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ABSTRACT

Assessing factors associated with wealth and health of

Ontario workers after permanent work injury

Junyi Chen

| drew on Bourdieu’s theory of capital and theorized that different forms of economic, cultural and
social capital which injured workers possessed and/or acquire over their disability trajectory may
affect certain outcomes of permanent impairments. Using data from a cross-sectional survey of
494 Ontario workers with permanent impairments, I measured workers’ different indicators of
capital in temporal order. Hierarchical regression analyses were used to test the unique association
of workers’ individual characteristics, pre-injury capital, post-injury capital, and the outcomes of
permanent impairments. The results show that factors related to individual characteristics, pre-
injury and post-injury capital were associated with workers’ perceived health change, whereas pre-
injury and post-injury capital were most relevant factors in explaining workers’ post-injury
employment status and income recovery. When looking at the significance of individual predictors,
post-injury variables were most relevant in understanding the outcomes of permanent impairment.
The findings suggest that many workers faced economic and health disadvantages after permanent

work injury.

Keywords: workers with permanent impairments, work-related disability, Bourdieu, theory of

capital, hierarchical regression
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Chapter 1: Introduction

According to the statistics report of the Association of Worker’s Compensation Boards of Canada
(AWCBC), Worker Compensation Boards in Canada receive over 760,000 claims of workplace
injury every year (AWCBC, 2019). In 2017, the AWCBC estimated that about 14% of the total
claims resulted in a permanent impairment (AWCBC, 2019). In Ontario, the Workplace Safety
and Insurance Board! (WSIB) received about 240,000 registered claims in 2017, and over 5.5%
resulted in a permanent impairment (AWCBC, 2019). The WSIB defines a permanent impairment
as “a physical or functional abnormality or loss (including disfigurement) which results from an
injury and any psychological damage arising from the abnormality or loss” that is expected to last
for a person’s lifetime (WSIB, 2019). Workers who suffer from work-related impairments may be
severely limited in their ability to participate in the labour market and in everyday life. Given that
anyone can experience work-related impairments (Morris et al., 2018), this study intends to offer
a comprehensive theoretical framework to understand and to analyze the outcomes and

consequences of permanent impairments.

Studies have shown that permanent impairments negatively affect an individual’s life. For
instance, permanent impairments are associated with the likelihood of employment instability
(Cater et al., 2013; Scott et al., 2018) and poverty (Ballantyne et al., 2016). In addition, permanent
impairments are associated with negative health outcomes such as chronic health problems (Brown
et al. 2006; Casey and Ballantyne, 2017) and mental health issues (O’Hagan et al., 2012).

Furthermore, permanent impairments may have negative impacts on individuals’ social relations

11n Ontario, the Workplace Safety and Insurance Board provides wage-loss benefits, medical coverage, and
support to workers with work-related injuries or illnesses (WSIB, 2021).
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such as stigma, marital dissolution and social isolation (Kosny et al., 2018; Kirsh et al., 2012;

Scott-Marshall et al., 2013).

Theoretical orientation

Studies of work-related impairments offer insights into understanding specific aspects of injured
workers lives. Very few studies, however, try to come up with an overarching theory for
understanding the diverse consequences of impairments. Seeking a comprehensive theoretical
framework, | draw on quantitative and qualitative studies of disability to better theorize the social
contexts of impairments. Specifically, I apply Pierre Bourdieu’s theory of capital to bridge the
gaps in the existing literature by connecting various aspects of injured workers’ experiences and

outcomes together.

I argue that Bourdieu’s approach is particularly useful to understand workers with
permanent impairments for two main reasons. First, there is the idea of the forms of capital.
Bourdieu (1986) argues that individuals possess different forms and volumes of capital, and they
may utilize them as resources to manage everyday encounters. These forms of capital not only
include the monetary dimension (economic) of capital, but they also include immaterial forms (i.e.,
cultural and social capital) which are represented in educational achievement, embodied
experience, and social relationships that function to help workers to re-engage in the economic and
social life after their injuries. This approach enables me to derive and test specific predictions
based on the possession of different forms of capital from a survey of injured workers with
permanent impairments (see below). This is especially important as the quantitative study of
permanent impairments and disability have been neglected in research on the relationship between
different forms of social support and disability outcomes. Second, there is also the idea of capital

accumulation. Bourdieu argues that both material and immaterial forms of capital tend to persist
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and accumulate over time, and they have the potential to produce profits and to reproduce
themselves. That is to say, accumulated capital or the lack of it may produce accumulated
advantages or disadvantages over time. This approach not only helps to account for and explain
the different outcomes of permanent impairment. It also enables me to select specific statistical
models based on the temporal order of capital accumulation: individual characteristics, pre-injury

capital, and post-injury capital.

Overview of the data

My analysis is based on a cross-sectional survey of 494 Ontario injured workers with permanent
impairments. The data comes from the Research Action Alliance on the Consequences of Work
Injury (RAACWI) Health and Health Care Utilization Survey (2008-2009). Eligibility for the
RAACWI survey was limited to first-time/single time and English-fluent claimants of the Ontario
Workplace Safety and Insurance Board (WSIB) who were between 25 and 55 years old with
workplace injuries that occurred between 2002 and 2007 and receiving a non-economic loss award
(NEL) certifying permanent impairment between 2005 and 2007. There were 195 (39.5%) male
and 299 (60.5%) female participants. About 60% of the respondents were 45 years old and older.
Fifty-one percent had reported having high school education or less. Further details of the sample

characteristics and the survey sample screening can be found in the Methods section.

Analytic approach & Research questions

In this study, | am interested in whether different forms of economic, cultural, social, and symbolic
capital accumulated through injured workers’ disability trajectory affect the outcomes and
consequences of permanent impairments. In particular, | include three bivariate outcome variables

as indictors of social, economic, and cultural consequences of permanent impairments: post-injury



employment status, income recovery and perceived health change. | use hierarchical regression to
account for the temporal order and the complex effects of accumulated capital which injured
workers may acquire at different points in time over their disability trajectory. Hierarchical
regression is conceptually compatible with Bourdieu’s theory of capital because I can use the order
of entry to test the hypotheses of accumulated advantages and disadvantages. Because all three
outcome variables are bivariate by design, three structurally similar models of hierarchical logistic
regression were used to test the unique associations of injured workers’ individual characteristics,
pre-injury capital, post-injury capital, and the binary outcomes of permanent impairment.
Specifically, three blocks of entry were sequentially entered into the analyses in order to account
for different forms of capital in temporal order. In step 1, unique associations of individual
characteristics such as injured workers’ age and gender to the binary outcomes were tested. Pre-
injury forms of capital such as education, pre-injury personal income, pre-injury health burden
were added in step 2, testing unique associations of pre-injury capital with the binary outcomes
beyond the effects of individual characteristics. Post-injury capital such as informal social support,
institutional support, post-injury health burden, perceived stigma, and post-injury employment
status were added in step 3, testing the unique associations of post-injury capital with the binary
outcomes beyond that already explained by other predictors. Chi-square tests and T-tests are used
to determine the bivariate relationships between independent variables and outcome variables.
McFadden’s pseudo R? is used as an indicator of model fit. A significant increase in pseudo R?
value between sequential steps may suggest that additional variance is added to account for the

binary outcomes.

The main questions guiding this study are: 1) to what extent do pre-existing characteristics

and pre-injury forms of capital contribute to the variance explained in three outcomes of permanent



impairments?; and, 2) What is the influence of social capital in explaining the outcomes of

permanent impairments beyond that already explained by economic and cultural capital?

Key findings

The analyses suggest that factors related to individual characteristics, pre-injury and post-injury
forms of capital were associated with injured workers’ perceived health change, whereas pre-injury
and post-injury capital were most relevant factors in explaining injured workers’ post-injury
employment status and income recovery. In addition, the analyses demonstrate how various forms
of capital that distinguish impaired workers who are employed and not employed at an average of
52 months after their initial injury; workers who retrain/improve and lose their personal income
from pre- to post-injury; workers who report much worse self-rated health and all others health
categories. | note the importance of pre-injury personal income for a better odds of post-injury
employment but having medium and high pre-injury income are also associated with a higher risk
of losing personal income from pre- to post-injury. | point to the importance of post-injury
employment for a better odds of retaining or improved income from pre- to post-injury period. |
note the disadvantages of experiencing numerous sources of stigma for heightened risk of reporting
much worse self-rated health. I also note the disadvantages of having high scores of institutional
support and of having high scores of post-injury health burden for heightened risk of reporting
post-injury unemployment, heightened risk of losing personal income from pre- to post-injury, and

heightened risk of reporting much worse self-rated health.

It is worth noting that among the pre-injury variables, pre-injury personal income was
found to be important for predicting economic outcomes such as post-injury employment and
income recovery. Interestingly, pre-injury personal income was associated with an increased

likelihood of reporting post-injury employment, but it was also inversely associated with the
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likelihood of reporting the same or positive income recovery. These results suggest that having
higher pre-injury personal income provided injured workers with post-injury advantages in re-
entering the labour market, but higher pre-injury personal income creates disadvantage in re-

establishing pre-injury earnings.

In addition, it is also important to note that institutional support, as a form of post-injury
social capital, was inversely associated with injured workers’ post-injury employment, income
recovery and perception of health change. As detailed in Chapter 3, institutional support measures
injured workers’ sources of income, provided by public institutions (i.e., employment insurance,
workers’ compensation, disability benefits, and social assistance). The results seem to be
counterintuitive at the first glance, but they are consistent with my expectation. While the use of
institutional support is an indicator of social support, a high score of institutional support reflects
a worker’s disadvantages in capital accumulation (and eligibility for/need for these public sources
of support). These results suggest that institutional support cannot make up for the erosion of other
forms of capital that occurs following injury. Similarly, the findings consistently show that post-
injury health burden, as an indicator of embodied cultural capital, was inversely associated with
injured workers’ post-injury economic outcomes. These findings suggest that health is a key

determinant of economic recovery for workers with permanent impairments.

Contrary to my expectations, individual predictors such as education and informal social
support were not significant in predicting any of the three outcomes. While previous study shows
that education is an important indicator of economic outcomes (Cater et al., 2013; Polidano and
Vu, 2015) and health outcomes (Jenkins and Rigg, 2004; Taylor, 2011; O’Hagan et al., 2012), my
overall results found no significant association between education and post-injury employment

status, income recovery and perceived health change. These findings may suggest that the effect



of education was nullified by more powerful and immediate predictors such as post-injury health
burden (as our data show, many respondents had multiple conditions). In addition, previous
literature shows that functional support is important to individuals’ economic and health outcomes
(Kosny et al., 2018; Asher, 1984; Moser et al., 2012). Yet, my results show that informal support
was not significant in predicting any of the outcomes. It is possible that the capacity for informal
social support to circumvent the negative effects of permanent impairment maybe far from

complete.

Chapter layout

This thesis is divided into five chapters that are organized as follows. Chapter 2 provides the reader
with theoretical orientation and literature review. I explore Bourdieu’s theory of capital and
compare to human capital theory. Then, | further explore theoretical application of Bourdieu’s
ideas by looking at relevant literature of work-related impairment and disability. Chapter 3
provides the reader with a detailed overview of the data, including study procedures and sample
characteristics. Here, | explain my rationale behind the selection and construction of key variables,
and statistical design. Chapter 4 reports statistical results of three models of hierarchical logistic
regression. For each model, | begin by providing bivariate analyses of the independent variables
and the dependent variable. Then, | report the statistical results of each hierarchical logistic
regression. Chapter 5 discusses the key findings, the strengths and limitations of this study, and

the implications of research.



Chapter 2: Literature review and theoretical orientation

The WSIB defines a permanent impairment as “a physical or functional abnormality or loss
(including disfigurement) which results from an injury and any psychological damage arising from
the abnormality or loss” that is expected to last for a person’s lifetime (WSIB, 2019). Workers
who suffer from work-related impairments may be severely limited in their ability to participate

in the labour market and in everyday life.

Studies have shown that permanent impairments affect various aspects of an individual’s
life such as employment, income, health, mental health, family and relationships. For instance,
permanent impairments are associated with a higher likelihood of unemployment. Cater et al.
(2013: 2069) show that education plays a key role in enabling some workers with permanent
impairments to find employment after their injury, but education alone appears to be insufficient
to circumvent severe disabling effects. Scott et al. (2018) show that many older workers with work-
related impairments face involuntary retirement after their injury. Over two thirds of the impaired
claimants reported 75% or greater income reduction (compared to the general population) within
three years post-claim (Scott et al., 2018: 320-321). Permanent impairments are also associated
with the likelihood of poverty. Ballantyne et al. conducted a survey among permanently impaired
workers in Ontario, and the results showed that 46% of the participants lived in or close to poverty,

and 9% lived in deep poverty in the post-injury period (Ballantyne et al., 2016: 187).

In addition, permanent impairments are associated with negative health consequences. For
example, Casey and Ballantyne (2017) compared the odds of suffering chronic conditions between
impaired workers and general population. The authors show that work-related impairment was
associated with increased likelihood of reporting chronic health conditions as compared to the

general population (Casey and Ballantyne, 2017: 491). O’Hagan et al. (2012) examined mental



health outcomes for a sample of Ontario workers with permanent impairments. The results show
that after their injuries over half of the survey participants scored at or above the cut-off for clinical
depression, based on the CES-D: The Centre for Epidemiological Studies Depression Scale

(O’Hagan et al., 2012: 305).

Furthermore, permanent impairments may have negative impacts on individuals’ social
relations. For example, women who suffered work-related permanent impairment were less likely
than women without impairment to be married in a period of 10 years after their injury (Scott-
Marshall et al., 2013: 48). Qualitative studies also suggest that injury has negative impacts on
family and workplace relationships (Kosny et al., 2018; Kirsh et al., 2012). For example,
interviews with 27 injured Australians and their family members show that family relationships
were strained by the injury, the compensation process and the subsequent psychological impacts
(Kosny et al., 2018: 939). The results of focus groups of 28 injured workers show that many
workers who returned to work after their injury experienced stigma from co-workers and

employers, and some were humiliated by inappropriate modified work (Kirsh et al., 2012: 150).

These studies of work-related impairments offer insights into understanding specific
aspects of injured workers lives. Few studies, however, engage in theory, coming up with an
overarching theory for understanding the diverse consequences of impairments. A few studies have
used human capital theory to explain consequences of impairments (Cater et al., 2013; Scott et al.
2018). While ‘human capital’ accounts for individual’s actual and potential economic capacity
such as employment-related status and level of education, it rarely considers social contexts which
play important roles in understanding impairment and its impacts. Seeking a comprehensive
theoretical framework, | draw on quantitative and qualitative studies of disability to better theorize

the social contexts of impairments.



It is important to have a general understanding of the concept of disability which changes
overtime. Similar to the definition of permanent impairment provided by WSIB, the medical model
of disability focuses on the functional loss of individual physiology or psychology which can be
treated by largely medical interventions and technologies (Parr & Butler, 1999: 3). As Edwards
and Imrie (2003: 241) point out, the medical definition is reductive because it fails to recognize
that impaired individuals exist within society where social structures and attitudes are formative
to the experience of impaired individuals. On the contrary, the social model of disability
emphasizes social structures where individuals’ impairments are contextualized. The social model
understands that individuals with impairments are disabled through the attitudes and norms by
which society defines them (Edwards & Imrie, 2003: 241). However, the social model is criticized
because it overly emphasizes the importance of social settings, largely discounting the impaired
body and the corporeal experience. To address this issue, some scholars have applied concepts
developed by Pierre Bourdieu for consideration of the complex concept of disability because the
disabled body is understood as corporeal and simultaneously social (Edwards & Imrie, 2003; Allen,
2004; Mithen et al., 2015; Newman et al. 2017; Townsend et al., 2018). For instance, Edwards and
Imrie (2003: 244) apply Bourdieu’s concepts of habitus and symbolic capital to argue that disabled
bodies are produced by, but also produce and sustain the values of the non-disabled body (stigma
against disabled body). Bourdieu’s theory is potentially a useful framework for understanding the

consequences of impairments from individual characteristics to the broader social contexts.

In this chapter, | aim to develop an overarching theoretical account of the impacts of
permanent impairments on workers, drawing on and critically examining the studies of disability
and work-related impairments. | will apply Pierre Bourdieu’s theory of capital to bridge the gaps

in the existing literature by connecting the economic, cultural and social aspects of injured workers’
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experiences and outcomes together. Like many studies of work-related impairments, I am
interested in the consequences of permanent impairments which are contextualized within specific
social settings. Thus, my usage of the term ‘impairment’ goes beyond the functional loss of
individuals to conceptualize it as a social phenomenon as well. | will begin by looking at the

empirical literature of disability and permanent impairments.

Literature of disability and permanent impairments

Taylor (2011: 87) understands disability in old age as a dynamic process, consisting of the primary
transition of onset and its accumulation afterwards. The author uses longitudinal data to study the
relationship of socioeconomic status on the risk of disability onset and the growth of disability
among older adults (aged 65 or order) in US. The study draws 2456 samples from the four waves
(1986-1987, 1989, 1992, and 1996) of the Established Populations for Epidemiologic Studies of
the Elderly project (Taylor, 2011: 91). The author looks at factors such as age, gender, education,
financial resources, social support that are associated with the likelihood of disability onset and
the growth process of disability over time (timing and severity). The results show that being male
was associated with a decreased likelihood of disability onset than being female (Taylor, 2011:
95). Older individuals were more likely to experience onset and to have an increase in growth
process of disability over time (Taylor, 2011: 95). Both education and income were negatively
associated with the likelihood of disability onset, and income was also inversely associated with
the growth process of disability over time (Taylor, 2011: 96, 100). When including social support
in the model, perceived social support is negatively associated with the likelihood of disability
onset, and it appears to moderate the association between income and disability onset and growth
over time by reducing the effect of income on disability onset and growth over time (Taylor, 2011

100). When adding health characteristics in the model, being underweight or obese is associated
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with an increased likelihood of disability onset, whereas mastery is associated with a decreased
likelihood of disability onset (Taylor, 2011: 100). Having financial resources such as assets,
Medicare coverage and health insurance were each associated with a decreased likelihood of

disability onset (Taylor, 2011: 101).

Taylor (2011) shows that various factors are associated with the likelihood of disability
onset and the outcomes of disability. These factors can be further categorized into individual
characteristics such as age and gender, monetary resources such as income, assets, medical
coverage and health insurance, non-monetary resources such as education, health and fitness, and
social support. To further understand the different effects of factors on the consequences of
disability, 1 will focus on economic, health and social outcomes of impairments, acknowledging

the effects might overlap among different outcomes.

On labour market outcome

Taylor’s findings suggest that disability is a trajectory, and individuals’ access to economic capital
not only influences their chance of disability onset, but it also influences their subsequent trajectory.
Indeed, studies show that individuals with economic disadvantages before their injury often
experience worse outcomes than those without disadvantages. For instance, Jenkins and Rigg
(2004: 484) argue that individuals’ post-disability economic disadvantages reflect their pre-
existing situations rather than the onset effects of work-limiting disability. The authors use
longitudinal data to examine the selection, onset and duration effects of disability and the impacts
on individuals’ household net incomes and employment. The study uses longitudinal data from the
first eight waves (1991-1998) of British Household Panel Survey which is a nationally
representative sample of the population of Great Britain (Jenkins and Rigg, 2004: 481). The sample

consists of 280 working age individuals who experienced disability onset and 10,753 individuals

12



who were at risk of onset but did not experience it (individuals who had the onset characteristics
such as disadvantages in income and employment status two years prior to disability onset)
(Jenkins and Rigg, 2004: 483). The authors test the selection effect by comparing the economic
outcomes of currently disabled and not disabled, and of those who were at risk of onset and became
disabled and those who were at risk but did not become disabled (Jenkins and Rigg, 2004: 484).
The results show that pre-existing characteristics such as educational qualification and pre-injury
employment status are strongly associated with the likelihood of disability onset and economic
outcomes after disability onset. Controlling for other factors, having no educational qualifications
or being jobless is independently associated with increased likelihood of disability onset, and
increased likelihood of low household income and post-injury unemployment (Jenkins and Rigg,
2004: 487). The results also show that the effects of disability onset and its duration on median
income, proportion with low income, and proportion in paid work should be understood as a
trajectory. For instance, from two years prior to onset to the onset year, the median income fell by
12%, the chance of low income rose by 18% and the proportion in paid work fell by 26% (Jenkins
and Rigg, 2004: 489). The economic outcomes for those disabled for three years or more were
generally worse than the outcomes for those disabled for a shorter period (Jenkins and Rigg, 2004

488).

Polidano and Vu (2015) conducted a similar longitudinal study as Jenkins and Rigg in
Australia with further distinctions between different types of employment and education. Instead
of work-limiting disabilities, the analysis focuses on the functional disabilities which are health
conditions that restrict everyday functioning. Specifically, the authors looked at the relationships
between age, gender, types of education and pre-injury employment status and disability onset and

long-term labour market outcomes. Labour market outcomes include employment probability, the
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likelihood of becoming low-income, reliance on income support and the use of part-time work.
The sample consists of 550 working-age individuals who incurred functional disability between
2003 and 2006, and whom the study observes at least 4 years of post-onset outcomes (Polidano
and Vu, 2015: 305-308). The data draws from a subset of the 2001-2009 survey of Household
Income and Labour Dynamics in Australia (HILDA). HILDA is a nationally representative panel
survey of Australian households, including detail information about employment, health and
family dynamics. The results show that people with disability had lower employment probability
in the labour market three years prior to onset, compared to those with matching demographics but
without experiencing disability onset (Polidano and Vu, 2015: 311). Disability onset was not only
associated with a decreased likelihood of employment in the year of onset, but its duration was
also associated with an increased likelihood of receiving income support and being in a low-
income household (Polidano and Vu, 2015: 312). Similar to Jenkins and Rigg’s findings, the study
found no clear evidence that gender and age were associated with disability onset and post-injury

outcomes (Polidano and Vu, 2015: 315).

Polidano and Vu contribute to further understanding of the long-term effects of education
on economic outcomes. The authors argue that different levels of education had both initial and
long-term effects on disability onset and the subsequent economic outcomes. The study estimated
4.9%, 6.4% and 11.5% reduction in employment probabilities in the year of onset for those with
higher education, vocational education, no post-school qualifications (Polidano and Vu, 2015:
313). These differences in initial employment impacted by education appear to grow over time.
Three to four years after onset, the likelihood of receiving income support increases by 11.9% for

those without qualification, 3.8% for those with vocational education and 1.9% for those with
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higher education (Polidano and Vu, 2015: 314). These results show that individuals’ access to

education plays an important role in the disability trajectory and its economic outcomes.

Indeed, studies of work-related impairments also show that individuals’ access to education
is an important predictor of their economic outcomes after impairments. For example, Cater et al.
(2013) argue that human capital plays a key role in enabling some impaired workers to find
employment after their injury. The authors look at the relationship between education, the types of
impairment and the probability of post-injury employment and occupational shift for permanently
impaired workers. The study includes a sample of 2617 men from the Survey of Workers with
Permanent Impairments which was conducted by the WSIB between 1989 and 1990 (Cater et al.,
2013: 2067-2068). The results show higher levels of education increase the probability of
employment related to specific types of impairment (Cater et al., 2013: 2069). For shoulder injuries,
primary education was associated with less than 20% employment probability, while some high
school education was close to 50% and high school or more was over 70% employment probability
two years after injury (Cater et al., 2013: 2069). Similarly, for those with knee injuries, the
employment probability of primary education was 40% as compared to high school or more at
roughly 80% two years after their injury (Cater et al., 2013: 2069). For hand impairments, the
employment probability was 93% for those with high school or more and 78% for the less educated
groups (Cater et al., 2013: 2069). While education level was associated with increased probability
of employment for those with permanent back injuries, the relatively low employment probability
(37% for high school or more) suggests that education alone appears to be insufficient to
circumvent severe disabling effects (Cater et al., 2013: 2069). In terms of occupational shift, there
is no evidence of job shifting for any education level; injured workers tended to return to their

same occupation (Cater et al., 2013: 2070). Cater et al. (2013: 2071) suggest that occupation-
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specific human capital plays a key role in enabling an impaired worker to meet that occupation’s
requirement. Education might facilitate the accumulation of that capital by allowing the individual
to better understand adapted approaches to a task or it may simply result in increased productivity

that acts as a sort of buffer against productivity loss (Cater et al., 2013:2071).

In addition, studies show that injured workers with low pre-existing socioeconomic status
often experience negative economic outcomes in the labour market. For instance, Lilley et al.
(2012) look at factors predicting unemployment among injured workers 3 months after injury in
New Zealand and found that work-related injury is disproportionately associated with
unemployment for individuals with low socioeconomic status. Between 2007 and 2009, 2615
workers from New Zealand’s Accident Compensation Corporation compensation scheme
participated in the study with self-reported survey and telephone interview (Lilley et al., 2012: 2).
The results show that pre-injury socio-demographic factors such as low personal income, a blue-
collar occupation, financial insecurity were associated with increased likelihood of not working 3
months after injury (Lilley et al., 2012: 3). In terms of pre-injury work conditions, working in
painful/tiring or standing positions was associated with increased odds of not working (Lilley et
al.,, 2012: 3). In terms of pre-injury organizational factors, workers with temporary/casual
employment contracts, long work week schedules were associated with greater chance of not
working (Lilley et al., 2012: 3). Workers who perceived their injury as life threatening and those
who were admitted to hospital after their injury had increased odds of not working (Lilley et al.,

2012: 3).

Similar patterns are observed in a study of long-term unemployment. Scott et al. (2018)
looked at the relationship between permanently impairing occupational claims and early retirement

decisions in Canada. Scott et al. (2018: 319) included a sample between 4610 and 4615 permanent,
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partial impairment claimants from the Ontario workers’ compensation between 1998 and 2006,
linked to data from Statistics Canada’s Longitudinal Administrative Databank. The authors
defined early retirement as individuals with permanent impairments who earned, on average and
over three years, half or less of income than individuals with matching characteristics but without
impairments (Scott et al., 2018: 319). They hypothesized the degree of impairment, the nature of
injury, physical demands of the pre-injury occupation, and pre-injury earning bracket are
associated with the timing of retirement (Scott et al., 2018: 318). The results show that about 77%
of the early retired claimants lost, on average, 75% or more of their earning in 3 years after injury
compared to the control group (Scott et al., 2018: 320). Proportionately more of the workers
retiring were older, worked in physically demanding jobs, earned less than $40,000 before injury,
and experienced soft tissue injuries, and injury to the trunk, and more severe injuries (Scott et al.,

2018: 322).

Furthermore, injured workers with low pre-existing socioeconomic status often fall into
poverty. For example, Ballantyne et al. (2016) look at the levels of ‘personal poverty’ among
workers with permanent impairments in Ontario. Personal poverty was measured in terms of
before-tax ‘low income measure’ (50% of median household income) with an assumption that
workers lived in single-person households (Ballantyne et al., 2016: 177). The authors draw
samples from the Research Action Alliance on the Consequences of Work Injury (RAACWI)
Health and Health Care Utilization Survey. The survey was conducted between 2008 and 2009,
which included 494 claimants with permanent impairments from Ontario Worker Compensation
Board (Ballantyne et al., 2016: 175). The results show that 46% of the participants lived in or close
to post-injury personal poverty, and 9% lived in deep poverty (Ballantyne et al., 2016: 187). The

poor were more likely than the non-poor to report having lower education achievement, sustaining
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multiple injuries at work, having shorter job tenure and non-unionized positions before they
became impaired (Ballantyne et al., 2016: 179-181). In addition, the authors found that
employment advantages such as returning to one’s pre-injury employer and having longer pre-
injury job tenure were each associated with decreased likelihood of personal poverty after injury
(Ballantyne et al., 2016: 187). On the other hand, factors such as single parenthood, living in larger
sized communities and completing a post-injury retraining (regardless of employment status after
retaining, workers who complete training have their benefits reduced because they are ‘deemed’
employable) were each associated with increased likelihood of post-injury personal poverty
(Ballantyne et al., 2016: 187). The analysis suggests that workers with personal poverty in the pre-
injury period are particularly vulnerable to post-injury poverty, and they faced a substantially

higher risk of being unable to escape it after they got injured (Ballantyne et al., 2016: 185).

Pettinicchio and Maroto (2017) add gender into the analysis of labour market outcomes.
The authors use longitudinal data to compare employment outcomes among men and women
without and with disabilities, and with different types of disabilities. Disabilities were measured
in six overlapping categories: work-limiting disability, physical disability, cognitive disability,
sensory disability, self-care limitation or difficulty and multiple disabilities. The study includes
413,007 Americans who were working-age adults with earnings between 25 and 61 years old
(Pettinicchio and Maroto, 2017: 12). The data draws from the 2010 to 2015 Current Population
Survey Annual Social and Economic Supplement (CPS). The CPS comprises large yearly samples,
and it includes detailed information on employment, earnings and worker class. In addition, the
CPS also includes information on whether a disability is work limiting or not, as well as detailed
measures of different types of disability (Pettinicchio and Maroto, 2017: 12). The authors look at

the relationship of gender and disability on employment rates and logged annual earnings, after
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accounting for human capital and demographic variables such as weekly hours of work, firm size,
occupation, age, education, marital status, race and state of residence. The data shows that, between
2010 and 2015, about 12% of the working-age population reported a disability, difficulty or
limitation (Pettinicchio and Maroto, 2017: 14). Within this group, about 9% reported a work-
limiting disability and about 8% reported a difficulty or limitation (Pettinicchio and Maroto, 2017:

14).

Pettinicchio and Maroto (2017) show that both gender and disability/disability type were
negatively associated with employment and income. After accounting for human capital and
demographic variables, women without disability had 12-13% lower employment rates and about
33% less earnings than men without disability (Pettinicchio and Maroto, 2017: 16, 20). Disability
was associated with lower rates of employment by 41-62%, varying with types of disability
(Pettinicchio and Maroto, 2017: 16). Women with work-limiting disability had about 18% less
earnings than men with similar disability (Pettinicchio and Maroto, 2017: 20). Women with any
difficulty or limitation had about 28% less earnings than men with similar conditions (Pettinicchio
and Maroto, 2017: 20). Women with multiple disabilities had the lowest employment rates and
earnings levels (Pettinicchio and Maroto, 2017: 16). When all covariates were held at their means,
men without disability had an employment rate of 82% and average earnings of $59,000 per year,
but men with multiple disabilities had an employment rate of 17% and average earnings of $37,000
(Pettinicchio and Maroto, 2017: 24). For women with multiple disabilities, the corresponding
employment rates and earnings were 16% and $29,000 (Pettinicchio and Maroto, 2017: 24). In
addition, the authors argue that disability appeared to have stronger effects for men because of
greater employment disparities between men with and without disabilities, and a diminished

gender earning gap among workers with disabilities (Pettinicchio and Maroto, 2017: 16). Except
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for individuals with independent living limitation (IDL) or sensory limitations, women appeared
to experience smaller employment gaps than men across different types of limitations with the
largest gender gaps present among individuals reporting physical limitations (Pettinicchio and
Maroto, 2017: 16, 19). Similarly, the earning gaps between men with any types of disability and
men without disability appeared to be greater than the earning gaps between women with and

without similar conditions (Pettinicchio and Maroto, 2017: 22).

These studies of labour market outcomes contribute to the understanding of disability and
its outcomes. Particularly, these studies highlight important factors that predict disability and its
outcomes. Factors such as gender, age, education, pre-injury employment, pre-injury income, pre-
injury work conditions, and severity of disability/impairment are important predictors of economic
outcomes. Many of these factors can be understood as pre-existing socioeconomic statuses. In
addition, the studies show that disability and permanent impairments should be understood as a
trajectory. Although Taylor (2011), Jenkins and Rigg (2004), and Polidano and Vu (2015) focus
on different groups of individuals with disability, the results consistently show that disability has
long-term consequences, and individuals’ pre-existing socioeconomic statuses are associated with
the likelihood of disability, its duration and outcomes. Similarly, the studies of work-related
impairments also show that workers’ pre-existing socioeconomic statuses are important predictors
of various post-injury economic outcomes (Cater et al., 2013; Lilley et al., 2012; Scott et al., 2018;

Ballantyne et al., 2016).

However, these analyses of economic outcomes are under theorized. While these studies
identify important factors in understanding disability and its outcomes, they rarely try to come up
with an overarching theory for understanding the consequences and outcomes of disability. Few

studies use human capital theory to explain the differences in economic outcomes of work-related
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impairments (Cater et al., 2013; Scott et al., 2018). To this extend, I will briefly introduce the
theory of human capital. Economists have developed different versions of human capital theory,
but they would generally agree that human capital is “the stock of productive skills, talents, health
and expertise of labour force” (Goldin, 2004: 22). That is, human capital is a form of resource that
used in production, and it is often measured in the terms of productivity, similar to physical
(economic) capital such as tools, equipment, machines. In addition, human capital is often
measured in the economic analysis of costs and returns. Like investment in equipment and
machines, human capital is the investment in people, which is expected to have investment returns.
For instance, Gary Becker (1962) looks at the relationship between human capital and distribution
of earnings. Becker disagrees with some human capital theorists who argue that unequal
distribution of earnings is due to the difference in individual’s natural talent (Becker, 1962: 45).
Instead, Becker (1962: 43) argues that the unequal distribution is due to individual difference in
human capital such as skills, education and health. That is, if everyone invests the same amount in
human capital, the distribution of earnings would be equal (Becker, 1962: 47). He points out that
individuals gain human capital from employment, education and training. Becker (1962: 46)
acknowledges that factors in the labour market such as discrimination would influence the rate of
return in human capital, which subsequently influences individuals’ incentive to invest in it.
Nevertheless, he believes that individuals’ willingness is the key factor to determine the rate of
return. That is to say, individuals who are willing to invest in human capital would overcome any

obstacles, and their investments are rewarded with high earnings in return.

Both analyses of Cater et al. (2013) and Scott et al. (2018) use individual differences in
human capital to explain unequal economic outcomes. In the case of Cater et al. (2013), human

capital such as education and health (the types of impairments) allowed some impaired individuals
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to return to the workforce and to maintain their productivity by taking on less physically
demanding jobs. For Scott et al. (2018: 318), pre-injury income bracket was a proxy measure of
human capital which allowed some individuals to have greater mobility and flexibility in labour
market participation. In this sense, human capital theory as a theoretical framework accounts for
individual agency because the theory explains how individuals use human capital as potential
resources in the management of their impairments and labour market participation. In addition, the
framework is suitable for empirical testing because human capital theory focuses on variables that

can be quantified in economic terms.

However, human capital is limited because it understands pre-injury personal
characteristics and post-injury labour market outcomes as inherently individual attributes. The
framework makes little or no account of the social settings where impaired individuals are
contextualized (experience the consequences of their impairments) and of the structural forces
which are beyond individual controls. In particular, the formation of gender and race, which
individuals are born into but have little control of, cannot be easily explained by human capital
theory. For example, the gender analysis of Pettinicchio and Maroto (2017) serves as a critique of
human capital theory, adding new layers to the understanding of disability and the labour market
outcomes. Similar to the findings of Cater et al. (2013), Pettinicchio and Maroto show that the
labour market outcomes were different according to different types of disability. For instance, men
and women with sensory limitations experienced smaller employment and earnings disparities,
people with work-limiting, multiple and cognitive disabilities experienced much larger labour
market disparities. However, the two studies have different interpretations of the results. Cater et
al. (2013) attribute the differences in economic outcomes to individual characteristics. For instance,

higher education allowed some injured workers to mitigate certain degrees of negative effects of
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impairments. On the other hand, Pettinicchio and Maroto (2017: 24) understand the economic
differences in terms of intersectionality and suggest that the different barriers to employment

inclusion for types of disability may be a result of the intersection of multiple statuses.

The gendered hierarchy in the labour market is difficult to be accounted for by human
capital theory. The analysis of Pettinicchio and Maroto (2017) suggests that the labour market is
dominated by masculinity. After accounting for human capital and demographic variables, women
without disability had lower employment rates and less earnings than men without disability. In
addition, the interactions between disability and gender create a complex hierarchy in the labour
market. Pettinicchio and Maroto (2017: 24) show that women with disability generally experienced
a “double penalty” in the labour market, and women with multiple and cognitive disabilities had
the lowest employment rates and earnings levels. Furthermore, men with disabilities lost the
privileges of masculinity in the workplace because disabilities were associated with negative
stereotype and pre-conceptions. For this reason, men with disabilities generally experienced larger
gaps in employment and earnings than women with disabilities, reducing the gender gaps among
people with disabilities. In short, the analysis of Pettinicchio and Maroto highlights the importance

of social settings which is missing in human capital theory.

The studies of work-related impairments support the argument of Pettinicchio and Maroto
that the different economic outcomes go beyond individual characteristics because workers with
low pre-existing socioeconomic status are consistently in disadvantages in the labour market
before and after impairment onset (Ballantyne et al., 2016; Lilley et al., 2012; Scott et al., 2018).
Some studies also point to the importance of compensation system in the economic outcomes of
injured workers. For instance, Scott et al. (2018: 323) point out that the mechanisms to support

workers’ return to work should be more supportive of low-income claimants. The authors argue
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that income is not just a measure of financial capital, but it is a measure of different forms of capital
or an indicator of social position (Scott et al., 2018: 323). Workers with high pre-injury income
are also likely to be well educated, have more flexibility in their work arrangements and more
mobility throughout the labour market, and be more empowered to negotiate a workplace
accommodation (Scott et al., 2018: 323). On the other hand, claimants with low pre-injury income
are more likely to be in manual or mixed manual labour jobs, and they are less likely to get an
accommodation from their jobs. For this reason, a fixed wage replacement which provides injury
workers with a proportion of their pre-injury wage is inequitable for those with low socioeconomic
status. In addition, Scott et al. suggest that in order to achieve the same labour market earnings,
long-term rehabilitative care may be required for injured workers with low socioeconomic status

(Scott et al., 2018: 323).

The position taken by Ballantyne et al. (2016) aligns with that of Scott et al. that current
compensation system does not address the vulnerability of low-income workers. For instance,
short-term rehabilitative programs such as mandatory participation in retraining may be
inequitable for injured workers with low socioeconomic status. Workers who complete a retraining
are ‘deemed’ employable and have their benefits reduced regardless their future employment status
(Ballantyne et al., 2016). This short-term program is problematic for some because it does not
consider the economic and health conditions of injured workers. It is also problematic because it
presumes that injured workers can complete on an equal footing with younger and non-disabled
bodies with equivalent training in the labour market. The results show that completing a retraining
program was associated with an increased likelihood of personal poverty (Ballantyne et al., 2016:
187). In addition, the emphasis of return to work does not consider workers’ health conditions. For

example, MacEachen et al. (2012) conducted qualitative interviews with workers with
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impairments and show that the emphasis of ability as a reintegration approach for impaired
workers would be problematic, and vocational retraining programs may not be appropriate for
workers with chronic or extreme health issues. Ballantyne et al. (2016: 187) suggest that legislation
should accommodate injured workers with on-going support that may or may not involve
employment, and it should also incentivize workplace safety for injury prevention. The authors
rightly point out that the analysis of impairments should go beyond the aspect of economics. In
the next section, | will demonstrate the importance of health in understanding the outcomes and

consequences of impairments.

On health and mental health outcomes

We will begin by looking at the health consequences of work-related injury. For example, severity
of injury is associated with the likelihood of post-injury health care utilisation. Brown et al. (2006)
conducted a longitudinal study, comparing healthcare utilisation among work-related injury
compensation claimants who did not require time off for their injury (NLT) and claimants who
missed workdays due to their injury (LT) and non-injured workers (NI). The authors draw data
from the British Columbia Linked Health Database (BCLHD) which links Medical Service Plan
payment data, hospital discharge records and Worker Compensation data for the entire British
Columbia population between 1989 and 1999 (Brown et al., 2006: 396). The sample included
52,319 LTs and 69,142 NLTs workers who were 25 year or older and filed a compensation claim
in 1994 (Brown et al., 2006: 397). The non-injured group (NI) included 52,319 workers who were
in the workforce and did not sustain injury between 1989 and 1999 (Brown et al., 2006: 397).
Brown et al. are particularly interested in whether the utilisation of general practitioner, hospital,
mental healthcare differs, 5 years before the injury and 5 years after injury, among the three groups.

The pre-injury period statistics show that NLTs and LTs were more likely to register in the BC
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Medical Service Plan than NlIs (Brown et al., 2006: 397). The post-injury period results show that
LTs had the greatest increase in their general practitioner and hospital visits each year after the
injury followed by the NLTs, and NIs had the smallest increase (Brown et al., 2006: 399). Mental
health care use and physician services for depression show similar patterns among the three groups
(Brown et al., 2006: 400-401). While statistically significant, the increase in mental healthcare
among injured workers is relatively modest compared to their general practitioner and hospital

visits (Brown et al., 2006: 400-401).

Brown et al. (2007) use 1990-1999 BCLHD dataset to conduct a follow-up study of injury
workers, comparing the social and economic outcomes of lost time workers (LT) and no lost time
workers (NLT) who filed a compensation claim in 1994 in British Columbia (Brown et al., 2007:
635). The study looks at the relationship between the severity of injury, age, sex, family type, pre-
injury and post-injury residential change, marital instability, and social assistance use (Brown et
al., 2007: 636). To measure the severity of injury, the authors further divided LTs into two groups
which a duration of lost time is less than 12 weeks and a duration is equal or greater 12 weeks
(Brown et al., 2007: 635). The sample included 28,537 LTs (within 3,739 LTs took 12 or more
weeks off work) and 40,793 NLTs with complete information on age, sex, and neighborhood
income decile for the entire study period (Brown et al., 2007: 637). Individual who changed
residence after injury (1995-1999) and moved to neighborhood with lower neighborhood income
decile were considered to have a negative change in residence (Brown et al., 2007: 635). The pre-
injury population characteristics show that LTs were slightly more likely to collect income
assistance benefits, and 35% of the LTs reported repeat work-injury claims (Brown et al., 2007:
638). The analysis of post-injury period shows that being LTs were associated with increased

likelihood of moving to a poorer neighborhood and collecting income assistance benefits
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compared to NLTs (Brown et al., 2007: 638-639). Among LTs, having 12 or more weeks off work
was associated with increased likelihood of collecting income assistance compared to having less
than 12 weeks off work (Brown et al., 2007: 639). LTs were less likely than NLTs to have a marital

break-up after injury (Brown et al., 2007: 641).

The analysis of Brown et al. (2006) uses the frequency of post-injury healthcare utilisation
as an indirect measurement of the health outcomes of injured workers. The results suggest that
health disadvantages maybe accumulated from pre-injury period to post-injury period. LTs and
NLTs may have poor health prior to their injury because they were more likely to register in and
use medical service before their injury. The results also indicate that severity of work injury was
associated with negative health outcomes. The use of different types of healthcare also suggests
that work injury had both physical and mental effects on the health of injured workers. The increase
in frequency of post-injury healthcare utilisation by lost time workers after their injury suggests
that severe injury had long-term effects on health outcomes. The combined results of Brown et al.
(2006; 2007) show that pre-injury factors were associated with the likelihood of severe work injury,

and work injury has long-term economic and health consequences.

The analysis of O’Hagan et al. (2012) further supports the Brown et al. (2006; 2007)
findings that severe work injury has negative mental health consequences, and pre-existing factors
such as education and pre-injury income can moderate the negative outcomes. O’Hagan et al. study
the prevalence and timing of mental health issues in workers with permanent impairments.
Specifically, the authors look at the relationship between pre-injury and post-injury period, pre-
injury individual characteristics such as education, occupational class, personal income and post-
injury mental health issues such as diagnosed depression, symptoms of anxiety, concentration

problems, symptoms of depression and sleep problems (O’Hagan et al., 2012: 305). Occupational
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class is categorized into white, pink, and blue-collar occupations, according to the Canadian
National Occupation Classification (O’Hagan et al., 2012: 304). Like Ballantyne et al. (2016), the
study is also based on the RAACWI survey which included 494 compensation claimants from
Ontario Worker Compensation Board. The results show that 54% of the participants at an average
of 52 months after the injury had a score of clinical depression, according to the Centre for
Epidemiological Studies Depression Scale (CES-D) (O’Hagan et al., 2012: 305). After adjusting
for other independent variables in the model, having high school or greater education and having
high pre-injury personal income were independently associated with lower CES-D scores
(O’Hagan et al., 2012: 305). Having high pre-injury income was also associated with decreased
likelihood of reporting symptoms of depression (O’Hagan et al., 2012: 305). In addition, being
male was associated with decreased likelihood of diagnosed depression and sleep problems,
compared to being female (O’Hagan et al., 2012: 305). Older age is associated with decreased
likelihood of reporting a diagnosis of depression and concentration problems (O’Hagan et al., 2012:
305). No significant relationship was found between education or occupational class and the
likelihood of reporting the various mental health diagnoses or problems (O’Hagan et al., 2012:
305). On the other hand, timing was significantly associated with the likelihood of reporting
various mental health issues. Diagnoses and problems were more likely to be reported as present

in the post-injury period, rather than in the pre-injury period (O’Hagan et al., 2012: 305).

A longitudinal study conducted by Australian researchers provides further evidence that
pre-existing wealth moderates the negative mental health consequences of disability over time.
Kavanagh et al. (2015) look at the relationship between pre-existing wealth and changes in mental
health before and after disability onset. The authors sampled 1977 adults who experienced

functional disabilities between 2001 to 2012 from 12 waves of the Household, Income and Labour
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Dynamics survey in Australia (HILDA) (Kavanagh et al., 2015: 3-5). Similar to Polidano and VU,
Kavanagh et al. define functional disabilities as health conditions that restrict everyday functioning
over a period of six months or more (Kavanagh et al., 2015: 3). The authors use Mental Component
Summary (MCS) score, which is derived from the Medical Outcomes Study, to measure
participants’ changes in mental health over time, mainly assessing factors such as mental health,
role functioning(emotional), vitality and social functioning (Kavanagh et al., 2015: 3). A decline
in MCS score indicates mental health deterioration. The main predictor, household wealth, is
measured in term of three tertiles of each year’s total HILDA distribution, summing total assets
minus total debt for individuals in each household (Kavanagh et al., 2015: 4). Other predictors also
include age, gender, labour force status and occupational skill level (mutually exclusive categories:
unemployed, not in the labour force, low skill, medium skill, and high skill), and household
disposable income (Kavanagh et al., 2015: 4). The results show that acquisition of a disability was
associated with deterioration in mental health because the average MCS scores from different
status groups were lower after disability onset (Kavanagh et al., 2015: 6). The most disadvantaged
groups (unemployed, high debt, low assets and low wealth) tended to have lower MCS score before
and after disability onset (Kavanagh et al., 2015: 6). Age was positively associated with MCS
score, and men tended to report higher MCS score than women before and after disability onset
(Kavanagh et al., 2015: 6). After controlling for age, gender, labour force status and household
disposable income, the analysis shows that pre-existing wealth moderated mental health
deterioration after disability onset. While disability was associated with increased likelihood of
mental health deterioration across all wealth tertiles, being in the lowest tertile was associated with

the greatest increased in the likelihood of mental health deterioration (Kavanagh et al., 2015: 7).
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Casey and Ballantyne (2017) show that permanent impairments are not only associated
with mental health issues, but they are associated with long-term health consequences such as
chronic health conditions. Casey and Ballantyne look at the likelihood of reporting chronic health
conditions between workers with and without work-related impairments. The injured worker
sample was based on the RAACWI survey which included 494 claimants from Ontario Worker
Compensation Board (Casey and Ballantyne, 2017: 487-488). The general population sample
included two versions of Canadian Community Health Survey (CCHS) in order to compare to the
health conditions of injured workers from pre-injury and post-injury period. The general
population samples from the CCHS included 4486 Ontarian respondents from 2003 and 4495
Ontarians from 2009-2010 who had matching characteristics of the injury worker sample (such as
English speaker, gender and age) without reporting disability or work-related injury (Casey and
Ballantyne, 2017: 488). The results from the pre-injury period show that individuals from the
injured worker sample were less likely to have completed post-secondary education compared to
the general population (Casey and Ballantyne, 2017: 489). Prior to their injury, workers from the
injured worker sample were also less likely to work in white collar occupations and more likely to
work in blue collar occupations (Casey and Ballantyne, 2017: 489). Prior to their injury, women
from the injured worker sample were more likely to report asthma, stomach or intestinal ulcers,
and depression than women from the general population, whereas men from the injured worker
sample were less likely to report back problems than the CCHS respondents (Casey and Ballantyne,
2017: 491). Post-injury comparisons show that being female with work-related impairments was
associated with increased likelihood of reporting every chronic health conditions except urinary
and bowel disorders compared to women from the CCHS sample (Casey and Ballantyne, 2017:

491). Being male with work-related impairments was associated with increased likelihood of
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reporting every chronic health condition except migraine headaches and asthma compared to men
from the CCHS sample (Casey and Ballantyne, 2017: 491). Most strikingly, the likelihood of
reporting a diagnosis of depression for women with permanent impairments was more than six
times higher than for women in the CCHS sample, and the likelihood for men was over three times

higher (Casey and Ballantyne, 2017: 491).

These studies of health outcomes not only consistently show that disability/impairment has
various and long-term health consequences, but they also consistently support many findings of
the economic outcomes. For instance, the results of Brown et al. (2006; 2007) show that health
disadvantages maybe accumulated from pre-injury period to post-injury period. Similar to the
longitudinal studies of disability and economic outcomes such as Taylor (2011), Jenkins and Rigg
(2004), and Polidano and Vu (2015), the combined results of Brown et al. (2006; 2007) that pre-
existing health factors were associated with the likelihood of severe work injury, and work injury
has long-term economic and health consequences. In addition, the analyses of O’Hagan et al. (2012)
and Kavanagh et al. (2015) show that disability/impairment was associated with negative mental
health outcomes. As O’Hagan et al. point out, mental health diagnoses and problems were more
likely to be reported in the post-injury period, rather than in the pre-injury period. Similarly,
Kavanagh et al. show that acquisition of a disability was associated with deterioration in mental
health. More importantly, both O’Hagan et al. (2012) and Kavanagh et al. (2015) point to the
importance of pre-existing factors in understanding health outcomes. Both studies suggest that
older age is associated with positive mental health outcomes, and men tended to report better
mental health than women after disability onset. In addition, both studies demonstrate the effect of
pre-existing factors in moderating the negative mental health outcomes. O’Hagan et al. points out

that education and pre-injury personal income was inversely associated with depression score.
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Kavanagh et al. argue that household wealth was positively associated with MCS score.
Furthermore, Kavanagh et al. demonstrate that disability is a trajectory which changes mental
health outcomes over time. Kavanagh et al. suggest that wealth may enable access to other
resources which could have mental health benefits (Kavanagh et al., 2015: 2). On the other hand,
factors such as unemployment, high debt, low assets and low wealth were associated with low
MCS score before disability onset (Kavanagh et al., 2015: 6). Being in the lowest wealth tertile
was associated with the greatest increase in the likelihood of mental health deterioration after

disability onset (Kavanagh et al., 2015: 7).

The findings of Casey and Ballantyne in Ontario are consistent with the findings of Brown
et al. in British Columbia. By comparing to two different time frames of CCHS data, Casey and
Ballantyne show that the consequences of work-related impairments went beyond the initial injury,
but they had long-term effects on the health outcomes. Compared to the general population, the
high prevalence of chronic health conditions among impaired workers in the post-injury period
supports the findings of Brown et al. that workers with severe injury were more likely to utilize
healthcare over time. In addition, the findings of Casey and Ballantyne are consistent with other
mental health studies such as Brown et al. (2006), O’Hagan et al. (2012) and Kavanagh et al. (2015)
that impairments have negative impacts on individuals’ mental health. Brown et al. show that
work-related injury was associated with increased likelihood of mental healthcare utilisation.
Casey and Ballantyne show that being in the injured worker sample was associated with increased

likelihood of reporting a diagnosis of depression compared to the general population.

Furthermore, these studies on health outcomes contribute to further understanding of the
relationships between gender, disability and health outcomes. Like the analysis of Pettinicchio and

Maroto (2017), the results of Casey and Ballantyne (2017) and Kavanagh et al. (2015) suggest that
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women with disabilities have worse health before and after their injury than men with disabilities.
The findings show that women with disabilities prior to their injury were more likely to report
chronic conditions and more likely to experience mental health issues than men with disabilities.
In this sense, it is reasonable to argue that women with disabilities may have a worse health

trajectory than men with disabilities.

Similar to the analyses of economic outcomes, however, many studies of health outcomes
are under theorized. It is worth noting that Casey and Ballantyne (2017) apply cumulative
disadvantage theory to explain the likelihood of reporting chronic health conditions. Cumulative
disadvantage theory suggests that the costs of earlier-life disadvantages compound and inequality
increases over time (Casey and Ballantyne, 2017: 487). That is to say, this approach not only
understands disability as a trajectory, but it acknowledges the importance of social positions that
individuals might not start at an equal footing. While Casey and Ballantyne focus on factors
associated with chronic health conditions, | argue that the concept of early life cumulation would
help to explain other outcomes of disability. For instance, this approach supports the findings of
Brown et al. (2006; 2007) that health disadvantages maybe accumulated from pre-injury period to
post-injury period. In addition, these studies of economic and health outcomes show that wealth
and health are intertwined in understanding of disability outcomes. The concept of early life
cumulation would also apply to the understanding of economic outcomes. Certain individual
characteristics and pre-existing socioeconomic status not only influence the likelihood of disability
onset, post-injury employment probability and income recovery, but it also influences post-injury
health and mental health outcomes. That is to say, certain pre-existing risk factors such as low

income, unemployment, low education, poor health, poor working conditions can be understood
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as earlier-life disadvantages that compound over time. | will further discuss this theory in relation

to Bourdieu’s theory later in this chapter.

If we contextualize individuals with disabilities/impairments within particular social
settings, it is important to consider the effects of social support in understanding the consequences
of disability. In the next section, | will look at the relationship between disability, social support

and stigma.

On Social supports and outcomes

As compared to the literature on economic and health outcomes, the study of social outcomes of
disability is less established. Although many studies acknowledged the importance of social
support in understanding disability, few quantitative studies focused on this topic (Taylor, 2011;
Scott-Marshall et al., 2013; Emerson et al., 2014; Mithen et al., 2015). In addition, scholars use
various definitions, methods and indicators to measure social capital and social support. For these
reasons, | will include some qualitative studies to explore the possible associations between
disability and social support, and I will explain how social support is defined and measured in

these studies.

A qualitative study of Kosny et al. (2018) shows the importance of family in providing
injured workers with social support. Kosny et al. look at the impact of compensable injuries on
family and the roles of family in supporting injured individuals, their compensation process and
return-to-work process. The authors recruited and interviewed 18 English-speaking participants
from two compensation system and one transport accident authority (WorkSafe Victoria, Comcare
and The Transport Accident Commission) in Victoria, Australia (Kosny et al., 2018: 937). The
participants were 18 year or older and they were working at the time of injury who had an active

compensation claim (Kosny et al., 2018: 937). A total of 9 family members of the injured
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individuals was also included in the interview (Kosny et al., 2018: 937). Participants identified
three main types of support family provided to the injured. First, family provided instrumental
support to the injured, including helping with household chores, childcare, and bodily care (Kosny
et al., 2018: 938). Second, administrative support included helping the injured to navigate the
compensation, health, and legal systems (Kosny et al., 2018: 938). Third, emotional support
involved listening to and comforting the injured and “managing” their emotions (Kosny et al.,

2018: 938).

Kosny et al. (2018: 938) also point out that family can be considered as sources of strain
and stress when the injured individuals felt that their independence was being undermined or
privacy was being compromised. In addition, participants stated that family relationships would
be strained by the injury, the compensation process and the subsequent psychological impact. For
instance, a prolonged injury could have a major financial impact on the family (Kosny et al., 2018:
939). Added physical and emotional workload would also strain family relationships (Kosny et al.,
2018: 939-940). Due to the injury or illness, intimacy between spouses would decrease or cease to
exist (Kosny et al., 2018: 940). The authors point to the importance of context where family
situations and the nature of injury would complicate the recovery process and shape the nature of

family support (Kosny et al., 2018: 940).

The quantitative studies of Taylor (2011) and Emerson et al. (2014) look at the association
between social support and disability and its outcomes. Taylor measured marital status (married
or non-married), and he used 2-item scale to measure social support (“whether respondents could
count on at least some family or friends for support in times of trouble, and whether respondents
had at least some family or friends with whom they could discuss their problems” (Taylor, 2011:

92). The results show that there was no significant association between marital status and disability
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onset, whereas perceived social support was inversely associated with the likelihood of disability

onset (Taylor, 2011: 100).

Emerson et al. (2014) look at the relationship between disability onset and social inclusion
among Australian adolescents and young adults. The study uses a subset of the first eight waves
(2001-2008) of the survey of Household Income and Labour Dynamics in Australia (Emerson et
al., 2014: 449). The study includes 136 participants from 15 to 29 years old who reported becoming
disabled during the study period (Emerson et al., 2014: 449). The authors focus on adolescents and
young adults who are establishing adult roles and subsequent well-being in this period (Emerson
et al., 2014: 449). Social inclusion is measured by multiple indicators such as productive
engagement (employment, education or training), financial hardship, social support (measured by
HILDA Social Support Scale) and subjective well being (self-reported scale) (Emerson et al., 2014:
449). The results show that individual’s overall social inclusion after disability onset was not only
associated with individual’s characteristics such as gender, age, county of birth, English fluency,
but it is also associated with individual’s family background such as family structure and parents’
education (Emerson et al., 2014: 454). Being male, younger age of disability onset, being born
overseas, not living with both parents at age 14, lower proficiency in English, and parental
education being year 12 or below were factors that associated with the likelihood of sustained

reduction in social inclusion after becoming disabled (Emerson et al., 2014: 454).

The quantitative analysis of Mithen et al. (2015) measures social support beyond the close
bounds with family and friends. Specifically, Mithen et al. (2015: 27) measure variations in social
capital and health between people with and without disability and according to types of impairment,
and they examine the extent to which variations in social capital explain inequalities in health. The

authors drew data from 2010 General Social Survey which was a cross-sectional, national
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population-based survey conducted by the Australia Bureau of Statistics (Mithen et al., 2015: 28).
The data included 3,734 people with disability and 11,294 people without disability who were in
private dwellings in non-remote areas of Australia (Mithen et al., 2015: 28). Social capital was
measured in three forms: informal networks (close bounds with family and friends), formal
networks (active involvement in groups or ties to influential organizations) and social supports
(financial, practical and emotional support) (Mithen et al., 2015: 28). The initial analysis shows
that people with disability tended to be older, less likely to had completed secondary education,
less likely to be in the labour force and more likely to be in the lower income quintile, compared
to people without disability (Mithen et al., 2015: 29). After adjusting for demographic and socio-
economic covariates, there was a weak association between disability and informal networking
and no association between disability and having ties to organizations (Mithen et al., 2015: 30).
However, being intellectually and psychologically impaired were associated with decreased
likelihood of having contact with family and friends (Mithen et al., 2015: 30). Evidence was also
found that people with physical impairments had lower odds of belonging to groups (Mithen et al.,
2015: 30). The results also show that the prevalence of social support was lower for people with
disability, compared to those without disability. Being disabled was associated with decreased
likelihood of having financial and emotional support, and people with psychological and
intellectual impairments had the least support (Mithen et al., 2015: 31). After adjusting for
covariates, the odds of reporting good health were 86% lower for people with disability, and the
odds were similar across all impairment types (Mithen et al., 2015: 32). For people with disability,
social capital was estimated to account for 9.9% of the association between disability and health,

and this was similar for all impairment types (Mithen et al., 2015: 32). After adjusting for all
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measures of social capital, the odds of reporting good health were 85% lower for people with

disability (Mithen et al., 2015: 32).

These studies show two general approaches in measuring social support. The first approach
understands social capital as interpersonal relationships that serve particular functions, and social
support is measured in terms of the perceived availability of functional support. The second
approach understands social capital as different types of established social networks, and it focuses
on the measurement of existence and quality of interpersonal social networks. Kosny et al. (2018)
understand social support as interpersonal relationships that serve particular functions. This
approach is also known as perceived availability of functional support. The measure of perceived
functional support is often used in chronic health studies. For example, the Medical Outcomes
Study Social Support Survey (MOS-SS) is a 19-item self-administered survey? which is well-
developed and widely used in measuring social support of patients with chronic health conditions
(Sherbourne and Stewart, 1991; Khazaee-Pool et al, 2018; Yu et al., 2015). MOS-SS measures
five functional components of social support: “(1) emotional support (the expression of positive
affect, empathetic understanding, and the encouragement of expressions of feelings), (2)
informational support (the offering of advice, information, guidance or feedback), (3) tangible
[instrumental] support (the provision of material aid or behavioral assistance), (4) positive social
interaction (the availability of other persons to do fun things with you), and (5) affectionate support
(involving expressions of love and affection)” (Sherbourne and Stewart, 1991: 707). The three
types of support in the study of Kosny et al. (2018) match the descriptions of instrumental,

informational and emotional support in MOS-SS.

2 A simplified vision of MOS-SS with 8 items has developed in recent years (Hurria et al., 2007; Clough-Gorr et al.,
2007; Moser et al., 2012). | will focus on the 19-item measurement because it includes different aspects of social
support which are measured in the literature of work-related impairment and disability.
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The analysis of Mithen et al. (2015) is a good example of how to measure established social
networks (see Stone et al., 2003 for more examples of established social networks). The authors
measured social capital in binary variables across three domains: informal networks, formal
networks and social support. Specifically, informal networks referred to individuals’ close bonds
to families and friends (Mithen et al., 2015: 27). Informal networks were measured by direct
contacts (whether individuals had face-to-face contacts with family or friends once a week or more)
and indirect contacts (whether individuals had telephone, email or mail with family or friends a
few times a week or more) (Mithen et al., 2015: 28). Similar to Kosny et al. (2018), Mithen et al.
agree that emotional support mainly come from informal networks such as friends and family. In
addition to informal networks, Mithen et al. argue that formal networks may also provide
individuals with informational and instrumental support. Formal networks can be further
characterized into individuals’ bridging ties and linking ties. Bridging networks were
“heterogeneous ties between people from dissimilar backgrounds...and have the potential to
generate resources” not available through close bounds, whereas linking networks referred to
individuals’ relationship with those in positions of power and authority (Mithen et al., 2015: 27).
Formal networks were measured by whether individuals had active involvement in a group in last
12 months, and whether individuals had ties to influential organizations such as state and local
government, local council, big business and they would feel comfortable contacting for
information or advice (Mithen et al., 2015: 29). Three variables were used to measure social
support: financial support (whether individuals could raise $2000 within a week if needed),
practical support (whether individuals could ask for small favours) and emotional support (whether
individuals had at least a moderate number of friends and/or family members to confide in)

(Mithen et al., 2015: 29).
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The studies of Taylor (2011) and Emerson et al. (2014) measure both perceived social
support and existence of social networks. Taylor measured the existence of informal networks by
measuring marital status, and 2-item scale to measure informational and instrumental support.
Compared to Taylor, the measurement of social support in Emerson et al. is more robust. Emerson
et al. (2014) measure both perceived social support and existence of social networks on a
continuous scale. Based on the ten questions of the HILDA Social Support Scale, participants were
asked to indicate how strongly they agree or disagree with the questions on a scale from 1 (strongly
disagree) to 7 (strongly agree) (Emerson et al., 2014: 449). While it is not clearly stated, the ten
questions (five of which are reversed) measured different aspects of support. For instance,
questions such as “people don’t come to visit me as often as | would like; | seem to have a lot of
friends” measured the existence of social networks (Emerson et al., 2014: 449). Similar to MOS-
SS, instrumental support was indicated in questions such as “I often need help from other people
but can’t get it; when | need someone to help me out, | can usually find someone” (Emerson et al.,
2014: 449). Emotional support was measured by questions such as “I don’t have anyone that | can
confide in; when something is on my mind, just talking with the people I know can make me feel
better; | have no one to lean on in times of trouble” (Emerson et al., 2014: 449). Questions such as
“there is someone who can always cheer me up when | am down; | often feel very lonely; | enjoy
the time | spend with the people who are important to me” can be understood as the measurement

of positive social interactions (Emerson et al., 2014: 449-450).

Although few quantitative studies look at the relationship between social support and the
outcomes of disability, they demonstrate that the measurement of perceived functional support and
social networks are useful tools. Overall, the study of disability and social support suggest that

individuals may draw different types of functional support and resources from informal networks

40



of family in order to manage their disability. In particular, these studies suggest that informal social
support of family is an important source of social support for individuals with injuries or disability.
However, Kosny et al. (2018) also point out that family can be considered as sources of strain and
stress. Indeed, the results of Mithen et al. (2015) further show that the prevalence of social support
was lower for people with disability, compared to those without disability. In the next section, |

will show the stigma and negative social consequences of disability.

On stigma and ‘negative social support’

If social support is understood as forms of positive support that helps individuals with disability
for social integration and participation, stigma can be understood as forms of negative support
which limit individuals’ social integration and participation. The qualitative study of work-related
impairments demonstrates how stigmatization translates bodily disability to ‘work disability’
(Tarasuk and Eakin, 1995; Eakin et al., 2003; Lippel, 2003; Beardwood et al., 2005; Kirsh et al.,

2012).

For instance, Kirsh et al. (2012) explores the nature, process and consequences of stigma
experience by injured workers. The authors explain that stigmatization is “contingent on access to
social, economic, and political power which enables identification of different-ness, construction
of stereotypes, categorisation of labeled persons and execution of disapproval, exclusion and
discrimination” (Kirsh et al., 2012: 144). Using a constructivist grounded theory approach, the
authors aim to determine how stigma is exhibited and perpetuated, and the impact of stigma has
upon injured workers (Kirsh et al., 2012: 147). The study was conducted between 2007 and 20009,
and twenty-eight injured workers were recruited for this study, using injured workers networks
and local community newspaper. Four focus groups were conducted with twenty-eight participants,

exploring what it means to be an injured worker, and treatment and attitudes encountered as injured
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worker (Kirsh et al., 2012: 145). Eighteen participants from the focus group volunteered to
participate in a follow-up one-on-one semi-structured interview, identifying the impact of stigma

on participants’ social and work life (Kirsh et al., 2012: 146).

The results show stigma was manifested through the repetition and reinforcement of
negative stereotypes in both workplace and other social settings (Kirsh et al., 2012: 147-148).
Stigma was associated with unethical treatment from positions of power which includes
racial/cultural insensitivity, focusing on profits over human support, and use of surveillance (Kirsh
etal., 2012: 148-149). Stigma was also manifested through general insensitivity and maltreatment
from a wide range of sources, including employers, the compensation system, co-workers and
friends (Kirsh et al., 2012: 149). In addition, the results also show that stigma had the most
significant impacts on injured workers” work, relationships and mental health. The experience of
stigma associated with injury negatively affects workers’ emotional connection to their work
(Kirsh et al., 2012: 150). For instance, some participants pointed out that inappropriate modified
work would be humiliating, and it would have negative effects on their identity and fulfillment
(Kirsh et al., 2012: 150). The stigma also impacted workers’ relationships within workplace,
family and friends (Kirsh et al.,, 2012: 150-151). For instance, injured workers reported
significantly changed relationships with co-workers and employers after their injury (Kirsh et al.,
2012: 150). Many also pointed to the loss of their family role such as ‘caregiver’ or ‘breadwinner’
(Kirsh et al., 2012: 151). Furthermore, the study also revealed that the stigma had a profound
impact on workers” mental health and self-esteem because the association of being an injured
worker was often internalized as shame, stress and depression (Kirsh et al., 2012: 151). Kirsh et
al. (2012: 151) suggest that mental health issues may be the cumulative effects of loss of the worker

role, financial difficulties, lack of support and stigmatisation by others.
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The longitudinal study of Scott-Marshall et al. (2013) adds gender into the analysis of
social support by looking at the relationship between work-related impairments, gender and marital
formation. The authors argue that marital formation is a critical indicator of social integration and
support for individuals with permanent impairments, but the stigma associated with disability may
affect meaningful interpersonal relationships (Scott-Marshall et al., 2013: 45). Stigma is
understood as an attribute that is deeply discrediting that reduces the bearer from a whole and usual
person to a tainted, discounted one (Goffman, cited in Scott-Marshall et al., 2013: 44). The study
measured stigma by comparing the likelihood of marital formation between workers with and
without permanent impairments in a period of 10 years from disability onset. Other predictor
variables included levels of impairment, post-injury personal income, age, gender, number of
children under 16, rural/urban residence (Scott-Marshall et al., 2013: 46). The injured workers data
drew from the Longitudinal Administrative Data and the Ontario Worker Compensation Board
claims data files (Scott-Marshall et al., 2013: 45-46). The sample included 537 Ontarian claimants
who were between the age 25 to 40 and had incidents that resulted in a permanent impairment
between 1990 and 1994 (Scott-Marshall et al., 2013: 46). A comparison sample of 3208 Ontarians
without permanent impairments with matching characteristics (employed and unmarried in the
year prior to the incident year) was selected from Statistics Canada’s Longitudinal Administrative

Databank (Scott-Marshall et al., 2013: 46).

After controlling for socio-demographic and economic factors associated with likelihood
of getting married such as age and pre-injury personal income, the results show that being female
with work-related impairments was associated with decreased likelihood of getting married in the
ten-year period (Scott-Marshall et al., 2013: 48). Women with severe physical impairments were

associated with decreased likelihood of getting married, compared to women without impairment
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or with low level of impairment (Scott-Marshall et al., 2013: 48). Post-injury personal income was
not a significant predictor of marital formation for women (Scott-Marshall et al., 2013: 48). On
the other hand, among men with permanent impairments their level of impairment was not
significantly associated with marital formation compared to their counterparts, after controlling
for socio-demographic and economic factors (Scott-Marshall et al., 2013: 48). Instead, post-injury
personal income had a positive association with the likelihood of marital formation for impaired
men (Scott-Marshall et al., 2013: 48). Age had a negative association with the likelihood of marital
formation for both women and men with impairments (Scott-Marshall et al., 2013: 48). Being
younger and living with children under the age of 16 were each associated with increased
likelihood of marital formation for both impaired women and men (Scott-Marshall et al., 2013:

48).

These studies show that disability is associated with stigma and negative social support.
The qualitative study of Kirsh et al. (2012) shows that stigma as an outcome of work-related
impairments is manifested through everyday interactions and structural exclusions. In particular,
many injured workers experienced repeated negative stereotypes in both workplace and other
social settings. Other studies of work-related impairments also show that injured workers often
face mistrust and a discourse of abuse from co-workers and employers which further amplifies the
stigmatizing effect of disability (Tarasuk and Eakin, 1995; Eakin et al., 2003; Lippel, 2003). In
addition, Kirsh et al. (2012) point out that workplace structures and policies often do not support
or even actively exclude workers with permanent impairments. Similar findings were shown in
other studies such as Eakin et al. (2003) and Beardwood et al. (2005). Furthermore, the study of
Kirsh et al. also reveals that the stigma has impacts on workers” mental health because stigma is

often internalized by injured workers. This finding is also supported by the quantitative study of
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health outcomes that disability is associated with negative mental health outcomes (O’Hagan et

al., 2012; Kavanagh et al., 2015; Casey and Ballantyne, 2017).

Indeed, the results of Mithen et al. (2015) provide us with further evidence of the impacts
of disability and stigma on social support and health. The results suggest an unequal distribution
of social support between people with and without disability. While people with disability tended
to report poor health, they were less likely to have social support compared to those without
disability. In particular, people with intellectual and psychological impairments reported the worst
health outcomes, and they tended to have the least social capital. These findings suggest that stigma
associated with disability may attribute to weaker social networks and the lower levels of social

support.

The longitudinal study of Scott-Marshall et al. (2013) further support that the disability
trajectory has not only long-lasting effects on individuals’ economic and health outcomes, but on
social support. Like Taylor (2011), Scott-Marshall et al. understand marital status as a key indictor
of social support. In this case, the presence or absence of social support was measured by the
likelihood of martial formation. Similar to the analysis of Pettinicchio and Maroto (2017), the
relationship between disability and social support was further complicated by gender. The results
of Scott-Marshall et al. show that stigma affects men and women with disability differently in
long-term marital formation. While being female with impairments was associated with decreased
likelihood of marital formation, such association was not found in men with impairments. Instead,
post-injury personal income was associated with the likelihood of marital formation for impaired
men. The overall results suggest that women with disabilities tend to have less social support than

men with disabilities.
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In conclusion, the studies of social support and stigma use perceived social support and
existence of social networks to measure social support, and they point to important social outcomes
of disability. These studies consistently show that informal social support of family are important
resources of social support for individuals with disability. They also show that disability is
associated with stigma which may attribute to weak social networks and the low levels of social
support. Similar to the studies of economic and health outcomes, however, there are gaps in the
study of social outcomes because these studies tend to focus on their own areas of interests,

providing limited theorical understanding of the overall outcomes of disability.

Both analyses of Scott-Marshall et al. (2013) and Mithen et al. (2015) provide us with a
theorical framework in understanding inequalities in the outcomes of disability that could go
beyond the social outcomes. Scott-Marshall et al. (2013) point to gender as a key factor and a
framework in understanding social outcomes. Previous studies also suggest that gender is
associated with differences in economic outcomes (Pettinicchio and Maroto, 2017) and health
outcomes (O’Hagan et al., 2012; Casey and Ballantyne, 2017). The combined results of these
studies highlight the existence of social hierarchy where women with disability tend to have less
economic resources, poorer health and lower social support than men with disability. For this
reason, it is useful to look at the explanatory power of gender in a bridging study of disability
which includes economic, health and social aspects. In addition, the analysis of Mithen et al. (2015)
introduce Bourdieu’s theory of capital which can be useful in understanding economic, health and
social outcomes of disability. Similar to the theory of human capital, Bourdieu’s theory of capital
understands economic capital and health as resources that individuals may utilize in managing
their disability. Unlike human capital theory, the theory of capital not only understands social

support as potential resources for individuals with disability, but it also understands the differences
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in the outcomes of disability in terms of inequality rather than individual attributes. Like
cumulative disadvantage theory, the theory of capital understands individuals might start at
different social positions, and pre-existing advantages and disadvantages may affect disability
trajectories. For these reasons, Bourdieu’s theory is potentially a useful framework for
understanding the outcomes of disability from individual characteristics to the broader social
contexts. In the next section, I will explore Bourdieu’s theory of capital and discuss its explanatory

power in understanding the various outcomes of disability.

Theoretical Orientation

Bourdieu’s theory of capital

In “The forms of capital”, Bourdieu (1986: 1) argues that social history is “accumulated history”
because the structure of the social world is largely represented by the distribution of different forms
of capital. In general, capital can exist in material or immaterial form which can be held by or
embodied in individuals (Bourdieu, 1986: 1). Each form of capital not only takes time to
accumulate and tends to persist over time, but it also has a potential capacity to produce profits
and to reproduce itself (Bourdieu, 1986: 1). Capital helps to shape and regulate social structures
which in turn shape and regulate capital accumulation (Bourdieu, 1986: 1). Unlike the game of
roulette which offers equal chances to win for each spin, as Bourdieu states, the chance of success

in the social world is enabled and constricted by the access to capital (Bourdieu, 1986: 1-2).

Bourdieu argues for three fundamental forms of capital: economic, cultural and social
capital. Economic capital includes money and anything directly convertible into money (Bourdieu,
1986: 3). For instance, individual’s income, ownership of property, and paid employment,
financial assets can be considered to be economic capital. Unlike economic capital which often

exists in material form, cultural and social capital can present themselves in the immaterial form
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(Bourdieu, 1986: 2). Cultural capital is an embodied form of ‘know how’ such as specific skills
and knowledge, which may be institutionalized in the forms of educational and occupational
qualifications (Bourdieu, 1986: 3). For example, individuals’ accumulated knowledge from formal
education or individuals’ accumulated experience from their employment can be considered as
cultural capital. Social capital is made up of social connections and obligations, which may be
institutionalized in the forms of personal or institutional relationships (Bourdieu, 1986: 3). Because
of their immaterial nature, cultural and social capital are more difficult to measure than the material
forms of economic capital. Bourdieu (1986: 13) argues that although cultural and social capital
can be derived from and converted to economic capital under certain conditions, they cannot be
entirely reducible to an economic explanation. The reason is that the transformation from one type
of capital to another takes time, and the conversion rate is uncertain (Bourdieu, 1986: 13). In short,
economic capital includes what we have; cultural capital includes what we know, and social capital
includes who we know. | will explain the concepts of cultural and social capital in further detail
and how it differs from human capital theory by showing the complex relationships between

individual capital and social location.

According to Bourdieu (1986: 3), cultural capital can exist in three states: the embodied

state (i.e. mind and body), the objectified state (i.e. cultural goods such as literature and art), and
the institutionalized state (i.e. educational qualifications). I will focus on the embodied state and
the institutionalized state because they are most relevant to our topic. The embodied form of
cultural capital can be understood as a form of ‘know how’ such as occupational skills or
accumulated knowledge from formal education (Bourdieu, 1986: 3). Individuals must personally
invest time and energy to accumulate the capital (Bourdieu, 1986: 4). The concept of embodiment

is inseparable to embodied cultural capital in two ways. First, embodied cultural capital develops
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through bodily participation in particular contexts over long period of time. Bourdieu argues that
bodies form habitus unconsciously through everyday encounters. Bourdieu defines habitus as
“systems of durable, transposable dispositions” (Bourdieu, 1977: 72). Habitus is formed in
individuals’ particular social locations, providing them an unconscious ‘worldview’ of how to
react to different situations. For instance, habitus can translate into embodied cultural capital
through bodily participation in work. A worker might develop expertise in logging after working
in forestry for years. The skills and knowledge of using logging tools (such as how to swing an
axe) are embodied in the habitus of the worker who might not be consciously aware of his/her

every movement in work. In addition, Bourdieu (1986: 5) points out that embodied cultural

capital is domain specific “competence” which may be recognized as legitimate competence in
certain domain and may not be recognized in others. For example, employment experience is
occupational specific which may or may not be recognized in other employment settings. Expertise

in logging is a valuable skill in forestry setting, but it might not be very useful in office setting.

The embodied nature of cultural capital could be a limiting factor for capital accumulation
because it is linked to individuals’ biological capacity (Bourdieu, 1986: 5). As habitus develops
over time, embodied cultural capital is internal to individuals. The accumulation is a gradual
process which cannot go beyond one’s capacities, and it declines and dies with its bearer (Bourdieu,
1986: 5). Because embodied cultural capital is linked to individual body, accumulation and access
to embodied cultural capital depends on individual’s health condition. In other words, physical and
mental health issues might impact individuals’ access to embodied cultural capital. In addition, the
embodied nature of cultural capital could also be a limiting factor for measuring cultural

competence because skills and knowledge are internal to individuals. As Bourdieu (1986: 4) says,
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individuals might have to constantly prove themselves whenever their knowledge is called into

question.

Fortunately, the embodied limitation can be neutralized by institutionalized form of
cultural capital. Academic qualification, as a form of institutionalized cultural capital, is a
certificate of cultural competence which officially recognizes and guarantees its holder’s embodied
cultural capital (Bourdieu, 1986: 8). Furthermore, institutionalized cultural capital establishes
conversion rates between cultural capital and economic capital. Bourdieu (1986: 9) points out that
institutional recognition of academic qualification makes it possible for individuals to use their
qualification in exchange for monetary value in the labour market. In this sense, educational
qualification is not only a measure of embodied cultural capital, but it is an indicator of economic

capital.

The conversion between cultural capital and economic capital suggests that different rates
of accumulating cultural capital would lead to different economic outcomes. Indeed, Bourdieu
argued that social stratifications are systematically reproduced by legitimizing different rates of
accumulating cultural capital. In his analysis of cultural capital and education, Bourdieu looks at
how education system produces unequal academic achievement among children. He criticizes the
explanation of human capital theory in which it is assumed that children’s academic success or
failure is based on their natural talent (Bourdieu, 1986: 4). Instead, Bourdieu (1986: 4) argues that
children’s chances of success in school depend on both economic and cultural investment of their
family. He points out that talent itself is the product of an investment of time and the “domestic
transmission of cultural capital” (Bourdieu, 1986: 4). Not all families have the economic and
cultural means for prolonging their children’s education beyond the minimum necessary for the

reproduction of the labour-power (Bourdieu, 1986: 5). As a result, children from wealthy families
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have more opportunities to achieve high levels of education than children from poor families.
Education systems reproduce the existing social structure by ‘“sanctioning the hereditary
transmission” of capital (Bourdieu, 1986: 4). In one sense, the seemingly neutral system
reproduces social stratifications by legitimizing different rates of accumulation within socio-
economic groups. In another sense, the role of family in accumulating cultural capital shows the

importance of social capital.

Social capital is made up of social connections and obligations (Bourdieu, 1986: 3).
According to Bourdieu (1986: 9), social capital is “the aggregate of the actual or potential resources
which are linked to possession of a durable network of more or less institutionalized relationships
of mutual acquaintance and recognition.” In part, social capital is a group membership which
provides each of its members with backing of the collectively owned capital (Bourdieu, 1986: 9).
Examples would include family, class, tribe, school or party. Social connections also come with
social obligations. Social capital must be maintained by material and symbolic exchanges, using
economic and cultural capital (Bourdieu, 1986: 9). As Bourdieu (1986: 11) states, ‘“the
reproduction of social capital presupposes an unceasing effort of sociability, a continuous series
of exchanges in which recognition is endlessly affirmed and reaffirmed.” Individuals not only need
to spend the necessary economic capital such as time and resources on maintaining their social

network, but they also need the necessary cultural capital to maintain the symbolic exchanges.

In addition to economic, cultural and social capital, Bourdieu discusses how symbolic
capital operates as a form of recognition or symbolic power which derives from the three
fundamental forms of capital. In “Symbolic capital and social classes”, Bourdieu (2013: 296)
argues that symbolic capital, often known as legitimacy and prestige, is first recognized by material

and embodied distinction (unequal distributions of capital). As Bourdieu (2013: 298) explains, the
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ability to make material and symbolic exchanges (through the access of material goods, cultural
knowledge or social ties) and to yield profits become signs of recognition which signify gaps or
distances in relation to others. Then, these differential gaps or distances are retranslated into
positive or negative values according to the specific logic of cultural fields (Bourdieu, 2013: 296-
297). Cultural fields are networks of social relations which not only produce certain discourses
and activities, but they also struggle over resources and access (Bourdieu, 1990). Similar to the
accumulation of three forms of capital, the transformation of any forms of capital into symbolic
capital always presupposes a form of labour, a visible expenditure of time, money and energy, a
redistribution that is necessary to ensure the recognition of the distribution (Bourdieu, 2013: 299).
For instance, Bourdieu points out that lifestyle is a contemporary example of symbolic
manifestations. Clothing and furnishings function according to the logic of membership and
exclusion by making differences in capital visible (scarce goods require cultural capital to
appropriate and economic capital to get access) (Bourdieu, 2013: 299). Thus, lifestyle asserts
recognition and legitimacy by translating material distinction into symbolic power (Bourdieu,

2013: 300).

Furthermore, the operation of symbolic capital reinforces social hierarchy. Bourdieu argues
that symbolic capital is essentially relational because recognition is based on material and
embodied distinction within specific cultural fields. Legitimacy and prestige mean nothing in
themselves, but they depend on collective recognition which is agreed even by the members
without prestige or those from the bottom of the hierarchy (Bourdieu, 2013: 298). Misrecognition
and symbolic violence are the important mechanisms to gain “complicity” from the bottom of the
hierarchy. Bourdieu (2013: 298) argues that symbolic capital is recognized but, at the same time,

misrecognized because it is not recognized as unequal distributions of capital, but it is
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misrecognized as individual’s natural or inherent quality. Referring back to Bourdieu’s critique of
education, children’s academic achievement is not recognized as the economic and cultural
investment of their family, but it is often misrecognized as individual natural talent (Bourdieu,
1986: 4). Thus, attaining high level of educational qualification, which legitimizes the access of
high-paying jobs, is seen as the result of individuals’ talent and ability, rather then capital that
individuals have inherited from their family. On the other hand, those with low attained education
are also misrecognized as a lack of talent or ability. Limited social mobility is not seen as a
consequence of unequal distributions of capital, but it is perceived as a lack of individual talent or
ability. Indeed, Bourdieu (2013: 298) uses the term “symbolic violence” to conceptualize the
phenomenon which individuals are subjected to different treatments due to unequal distributions
of capital, but they perceive these treatments as natural and “taken for granted.” Social hierarchy
is not imposed, but it is maintained by ‘taking for granted’ that unequal distribution of capital as
inherent quality. In other words, inequality is naturalized and retranslated into inherent quality

through misrecognition and symbolic violence.

Now that we have a general understanding of Bourdieu’s theory of capital, we will further

explore theoretical application of Bourdieu’s ideas by looking at relevant literature.

Relevant literature of Bourdieu’s theory

Because Bourdieu’s theory is closely linked to class analysis, many scholars apply his theory to
analyze social reproduction and inequality. For instance, Paccoud et al. (2020) look at the class-
related mechanisms of healthcare access for older Europeans. The authors used the fifth wave of
the Survey of Health, Aging, and Retirement in Europe which is a panel data on health,
socioeconomic status and social and family networks (Paccoud et al., 2020: 514). The survey is

based on probability samples with full population coverage of 15 European countries, giving a
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representative sample of 64,840 individuals who are 50-year-old and older (Paccoud et al., 2020:
514). The authors theorize that individuals with lower volume of capital use healthcare services
out of medical necessity, whereas those with higher volume of capital utilize them as a form of
health prevention (Paccoud et al., 2020: 512). Specifically, Paccoud et al. (2020: 514) look at the
relative contribution of economic, cultural and social capital on the use of different healthcare and
hospital services and the effects of different compositions of capitals on the use of healthcare
services. Three binary outcome variables are used to measure the use of healthcare services,
including consultations with a health professional, visits to dental services, and overnight stays in
hospital in the last 12 months (Paccoud et al., 2020: 514). In terms of predictors, imputed total
household wealth is used as an index of economic capital (Paccoud et al., 2020: 515). Cultural
capital index measures dimensions of cultural capital which included respondents’ education,
parental education, the number of books in childhood (Paccoud et al., 2020: 516). Social capital
index measures respondents’ participation in social activities such as voluntary or charitable
programmes, political or community related organizations, sport or other social groups (Paccoud
et al., 2020: 516). The authors also use a cluster analysis to classify individuals into four groups
according to both the type of capital and the volume of capital individuals possess (Paccoud et al.,

2020: 516).

Paccoud et al. (2020: 520) found that inequalities in healthcare access are rooted in the
different volume and compositions of capital. Controlling for demographics, country of residence,
perceived health and insurance, the authors show that each of the three forms of capital plays a
role in the use of healthcare services (Paccoud et al., 2020: 520-521). Specifically, economic
capital was found to be the largest contributor of contacting with a health professional or visiting

a dentist (Paccoud et al., 2020: 520). Economic and social capital had a protective effect in terms
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of hospital admissions and the number of days stays in the hospital (Paccoud et al., 2020: 520).
Cultural capital was strongly associated with visiting a dentist and had a small but significant
contribution in visiting a health professional (Paccoud et al., 2020: 520). In terms of the effects of
different compositions of capitals on the use of healthcare services, the findings reveal that
inequalities in the use of healthcare services are sensitive to immaterial, sociocultural factors
(Paccoud et al., 2020: 521). In every case, outcomes are best for those with both high economic
and high sociocultural capital, followed by those with low economic but high sociocultural capital,
then those with high economic capital but low sociocultural capital, and finally those with low

volumes of all capitals (Paccoud et al., 2020: 521).

Paccoud et al. apply Bourdieu’s theory to show that both material and immaterial forms of
capital individuals possess would affect the long-term health consequences of the human body.
Some scholars go a step further and argue that the human body is not only an embodiment of
different forms of capital, but it is also a form of capital. For instance, Shilling (1993: 125) argues
that the contemporary body is a form of “physical capital” by integrating Bourdieu’s key concepts
such as capital, habitus and tastes. Similar to the argument of Paccoud et al., Shilling argues that
the development of the body is influenced by the access to different forms of capital. Shilling
(1993: 129) explains that individuals’ embodied experience such as habitus and tastes is based on
their social location which contextualizes their material circumstances and everyday encounters.
For example, tastes and preferences are rooted in material constraints, and individuals develop
preferences out of availability (Shilling, 1993: 129). Adding to the argument of Paccoud et al.,
Shilling argues that the embodied experience (i.e., habitus and tastes that individuals develop from
a particular social location and the access to different forms of capital) becomes a form of physical

capital which can be further converted into different forms of capital. Unlike human capital theory
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which understands the body as labour power, Shilling (1993: 125) argues that the body as physical
capital is “a possessor of power, status and distinctive symbolic forms which is integral to the
accumulation of various resources.” The body can be converted into economic, cultural, social and
symbolic capital through bodily participation in work, leisure and other social fields (Shilling,

1993: 125-126).

For instance, individuals’ experience and their relation to the body may vary, depending
on their social location and the access to different forms of capital. Shilling (1993: 130-132) points
out that the working classes tend to develop an instrumental relation to their body, whereas the
dominant classes tend to develop various symbolic relations to their body. Workers who engage
in manual labour all day use their bodies as a means to an end, and they tend to have little time or
energy to spend on “fitness and health” (Shilling, 1993: 130). Working-class women who face the
‘double-burden’ of waged and unwaged labour have a high risk of physical and mental illness
because they tend to sacrifice their health in order to fulfil both financial and family responsibilities
(Shilling, 1993: 131). While physical capital of the working class such as physical strength and
agility can be directly converted into economic capital, it often has high risks and opportunity costs
to be converted into other forms of capital (Shilling, 1993: 137). Sports, for example, allow the
conversion of physical strength into economic and symbolic capital, but the conversion has high
risks of injury and the opportunity costs of entering other careers (Shilling, 1993: 136). In contrast,
the dominant classes have time and resources tend to treat their body as a “project” (Shilling, 1993:
132). The bourgeois may choose an appropriate ‘lifestyle’ to develop their body such as particular
body shapes for symbolic presentations or fitness for health orientation, depending on the values
of their social fields (Shilling, 1993: 132). As compared to the working class, the dominant classes

have more opportunities to convert their physical capital into various forms of capital. For instance,
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appropriate bodily demeanour may demonstrate cultural competence, allowing bourgeois to access
elite social circles and to develop social capital (Shilling, 1993: 138). In this sense, privileged
social locations and pre-existing capital allow individuals flexible accumulation and conversion of

physical capital.

In addition, individuals’ experience of bodily changes may vary, depending on their social
location and capital. For instance, Shilling (1993: 139) argues that individuals from different social
locations may experience aging differently. While Shilling (1993: 139) agrees that biological
factors of aging may have a negative impact on the convertibility and productivity of physical
capital, habitus and capital also play important roles. Specifically, the working classes tend to be
more prepared to accept bodily decline as inevitable with age because bodily decline is linked to
a decreasing convertibility of physical capital and a decline of living standards (Featherstone, cited
in Shilling 1993: 139). On the other hand, the middle classes find the aging body as a source of
anxiety because it is linked to uncertainty about work status, but they try to combat aging with
available resources such as fitness (Shilling, 1993: 140). In contrast, the upper classes tend to ‘wear’
their age unselfconsciously as a mark of status and experience aging as “the prime of life” (Shilling,
1993: 140). This is because the bourgeois have time and resources to acquire appropriate symbolic
orientations to their bodies (Shilling, 1993: 140). Using their social position and the volume of
capital, the bourgeois are also able to influence the values of social fields such as what are the

appropriate ‘lifestyles and bodily demeanour’ (Shilling, 1993: 140).

Similar to Shilling, some scholars of disability studies apply Bourdieu’s theory to
understand the embodied experience of disability and the consequences. For example, Edwards
and Imrie (2003: 241) use Bourdieu’s concept of habitus and symbolic capital to understand

disabled individuals’ corporeal identities, experience and encounters in a range of social settings.
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The study included 30 volunteers with a range of mobility, hearing and vision impairments who
were recruited by local access officers in Weymouth and Gateshead, England (Edwards and Imrie,
2003: 245). Two focus groups were conducted in Weymouth and two in Gateshead (Edwards and
Imrie, 2003: 245). The results show that the disabled body was produced, in part, by negative
classifications from the field of work and medicine (Edwards and Imrie, 2003: 247-248). For
instance, the participants expressed that they routinely experienced marginalization from the
labour market (Edwards and Imrie, 2003: 247). Negative stereotype and pre-conceptions from
employers devalue disabled people and their bodily capabilities, reinforcing their employment
disadvantage (Edwards and Imrie, 2003: 247). Similarly, the prominence of bio-medical
discourses negatively affects disabled people’s acquisition of cultural and symbolic capital
(Edwards and Imrie, 2003: 248). Disabled people are often avoided and ignored by others because
their bodily demeanour is often interpreted as deviant and disordered (Edwards and Imrie, 2003:
248). Such reactions to disabled people are often spontaneous and unconscious because the world
is dominated by hegemonic, non-disabled bodies (Edwards and Imrie, 2003: 249). In addition, the
label of ‘disabled bodies’ is sustained by the deprived habitus of disabled people. Some people
with disability came to accept the devaluation of their bodily identity as ‘natural’ because social
encounters reaffirmed their “devalued selves” (Edwards and Imrie, 2003: 250). As Edwards and
Imrie (2003: 251-252) suggest, symbolic violence is achieved when the everyday cultural encoding
of disability renders disabled people to think their body as broken, incompetent, powerless and

dependent, and to become dependent on the medical and charitable interventions.

The analysis by Edwards and Imrie applies Bourdieu’s key concepts that material or bodily
distinction is recognized and retranslated into symbolic values according to the logic of the field.

In both fields of work and medicine, disabled bodies are misrecognized as inherently individual
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defects, and they are devalued and placed in the bottom of the hierarchy compared to non-disabled
bodies. In the field of work, impairments are first signified by the differential gaps between ‘abled’
and ‘disabled’ bodies in economic and cultural capital such as different employment rate and
bodily demeanour. Then, these differences are also retranslated into negative classifications (such
as perceived employability and bodily capabilities) which further reinforce employment
disadvantage of disabled bodies. Similarly, impairments are retranslated into abnormality and
disorder in the bio-medical field. The disabled bodies are deprived of symbolic, cultural and social
capital in the social hierarchy. Shilling would agree that physical capital of the disabled body is
difficult to convert into other forms of capital because the social fields actively devalue and reject
the participation of the disabled bodies. Thus, the disabled bodies are actively produced by the
value and hierarchy of ‘non-disabled’ bodies. In addition, the analysis also shows the operation of
symbolic violence which disabled bodies are not only produced by, but also produce and sustain
the values of non-disabled bodies. People with disabilities may come to accept devaluation of their
bodily identity through everyday social encounters and deprived habitus. In turn, they may also
come to accept their “place” in the bottom of the social hierarchy because they are ‘disabled’
compared to the ‘non-disabled’ bodies. Other studies refer these values and hierarchy of non-
disabled body as stigma. We will further explore the concept of stigma in the relation to social

support.

The value and hierarchy of able bodies not only dominates the field of work and medicine,
but it also dominates the field of sport. Townsend et al. (2018) use Bourdieu’s concept of symbolic
capital and social fields to analyze how disability was constructed in high-performance sport
coaching and Paralympic sport. The authors conducted an ethnographic study in a national learning

disability sport team in UK, and they conducted interviews with six coaches and managers and
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focus groups with four athletes (Townsend et al., 2018: 4). The authors also conducted comparative
in-depth semi-structured interviews with six Paralympic coaches and five athletes (Townsend et
al., 2018: 5). The study focused on deconstructing taken-for-granted conditions that disabled
athletes faced in sport where power relations mediate who has voice, autonomy and identity, and
who does not (Townsend et al., 2018: 3). The data were analyzed inductively, using Bourdieu’s
theory as organizing categories. The analysis shows that the coaches who had symbolic power
over the athletes attempted to ‘normalize’ the disabled body, using high-performance sport
discourses and coaching practices. The coaches attempted to maximize their symbolic capital by
consciously subverting attention away from ‘negative’ associations of disability because they
believed that disability represented a form of negative symbolic capital when the field of sport is
framed by high-performance sport discourses (Townsend et al., 2018: 8-9). Thus, disability was
assimilated into the logic of high-performance sporting practices, where disability identity was
closely related to performance and athletic bodies (able-bodied norms) (Townsend et al., 2018: 8-
9). The coaches constituted a form of ‘empowerment’ practice where disabled athletes were
subject to assumptions about their abilities framed by normalization and judgment against ableist
standards (Townsend et al., 2018: 10). While the athletes were able to generate symbolic capital
by recognizing competencies associated with high-performance sport, they also attempted to
reconcile with their disability identity which was a legitimate part of their experience (Townsend
et al., 2018: 8, 12). Townsend et al. argue that coaching practice functioned as an instrument of
domination that was justified as an exercise of empowerment and disability-specific resistance by
the coaches (Townsend et al., 2018: 13). The athletes accepted the coaches’ ‘legitimacy of
domination’ by conforming the coaching practice and embodying symbolic capital of high-

performance ideals (Townsend et al., 2018: 14-15).
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Similar to the analysis of Edwards and Imrie, Townsend et al. show that social hierarchy
between non-disabled and disabled bodies existed even in the field of Paralympic sport where
disabled athletes compete against others in similar conditions. Townsend et al. further show that
symbolic capital was not distributed independently in each social field, but it was distributed in
relation to relevant fields. Disability was consciously subverted because it was believed to be a
form of negative symbolic capital in comparison to other fields of sport. Thus, disabled bodies
were subject to judgment by the ableist norms and standards because of the struggle of symbolic
resources between the fields. In addition, Townsend et al. demonstrate that normalization was a
form of symbolic violence in Paralympic sport. The coaches repeatedly used high-performance
sport discourses and coaching practices to attempt to ‘normalize’ the habitus of the disabled bodies.
While the athletes were able to convert their physical capital into other forms of capital, as Shilling
suggests, they had little control over the process. The athletes came to accept the coaches’
legitimacy, and they were willing to embody the values and norms of ableist ideal after a period
of normalization. In this sense, social hierarchy was simultaneously supported by those with power

and those without power.

‘Normalization’ of disabled habitus is not only used in sport, but it is also a parenting
strategy. Allen (2004) would agree with Edwards and Imrie and Townsend et al. that Bourdieu’s
concept of habitus is a useful framework in understanding the embodied experience of disability.
He further argues that disabled people from different social positions may experience disability
differently. Specifically, the author looks at the relationship between social class (privileged and
deprived family) and the management of impaired body in space among visually impaired children
(Allen, 2004: 488). Forty-four visually impaired children, between 5 and 16 years old, and their

parents were interviewed twice (Allen, 2004: 488). The first interview encouraged the families to
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describe their everyday experience of impaired body at home and urban space (Allen, 2004: 489).
Based on the first interview, the second interview asked the families to describe strategies that they
used to cope with or overcome problems in housing and urban space (Allen, 2004: 489). The
analysis, then, split the interviewees into two loosely defined social categories, privileged and
deprived, based on their home ownership, housing types, location, parental education and
profession (Allen, 2004: 489). The results show that families from different social categories used
different strategies to manage the impaired body of their children. The privileged families
demanded certain forms of bodily comportment and mobility in order to overcome problems of
impairment in social space (Allen, 2004: 488). Conversely, the deprived families had more
restrictive spatial strategies because they confirmed and tacitly accepted their current and future
“place-in-the-world” (Allen, 2004: 488). For instance, the privileged families were conscious
about the importance of ‘normal’ bodily postures and the parents tried to ‘train’ their children to
adopt ‘normal’ postures (Allen, 2004: 494-495). The privileged habitus allowed the families to
individualize the impaired body (Allen, 2004: 497). They encouraged their children to achieve
‘normality’ and to expand their spatial boundary by providing them with safe environment, spatial
routines and financial resources (Allen, 2004: 496-498). On the other hand, the deprived families
passively accepted children’s impairment as ‘given’ (Allen, 2004: 499). The parents restricted
spatial boundary of their children because they considered the neighbourhood environment as
unsafe (Allen, 2004: 499). The children from deprived habitus lack resources to defy their parents
and to expand their spatial boundary (Allen, 2004: 500). In terms of strategy, deprived families
tacitly politicalized and problematized the impaired body in order to allocate resources (Allen,
2004: 502). The emphasis of differences between impaired and able body reinforced the

acceptance of impairment as an inherent individual attribute (Allen, 2004: 502).
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Allen would agree with Shilling that social class and capital play important roles in
understanding the embodied experience of disabled children. The children’s experience and access
to social space depended on the economic, cultural and social capital that their family may provide.
That is to say, their habitus which is a form of embodied cultural capital is developed in close
relation to the volume of capital of their family. Similar to the analysis of paralympic coaching,
the privileged habitus encouraged children to normalize their disabled bodies and to embody the
ableist values. For instance, the privileged families were conscious about embodied cultural capital,
and they encouraged disabled children to develop ‘normal’ postures. They also had the means to
provide children with opportunities and resources to expand their spatial boundary. In Bourdieu’s
terms, family as a form of social capital allowed children with disability to accumulate their
embodied cultural capital. On the other hand, the deprived habitus restricted children’s spatial
boundary, and children were often told to accept their impairment as ‘given.” Similar to the
analysis of Edwards and Imrie, disabled children were restricted in the development of their own
embodied capital because their bodies were misrecognized as inherently defective, and they were
not provided with opportunities and recourse to expand their spatial boundary. Ultimately, both
habitus perpetuated the social hierarchy of non-disabled bodies because they confirmed the
imposition of bodily differences as legitimate. We can see that the concept of social class and

capital are important factors to consider in understanding the embodied experience of disability.

Indeed, Newman et al. (2017) highlight how different forms of capital can leverage unequal
access to digital participation for young people with disability. This study was based on the
interviews with 18 young people who had cerebral palsy or acquired brain injury and were aged
10to 18 years old, and with 17 of their family members (Newman et al., 2017: 566). The interviews

were conducted between 2011 and 2012 in Australia, following an intervention that would provide
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disabled youth with home-based training in the use of computer and internet to increase their social
participation (Newman et al., 2017: 566-567). The results show that availability of assistive
technologies (AT), as a form of digital economic capital, helped some participants to facilitate
their computer or internet use (Newman et al., 2017: 571). For example, the use of AT allowed
participants to mitigate some physical limitations to enhance their embodied and institutional
cultural capital (Newman et al., 2017: 571). In addition, the authors argue that economic capital
alone was not sufficient for digital engagement because most participants relied on family know-
how and social support for assistance in information technology (IT) use (Newman et al., 2017:
572). Social capital in the form of contacts also provided the participants with technical expertise,
equipment or help for online access (Newman et al., 2017: 572). These networks enabled some
participants to further develop their IT abilities and their online social network (Newman et al.,
2017: 572). In terms of cultural capital, the study shows that impairments shaped aspects of
embodied cultural capital (Newman et al., 2017: 577). Newman et al. rightly point out that “digital
inclusion’ assumed embodied cultural capital of non-disabled bodies such as capacity to read
online text, physical dexterity to type on a keyboard and ability to communicate in writing
(Newman et al., 2017: 576). These embodied capitals were often taken-for-granted by people
without disability, but they were not easily achieved by children with cognitive and physical
limitations (Newman et al., 2017: 576). The interviews also revealed that most parents lacked
cultural capital to facilitate children’s IT use because the parents did not have a good knowledge

of IT and AT (Newman et al., 2017: 574).

Digital participation can be understood as a social field where inclusion is hierarchical. As
Newman et al. points out, the use of mainstream information technology such as iPad can be

recognized as a form of symbolic capital. Similar to the previous analyses of symbolic violence,
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symbolic capital also comes with misrecognition. ‘Digital inclusion’ was a form of misrecognition
and symbolic violence for disabled youths because it assumed the embodied cultural capital of
non-disabled bodies. In addition, Newman et al. would agree with Shilling and Allen that the
access to capital influenced children’s embodied experience and capital accumulation. To fully
participate in information technology, disabled youths often require additional resources. For
instance, assistive technologies as a form of economic capital enabled some youths to further
develop their cultural capital. Like Allen, Newman et al. point to the importance of social capital
in capital accumulation of disabled children. Family and close friends, in this case, not only
provided children with social support, but they also provided children with cultural and economic

capital to facilitate their digital participation and the accumulation of cultural and social capital.

Similar to Paccoud et al. (2020), Mithen et al. demonstrate that Bourdieu’s concept of
social capital can be quantified by measuring the existence of social networks. The results of
Mithen et al. supports Bourdieu’s concept of capital accumulation. Similar to the analyses of
Shilling (1993), Edwards and Imrie (2003) and Allen (2004), the deprived habitus discourages
capital accumulation of disabled people which further placed them at disadvantage. In this case,
people with disabilities not only had lower economic and cultural capital (in terms of income,
employment and education), but they also had lower social capital and poorer health than people
without disabilities. The results also suggest an unequal distribution of social support between the
disabled and non-disabled bodies because people who were more likely to need support tended to
have less supports. In particular, people with intellectual and psychological impairments reported
the worst health outcomes, and they tended to have the least social capital. The authors point to
other studies and suggest that the negative outcomes are related to the high levels of discrimination

and stigma against people with severe disabilities. Referring back to Edwards and Imrie,
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discrimination, stigma and symbolic violence often operate spontaneously and unconsciously in
the world of hegemonic, non-disabled bodies. People with severe disabilities who have the least

access to economic and embodied cultural capital tend to be misrecognized and stigmatized.

In short, these scholars have applied Bourdieu’s theory to construct a comprehensive
understanding of disability. In particular, the concepts of capital and habitus are not only useful in
understanding the embodied experience of disability, but they are also useful in understanding the

social locations of disabled bodies by connecting to the concepts of social class and social fields.

Theoretical applications of Bourdieu’s theory

| argue that Bourdieu’s theory is useful in understanding the differences in the economic, health
and social outcomes of disability/impairments. Similar to cumulative disadvantage theory,
Bourdieu’s theory understands that pre-existing advantages and disadvantages (in the access of the
forms and volumes of capital) accumulate over time. Individuals’ access to capital not only
influences the likelihood of disability onset, post-injury employment probability and income
recovery, but it also influences post-injury health and mental health outcomes. Pre-existing capital
is an indictor of their social location and habitus. In particular, the studies of economic and health
outcomes highlight important pre-existing factors such as education (Jenkins and Rigg, 2004;
Taylor, 2011; O’Hagan et al., 2012; Cater et al., 2013; Polidano and Vu, 2015; Ballantyne et al.,
2016), pre-injury employment (Jenkins and Rigg, 2004; Polidano and Vu, 2015; Kavanagh et al.,
2015), pre-injury income (Jenkins and Rigg, 2004; Lilley et al., 2012; O’Hagan et al., 2012;
Kavanagh et al., 2015; Scott et al., 2018), pre-injury work conditions (Lilley et al., 2012;
Ballantyne et al., 2016; Scott et al., 2018), pre-injury health conditions (Brown et al., 2006 & 2007;

Taylor, 2011), and pre-existing social support (Taylor, 2011; Emerson et al., 2014) that predict

66



disability and its outcomes. These factors not only can be understood as forms of capital, but they

are indictors of individuals’ social location and habitus.

For example, the findings show that individuals with pre-injury employment were more
likely to be employed after disability onset, compared to those without pre-injury employment
(Jenkins and Rigg, 2004; Polidano and Vu, 2015). Pre-injury employment not only generates
economic capital in the form of wages, but it also accumulates immaterial capital such as cultural
capital (in the forms of specific skills and knowledge) and social capital (in the forms of workplace
relationships) through bodily participation in work. Individuals might use these resources to
manage their body and to compete in the labour market after disability onset. In addition, the
findings show that pre-injury income was inversely associated with the likelihood of disability
onset (Jenkins and Rigg, 2004; Taylor, 2011), the likelihood of unemployment (Lilley et al., 2012;
Scott et al., 2018), and the likelihood of negative mental health outcomes (O’Hagan et al., 2012;
Kavanagh et al., 2015). As a form of economic capital, pre-injury income not only allows
individuals to access to medical coverage and health insurance which provides health and mental
health benefits (Taylor, 2011; Kavanagh et al., 2015; Paccoud et al., 2020), but it is also an
indicator of individuals’ social position. As Scott et al. (2018: 323) argue, workers with high pre-
injury income are also likely to be well educated, have more flexibility in their work arrangements
and more mobility throughout the labour market, and be more empowered to negotiate a workplace
accommodation. Indeed, Scott et al. (2018) rightly point out that pre-injury income, education and

work condition/arrangement are closely connected.

Bourdieu’s concept of habitus is useful in understanding these connections. As Shilling
(1993) argues, habitus is gradually formed based on individuals’ material circumstances and

everyday encounters. Shilling theorizes that the middle and upper classes often have time and
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sources to treat their body as a project, employing various body maintenance techniques to manage
their health and behavior. The results of Taylor (2011) and Brown et al. (2006 & 2007) support
Shilling’s argument and show that pre-injury health is not only an indicator of individual’s
embodied cultural capital, but an indicator of social location and habitus. Taylor (2011) shows that
health and fitness were inversely associated with the likelihood of disability onset, whereas Brown
et al. (2006 & 2007) suggests that pre-existing poor health was associated with an increased
likelihood of severe work injuries. In addition, the habitus is developed in close relation to the
access of social capital. Bourdieu (1986) argue that children’s chances of success in school depend
on both economic and cultural investment of their family. The qualitative study of Allen (2004)
and Newman et al. (2017) show that families with high volume of capital were associated with
privileged habitus which allows more opportunities for children to develop their body and generate
capital over time. The results of Emerson et al. (2014) support Bourdieu’s argument that family is
an important source of social support for individuals with disability. Specifically, family
background such as family structure and parents’ education were important predictors of social
inclusion for disabled young adults (Emerson et al., 2014: 454). Kosny et al. (2018) also suggest
that family provided injured workers with various social support. Taylor (2011) further shows that
perceived social support was inversely associated with the likelihood of disability onset. As
Shilling argues, the embodied experience is not only influenced by the access to different forms of
capital, but it becomes a form of physical capital which can be further converted into different
forms of capital. We would expect individuals with high volumes of pre-existing capital have

advantages in the labour market and in health management over those with low volumes of capital.

Indeed, studies show that individuals’ access to education are closely connected to their

pre-injury work conditions, playing an important role in their disability trajectory and economic
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and health outcomes. For example, the results of Polidano and Vu (2015) show that different
volumes of cultural capital not only convert to economic capital at different rates, but the capital
accumulation adds up over time as economic advantages or disadvantages. The results of Cater et
al. (2013) show that individuals with high volume of capital tend to have more opportunities to
convert their physical capital into other forms of capital even after disability onset. Edwards and
Imrie (2003) would argue that individuals with limited pre-existing capital tend to live in deprived
habitus which has limited access and ways to generate capital. Shilling (1993) would add that
individuals with no education qualification often have limited opportunities to convert their
physical capital into economic capital. Manual labour, for instance, allows direct conversion of
economic capital without few education requirements, but it has a high risk of injury. For these
reasons, individuals with low volume of cultural capital are associated with higher risk of disability
onset because they tend to have careers with high risks of injury, and they have limited resources
to maintain their body. In this sense, pre-injury work conditions are closely connected to
individuals’ social location and habitus. It explains why workers with poor work conditions prior
to their injury (deprived habitus) were more likely to experience negative economic outcomes

(Lilley et al., 2012; Ballantyne et al., 2016; Scott et al., 2018).

At this point, we can see that the body should be understood as corporeal and
simultaneously social. Individuals’ embodied experience is gradually formed based on their access
of forms and volumes of capital, affecting their likelihood of disability onset, severity of disability
and the outcomes of disability. For example, the experience and outcomes of aging body with
disability are different according to individuals’ social locations. Studies show that older
individuals were more likely to experience disability onset (Taylor, 2011), and they were more

likely to be unemployed after disability onset (Scott et al., 2018). On the other hand, older age was
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associated with positive mental health outcomes (Kavanagh et al., 2015; O’Hagan et al., 2012).
Shilling (1993) point out that biological factors of aging may have a negative impact on the
convertibility and productivity of physical capital, habitus and capital also play important roles.
For instance, Polidano and Vu (2015) argue that older adults with disability may voluntarily
withdraw from the labour market due to retirement plans and pensions, whereas younger adults
with disability may exit from the labour market involuntarily due to the rapid deterioration in
health. Compared to individuals who acquired disability onset in the younger age, individuals who
acquired disability onset in the older age may be in better social positions and have more sources
to manage their health. As Shilling (1993) suggest, individuals with low volume of capital are
associated with higher risk of disability onset because they tend to have careers with high risks of
injury, and they have limited resources to maintain their body. For these reasons, older individuals
with disability are more likely to have a positive outlook of their health trajectory not only because
they expected to have bodily decline with age, but also because they had time to accumulate capital

or to establish assess for their retirement.

In addition, although the severity of disability negatively affects the different outcomes
such as employment, income, health and social support (Cater et al., 2013; Mithen et al., 2015;
Pettinicchio and Maroto, 2017), certain social norms and structures might further amplify the
effects of disability. For instance, Kirsh et al. (2012) point out that stigma associated with the
disabled body negatively changed injured workers’ relationship with workplace, family and
friends. Bourdieu argue that social connections are maintained by material and symbolic
exchanges, using economic and cultural capital. Injury may interrupt individuals’ accumulation
and access to economic and cultural capital, making social connections and exchanges difficult to

maintain. Edwards and Imrie (2003) further point out that stigma or negative form of symbolic
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capital is first signified by differences in capital. These differences are retranslated into negative
classifications and perpetuated through everyday encounters. Indeed, Kirsh et al. (2012) show that
stigma was manifested through the repetition and reinforcement of negative stereotypes in both
workplace and other social settings. The results of Mithen et al. (2015) provide us with quantitative
evidence of the impacts of disability and stigma on social support and health. The results reveal an
unequal distribution of social support between the disabled and non-disabled bodies. In particular,
people with intellectual and psychological impairments reported the worst health outcomes, and
they tended to have the least social capital. These findings suggest that individuals with severe
disabilities might have difficulty in maintaining their social connections and exchange, and stigma
associated with the disabled body may attribute to weaker social networks and the lower levels of

social support.

Furthermore, stigma would also be perpetuated through systematic exclusion. Edwards and
Imrie (2003) argue that stigma may come from a wide range of sources, and it is often spontaneous
and unconscious because the world is dominated by the values of hegemonic, non-disabled bodies.
The findings of Kirsh et al. (2012), Eakin et al. (2003) and Beardwood et al. (2005) suggest that
workplace structures and policies often do not support (or even actively exclude) bodily disability
which retranslates into ‘work disability.” As we recall, human capital theory assumes the naturality
of the labour market. Different labour market outcomes are due to individual differences in human
capital. On the other hand, Bourdieu argues that social stratifications are systematically reproduced
by legitimizing different rates of accumulation. In his criticism of education systems, Bourdieu
(1986) points out that the systems reward children’s ‘natural talent’, but that this talent only
appears to be natural. Children from wealthy families had more resources and opportunities to

invest in their ‘talent’ than children from poor families. The education system reproduced the
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existing social structure by legitimizing the “domestic transmission” of capital (Bourdieu, 1986:
4). Similarly, the labour market reproduces the existing social structure by ‘normalizing’ the
disabled bodies (with ableist values). For instance, workplace accommodations and proportional
wage replacement ‘reward’ individuals with high volumes of pre-existing capital (Cater et al.,
2013; Scott et al., 2018). On the other hand, individuals with low volumes of capital are
disproportionately associated with negative labour market outcomes (Lilley et al., 2012;
Ballantyne et al., 2016; Scott et al., 2018). In addition, the emphasis on return to work indicates
the ableist values in the field of work and it would be a form of symbolic violence to workers with
permanent impairments. The findings of Ballantyne et al. (2016) show that completing a retraining
program was associated with an increased likelihood of personal poverty. Short-term rehabilitation
programs such as mandatory participation in retraining may be inequitable for injured workers
with low volume of capital. This short-term program is problematic not only because it does not
consider the economic and health conditions of injured workers, but because it presumes that
injured workers can complete on an equal footing with younger and non-disabled bodies with
equivalent training in the labour market. Townsend et al. (2018) would argue that short-term
retraining programs, which assumes ableist norms and standards, can be understood as a form of

symbolic violence, and it is an attempt to normalize the disabled bodies.

In addition to the labour market mechanisms, the study of gender and disability shows that
gender formation further amplifies the negative effects of disability. Edwards and Imrie (2003)
suggest that the field of work is dominated by the values of non-disabled bodies, whereas
Pettinicchio and Maroto (2017) further suggest that the field of work is dominated by the values
of non-disabled masculine bodies. As Pettinicchio and Maroto point out, women without disability

had lower employment rates and less earnings than men without disability. In Shilling’s terms, the
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physical capital (symbolic capital) of female bodies has difficulty to convert into economic capital
through the participation of work because the field of work is dominated by the values of masculine
bodies. In addition, the interactions between disability and gender create a complex hierarchy in
the field of work. Pettinicchio and Maroto (2017: 24) show that women with disability generally
experienced a “double penalty” in the labour market, and women with multiple and cognitive
disabilities had the lowest employment rates and earnings levels. Furthermore, men with
disabilities faced greater disparities in the labour market because disability conflicts with both
dominant values of non-disabled bodies and masculinity. Men with disabilities lost the privileges
of masculinity in the workplace because disabilities were associated with negative stereotype and
pre-conceptions. For this reason, men with disabilities generally experienced larger gaps in
employment and earnings than women with disabilities, reducing the gender gaps among people

with disabilities.

Gender formation not only disproportionately affects women with disability in the labour
market outcomes, but also in the health and social outcomes. The results of Casey and Ballantyne
(2017) show that gender formation amplified the accumulation of health disadvantage over time.
Women with permanent impairments were more likely to report chronic conditions before and
after their injury, compared to men with permanent impairment and to the general population. In
particular, the odds of reporting a diagnosis of depression for women with permanent impairments
was more than six times higher than for women without disability (Casey and Ballantyne, 2017:
491). Shilling argues that working-class women who face the ‘double-burden’ of waged and
unwaged labour have a high risk of illness because they tend to sacrifice their health in order to
fulfil both financial and family responsibilities. The argument that women from the injured worker

sample faced the ‘double-burden’ are partially supported because injured workers from the pre-
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injury period were more likely to be under-educated, over-represented in blue collar occupations,
and were less likely to be ever single than the general population (Casey and Ballantyne, 2017:

488-489).

In addition, the results of Scott-Marshall et al. (2013) show the effect of gendered processes
in bodily orientations and social support. The results suggest an unequal distribution of social
capital between men and women with disability. While women with impairments were associated
with decreased likelihood of marital formation, such association was not found in men with
impairments. Instead, post-injury personal income was associated with the likelihood of marital
formation for impaired men. In this sense, the female body tends to be recognized symbolically
through physical attractiveness, whereas the male body tends to be recognized symbolically
through earning capacity when seeking marital formation. For this reason, the disabled female
body is particularly vulnerable to stigmatization compared to the disabled male body. As Scott-
Marshall et al. show, women’s levels of impairment had a negative association with the likelihood
of marital formation. The lack of informal support for women with disability may be a possible
explanation of why women with disability tend to have worse health trajectory than men with

disability.

The study of gender and disability suggest that women with disability have different
embodied experience compared to men with disability because women tend to access and generate
less economic, cultural, and social capital than men. However, Bourdieu did not discuss the
impacts of gender in his theory of capital. Indeed, Shilling (1993: 147) points out that important
cross-class factors such as gender and race cannot be easily explained by Bourdieu’s analysis of
class and capital. Shilling argues that Bourdieu’s theory tends to underestimate the effect of

gendered and racialized processes in bodily orientations, and it is relatively weak in analyzing the
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different forms of capital associated with gender and ethnicity. The criticism of Shilling can be
applied to Bourdieu’s analysis of disability (Edwards and Imrie, 2003; Townsend et al., 2018;
Allen, 2004; Newman et al., 2017; Mithen et al., 2015). The fact that the scholars who applied
Bourdieu’s theory did not include gender in their analyses shows the gap in Bourdieu’s theory.
Thus, I aim to further expand Bourdieu’s concept of capital beyond class-based analysis, looking

at the gendered distribution of capital.

Novel application of Bourdieu’s theory to understanding outcomes of work-related
disability

In the previous sections, I identified the gaps in the empirical literature of disability and permanent
impairments. Specifically, the existing literature is under theorized, and the quantitative study has
been neglected in research on the relationship between different forms of social support and the
outcomes of disability. I showed that Bourdieu’s theory is a useful framework in bridging the
conceptual gaps in the existing literature. Furthermore, I demonstrated that Bourdieu’s theory can
be applied to quantitative analyses of social support, using the study of Mithen et al. (2015) and
Paccoud et al. (2020). In this section, | discuss how to apply Bourdieu’s theory to empirical testing

of the outcomes of permanent impairments.

| argue that the embodied experience of injured workers is grounded in material reality
where their personal characteristics and resources would be understood as forms of capital. This
approach enables me to derive and test specific predictions based on the possession of different
forms of capital. Specifically, workers’ personal and household income, ownership of property,
and paid employment can be considered as economic capital. Educational qualification,
occupational skills, and health can be understood as embodied cultural capital. As Mithen et al.

(2015) and Paccoud et al. (2020) show, social capital can be measured in different forms of social
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networks. Friends and family, for example, are important forms of informal social support for
injured workers. Social support would also come from formal networks and public institutions.
For instance, the workplace does not only provide workers with economic security, but it can also
provide workers with employment benefits and work accommaodation that would allow workers to
re-engage with their occupation, protect them from harm or minimize the harm after injury. Other
forms of formal social support also include employment insurance, disability pensions, mandated
supports (income replacement and health care) from worker compensation boards to name a few.
Table 2.1, below, summarizes a list of potential variables that proxy injured workers’ forms of

capital.

Table 2. 1: potential variables as proxy for injured workers’ forms of capital

Economic capital Employment: employment status

Income: personal income, household income, and disposable
income

Financial resources: ownership of property, assets, and debts

Cultural capital Education: levels of education

Occupational skills: occupational classification

Health: frequency of healthcare utilisation, health conditions,
levels of impairments

Social capital Informal social support: perceived availability of functional
support (MOS-SS), marital status and existence of informal
networks

Formal social support: employment benefits, accommodation
and compensation from workplace and public institutions
Stigma or ‘negative support’: sources of stigma
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In addition, Bourdieu’s theory informs specific statistical models for empirical testing. The
concept of capital accumulation suggests that both material and immaterial forms of capital tend
to persist and accumulate over time, and they have the potential to produce profits and to reproduce
themselves. That is to say, accumulated capital or the lack of it may produce accumulated
advantages or disadvantages over time. This approach not only helps to account for and explain
the different outcomes of permanent impairment. It also enables me to select specific statistical
models (hierarchical regression) based on the temporal order of capital accumulation, including
individual characteristics, pre-injury capital, and post-injury capital. Individual characteristics
such as gender and age are exogenous variables that are in the first order of entry. Although gender
and age are often treated as control variables in the studies of disability and permanent impairments,
the previous literature suggests that gender and age are associated with different distribution and
accumulation of capital. The analysis of gender and age would help to expand Bourdieu’s concept
of capital beyond class-based analysis. Pre-injury capital is the second order of entry, including
different forms of capital that are acquired before the workplace injury that resulted in permanent
impairments. As the previous literature shows, pre-existing economic, cultural and social capital
are important predictors of individuals’ economic and health trajectory. This order of entry
highlights the importance of pre-existing capital, and it would test the impacts of accumulated
advantages or disadvantages over time. Post-injury capital includes different forms of capital
which are acquired after the permanent injury. This order of entry tests the unique associations of
post-injury capital with the outcomes of disability beyond that already explained by other

predictors (details will be explained in the method chapter).
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Research Questions

The present study aims to test Bourdieu’s theory of capital by analyzing a sample of 494 Ontarian
workers with permanent impairments. | am interested in whether and how different forms of
economic, cultural, social capital accumulated through injured workers’ disability trajectory affect
their wealth and health after impairments. I include three bivariate outcome variables as indictors
of economic and health outcomes of permanent impairments: post-injury employment status, post-
injury income recovery and perceived health change. Because all three outcome variables are
bivariate by design, three structurally similar models of hierarchical logistic regression are used to
test the unique associations of injured workers” individual characteristics, pre-injury capital, post-
injury capital, and the binary outcomes of permanent impairment. Specifically, three blocks of
entry were sequentially entered into the analyses in order to account for different forms of capital

in temporal order.
The main questions guiding this research are:

(1) to what extent do pre-existing characteristics and pre-injury forms of capital contribute to
the variance explained in three outcomes of permanent impairments?
(2) What is the influence of social capital in explaining the outcomes of permanent

impairments beyond that already explained by economic and cultural capital?

Hypotheses:

Q) According to Bourdieu’s theory and the previous literature, I expect pre-existing
characteristics such as gender and pre-injury economic and cultural of capital such as
pre-injury employment, income, and education to be the largest contributors of

explaining the economic and health outcomes.

78



(i)

(iii)

(iv)

(v)

| also expect post-injury social capital such as informal social support, institutional
support and stigma to be significant predictors of injured workers’ economic and health
outcomes, moderating the negative effect of disability such as post-injury health
conditions.

In terms of individual predictors, | expect that having pre-injury employment, higher
pre-injury income, higher level of education, fewer pre-injury health conditions, higher
level of informal social support are associated with post-injury employment, positive
income recovery and health change.

| expect to document that age is inversely associated with post-injury employment and
income recovery.

| also expect the data to show that being female, having many post-injury health
conditions, having higher level of institutional support, and having many sources of
stigma are associated with post-injury unemployment, negative income recovery and

health change.
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Chapter 3: Methods

Study procedures

My analysis is based on a cross-sectional survey of 494 Ontario injured workers with permanent
impairments. The data comes from the Research Action Alliance on the Consequences of Work
Injury (RAACWI) Health and Health Care Utilization Survey (2008-2009). Details of recruitment
screening and sample selection for this SSHRC-funded survey are described in O’Hagan et al.
(2012) and Ballantyne et al. (2016) and outlined here. Eligibility for the RAACWI survey was
limited to first-time/single time and English-fluent claimants of the Ontario Workplace Safety and
Insurance Board (WSIB) who were between 25 and 55 years old with workplace injuries that
occurred between 2002 and 2007 and receiving a non-economic loss award (NEL) certifying
permanent impairment between 2005 and 2007. The study sample screening was established by
the WSIB in a two-stage process: an initial sampling frame of 4,466 potentially eligible
participants identified by administrative files, then verbal confirmation of eligibility via telephone
contact. The WSIB produced a sampling frame of 2,004 eligible claimants, 1,503 of whom
consented to be included on a recruitment roster. The WSIB forwarded a randomly ordered contact
list to RAACWI investigators. Telephone recruitment of a sample of 662 injured workers who
consented to participate was undertaken. Data collection via telephone interview was completed
for 494 of 662 recruited participants by the York University Institute for Social Research between
2008 and 2009. (see Appendix 1 for Recruitment procedure and participant flow).

Sample characteristics

There were 195 (39.5%) male and 299 (60.5%) female participants. The survey participants were
between 26 and 58 years old. The mean age (sd) was 46 (8.1). About 60% of the respondents were

45 years old and older. Fifty-one percent reported having high school education or less. About 49%
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reported they lived in a large city in Ontario with more than 100,000 people. About 20% reported
they were in a white-collar occupation before a workplace incident; about 37% reported in a pink-
collar job; about 41% reported in a blue-collar job®. Forty percent of the respondents reported that
over-exertion was the main cause of their workplace injury; 52% reported that they sustained a
non-visible injury. Forty-five percent reported having multiple injuries following a workplace
incident; 70% reported having a chronic pain disorder, and 52% reported a repetitive strain injury
following the workplace incident. The average time from the injury date to the date of RAACWI
data collection was about 52 months®,

Measures

The RAACWI survey includes a series of questions regarding injured workers’ self-reported socio-
demographic status, injury details, health, healthcare utilization, and education/work and economic
status. The survey content was a result of collaboration among university researchers and
community members representing the injured worker community in Ontario. The RAACWI
survey was purposively designed to replicate many questions from existing national health and
labour force surveys for comparison purposes.® For instance, many questions regarding
participants’ chronic health conditions (see examples in the ‘health burden’ variables presented in
this chapter) were asked identically in both the RAACWI survey and the Canadian Community
Health Survey. In addition, the RAACWI survey also used the Centre for Epidemiological Studies

Depression Scale (CES-D) to measure participants’ depressive symptoms. Similarly, the survey

3 National Occupational Classification was used to identify occupational class.

4 The passage of time was necessary to establish which workers were assessed as having a permanent impairment
(Ballantyne et al., 2016: 179).

5 These surveys include the National Population Health Survey, the Canadian Community Health Survey, the
Participation and Activity Limitation Survey, the Labour Force Survey, the Survey of Labour and Income Dynamics,
and the McMaster Employment Strain Survey.
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used the 19 items of the Medical Outcomes Study Social Support Scale (MOS-SS) to measure

workers’ perceived functional support (see the ‘informal social support’ variable for details).

While the RAACWI survey is cross-sectional, many questions were designed to measure
participants’ economic, health and social conditions over time which allows me to measure the
relationship between capital accumulation and the disability trajectory. Drawing on Bourdieu’s
theory, | include various demographic characteristics of injured workers from the RAACWI
dataset which have been theorized to be forms of capital which may influence the consequences
of permanent impairments. Specifically, economic capital includes personal income and
employment status; cultural capital includes education attainment and health burden; social capital
includes informal social support, institutional support and perceived stigma (a novel measure |
constructed to capture the absence of or ‘negative’ social support). Due to the findings of previous
research, I also include age and gender in the analysis (Taylor, 2011; O’Hagan et al., 2012;
Kavanagh et al., 2015; Mithen et al., 2015; Scott et al., 2018; Scott-Marshall et al., 2013;
Pettinicchio and Maroto, 2017). | am particularly interested in whether different forms of capital
accumulated through the disability trajectory affect workers’ post-injury employment status,
income recovery and perceived health change. Table 3.1, below, shows the distribution of all key
variables in this research, and the descriptions that follow explain the relationship of derived

variables to original variables emerging from specific questions in the RAACWI survey.
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Table 3. 1: Variables included in the analyses

% (N)/n Mean(SD) Median
Dependent variables
Post-injury employment status | Not working 45% (222)
Employed (including on leave) ~ 55%  (272)
Income recovery | Negative income recovery 59% (285)
Same or positive income 41% (195)
recovery
Perceived health change | All other self-rated health 50% (244)
Much worse self-rated health 50% (244)
Independent variables
Individual characteristics
Gender | Male 39.5% (195)
Female 60.5% (299)
Age | Younger group (26-43) 36% (176)
Middle group (44-50) 33% (162)
Older group (51-58) 31% (155)
Pre-injury capital
Education | Less than high school 10%  (50)
High school and incomplete 41% (200)
post-secondary
Trade, college, or university 37% (180)
certificate
Undergraduate/Graduate degree  12%  (61)
Pre-injury health burden | (Number of conditions) 494 2.2(2.3) 2
Pre-injury personal income | Low-income group 33% (159)
($1,000-$26,000)
Medium-income group 31% (150)
($27,000-$44,000)
High-income group 36% (175)
($45,000-$140,000)
Post-injury capital
Informal social support | (MOS total range19-95) 475 72(18) 74
Institutional support | (Number of supports) 494 1.1(0.92) 1
Perceived stigma | No perceived stigma 35% (175)
One to four sources 31% (155)
Five to twelve sources 34% (164)
Post-injury health burden | (Number of conditions) 494 7(4.2) 7
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Dependent variables

I select variables from the RAACWI dataset that best capture injured workers’ different forms of
capital at different points in time through their disability trajectory. In some cases, as described in
this chapter, original variables are modified to make them suitable for the analyses. Among
different variables in the dataset, I include three bivariate variables ‘post-injury employment
status’, ‘income recovery’ and ‘perceived health change’ to represent the social, economic and
health outcomes of workers with permanent impairments. While both employment status and
income are important indicators of economic consequences of disability, employment status is also
an indicator of social inclusion (Edwards and Imrie, 2003; Emerson et al., 2014; Polidano and Vu,
2015; Pettinicchio and Maroto, 2017) and mental health (Kirsh et al., 2012; Kavanagh et al., 2015).
For this reason, post-injury employment is treated as a dependent variable in the first model, but it
is treated as a predictor variable in the second and third models where income recovery and

perceived health change are dependent variables.

The variable ‘post-injury employment status’ captured respondents’ employment status
about 52 months after their injury.® The RAACWI data measured participants’ post-injury
employment status with a series of questions such as hours of employment, quality of employment,
employment benefits, experience and periods of unemployment. Among these different measures,
| used an original four-category post-injury employment status variable because it was an accurate
representation of injured workers’ post-injury employment status. The specific question and
responses related to the distribution of post-injury employment status is shown in the Table 3.2

below:

6 The average time from the injury date to the date of RAACWI data collection was about 52 months.
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Table 3. 2: frequency table of post-injury employment status

Post-injury employment status: n %
Currently employed and working 252 51
Currently unemployed/not working but not retired 189 38.3
Retired 11 2.2
R volunteers: Employed but currently on paid leave 20 4
Status uncertain/respondent refused to respond 22 4.5

Note: Participants were asked “What is your current employment status? Are you currently
employed and working, currently unemployed/not working but not retired, or retired?” There were
472 valid responses. About 45% (n = 222) respondents who were not working after their injury,
and 55% (n = 272) who were employed after the injury.

| recoded this original variable into a dichotomous variable, reducing the four categories
into two. My interest was in determining whether post-injury employment (employed/not
employed) predicted income recovery or perceived health change. The other categories such as
paid leave or retired were less relevant to my analysis. For this reason, the category ‘employed but
on paid leave’ was combined with ‘employed and working’ to construct the ‘employed’ category.
Similarly, the ‘retired’ category was combined with ‘unemployed/not working’. Uncertain and
refused responses were also merged with ‘unemployed/not working” category to construct the ‘not
working’ category.” For these reasons, a dichotomous outcome variable ‘post-injury employment
status’ was constructed: 45% (222) of respondents reported they were ‘not working’ (served as the

reference category for this dummy variable), and 55% (272) reported they were ‘employed.’

Participants were asked to report both their pre-injury and post-injury personal incomes.

Details about the specific questions used to capture pre-injury personal income and post-injury

7 This enables comparison of those employed at the time of being interviewed for the RAACWI survey to those in
all other categories of ‘not working’.
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personal income appear in Appendix 2. Using these original variables, a derived variable ‘income
change’ was created. Income change is a measure of the change in personal income from pre-
injury to post-injury, for each respondent, by subtracting the reported pre-injury personal income
(> = $39,000; sd = 21,000) from the reported post-injury personal income (x = $32,000; sd =
24,000) from the RAACWI dataset. The mean (sd) income change was -$7,200 (21,000) with -
0.67 skewness and 3.4 kurtosis. The range of income change was from -$104,000 to +$64,000.
Because the variable is heavily skewed, the continuous variable of income change was recoded
into a dichotomous variable ‘income recovery’ where the negative income recovery from pre- to
post-injury period is coded as O (served as the reference category for this dummy variable), and
the same or positive income recovery is coded as 1. About 59% of respondents experienced an
income loss from pre-injury period to post-injury, that is, a ‘negative income recovery’, whereas
41% reported they had the same income or experienced a gain in personal income from pre- to

post-injury, or a ‘positive income recovery’.

The derived variable ‘perceived health change’” measures injured workers’ reported change
in health from the pre-injury period to the post-injury period based on an original survey question.
As we recall, Bourdieu (1986) argued that capital can be embodied in individuals. In particular,
embodied cultural capital such as occupational skills or accumulated knowledge are developed
through bodily participation in workplace, training, or school over a long period of time. Because
embodied cultural capital is inseparable from one’s body, accumulation and access to embodied
cultural capital depends on individual’s health condition. As Shilling (1993: 125) suggests, the
body is more than labour power, but it is a possessor of various resources. Work-related
impairments which cause physical and/or psychological harm to workers’ body not only interrupt

workers’ economic accumulation, but they may have long-lasting impacts on their capacity to
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access embodied cultural capital. For instance, previous findings suggest that many injured
workers not only continue to suffer from chronic pain long after a workplace incident, but they
may also experience mental distress because their bodily capacity and work legitimacy are often
questioned and challenged (Tarasuk and Eakin, 1995; Eakin et al., 2003; Beardwood et al., 2005;

Kirsh et al., 2012).

The RAACWI data set measured participants’ physical and mental health in different
dimensions, including self-rated health, various diagnosed and self-reported health conditions, the
CES-D scale as a measure of mental health, and sources of stress. Among these different measures,
| used the question of self-rated current health (at the time of interview in 2008/2009) compared
to the day before accident to capture injured workers’ experience of health change from pre-injury
period to post-injury period. The specific question and responses related to the distribution of self-

rated health is shown in the Table 3.3 below:

Table 3. 3: frequency of five-category self-rated health

Five-category perceived health change: n %
Much better than before 16 3.3
Somewhat better 19 3.9
About the same 75 15.4
Somewhat worse 134 27.5
Much worse than before 244 50

Note: Participants were asked “What about your health now compared to the day before the
workplace accident. Would you say your health is: much better than the day before your workplace
accident, somewhat better, about the same, somewhat worse, or much worse now than the day

before your workplace accident?” There were 488 valid responses.
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The derived outcome variable ‘perceived health change’ was created by reducing the 5-
category responses into a dichotomous variable where ‘somewhat worse’, ‘about the same’,
‘somewhat better’ or ‘much better’ self-rated health were coded as 0 (served as the reference
category for this dummy variable), and ‘much worse’ self-rated health was coded as 1. I reduce
the five-category variable into a two-category variable not only to construct a more even
distribution of the responses, but also to highlight the ‘accumulated disadvantages’ of permanent
impairments. Given the fact that the RAACWI survey took place an average of 52 months after
the workplace injury and the average age of the injured workers were older, | expect respondents
to report some health deterioration because of aging. More importantly, previous research suggests
that aging with a disability accelerates health deterioration (Taylor, 2011; Casey and Ballantyne,
2017). The ‘much worse’ self-rated health was selected as a category of interest because it would
likely provide a telling indication of the effect of ‘accumulated disadvantages’ of permanent
impairment. Thus, a dichotomous outcome variable ‘perceived health change’ was constructed
where those reported much worse health were compared to all other respondents (It also reduces
the potential effects of recall bias). The distribution of cases for this variable was equally divided

across the two categories (fifty percent or 244 participants fell into each category).

Independent variables

The independent predictors can be organized into three categories according to temporal order: a)

exogenous, individual characteristics; b) pre-injury forms of capital; ¢) post-injury forms of capital.

Individual characteristics:

Although gender and age are often treated as control variables in the studies of disability and
permanent impairments, the previous literature review suggests that age and gender are associated

with different distribution and accumulation of capital. For example, some findings suggest that
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older age is associated with positive mental health outcomes (Kavanagh et al., 2015; O’Hagan et
al., 2012). On the other hand, other findings suggest that older individuals are more likely to
experience disability onset (Taylor, 2011), and they are more likely to be unemployed after
disability onset (Scott et al., 2018). Research on gender and disability suggests that women with
disability tend to generate less economic, health, and social capital than men with disability
(Pettinicchio and Maroto, 2017; O’Hagan et al., 2012; Kavanagh et al., 2015; Casey and
Ballantyne, 2017; Scott-Marshall et al., 2013). I include age and gender as independent predictors
because they are exogenous variables which might affect the distribution and accumulation of pre-
injury and post-injury capital (Analytical models separating gender and age categories were
considered, but not included in the current analysis because of inadequate sample size). To avoid
non-linearity in the analysis, | constructed a dummy variable with three age categories: about 36%
(176) participants were coded into the younger-age group which was between 26 to 43 years old
(served as the reference category for this dummy variable); about 33% (162) were coded into the
middle-age group which was between 44 to 50 years old; about 31% (155) were coded into the

older-age group which was between 51 to 58 years old.

Pre-injury forms of capital:

Education is an important form of cultural capital. As Bourdieu (1986) argues, individuals must
personally invest time and energy to accumulate cultural capital. Educational qualification, as a
form of institutionalized cultural capital, is not only a measure of embodied cultural capital, but it
is an indicator of other forms of capital. As the previous studies consistently suggest, education is
associated with economic outcomes such as income and employment (Cater et al., 2013; Polidano
and Vu, 2015). Similarly, education is also associated with health outcomes such as the likelihood

of disability onset and mental health (Jenkins and Rigg, 2004; Taylor, 2011; O’Hagan et al., 2012).
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The RAACWI data set measured injured workers’ educational attainment in ten categories:
participants were asked “What is the highest level of education you have attained?”® | created a
derived variable ‘education’, reducing ten categories into a four-categories (‘less than high school’;
‘high school and incomplete post-secondary’; ‘trade, college, or university certificate’;
‘undergraduate or graduate degree’). My interest was in determining whether educational
qualification predicted post-injury employment status, income recovery or perceived health change.
The categories such as incomplete schooling and training were less relevant to my analysis because
they might not be officially recognized as “cultural competence” (Bourdieu, 1986). For this reason,
the incomplete training categories such as ‘some trade school but no diploma’, ‘some community
college but no diploma/certificate’, and ‘some university but no degree’ were combined in a ‘high
school diploma and incomplete post-secondary’ category. In addition, the categories ‘trade
certificate’, ‘diploma from community college’, and ‘university certificate below bachelor’ were
combined into one category because these certificates require similar time investment to complete.
Undergraduate and graduate degree which require more time investment than other education
qualifications were combined into one category because of uneven distribution. As a result, a
dummy variable with four categories was constructed for ‘education’: about 10% (50) reported
having less than high school education (reference category for this dummy variable), and 41%
(200) reported having some or completing high school. About 37% (180) reported that they have
trade, college or university certificate, and about 12% (61) reported that they have undergraduate

or graduate degree.

8 Survey response categories: ‘less than high school’; ‘high school graduate’; ‘some trade school but no diploma’;
‘trade certificate or vocational school diploma or apprenticeship training’; ‘some community college but no
diploma/certificate’; ‘certificate or diploma from a community college, CEGEP, school of nursing, etc’; ‘some
university but no degree’; ‘university certificate below bachelor’s degree’; ‘bachelor’s degree’; ‘university degree
or certificate above bachelor’s degree’; ‘don’t know’; ‘refused’.
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Similar to knowledge and skills, health is another important form of embodied cultural
capital. Shilling (1993) argues that health is crucial to the conversion of economic, cultural, social
and symbolic capital through bodily participation in work, leisure and other social fields. On the
other hand, individuals with high health burden may find the bodily conversion of capital difficult.
The RAACWI survey included a list of 48 questions to measure participants’ health conditions
and their timing. A total of 42 diagnosed conditions and reported symptoms were covered within
the original list of 48 questions (six overlapping questions were asked in both diagnosed conditions
and symptoms: depression, back problems, digestive problems, nerve pain, musculo-skeletal pain,
and substance abuse). As an example, participants were asked whether have diagnosed depression
or symptoms of depression: “Have you been diagnosed with depression by a health professional?”
(Response categories: ‘yes’; ‘no’; ‘don’t know’; ‘refused’). For affirmative responses, participants
were asked whether the diagnosis was made (or the symptom appeared) before or after their injury:
“Did it start before or after your first workplace accident?” (Response categories: ‘before’; “after’;
‘don’t know’; ‘refused’). In this sense, the absence of or low numbers of reported health conditions
represents low health burden, implying a higher volume of embodied cultural capital (see

Appendix 3 for more detailed examples).

To measure participants’ ‘health burden’, 48 binary variables were constructed from 48
questions of health conditions which a score of 1 was assigned to each reported ‘yes’ of health
condition, and a score 0 was assigned to participants who reported ‘no’ to each