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Discrimination and Disability:
Types of Discrimination and Association with Trust, Self-Efficacy and Life Satisfaction
among Older Australians
Abstract (150 words)
Objective: To examine the prevalence, context and types of discrimination reported by older
Australians (aged 55 years and over) and associations between outcomes (trust, self-efficacy and
life satisfaction) and exposure to discrimination.
Methods: The 2014 General Social Survey was used to measure discrimination. Multivariable
logistic regression was used to examine associations between levels of trust, self-efficacy and life
satisfaction and exposure to discrimination.
Results: A sizeable minority of older Australians with a disability reported discrimination (15%),
with higher exposure for those with more severe or multiple disabilities. In addition to disability,
age and nationality, race, or ethnic group were cited as reasons for discrimination. Discrimination
was reported across a variety of contexts, including everyday social interactions. Lower levels of
trust, self-efficacy and life satisfaction were associated with exposure to disability discrimination.
Conclusion: Focusing on disability discrimination alone underestimates the level of exposure to
discrimination. Discrimination may reinforce social exclusion by reducing trust and self-efficacy
in familial and community contexts.
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Impact Statement (50 words)
Our study highlights the damaging impacts of discrimination on older Australians living with a
disability. Policy may counter damaging effects through programs to enhance social inclusion. The
existing legal framework to protect people with disabilities from discrimination requires review in
light of the levels and consequences of discrimination we uncover.
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Discrimination and Disability:
Types of Discrimination and Association with Trust, Self-Efficacy and Life Satisfaction
among older Australians
Introduction
A review of articles from the AJA from 1982 to 2016 highlighted research on ageism, across
domains of community and health professional attitudes towards ageing, age discrimination and
work, and policy [1]. The sustained interest in issues around ageism over the last 30 years is not
surprising given the considerable evidence base on the health consequences of exposure to ageism
including poorer mental health [2], poorer assessed wellbeing [3], and worse self-rated health,
functional limitations and chronic illness [4].

Less research attention, however, has been directed towards broader conceptualisations of
discrimination in later life and how it is experienced by different population groups. While age
discrimination itself can intensify the social exclusion of older people in Australia [5], other forms
of discrimination that are not necessarily age-related may compound social disadvantage in later
life.

For example, recent studies have underscored the considerable exposure to racial

discrimination by older Aboriginal and Torres Strait Islander people [6]. Others have cited the
deleterious consequences of discrimination due to sexuality for older LGBT Australians [7].

One group of Australians that have been cited as particularly prone to discrimination and at risk of
social exclusion are people living with disabilities [8-11]. To date, there is scant population-level
evidence on the types of discrimination reported by older people living with disabilities. For some
people with a disability, discrimination may be associated with experiencing barriers to healthcare
at different points in the healthcare system [12]. Other evidence suggests exposure to disability
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discrimination is significantly associated with poor mental health outcomes in later life [13].
However, little is known about the types of discrimination reported by older people with
disabilities that are not directly attributable to their disability or health condition alone. Moreover,
there is little empirical work on associations between consequences, such as facilitators of social
inclusion and general measures of wellbeing, and exposure to discrimination.

This study utilises a sample of Australians aged 55 and over living with disabilities drawn from
nationally representative data from the 2014 General Social Survey (GSS). Although the younger
respondents in this population may be considered late middle-aged people, in this paper we adopt
the term “older people” to refer to all persons over 55. We sought to answer three questions
regarding the experiences of interpersonal discrimination reported by older Australians living with
disabilities. First, what is the prevalence of older Australians reporting any form of discrimination
and how does it differ by measures of disability? Second, does the type (e.g., racism) or context
(e.g., healthcare) of discrimination differ by disability status? Finally, among older people with
disabilities, is exposure to discrimination associated with facilitators of social inclusion (including
trust in institutions and people, self-efficacy) and overall life satisfaction?

Methods
Data
Data for this study were from the 2014 General Social Survey (GSS) conducted by the Australian
Bureau of Statistics (ABS) between March and June 2014 [14]. Using a face-to-face interview
along with prompt cards, the ABS collected information using a Computer Assisted Interviewing
(CAI) questionnaire on a range of domains to understand the “multi-dimensional nature of relative
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advantage and disadvantage across the population, and to facilitate reporting on and monitoring of
people's opportunities to participate fully in society” [15].
The GSS included an initial sample of 18,574 private dwellings of which 16,145 dwellings were
used due to issues of scope or uninhabited dwellings. In total, 80% fully responded, yielding a
sample of 12,932 people aged 15 years and over. From this final sample, only respondents aged
55 years and over were included, yielding a final sample size of 4,967 respondents.
Data for the GSS were collected by the ABS under the provisions of the Census and Statistics Act
(CSA) 1905. Confidentialised data and access to the Remote Access Data Laboratory (RADL)
were made available to the authors for this study through the ABS and Universities Australia
agreement. Ethics approval for this project was granted by the Melbourne School of Population
and Global Health Human Ethics Advisory Group (HEAG) – Ethics ID: 1953686.1.

Measures
Discrimination
The 2014 GSS included a module (Module 8.16) examining the experiences of discrimination in
Australia. Respondents were asked, “In the past 12 months, that is since this time last year, do you
feel that you have experienced discrimination or have been treated unfairly by others?” Those who
responded positively were further prompted: “In the past 12 months, in which places or situations
do you feel that you have experienced discrimination or have been treated unfairly?” A prompt
card was then shown (Prompt card F25) with a list including: “at home, at work, at the shop, on
public transport, at school or university, in a restaurant or bar, on the street or in a public place,
online, applying for work/jobs, applying for or keeping a flat/apartment or housing of any kind,
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dealing with police, dealing with the courts, dealing with government officials, dealing with people
involved in health care, other or don’t know”.

Respondents were further asked “Thinking about your most recent experience of discrimination in
Australia, do you think it was because of any of the following?” A prompt card was then displayed
(Prompt Card F27) listing: “your skin colour, your nationality, race or ethnic group, the language
you speak, the way you dress or your appearance, your gender, your age, a disability or health
issue, your marital status, your family status, your sexual orientation, your occupation, your
religious beliefs, your political position or other”.

Disability
The ABS measure of disability is any limitation, restriction or impairment which restricts everyday
activities and has lasted, or is likely to last, for at least six months. Disability in the GSS is
operationalised using the ABS short disability module (SDM) which includes 10 questions to
gauge levels of disability. With the exception of the Survey of Disability and Carers (SDAC), most
ABS sample surveys measuring disability adopt the SDM. Despite its widespread use, this measure
has limitations, discussed below.

Trust, Self-Efficacy and Life Satisfaction
The GSS included separate modules on trust, self-efficacy and life satisfaction. For the module on
trust (module 8.15), respondents were asked “How strongly do you agree or disagree with the
following statements: That most people can be trusted?” A prompt card was shown (Prompt card
F24) displaying: “1. Strongly agree, 2. Somewhat agree, 3. Neither agree nor disagree, 4.
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Somewhat disagree or 5. Strongly disagree”. This question was repeated for trust in the healthcare
system, police and justice system.

Measures of self-efficacy were included in the network advice and opinions module (Module
8.14). Respondents were asked “How often do you feel you are able to have a say with your family
or friends, on issues that are important to you?” A prompt card was displayed listing: “1. All of
the time, 2. Most of the time, 3. Some of the time, 4. A little of the time, 5. None of the time”. This
question was replicated for self-efficacy within ‘the general community’. These measures are
operationalised by the Australian Bureau of Statistics as broad indicators of self-efficacy [14]. We
note that this simple measure is unlikely to capture the multidimensional nature of self-efficacy in
practice, but nonetheless serves as a useful proxy.

As a summary measure of overall life satisfaction, respondents were prompted: “The following
question asks how satisfied you feel, on a scale from 0 to 10. Zero means you feel “not at all
satisfied” and 10 means “completely satisfied”. Overall, how satisfied are you with your life as a
whole these days?”.

Statistical Tests
Tests of proportions were used to examine differences in the prevalence of discrimination by
disability characteristics (eg., disability type). Tests of proportions were also used to compare and
contrast the attribution of discrimination (eg., skin colour, gender) and the contexts in which it
occurs (eg., at home, the workplace) between respondents with and without disabilities. Ordinal
logistic regression models were used to examine the association between exposure to
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discrimination and trust, self-efficacy and overall life satisfaction. Using the raw logit coefficients,
we calculated odds ratios (OR) which measure the change in the odds of reporting poor trust, poor
self-efficacy or life satisfaction given exposure to discrimination, once all other factors in the
model were controlled for.

Due to the complex survey design, adjustments were necessary to generate correct variance
estimates. The GSS includes 60 replicate weights on the data file to adjust for sample design and
non-response. We employed the unstratified delete-one jackknife method to make the necessary
replicate adjustments. Although many covariates may be associated with trust, self-efficacy and
life satisfaction, we present relatively parsimonious models with controls for age, sex, country of
birth and self-rated health. The need to estimate parsimonious models is pronounced due to the
relative rarity of measures of discrimination combined with the need to employ the jackknife
procedure outlined above. With too many covariates included, matrix conformability problems can
occur. Nonetheless, our model specification is robust to multicollinearity and is confirmed by
standard model selection techniques. As will be shown, our multivariable results are highly
consistent with the underlying bivariate relationships.

Results
Table 1 displays prevalence rates of reported discrimination disaggregated by measures of
disability. Just under 15% of older Australians with a disability reported discrimination, compared
with 9% of those without a disability. Those living with a profound/severe (18%) or moderate/mild
(12%) disability were more likely to report discrimination than those with no disability or longterm health conditions. As a further proxy of the severity of disability, the more disabilities the
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person had, the higher the likelihood of reporting discrimination. Reports of discrimination were
also heightened for those living with specific types of disabilities including intellectual (23%),
psychological (28%) and head injury, stroke or brain damage (27%).

These aggregate level results show clear differences in reports of discrimination by various
measures of disability. A further important query is how reports of discrimination differ by the
type (Table 2) and context (Table 3) of discrimination.

Table 2 displays the differences in attributed reasons for discrimination by disability status and
exposure to disability and health discrimination. Of the 15% of people with a disability reporting
an instance of discrimination, one-in-five reported their disability or health condition as the reason
for the discrimination (20%). Approximately one third of those with a disability cited age as the
reason for discrimination (32%). The tests of proportions indicated no significance difference in
exposure to age discrimination between respondents with and without a disability. Moreover,
exposure to age discrimination did not vary with the likelihood of reporting disability and health
discrimination. About 20% of respondents with a disability cited ‘nationality, race or ethnic group’
or other as the reason for discrimination. Relative to those without a disability, those with a
disability were more likely to cite ‘the way you dress or appearance’. Around 12% of respondents,
regardless of disability status, cited gender as the reason for discrimination.

Table 3 displays the distribution of the context of discrimination by disability status and presence
of disability and health discrimination. The key finding from this table is that respondents reported
considerable heterogeneity in the contexts of discrimination, regardless of disability status. For
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those with a disability, contexts of discrimination reported by more than one in five exposed to
discrimination, included the workplace (33%), on the street or in a public place (22%), at the shops
(21%), dealing with government officials (19%) and people involved in healthcare (18%). Relative
to those without a disability, those with a disability were less likely to cite workplace
discrimination and more likely to cite exposure from people working in healthcare and other
sources.

Our final research objective was to investigate the association between discrimination exposure
with respondents’ levels of trust in institutions, self-efficacy and overall life satisfaction. In Table
4, we present unadjusted Odds Ratios (OR) and adjusted odds ratios (with control variables
included) measuring the significance and strength of the association between exposure to
discrimination and (1) trust in institutions including healthcare, justice, police and people; (2) selfefficacy within close family and friend networks and the general community, and (3) overall life
satisfaction. These models refer to the population of older Australians living with a disability only.

In both unadjusted and adjusted models, exposure to any type of discrimination approximately
doubled the odds of reporting low levels of trust in healthcare (OR = 1.9 p<0.001), justice (OR =
2.1 p<0.001), police (OR = 2.2 p<0.001) and people (OR = 2.0 p<0.001). When disaggregated by
whether the form of discrimination was disability or health related or not, the parameter
coefficients remain strongly significant between the two groups, with the strength of the
coefficients slightly higher for the former group.
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Similarly, exposure to discrimination was found to be associated with lower levels of self-efficacy
(OR = 1.6 p<0.001) particularly as it occurred within familial and friendship groups. Again, the
coefficients for disability and health discrimination (OR=1.9 p<0.05) were higher than those for
non-disability discrimination (OR=1.5, p<0.01). Interestingly, only disability discrimination was
associated with poor levels of self-efficacy within the general community (OR=2.46, p<0.001),
with no significant associations for non-disability discrimination (p>0.1).

Reporting disability discrimination reduced the odds of achieving a one-point higher score on selfrated life satisfaction by 55% (OR=0.45 p<0.05). Other forms of discrimination were associated
with a 39% reduction in self-rated life satisfaction scale (OR=0.61 p<0.01). These model results
are robust to complex survey design and include comprehensive controls for age, sex, country of
birth and self-assessed health.

Discussion
A sizeable minority of older Australians with a disability report discrimination (15%), with
exposure higher for those with more severe or higher numbers of disabilities, and for those with
specific intellectual, psychological and head injury, stroke or brain-damage-related disabilities. In
contrast, a lower percentage of older Australians who reported no disability reported experiencing
discrimination (9%). The finding that people with disabilities, and in particular more severe
disabilities, are at a higher risk of experiencing any type of discrimination (relative to those without
disabilities) is not surprising and is consistent with a large evidence base on disability stigma [1617], and growing evidence base on disability discrimination specifically [9-13].
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Our results suggest that focusing on disability discrimination alone biases the total level of
discrimination reported by people with disabilities. Among older Australians living with disability,
our GSS-based estimate of reported any type of discrimination is higher (15%) than the estimated
prevalence of disability-related discrimination based on the ABS Survey of Disability and Carers
(SDAC) (4.5%) [11]. Of the 15% in this study noting discrimination, only one-in-five noted it was
due to their health condition or disability. The small difference in disability discrimination between
SDAC and the GSS is likely to be attributable to the measurement of disability (discussed below).

Respondents with disabilities were not more likely to cite age as the reason for discrimination than
those without. This is expected, as it is conceptually difficult to separate disability/health-related
discrimination and age-based discrimination given the complex interactions between ageing, and
the onset or progression of disability [18]. For example, Mastin and Priestley [19] argue that the
strong associations between biological ageing and the onset of disability operate through cultural
and structural pathways, as well as through social movements.

Apart from age, issues around language, and nationality, race or ethnic group also featured strongly
as reasons for discrimination. In addition to language barriers,

geographical location and

circumstances of migration [20], experiencing racial discrimination may result in individuals
having restricted access to resources required for health, adequate housing, education, employment
and service provision [21]. The consequences of poor economic security, social exclusion and
discrimination result in poor psycho-social health [22].
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Older Australians with a disability also reported discrimination across a variety of contexts in their
everyday social interactions. Compared to those without a disability, those with a disability were
less likely to report workplace discrimination and more likely to report exposure from people
working in healthcare and other sources. This is expected given lower levels of employment among
older adults living with a disability. Experiencing discrimination in everyday social interactions
is important as it has been linked to ‘label avoidance’ - the active avoidance of contexts around
service use (eg., social services, medical treatment, education and workplaces) as a direct result of
a fear of public consequences of being labelled [16]. It also underscores significant levels of
disability stigma in Australia generally [8]. Experiencing discrimination in contexts important to
healthcare is important because of the association with reporting a barrier to healthcare and
subsequent non-adherence to treatment regimens [12, 23, 24]. Discrimination in workforce
contexts is important because barriers to workplace engagement can reduce economic security and
thereby reduce financial resources that may otherwise be directed toward protecting health [25,
26].
We further found that facilitators of social inclusions, such as trust in institutions and community
and self-efficacy in familial and community contexts, was negatively associated with exposure to
discrimination. Indeed, the Australian government recognises that discrimination is antithetical to
promoting social inclusion. The former head of the Australian Human Rights commission has
previously acknowledged that “We know that there is a correlation between discrimination and
social exclusion…The existence of a strong civil society is fundamental for an inclusive society
and active participation in Australian life…Strong community engagement provides opportunity,
builds wealth, promotes social harmony, and ensures greater equality and justice for all citizens”
[27].
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Our finding that discrimination is associated with low trust is consistent with other studies [28].
The relationship is important, as living in a high-trust community may improve health and thus
indirectly enhance subjective wellbeing [29]. Furthermore, a recent longitudinal Australian study
found that among older people, low generalised trust was associated with transitioning into poor
physical functioning, poor mental health and poor self-rated health [30]. More generally, lower
levels of trust in healthcare may indicate a higher likelihood of experiencing a barrier to healthcare
in Australia [31]. Low trust in law and police is problematic given that people with disabilities are
at a higher risk of physical violence, sexual harassment, and stalking [32].

Given discrimination was associated with poor levels of trust, it was not unexpected that exposure
was also associated with low levels of self-efficacy, particularly within familial and friendship
groups. This result is consistent with the World Health Organization’s view that discrimination
leads not only to lower levels of self-efficacy but also to decreased productivity and poorer health
[33]. Stereotypes can become self-fulfilling prophesies: when internalised, they may paralyse the
person into inaction and thus exacerbate deficits in social participation [34].

Finally, we observed that discrimination was associated with lower levels of self-assessed life
satisfaction, even with controls for demographic and health characteristics and controls for
complex survey design. This result is consistent with a recent analysis of the European Social
Survey, spanning six waves (2002-2012), which found exposure to discrimination reduced life
satisfaction. Importantly, these authors also noted a significant relationship between
discrimination, life satisfaction and social inequality, with ‘a drop as large as would accompany
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moving more than half-way down the income distribution’ [28; p. 14]. Goff, Helliwell, and Mayraz
(2018), further confirmed this finding based on analyses of large-scale international surveys (the
European Social Survey, the World Values Survey, the Gallup World Poll, and the GallupHealthways Well-Being Index (survey waves 1995-2015))[35].

Limitations
Interpretation of our findings needs to be balanced by the limitations of the data and analysis. One
important limitation of this study is the measurement of disability. The ABS Survey of Disability
and Carers (SDAC) uses the gold standard measurement of disabilities used across Government in
Australia. This module includes over one hundred questions to gauge the presence and type of
disability. The GSS and all other ABS CURFS (including the National Health Survey) provide an
overestimate of disability relative to the SDAC. The SDAC estimates that 21% of the population
aged 18 years and over living in private household has a disability. The comparable figure for the
GSS is 32% (11 percentage points difference). Restricting the population to those aged 55 years
and over, approximately 39% of those living in households, live with a disability, relative to 51.5%
of those in the GSS (12.5 percentage point difference). The ABS note that an
“implication for data users is that surveys using the Short Disability Module will probably
show disability population characteristics that are somewhat more like the general
population than the disability population as described in SDAC .…Thus, if disability is
related to a characteristic, the broader disability group identified by the Short Disability
Module will display a weaker relationship to that characteristic.” [36].
Another limitation of this study is that the GSS data are cross-sectional. We cannot draw causal
inferences about exposure to discrimination and trust, self-efficacy and life satisfaction.
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Unfortunately, there is a dearth of nationally representative longitudinal data with measures of
discrimination and disabilities in Australia, in which this association could be explored further.

Finally, our analysis relies on self-reported response to a series of questions on interpersonal
discrimination in the GSS. Structural discrimination is an important component of the exclusion
faced by people living with disabilities and is not captured in this study.

Conclusion
Despite the above limitations, our results are the first nationally representative analyses of the
types of discrimination reported by older Australians with disabilities. A sizeable minority of older
people and those in late middle-age reported discrimination (15%) with only one-in-five of this
group attributing discrimination to their disability or health conditions. In addition to disability or
health conditions, discrimination was also attributed to age and issues around language, and
nationality, race and ethnic group. Using self-reported data from the GSS, we found discrimination
occurs in a variety of contexts, and demonstrated that perceived exposure to a range of
interpersonal discrimination may reinforce social exclusion of people with disabilities through its
negative association with both the levels of trust in institutions and communities and with selfefficacy particularly in familial and community contexts.

Our findings indicate the need for further analysis on how discrimination is experienced in later
life – including the different types of discrimination and consequences of this exposure between
population sub-groups. Discrimination tends to be understudied in older people because exposure
to many forms of discrimination (eg., racism) decreases over the lifecourse [37]. Ageism is a
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notable exception, and this clearly intersects with the increase in disability as people age [37].
Failing to address intersectionality between ageing and disability may (1) underrepresent the
prevalence of discrimination experienced by people living with disabilities, and (2) produce
tensions and be counterproductive to current policy narratives around healthy/successful ageing
and social inclusion [38, 39]. Considering the intersection between ageing and disability is critical
to developing a person-centred response to addressing discrimination and improving care and
inclusion.
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