between different groups is statistically significant.

The Pvalueisanumberbetween0and 1. High Pvalues (in

this case greater than 0.05) indicate there is no statistically
significant difference between the groups you are comparing.
Pvaluesequaltoorlessthan0.05indicate thereisastatistically
significant difference between the groups you are comparing.
The smaller the Pvalue, the more confident you can be that the
resultsaretrue.

Statistical significance: Statistical significanceis anindication
of the likelihood that a difference between figuresis not due to
chance. For the purposes of this report, statistically significant
differences between groups were deemed to exist when the
Pvalue was below 0.05.
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