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Abstract

:

The 2030 Sustainable Development Goals call for the disaggregation of all indicators by disability and other characteristics so as to “leave no one behind” from development progress. Data on disability, however, is acknowledged to be lacking, which is essential for informing policy and planning. Consequently, this study estimates the prevalence of disability in the Maldives and compares indicators of poverty and living conditions between people with and without disabilities, using nationally-representative, population-based data (n = 5363). The prevalence of disability was estimated at 6.8%. Overall, this research finds that people with disabilities are at risk of being left behind from progress across multiple Sustainable Development Goal domains, including in combatting income poverty, food insecurity and exclusion from health, education, work and social participation, and vulnerability to violence. Further, amongst people with disabilities, people with cognitive and mental health impairments, people living outside the capital, Male’, and children and working-age adults tend to face the highest levels of deprivation.
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1. Introduction


It is estimated that 15% of the global population—1 billion people—are living with a disability, with the majority residing in low and middle-income countries [1]. As a group, people with disabilities face an increased risk of poverty and social exclusion, due to barriers to participating in paid work and education, negative attitudes towards disability, inaccessible environments and information, extra disability-related costs (e.g., assistive devices, personal assistance), and lack of affordable, quality disability-related services and support [1,2,3,4]. The United Nations Convention on the Rights of People with Disabilities (UNCRPD), which has been ratified by 177 countries, codifies the rights of people with disabilities to full inclusion on an equal basis as others [5,6]. However, people with disabilities still face large inequalities in realising their rights, which is evident by disparities compared to people without disabilities in social participation and access to education, healthcare, and employment [7,8,9].



The 2030 Agenda for Sustainable Development, which was adopted by all United Nations member states in 2015, outlines a global strategy for ending poverty “in all its forms”, inequality and other deprivations, particularly through its 17 Sustainable Development Goals (SDGs) [10]. The SDGs represent an advance from Millennium Development Goals (MDGs), which faced criticism over their failure to include considerations of disability, thus potentially widening inequalities and impeding fulfilment of some of its Goals [11,12]. Consequently, the SDGs call for the disaggregation of all indicators across its 17 Goals by disability and other characteristics so as to “leave no one behind” from development progress [10]. State Parties to the UNCPRD are also obligated to regularly collect and disseminate data on disability under Article 31 [5].



Data on disability is essential to track progress towards the SDGs and other development goals, fulfil States’ commitments to the UNCRPD and to inform policy and planning [12,13]. Data disaggregation by disability can identify sources of exclusion and the extent of disparities in comparison to people without disabilities, which is needed for determining priorities for action [13]. Data on the prevalence of disability is also required for the design and budgeting of services. In addition to data disaggregation, information on disability-specific indicators—such as access to rehabilitation and assistive devices, provision of accommodations—are also important to capture to provide the full picture of the needs of people with disabilities. Further, more evidence is needed to explore differences amongst people with disabilities, as risk of poverty and social exclusion may differ by other characteristics, such as impairment type, gender and age.



This study estimates the prevalence of disability in the Maldives and compares indicators of poverty and deprivation between people with and without disabilities, using nationally-representative, population-based data. The Maldives is an island nation with a population of approximately 400,000 people. A third of the population is based in the capital, Male’, while the remaining reside across 188 islands, creating challenges for the distribution of services [14]. Still, the Maldives is an upper–middle income country, which has put in place policies and programmes to promote the inclusion of people with disabilities across society. For example, the Maldives has ratified the UNCRPD and has codified the rights of people with disabilities to full inclusion in national laws such as the Disability Act (2010). The Maldives also has disability-specific programmes, such as a disability-targeted, unconditional cash transfer (130 USD/month) and schemes for the provision of assistive devices and technology. Findings from this research may, therefore, indicate whether these initiatives have been sufficient to promote the full inclusion of people with disabilities, and what gaps remain.




2. Methods


Data were collected from July to August 2017 through a nationally-representative population-based survey with a nested case–control study. All questionnaires were translated into Dhivehi, pilot-tested and administered using computer tablets (via Open Data Kit). Data collectors underwent a week-long training to learn study protocols and practice using data collection tools.



2.1. Population-Based Survey


A population-based survey was conducted to estimate the prevalence of disability in the general population, identify participants for the nested case–control and compare household-level indicators between households with and without members with disabilities.



Data from the 2014 National Census were used as the sampling frame [14]. The sample size target was set at 6500 people age 2+ based on an expected prevalence of disability of 7% and response rate of 75%, confidence level of 95%, design effect of 1.5 and precision of 15%. A two-stage sampling strategy was employed based on the methodology used in other surveys [15,16,17]. In the first stage, 52 clusters (island enumeration areas) were identified through probability proportionate to size sampling. In the second stage, modified compact segment sampling was used to identify households from which 125 Maldivian citizens aged 2+ (including non-responders) could be enumerated. If the segment did not include 125 people, then another segment was chosen at random and enumeration continued until 125 are reached.



All enumerated Maldivian citizens aged 2+ were screened for disability. All adults (aged 18+) were asked the Washington Group Extended Set (WG-ES) questions on disability, while children aged 2–4 and 5–17 were asked their respective age-specific modules of the UNICEF–Washington Group Child Functioning [18,19]. These question sets include 9 to 11 questions, depending on the age of the respondent. Participants self-reported, although proxies were used for children 10 years and younger, people with impairments that severely affected their ability to understand/communicate and household members that were not reachable after at least three revisits.



The Washington Group questions focus on difficulties with activities (e.g., seeing, hearing, walking or climbing stairs, remembering or concentrating, self-care and communicating). For most questions, the respondent can choose one of four options: no difficulty, some difficulty, a lot of difficulty or cannot do at all. For the purpose of this study, people who answered “cannot do at all” or “a lot of difficulty” for at least one question were considered to have a disability. For adults (18+), anxiety and depression were measured through two questions on the frequency and intensity of symptoms. Disability was defined as experiencing symptoms daily, which that were of an intensity described as “a lot”. Children aged 5+ also received questions on anxiety and depression, although only frequency was used to measure disability.




2.2. Nested Case–Control Study


People identified as having a disability in the population-based survey were invited to take part in a case–control study as cases (for anxiety/depression, respondents also had to report positively to at least one question on the impact of symptoms on either schooling, work or social relations, to better match national definitions of disability). Cases also included people who were registered at the National Social Protection (by the Maldivian government) as having a disability (e.g., Disability Allowance recipients). For each case identified, one control without disabilities was selected as a comparison. Controls were drawn from the population-based survey and were the same sex, similar age (±5 years) and living in the same cluster (or if a suitable control was not identified, from within the same administrative island or atoll) as the case. Controls could not be from a household that included a member with a disability. One control was selected at random if multiple eligible controls were available for a case.



Questionnaires given to case–control participants collected data on household poverty and individual indicators of well-being (e.g., social participation, education, employment).




2.3. Data Analysis


The prevalence of disability was measured using the aforementioned definition of disability. Although the survey design is self-weighting, sample weights were used as certain groups (e.g., working-age men) were underrepresented according to the 2014 Census (see Table S1 for sampling weights).



Multivariate regression was used to compare the indicators below (Table 1) between people with and without disabilities, which were selected as they are in line with SDG domains, and, in many cases, are SDG recommended indicators. Regression analyses included adjustments for the individual’s age and gender and the household’s location (greater Male’ vs. atolls outside Male’). Distribution of indicators of deprivation was also disaggregated by age group (<18, 18–64, 65+ years), gender, location (Male’ vs. other atolls) and impairment type. Impairment types were grouped as physical (functional limitation in mobility, upper body), cognitive (functional limitation in communicating, cognition), sensory (functional limitation in seeing, hearing) and mental health (anxiety, depression and other write-in mental health conditions not captured in the Washington Group question sets).




2.4. Ethical Considerations


Ethical approval was granted from the London School of Hygiene & Tropical Medicine, the Maldives National Bureau of Statistics and the National Health Research Committee at the Maldives Ministry of Health.



Informed consent was obtained from all study participants before beginning any interviews (written or recorded). For children below 18 years (age of consent) and people with impairments that severely limited their ability to understand/communicate, a carer provided consent and answered on their behalf as a proxy. In these instances, the child/person with a disability provided assent and their input was still sought whenever possible and appropriate. Individuals who reported unmet health needs were provided with information sheets with contact details on available local services.





3. Results


A total of 5363 people across 1065 households were screened for disability (response rate of 82%). Using Washington Group criteria, 395 people were identified as having a disability, giving a prevalence of disability of 6.8% (95% CI: 6.1–7.5%) (Table 2). Disability prevalence increased significantly with age, from 3.3% in children to 42.7% in adults over 75 years, and was slightly more common in women. Mobility limitations (2.7%), followed by anxiety and depression (1.9%) were the most commonly reported functional limitations.



Table 3 measures differences across indicators of poverty and deprivation between people with and without disabilities and their households. Table 4 then disaggregates indicators of poverty amongst people with disability, by age, gender and location (Male’ vs. other atolls).



3.1. Poverty and Household Living Conditions


People with disabilities had approximately twice the odds of living in income poor (aOR = 1.8, 95% CI: 1.2–2.7) and food insecure households (aOR = 2.4, 95% CI: 1.8–3.4) compared to people without disabilities. Amongst people with disabilities, income poverty was lower in Male’ compared to other atolls (17% vs. 55%, p < 0.001). Both income poverty and food insecurity were least common amongst older adults (ages 65+), compared to both children and working-age adults. For example, 31.4% of households with older adults with disabilities faced food insecurity, compared to 48.9% of households with working-age adults with disabilities (aOR = 2.0, 95% CI: 1.2–3.4) and 59.0% of households with children with disabilities (aOR = 3.1, 95% CI: 1.6–6.0). Further, people with physical impairments were less likely to be in an income-poor household compared to people with other impairments (aOR = 0.6, 95% CI: 0.3–1.0), while people with cognitive and mental health impairments were more likely to be food insecure (cognitive: aOR = 1.6, 95% CI: 1.0–2.7; mental health: aOR = 1.7, 95% CI: 1.0–2.7). Although women with disabilities were slightly more likely to live in income-poor and food-insecure households, this difference was not statistically significant.



Almost all survey respondents lived in a household with improved water and sanitation sources. There was no difference in WASH access between people with and without disabilities or amongst people with disabilities.




3.2. Health


People with disabilities were more likely to experience a serious health problem in the last 12 months compared to people without disabilities (aOR = 2.5, 95% CI: 1.5–4.0). Amongst people with disabilities, people with mental health difficulties were more likely to have experienced a health problem compared to people with other impairment types (aOR = 2.0, 95% CI: 1.1–3.6). There was no difference in the likelihood of experiencing a health problem by gender, location or age amongst people with disabilities.



There was also no difference between people with and without disabilities in household catastrophic health spending. People with sensory impairments were less likely to have experienced catastrophic health expenditures compared to people with other impairments. There was no difference in the likelihood of experiencing catastrophic health expenditures by gender, location or age group.




3.3. Education


Almost all school-aged children with and without disabilities were attending school (100% enrolment for children without disabilities, 93.3% enrolment for children with disabilities). There were no statistically significant difference in school attendance by age, gender, location or impairment type amongst children with disabilities.



Concerning educational attainment, people with disabilities were more likely not to have completed primary school compared to people without disabilities (aOR = 2.4, 95% CI: 1.6–3.7). Primary school attainment differed significantly with age amongst people with disabilities, as 62.0% of adults aged 18–64 years had not completed primary school, compared to 87.3% of adults aged 65+ (p < 0.001). Amongst people with disabilities, primary school completion was also higher in Male’ compared to other atolls (non-completion 62.4% in Male’ compared to 74.2% in other atolls, p = 0.04). Primary school completion was lowest for people with physical and cognitive impairments (non-completion: 79.5% and 77.9%, respectively, p < 0.05 compared to other impairment types).



Illiteracy was also more common amongst people with disabilities compared to people without disabilities (aOR = 6.5, 95% CI: 2.9–14.9). Amongst people with disabilities, illiteracy was less common in women (aOR = 0.4, 95% CI: 0.2–0.8) and people with intellectual impairments (aOR = 6.3, 95% CI: 3.1–12.7). Illiteracy was least common amongst people with mental health conditions (aOR = 0.3, 95% CI: 0.1–0.9).




3.4. Work


People with disabilities were twice as likely not to be working compared to people without disabilities (aOR = 2.3, 95% CI: 1.6–3.5). Amongst people with disabilities, people with cognitive impairments were least likely to work (80% were out of work). Women with disabilities were less likely to working compared to men with disabilities (66.4% versus 55.6%), although this difference was not statistically significant. There was no difference in work status between Male’ and other atolls.




3.5. Social Participation


For social participation, people with disabilities were less likely to have voted in the last election (aOR = 2.6, 95% CI: 1.5–4.5) and be involved in household decision-making (aOR = 3.4, 95% CI: 2.1–5.5) compared to people without disabilities. Amongst people with disabilities who did not vote, two-thirds reported that they did not vote because of reasons related to their disability. Amongst people with disabilities, people living in Male’ and people with cognitive impairments were less likely to have voted.



People with disabilities were over four times more likely to report having experienced violence in the last 12 months compared to people without disabilities (aOR = 4.4, 95% CI: 2.8–6.9). Working-age adults with disabilities were more likely to have experienced violence compared to older adults with disabilities (31.0% vs. 14.7%, p = 0.002). Additionally, almost half (46.5%) of people with mental health conditions reported experiencing violence, which was significantly higher compared to people with other impairments (p < 0.001).





4. Discussion


Almost 7% of the population of the Maldives is estimated to have a disability. People with disabilities and their households were more likely to experience poverty and deprivation compared to people without disabilities, across the majority of included indicators. Overall, this research finds that people with disabilities are at risk of being left behind from progress across multiple SDG domains, including in combatting income poverty, food insecurity and exclusion from health, education, work and social participation, and vulnerability to violence.



Disability prevalence in the Maldives was higher than estimated in the 2016–2017 Maldives Demographic Health Survey (MDHS), which found a prevalence of 4% [20]. However, the MDHS used a binary question asking whether respondents “suffer from a disability”, which is likely underestimate disability prevalence and is not in line with the UNCRPD definition of disability [21,22,23]. Functioning-based approaches, such the Washington Group questions, are recommended over impairment-based approaches as they are more in line with current conceptualisations of disability and reduce underreporting linked to stigma and differing sociocultural definitions of disability [23].



Disparities between people with and without disabilities observed in this study are generally reflective of global trends. For example, several studies from low- and middle-income countries have also found people with disabilities face an increased risk of monetary poverty [2,24], violence [25,26], poor health [9,27], food insecurity [28] and lower access to education [7,9,29] and work [30]. Still, some observations in this research differed from previous research or expected trends. For example, people with disabilities tend to be at risk of impoverishing health spending, as they often have to pay for disability-related health services (e.g., rehabilitation, assistive devices)—which may not be covered in health insurance schemes—in addition to general healthcare [31,32]. However, in this study there was no difference in the likelihood of experiencing impoverishing health expenditures between people with and without disabilities, even though people with disabilities were more likely to have reported experiencing a health problem in the last 12 months. This lack of difference may reflect the strength of the universal national health insurance scheme Aasanda at minimising out-of-pocket healthcare payments, including for people with disabilities. Alternatively, people with disabilities may have forgone needed healthcare due to lack of availability of needed services, or an inability to pay for them. More research is needed to explore access to and financing of healthcare amongst people with disabilities, including for disability-related services.



This research also highlights important differences amongst people with disabilities in their likelihood of experiencing different types of deprivations, depending on factors like gender, age, impairment type and location. The heterogeneity of experiences amongst people with disabilities highlights the need for wide-ranging policy and programmatic responses to address the diversity of needs and barriers to participation faced by people with disabilities.



For example, risk of poverty and deprivation differed amongst people with disabilities by impairment type. People with cognitive impairments were more likely to be deprived in indicators for food security, education, work and social participation compared to people with other impairment types. Other studies have also found people with cognitive impairments are less likely to work [33] and go to school [9] compared to people with other impairments. Additionally, people with mental health conditions fared comparatively well on indicators of education and work, but faced much higher levels of violence compared to people with other impairment types. The bidirectional association between violence and mental health has been well-established [25,34]. People with mental health impairments were also at increased risk of food insecurity compared to people with other impairments.



By location, living in Male’ is associated with a decreased risk of income poverty and primary school non-completion amongst people with disabilities. This finding is mirrored in national trends in the general population of the Maldives, and likely reflects the higher salaries and concentration of services around the capital [20]. For example, most health, rehabilitation and social services are based in Male’, access to which can improve functioning and participation. However, people with disabilities in Male’ were less likely to vote compared to people with disabilities in other atolls. This difference may reflect universal challenges for people with and without disabilities in changing their residency status when they move from outer islands to Male’ or greater voter drives in atolls outside of Male’.



By age, older adults tended to fare better on most indicators compared to children and working-age people with disabilities. For example, older adults were less likely to be living in food-insecure or income-poor households. This finding may reflect the positive impacts of the Maldives’ Old Age Basic Pension, which provides MVR 5000 (USD 320) to all citizens aged 65+ who do not already receive a state-funded pension of similar value [35,36] and can be received concurrently with the Disability Allowance. Older adults with disabilities may also have experienced the onset of impairment after their working and schooling years, and so did not have to contend with disability-related barriers to participation. Older adults with disabilities, however, were less likely to have completed primary school compared to working-age people with disabilities. This trend has also been observed amongst the general population in the Maldives and is likely indicative of national improvements in education provision over time [20].



Few significant differences were found between women and men with disabilities, with the exception that women were less likely to be illiterate. Higher literacy amongst women with disabilities mirrors findings from the general population in the Maldives (literacy among 15–49 year olds, 99% in women vs. 96% in men) [20]. The lack of difference between men and women with disabilities stands somewhat in contrast to evidence from studies in other locations, where differences between men and women with disabilities are more apparent. For example, school attendance and attainment is often found to be lower amongst girls with disabilities compared to boys with disabilities [37,38], as is employment for women with disabilities compared to men with disabilities [30,33,37]. The lack of association in this study may reflect limitations of the study’s power, as some of the observed differences were close to statistical significance (e.g., employment), or differences in the socio-cultural context of the Maldives compared to other study settings.



Strengths and Limitations


This study presents findings from a nationally-representative, population-based study on disability in the Maldives, which increases the generalisability of results and reduces potential sources of bias inherent in other strategies of recruitment. Further, this study uses the Washington Group questions to measure disability, which is recommended by the United Nations and other bodies for international comparisons of disability, including for monitoring inclusion under the UNCRPD and SDGs [39,40,41].



Still, this study has several limitations that should be considered when interpreting its findings. For example, some analyses may not have been sufficiently powered to detect differences between people with and without disabilities, and amongst people with disabilities. In particular, analyses of children may be underpowered, and therefore null findings should be interpreted with caution. Further, this study uses cross-sectional data and so it is not possible to establish the direction of association (i.e., does disability increase the risk of deprivation or vice versa). For example, people with mental health impairments faced an increased risk of violence, health problems in the last 12 months and food insecurity. However, it not possible to determine whether deprivation in these areas led to poor mental health or poor mental health increased the risk of these deprivations. Further research to establish the directionality of association, as well as track changes in trends over time, is important for informing policy responses.



Additionally, many of the outcome indicators used in this study—and in SDG monitoring—may not sufficiently capture poverty and deprivation amongst people with disabilities. For example, the use of a universal poverty line does not account for the extra consumption needs of people with disabilities, who often must contend with additional expenses in order to participate (e.g., for assistive technology, personal assistance, additional transportation and health costs) [31]. Incorporating extra disability-related costs would substantially increase the proportion of people with disabilities living in poverty [31,42,43], and so current approaches to measuring income poverty through universal poverty lines are likely to underestimate poverty in people with disabilities.



Further, quality is a concern when assessing deprivations in access to services, employment and education, particularly for people with disabilities. For instance, school enrolment and attainment do not capture the quality of schooling, which is an important consideration for both children with and without disabilities. However, children with disabilities face an increased risk of poor quality schooling, as education systems often do not have resources in place to support their learning (e.g., instruction in Braille, sign language) [44,45]. Similarly, indicators on household access to improved WASH can mask difficulties people with disabilities face in using these services independently, hygienically, consistently and with dignity [46,47,48]. Disability-specific indicators, such as stigma and access to assistive technology and rehabilitation are also be needed to track important deprivations for people with disabilities.





5. Conclusions


Across the Maldives, people with disabilities and their households face an increased risk of poverty and other forms of deprivation compared to people without disabilities. Amongst people with disabilities, people with cognitive and mental health impairments, people living outside of Male’, and children and working-age adults tended to face the highest levels of deprivation. Policy and programmatic change are needed to address disparities between people with and without disabilities to fulfil the SDG’s mandate of “no one left behind.” This may include targeted approaches (e.g., provision of assistive devices, rehabilitation and other disability-specific services) as well as mainstreaming disability across all development efforts (e.g., inclusive education, workplace accommodations). Additionally, disability-sensitive indicators of poverty and deprivation (e.g., poverty lines adjusted for disability-related extra costs, individual WASH access, inclusive work and education) are needed to more accurately capture progress towards full inclusion in the SDGs.
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Table 1. Indicators of poverty and deprivation.






Table 1. Indicators of poverty and deprivation.





	
Domain

	
Definition






	
Poverty and household living conditions

	
Household per capita income is below the international poverty line for upper–middle income countries ($5.50 per person per day, 2011 purchasing power parity) (SDG Indicator 1.1.1)




	
Household faces moderate or severe food insecurity (SDG Indicator 2.1.2)




	
Household does not have an improved sanitation facility and drinking water source (SDG Indicators 6.1.1 and 6.2.1)




	
Health

	
Household spent more than 25% of income on medical expenses in the last month (SDG indicator 3.8.2)




	
Individual experienced a serious health problem in the last 12 months




	
Education

	
Individual (age 6–17) is enrolled in school




	
Individual (age 13+) has not completed primary school




	
Individual (age 13+) is illiterate (SDG Indicator 4.6.1)




	
Work

	
Individual (age 15–65) is not working or in school (SDG Indicator 8.5.2)




	
Social participation

	
Individual experienced violence or discrimination in the last 12 months (SDG Indicators 10.3.1, 16.1.3)




	
Individual not consulted in household decision-making (age 15+)




	
Individual did not vote in last election (age 21+)
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Table 2. Prevalence of disability by key characteristics (n = 5361).






Table 2. Prevalence of disability by key characteristics (n = 5361).





	

	
n

	
Prevalence (95% CI)

	
aOR (95% CI) Ω






	
Overall Prevalence of Disability

	
396

	
6.8% (6.1–7.5%)

	
-




	
Sex

	
Male

	
163

	
6.2% (5.3–7.2%)

	
Reference




	
Female

	
233

	
7.4% (6.5–8.4%)

	
1.3 (1.0–1.6)




	
Age Group

	
2–17 years

	
62

	
3.3% (2.6–4.3%)

	
Reference




	
18–39 years

	
91

	
4.3% (3.5–5.2%)

	
1.2 (0.9–1.7)




	
40–59 years

	
116

	
10.2% (8.5–12.1%)

	
3.2 (2.3–4.5)




	
60–74 years

	
70

	
24.2% (19.5–29.1%)

	
9.4 (6.4–13.7)




	
75+ years

	
57

	
42.7% (34.1–52.0%)

	
24.0 (15.2–37.8)




	
Location

	
Malé

	
148

	
7.2% (6.2–8.5%)

	
Reference




	
Central

	
52

	
5.1% (3.9–6.7%)

	
0.6 (0.4–0.9)




	
South

	
114

	
8.0% (6.6–9.5%)

	
1.0 (0.7–1.3)




	
North

	
81

	
5.8% (4.7–7.2%)

	
0.6 (0.4–0.8)




	
Functional domain

	
Seeing

	
82

	
1.5% (1.2–1.8%)

	
-




	
Hearing

	
37

	
0.6% (0.4–0.8%)

	
-




	
Mobility

	
164

	
2.7% (2.3–3.2%)

	
-




	
Anxiety/depression ¥

	
115

	
1.9% (1.6–2.3%)

	
-




	
Self–care ¥

	
68

	
1.1% (0.9–1.4%)

	
-




	
Communicating

	
58

	
1.1% (0.9–1.5%)

	
-




	
Cognition

	
92

	
1.6% (1.3–1.9%)

	
-




	
Upper body α

	
72

	
1.5% (1.3–1.9%)

	
-








Ω Adjusted by gender, age, location. ¥ Measured in people aged 5+ only. α Measured in people 18+ only.
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Table 3. Indicators of poverty and deprivation by disability status.






Table 3. Indicators of poverty and deprivation by disability status.











	Indicators
	People with Disabilities (%)
	People without Disabilities (%)
	aOR (95% CI) Ω





	Poverty and household living conditions
	
	
	



	Below international poverty line
	91 (24.6%)
	61 (18.3%)
	1.8 (1.2–2.7)



	Food insecurity
	176 (45.8%)
	87 (25.8%)
	2.4 (1.8–3.4)



	Non-improved WASH
	5 (1.3%)
	10 (3.0%)
	0.4 (0.1–1.3)



	Health
	
	
	



	Experienced a health problem
	71 (18.7%)
	27 (8.2%)
	2.5 (1.5-4.0)



	Catastrophic health expenditures
	35 (9.5%)
	40 (12.0%)
	0.8 (0.5–1.3)



	Education
	
	
	



	Not enrolled in school (ages 6–17)
	3 (6.7%)
	0 (0%)
	n/a



	No primary school (age 13+)
	226 (69.1%)
	165 (56.3%)
	2.4 (1.6–3.7)



	Illiterate (age 13+)
	44 (13.5%)
	7 (2.4%)
	6.5 (2.9–14.9)



	Work
	
	
	



	Not working (ages 15–64)
	136 (62.4%)
	93 (43.4%)
	2.3 (1.6–3.5)



	Social participation
	
	
	



	Not consulted in family decisions (ages 15+)
	78 (26.2%)
	27 (9.6%)
	3.4 (2.1–5.5)



	Did not vote (ages 24+) β
	53 (18.2%)
	18 (6.7%)
	2.7 (1.5–4.8)



	Experienced violence (12 months)
	107 (27.8%)
	29 (8.8%)
	4.4 (2.8–6.9)







Ω Adjusted for age group, sex, location (Male’ vs. other atolls); β Age is 21+ to capture people who were 21+ at last election (minimum voting age).
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Table 4. Indicators of poverty and deprivation amongst people with disabilities, disaggregated by age, gender and location.






Table 4. Indicators of poverty and deprivation amongst people with disabilities, disaggregated by age, gender and location.





	

	
Gender

	
Location

	
Age Group

	
Impairment type Ω




	
Women

	
Men

	
Male’

	
Other Atolls

	
2–17

	
18–64

	
65+

	
Physical

	
Cognitive

	
Sensory

	
Mental Health




	
n = 219

	
n = 165

	
n = 153

	
n = 231

	
n = 61

	
n = 217

	
n = 102

	
n = 190

	
n = 114

	
n = 115

	
n = 93






	
Household poverty

	

	

	

	

	

	

	

	

	

	

	




	
Income poor

	
91 (41.6%)

	
62 (37.6%)

	
26 (17.0%) ***

	
127 (55.0%)

	
27 (44.3%) ***

	
100 (46.1%) ***

	
23 (22.6%)

	
57 (30.8%) *

	
50 (45.5%)

	
48 (43.2%)

	
38 (43.2%)




	
Food insecurity

	
103 (46.8%)

	
73 (44.2%)

	
76 (49.4%)

	
100 (43.3%)

	
36 (59.0%) ***

	
106 (48.9%) **

	
32 (31.4%)

	
81 (42.6%)

	
64 (56.1%) *

	
56 (48.7%)

	
52 (57.8%) *




	
Non-improved WASH

	
3 (1.4%)

	
3 (1.8%)

	
2 (1.3%)

	
4 (1.7%)

	
1 (1.6%)

	
0 (0.0%)

	
5 (4.9%)

	
3 (1.6%)

	
2 (1.8%)

	
4 (3.5%)

	
1 (1.1%)




	
Health

	

	

	

	

	

	

	

	

	

	

	




	
Health problem

	
25 (15.3%)

	
46 (21.2%)

	
32 (21.2%)

	
39 (17.0%)

	
9 (14.8%)

	
44 (20.5%)

	
18 (17.7%)

	
43 (22.8%)

	
24 (21.4%)

	
25 (21.9%)

	
25 (28.1%) *




	
Health expenditures

	
22 (10.0%)

	
17 (10.3%)

	
25 (10.8%)

	
14 (9.1%)

	
8 (13.1%)

	
22 (10.1%)

	
7 (6.9%)

	
17 (9.0%)

	
11 (9.7%)

	
5 (4.4%) *

	
11 (12.2%)




	
Educationα

	

	

	

	

	

	

	

	

	

	

	




	
No primary school (age 13+)

	
138 (68.0%)

	
92 (71.9%)

	
83 (62.4%)

	
147 (74.2%) *

	
n/a

	
137 (62.0%) ***

	
89 (87.3%)

	
147 (79.5%) **

	
60 (77.9%) *

	
83 (75.5%)

	
42 (57.5%)




	
Illiterate (age 13+)

	
18 (9.0%) ***

	
26 (20.5%)

	
12 (9.2%)

	
32 (16.2%)

	
n/a

	
25 (11.5%)

	
18 (17.7%)

	
25 (13.6%)

	
25 (33.3%) ***

	
17 (15.6%)

	
3 (4.2%) *




	
Work

	

	

	

	

	

	

	

	

	

	

	




	
Not working (ages 15–64)

	
99 (66.4%)

	
40 (55.6%)

	
61 (64.9%)

	
78 (61.4%)

	
n/a

	
139 (62.9%)

	
n/a

	
68 (66.0%)

	
40 (80.0%) **

	
43 (61.4%)

	
35 (58.3%)




	
Social participation

	

	

	

	

	

	

	

	

	

	

	




	
Decision-making (age 15+)

	
43 (23.5%)

	
35 (30.4%)

	
31 (25.6%)

	
47 (26.6%)

	
n/a

	
51 (24.4%)

	
26 (30.2%)

	
44 (26.4%)

	
23 (40.4%) **

	
22 (22.7%)

	
20 (29.4%)




	
Voting (age 24+)β

	
27 (15.1%)

	
26 (23.0%)

	
28 (23.9%) *

	
25 (14.3%)

	
n/a

	
28 (14.7%)

	
25 (24.5%)

	
36 (20.7%)

	
22 (34.9%) ***

	
21 (20.6%)

	
10 (16.4%)




	
Violence (age 15+)

	
51 (26.0%)

	
31 (24.8%)

	
51 (26.4%)

	
31 (24.2%)

	
n/a

	
67 (31.0%) **

	
15 (14.7%)

	
42 (22.8%)

	
22 (31.0%)

	
29 (26.9%)

	
33 (46.5%) ***








Statistical significance in multivariate regression: * p < 0.05, ** p < 0.01, *** p < 0.001 (comparator groups: men for gender, other atolls for location, age 65+ for age group; for impairment type the comparator for each category is people without that impairment); Ω groups not mutually exclusive. α Indicator on current enrolment excluded due to small sample size; β indicator restricted to age 24+ as this corresponds to 21+ at last election (minimum voting age).
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