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Disability is a multi-dimensional concept and experience, arising from the interaction of 
health conditions and the environment (World Health Organization 2001). Although 
disability has been variously defined and measured, definitions used in the International 
Classification of Functioning, Disability and Health (ICF) and the UN Convention on 
The Rights of Persons with Disabilities (UNRPD) are seen as current best practice, 
defining individuals  with disabilities as those who experience  long-term physical, 
mental, intellectual or sensory impairments which in interaction with various barriers 
may hinder their full and effective participation in society on an equal basis with others 
(Officer and Groce 2009; United Nations 2006; World Health Organization 2001). While 
terms such as mental health problems, mental disorders and mental illness are often used 
interchangeably and do not have exact definitions, they all describe changes in thinking, 
mood or behaviour that are associated with distress or impaired functioning (Sawyer et al. 
2000). In this chapter, mental disorder is used to describe a set of symptoms that are 
clinically diagnosable under the Diagnostic and Statistical Manual of Mental Disorders 
(American Psychiatric Association 1994). Mental health problem is used to encompass 
both diagnosable mental disorders and symptoms of mental illness that may be sub-
clinical.  
 
Current global estimates indicate that around 10% of people live with a disability (Mont 
2007) and this number is growing as a result of a number of factors including increased 
survival rates for children with a disability and increased population life expectancies  
(Australian Institute of Health and Welfare 2008; Perrin 2002; Sawyer et al. 2007). 
People with disabilities appear to be at greater risk of mental health problems than the 
general population and therefore make a disproportionate contribution to mental health 
morbidity internationally. For example, about 59% of people with common mental 
disorders in Australia also have physical conditions (Australian Bureau of Statistics 
2008). The personal and social costs of mental disorders are considerable throughout the 
world. Mental disorders account for 20% of the total burden of disease worldwide, while 
depression alone is the number one contributor to non-fatal burden of disease and 
disability for both high and low/middle income countries (Lopez et al. 2006; Prince et al. 
2007). The mental health of populations has been recognized as an international priority 
(World Health Organisation 2005). An important part of addressing this will be attending 
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to the needs of people with disabilities who are a disproportionately disadvantaged group.  
In the following sections we briefly examine what is currently known about the 
association between disability and mental health, plausible explanations for this 
association, and strategies for addressing the discrepancy in mental health between 
people with and without disabilities.  

What do we know about the association between disability and 
mental health? 

While it is well recognized that most people with disabilities do not have mental health 
problems, as a population group their risk of negative mental health outcomes is greater 
than for the general population (Emerson et al. 2008; Honey et al. in press; Miauton et al. 
2003; Wolman et al. 1994). For example, the National Mental Health Survey in Australia 
indicated that 29% of people with disabilities reported an anxiety disorder and 17% 
reported an affective disorder in the last twelve months compared to 12% and 4% 
respectively for people with no disability or no specific limitations or restrictions 
(Australian Bureau of Statistics 2008). Similarly, 36% of British children with 
intellectual disability have a diagnosable mental health disorder, compared with 8% of 
other children (Emerson and Hatton 2007b). 
 
There is a great deal of heterogeneity, however, in the prevalence of mental health 
problems across disability groups. For some conditions, the evidence is inconclusive as to 
whether people with the condition have poorer mental health outcomes than their non-
disabled peers. For example, while one study found that young people with sickle cell 
disease had higher levels of depression and lower self-esteem (Seigel et al. 1990), others 
report no difference in body image, self-esteem, or mental health compared to a control 
group (Cepeda et al. 2000; McClish et al. 2005).  For other disability groups, such as 
people with intellectual disabilities and traumatic brain injury, there is fairly consistent 
evidence of increased risk of mental health problems (Chan et al. 2009; Cooper et al. 
2007; Kolaitis 2008). Several researchers have attempted to identity condition-related 
variables responsible for these varied outcomes. For example, one research group has 
suggested that damage to the central nervous system is a key factor for young people 
whether emotional and social development is affected by having a chronic health 
condition (Noll et al. 1999). Alternatively, differential risk may reflect the varying 
importance of the social determinants and consequences of specific health conditions.  
 
Disability is also more common amongst people with mental disorders than people 
without mental disorders. In Australia, disability was reported by around 12% of people 
without mental disorders compared to about 29% of people with mental disorders 
(Australian Bureau of Statistics 2008). Research has also shown that people with mental 
health problems are far more likely than other citizens to suffer from potentially disabling 
illnesses such as heart disease, high blood pressure, respiratory disease, diabetes and 
stroke and to develop these problems at an earlier age than other people (Disability 
Rights Commission 2006).  
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Why do people with disabilities have relatively poor mental 
health? 

Most research on the association between disability and mental health is cross-sectional, 
limiting the conclusions that can be drawn about causality. The study suggested that there 
are three hypotheses about why people with disabilities have poorer mental health than 
their non-disabled peers. First, the experience of living with a disability, or having a 
health condition or impairment associated with disability could lead to mental health 
problems; second, people with mental health problems could be more likely to 
subsequently become disabled; and third, other factors, such as socioeconomic factors, 
might independently increase the risk of disability and mental ill health. We examine 
evidence for each of these three possibilities. 

Having a disability increases the risk of mental health problems 
There is evidence that mental health problems can be a secondary complication to the 
acquisition of a disability or the experience of the illness or injury to which the disability 
relates. Not only can some disease processes affect the brain, but the medications used to 
treat particular conditions can have negative mental health effects (e.g., Malek-Ahmadi 
and Hilsabeck 2007; Prince et al. 2007). Further, injury or chronic disease can result in 
psychological burdens such as trauma, threat of declining health and mortality, lifestyle 
changes, difficult symptoms such as pain, unpleasant treatments, stigma, loss of social 
support and relationship breakdown (Prince et al. 2007). For people with intellectual 
disabilities, other factors such as poor problem solving and emotional control, 
communication difficulties, and high rates of physical and sexual abuse may also increase 
vulnerability to mental health problems (Dagnan and Lindsay in press). 
 
The idea that disability can contribute to mental health problems is supported by 
longitudinal research. Lucas (2007) found, in a large sample of British adults, that 
psychological distress increased significantly after disability onset. While there was 
evidence of a gradual reduction in distress over time, distress was still higher 4 years after 
disability onset than at baseline. Further, the incidence of mental health problems has 
been shown to increase after the onset of potentially disabling physical illness including 
myocardial infarction, stroke, HIV infection and injury (Prince et al. 2007). Other 
prospective studies have found that confinement to a bed or chair, spinal pain and 
neurologic and gastro-intestinal disease are strongly associated with increased risk for 
first-onset depression (OR=4.0) (Bruce and Hoff 1994; Carroll et al. 2003) 
 
Considerable individual variability exists, however, in how an individual’s mental health 
may be affected by disability onset. In a recent analysis of Australian population based, 
longitudinal data we identified three distinct classes of mental health trajectories for 
people after the onset of a long-term disability (Kariuki et al. in preparation). Two of 
these classes exhibited mental health scores similar to the national average prior to 
disability onset. The trajectory for one group (accounting for 65% of the population) 
indicated that mental health did not significantly worsen with the onset of disability; for a 
smaller group of people (16%), their trajectory demonstrated rapid mental health 
deterioration after disability onset, reaching a level suggestive of mental disorder. 
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Individuals belonging to the latter group were more likely to be younger; not in 
employment, education or training before the onset of disability; not living with both 
parents at 14 years of age; born overseas; and have parents whose highest level of 
educational attainment was year 12 level or below.   

Having a mental disorder increases the risk of disability 
Having a mental disorder has been shown to influence both the chances of illness or 
impairment and the chances that an illness or impairment will have a disabling effect. 
 
The physical health of people with mental disorders is notoriously poor (Citrome and 
Yeomans 2005). Mental disorders have been shown to increase the risk of disease 
including heart disease, diabetes, stroke, HIV/AIDS and tuberculosis and to contribute to 
accidental and non-accidental injuries (Prince et al. 2007; Rethink 2005). This might be 
partly due to: the associations between mental disorders and lifestyle risk factors such as 
obesity, smoking and low adherence to condom use; biological effects such as that of 
depression on serotonin metabolism and inflammatory processes; and the adverse effects 
of psychiatric medications including heart disease, Parkinsonism, osteoporosis and 
seizures (Disability Rights Commission 2006; Prince et al. 2007). 
 
For those with an existing illness or impairment, having a mental disorder as well is 
associated with worse outcomes, such as complications and poor functioning, than for 
those without a co-morbid mental disorder (Prince et al. 2007). These individuals are 
therefore more likely to become and remain disabled. A number of factors may contribute 
to this (Disability Rights Commission 2006; Piachaud et al. 2009; Prince et al. 2007; 
Rethink 2005; Thornicroft 2006). First, people with mental disorders, especially 
psychotic disorders, may be less likely to seek treatment for early symptoms of physical 
illness due to issues such as cognitive impairment, social isolation, distrust of medical 
staff, and lack of social skills. Second, they may be less likely to receive a timely 
diagnosis due to difficulty in accurately conveying symptoms; the reduced rates at which 
people with mental disorders are provided with some evidence-based checks and 
diagnostic tests; and diagnostic overshadowing, where all reported symptoms are seen as 
related to the mental disorder. Third, evidence shows that people with mental disorders 
do not receive the same level of treatment as other people. Such discrimination may 
reflect a number of underlying processes such as diagnostic overshadowing, inadequate 
staff training, or the physical health of people with mental disorders being accorded less 
priority than other patients. Fourth, people with mental disorders have been shown to be 
at greater risk of non-adherence to medical and behavioural treatment regimens.   

Risk factors in common 
Mental disorders may share common risk factors with other health conditions and 
disabilities (Prince et al. 2007). Many studies have shown that people with disabilities are 
more likely than others to experience social disadvantage, low socio-economic status and 
inadequate social support (e.g., Emerson et al. 2009a; Emerson et al. 2009b; Gannon and 
Nolan 2006; Jenkins and Rigg 2004).  There is also strong evidence linking these same 
factors to worse mental health (e.g., Fagg et al. 2006; Fone et al. 2007; Gallo and 
Matthews 2003; Klineberg et al. 2006; Sawyer et al. 2000; Wight et al. 2006). Downward 
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social mobility has been attributed to both disability and mental disorders, largely due to 
exclusion from the labour market and the costs associated with disability (Emerson et al. 
2009b; Gannon and Nolan 2006; Piachaud et al. 2009). Reduced social support may also 
be a consequence of both disability and mental disorder, particularly due to stigma and 
discrimination. However, there is a considerable literature that demonstrates a temporal 
sequence suggesting that factors like social support and economic status help to 
determine both mental health and disability (Marmot 2005; Perry 1996; Strategic Review 
of Health Inequalities in England Post-2010 2010; Wilkinson 2005).  
 
In an Australian national sample of 3392 young adults, of whom 475 reported having a 
disability, we found that although those with disabilities reported poorer mental health 
than their nondisabled peers overall, this relationship was moderated by both financial 
adversity and social support. Minimal differences in mental health were observed 
between the groups under favourable social conditions of high social support and low 
financial hardship (Honey et al. in press). This finding supports international studies that 
have suggested that the impact of disability can be exacerbated or ameliorated by social 
and economic factors (Emerson and Hatton 2007a; Emerson et al. 2009a; Smith et al. 
2005; Wight et al. 2006).   
 
The influence of socio-economic factors on the mental health of people with disabilities 
is consistent with resilience frameworks (e.g., Luthar 2003; Smith et al. 2005). These 
suggest that the presence of one stressor makes people more vulnerable to the effects of 
other stressors. Gallo and Matthews (2003) suggest that, when coping with negative life 
events or circumstances, individuals use tangible, personal and social resources from 
their ‘resource bank’.  Those who live in worse socio-economic 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 replenishing these resources. These circumstances include lack of 
material resources to cope with any negative events; neighbourhoods characterized 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. Using this framework, disability becomes a potential stressor. Conditions such as 
financial hardship and low social support may deplete an individual’s resources to below 
the level at which effective coping with disability can occur, resulting in reduced mental 
health and a higher risk of mental disorders.   

Improving the mental health of people with disabilities 
While there is clearly a need to address the physical health inequities experienced by 
people with mental disorders (Disability Rights Commission 2006; Rethink 2005), this 
chapter is concerned primarily with the mental health inequities faced by people with 
disabilities. These can be addressed through prevention initiatives and through the 
provision of mental health interventions that are appropriate for people who have other 
disabilities. 

 -5-  



Prevention  
There are two possible approaches to the promotion of mental health and the prevention 
of mental disorders in people with disabilities. The first is reducing the risk that people 
with disabilities will be exposed to conditions which are detrimental to mental health. 
The second is to improve the resilience of people with disabilities. 
 
Evidence about the importance of socio-economic factors highlights a need for social and 
fiscal policies that reduce the chances of people with disabilities being exposed to the 
sorts of social conditions that negatively influence mental health (Emerson et al. 2009a). 
For example social policies to reduce income inequality could be expected to reduce the 
incidence and prevalence of both disability and mental disorders, and the association 
between the two. It is also important to ensure that policies facilitate employment for 
people with disabilities as unemployment contributes to financial hardship, social 
network contraction and psychological distress (Claussen 1999; Morrell et al. 1994). 
Unemployment is currently significantly higher amongst disabled people (Australian 
Bureau of Statistics 2005; Loveland et al. 2007) and this gap has shown no signs of 
narrowing in recent years (Australian Institute of Health and Welfare 2008; Emerson et 
al. 2009a).  For those people with disabilities who are unable to work or unable to 
provide for themselves sufficiently through work, social protection should be provided at 
a level that is sufficient for people with disabilities and other vulnerable groups to live 
“flourishing” lives and participate in their communities (World Health Organisation 
2008). Unfortunately even in higher income countries, income support payment rates for 
people with disabilities have failed to take account of the considerable extra costs 
associated with disability, resulting in people with disabilities facing high rates of poverty 
and hardship (Saunders 2006). Lastly, broad based policies that address such issues as 
public attitudes, disability discrimination, physical accessibility of community resources, 
and accessibility of information are needed to address disadvantages in social interaction 
and support and other elements of social exclusion for people with disabilities, such as 
exclusion from political engagement and civic participation (Burchardt et al. 2002). 
These types of prevention strategies address the need to understand mental health 
problems in vulnerable communities “less in terms of individual pathology and more as a 
response to relative deprivation and social injustice, which erode the emotional, spiritual 
and intellectual resources essential to psychological wellbeing” (Friedli 2009). 
 
Prevention efforts aimed at improving individual resilience to environmental risk factors 
fall into three categories (Mrazek and Haggerty 1994). Universal interventions are 
directed at entire communities. Selective interventions target high-risk groups based on 
demographic characteristics, such as people with disabilities. Indicated interventions are 
aimed at individuals who have been identified as having sub-clinical symptoms or early 
signs but who do not yet fulfill the criteria for having a mental disorder.  
 
We found no studies that specifically investigated the efficacy of programs for preventing 
mental health problems amongst people with disabilities. However there is some 
evidence for the effectiveness of prevention programs more generally (Vitaro and 
Tremblay 2008; Webster-Stratton and Taylor 2001). For example, programs based on 
interpersonal psychotherapy and cognitive-behavioural therapy, particularly selective and 
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indicated programs, have been found to be effective in preventing depression (Barrera et 
al. 2007; Cole 2008; Cuijpers et al. 2008; Gladstone and Beardslee 2009; Stice et al. 
2009) and anxiety disorders (Bienvenu and Ginsburg 2007; Feldner et al. 2004). As an ‘at 
risk’ group, people with disabilities may benefit from such approaches. Further, evidence 
from studies with people with spinal cord injury and arthritis indicate that the coping 
strategies people with disabilities use can influence their mental health (Pollard and 
Kennedy 2007; Treharne et al. 2007), suggesting that coping skills training in particular 
may be helpful. As is discussed below, however, people with cognitive disabilities, such 
as those with intellectual disabilities or brain injury, may not respond to talking therapies 
without some modification of the methods used. 

Treating mental health problems 
For most people with disabilities there is no good reason to believe that generic evidence 
based treatments will be more or less efficacious than for people without disabilities. 
Perhaps for this reason, the treatment of mental health problems in people with 
disabilities has not been investigated. Investigations into mental health interventions for 
people with particular conditions are sparse and have not produced convincing evidence 
of the efficacy of particular treatments (e.g., Elliott and Kennedy 2004; Walker and 
Gonzalez 2007).  
 
For people with intellectual disabilities, often considered among the most vulnerable and 
underserviced groups with regard to mental health (Yen et al. 2009), there is a lack of a 
strong evidence base to support interventions (Gustafsson et al. 2009; Hemmings 2008). 
For this group in particular, talking therapies, such as CBT and psychotherapy could not 
be expected to be used in the same way as for people without cognitive impairments. 
These approaches would be unsuitable for clients without enough verbal understanding 
and expressive abilities to engage in the necessary dialogue. For others, modifications 
may be required such as reducing the level of abstraction in conversations, shorter session 
times, and use of pictorial images such as time-lines. In psychoanalytic interventions, 
interpretive links should be made in smaller parts so that clients can retain what is being 
said, while for cognitive behavioural therapy aids to memory and concentration may be 
needed, such as flip charts, visual aids and role plays, with literacy based materials being 
adapted, such as by using tape recorders, dictaphones or simplified diaries with stickers 
(Beail and Jahoda, in press). 
 
There is evidence internationally that high proportions of people who have mental 
disorders do not seek or receive mental health treatment (e.g., Australian Bureau of 
Statistics 2008; Costello et al. 2007; Freedenthal 2007). For people with disabilities, 
additional barriers such as physical access and a lack of understanding of mental health 
workers about disability issues may further reduce service usage. It is therefore important 
for mental health services to be “disability friendly”. Further, disability workers and 
others coming into contact with people with disabilities should be proactive in liaising 
with and referring people with disabilities to mental health services rather than assuming 
that problems with adjustment to disability are inevitable or will improve with time. 
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Conclusion 
People with disabilities are at greater risk of mental health problems than other members 
of the community. A multitude of factors appear to contribute to this association 
including the life consequences of disability, the poor health of people with mental 
disorders and the circular relationship that exists between disability, social exclusion and 
mental health problems. Mental health and disability awareness need to be integrated into 
social policy and health care delivery at all levels. 
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