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ABSTRACT

ARTICLE HISTORY

It is well established that social determinants are crucial to
health outcomes. However, the link between how social
determinants contribute to health inequalities for people
with disability has often failed to be acknowledged. For
example, Australian disability policy has paid little attention
to social determinants of health, despite people with disability faring particularly badly on a range of outcomes.
This paper identifies barriers to policy action on the social
determinants of health for people with disability in
Australia. Data obtained from interviews with key disability
policy stakeholders are analysed using a micro, meso,
macro level policy analysis framework. Our analysis identifies a “services drift” acting as an important barrier to policy action, where attention is focused on health service
access rather than broader social determinants such as
housing, employment and education. We also identify
issues in how disability policy is made that hinders action
on social determinants of health.
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Points of interest




The environments people live, work and interact in like their housing,
employment and education, have been shown to be more important
for good health than having access to health services, yet these areas
are often neglected in policy for people with disability.
Using interviewees with people involved in disability policy in Australia
this article aims to explore why these areas are neglected in policy
relative to the focus on access to health services.
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Reasons for focusing more on health services compared to other policy
areas include people’s attitudes towards disability such as thinking
about it as a medical problem rather than a social problem.
There are also issues with how disability policy is being made, such as
a lack of consultation with people with disability, and a lack of coordination between government levels and departments.
Identifying these policy barriers is an important step in finding ways to
get more policy action on improving the environments people with
disability live in.

Introduction
The United Nations Convention on the Rights of Persons with Disabilities
conceptualises the ‘right to health’ by people with disability as the right to
access health care (United Nations 2007). This is despite an extensive literature demonstrating it is not health services per se that are most important,
rather it is social determinants of health (SDoH) (the environments in which
people live, play, work, and interact) that are most influential in shaping
health outcomes (Cockerham 2013; Marmot et al. 2020; WHO 2011). Social
determinants have thus been viewed as “causes of the causes – that is, as
the foundational determinants which influence other health determinants”
(AIHW 2016, p.129; see also Marmot and Bell 2016). Although relationships
between social determinants and health are complex, the significant body of
knowledge developed over the last three decades concludes there is little
doubt that social factors have a powerful influence on health (Braveman and
Gottlieb 2014).
A considerable body of evidence shows people with disability (PwD) have
poorer health outcomes than non-disabled people, including outcomes unrelated to a person’s impairment (WHO 2015), for example higher rates of
smoking, obesity, mental health conditions, chronic health conditions and a
higher risk of mortality (AIHW 2010, 2015; Emerson et al. 2013). Australians
with disability fare especially badly on SDoH, having the lowest relative
income, one of the lowest levels of labour force participation (OECD 2018)
and a weekly median income less than half of those without disability (ABS
2016). This is despite recent heavy investment in disability services by the
federal government, most notably in the form of the National Disability
Insurance Scheme (NDIS), Australia’s most expansive disability policy reform
(Malbon et al. 2019).
Despite acknowledgement of the importance of SDoH by Australian
Government health departments (AIHW 2016), Australian disability policy has
paid little attention to SDoH (Embrett and Randall 2014). In this paper we provide guidance on how this could be addressed by examining where policy
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barriers exist on SDoH for PwD in Australia. Viewing health through a social
determinants lens shows it to be the result of several interrelated factors
including individual (micro level) factors (e.g. gender, impairment), organisational (meso level) factors (e.g. health services, service provider organisations)
and societal (macro level) factors (e.g. culture, policy, economy) (Solvang,
Hanisch, and Reinhardt 2017). Using a policy analysis framework developed by
Solvang, Hanisch, and Reinhardt (2017) that takes into account these interrelated factors we analyse data obtained from semi-structured interviews with
key disability policy actors to identify policy barriers - a key first step in finding
ways to achieve greater policy attention and action on SDoH for PwD. Our analysis identifies a “services drift” acting as an important barrier to policy action,
where attention is focused on improving access to and experience of health
services, rather than on the broader SDoH such as housing, employment and
education. We also identify a lack of understanding of the policy process is hindering research and advocacy efforts to influence change in disability policy.

Background
In this section we examine current policy responses to SDoH for PwD and
suggestions from the literature concerning lack of policy action in this area.
We also include some specific details of the Australian policy landscape
around SDoH and PwD. Lastly we discuss the policy analysis framework utilised in this paper and its value in analysing complex policy areas.
Current policy responses to social determinants of health for people
with disability
Since the World Health Organisation (WHO) launched its commission
into the SDoH over a decade ago, there has been increasing interest from
national and international bodies in policies aimed at reducing health
inequalities through a focus on SDoH (Marmot et al. 2020). Despite increased
awareness of the social inequities experienced by PwD, the link between
SDoH and health outcomes for PwD are still often not fully acknowledged
(Wolbring 2011). While SDoH research commonly uses ‘Disability’ as a key
outcome measure, it is typically in the context of indicators such as disability-free life expectancy or disability-adjusted life years, which then become
proxies for elements of health status (Emerson et al. 2011). As Emerson et al.
(2011) discuss, this biomedical conceptualisation often leads to ‘disability’
and ‘health condition’ becoming synonymous, rather than disability being
understood in the context of the environmental and social conditions and
structures that disadvantage people who have particular impairments. The
biomedical model of disability has increasingly been challenged in the literature for its lack of attention to the impact of the environment in which a
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person lives (Baum 2008; Marini and Stebnicki 2012) and has given rise to
what Tøssebro (2004) calls an ‘environmental turn’ in understanding disability, where the emphasis becomes more about the social environment a person lives and interacts in.
Changing perspective on disability from a biomedical conceptualistion to
one that focuses on social and environmental issues has significant implications for policy: becoming less concerned with treating impairments medically and more focused on altering environments to better support different
types of abilities. Although there are strong overlaps in focus between the
SDoH literature and a social model of disability, we have not seen a concomitant increase in policies targeting broader SDoH for PwD. One suggestion for this lack of action is the phenomenon of ‘lifestyle drift’ (Carey,
Malbon, Crammond, et al. 2017). This term has been used to describe policy
initiatives that “start off with a broad social determinants (upstream)
approach but drift downstream to largely individual lifestyle factors”
(Whitehead 2012, p.523). As such, these types of interventions largely focus
on individual behaviours, rather than deeper structures that generate these.
Moreover, interventions are aimed at particular disadvantaged groups (e.g.
low income earners or indigenous groups) and not the whole population
(Whitehead 2012). Such a move serves to shift responsibility to the individual
(Stein et al. 2009) and neglect broader SDoH (Carey, Malbon, Reeders, et al.
2017). While lifestyle drift has been investigated for health conditions such
as obesity, little is known about whether it occurs in disability policy.
Australian social determinants of health and disability policy
Over the past decade Australia has seen an increasing focus from organisations, academics, and public policy actors on reducing health inequities by
addressing SDoH. Similarly to other Western nations such as the United
Kingdom, United States, Canada and New Zealand, the Australian Government
defines SDoH as “the circumstances in which we grow, live, work and age”
which includes factors such as employment, education and social support,
with these factors identified as key drivers of health outcomes (AHIW 2016). In
2012 a Senate Committee established an inquiry into Australia’s response to
the WHO Commission on Social Determinants of Health report Closing the Gap
in a Generation. In 2013 the Social Determinants of Health Alliance comprising
over 60 member organisations from civil society and academia was established
to advocate for the five recommendations arising out of the Senate enquiry.
In recognition of the lack of policy action academia responded by establishing
a Centre of Research Excellence in the Social Determinants of Health Equity in
2015. Funded by the National Health and Medical Research Council the five
year program has the goal of providing evidence on how political and policy
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processes can be navigated more effectively to operationalise the SDoH
(Australian National University 2017). However, recent research has shown that
this interest and advocacy has resulted in only limited policy responses, with
the strongest level of policy action focused on equity in access to health services, and while there is a strong commitment to intersectoral action on health
issues in Australia this has not produced an equally strong commitment to
action on SDoH (Fisher et al. 2017) .
A lack of policies to address SDoH in health policy is also reflected in
Australian disability policy responses. In recent years, the disability policy
landscape has changed dramatically with the introduction of the National
Disability Insurance Scheme (NDIS), Australia’s largest reform to disability service provision (Olney and Dickinson 2019) and the accompanying National
Disability Strategy (NDS). The case for establishing these largely rested on
evidence from a 2011 review of the disability service system that showed it
was underfunded, fragmented, inflexible and privileged the needs of the system over those of individuals (Productivity Commission 2011). The NDS is a
ten year plan with the vision of creating “an inclusive Australian society that
enables people with disability to fulfil their potential as equal citizens”
(Commonwealth of Australia 2011, p.8) and covers key outcomes areas such
as inclusive and accessible communities, economic security and health.
Following an international trend towards ‘personalisation’ the $AU22 billion
NDIS sees a shift from governments block funding disability services to a
personalisation model with individuals allocated funding packages to purchase services and supports. However, despite the substantial growth of personalisation schemes in disability worldwide, there has been little research
examining their effects on social inequalities and the intersections with
SDoH. Recently Malbon et al (2019) found evidence that the design of the
NDIS has the potential to not only entrench existing SDoH inequalities, but
more disturbingly, widen them. The NDS has also been criticized for lacking
innovation and resourcing to fulfill its goals and only giving lip-service to coproduction and inclusivity (Mellifont and Smith-Merry 2016). Further,
Hallahan (2015) warns that although the NDIS may address some disability
service challenges, Australian disability policy needs to focus on “a wider
social inclusion debate that activates rights and concentrates on barriers to
social and economic participation” (p.205). Thus, despite recent large scale
policy changes, Australian disability policy still largely neglects policies to
improve SDoH for PwD. The reasons for this lack of focus on SDoH for PwD
has not been addressed by research and there may be a number of interrelating factors behind this policy neglect. Solvang, Hanisch, and Reinhardt’s
(2017) micro, meso and macro framework is used to analyse where there are
policy gaps, possible reasons for this lack of action at different levels, and
potential strategies to address these gaps.
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Policy analysis using a micro, meso, macro level framework
Solvang, Hanisch, and Reinhardt (2017) use a micro, meso, macro level analytic framework to build a holistic understanding of rehabilitation and disability. The macro-level refers to “societies” embedded in inter-societal systems,
typically through certain institutional domains such as the economy, polity,
and religion. The meso-level focuses on corporate or organisational units
including entities such as hospitals, schools, and professions, and the microlevel centers on individuals and their behaviours (Turner 2017). Policy solutions are often conceived to target only a particular level and neglect to take
into account interactions at other levels. In doing so, efforts are less likely to
be effective. The International Classification of Functioning, Disability and
Health for example includes the micro and macro levels, but lacks consideration of the meso level (Solvang, Hanisch, and Reinhardt 2017). As the EU
Policy Brief on tackling Europe’s health care challenges highlights, micro,
meso, and macro levels are interconnected levels and “it is only by considering challenges … at each of these levels that their complexity will be understood and appropriate policy responses devised” (Health Services Research –
Europe 2011, p.6).
Several studies have employed a level approach to analyse policy across a
range of areas - including disability. For example, Ricketts (2010) investigated
how micro, meso, and macro factors influenced the development of
Jamaica’s National Policy for Persons with Disabilities. Forlin et al. (2015)
examined indicators of inclusive education for PwD in the Pacific Islands
across micro, meso, and macro levels of implementation that provided information on monitoring inclusive education policies. And Caldwell and Mays
(2012) studied policy implementation of a national Applied Health Research
and Care Programme in the UK using such an approach to understand the
mechanisms by which policy moved from development to implementation
and to analyse how participants at each level framed their understanding of
the policy and programme. In each of these examples the research was able
to highlight interconnections at different levels and areas for policy development. We build on and extend this work by analysing policy through a
framework that considers not only the interactions between the micro,
meso, and macro levels, but how key policy actors comprising individuals,
professionals, and government interact across these levels.
Possible micro factors include community and professional attitudes towards
disability consistent with prior research. A number of different strands of
research examining explicit and implicit attitudes have found individuals hold
negative attitudes towards PwD (Cox and Hill 2018; Soffer and Chew 2015;
Wilson and Scior 2014) and this even extends to the attitudes of PwD and
carers (Soffer and Chew 2015; Wilson and Scior 2014). Research has also discovered that health professionals have negative attitudes towards people with
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intellectual disability (Pelleboer-Gunnink et al. 2017). Attitudes have policy
implications with prior research showing how negative attitudes towards PwD
have implications for which policies are supported (Dirth and Branscombe
2017). There is increasing research on how cognitive biases, attitudes and emotions can impact the policy process (Jones 2017). This can occur directly by the
particular heuristics that policy actors apply to decisions and the general view
of the public in regards to particular policy positions (Curchin 2017; Renshon
and Kahneman 2017). Such biases are evident in public attitudes towards disability policy. Media representations focusing on the impairments of individuals, even when presented in a positive light (such as people overcoming
obstacles or technological breakthroughs to improve a person’s function), can
reinforce an individual/medical perspective (Dirth and Branscombe 2017). This
reduces the likelihood that people will support policies that address social and
environmental determinants as individual responsibility is seen to be more
important (Dirth and Branscombe 2017). One of the challenges is that both
PwD and non-disabled people view disability through the prism of the medical
model more so than through a social model perspective, albeit that this difference is more pronounced among non-disabled people (Soffer and Chew 2015).
Micro factors also relate to meso level factors and the prevailing organizational policy focus. The dominant neoliberal discourse of individualism and
market-oriented logics - where individuals can, and should be, responsible
for their own health - may also reinforce existing cognitive biases. These
‘truths’ of neoliberalism have become popularly unquestioned and viewed as
intuitive common sense (Baum 2011; Herrick 2011). They have also been
identified as a cause of lifestyle drift (Fran Baum 2011; Kay and Williams
2009). The present policy focus on individualised service access (Carey,
Malbon, Reeders, et al. 2017), may be a factor in diverting attention away
from SDoH macro factors.
Finally, micro and meso factors are possibly related to macro level factors
of how social policy at this level is developed. Policy making is an elusive
process for most people, and it is this elusiveness together with the complexities of policy making that makes it challenging for many stakeholders to
know how to engage effectively in the policy making process (Clavier and
de Leeuw 2013). Political science theories such as those by Kingdon (1995)
who identified three streams in the policy process; problems, policies, and
politics; have been adapted to explain the lack of policy action on the SDoH
in Australia (Carey and Crammond 2015). This research highlights areas
where policy advocates could better position themselves to further the cause
of SDoH (Carey and Crammond 2015) and a similar analytic approach may
be able to yield some insights on how disability advocates can champion
the need for SDoH reform for PwD. Thus the aims of this research are to provide a greater depth of understanding of where policy barriers lie across the
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Figure 1. Spread of participants by organisation/job role
NDIA (National Disability Insurance Agency)
NDIS (National Disability Insurance Scheme)

three levels and across different agents and to provide insights into where
research and practice need to focus attention to achieve greater policy
action on SDoH.

Research process
This study forms part of a broader project that aims to identify cost-effective
and implementable policies to improve the health of Australians with disability using a SDoH approach. To identify policy gaps and issues in disability
policy, key policy actors were interviewed. Forty individuals involved in disability policy in Australia at a high level (i.e. CEOs of advocacy groups, peak
bodies, and service provider organisations, senior public servants) were identified as potential participants. Individuals were chosen on the basis they are
knowledgeable about disability policy, have responsibility for broad SDoH
such as housing, employment and education, and who are involved in influencing policy, either through working in government or through advocacy.
Potential participants were also selected to ensure a representative spread
with respect to organisation/job role, geographical spread, and lived experience of disability (See Figures 1 and 2). Potential participants were invited to
join the study via email which included an information sheet outlining
details. Thirty individuals agreed to take part. Ethics approval for the study
was obtained through the University of New South Wales (HC17549).
Interviews were conducted between October and December 2017 either in
person or over the phone. Each interview lasted between 45mins  1 h and
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Figure 2. Spread of participants by geographical location and lived experience of disability
Table 1. Matrix table showing the themes against which the data was coded (Adapted
from Solvang, Hanisch, and Reinhardt (2017))
Individuals
Micro

Meso

Macro

Attitudes and behaviors
towards people with
disability by the
public/community
Interactions between
individuals and
organistions

Interactions between
individuals and
government at a broader
advocacy level

Professionals

Government

Attitudes and behaviours
of professionals
interacting with people
with disability
Operation of organisations
(i.e. hospitals, schools,
workplaces, health care
centres, supported
accommodation,
disability service provider
organisations)
Interactions of professionals
with professional
organisations
and government

Attitudes and behaviours of
individuals working in
government towards
people with disability
Operation of government
funded programs and
funding arrangements

Government structures and
relationships i.e. between
state and federal
governments, between
government departments

was recorded and transcribed verbatim. Three researchers (CG, HD & GC) conducted the interviews. Questions were open ended and covered participant perspectives of key SDoH for PwD, current policy approaches and their strengths
and limitations, and suggestions for future policy and program interventions.
Data were analysed using framework analysis, a method explicitly oriented
towards applied policy questions (Dixon-Woods 2011). Framework analysis
uses a matrix-based method where data is coded into thematic categories
developed a priori as specific coding categories from the outset (Ritchie and
Spencer 1994). Using this approach the research team developed a matrix
table of coding themes prior to coding the data. The table utilises a 3  3
matrix adapted from Solvang, Hanisch, and Reinhardt’s (2017) framework,
consisting of 9 cells combining the three levels of social organisation; micro,
meso, macro, with the three principal agents involved in disability policy;
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individuals, professionals and government. Table 1 shows the coding themes
developed for each cell. Interview data were coded against the framework
by two researchers (CG and HD) using Nvivo software. Inter-coder agreement
was reached through a negotiated process (Garrison et al. 2006) where coding discrepancies were discussed by the researchers until agreement
was reached.

Results
In this section we set out findings at each level of the framework, before
considering what the combined findings indicate.

Micro level
This level concentrates on attitudes and behaviours of individuals that
impact health outcomes for PwD. This is not concerned with individual lifestyle factors or behaviors of PwD, rather attitudes and behaviours directed
towards PwD by others. As findings demonstrate people often have low
expectations of PwD and negative perceptions about their capacity to function and contribute to society. Many interviewees highlight that community
attitudes towards PwD are often negative and this also influences attitudes
of professionals:
The overriding factor is the societal attitude we have to people with disability. People
are still othered, and dismissed, and thought of as less than. So we’re by no means
where we need to be with that societal attitude … that underpins everything … . That
underpins the way the nurses or the doctors in the health system respond to someone
with disability when they come through their doors. [P12 – National Director
Disability Advocacy Organisation]

There was unanimous agreement of the need for community campaigns
to address negative attitudes and promote inclusive messages. As well as
improving acceptance of diversity, such a campaign would also make possible the types of organisational and policy change to social determinants
expanded upon in the following sections. Changing negative attitudes
towards PwD is seen as fundamental to policy reform in all areas of disability policy.
Interviewees highlighted some specific skill deficits. Health professionals
are seen to lack communication skills for interacting with PwD, especially
those who are non-verbal or have an intellectual disability. Many perceive
there is a lack of education and training for health professionals in working
with PwD. Attitudes towards PwD are influenced by the biomedical model of
training many health professionals receive:
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I have a presumption that people in the health sector would be more comfortable or
more experienced talking to and working with someone with disability. I learnt that
was a total myth … they’re just like anybody else and often more ignorant because
they’ve come from a medical model where a person with disability is less likely to be
offered to have a voice. [P7 – Member of National Disability and Carers
Advisory Council]
I don’t know how much training there is for doctors and so on dealing with people
with disabilities … It’s just a complete misunderstanding or lack of knowledge of what
it means to have a disability. [P18 – Senior Public Servant Disability Policy Unit]

The biomedical model of disability may also perpetuate lifestyle drift as
health of PwD is seen as directly related to their impairment, rather than
structural factors. This may have the effect of shifting policy focus towards
individuals and health services, as revealed in our interview data where a
large part of the discussion centered on access to health services as a key
inequality for PwD. Policy responses then inevitably focus on increasing
health service access, rather than focus on ‘upstream’ SDoH to reduce reliance on services (Carey, Malbon, Crammond, et al. 2017).
Low expectations of PwD can also reduce participation levels in preventative health programs or services. Interviewees reported this as a contributing
factor in health programs and preventive campaigns neglecting people with
disabilities:
… sometimes we stand back and think this isn’t because of this person’s disability,
this is because of the low expectations that people have … people think, “Oh, this
young man should be a lot fitter,” and everyone just goes, “Well he’s got a disability,”
so he’s allowed to eat whatever he wants” [P22 – Operations Manager Disability
Employment Organisation]

Low expectations were also commented on in relation to capacity to
work, covered further in our discussion of meso factors.
The focus on disability at the expense of the whole person, low expectations, and inability to engage people in their health care was also discussed
with respect to policy directives. It was argued by interviewees that policy
reflects this narrow conceptualisation of disability. This framing of disability
and community understanding hinders the development of more inclusive
and holistic policy approaches. A common theme identified is too much
focus around a person’s impairment which is reflected in the way policies
are made for provision of services that lack a whole person focus:
I don’t think there is anything at a policy level that drives effectively … some well
intended disability schemes … at best they’re sort of tokenistic because it’s more
focused around the disease or condition, than it is around the whole person. [P11 –
Manager Disability Service Provider Organisation]

Across community, health professionals, and government there is a narrow
and often negative conceptualization of disability that hinders social
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inclusion, appropriate health care, and formulation of holistic policy. These
attitudinal and behavioral factors surface in how PwD experience organisations, particularly health services, workplaces, and government departments.
Meso level
This section summarises challenges for PwD in engaging with different types
of organisations, how organisations operate generally and the impact
this has.
Issues with both accessing health care and experience of PwD interacting
with health services were identified as important by interviewees. These
include decisions around treatment for PwD who may not be able to give
verbal consent, a lack of focus on the whole person, a lack of supports for
PwD when in hospital, and end of life decisions. PwD are seen as being
excluded from their health treatment, particularly those with complex needs:
… where someone is admitted to hospital, the pathway that they go down is highly
dependent on the understanding of the hospital staff around disability and those
judgements that are made about the individual and what should be done. [P3 –
Director Disability Ombudsman]

It is perceived that PwD also find it difficult to engage with workplaces
and find meaningful work. The barriers for this will be covered in the next
section, but the quote below highlights the tension between the individual
aspirations for many PwD and the reality of trying to find employment:
People want to work, but there’s no support in the workplace, or there’s no identified
jobs for people who have a disability, who would like to work, and can’t get access to
work, then there’s the whole view about one’s self-esteem and one’s worth is caught
up in that. [P25 – Executive Director National Disability Advocacy Organisation]

One of the most common areas arising in almost all interviews is how the
structure and operation of health services are not equipped to adequately
meet needs of PwD, meaning they face significant barriers in accessing
health services. Even though interviewees were asked to focus on broader
SDoH many responses instead focused largely on access to services. This is
particularly pertinent in relation to policy change on SDoH given the lack of
policy action in this area. The perception by policy stakeholders that access
to services is the area that requires greatest attention will influence policy
decisions on where policy change and funding should be directed, potentially hindering action on broader SDoH. It is also typically perceived the supports and services PwD have access to creates the greatest impact on health
outcomes rather than broader SDoH:
I think health and disability areas are the two that are going to most profoundly lead
change, because everybody needs good health. And … the health system has often
been inaccessible to people with a disability. So in terms of the health system being
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more accessible … I think this is a really important nexus. [P12 – National Director
Disability Advocacy Organisation]

Physical accessibility issues are also frequently mentioned, with many
interviewees reporting challenges due to physical accessibility (such as lack
of wheelchair ramps) and lack of appropriate equipment to allow examination of a person with disability (such as hoists for examination tables).
The notion of having a disability accessible workplace for GPs and for any specialist in
the health system is still absolutely not there [P8 – Senior Public Servant Department
of Health]

Physical accessibility issues in the built environment are viewed to hinder
ability of PwD to move around and participate in the community or local
preventative health initiatives. This reduces control over where people can
physically go and also leads to feelings of social exclusion, further compounding mental and physical health.
I don’t see that for people with disabilities. I don’t see lifestyle education, food and
nutrition education, something that’s delivered in a way or a place that’s accessible or
welcoming to somebody. [P19 – Operations Manager Disability Training
Organisation]

The other main organisational barrier reported was workplaces. Some of
the issues relating to employment are clearly macro factors (e.g. low wages,
effects of automation on available jobs), but there are also a number of
meso factors identified such as lack of pathways for PwD to access education/training to gain employment, and workplace discrimination issues such
as having to identify as having a disability in job interviews or workplaces
feeling like it’s “too much trouble” to employ someone with disability.
Policies and programs that can address employment are considered
a priority:
The value that employment has … the flow-on consequences that come from the kind
of meaningful, purposeful engagement that you have through work … work gets you
out it engages with people, you build social networks, and things come from that. You
have an income, and that gives you an array of choices that you would not otherwise
have, in terms of where you live, and what you buy, and the food you eat. [P13 –
General Manager Disability National Peak Body]

Interviewees identified two main areas contributing to disability policy
ineffectiveness: compartmentalisation and funding issues. The compartmentalisation between health and disability government departments and services was identified by a large number of interviewees:
… no one in Health really owns Disability … .there is not a lot of ownership in health
in this area … it is very hard to work across sector. [P30 – Area Director Department
of Health]
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It’s unclear what is the responsibility of the health system and what is the
responsibility of the disability system and how do you separate that out … I don’t
think we’re very clear about those interface principles. [P1 – State Government
Public Advocate]

The other major theme in relation to government service delivery is a lack
of funding at service provision levels, especially for people with high care
and complex needs and for care coordination. In respect of planning, especially with the adoption of the NDIS there are concerns with the narrow way
needs are identified at the neglect of SDoH and a whole person approach:
I don’t believe that at the moment NDIS planners and the people doing the work on
the ground are having a broad enough approach to how they work with a
person … there’s emphasis in their planning around peoples’ daily support needs
rather than their longer term connectedness needs and social needs. [P16 – State
Government Disability Services Commissioner]

There are particular issues around resources and services for people in
rural and remote areas where lack of access to health services is seen to be
a significant contributor to inequalities:
What does it mean to live in a remote community where you don’t have access to
specialists and allied health, for someone with a disability? What does it mean for
them in their ability to be included in local community life? Does it mean they have
less access to it because they’re less physically able to get involved? [P21 – National
Manager Disability Peak Body]

Macro level
The previous sections highlight how community attitudes and behaviours
influence social exclusion and a narrow framing of disability that contributes in part to inadequate ways that organisations and government
departments address the health and wellbeing of PwD. This section
builds on this understanding by analysing the connection between individuals, professionals and government in the process of producing policy
and how this impacts on choice of which social determinant factors are
prioritised.
The main theme to emerge here is a lack of policy consultation with PwD.
Interviewees provided specific examples of policy statements and documents
that had not properly consulted with PwD and a more general perception
this is not done well by government. Several interviewees noted PwD need
to be included in processes for policy making in a meaningful way. This was
also the case for staff working in the area:
How do we enable people who are on the ground, who know it better than anybody,
to actually feedback up through the system to the top level. That just doesn’t happen
enough. [P4 – Senior Research and Policy Officer Disability Advocacy Organisation]
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There’s no movement across, so the policy makers sit up the top and pontificate, and
deliver their interesting documents, and the National Disability Strategy is a great
example. It had no resourcing to go and embed itself in service delivery, design or
outcome. If you ask a person with a disability what do you know about the strategy, I
bet they’d just look at you blankly and say, “what’s that?” [P12 – National Director
Disability Advocacy Organisation]

A lack of connection with the policy process was identified as affecting
professional groups. Some interviewees noted lack of funding received by
disability advocacy organisations and the resultant difficulty these face in trying to achieve change in the policy process:
Lots of these organisations have been running on the smell of an oily rag for a long
time and … . they don’t necessarily have the people or the skills to operate in that sort
of broader policy environment. [P26 – Branch Manager Department of
Social Services]

Other interviewees felt a move towards individualised or personalised
funding models would make it harder for advocacy organisations to keep or
gain funding, further limiting their ability to be successful policy advocates:
It’s very difficult to get funding and I don’t think it’s going to improve in an
individualised system … community organisations are finding it challenging. [P6 –
Director State Government Health Network]
We’re prioritising economic outcomes … to be able to provide funds to service
providers, effectively rationing those funds, but we’re not doing it the way that
actually encourages collaboration, efficiencies or builds trust between all of the
players. [P14 – Professor Accounting and Finance]

Lack of involvement from individuals and professional groups was identified as one factor influencing how governments understand and prioritise
issues related to disability. Many interviewees further noted current policy
reform has been perceived by government as addressing all needs of PwD
yet is being experienced as a more narrow approach. As one participant commented:
There’s an awful tendency … that a lot of people talk as though by signing on to the
NDIS we have politically solved disability. [P29 – Director State Government
Department for Communities and Social Inclusion]

The reality, as understood by interviewees, is there are a number of key
macro SDoH issues not being addressed by government policies. Key
among these factors are employment opportunities, lack of transport
options, lack of social housing and lack of policies around increasing the
supply of appropriate and affordable housing in the private rental market.
These factors are interrelated, highlighting the importance of integrated
policy responses:
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There’s less jobs out there and that inhibits a person’s independence. It makes them
dependent on a welfare system which commits them to a very low income. [P1 –
State Government Public Advocate]
...if I can’t get to work, because there’s no public transport, and I haven’t got access to
a vehicle of my own, I haven’t got access to a regular transport system, I can’t afford
to use taxis … . [P11 – Manager Disability Service Provider Organisation]
The increased cost of living means that often people with disability find themselves in
a position where they’re unable to live in the community where family and friends are
because they’re unable to afford accommodation … that can be related to the fact
that they do generally have smaller incomes and increased costs of living. [P9 –
Managing Director Affordable Housing Non-Government Organisation]

Interviewees noted particular groups experience greater inequalities within
respect to disability, health and SDoH. Those living in rural/remote locations,
people from culturally and linguistically diverse backgrounds, Aboriginal and
Torres Strait Islander people and women with disability are all considered at
increased risk of social and health disadvantage. Again, it is noted that current policy approaches to disability are not addressing needs of these communities and groups.

Discussion
Our research demonstrates areas of disability policy where there is considerable attention and areas in need of reform that have previously lacked consideration. The use of a micro, meso, macro – levels framework has allowed
us to identify some possible reasons why policy action on SDoH for PwD in
Australia is lacking, despite recent heavy investment in disability by the federal government in the form of the NDIS. Our results show there are issues
with both the content of current disability policy to address SDoH, and also
the processes policy is made through. Firstly, we explore how results from
Table 2. Key findings at the micro, meso, macro levels and resultant policy barriers
Level
Micro

Key findings



Meso



Macro




Negative attitudes towards people with
disability (public, health professionals,
individuals in government)
Pervasiveness of biomedical model
of disability
Negative attitudes and pervasive
biomedical model influence operation
of organisations (i.e. health services,
education & training, workplaces,
disability services) and operation of
government funded programs and
funding arrangements
Lack of consultation with people with
disability in the policy process
Lack of funding for advocacy efforts to
influence disability policy

Resultant policy barrier
Combination of bio-medical model,
unconscious cognitive biases and
neoliberal discourses of individualism
result in a services drift where policy
focus is directed towards access to
services rather than broader SDoH

Lack of understanding of policy process
hinders research and advocacy efforts to
influence policy change
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the micro and meso levels can be interpreted as a form of “services drift”,
which sees a shift in policy reform towards service provision and access to
health services for PwD, even when the initial conversation or focus is
directed towards addressing broader SDoH. Secondly we discuss how the
results of the macro level show a greater understanding of the policy process is needed by both researchers and advocates to help increase the likelihood of policy adoption on the SDoH for PwD. Table 2 shows the key
findings at each level of analysis and how these contribute to policy barriers
that act to reduce policy action on SDoH. These are further expanded upon
in the rest of the discussion.
Findings from micro and meso level analysis show the majority of interviewees identified access to and experience of health services as being the
major health inequality experienced by PwD, rather than broader SDoH.
Despite having been recruited to a project on SDoH for PwD as soon as discussions headed towards action, recommendations typically related to
improving access to and experience of services. When prompted, interviewees were able to articulate some of the broader SDoH, in particular housing
and employment (and income as a flow on effect of employment). However,
of our findings align with those of Shakespeare (2006) in the sense
that many of the comments around these determinants focused on disability-specific discriminatory practices that prevent full participation of people
with particular impairments. This type of focus can obscure how broader
inequalities such as those connected to socio-economic background
“underlie the social patterning of the health and life experiences of disabled
people” (Emerson et al. 2011, p.146).
Similarly, while access to health services was identified by most interviewees as being the most important determinant, this was not linked
back to being the result of inaction on broader SDoH, such as socio-economic status. Rather, access to health services was viewed as a discrete
inequality. Suggested policies to tackle inequalities for PwD largely
focused on improving access to and experience of health services through
means such as increasing physical accessibility and improving communication training for health professionals, rather than tackling more upstream
measures such as employment, education, and transport. Research on lifestyle drift shows that even when there is an initial commitment to
addressing wider SDoH, policies often end up targeting narrow lifestyle
interventions instead, even when action at a higher level would offer
greater success (Hunter et al. 2010). Our research extends these findings
by showing that in disability policy instead of a drift towards lifestyle
interventions based on individual behavior change there is a drift towards
focusing on health services. There are a number of reasons why this might
occur in the disability policy space.
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Analysis of the micro level showed, similar to previous research, negative
attitudes towards PwD is a detrimental influence (Cox and Hill 2018; Soffer
and Chew 2015; Wilson and Scior 2014). Interviewees strongly recommended
increased education for health professionals and more broadly, communication campaigns to target community attitudes and beliefs. Our findings show
community attitudes and behaviours influence social exclusion and a narrow
framing of disability and interviewees perceive there is a link between this
and the inadequate ways that organisations and government departments
address the health and wellbeing of PwD. This narrow perspective on disability also impacts the choice of SDoH that are prioritised in policy making
(Dirth and Branscombe 2017). One of the challenges that emerged from
the interview data is similar to previous research, both PwD, carers, and nondisabled people view disability through the prism of the medical model
more so than through a social model perspective (Soffer and Chew 2015).
This research underscores the importance of addressing micro-level factors
such as individual attitudes and beliefs for their own ends in facilitating positive community attitudes towards PwD, but also to increase support for a
social model of disability and greater policy emphasis on SDoH.
These biases can also help explain the “services drift” revealed in our
results. Interviewees commented they perceive the bio-medical model of disability to be pervasive in Australia. This has flow on effects to how PwD are
communicated with and treated when in the health system, and also for the
types of policy interventions that are targeted or discussed. When disability
is seen as a functional limitation caused by a health condition, the response
to intervention is more likely to be focused on providing treatment or assistance for the condition in the form of better and/or greater access to health
services. Whitehead (2012) attributes lifestyle drift in part to a combination
of mental blocks and denial or indifference to the problem. We have also
shown that unconscious cognitive biases can reinforce an individualistic biomedical model of disability. A combination of these factors could help
explain our findings with the dominance of the bio-medical paradigm in
healthcare influencing, even at an unconscious level, the way our interviewees view health inequalities for PwD. Even though interviewees in our study
identify more holistic healthcare is needed, this is still very much focused at
an individual service level, rather than broader population health strategies
to reduce SDoH inequalities.
However, as our interviewees noted, due to low expectations for PwD,
personal responsibility for individual lifestyle factors (e.g. physical activity
and healthy eating) is often not viewed as important or achievable. Instead,
the focus for health becomes ensuring individuals can access health services
if the need arises. Operating alongside unconscious cognitive biases and the
pervasiveness of the biomedical model of disability, this may help explain
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why our interviewees focused more on access to healthcare rather than the
broader SDoH as policy goals. While a services drift reinforces the individualistic frame by placing onus on the individual (as responsible for attending
and choosing health services), policy is not directed towards changing individual lifestyle factors impacting health (i.e. nutrition, exercise) rather it is
focused towards provision of more or better services which an individual can
choose from to assist them. This has been clearly demonstrated in the rise of
policy reforms towards personalised budgets for disability such as the NDIS
where individuals choose between a range of marketised services (Carey,
Malbon, Reeders, et al. 2017).
Results from the macro-level analysis show there remains major challenges
for advocates in advancing policy reform for PwD. While there was significant commentary on some of the content challenges about policy and ideas
for reform in relation to funding and service delivery, there was less
emphasis on the process by which policy is enacted. For example, while it
was highlighted there needs to be meaningful consultation with PwD in the
policy process, there were no suggestions around how this might be better
achieved beyond from some comments on increased funding for advocacy
organisations. It was also identified that many government policy responses
(such as the NDIS) were not adequately addressing SDoH and there was a
perception by government that the NDIS has now “fixed” disability policy.
However, interviewees were unable to articulate why this might be the case
or suggest any strategies to assist with getting SDoH onto the policy agenda.
This finding is consistent with the literature that demonstrates how most
professionals fail to understand how to engage in the policy making process
(Clavier and de Leeuw 2013).
Recent work by Carey and Crammond (2015) looking at the nature of government and the policy making process as it relates to SDoH policy in
Australia provides some useful insights into the lack of action on SDoH, which
mirror some of the findings of these interviews and have direct applicability
for disability policy. Carey and Crammond’s analysis found that Kingdon’s
(1995) three policy process streams of ‘problems, policies, and politics’ are
interconnected through ‘cross-cutting’ structural and discursive interdependencies that shape dynamics across the three streams (see Table 3).
For example, in the policy stream a structural challenge lay in the siloed
nature of government departments. This was also commented on by our
Table 3. Structural and discursive challenges (Adapted from Carey and Crammond (2015))
STREAMS (Drawn from Kingdon’s work)
Structural dimensions
Discursive dimensions

Problem
Accountability
Pitching the
problem/solution

Policy
Government silos
Non-linear policy
processes

Politics
Community engagement
Normative positions
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interviewees who identify the compartmentalised nature of government
departments often mean it is not clear who is responsible for different policy
areas, and SDoH issues typically span a range of government portfolios.
Similarly, in the problem stream, a consequence of departmentalism is a desire
for problems, programs, and policies which fit neatly within departmental
boundaries. As a policy concept, SDoH, and particularly in relation to disability,
has been identified as multifaceted with multiple causes, making it an
unwieldy concept for departments to deal with as it does not fit neatly into
their narrow accountability structures. The discourse around SDoH can also be
viewed as too complex a ‘problem’ for policy action. As a long term, complex
issue SDoH as a policy area may be difficult for public servants to communicate to politicians and central departments "where ’messy’ problems become
difficult to sell” (Carey and Crammond 2015, p. 137). This could be a contributing factor to the over emphasis on health services over broader SDoH by our
interviewees who may unconsciously see access to health services as a far easier policy area to communicate around than other SDoH.
However in Carey and Crammond’s research, while government silos
were viewed as problematic it was also acknowledged they help governments break down the complexity of the needs of the public and simplify
the task of governing. They recommend actions to improve SDoH and the
discourse used to communicate SDoH policies needs to be ‘broken down’
so it can be better communicated in a way that ‘fits’ within government
departments. Interestingly in discussions on government responses to disability policy, our interviewees did this type of ‘breaking down’ (i.e. housing, employment, education) which they did not do when answering
questions related to health inequalities where they focused mainly on
health services. Carey and Crammond suggest rather than trying to achieve
substantial change across SDoH for PwD, advocates may gain greater traction by scaling the problems so they fit within the remit of specific departments. The challenge here is to ensure these actions still fit within a broad
‘whole’ through coordination, and do not become a series of isolated activities across government.
Another significant issue identified by interviewees at the macro-level is lack
of consultation with PwD in the policy process. However, as with other macrolevel issues, there were few suggestions on how this might be better achieved.
This could reflect a lack of knowledge by disability advocates about how the
policy process operates and thus more effective ways to act within it to achieve
change. Policy theories that highlight the importance of ‘policy entrepreneurs’ in
creating policy change can provide some useful insights for disability advocates
in areas such as ensuring the voices of those with disability are better heard in
the policy process. Policy entrepreneurs are individuals or groups who can capitalize on windows of opportunity to promote their policy position, are skilled at
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assigning problems to their solutions and can locate policy makers open to their
ideas (Zahariadras 2014). Being an effective policy entrepreneur requires coordinated strategies and often collaboration between different groups with the
same policy focus which can be difficult to achieve for a SDoH agenda. However
the recommendations by Carey and Crammond (2015) about working within the
current structures of government to break down SDoH into more manageable
areas that fit within the remit of departments, combined with more co-ordinated
message frames between different advocacy groups, could be a helpful starting
point in moving towards policy action. We thus recommend that disability advocates who are interested in achieving action on the SdoH for PwD gain a greater
awareness of the policy process and the political and policy structures they wish
to affect. Albeit that this in itself is no guarantee of success and a lot depends
on the political mood and policy focus at any point in time.

Conclusion
In this article we apply a micro, meso, macro level policy analysis framework
to examine policy gaps and barriers to addressing SDoH for PwD in Australia.
We find there are challenges both with the content of current policy as well
as the process by which policy is enacted. Analysis at the micro and meso levels reveal a “services drift” occurring in this policy domain. This sees a drift
towards focusing on policies to improve experience of and access to health
services for PwD even when there is acknowledgement that broader SDoH are
not being adequately addressed. Possible reasons for this services drift include
an interaction between human cognitive biases, the bio-medical model of disability, and neoliberal discourses of individualism. Macro level analysis shows
while interviewees did comment on a lack of consultation with PwD in the
policy process, a lack of connection between government levels, systems, and
services and the need for greater funding for advocacy, there were fewer ideas
on how this could be improved relative to ideas at other levels.
The levels analysis helps surface this particular gap and is one of the
strengths of this analytic approach. We identify an increased knowledge of
the policy process could help disability advocates better operate as policy
entrepreneurs to advance a SDoH policy agenda in disability where there
has to date been little policy action in this area. Further research is needed
to examine how knowledge of the policy process can be developed for disability advocates. Cairney and Oliver (2020) have examined how academics
can increase the likelihood of having their research used in policy by providing a neat synthesis of the literature on cognitive science and political science for this audience. Similar types of materials could be developed for
disability advocates working outside of academia on how they could contribute to the policy process. Further research could examine both the content
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of this material and how best to deliver this knowledge, and then evaluate
whether these strategies are being used by disability advocates and whether
this has any effect on increasing policy action on SDoH for PwD.
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