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Abstract

This research set-out to: a) investigate attitudes of disabled people (adults)
toward other disabled people; and, b) attitudes of disabled people toward
different impairment groups. Comparative data from a non-disabled sample was
also collected. Two new attitude rating scales were developed for this research:
the General Attitude Scale Toward Disabled People (GASTDP) and the
Attitude Toward Impairment Scale (ATIS). Both scales achieved acceptable
levels of internal and external reliability.

Positive attitudes toward disabled people were found from both the disabled (M
= 41.08; n = 193) and non-disabled samples (M =39.29; n = 120). However, a
hierarchy of impairment also appears to exist, with the disabled sample
producing a rank ordering of most accepted to least of Deaf, Arthritis, Epilepsy,
Cerebral Palsy, HIV/AIDS, Down’s Syndrome and Schizophrenia. The non-
disabled sample rank ordering was the same for five of the seven impairment
groups, with only Cerebral Palsy and HIV/AIDS being placed in reverse order.

The GASTDP contains two sub-scales (Subtle and Blatant Prejudice sub-
scales). Statistically significant results between the two sub-scales were found
for both the disabled and non-disabled samples, suggesting people tend to hold
subtle forms of prejudice toward disabled people. The discussion therefore
utilises the term aversive disablism, based on aversive racism. This theory
argues that whilst people may be reluctant to express negative attitudes toward
disabled people, they may also support policies that are disablist, i.e. segregated
housing.

The contact hypothesis, whereby contact with members of a minority group
influence attitudes, was not supported by the data.

This thesis recommends further research into subtle forms of prejudice toward

disabled people from an in-group perspective and attitudes toward different
impairment groups.
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Chapter 1

Introduction
1.1 Introduction

This research was initially stimulated from the personal experience of living
and working with other disabled people, who, through my casual observations,
would sometimes try and disassociate themselves from other disabled people in
general or people with other impairment groups (for instance, cerebral palsy,
schizophrenia, epilepsy, etc.). This could be either through the use of language,
such as referring to other disabled people as they rather than we, or physically,
by avoiding direct contact. This observation also led me, as a person with a
degenerative physical impairment and a wheelchair user, to question whether
there were some impairment groups [ was more comfortable being associated
with than others. I therefore also questioned why this might be the case and
whether this was true for other disabled people. Such issues are important if
disabled people are going to work together in order to reduce the social

oppression faced.

Disability is increasingly being seen by academics as a form of identity, (in the
manner of race and sexuality) (Krauss, Mehnert, Nadler and Greenberg, 1993;

Barnes and Shardlow, 1996; Gill, 1997; Darling, 2003). However, little is



known about the attitudes disabled people hold toward other members of this
group. It is the intention of this research to identify whether disabled people
hold attitudes toward other disabled people similar to those held by non-
disabled people, and whether the strength of attitude is affected by the type of
impairment. Whilst proponents of the social model of disability view disability
as a form of social oppression with impairment simply a description of the body
(see Oliver, 1996), other scholars have been challenging this paradigm arguing,
“..., it seems politically naive to suggest that the term ‘impairment’ is value-
neutral, that is ‘merely descriptive’, as if there could ever be a description
which was not also a prescription for the formulation of that to which it is
claimed innocently to refer” (Tremain, 2002). This thesis will argue
impairment is indeed, value-laden, and that a hierarchy of impairment exists
based on the oppression faced by disabled people as a consequence of

belonging to different impairment groups.

Attitudes held towards groups, (such as disabled people), are important as they
have been found to be predictors of behaviour. The theory of planned
behaviour (TPB) (Ajzen, 1991) hypothesises “that an individual’s overtly
stated intention to act is the most proximal predictor of behaviour” (Hagger
and Chatzisarantis, 2005). It is also the intention of this thesis to identify
whether subtle forms of prejudice toward disabled people are invasive, building
on earlier work within Critical Race Theory. For instance, Meertens and

Pettigrew (1997), argue how advances for a minority group are only supported



by the majority group when it also advances the majority group self-interest.
This thesis will test whether subtle forms of prejudice can be identified from

both within the disabled out-group and the non-disabled in-group.

Many disabled people, as consequence of the services they access, for instance
Day Care services, residential care, etc., have high levels of contact with other
disabled people. Earlier work in social psychology that utilized the contact
hypothesis (see for example, Higgs, 1975; Weisel, 1988; Callaghan, Shan, Yu,
Ching and Kwan, 1997; Pettigrew and Tropp, 2000), (whereby it is suggested
previous contact with a particular group may influence attitudes), has produced
ar.nbi guous results. Little is know, however, about the influence of contact on
attitudes of disabled people toward other members of the group. This research
will use quantitative research methodology to test the contact hypothesis for
this group in society. The location of the contact, in addition to the number of
other disabled people contact regularly takes place with, will be tested. In other
words, the contact hypothesis will be tested with specific reference to disabled

people having contact with other members of the group, even when those

people do not choose to be members of that said group.



1.2 Thesis Presentation Summary

In order to explore the attitudes of disabled people toward other disabled
people, it is necessary to also identify attitudes of non-disabled people toward

this group, thus giving a greater context to the findings.

Goodley (2001) identifies writers in disability studies are locating impairment
at the forefront of such research, and are critically examining the assumptions

that underpin the social model of disability.

This research will therefore:

Firstly: review the literature in relation to attitudes toward disabled people in
general and wherever possible draw on the experiences of disabled people,

including the work of disabled academics.

Secondly: through the direct involvement of other disabled people, develop two
attitudes rating scales, one measuring attitudes toward disabled people in
general and another toward specific impairment groups. These attitude scales
will reflect positive attitudes toward disabled people from the disabled person’s
perspective. A detailed explanation of each item of the attitude scales will be
offered, in order to enable future researchers to challenge the research findings

(see Chapter 6).



Thirdly: this research will measure attitudes toward disabled people and
specific impairment groups using both disabled and non-disabled samples, in
order to identify whether these two groups hold different beliefs toward
disabled people, and whether the strength of attitude varies according to the
impairment. Thus, this research will attempt to identify whether a hierarchy of

impairment exists for both disabled and non-disabled people.

Fourthly: the data will reveal whether differing levels of contact and the
situation whereby the contact takes place has an influence on attitudes toward

disabled people.

This thesis is divided into three main sections: Literature Review, Methods and
Results, and Discussion. The literature review explores the principal and
emerging models of disability (Chapter 2); what is meant by the term attitude
and its function, how attitudes toward disabled people can be both positive and
negative and how this affects the lives of disabled people in terms of
employment, raising a family, and so on, and that cultural factors may influence
these said attitudes, followed by whether the strength of attitudes varies
according to the impairment, know as the hierarchy of impairment, with
particular reference to the views of disabled people, leading to a discussion on
how disabled people have been afforded a status of Other, and whether a

disability ‘movement’ or culture exists (Chapter 3). The literature review then



explores the psychosocial adjustment process with ‘acceptance’ of the
impairment as an important factor in whether the individual will hold a positive
self-esteem. Chapter 4 also explores how disabled scholars are increasingly
arguing that positive self-esteem can come about at least in part, by viewing
disability as a form of social oppression rather than functional limitation. The
literature review then moves on to discuss how disabled people view other
disabled people. Chapter 5 discusses methods used to modify attitudes toward
disabled people, with particular emphasis on contact with disabled people.
Methods by which to measure attitudes are also discussed in this chapter, with
particular emphasis on measuring attitudes toward disabled people, and making

reference to two attitude rating scales that have been widely utilised for this

purpose.

The thesis then presents in Chapter 6 the design of the research, the research
hypotheses and the samples (demographic details of both the disabled and non-
disabled samples). This chapter then presents the measures developed for this
research (General Attitude Scale Toward Disabled People and Attitude Toward
Impairment Scale). These are two attitude rating scales, specifically developed
for this research to test the hypotheses presented in Chapter 6. A rationale for
each of the statements utilised in these research tools is presented, along with
the internal and external reliability of the scales, as well as the data generated
through factor analysis. Finally, Chapter 6 raises the ethical issues pertinent to

this research. Chapter 7 presents the results from the data collected from both



disabled and non-disabled samples, after the key characteristics of the statistical

tests employed for the analysis of the data are presented.

The third section of this thesis is Chapter 8 and is presented in six main
sections. After the limitations of this research are presented, this chapter
discusses the results under the headings of: The contact hypothesis and disabled
people; The hierarchy of impairment; Locating impairment in society; Aversive
Disablism — Building on Aversive Racism; and finally, Recommendations.
Hence, the role of contact with disabled people as an independent variable in
influencing the attitudes expressed will be explored; next, the extent to which
disabled people hold a hierarchy of impairment as compared to non-disabled
people will be discussed. Through the discussion of the hierarchy of
impairment, the discussion moves on to attempt to “bridge the gap between the
individual and the social” (Howard, 2003: p. 5). The term aversive disablism
will then be introduced, developed from the theory of aversive racism,
highlighting how subtle forms of prejudice may exist toward disabled people

from both disabled and non-disabled people.

1.3 Conclusion

By focussing on the perspectives of disabled people with respect to attitudes of

this group toward other disabled people, the body of knowledge will be

furthered. This perspective is not to deny the importance of the non-disabled



perspective, but rather to be clear from the outset of the possibility that disabled
people may have beliefs (attitudes) in relation to disability unique to this group.
In addition, in the manner that Grillo and Wildman (2000) comment that for
people of colour who are victims of racism, race is the filter through which they
view the world (p. 649), people with impairments who face social oppression
and disablism, disability is likely to be the filter through which they view the
world. The extent to which a person’s impairment affects the attitude toward
them as a member of that group is important to be identified, thus enabling a
more targeted approach to attitude change strategies in relation to disabled
people and impairment. The following literature review will develop an

argument that will justify the subsequent research.



Chapter 2

Definitions and Models of Impairment and Disability

2.1 Introduction

To understand attitudes toward disabled people, it is important to be clear as to
what is meant by the word “disabled” and its distinction from the term
“impairment”, for any discussion in relation to disability will be sensitive to the
definition used (Howard, 2003: p. 4). A great deal of debate has taken place
since the 1970’s over the meaning of these terms, for, as Olney and Kim (2001)

£

recognise, “...disability itself is a slippery category”, with Bajekal, Harries,
Breman and Woodfield (2004) arguing “There is no single, accepted definition
of what ‘disability’ means” (p. 4). This has led in part to the wide range of
estimates in relation to the number of disabled adults in the United Kingdom
from 8.6 million to 11 million (Bajekal et al, 2004: p. 2). This chapter will
therefore discuss the two predominant models of disability (the

medical/individual and social model) before reviewing the emerging post-

modern approach to disability and impairment.



2.2  Medical / Individual and Social Models of Disability

The first section of this chapter will discuss the key issues relating to the two
principal models of disability; the ‘medical’ or ‘individual’ model and the
‘social’ model of disability. Llewellyn and Hogan (2000), with reference to

models of disability, say that:

“... a model represents a particular type of theory, namely structural, which
seeks to explain phenomena by reference to an abstract system and mechanism.
Models of disability are not synonymous with theory as their usage does not
involve data collection, but they may have some usage as generators of
hypotheses. It is important to remember that models may help to generate an
explanation in some way, but they do not themselves constitute an

explanation.” (Llewellyn and Hogan, 2000)

The individual or medical model of disability tends to regard disability as a
personal tragedy that has befallen the individual and therefore a ‘cure’ is sought
(Oliver, 1990; Oliver, 1996b). This places the individual with an impairment
into a ‘sick role’ whereby others may make decisions about the quality of that

person’s life (Pfeiffer, 1998).

Within the United Kingdom the legal definition of disability under the

Disability Discrimination Act (1995) is:

10



“...a person has a disability for the purposes of the Act if he has a physical or
mental impairment which has a substantial and long-term adverse effect on his

ability to carry out normal day-to day activities” (Doyle, 1996).

The meaning of terms such as ‘normal’, ‘adverse’, ‘substantial’ and so on are
discussed elsewhere (see Doyle, 1996). However, what is important in relation
to this research is this definition takes an individual or medical standpoint,
viewing the functional limitations of the individual as the determining factor as

to whether the person is disabled or not.

Perhaps one of the most widely accepted definitional schemas that takes an
individual approach is the World Health Organisation Classification of
Impairment, Disability and Handicap (ICIDH), developed by Wood (1980).

This states:

“Impairment: In the context of health experience, an impairment is any loss or
abnormality of psychological, physiological, or anatomical structure or

function.

Disability: In the context of health experience, a disability is any restriction or

lack (resulting from an impairment) of ability to perform an activity in the

manner or within the range considered normal for a human being.

11



Handicap. In the context of health experience, a handicap is a disadvantage
Jor a given individual, resulting from an impairment or a disability, that limits
or prevents the fulfilment of a role that is normal (depending on the age, sex,

social and cultural factors) for that individual.” (Wood, 1980)

Oliver (1990) criticises the WHO classification of Impairment, Disability and
Handicap, in that for the individual to fulfil their role as a ‘normal’ member of
society, the person with a disability is expected to change, rather than the
environment. Thus, Oliver suggests, the medical approach to disability is
perpetuated through these definitions of impairment, disability and handicap, in

that the individual is expected to be ‘cured’ through some form of intervention.

In light of criticisms toward the ICIDH the World Health Organisation
instigated the development of the ICIDH-2, which later became know as the
International Classification of Functioning (ICF) (World Health Organisation,
2001). The ICIDH-2 (International Classification of Functioning, Disability
and Health) has been based on an attempt to integrate both the social and
medical models of disability (Barnes, 2000; Barnes and Mercer, 2004; World

Health Organisation, 2000: p. 23). ICIDH-2 provides a:

12



“... multi-perspective approach to the classification of functioning and
disability as an interactive and evolutionary process.” (World Health

Organisation, 2000: p. 21)

In summary, Ustun, Chatterji, Bickenbach, Trotter II and Saxena (2001)

describe the ICIDH-2 as follows:

“All levels of disability occur with a health condition and within the context
defined by environmental factors and personal characteristics (age, sex, level
of education, life history and so on). The three dimensions of disability are not
conceived as links in a causal chain, but as alternative, but conceptually
distinct, perspectives on the disablement process. One perspective is at the
level of body or body part, and abnormalities of function or structure are called
impairments. If in association with a health condition, a person does not
perform a range of activities that others perform, this person level difficulty is
called an activity limitation. Finally, from the perspective of complete context
of a person’s life, characterized for the most part by the physical and social
environment in which the person lives, disability may be manifested as
restrictions in major areas of human life — for example, parenting, employment,
education, social interaction and citizenship. In the ICIDH-2, these are termed
participation restrictions. ” (Ustun, Chatterji, Bickenbach, Trotter 11, and

Saxena, 2001: pp. 7-8)

13



It is important to note, however, as Barnes and Mercer (2004: p. 6) stress, “Its
[ICF] concept of ‘participation’ is underdeveloped and linked to individual
circumstances rather than grounded in social and political inclusion”.
Likewise, Waddell and Burton (2004) comment that the International
Classification of Functioning, Disability and Health (ICF) (formally the ICIDH-
2) “...still often seems to assume that functioning and disability are primarily a
matter of disease and impairment”, with the ICF framework fitting best with a
biological stereotype of severe medical conditions. This has led to critics such
as Pfeiffer (1998) calling for the abolition of the ICIDH-2 as it “does not

conform to the minority group paradigm”.

In response to the ‘oppressive’ nature of the medical model of disability, the
social model was developed during the mid-1970’s. A revised definition of
impairment and disability that was adopted by the international disability

association, Disabled Peoples’ International, which states:

“Impairment is the lack of part of or all of a limb, or having a defective limb,

organ or mechanism of the body.

Disability is the loss or limitation of opportunities that prevents people who
have impairments from taking part in the normal life of the community on an
equal level with others due to physical and social barriers.” (Cited in

Finkelstein and French, 1993)
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The social model of disability, Oliver (1996a) argues, does not deny the
problems or barriers faced by disabled people, but places the responsibility for
those problems within society, rather than with the individual. Hence, the
social model of disability is a break away from the victim-blaming
individual/medical model, suggesting that disability is a form of social
oppression (see Tregaskis, 2002; Barnes and Mercer, 2004, for a review of the
social model of disability) in the manner of homophobia, racism, ageism,

sexism and so on (Reeve, 2004: p. 83).

However, the social model of disability is not free from criticism. Marks
(1999) summarises the limitations of the social model of disability by
identifying that firstly it tends to ignore the different experiences of disability as
a result of gender, sexuality, race, culture or other distinctions, (added to this
list could also be impairment). The social model of disability and the disability
movement in general has also faced accusations of being sexist, due to the
predominant image portrayed being based on the image of white male
wheelchair users, often ignoring the role played by disabled women, gay men,
lesbian women and black people. As a consequence the social model of
disability and the disability movement have tended to focus on structural
barriers, primarily in relation to work, often ignoring other social factors such

as family (O’Toole, 2004). Oliver (1996¢) refutes such criticism, claiming that
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the UK disability movement has done ‘more than most’ to address many of

these issues, stating that the movement has been ‘dominated by women’.

By focussing on disabling environments, Marks (1999) contends the emphasis
of the social model is principally on physical barriers at the expense of other
forms of barrier. She notes earlier works which suggested this was due to the
social model having been created by wheelchair users, who in turn feared being
labelled by the non-disabled population as ‘thick’ or ‘stupid’ if there was any
association with people with learning difficulties or mental health problems.
Secondly, Marks identifies that the social model has been closely linked with
many of the values of a capitalist society, citing work and independence. She
goes on to note the conflict faced by many disabled people who as a result of
their impairment feel they have a legitimate right to withdraw from the labour
market, whilst at the same time the social modellists are demanding the right to
work. Thirdly, in the social model’s attempt to avoid any form of
medicalisation or link with impairment, the disabled people’s movement
requires an individual to positively identify themselves as a disabled person.
Marks notes, however, that many people with impairments do not regard
themselves as disabled, to which the social model responds by accusing them of

having a ‘false consciousness’.

Again, Oliver (1996c¢) offers a defence to the social model when he argues:
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“Jt is worth remembering too that impairment related experiences are unique to
the individual, often people with very similar conditions experience them in
very different ways. What is ‘painful’ or depressing for one person may be less
so for another. People can only talk of their own experiences of impairment.
This makes any notion of a ‘social’ model of impairment extremely difficult, if

not impossible to conceive.” (Oliver, 1996¢)

The themes raised by Oliver (1996¢) as a defence of the social model of
disability are challenged by other writers who have taken a different perspective

and are discussed below.

2.3  Postmodernism and Disability

Whilst the two principal models of disability have dominated the debate during
the 1990’s, other writers are now arguing for impairment to be placed at the
heart of this discourse. This can be identified as a feminist/postmodernist
approach to disability, (Wendell, 1996; Corker and French, 1999; Thomas,
1999a; Corker and Shakespeare, 2002; Davis, 2002; Shakespeare and Watson,
2002). Feminists have noted that the individual experience of impairment must
have a part to play in the ongoing debate concerning disability (Mulvany, 2000;

Thomas, 1999a).
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French (1993), whilst acknowledging the importance of the social model and
the need to present a unified front in order to bring about social change, also
suggests that some problems faced by disabled people cannot be solved by
social manipulation. Hence, Fawcett (2000) contends that the adoption of an
either/or approach to the debate over the individual model or the social model
of disability has created an oversimplification of the complex relationship
between the individual disabled person and society. She asserts that the ‘binary
distinctions’ with their resultant viewpoints, such as residential care (which
creates dependency) versus community care (which exploits female carers),
social model versus medical model, and so on, has led to ridged thinking and
therefore the possibility of alternative conclusions not explored. Such views
are supported by Corker and Shakespeare (2002) who argue the case for

postmodernism as one such alternative theoretical tool. They state:

“We believe that existing theories of disability — both radical and mainstream —
are no longer adequate. Both the medical model and the social model seek to
explain disability universally, and end up creating totalizing, meta-historical
narratives that exclude important dimensions of disabled people 's lives and
their knowledge. The global experience of disabled people is too complex 1o be
rendered within one unitary model or set of ideas. Considering the range of
impairments under the disability umbrella; considering the different ways in
which they impact on individuals and groups over their lifetime; considering

the intersection of disability with other axes of inequality; and considering the
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challenge which impairment issues to notions of embodiment, we believe it
could be argued that disability is the ultimate postmodern concept.” (Corker

and Shakespeare, 2002: p. 15)

Clare (1999) in her personalised discourse on disability also supports the notion
that impairment and disability cannot be conveniently separated when she

states:

“To neatly divide disability and impairment doesn't feel right. My experience
of living with CP has been so shaped by ableism — or to use Oliver’s language,
my experience of impairment has been so shaped by disability — that I have

trouble separating the two.” (Clare, 1999: pp. 6-7)

Such a view would appear to find support from Hedlund (2000) who suggests
that rather than seeing the medical model as ‘antiquated’ and the social model
as a ‘modern conceptualisation’, it is useful to view disability as a phenomenon
with each model having different domains to describe that phenomenon.
Thomas (1999a) adds to this debate by arguing thefe should be no difficulty in
seeing disability as a form of social oppression, whilst simultaneously
acknowledging that impairment categories are culturally constructed and thus

exist in certain times and places, (hence, changing and fluid).
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However, other writers, (Oliver, 1996a), argue that there is no causal
relationship between impairment and disability and that any linkage between
the two is likely to weaken the argument for social change. As an illustration of
the split between writers on the way in which disability studies should be
researched, Corker and French (1999) cite Barnes, who leaves no doubt in the

readers mind as to his opinion of the feminist approach:

“I have little doubt that [Wendell, The Rejected Body] will be welcomed by the
true confessions brigade; those intent on writing about themselves rather than
engaging in serious political analysis of a society that is inherently disabling.”

(Cited in Corker and French, 1999: p. 5)

Wendell (1996), taking a feminist approach to her research argues that:

“...the distinction between the biological reality of a disability and the social
construction of a disability cannot be made sharply, because the biological and
the social are interactive in creating disability. They are interactive not only in
that complex interactions of social factors and our bodies affect health and
functioning, but also in that social arrangements can make a biological
condition more or less relevant to almost any situation.” (Wendell, 1996: p.

35)
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Williams (1998) adds a word of caution to the debate of when researchers use -
their own experiences of disability (such as Wendell, 1996; Clare, 1999;
Willey, 1999) to explain the interaction of the individual self in society and
illness and disability. Williams (1998) suggests that what can start out as, “...a
sociological analysis becomes a quasi-religious or spiritual quest for the truth
which illness is supposed to reveal” (p. 241). What is required, he argues, is
recognition of both the individual’s unique experiences and the unifying

similarities.

This challenge is to some extent addressed by Priestley (1998) who states that
the debate between the individual and social models of disability is too
simplistic. Priestley therefore puts forward a ‘four-fold typology of disability
theory’, which recognises not only the individual and social models, but also
what he refers to as the ‘materialist-idealist dimension’. This approach argues
that both the individual and social models can be either materialist or idealist in
emphasis, drawing on works of Marx and Weber. The four approaches to

disability are summarised by Priestley as:

Individual-Materialist: Disability is the physical product of biology acting upon
the functioning of material individuals (bodies);

Individual-Idealist: Disability is the product of voluntaristic individuals
(disabled and non-disabled) engaged in the creation of identities and

negotiation of roles;
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Social-Materialist: Disability is the material product of socio-economic
relations developing within a specific historical context;
Social-Idealist: Disability is the idealist product of societal development within

a specific cultural context. (Priestley, 1998).

The key distinction between the individual and social models, Priestly suggests,
is that, “...disability has some real collective existence in the social world
beyond the existence or experience of individual disabled people,” based on
the, “...collective experience of discrimination and oppression.” However,
how Priestley reconciles the diverse experiences of discrimination faced by
different impairment groups is unclear. For instance, the discrimination faced
by a wheelchair user trying to access public transport will be very different
from a person with schizophrenia seeking employment, which again may be
very different in terms of a person who is both black and living with

schizophrenia as opposed to a white, single mother with multiple sclerosis.

Thomas (1999a) suggests that whilst a synthesis between the models of
disability would not be possible as the philosophical, epistemological and
ontological approaches make them incompatible, there is a value in seeking a
greater interaction or even collaboration between what she refers to as
Disability Studies and medical sociology. This view is challenged by Sim,
Milner, Love and Lishman (1998) who present a deconstruction of the medical

and social models of disability, and a model they term as the ‘Ideological
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Constructions of Disability’. However, this model appears to be based on a
white, male vignette of ‘normality’, which may have little relevance to other
groups. Williams (1999) believes this process has begun through the

perspectives of critical realism, arguing therefore that:

“Disability, ..., is neither the sole product of the impaired body, or a socially
oppressive society. Rather, itis, ..., an emergent property, one involving the
interplay of physiological impairment, structural enablements/constraints and

socio-cultural elaboration over time.” (Williams, 1999)

Williams contends that disability theorists, in ‘by-passing’ the body, have
implicitly assumed a ‘homogeneity of interest> within the disability movement
and its supporters, which, he asserts, “...is far from the case”. He notes how
the needs, wishes, desires and interests of a middle-aged women with chronic
rheumatoid arthritis are very different from a young wheelchair user following
a motor vehicle accident, arguing therefore that diversity and difference are

“...rooted in real impaired bodies”.

Mulvany (2000) however, suggests that the ‘lived experience of disability’ has
been incorporated into the study of mental illness through the work of

‘interpretive sociologists’, but has tended to label and stigmatise the individual
as deviant and a victim, whilst ignoring, “...the diversity of experience existing

between people suffering from mental disorders,” as a consequence of age,
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gender, ethnicity or psychiatric diagnoses. Mulvany concludes that the major
challenge facing the sociology of mental health is how to link the social
construction of disability with the concept of mental impairment. Such
conclusions would appear to hold true for other impairment groups too, as
illustrated by the examples offered by World Health Organisation (2000) in

their draft of the ICIDH-2.

24 Normalisation

Within the field of services for people with learning difficulties/disabilities,

normalisation principles have played an important role (Stalker, Baron, Riddell

and Wilkinson, 1999), despite being dogged by misconceptions (Perrin and

Nirje, 1989). Normalisation therefore deserves some attention within the

context of this chapter.

One of the founders of the normalisation principles, Wolfensberger, says:

“Normalisation implies, as much as possible, the use of culturally valued

means in order to enable, establish and/or maintain valued social roles for

people.” (Wolfensberger and Tullman, 1989)

Deeley (2002) adds:
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“Normalisation promotes the independence of people with learning disabilities
as far as is possible or feasible. It is believed that this can be most successfully
achieved through making personal and individual choices about their own
lives. By promoting individual autonomy through choice, the prevailing
orthodoxy requires the professionals to provide people with learning

disabilities with information about the options available to them.” (Deeley,

2002)

Hence, according to Deeley, normalisation principles are grounded in ensuring
disabled people have access to the same opportunities as other people.
However, Deeley appears to neglect to state that attached to rights and choices
are responsibilities. Despite this, some of the participants interviewed in her
research (referred to as ‘paternalists’) did highlight how when a person with a
learning disability looks unkempt or behaves in an inappropriate manner in a
social environment, it is often the care service provider who is called into
question, rather than the individual themselves, hence, challenging the notion

that the person with a learning disability is completely passive.

The extent to which normalisation is about removing barriers as opposed to
modifying the individuals behaviour is commented upon briefly by Tregaskis
(2002) in her review of the social model. However, taking Deeley’s (2000)
observation above further, the modification of behaviour in order to facilitate

social interaction may be seen as part of the individual model of disability
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paradigm, and therefore challenged as inappropriate by social modellists. Post-
modernists may argue that greater tolerance from society towards diversity is a
more acceptable way forward. Schalock (2004) attempts to create a degree of
synergy between disability models arguing there is an emerging disability
paradigm that has four characteristics focussing on; functional limitations,
personal well-being, individualised supports and personal competence and
adaptation. Although Schalock acknowledges the importance of “social
programs that emphasize the role that equity and opportunities play in leading
a fuller, more meaningful, and more productive life,” (p. 205) the emphasis of
his argument is based on the need for the disabled person to adapt or be given
appropriate support in order to function within society, rather than the need for
society to change. Thus, it could be argued, Schalock’s ‘emerging disability
paradigm’ is an extension or even reiteration of the principles of normalisation

and social role valorisation as purported by Wolfensberger (2000).

Social role valorisation (SRV) developed from normalisation principles and has
three levels of ‘goals’ (Race, 2004). Race (2004) describes the goals thus: the
primary goal is the ‘good things in life’ (i.e. family, friends, home, belonging,
work, being valued and so on); the ‘secondary goal’ is encapsulated in the
statement often used to define SRV, “that it attempts to achieve the
‘enablement, establishment, maintenance and/or defence of valued social roles
Jor people’”’; (which is almost identical to the definition for normalisation cited

above (Wolfensberger and Tullman, 1989)) and the ‘tertiary gaol’ is the attempt
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to achieve the first two goals through action, from the individual through to the
societal level. Although not without its critics (Race, 2004), these ‘goals’ are
reflected in the UK Government’s white paper ‘ Valuing People’ (DoH, 2001),
and hence, it could be argued, highly influential in relation to social policy

relating to people with learning disabilities.

25 Conclusion

The argument that disability has nothing to do with impairment (Oliver, 1996a),
seems to be at best a political stand-point to help create the illusion of complete
unity within the disability movement, thus giving greater strength to the critical
disability rights campaign. Finkelstein (1993) argues that despite disabled
people not wishing to be labelled as such, this is an outcome of the
administration of services to disabled people which tends to be medicalised in
approach, and therefore inadvertently creating an homogenous group. Both
authors argue, however, that disability and impairment are separate entities and

any linkage is likely to weaken the disability movement.

Fawcett (2000) however, views Finkelstein’s and Oliver’s ‘unity’ arguments
with a degree of scepticism, drawing on feminist discourse around gender,
which suggests that biological issues are at best marginal with respect to social
processes. The argument that by incorporating impairment into the social

model of disability and thus weakening the disability movement, should be
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viewed as ‘misplaced’ (Fawcett, 2000: p. 45). This view finds support from the
World Health Organisation (2001), whose revised classification (ICF), makes
clear the linkage between the person with an impairment and their interaction
with the social environment. It is therefore suggested that whilst accepting the
guiding principle of the social model of disability that disability is a form of
social oppression rather than a functional limitation, there is a need for greater
recognition of the role impairment plays in the creation of the social oppression

faced by disabled people.

The remaining chapters of this thesis will recognise the distinction between
impairment and disability from a social model perspective, acknowledging
these two key terms are not interchangeable, but also seeking to identify how

impairment, and attitudes towards impairment, are directly linked to social

oppression.
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Chapter 3

Attitudes Toward Disabled People

3.1 Introduction

In order to explore attitudes of disabled people toward other disabled people, it
is important to be clear as to what is meant by the term attitude. Attitudes have
been defined in a variety of ways over the past century, and have various
meanings as a result of having bridged both psychology and sociology (Allport,
1954). Whilst it is not within the scope of this research to explore in detail the
debates around the definition of attitudes, it is important to examine the key
issues relating to the field of Disability Studies. This chapter will then explore
the implications of attitudes toward disabled people, using employment and the
debate surrounding the right to life as illustrations. In addition, the
consequences of negative attitudes toward disabled people in terms of social
exclusion will be explored, including the attitudes of professionals working in
the field of disability. Likewise, the emerging ‘positive’ attitudes toward
disabled people, including from disabled person’s perspectives, will be
discussed, thus offering an alternative to more traditional beliefs toward
disability. There is also presented a discussion in relation to the hierarchy of

impairment that identifies how the strength of attitude varies according to
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impairment type, thus challenging the notion that disabled people are an

homogenous group, but rather, should be viewed in terms of impairment type.

3.2 Definition of Attitudes

Allport (1935: p. 810) views attitudes as a neuro-physiological disposition,
defining an attitude as “a mental and neural state of readiness, organised
through experience, exerting a directive or dynamic influence upon the
individual’s response to all objects and situations with which it is related”.
Ostrom (1989) challenges Allport’s ‘state of readiness’ concept as being,
“...too complex (and amorphous) a construct” (p. 19), which could not be

measured on an interval scale.

Whereas Oppenheim (1992) sees an attitude as:

“...a state of readiness, a tendency to respond in a certain manner when

confronted with certain stimuli.” (Oppenheim, 1992)

The ‘certain stimuli’, often referred to as the ‘attitude object’, in relation to this

research, will be disabled people or a person with an impairment.

Alternatively, Breckler and Wiggins (1989) offer as a definition of an attitude

in line with Allport’s earlier definition as:
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“... mental or neural representations, organised through experience, exerting a
directive or dynamic influence on behavior.” (Breckler and Wiggins, 1989: p.

409)

Social psychologists, whilst subscribing to differing definitions of an attitude,
tend to agree that a ‘characteristic attribute’ of an attitude is its evaluative

nature (for instance, good/bad, pro/con) (Ajzen, 1988).

Ajzen (1988) argues that attitudes, be they positive or negative towards an
attitude object, can be inferred from verbal or non-verbal responses towards the
said object. These responses can be categorised as cognition (expressions of
belief about the attitude object or perceptual reactions to the attitude object),
affect (expressions of feelings toward the attitude object or physiological
reactions to the attitude object) and conation (expressions of behavioural
intentions or overt behaviours with respect to the attitude object) (Ajzen, 1989).
Greenwald (1989a) notes the ‘widespread adoption’ of the three component
definition, but cautions that this approach has created confusion. Chief
amongst these is in relation to the attitude-behavioural relationship. Greenwald
(1989a) purports that by affording a “multiplicity of interpretations, the three-
component definition appears to permit too broad an array of interpretations
for a given set of data” (Greenwald, 1989a: p. 6), thus weakening the attitude

construct.
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Armitage and Conner (1999) support the notion that beliefs can be inferred
from attitudes or behaviour, although attitudes themselves may not necessarily
be determined by behavioural beliefs. Drawing on the literature in relation to

stigmatisation, Dovidio, Major and Crocker (2000) propose:

“...that the affective-cognitive-behavioral distinction does not represent
necessarily separate processes. Instead, stigmatization reflects a blend of these
processes and their interactions, with the primacy of the factors being a
function of the nature of the stigma, the context in which it is encountered, and
individual differences among the interactants.” (Dovidio, Major and Crocker,

2000: p. 13)

Duckitt (1994) proposes a four-level model of possible causes of prejudice (1.
genetic and evolutionary predispositions; 2. societal, organisational, and inter-
group patterns of contact and norms for inter-group relations; 3. mechanisms of
social influences that operate in group and interpersonal interactions; and, 4.
personal differences in susceptibility to prejudiced attitudes and behaviour, and
in acceptance of specific, inter-group attitudes). Duckitt argues “Changes at
the macro level in social structure or nature of the intergroup relations will
generally have far more fundamental and extensive impacts than will
interventions that target individuals, no matter how many are actually involved

in the latter case” (p. 251).
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Trafimow (2000) regards attitudes and subjective norms as central components
of the causal link between behaviour, attitude and subjective norm. According

to Trafimow:

“An attitude is the target person’s opinion about whether the behavior is
positive or negative, and a subjective norm is the target person’s opinion about
what most others who are important to him or her think he or she should do.
Attitudes and subjective norms are determined by beliefs about the
consequences of the behavior and beliefs about the opinions of specific

important others, respectively.” (Trafimow, 2000: p. 47)

Oskamp (1977) suggests there are four functions of attitudes, which he refers to
as; 1. The knowledge function, that helps us to make sense of the world around
us, aiding the interpretation of new information and the assimilation of this
information into a person’s belief system; 2. The need satisfaction or utilitarian
function that builds on the premise that many attitudes are formed as a result of
our past rewards and punishments for saying and doing particular things. Once
these attitudes have been formed, they will continue to be used to satisfy our
needs or reach our goals; 3. The ego defence function of attitude helps to
enhance our self-esteem and protect us from insecurities and our own

inferiorities. Oskamp (1977) suggests that prejudiced attitudes are often used
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as a crutch and are often referred to as the ‘scapegoat view of prejudice’; and 4.

The value expression function which helps to establish a person’s self-identity.

Greenwald (1989b) expands on this by proposing that attitudes have a
“powerful role in determining social behavior” (p. 438), setting out three
propositions. Firstly, he contends that for many people the self is the most
important attitude object and that behaviour interpreted in these terms is linked
to the self-esteem. He notes the phenomena of attraction to similar others and
the repulsion from dissimilar others. This proposition would find support from
Aronson (1999) who sees a clear linkage between the self-concept and
behaviour within dissonance theory. In addition, Greenwald (1989b) views
attitudes as a “powerful determinant of evaluative responses to the source and
content of influence attempts” (p. 438). Thus, the individual, he asserts, will
respond positively or negatively to statements that place the attitude object in a
favourable or unfavourable light. Finally, Greenwald notes how direct
experience can be used as a predictor of behaviour, although he acknowledges
the limited research relating to subjects being confronted with novel objects,

stating that this may be the most understudied aspect of attitudes.

This research will view disabled people both as an homogeneous group (i.e.
disabled people in general) and different impairment groups (such as people
with schizophrenia, osteoarthritis, etc.) as the attitude object. The following

literature review will also highlight the three components of attitude structure
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(cognition, affect and conation), due to the importance of attitude modification
and the view that different components may require different strategies for
change. The next section of this chapter will now explore the literature with

reference to attitudes toward disabled people.

3.3  Attitudes Toward Disabled People

“In the long-term, we can look forward to a time when disabled people’s needs
are mainstreamed and attitudes have changed so that disabled people are
afforded full equality in society” (Cabinet Office: Prime Minister’s Strategy
Unit, 2004: p. 47). This statement sets out a utopian vision of the future for
disabled people from the UK Government’s Strategy Unit. However, through
its very statement, it gives recognition to how far we have to go before disabled

people will have full and equitable citizenship.

The barriers faced by disabled people has been extensively recorded elsewhere
(see for instance, Swain, J., Finkelstein, V., French, S. and Oliver, M. (Eds.),
1993) and it is not the intention of this chapter to repeat this discourse here.
This chapter, instead, intends to consider attitudes toward disabled people as a
group and the consequences of the cognitive and affective components of

attitudes upon behaviours toward this group in society.
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3.4  Culture and Disability

Within the United Kingdom it is reported there are between 8.6 million to 11
million disabled people (Bajekal et al, 2004: p. 2). Attitudes toward disabled
people are predominantly negative (DuBrow, 1965; English and Oberle, 1971;
Florian and Kehat, 1987; Gething, 1991; Lee and Rodda, 1994; Fries, 1997;
Stiker, 1997; Christie, Batten and Knight, 2000). Disability is often viewed as a
form of deviance and dependency (Corker, 1998) leading to patronisation
(Liesener and Mills, 1999), prejudice (Morris, 1991) and exclusion from the

rest of society (Stiker, 1997).

Many attitudes toward disabled people are influenced by the culture from which
the observer comes, with culture often playing a major role in shaping society’s
beliefs and behaviour towards disabled people (Ingstad and Whyte, 1995;
Nicolaisen, 1995; Bakheit and Shanmugalingam, 1997; Stone, 2001; Rao,
Sharmila and Rishita, 2003), the study of which has often taken an
anthropological approach (Vash, 1995; Kasnitz and Shuttleworth, 2001). In
addition, cultures within cultures can influence behaviour, as illustrated by the
UK Asian community (Katbamna, Bhakta and Parker, 2000). As Ustun,
Chatterji, Bickenbach, Trotter II, and Saxena (2001) stress in their international

validation of the World Health Organisation classification ICIDH-2:
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“_..not only are personal experiences of disability individual and unique, but
perception of and attitudes towards disability are highly relative, since they are
subject to cultural interpretations that depend on values, contexts, socio-
historical time and place, as well as the perspective and social status of the
observer. Disability and its social construction vary from society to society and

from time to time.” (Ustun, Chatterji, Bickenbach, Trotter 11, and Saxena,

2001: p.9)

Smith (1996) suggests that attitudes towards disability on a societal level have
changed very little if at all, with Mairs (1996), in her personalised account of
living with multiple sclerosis concluding that the physical and social
environments sends the message to disabled people that their presence in

‘

society is, “...not unequivocally either welcome or vital” (p. 88). This view is
supported by Blumberg (1998) who argues that whilst disabled people regard
society’s prejudices as more restrictive than the practical difficulties faced as a

direct consequence of a person’s impairment, non-disabled people tend to

question the validity of such claims.

However, despite the predominantly negative attitudes toward disability, as the

next section of this chapter will identify, a growing body of literature is

beginning to view disability in positive terms.
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3.5 Positive Attitudes Toward Disabled People

This section of the chapter will identify the literature that indicates what some
have regarded as positive attitudes toward this group. However, it should be
noted, positive representation of disability tends to be distorted and
stereotypical, such as the ‘triumph over tragedy’ stories contained in the mass
media (Asch, 1984; Barnes, 1992), and is therefore questionable as to whether

it is truly ‘positive’.

Salsgiver (1996) contends that positive attitudes towards having a disabled
child have been expressed in a variety of ways in the literature. He notes the
hopes and aspirations of parents with disabled children for their children’s
future are viewed positively when they are similar to the aspirations for non-
disabled children. For instance, participating in recreational and social
activities, a career, and financial security. In other words, living a ‘normal’ life.
Parents have also expressed feeling ‘empowered’ by raising a disabled child, as
well as viewing the child’s disability as little concern. Some families also felt
the family unit became closer, developing greater levels of tolerance and
compassion towards others as a result of having a disabled child. However, it is
also noted some parents felt that having a disabled child could be disruptive to
the family unit. Brinchmann (1999), through the use of a descriptive field study
design using 30 hours of field observations and seven in-depth interviews over

a five month period with parents of severely disabled children, found
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ambivalent results with respect to their attitudes towards their relationships with
their disabled child. Brinchmann concludes, these parents experience sorrow,

stress and sadness on the one hand, and love and happiness on the other.

The longitudinal work of Bogdan and Taylor (1989) attempted to identify
perspectives held by ‘non-sﬁgmatising non-disabled people’ towards ‘severely
impaired people’ with learning disabilities. Bogdan and Taylor conclude these
individuals support the disabled person’s ‘humanness’. In doing so, they
describe four key features of the relationship. 1. Accepting that the disabled
person is capable of independent thought; 2. Viewing the disabled person as an
individual with a distinct personality, likes and dislikes, feelings and emotions;
3. Regarding the relationship as reciprocal, in other words, all individuals
offering something important to the relationship; and 4. Being defined as full
members of the social unit, hence, part of the social group. Bogdan and Taylor
(1989) recognise these factors are not unique to relationships between disabled
and non-disabled people, but are sentiments underlying any relationship that

allows the perceiver to view another as ‘someone’ rather than ‘something’.

In an attempt to ascertain the extent and character of discrimination in Scotland,
Bromley and Curtice (2003) undertook a national survey into attitudes towards

women, minority ethnic groups, gay men, lesbians and disabled people. Whilst
this research may have a biased sample with over 40% of respondents reporting

a disability or long-term health problem, and therefore not truly reflective of a
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wider population, it still offers helpful data. These authors reported that ‘few
people expressed prejudicial or overtly prejudicial views” (p. 41) with disabled
respondents expressing very similar attitudes to those who did not report a
health problem or disability. This survey found that the majority of respondents
agreed wheelchair users were suitable for the job of primary school teacher
(69%), the main problem faced by disabled people at work is other people’s
prejudice, not their own lack of ability (76%), and shops and banks should be
forced to make themselves more accessible, even if this means higher prices
(79%). In addition, only 4% of respondents said they would prefer a non-
disabled member of the Scottish Parliament, and just 3% felt attempts to give
equal opportunities to disabled people in Scotland had gone too far. However,
men (from the entire sample) were found to hold more discriminatory views
than women, although statistical significance is not reported. Other limitations
of this survey must also be the use of wheelchair users as a representation of
disabled people. Thus, these authors would have tapped into stereotyped
representations of disabled people. In addition, the nature of the questions
asked enabled respondents to be less than truthful, as expressions of belief may
not be the same as behaviour. Therefore, the results found by Bromley and

Curtice (2003) should be viewed with a degree of caution.

Positive attitudes toward disabled people can also be expressed in terms of

supporting disabled people in self-determination. Powers, Ward, Ferris, Nelis,

Ward, Wieck and Heller (2002) suggest there are a number of positive
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outcomes derived from ‘person-directed services’, including an enhanced
control over one’s own life. Alongside the right of self-determination, Powers
et al (2002: p. 129) note the important principle of responsibility. These
authors draw on the work of the North American based disability organisation’s
(National Centre for Self-Determination and 21* Century Leadership and the
Alliance for Self-Determination) work relating to principles, recommendations
and actions in order to increase leadership by disabled people. The ‘living

document' produced by these organisations states:

“People with disabilities have the responsibility to fulfil the ordinary
obligations of citizenship (e.g., voting, obeying laws, directing their own lives,
participating in community life) by using supports in ways that are wise,

fiscally responsible, and life affirming.” (Powers et al, 2002: p. 129)

One such responsibility could be that of work. Work and employment in

relation to disabled people will therefore be discussed in the next section of this

chapter.

3.6 Employment and Disability

The employment and employability of disabled people remains an important
factor in the lives of many individuals with impairments and it could be argued

that the barriers faced in accessing employment are a reflection of society’s
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attitude towards disabled people as equal citizens (Barnes, 2000). The section
will therefore review employment and employability in relation to disabled

people.

Work, in is broadest sense, as well as paid employment is generally regarded as
having positive health benefits for the individual (Brenner and Bartell, 1983;
Smith, 1985; DWP, 2002: p. 13). However, despite this, the unemployment
rate for disabled people is almost twice that of the non-disabled population,
using statistics that only include those who are regarded as economically active
(DfEE/SKills and Enterprise Network, 1999; DWP, 2002). Waddell and Burton
(2004: p. 13) however, caution about the use of such statistical data. These
authors highlight that through closer analysis of the data, whilst according to
the Labour Force Survey Summer 2002, 34% of people on disability and
incapacity benefit said they would like to work, only 6% said they were
currently available for work. Likewise, Grewal et a/ (2002) found 76% of
economically inactive disabled people said their health condition/disability was
the main reason for not seeking work, with only 6% having taken active steps to

seek work in the previous four weeks.

Where disabled people are in employment they are likely to receive lower pay
(Blackaby, Clark, Drinkwater, Leslie, Murphy and O’Leary, 1999; DfEE/Skills
and Enterprise Network, 1999) and poorer career prospects and support (Colella

and Varma, 1999). Of the disabled people who obtain employment, one-third
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loose that job by the following year, as compared to one-fifth of the non-
disabled population who enter the labour market (Burchardt, 2000). Grewal,
Joy, Lewis, Swales and Woodfield (2002) found that 17 per cent of disabled
respondents (to a survey of 2064 people in Britain, of which 47 per cent were
disabled) said they had experienced actual discrimination in the workplace,
with a further 37 per cent, when prompted, saying they had experienced some

form of prejudice or unfair treatment.

Barriers to employment are often as a result of the social environment that tends
to stereotype disabled people as “damaged goods” (Boyle, 1997). Through a
series of in-depth interviews with seven successfully employed disabled people
in the United States of America, Boyle found that negative stereotypes resulted
in four categories of barriers: 1. 4 negative social image, which resulted in the
disabled person avoiding contact with non-disabled people; 2. A rehabilitation
system that exerted considerable control over the career options available to its
clients, taking little account of individual idiosyncratic needs and aspirations; 3.
Established job completion methodologies, that were designed with physical
requirements that only physically able people could meet; and 4. 4 powerful
image campaign by many organisations, that created the illusion that the
company was more responsive to employing disabled people than was in fact
the reality. Earlier research (McCleary and Chesteen, 1990) found similar

results with disabled people citing misconceptions and fears of employers,
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attitudes of the wider non-disabled population, difficulties obtaining education

and job-skill training as major barriers to employment.

Barnes (2000) argues that Labour Government initiatives in the late 1990’s
onwards, to enable disabled people to access employment, will only have a
minimal effect as they do not address the “...very real environmental and
social barriers that disabled people encounter within the world of work”
(Barnes 2000). Drake (2000) sees the ‘Welfare to Work’ programme, which
includes ‘New Deal for Disabled People’, as focussing on the individual
limitations (such as motivation to work, lack of confidence, poor personal skills
and a need for in-work support), rather then the social barriers such as poor
public transportation and discriminatory employment practices. This view is
shared by Stanley and Regan (2003), who add that the ‘Pathways to Work’
Green Paper (DWP, 2002) fails to tackle employer responsibilities. Stanley and
Regan do note, however, that it is unlikely one Green Paper from a single
Government department (Department for Work and Pensions) can address the
complex and wide ranging barriers faced by disabled people seeking
employment, thus concluding a “more ambitious strategy is needed” (p. 81).
Much of the proposed strategy suggested by these authors is based around the

‘ethical business case’ for recruiting and retaining disabled employees.

Barnes (2000) states that whereas during the 19" and 20" Centuries being ‘able

bodied’ was a ‘prerequisite for inclusion in the workforce’, in the 21* Century
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it is likely to be those who are ‘able minded’ who will be most employable.
Therefore, people with cognitive disabilities or mental health problems are
likely to find themselves increasingly excluded from employment, whereas
physically impaired people less so. If this hold true, then, for instance, the
finding that people who develop rheumatoid arthritis tend to leave employnﬁent
within ten years of diagnosis (Ryan, 2002), should diminish. The ‘able
minded’ view finds support from a Eurobarometer survey (Marsh and Sahin-
Dikmen, 2002), whereby respondents believed applicants with learning
difficulties or those with a mental illness were thought to be the most
disadvantaged group in the labour market (87%), with 77% believing people
with a physical disability as the next most disadvantaged. Other groups
included in his survey were people from another ethnic origin, people with

minority beliefs, people under 25, people over 50, and homosexual people.

Likewise, O’Flynn (2001), when discussing the importance of employment for
people with mental health problems states that, “Most employers and
employees are not yet ready to work alongside people with mental health
problems...” suggesting that within the employment environment, attitudes
towards disabled people may be impairment based. Blackaby, Clark,
Drinkwater, Leslie, Murphy and O’Leary (1999) through a longitudinal survey
to explore the effects of disability on employment opportunities and earnings,
found that men with mental health problems had the lowest probability of

employment and women with chest or breathing problems. This survey would
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tend to support the notion that discrimination against disabled people is not
only impairment based but also situational, i.e. in this instance employment.
This view is supported by English and Oberle (1971) using Yuker’s Attitude
Toward Disabled Person’s Scale — Form B, found that workers who placed a
low emphasis on physique (typists) had more positive attitudes than workers
who place a high emphasis on physique (airline stewardesses). Although this
research was carried-out in the early 1970’s, and there is therefore a possibility
that alternative results may be found due to long-term attitudinal change on a
societal level, it still illustrates how attitudes are multi-dimensional and

situational.

The employment setting for disabled people who are able to work has generated
interest, with respect to whether employment should be in integrated work
settings, or whether supported workshops still have a role to play (Hyde, 1998;
Storey, 2000) and if integrated work settings are preferable, methods to ensure
their effectiveness (Nisbet, 1992; Jones, 1996; Callahan and Garner, 1997).
Whilst Storey (2000) supports the use of integrated work settings, arguing that
parents and teachers must embrace the philosophical judgement that all people
have a right to work, so they can educate disabled children in employment
skills, there may still be a role for supported workshops. However, this role is
given the caveat that disabled people should only be employed in non-
integrated settings if it is made through ‘informed choice’ by the disabled

person. In other words, not as a consequence of being the only option
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available. Regardless of the work environment, what is clearer is that the
positive self-esteem expressed by disabled people who are able to enter or re-
enter the labour market. This strength of feeling cannot be underestimated,
with one disabled person quoted in Heenan’s (2002) discussion on the New

Deal for Disabled People saying:

“When you say that you are disabled people automatically think, oh here we go
another scrounger. Ineed to work for my own self-esteem and self-belief:

There were days when I wasn't working and I thought well what's the point,
what have I got to give. You just have to shake yourself out of it and this
scheme has been like a lifeline to me. I can now prove what I always knew, that

I am valuable”. (Heenan, 2002: p. 392)

That said, it would appear that the positive health and social benefits derived
from paid employment (where appropriate) outweigh the potential pitfalls of
employment. The New Labour slogan of ‘work for those who can, security for
those who can’t’ (DWP, 2002: p. 5), reflected in the welfare to work
programme, appears to be gradually supported by disabled people, with a
growing recognition of social and economic benefits derived from employment,

so long as support is delivered when employment is no longer viable.
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3.7 Attitude of Health Care Professionals Toward Disability

One group of people who offer an important perspective on disability and
disabled people, are those people who work within the health care and related
professions. Although it is not the purpose of this thesis to specifically
investigate this group’s perspective over other groups, it is possible they may
offer additional insights. Therefore, the next section of this chapter will briefly

review the literature pertaining to this topic.

The attitude of health care professionals towards disability and disabled people
should not automatically be assumed to be positive (Gething and Westbrook,
1983; Yedidia, Berry and Barr, 1996; Stalker, 1999) although they can be
modified (Packer, Iwasiw, Theben, Sheveleva and Metrofanova, 2000;
Crichton-Smith, Wright and Stackhouse, 2003). Health care professionals’
attitudes towards disabled people, like other people, should also be looked at in

terms of attitudes toward impairments (Janicki, 1970).

Eberhardt and Mayberry (1995), whilst reporting that the American
Occupational Therapists (n = 172) who took part in their study generally held
positive attitudes towards disabled people, it is interesting to note that those
with the least contact with disabled person’s held the more positive attitudes.
This point will be discussed at greater length in Chapter 8, but what is

important to note here is how the patient-professional relationship impacts upon
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the attitudes expressed. Cobb and de Chabert (2002) add to this discussion, that
North American HIV/AIDS social service providers (n = 46) tended to blame
victims of HIV/AIDS and were less willing to provide help, the greater the
level of direct contact. Cobb and de Chabert conclude that a process of
desensitisation takes place due to the provision of direct services, and therefore
managers who have less direct contact than field workers working with people
living with HIV/AIDS, tend to hold more positive attitudes. Similar finding
were reported by McCann (1999) in a study of Australian doctors (n = 77) and
nurses (n = 188) towards treating patients living with HIV/AIDS. A number of
respondents saw children and people who acquired HIV through medical
treatment as ‘innocent’ victims, whereas those who became HIV-positive
through injecting drugs or sexual practices as blameworthy. McCann (1999: p.
358) warns that such attitudes could lead to poorer quality of care for one group

over another.

White, Holland, Marsland and Oakes (2003) add to this debate with reference
to people with intellectual disabilities. They highlight that care workers who
view their client group as ‘other’ begin to dehumanise them, which in turn leads
to forms of behaviour that would not be regarded as acceptable for other groups
in society (such as forced sterilisation - see Aunos and Feldman, 2002).
Yazbek, McVilly and Parmenter (2004) report, however, that disability service
providers and students held more positive attitudes towards people with

intellectual disabilities than the general population in Australia, rejecting
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eugenic policies, such as the sterilisation of women with intellectual disabilities
on the pretext of menstrual management, rejecting “sheltering” and social
distancing of this group of people. However, these authors recognise the
sample of disability service providers may not have been representative,

coming from community-based services and not institutional services.

The extreme consequence of negative attitudes toward people with learning
disabilities from health care professionals is highlighted by Mencap (2004).
Through interviews with approximately 1000 people with learning disabilities
(although this report fails to offer exact research methodology or even the
questions utilised), Mencap identified that whilst the majority of people were
satisfied with health care received, others reported negative and even disturbing
experiences. The report also concludes that some people with learning
disabilities may have died as a consequence of poor health care due to a lack of
understanding of their needs. One conclusion from the report is therefore the

need for disability awareness training for health care professionals.

Recognition of the need for health care professional to listen to the views of
disabled people is found in the collaborative research between the University of
Bristol, University of the West of England and the Peninsula Medical School’s
‘Partners in Practice’ project (Partners in Practice, 2004). This research utilised
the Delphi Process, whereby participants (n = 150, of which approximately

45% self-identified as disabled) were asked to rate a series of learning outcomes
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for healthcare professionals undertaking training from 0-9, depending on the
importance of each outcome in disability equality training underpinned by the
social model of disability. Participants were then asked to reconsider their
initial responses in light of the average rating by other respondents. This
project identified the outcomes that received a score of 8 or 9 were “Understand
that people with long-term conditions are experts on their medical problems and
lifestyle issues” (89% respondents rated either 8 or 9), “Recognise that different
disabled people have different needs, identities and preferences” (86%) and
“Recognise that not all problems have a medical solution” (86%). A number of
the fifteen outcomes listed on the project’s website not only relate to the
interaction between the disabled person and the healthcare professional with
respect to the treatment, but a number also relate to issues of equality and
diversity. Hence, this research appears to identify healthcare professionals
would benefit from training in issues of dignity and respect toward disabled
people. With 45% of respondents being disabled people, it is likely this issue is
one that is of importance to disabled people, however, no breakdown of
disabled and non-disabled respondent’s results is given. It would therefore be
helpful to identify whether these two groups held significantly different

responses to any group of learning outcomes produced through the ‘Partners in

Practice’ project.

Having identified that health care professional do not automatically hold

positive attitudes toward disabled people, the next part of this literature review
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will focus on the controversial topic of the right to life, as an extreme
illustration of behaviour and belief toward disabled people, and as stated in
Article 12 of the Human Rights Act (1998) that “Men and women of
marriageable age have a right to marry and to found a family, according to the
national laws governing the exercise of this right” (Wadham and Mountfield,

2000).

3.8  The Right to Life

“Who has the right to live?” is by no means a new question, but it has received
increased attention within the study of disability, not least because of the
developments with respect to genetics. The debate stems in part from the
growth of eugenic policies in the early to mid 20™ Century (Hubbard, 1997;
Hampel and Renn, 2000; Reinders, 2000; Mitchell and Snyder, 2003). Early
advocates of eugenics argued that whilst everyone had a right to live, not
everyone had a right to reproduce (Pernick, 1997). Hubbard (1997) notes the
techniques currently being developed in relation to genetic screening, genetic

counselling and pre-natal testing, have their roots in early eugenics.

The British Council of Disabled People (undated) (BCODP) recognised the
complexity of the developments of human genetics, putting forward its position
on the issue as: a) expressing ‘alarm’ over recent developments; b) genetic

research as a serious threat to disabled people, that is “‘fostering a more
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negative image of disability and is likely to lead to increased
discrimination...”; ¢) that there is a dangerous link between genetics and
eugenics; d) that BCODP are not opposed to ethically approved medical
research where the goal is treatment of illness; €) they support women's right to
choose with respect to pregnancies, but express concern over the context in
which these choices are made; f) that prenatal testing and “therapeutic abortion”
are informed by prejudice toward disabled people; g) they reject the ‘cost-
benefit ethics’; h) BCODP are concerned that the law may collude in
discriminatory practice citing the Human Fertilisation and Embryology Act
1990; and i) that “new genetics not only poses a danger to disabled people, but
for everyone.” Notably through insurance companies loading policies and

multi-nationals patenting human genes.

Point ¢) of the BCODP position is challenged by Sharp and Earle (2002) who
argue that the rejection of the right to take action (abort the foetus) on the
grounds of the influence of the social context (prevailing negative attitudes
towards disability) is flawed. Taking this argument to its logical conclusion
they suggest, “...a case could be made for denying virtually any individual the
right to exercise virtually any preference.” Sharp and Earle conclude that it is
not possible to reconcile the feminist position of a women’s right to choose
with that of the disability rights movements opposition to abortion on the
grounds of impairment. Likewise, Rodgers and Howarth (2001) ‘conveniently’

found that they could “move forward by acknowledging the validity of both
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views [feminist ‘right to chose’ and disability ‘right to life’] and respecting the

position of anyone who chose to follow one or the other” (p. 18).

Disabled activist and academic Tom Shakespeare (1999) notes a similar
dichotomy between medical clinicians and disabled activists, arguing there
must be greater discourse between these two groups to enable a more balanced
debate to take place. Shakespeare also suggests that both groups may be

overstating the potential impact of genetics on the lives of disabled people.

On a societal level Reinders (2000) also considers the implications of the
developments in human genetics in relation to policy making and service

delivery. He argues:

“Assuming that disabled people will always be among us, that the proliferation
of genetic testing will strengthen the perception that the prevention of disability
is a matter of responsible reproductive behavior, and that society is therefore
entitled to hold people personally responsible for having a disabled child, it is
not unlikely that political support for the provision of their special needs will
erode. If this development takes place, their access to social services, welfare,
education, and the labor market will be in danger...” (Reinders, 2000: pp. 14-

15)
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Thus, it would appear that the literature reveals grave concerns from disabled
activists as highlighted by the BCODP and academics, as to the implications of
human genetic research, genetic screening and reproductive technologies,
creating a call for a more creative and balanced debate (Blumberg, 1998;
Shakespeare, 1999; Disability Now, May 2000). Such a debate seems,
however, to be emerging from philosophers such as Belshaw (2000) who
discusses the work of two identity theorists, (Kripke and Parfit), in relation to

identity, disability and the effect of gene therapy.

An eloquent comment on genetic testing came from a person with a learning
disability when she argues that we need to look for a different solution to the

discrimination faced by disabled people:

“People with learning difficulties are different from to other people. We get
picked on — others make fun of us. People shout at us in the street sometimes.
Black people with learning difficulties get picked on even more. People with
learning difficulties should be treated fairly and not discriminated against.
Scientists should find the gene that makes people pick on those who are
different. Then our lives would be better.” (Cited in Howarth, Rodgers,

Collins, Cook, Hamblett, Harris, Long, May and Webster, 2001: p. 39)

In a small but important piece of research, Chen and Schiffman (2000)

interviewed 15 people with physical impairments, having recognised that much
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of the social science based literature and articles in the popular press on this
topic, were primarily based on the views of disability rights activists. They
found that this very small, and therefore unrepresentative, sample, contrary to
other research, viewed genetic counselling and prenatal diagnosis favourably.
Only a small percentage of this sample viewed such interventions as eugenic.
Despite the limitations of Chen and Schiffman’s research, it raises important
questions as to how disabled people from a non-activist standpoint regard
fundamental, and yet emotive topics such as prenatal testing. Further research,
which includes a wider, and perhaps, more representative cohort of disabled

people, appears to be required before firm conclusions can be drawn.

3.9 Parenthood and Disability

Linked to the debate around reproduction and disability, is the issue of disabled
people being sexually active and becoming a parent. Monat-Haller (1992)
comments that people with learning disabilities are often regarded as asexual,
which is enforced through rules and regulations imposed upon this group of
people, especially when living within residential care. Monat-Haller (1992)
and Aunos and Feldman (2002) see this as part of the infantilisation of people
with learning disabilities, whereby parents and care workers do not regard these
individuals as having mature bodies with sexual needs. Such attitudes towards
the sexual needs of disabled people are not confined to people with learning

disabilities. Shuttleworth (2001), taking an anthropological approach to his
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research, identified that people with cerebral palsy specifically find difficulty in
being regarded as sexual beings. Shakespeare, Gillespie-Sells and Davies
(1996) note that disabled people in general are often discouraged from an early
age from discussing matters of a sexual nature, with the misplaced assumption
that disabled people are asexual. Shakespeare et al view the issue of disabled
people’s sexuality as part of the move toward viewing disabled people as equal
citizens. They conclude that disabled people are often denied sexual

relationships not because of biology, but social, political and economic barriers.

When sex is discussed with younger disabled people, however, Wates (1997)
found it is more often associated with avoiding becoming pregnant, rather than
child rearing. Despite this, more disabled people are becoming parents, in part
because of improved medical science, but also as a consequence of changing
attitudes of disabled people in seeing themselves as potential parents (Wates,

1997; Aunos and Feldman, 2002; McGaha, 2002; Olsen and Clarke, 2003).

It is also common for women who acquire an impairment, to no longer be
viewed as capable of rearing a child (Gill, 1996; Wates, 1997; McConnell and
Llewellyn, 2000) which in turn can lead to a devalued social status and even
separation from their partner. Grue and Laerum (2002) in a Norwegian study
of 30 women note the additional stress physically disabled women endure in
order to present themselves as coping as a mother, rather than a ‘disabled

mother’ or even as a mother at all. Some women in this study also expressed
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the fear that their child may be taken away if they did not perform their parental
role in a manner over and above that which would be expected of other mothers
(a finding supported by Aunos and Feldman (2002) in their review of the

literature on sexuality and people with intellectual disabilities).

Wates (2002) found that disabled parents within the UK who required some
form of support, had their children viewed as ‘vulnerable’ or “at risk’ by Social
Services as a result of their policies and procedures. This approach by Social
Services, Wates (2002) argues, has led some disabled parents not to seek
services, through a fear of stigma as a ‘bad’ parent, or even the concern that the
child be removed from the family home. Wates, comments, however, that such
fears do not appear to be borne out in practice, according to Social Service
Inspectors. Hence, disabled parents may perceive they are more at risk of

having their child taken into care or viewed as ‘at risk’ than the reality.

Stalker (1999) drawing on research carried-out in Scotland argues that attitudes
towards the sexuality of people with learning disabilities and their potential role
as parents, is improving, although she concedes that such conclusions contrast
with more negative conclusions from earlier research. Booth and Booth (1994)
and McGaha (2002) challenge the view that people with intellectual
impairments are unfit to be parents as a consequence of their impairment,
arguing that a lack of parenting skills may in fact be as a result of both

individual characteristics and the environment the individual develops,
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concluding that appropriate interventions, such as parenting skills training, can
assist the individual to become an effective parent. Booth and Booth’s (1994)
research is particularly insightful, as it draws on accounts from parents who
have learning disabilities, rather than non-disabled professional viewpoints.
Aunos and Feldman (2002) note, in their review of the literature, that parenting
difficulties are not solely as a consequence of cognitive limitations, but may
also be as a result of ‘attitudinal social factors’ (p. 291). Aunos and Feldman
therefore suggest that due to previous discrimination and stigmatisation faced
by people with learning disabilities, this group may avoid accessing necessary

support services for fear of being viewed as incompetent and therefore unfit

parents.

Many of the themes discussed above in this chapter thus far, are reflected in the
Government white paper ‘Valuing People’ (DoH, 2001). This white paper was
produced in order to help tackle the discrimination faced by people with
learning disabilities, recognising “People with learning disabilities have a right
to be full member of the society in which they live, to choose where they live
and what they do, and to be as independent as they wish to be” (p. 14).

Valuing People states there are four key principles at the heart of this white
paper: legal and civil rights, independence, choice and inclusion. It states that
people with learning disabilities have a right to a decent education, to vote,
marry, have a family and express an opinion. In addition, this policy document

makes the distinction between independence and dependence, with an
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understanding that independence “does not mean doing everything unaided”
(p. 23). In addition, that support should be offered to ensure people with
profound disabilities are able to express preferences in their day to day lives
and to make use of mainstream services, such as going to the swimming pool or

cinema.

Attitudes generally appear to be expressed in terms of negative behaviours
towards this group in society on both an individual (for instance, repulsion and
fear) and societal (for instance, eugenics and segregation) level. However,
positive beliefs and behaviours toward disabled people may be emerging.
Whether attitudes toward disabled people as a homogenous group are the same
as those expressed toward different impairment groups also needs to be

examined.

3.10 Hierarchy of Impairment

Contained within the research into attitudes toward disabled people, is the
debate as to whether people hold attitudes toward disabled people in general, in
other words, as a homogenous group, or, toward individual impairments

(Gething, 1991; Harper, 1999).

The differentiation between impairment groups may be linked to the desire to

preserve a positive self-concept, thereby portraying one’s own group (the in-
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group) as superior to another group (the out-group), (Meeres and Grant, 1999).
Hence, by doing so, the individual distances themselves from the ‘out-group’
others, effectively placing each ‘out-group’ into a hierarchy of acceptance in

relation to the ‘in-group’. Quist and Resendez (2002) add:

“Individuals in dominant groups have greater social dominance orientations
and are motivated to maintain their dominance over subordinate groups and
the corresponding privileges resulting from their higher status. This is
accomplished through the generation and maintenance of hierarchy
legitimizing myths, which are beliefs (stereotypes) and attitudes (prejudices)
suggesting that subordinate groups deserve their status. These are legitimizing
myths in that they justify the hierarchy. These beliefs support the position that
subordinate group members are inferior and deserve their subordinate status.”

(Quist and Resendez, 2002: p. 287)

This chapter will now explore this concept, and identify the literature in relation
to the concept of a hierarchy of impairments. This review will also identify

whether evidence exists for a hierarchy of impairment from the perspective of

disabled people.
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3.11 Research into a Hierarchy of Impairment

An important series of questions in relation to the field of disability studies
must therefore be, do disabled people regard themselves as part of an in-group
of disabled people, an in-group of those with the same impairment, or as part of
an out-group? Drawing on the wider literature, Linville (1998) comments that
people tend to perceive a greater number of ‘subtypes’ within their in-group
than within an out-group. It may be possible, therefore, that whilst disabled
people view other disabled people as part of their in-group, due to the
heterogeneity of impairment, the disabled person may view each impairment

group as a subtype and thus different from themselves.

Haslam, Oakes, Turner and McGarty (1995) add to this discussion by giving an
example of meta-contrast. Meta-contrast being defined as “...a given set of
stimuli is more likely to be categorized as a single entity to the extent that the
intra-class differences between those items are smaller than the inter-class
differences between those items and others that are salient in a given
comparative context.” Thus, Haslam et al suggest, various pieces of fruit will
be perceived as fruit rather than apples or pears, when in a collection of other
food products. But, when only fruit is present, the perceiver is more likely to
identify greater differentiation and categorise more fully. Thus, in the first
instance, stereotype traits are likely to be used to self-categorise between one

group or another (in-group or out-group). Building on this model, disabled
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people when in a group of non-disabled people are therefore more likely to
view themselves as a disabled group than when they are only with disabled
people. When only with disabled people, according to meta-contrast, disabled
people should self-categorise on other traits, which may include impairment
(for instance, learning difficulties, people with cerebral palsy, et cetera), as well

as gender, race, occupation, and so on.

The use of ranking has been widely used in the study of attitudes, whereby the
subjects are asked to place a series of items or statements into an ordered
sequence according to some specified criterion, (Antonak and Livneh, 1995a).
Mastro, Burton, Rosendahl and Sherrill (1996) note that the Social Distancing
Scale as developed by Bogardus has been widely used, where social distance is
defined as, “The degree of sympathetic understanding that exists between
persons.” This method has frequently been utilised to identify whether a
hierarchy of disability exists, on the assumption that some impairments are

more accepted than others.

Due to the nature of impairment, some sections of our society find themselves
more marginalised than others, and not simply because of either functional
limitations due to impairment, or socially constructed barriers (physical,
attitudinal, etc.). Leary and Schreindorfer (1998) when discussing the
stigmatisation faced by people living with HIV/AIDS refer to this as

‘interpersonal disassociation’ (p. 11). Hence, the marginalisation is created by
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the denial of basic rights that enable people to be seen as part of a society and

function within it, but stigmatised through disassociation.

In order to explore the hierarchy of impairment, it may be helpful to utilise
Leary and Schreindorfer’s (1998) suggested four criteria that determine the

degree to which people are socially accepted. They contend:

“...people are socially excluded to the extent that they

1. pose a threat to others’ health or safety (by being dangerous, reckless, or
contagious, for example);

2. deviate excessively from group standards (by violating morals, rules, or
norms);

3. fail to contribute adequately to the welfare of other individuals or the social
groups to which they belong (because they are perceived to be incompetent,
irresponsible, infirm, or selfish); or

4. create negative emotional reactions in others (by being socially aversive,
aesthetically displeasing, or emotionally threatening)”. (Leary and

Schreindorfer, 1998: p. 12)

Leary and Schreindorfer (1998) argue that people living with HIV/AIDS are
one of the rare groups of stigmatised people who meet all four criteria for
interpersonal disassociation. However, it is possible other impairment groups

might equally meet these criteria to a lesser or greater extent.

64



Factors such as comfort in interaction (Gething, 1991), feelings towards
termination of a foetus with an impairment (Fletcher, 1999), culture (Harper,
1999), cause of the disability, the body of medical knowledge, and the
perceived threat of the impairment group to the community (Noe, 1997), in
addition to the subconscious need of individuals to protect their relative
positions in society (Harasymiw et al, 1976), all appear to contribute to the
creation of a hierarchy of impairments. It could also be added, that if each
impairment group regards other impairment groups as out-group members, then
Fiske and Ruscher’s (1993) assertion that out-group members hinder in-group

goals, also needs to be considered.

Fiske and Ruscher (1993) hypothesise that out-group members will be assumed
by in-group members to either passively or actively hinder long-term goals or
short-term daily functioning (p. 245). Putting this into a disability context,
persons with a physical impairment, such as multiple sclerosis or spinal cord
injured persons, may thus view people with, for instance, learning difficulties or
mental health problems, as blocking their goals by competing for the same
resources or having different agendas in relation to service delivery within the
context of social care. Thus, the literature would suggest, it is a complex range
of factors, rather than any single factor that assists with the formation of a
hierarchy of preference toward impairment groups. Strohmer, Grand and

Purcell (1984) note the complexity and multidimentionality of the issue of the
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hierarchy of impairments, adding support to Yuker’s (1983) contention that the
rank ordering of preferences towards impairment groups, in some instances,

may be situationally determined.

If a hierarchy towards specific groups exists, it could be suggested that those
ranked as ‘least preferred’ will have the most difficulty in being accepted by
society (Tringo, 1970). By using a nine point social distancing scale, ranging
from “would marry” to “would put to death”, with twenty-one impairments
listed in alphabetical order, Tringo found that mental iliness was least preferred
by the subjects (n = 455). Abroms and Kodera (1979) in their analysis of
Tringo’s research, challenge Tringo’s conclusion that a dichotomy exists
between “hidden” and “overt” impairments, with overt ranking lower, due to a
low ranking of cancer, (which according to Tringo is a hidden disability).
Tringo’s hierarchy has been found to be relatively stable thirty years later, with
only people with cancer showing a change in position (Thomas, 2000).
Although it should be noted, only a relatively small number of subjects (n =
171) were used in this follow-up research. Likewise, Crisp (2001) contends
that people with mental illness have not only been historically stigmatised, but,
he argues, unlike other stigmatised groups, such as “the physically disabled,
with their ramps, rumble strips, Olympic Games and back-up legislation”,
people with mental ilinesses “rarely fight their corner”, which could offer one
possible explanation for the placement of mental iliness lower in the hierarchy

of impairment than physical impairments.

66



Shears and Jensema (1969) utilised both a social distancing scale and a ranking
task to ascertain whether there was a distinction in rank order when the
impairment is associated with a friend as opposed to ‘self’. Shears and Jensema
found the rank order of impairment in relation to ‘self’ (from most to least
accepted) as blind, deaf-mute (sic), mentally ill, cerebral palsied, homosexual,
retarded (sic), wheelchair user, being an amputee, stutterer or having a hare lip.
Shears and Jensema’s study, found only 7% would accept a wheelchair user as
a friend and yet 93% would accept a wheelchair user as a colleague. The era in
which this research was performed (1969) must be noted however, with few
disabled people living or working in integrated settings and so contact with

disabled people for the subjects is likely to have been extremely limited.

Janicki (1970) asked 54 health professionals, including doctors, nurses,
psychologists, social workers and other health related professionals, to rank
twelve impairments in order of those they found most disturbing. Blindness
was found to be ranked as the most disturbing with stomach ulcers the least.
Paraplegia, amputated arm and amputated leg, were ranked second, third and

fourth, respectively. Facial disfigurement was found to be ranked as low as

eighth.

Harasymiw, Horne and Lewis (1976) in an eight year longitudinal study with

4459 subjects found, using one of three social distancing scales, that a stable
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hierarchy of preference existed. They suggest that those impairments that
conform most closely to the norms set by society, such as acceptance of the
work ethic and are not “value rejective” will be ranked as the more acceptable.
Thus, the position within the hierarchy is a reflection of the relative position
that impairment has on a continuum toward ‘normalacy’. Whilst this is a
longitudinal study, and although cultural norms are on the whole slow to
change, a more detailed analysis of which aspects of society’s norms affect
attitudes towards different impairments would be of value. This insight would
give an opportunity to identify specific stereotypes that need to be challenged if

attitudes are going to improve toward different impairment groups.

Richardson and Ronald (1977) using a picture ranking task, whereby children
were shown six drawings of girls who were all identical other than five of them
had a physical impairment, (girl with crutches and a brace on her left leg, girl
sitting in a wheelchair, girl with left forearm amputation, girl with facial
disfigurement, and an obese girl), and were asked to say which girl they liked
best. The girl with no disability was ranked as most popular, with the obese
child the least and the wheelchair user fifth. Woodard (1995), however, in a
study using kindergarten, first, second and third grade elementary school
children (18 females and 15 males), found that a picture of a child who used a
wheelchair was ranked more highly than a child with an amputation and a non-
disabled child. Whilst the results indicated that the boys held slightly more

positive attitudes toward disability, Woodard notes that the males in the study
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may not be a representative sample. She states that anecdotal observations
revealed that 10 of the 15 boys tended to be “non-physical”, preferring to read,
play chess, ‘invent’ things, and so on. These boys, Woodard suggests, may
have felt threatened in physical activities with a non-disabled child, whilst
feeling more confident in interactions with a child using a wheelchair or a child

with an arm amputated.

Whilst Richardson and Ronald (1977) state that by using the picture ranking
method, the order of preference has proven to be “extraordinarily stable”, the
lack of consistency between researchers as to which impairments are included
in the ranking task, means that such claims are difficult to generalise. Yuker
(1983) goes as far as refuting Richérdson and Ronald’s findings, stating that the
order of preference for the impairments used in their research are neither stable
nor culturally uniform, and the findings difficult to generalise. Yuker notes that
the hierarchy obtained by Richardson and Ronald was dependent upon a
number of variables, including the task used, (picture ranking), specific
questions asked, the general experimental procedures and the type of data
analysis used. He therefore suggests that any cultural uniformity must be
limited only to those results obtained using the same set of pictures

administered in exactly the same way.

Richardson (1983) responds to Yuker’s (1983) assertions by stating that he and

his colleagues did “not expect any value to be universal” (with a value being
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defined as “a general tendency for a culture, or group to hold a specific order
of preference ). Richardson also contends that they did not expect every
child’s order of preference to be identical. Although noting the limitations of
his research, such as the inconsistent use of language and the lack of detail on
the nature and severity of the impairments used, Richardson concludes that
such analysis of research is part of an evolving tradition of research, which
assists in answering questions relating to people’s behaviour towards disabled

people.

Esses and Beaufoy (1994) contribute to this discourse, when measuring
attitudes towards people with amputations, people who have AIDS and people
who are chronically depressed. They found that there are three key cognitive
determinants of attitudes towards disabled people, (stereotypes attributed to
group members; symbolic beliefs that group members may promote or threaten
one’s values; and control over the occurrence of the impairment, and one
affective determinant (emotions elicited by group members)). Esses and
Beaufoy found that all four factors can act as predictors of attitudes towards the
three impairment groups used in this study to varying degrees, with emotions

and stereotypes significantly correlated with attitudes towards all three groups.
In addition, symbolic beliefs were significantly correlated with attitudes

towards people with AIDS and to a lesser extent people with amputations.

Significant correlations were also found between the control over the
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occurrence of the disability and the two impairment groups of people with
AIDS and people with chronic depression. Overall it was found that relatively
favourable attitudes were held towards people with amputations, whereas
people with AIDS and depression were regarded less favourably, in part
because of the perceived control they had over acquiring their impairment.
Thus, this study begins to highlight the complex nature of attitudes towards
disability and the need to identify both affective and cognitive components.
However, the limited number of subjects, (n = 108), and their background,
(undergraduate psychology students within a Canadian university), alongside
the limited range of impairment groups, would suggest further research is

required before firm conclusions can be drawn.

3.12 Cultural Factors and the Hierarchy of Impairment

Harper (1999), using the methodology developed by Richardson, in a series of
non-Western cultures, suggests that attitudes toward different impairments are
culturally related. For example, Harper found that whereas in the USA the
obese child was ranked as the least desirable person to have as a friend, this was
not the case for many other countries, for instance, Nepal, Yucatan, Antigua
and New Zealand, whereby this child was more highly ranked. The explanation
offered for this finding was that larger people in some cultures can be
associated with affluence and status, rather than in other cultures as laziness and

greed. Such findings in relation to obesity support Segal-Isaacson’s (1996)
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comments based on the literature that reactions to body fat are to some extent
culturally based. Segal-Isaacson also notes that attitudes to obesity are also
more negative in western societies where the obese person was overweight due
to overeating rather than as a result of medical reasons. Such findings suggest
that the hierarchy of impairments may to some extent be influenced by the

perceived culpability of the disabled person in relation to their impairment.

Harper (1999) also found that the child with a facial disfigurement was
consistently low on the ranking of preference. This finding is consistent with
other literature that has found negative reactions to people with facial
disfigurement (Lansdown, Rumsey, Bradbury, Carr and Partridge, 1997; Dijker,
Tacken and van den Borne, 2000; Miles, 2000). The consequences of such
reactions have been found to be so negative that this group have even been
afforded specific protection under the Disability Discrimination Act (Doyle

1996).

In addition, some parents of children with Down’s syndrome have sought
cosmetic surgery for their child in order to alter their appearance to one that is
less associated with this impairment (Aylott, 1999) despite no functional
improvement gained, and no evidence of reducing the stigma attached to
Down’s syndrome (Jones, 2000). Stevenage and McKay (1999) when
investigating the reaction to facial disfigurement and physical disabilities in an

employment interview situation, found that the person with both a facial
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disfigurement (port-wine stain) and a wheelchair user, was least likely to
offered employment, with a person using a wheelchair but no port-wine stain
receiving a more positive recruitment decision than the person with a port-wine
stain only. This limited hierarchy helps to illustrate the importance of

attractiveness in social interactions.

Charlton (2000) through his observations as a disabled activist, who has

travelled extensively throughout the world, contends that:

“There is a hierarchy of disability. This hierarchy extends across continents
and zones of economic development. It breaks down like this: people with
mental disabilities and those perceived as having mental disabilities have the
most difficult lives, followed by people with hearing difficulties. People with
physical and visual disabilities have greater political, social, and economic

opportunities and support systems.” (Charlton, 2000, p. 97)

Charlton (2000) offers a number of explanations for this hierarchy, citing as its
causes, blind people having long established social services, whereas people
with hearing impairments and mental health problems only fairly recently
developed services. Mental health impairments, being ‘invisible’ or *hidden’,
contributes to isolation and therefore inadequate support systems, alongside the
notion that people with mental health problems are not in a position to, ...

L1

organise their lives and fight for their rights.” In addition, he lists as the
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causes of this hierarchy; people with mental health problems commonly being
abused as other members of society view them as “crazy” and potentially
dangerous. Finally, he suggests that people with hearing impairments and
mental health problems require the most complex, professionalised and
technical support systems, as compared to other impairment groups. Thus,
Charlton (2000) appears to argue that a hierarchy of impairment not only exists
and is not culturally bound, but that it is linked to both negative perceptions of
different impairment groups and the services afforded to those groups by
society. However, Charlton can only offer subjective evidence to support his

assertion that a hierarchy exists.

The importance of culture on attitudes towards different impairment groups was
recognised in the development of ICIDH-2 in its attempt to identify whether
this revised schema was culturally relative. Room, Rehm, Trotter, Paglia, and
Ustun (2001) report that when participating centres from fourteen countries
were asked to rank 17 ‘health conditions’ from “most disabling condition”
(described as that which would make daily activities very difficult) to “least
disabling”, the differences were significant for 13 out of seventeen health
conditions. However, the authors also comment that a convergence of

judgements was also evident.

Quadriplegia was ranked as most disabling across all cultures, dementia ranked

second, active psychosis third, and paraplegia fourth. Least disabling were
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viewed as vitiligo on the face, being infertile when desiring a child and having
severe migraines. Least agreement between cultures for ranking of the 17
health conditions was found for being HIV positive, total deafness, mild mental
retardation and amputation below the knee. However, different results were
found when the participants were asked to rank on a ten-point Likert-type scale,
the degree of social disapproval or stigma faced by people with the eighteen
listed health conditions. Those with least social disapproval were wheelchair
users, blind people and those who could not read. Most social disapproval were
alcoholism, a criminal record, HIV infection and drug addiction. Thus,
wheelchair users, whilst being regarded as facing the most disablement, are also
the most socially accepted. In line with Harper (1999) obesity received
ambiguous results, with Canada, Turkey and UK attaching greater levels of
stigma and social disapproval than China, Greece, India and Japan. However,
caution must be expressed with respect to the findings of this research due to
the small numbers of subjects in each of the participating nations. For example,
UK N=12, Canada N=15, Egypt N=16, and so on. But, due to the level of
convergence in these ranking task results, it could be suggested that further

investigation into the inter-cultural hierarchy of impairments may be of value.
Tringo (1970) notes the need to include disabled people in this area of research,

to give insights into how disabled people view themselves and other disabled

people. This view is supported by Yuker (1983) who also suggests that such
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information will assist in identifying methods of attitude change. The limited

literature within this context will therefore be discussed below.

3.13 Disabled People and a Hierarchy of Impairment

In one of the early rare pieces of research that uses disabled people as subjects,
Bertin (1959) asked seventy-two blind children based at a residential school for
blind children to say which person they felt was worse off from a list of, can’t
feel, can’t hear, can’t see, can’t smell and can’t taste. The children were then
asked if they had to do without one of the senses listed, (hearing, seeing,
smelling, tasting or touching), which one would they choose. Only 18 per cent
of the blind children chose the blind person as being worse off, as compared to
71 per cent of non-disabled children used in the study. In addition, 49 per cent
of the blind children preferred remaining blind rather than losing any other
sense, whilst only 3 per cent of the non-blind children made this choice. Yuker
(1983) using a chi-square test for each of the research questions on the two sets
of data, (blind children and non-blind children), found that there was an
“extreme divergence”, indicating that the values of disabled and non-disabled

children are significantly different.

Mastro, Burton, Rosendahl and Sherrill (1996) in another of the rare pieces of

research that focuses on the attitudes of people with impairments toward people

with other impairments, investigated whether a hierarchy of preference existed
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from elite athletes with impairments (United States Disabled Sports Team
participating at the 1992 Paralympics in Barcelona, Spain) toward other elite
athletes with impairments. Using a modified version of Tringo’s (1970)
Disability Social Distance Scale, Mastro ef al (1996) administered five parallel
forms, each with 12 statements, referring to different impairments,
(amputations, cerebral palsy, dwarfism or ‘les autres’ — including limb
deficiencies, muscular dystrophy, osteogenesis imperfecta, postpolio conditions
and multiple sclerosis — paraplegia or quadriplegia and visual impairment) to
320 disabled athletes. 138 completed surveys were returned that could be
analysed, (106 men and 32 women with a mean age of 29.9 years). Mastro er al
found that the athletes with impairments held a hierarchy of preference toward
one another, the ordering of which, they suggest, is based upon the severity of
‘disability’. Amputation was regarded as most accepted as it is regarded as
having the, “lowest degree of disability”, as it is often associated with the loss
of a single limb. ‘Les autres’ was consistently placed next in the hierarchy,
which the authors suggest is due to this category containing a variety of
impairment groups, some of which have little effect of sports performance, and
also includes people with dwarfism, who usually have no impairment other than
size. Ranked third in the hierarchy was the impairment group
paraplegia/quadriplegia, which, it is suggested, is due to this group facing more
physical restrictions than the first two groups. There appears to be little
consistency between the 4" and 5" ranked impairments, (cerebral palsy and

visual impairment), although it is interesting to note that those with visual
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impairments ranked cerebral palsy 3" and paraplegia/quadriplegia 4™, although

no explanation is given for this.

Mastro et al (1996) state that the hierarchy of preference, as found from their
subjects with impairments, is similar to the hierarchies expressed by non-
disabled people toward impairment groups. However, due to the nature of the
sample, i.e. young, mainly male, sports orientated disabled people, caution must
be shown when trying to generalise these findings. A wider sample of disabled
people covering a greater number of impairments groups and from a more
generalised background is required to test whether each of the impairment
categories used in Mastro et al s research do in fact hold different hierarchies to
each other. It may also be useful to identify where each of those impairments
groups place themselves in the hierarchy, for, if one of the main factors is the
individuals self-esteem, then those impairment groups that consistently
demonstrate low self-esteem may place themselves in a position ranked lower

than 1%,

As a graphic illustration of the behavioural consequences of disabled people

holding a hierarchy toward other impairment groups, Shakespeare, Gillespie-
Sells and Davies (1996), when discussing disability, sex and gender, cite one
research participant who explained about the so called ‘pecking order’ within

the ‘special’ school for boys having sex with other boys:
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“At the age of eleven, a special school for boys where there was plenty of
opportunity for sex and I had lots of sex there with lots of different boys.
Looking back it was the best thing about boarding school. The most desirable
boys were the haemophiliacs because they were closest to being non-disabled,
almost god-like. The least desirable were those with muscular dystrophy, and 1

felt I was somewhere in the middle.” (Shakespeare et al 1996: p. 22)

Shakespeare et al (1996) also cite the earlier work of Wendy Chapkis on

women and body image who says:

“There is a real hierarchy of what is acceptable appearance within the
disabled community: what is beautiful, what is ugly. At the top is someone who
sits in a wheelchair but looks perfect. I have a friend who has cerebral palsy;
she always says cerebral palsy is the dregs. They drool and have a speech
impairment, movement problems, that kind of thing. On the high end of the
scale is the person with a polio disability because physically they look okay.

It’s something we have to work on.” (Shakespeare et al, 1996: p. 71)

These two quotes give a clear indication that further research into this
potentially controversial area is required. Although no detail is offered, Corker,
Davis and Priestly (1999) comment that ‘informal impairment hierarchies’
appear to operate in special schools. Wates (1997) too notes the impairment

hierarchy which is “...offen implicit but rarely stated” (p. 54) when one of the
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interviewees from her research into disabled parents, who is described as a
‘veteran of a school and college for disabled people’, refers to a “pecking
order”. This impairment hierarchy is described by Wates (herself a person
with a physical impairment) in terms of people with physical impairments being
offended by the assumption that they may also have a learning difficulty, and

thus rejecting association with this other impairment group.

Deal (2003), as a disabled person, has witnessed other disabled people
distancing themselves from those who have impairments different from their
own. Deal recalls when residing in a residential care home for young men with
Duchenne muscular dystrophy in the early 1980s, how these men living with a
degenerative muscle impairment would refer to other wheelchair users who had
greater upper body strength as ‘Supercrips’. These young men tended to regard
themselves as genuine disabled people, whilst other wheelchair users were seen
as a sub-group of elitist disabled people. Thus, a hierarchy was even created
amongst a small group of people with physical impairments, by taking an
‘exclusive’ attitude toward disability identity. Deal (2003) suggests this could
in part be as a result of ego-defence (the maintenance of a positive self-
concept). In addition, Deal highlights the internet discussion between disabled
people on the University of Leeds, Centre for Disability Studies web-site

(www.leeds.ac.uk/disability-studies) on the January 2003 Disability-Related

Discussion list, under the heading ‘An open debate to neuro diversity! - no

labels.” This debate centres around the topic of who are ‘real’ disabled people,
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with one person who identifies as a person with cerebral palsy viewing people
with ‘newer’ impairments such as Asperger’s syndrome or dyslexia, as
interlopers who do not face social oppression. The two main motivators for this
belief appear to be: pride in identifying as a member of a minority group; and, a

desire to restrict the number of competing groups for limited financial

resources.

Drawing any firm conclusions about whether a stable hierarchy of impairments
exits or not, based on the literature, is problematic. This is principally due to
researchers using a variety of research techniques, tools, and perhaps most
importantly, different impairment groups. Yuker (1983), for example, notes
that no other research could be found that used the same five impairments as
Richardson and colleagues. However, what does appear to be consistent is the
low ranking of people with mental health problems, (Gething, 1991,

Harasymiw et al, 1976 and Noe, 1997).

It is also important to note not all research supports the contention that an order
of preference or, hierarchy of impairment exists. Gething (1991) through the
development of the Interaction with Disabled Persons Scale (IDP Scale), found
that by using twelve versions of the IDP Scale, one using the term disabled
person and the others each stating a different impairment, (AIDS, alcohol
dependence, Alzheimer’s disease, blindness, cerebral palsy, diabetes, Down’s

syndrome, drug dependence, epilepsy, paraplegia and schizophrenia), non-
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significant effects were found between each of the scales. It could therefore be
argued that Gething does not support the notion of a hierarchy of impairment
existing. Gething does acknowledge, however, that “least discomfort” was
measured against the diabetes, drug dependence and AIDS versions of the
scale, whilst schizophrenia, Down’s syndrome and paraplegia were associated

with the “most discomfort”.

Based on the assertion that a hierarchy of impairment exists, such ranking can
have important implications for the allocation of resources. As the Canadian
study illustrated, people with ‘physical disabilities or mental handicaps’ (sic)
(87.9%) were seen as more deserving of government assistance than either
people with ‘chronic or debilitating illness’ (86.1%) or people with ‘mental
health or psychiatric disability’ (78.4%) from a survey of n = 715 (Freeze,
Kueneman, Frankel, Mahon and Nielsen, 1999). Hence, the rank ordering of
impairment groups is not simply an academic exercise, but could be
instrumental in determining resource allocation, service provision and even
social policy. In addition, the hierarchy of impairment may place some people

into the position of Other within our society.

3.14 Placing Disabled People in the Position of Other

Disabled people have found themselves placed in the position of Other

throughout history (Stiker, 1997) and therefore deserves specific attention.
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This section will explore the implications of the status of Other on the lived
experience of disabled people within society. Through this discussion the

existence of a disability ‘movement’ and ‘culture’ will be explored.

3.15 Disability Culture

For disabled people to regard themselves as a distinguishable social entity,
rather than a collection to individuals with impairments, “there must be
amongst some, many, most, or all of its members an awareness that they
possess in common some socially relevant characteristics, and that these
characteristics distinguish them from other social entities in the midst of which

they live” (Tajfel, 1978: p. 4).

Once a group status has been created (either by the minority group themselves
or by the majority group), stereotyping of the group is likely to occur (Tajfel,
1978). Stereotypes have variously been defined as, “...beliefs about the
characteristics or behaviors of most members of a social group” (Wilder,
1993), “...mental structures, images, or beliefs which facilitate action toward
liked or disliked social groups” (Henwood, Giles, Coupland and Coupland,
1993: p. 270) and “...the content of an assumed set of characteristics
associated with a particular social group or type of person” (Biernat and
Dovidio, 2000: p. 89). These characteristics can be “viewed as unjustified

because they reflect faulty thought processes or overgeneralization, factual
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incorrectness, inordinate rigidity, an inappropriate pattern of attribution, or
rationalization for a prejudiced attitude...” (Biernat and Dovidio, 2000: p. 88),
with extreme perceptions being drawn upon rather than ‘typical’ members of
the group (Linville, 1998). Prejudice is often assumed to develop from
negative stereotypes held towards a particular group (Olson and Zanna, 1993)
with prejudice being defined as “negative affect associated with out-groups”
(Stephan and Stephan, 2000: p. 27). Stereotyping of disabled people is
therefore important to the understanding of why disabled people in general and
people belonging to different impairment groups are often viewed as Other and

subsequently stigmatised.

When reviewing the literature based on stereotype accuracy, Jussim, McCauley
and Lee (1995) argue that “...out-group and minority group members ofien see
themselves as more homogeneous than they see in-group or majority group
members”, (p. 12). As a result, the perception of the out-group/minority group
towards themselves could potentially ignore real difference. However, Ryan
and Judd (1992) give a cautionary note to such conclusions, arguing that unless
a subject’s own choice in assessments of in-group and out-group differences are
not controlled in psychological testing, then out-group homogeneity will be

overestimated.

Whether a ‘Disability Culture’ exists or not remains a bone of contention

(Peters, 2000). The existence of a ‘Disability Culture’ is, it should be noted,
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not as clear or inevitable as some writers suggest (Campbell and Oliver, 1996;
Charlton, 2000). Peters (2000) cites Lois Bragg at the Society of Disability
Studies Annual Conference in Washington DC, (May 1999), who argues that
whilst a Deaf culture exists a disability culture does not. However, Peters
(2000) refutes Bragg’s contention by arguing that disabled people as a group

meet the criteria of a culture. According to Bragg the requirements of a culture

are:

“(1) a common language;

(2) a historical lineage that can be traced textually (through archives,
memorials and distinctive media/press publications);

(3) evidence of a cohesive social community;

(4) political solidarity;

(5) acculturation within the family at an early age (and/or in segregated
residential schools and clubs);

(6) generational or genetic links;

(7) pride and identity in segregation from Others.” (Peters 2000)

Although Peters presents a seductive argument as to how disabled people meet
the above criteria, the examples presented seem to be more based on the
exception rather than the rule. Whilst there may be a growing activist
movement within the United Kingdom in relation to disability (Campbell and

Oliver, 1996), whether this constitutes a genuine culture remains open to
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debate. For, many disabled people often do not regard themselves as having a
disability or impairment either at some stage of their lives or even on a
permanent basis (Livneh and Antonak, 1997). Corker, Davis and Priestly
(1999) note how disabled children, (based on over three hundred observations
and interviews with disabled children), held differing views as to what the term
meant and even whether it applied to them. These authors comment, “...even
children with the same impairment do not agree on whether or not they are
disabled.” Hence, it is difficult to argue there is a common culture among this
heterogeneous population, with ‘pride and identity in segregation from Others’,

(point 7 above).

Likewise, Tollifson (1997) describes how she spent her youth avoiding being

associated with other disabled people, saying:

“I wanted 10 dis-identify myself with the image or label of being a cripple. 1
wanted to be normal. As I grew older, I sought out attractive lovers as a way of
establishing my own normalcy. 1avoided other disabled people. 1 refused to

see myself as part of that group.” (Tollifson, 1997: p. 106).

Shakespeare (1996) also notes that people with certain impairments (for
example, congenital impairments, those associated with accident or early onset)
are more likely to identify collectively and socially, and therefore by

implication become more involved in the disability movement than other
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impairment groups. Shakespeare remarks that the majority of disabled people
are over the age of sixty, and hence implies that those within the disability

movement are in fact unrepresentative of the disabled population.

Paul K. Longmore (cited in Fries, 1997) would disagree, arguing instead that a
disability culture exists and has been instrumental in developing the way

disabled people and non-disabled people view disability. For instance,

Longmore states:

“Beyond proclamations of pride, deaf and disabled people have been

uncovering or formulating sets of alternative values derived from within the

deaf and disabled experience...They declare that they prize not self-sufficiency
but self-determination, not independence but interdependence, not functional
separateness but personal connection, not physical autonomy but human

community.” (Paul K. Longmore cited in Fries, 1997: p. 9)

Watson (2004) builds on this theme, drawing on the work of German

philosopher Axel Honneth by arguing that:

“What is therefore needed then is a political activism that is founded on ethical
rights and expectations. The disabled people’s movement, at the same time as
focussing on, for example, employment legislation and environmental access,

should be placing emphasis on interpersonal relations as it is through such
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relations that people experience recognition as active, capable social agents or

find such recognition denied.” (Watson, 2004: p. 111)

Hence, Watson sees the need to turn private experiences of oppression as a
consequence of society’s attitude towards the individual with an impairment

into political actions.

However, it should also not be assumed that by virtue of a person belonging to
a minority group that a natural affinity towards another minority group will be
apparent. Begum (1994) recalls how as a child attending a ‘special needs’
school she received racial taunts from the white disabled children. Whereas,
Appleby (1994) found how disabled lesbians were often regarded by non-
disabled lesbians as asexual at the same time as encountering homophobic
attitudes from within the disabled community. In addition, Wolbring (2001)
cites gay activist Stein, who whilst defending the right of homosexual babies to
be born, views the use of genetic technology to prevent the birth of babies with
“serious disorders” as acceptable, on the grounds that it will reduce suffering.
Thus, the literature seems to suggest a complex psychological interaction takes
place between the individual and the group, with multiple factors, including
stereotyping and prejudice, having an influence upon the individual’s

relationship to the in-group or out-group.
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3.16 Social Exclusion

A consequence of being placed in the position of Other, disabled people have
been excluded from many aspects of society, be that due to physical barriers,
segregated education, residential care, etc. Christie, Batten and Knight (2000)

define social exclusion as:

“...a lack of access to opportunities and experiences that are central to
realising one’s potential, in work, social life and citizenship. Social exclusion
is a process that blocks the paths to the possibility of a more included life and

to the chance to make a valuable contribution to society.” (Christie, Batten and

Knight, 2000: p. 6)

These authors stress that social exclusion is not the same as poverty, as a person
can be socially excluded and yet affluent, although there clearly is a strong
correlation. Hence, UK Government policy since 1997 has been aimed at
assisting disabled people to enter the employment market, with initiatives such
as New Deal for Disabled People (Morris, 2001) and Pathways to Work (DWP,
2002), in order to tackle such exclusion. However these initiatives have not

been without their critics (Drake, 2000; Roulstone, 2000).

The Commission of the European Communities (2000) see environmental

barriers as key to addressing social exclusion when they state:
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“The approach to disability endorsed by the European Union acknowledges
that environmental barriers are a greater impediment to participation in
society than functional limitations. Barrier removal through legislation,
provision of accommodation, universal design and other means, has been

identified as the key to equal opportunities for people with disabilities.’

(Commission of the European Communities, 2000: p. 3)

Thus, the European Commission is locating the causes of social exclusion and
the subsequent solutions within society, taking a social model of disability
standpoint. They highlight as key areas, greater mobility through improved
transportation systems; accessibility, including public buildings and the
workplace; ensuring emerging communication technology benefits all citizens,
including the internet; and the adoption of a ‘design for all> approach to goods
and services. Access to information and services were also highlighted through
a user led conference attended by 180 disabled delegates (Turner, 1998). In
addition, this conference highlighted the call from disabled people to have
genuine involvement and control over services provided to meet their needs,

rather than trying to meet the service provider’s agenda.
However, Morris (2001) warns that there are significant differences between

the mainstream perception of social exclusion contained within government

policy agenda, and its meaning to young disabled people with high support
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needs. Through discussions with four groups of young disabled people in their
teens and early twenties (n = 29) and individual interviews (n = 14), Morris
(2001) found issues other than employment featured in this groups list of causes

of social exclusion:

e “not being listened to;

e having no friends;

e finding it difficult to do the kinds of things that non-disabled young
people their age do, such as shopping, going to the cinema, clubbing,
etc;

e being made to feel they have no contribution to make, that they are a
burden;

o feeling unsafe, being harassed and bullied; and

e not having control over spending money, not having enough money”.

(Morris, 2001)

Morris stresses that this group of people appear to have little relevance to policy
makers, as their continued social exclusion “poses little threat fo social
cohesion”, unlike some other socially excluded groups in society. Morris
argues that by taking more of a human rights agenda, social exclusion would
not be measured in terms of employment or educational achievement, but rather
the extent to which policies deliver human rights, such as participation in the

community, freedom from prejudice, having a say in one’s own life, and the
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right to dignity, respect and choice. Farrell (2001) warns, however, in his
discussion on the development of special education during the 1980’s and
1990’s, that, “...arguments in favour of inclusion based solely on human rights,
powerful though they may sound, are logically and conceptually naive.”

Farrell stresses that the basic right is for all children to receive a good
education, which, in some instances, may be best met in a special, rather than in

a mainstream school.

This argument put forward by Farrell, appears to be principally based, however,
on whether resources are or can be made available to ensure the disabled child
benefits from a mainstream educational environment and whether the presence
of the disabled child would diminish the rights of other children in the school,
as a consequence of inappropriate behaviour. Thus, the inclusion of disabled
children into mainstream education appears to be both impairment specific (i.e.
whether the child has challenging behaviour that may disrupt the education of

other children) and financial, in terms of meeting support needs.

The debate over the appropriateness of mainstreaming services is also discussed
as part of the Department for Work and Pension’s report into attitudes toward
disability in Britain (Grewal, Joy, Lewis, Swales and Woodfield, 2002).
Through 35 individual depth-interviews, 7 discussion groups with disabled
people, 10 discussion groups with non-disabled people and a face-to-face

survey (n = 2064) of which 47% were disabled, 86% of the disabled
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respondents went to a mainstream school, and of those 63% reported positive
experiences in mainstream education. However, it was also found that 26%
reported negative experiences in mainstream education, in part because of poor
facilities and negative attitudes of other people. It was also reported that that
54% of disabled people left education with no qualifications compared with

28% of non-disabled people.

Similar findings are found in the Disability Rights Commission (2002d)
research, where through a survey of disabled people aged between 16 and 24 (n
= 305), 45% of respondents said they had experienced problems at school as a
consequence of their impairment, 86% thought it was harder for disabled
people to get jobs than non-disabled people, 13% said they had been turned
down for paid employment for reasons related to their impairment and an
additional 18% were not told they were rejected for a job because of their
impairment, but they felt this was the case. This survey also found that 32% of
respondents felt disabled people faced restrictions relating to leisure activities
such as pubs, clubs, concerts, et cetera. The young disabled respondents, on a
more positive note, held aspirations that many people would aspire to, such as

having a well-paid job, having a family, owning their own home, et cetera.

In order to explore this theme further the focus of this chapter will now turn to

the link between social exclusion and where a disabled person lives.
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3.17 The Location of the Home and Social Inclusion/Exclusion

The place where a person lives is likely to have an effect upon whether that
person experiences a degree of social exclusion and therefore is viewed as
Other by the wider community. Although residential care was initially created
to house and care for people who were often victims of destitution and abuse
and thus based on philanthropic ideals (Finkelstein, 1991; Stalker and Hunter,
1999), Oliver (1990) argues that the growth of the capitalist society meant that
institutions were used as a form of social control, thus incarcerating disabled
people. Such a view is supported by postmodernist thinkers, who argue that the
modernists sought to create order with “no mess, no matter out of place”

(Hughes, 2002). Hughes goes on to state:

“No one can escape contamination by tragedy yet modernity deludes itself by
embracing a project of purification and transcendence that is continuously
hoist by its own utopian petard and, thus, it banishes and excludes what it

should welcome and embrace.” (Hughes, 2002: p. 581)

Bauman (1993), whilst making no explicit reference to disabled people,
cautions on the morality of choice, when in his exploration of postmodernist

ethics argues:
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“Few choices (and only those which are relatively trivial and of minor
importance) are unambiguously good. The majority of moral choices are made
between contradictory impulses. Most importantly, however, virtually every
moral impulse, if acted upon in full, leads to immoral consequences (most
characteristically, the impulse to care for the Other, when taken to its extreme,
leads to the annihilation of the autonomy of the Other, to domination and

oppression)”. (Bauman, 1993:p. 11)

This theme is articulated by disabled academic Finkelstein (1991) in terms of
the administrative model of disability. He notes, “to be disabled means to be
unable to function socially as an independent citizen having the same rights
and expectations as ‘normal’ people and that the management of disability
demands life-long care and professional expertise” (p. 20) leading to what
Finkelstein refers to as social death for disabled people living in residential care
until actual death takes place. Thus, the moral act by humanitarians of assisting
disabled people to live in residential care would be seen by postmodernists as a
method by which to exile those who are different. It will be important to take a
similar view of the UK Government’s strategy for ensuring social inclusion for
people with learning disabilities ‘Valuing People’ (DoH, 2001), which argues
the case for people with learning disabilities to have the opportunity to live in
the community (with appropriate levels and forms of support). This policy
could, if the support is not appropriate, lead to isolation rather than inclusion in

the community, leaving the individual still in the position of Other.
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Sinson (1993), when discussing community based living for people with
learning disabilities who had moved from large residential care facilities into
small community-based group homes, comments on how increasing numbers of
this group of people, rather then having increased interaction with the
community, find themselves isolated (p. 142). Such views are echoed by
Henley (2001), who takes a highly critical view of idealist policies in relation to
integration in both living and Day Service provision for people with learning

disabilities. Henley goes as far as to conclude:

“...the history of the development of day services is littered with the debris of
policy changes inspired by ‘visionary and innovative’ concepts that, in the
fullness of time, have failed through a loss of touch with reality, and the misuse
or lack of specialist input. Despite being based on good intentions, the reality
is that countless vulnerable and handicapped (sic) people have paid a high
price, and suffered great deprivation as a consequence of misplaced idealism, a

lack of foresight and strategic ineptitude.” (Henley, 2001)

Throughout the latter part of the 20" Century there has been a move toward
independent living (Morris, 1993; Houston, 2004) rather than residential care
for disabled people. However, this social policy has not been uniformly
adopted across the UK (Sinson, 1993; Stalker and Hunter, 1999). In addition,

Nichol and Mumford (2001) cite the United Kingdom Government Office of
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National Statistics 1998, for numbers of disabled people living in residential
care in the UK. These figures reveal that for the ‘Mentally I1I’, there has been
an increase of 2,000 people living in residential care (1976-7) to 4,000 people
(1986-7) to 12,000 (1995-6) and for people with ‘Learning Disability’ 8,000
(1976-7) to 17,000 (1986-7) to 35,000 (1995-6). Whereas, ‘Young Physically
Disabled People’ (under 65 years) decreased from 12,000 (1976-7) to 13,000
(1986-7) to 10,000 (1995-6). Thus, only those with a physical disability saw a
reduction in their numbers living in residential care. These figures may
therefore suggest that the opportunity to live fully within the community may
depend not only on geographical location, but also on the nature of the

individual’s impairment.

However, the use of residential care should not be automatically assumed to be
negative, for Morris (1993) identified through interviews with twenty-one
disabled people who had experience of residential care conflicting opinions as
to its appropriateness. Whilst some interviewees found that residential care was
restrictive and even abusive, creating a form of dependency and fear, others
found it to be liberating because of the 24 hour care provision. Likewise, in
relation to Further Education for disabled students, Pitt and Curtin (2004)
through group interviews with ten disabled students who, after receiving
education in mainstream schools opted for specialist college provision to
continue their education, found enhanced opportunities for independence and

increased self esteem. However, the choice of specialist educational provision
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appeared to be based more on the failings of mainstream education than an
affirmation of specialist colleges. That said, as these students had experienced
mainstream education they reported it had ‘toughened them up’ to cope with

the ‘real world’.

The predominant attitude from disabled people reflected in the literature,
however, towards residential care appears to be negative, with independent
living being seen as the preferred option (Finkelstein, 1991; Moﬁis, 1993;
Houston, 2004). Hunt (1998), writing in 1966, fleetingly although pointedly,
mentions the subtle forms of abuse he had witnessed whilst living in residential
care. Stalker and Hunter (1999) add to this how, as a consequence of Scottish
social policy not to close the hospitals for people with learning difficulties,
some people with learning difficulties remain fearful of being returned to these
institutions, even to the extent of ‘choking back the tears’ when talking about

living in them.

More recently the Disability Rights Commission (2002c) highlighted the
situation in 2002 of how the London Borough of Tower Hamlets were
considering ‘forcing’ disabled people who currently lived in the community to
move into residential care if their community based care costs exceeded those
living within residential care settings, regardless of the disabled person’s
wishes. Hence, a violation of those people’s rights, according to the Disability

Rights Commission. The Disability Rights Commission (2002e) made clear its
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standpoint on community based care provision, when in its policy statement on
social care and independent living it argued, “There should be a basic
enforceable right to independent living for all disabled people. Policy
objectives for social care services need to include guaranteed minimum
outcomes, backed by a right to independence” (point 4.1). The issue of
consumer choice within the provision of long-term care has grown significantly
within the United Kingdom and North America since the 1990’s. The
independent living model, whereby disabled people, hire, train and manage
their own personal assistants, has identified an increasing desire from disabled

people to be in greater control of this provision (Batavia, 2002).

Brown (2001) reports on the violation of human rights faced by people with
learning disabilities living within group homes. Although the ‘abuse’ may not
be malicious, but arising more from stereotyped assumptions, such as denying
someone a key to the home they live in, or placing restrictions on a couple
having a consensual relationship, these actions still amount to a restriction of an
individuals rights as a consequence of their impairment. Institutional policies
and practices of this nature can only cause the person living under such
conditions to be viewed as Other by the wider community. As Young and
Quibell (2000) conclude, whilst ‘rights® have helped secure basic needs for
people with learning disabilities, they do not “address the misunderstandings

from which the inequalities originally stemmed” (Young and Quibell, 2000).
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Disabled people have demanded the right to live within mainstream settings for
many years (Hunt, 1998) and have been supported in more recently years by
social policy that recognises this right (DoH, 2001; Cabinet Office: Prime
Minister’s Strategy Unit, 2004) and by initiatives such as Direct Payments
(supported by legislation) to achieve this goal. Likewise, disability charities,
such as Scope (a voluntary sector organisation that provides services principally
to people with cerebral palsy), have shifted to a policy of providing integrated
housing rather than residential care, now viewing specialist services as
‘disempowering’ (Carvel, 2005). But, as has been highlighted in the review
above, without the appropriate support mechanisms, disabled people can

become as isolated living in community settings as living in residential care.

3.18 Conclusion

This chapter, whilst questioning whether a genuine disability culture or
movement exists, acknowledges that some groups of disabled people, such as
the Deaf community, can be seen as holding a minority group identity, but
whether this extends to disabled people in general remains questionable.
However, disabled people, as an homogenous group do exhibit some qualities
of a minority group status, and therefore face the consequences of negative

stereotyping.
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The literature review also highlighted the dearth of research using disabled
people as respondents in relation to whether this group hold a hierarchy of
impairment. It would appear there is therefore a need to further explore the
contention of a hierarchy of impairment from the perspective of disabled
people. In other words, to explore in-group variability from the disabled
person’s perspective. The literature in relation to disabled person’s attitudes
toward their own impairment and toward other disabled people will therefore be

explored in the next chapter.
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Chapter 4

Attitudes of Disabled People Toward the Self and OQthers

4.1 Introduction

This chapter will review the literature in relation to firstly, attitudes of disabled
people toward their own impairment, and secondly, attitudes of disabled people
toward other disabled people. The way in which the individual views

themselves will have an impact upon whether they identify as a disabled person

or not, and whether they view this status in a value neutral or positive manner.

Disabled people have historically come to regard themselves as less than
normal and less capable than others, internalising this into self-pity, self-hate
and shame, creating a false consciousness (Charlton, 2000; Grealy, 1997).
Such negative perceptions towards the self can result in behaviour that is
socially constructed (Gordon and Rosenblum, 2001). Disabled people who
have physical impairments may find themselves rejected by other members of
society because of their atypical bodies or facial features (Aylott, 1999; Dijker,
Tacken and van den Borne, 2000), due to fear of difference, or the label of
belonging to ‘poor reproductive stock’ (Pernick, 1997; Crisp, 2001), which can

in turn lead to being viewed as “poor economic bets” (Crisp, 2001).



4.2 Psychosocial Adaptation to Impairment

An individualised or medicalised approach to impairment can therefore be seen
through research into psychosocial adaptation to disability. Livneh and
Antonak (1997) in their review of the literature in relation to this field, view

psychosocial adaptation to chronic illness and disability as:

“...an evolving, dynamic, general process through which the individual
gradually approaches an optimal state of person-environment congruence
manifested by (1) active participation in social, vocational, and avocational
pursuits; (2) successful negotiation of the physical environment ; and (3)
awareness of remaining strengths and assets as well as existing functional

limitations”. (Livneh and Antonak, 1997: p. 8)

Thus, the focus is on the individual with an impairment, with the expectation
that  the individual will go through a process of change. The phases of
coping have been listed as shock, anxiety, denial, depression, internalised
anger, externalised hostility, acknowledgement and adjustment (Livneh and
Antonak, 1997). This ‘process’ is qualified with the acknowledgement that a)
not all people will pass through each of the phases of coping, b) there are
distinct differences between psychosocial adaptation to congenital and

adventitious impairments, and c) differences exist in the psychosocial
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adaptation to a disability caused by a traumatic event (for instance, a spinal cord
injury), as opposed to a chronic illness (such as multiple sclerosis). Smith
(1996) suggests that children with a degenerative impairment, such as
Duchenne muscular dystrophy, are likely to move from a state of shock to one
of acceptance, with feelings of isolation, loneliness, panic, guilt, hostility, and

reconciliation, in between.

Murphy (1990), a North American anthropologist who gradually became
paralysed due to a tumour in his spinal cord, when recalling the time when he

needed to use a wheelchair on a permanent basis put it thus:

“From the time my tumor was first diagnosed through to my entry into
wheelchair life, I had an increasing apprehension that I had lost much more
than the full use of my legs. 1had also lost a part of my self. It was not just
that people acted differently toward me, which they did, but rather that I felt
differently toward myself. I had changed in my own mind, in my self-image,
and in the basic condition of my existence. It left me feeling alone and isolated,
despite strong support from family and friend; moreover, it was a change for

the worse, a diminution of everything I used to be.” (Murphy, 1990: p. 85)
According to Li and Moore (1998), the degree to which a disabled person

accepts their disability is a central feature as to whether society will accept that

impairment group due to the stigma and prejudice placed by society on those
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individuals as a consequence of their impairment. Acceptance of disability,
they note, is not about preferring your own state over another’s, but regarding
one’s disability as non-devaluing. The attitude of disabled people toward their
own impairment and resulting disability is therefore a key factor in the process

of societal acceptance.

However, in the review of counselling for disabled people Livneh and Antonak
(1997) consistently tend to regard the ‘solution’ as resting with the individual,
rather than with changes in society. For, as Olney and Kim (2001) state, “...,
the literature appears to consistently frame the concept of adjustment to ones
limitations rather than adjustment to attitudes toward disability.”” (Emphasis in
original). An interesting illustration is offered by Shaver (2003: pp. 43-46),
who, through a personal account as a non-disabled coach of a wheelchair
basketball team in the USA during the 1970s-1990s, recalls how a student with
cerebral palsy was asked to make a presentation to other students about himself
and the effects of his impairment. The students, although not understanding a
word he said, they pretended to understand. Once this was identified, the
student with cerebral palsy was then asked to write his thoughts down, whereby
he explained not only feelings of frustration at being patronised, but also how
by taking time to get to know him people could learn to understand his speech.
Hence, from this individual’s perspective, by changing the attitude toward him

as a person with a communication restriction, the barrier can be reduced.
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The literature has revealed adjustment to the individual’s long term situation as
a disabled person is linked to interpersonal relationships and degree of
independence (Livneh and Antonak, 1994). Chase and King (1990) similarly
stress the importance of the psychological adjustment to spinal cord injury, with
the feeling of being in control over one’s life as one of the main factors in
adjusting to the new life as a disabled person. Hence, adjustment to impairment
for disabled people can be directly linked to the principles of the social model
of disability, with its emphasis on environmental barriers and societal attitudes
rather than individual limitations. This belief by some disabled people is
reported by Johnson (2003), (herself a disability rights activist and academic),
when making the ironic case that disabled activists in the USA are “bad
cripples”, whereas those disabled people who view the restriction on life
activities as a consequence of the body’s disease or injury are “good cripples”.

Johnson illustrates her point by citing a woman with muscular dystrophy as

saying:

“Deny as we may want to, at the point when a person can not be totally
independent physically from others, one is no longer equal in body...I do not
want to be treated equally...I have to depend on others to drive for me and get
me in and out of bed...I can still think, but for the life of me I can’t think of a
way to get rid of the wheelchair. Therefore, I am not on the same ground I used

to be on. To me that makes me not equal. How can we bury our heads so deep
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and say we are equal to the able bodies around us? We are not.” (Un-credited

reference in Johnson, 2003: p. 125)

Johnson therefore sees this person as belonging to the “good cripple” category
of disabled people, as the women with muscular dystrophy is not viewing the
way in which society is constructed as her primary barrier, but her own physical
limitations. Hence, by blaming herself she is placing herself in the tragedy
model of disability paradigm, as a passive recipient of support, exhibiting

internalised anger.

In an insightful critique of the client-centred approach to service delivery for
people with mental illness in Canada, (Corring and Cook, 1999), one
participant in the focus group used to solicit views on the social and mental

health system stated:

“...you have to look at stigma, I think you have to look at different kinds of
stigma. The stigma of the general public towards the mentally ill. Stigma of
the professional towards the mentally ill. Stigma of the mentally ill towards
each other and worst of all the stigma each and every one of us have towards
ourselves and our own illness. So we're looking at four kinds of stigma. You

have to work on all of these things.” (Corring and Cook, 1999)
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This statement identifies the complex nature of stigma towards disabled people,
and in particular, those with impairments least accepted by society. Cognitive
dissonance theory (see Harmon-Jones and Mills, 1999 for explanation of
cognitive dissonance), Warner (1994: pp. 182-184) argues, can assist in
explaining how stigma and the degradation of mental illness can affect
symptoms of schizophrenia and the course of the illness. Thos‘e with a poor
self-image are more likely to accept a diagnosis of mental illness and, according
to cognitive dissonance theory will try to resolve their dissonance “by
conforming to their new outcast status and to the stereotype of worthlessness;
they will become more socially withdrawn and adopt a disabled role” (Warner,
1994: p. 183). During the process of rehabilitation, a recurrence of symptoms
is likely to occur as a “defence against mounting dissonance” created by
pressure to return to normal functioning. Thus, it could be argued, the attitude
of people with schizophrenia and other mental illness towards themselves is in

part as a direct consequence of the prevailing negative attitudes towards this

group by society in general.

Roe, Chopra, Wagner, Katz and Rudnick (2004) when discussing the recovery
process for people with mental illnesses, see part of the recovery process as
“recovering from the stigma people with mental illnesses have ofien
incorporated ifto their very beings, from the effects of treatment settings, from

the lack of opportunities for self-determination, and from the negative side
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effects of unemployment and hopes for the future that have been destroyed”.

Thus, recovery is not just biological, but also social.

This view is significantly different from that reported by Wilson (2004) in
relation to those who contracted polio in the 1940s and 1950s, whereby in
particular, young men were encouraged to view their recovery and on-going life
as a battle or athletic contest against the effects of the disease that threatened
their masculinity. Hence, highly personalized and biological. Wilson also
reports that in an era of post-polio syndrome, many people who have lived with
the effects of this disease for over half a century are now beginning to re-
evaluate their lives, including having to stop “faking it” in terms “of denying or

dismissing their disability” (Wilson, 2004: p. 128).

Thus, the attitude of the individual towards the self is a complex interaction
between the individual’s psychological state and the level of functional
limitation as a direct consequence of the environment (both physical and
social). The next section of this chapter will explore the developing theory of

viewing disability as a valid social identity.

4.3 Affirmation as a Disabled Person

Within the United Kingdom a more positive view of the disabled self has been

emerging (Peters, 1996), and a growing collective movement empowering
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disabled people to take control of their lives and to view themselves as equal
members of society, (Campbell and Oliver, 1996). As part of this notion of
equality, the issue of ‘quality of life’ must be raised. Gulick (1997) sees
‘quality of life’ as a multi-dimensional concept, linked to a number of ‘life
domains’ such as marriage and family; work; standard of living; education;
health; recreational and social activities; et cetera. To be an equal member of
society, it is therefore important to have a level of control over these domains,
comparable to other members of society. To have such control, some disabled
academics are arguing a positive affirmation as a disabled person is necessary.

For instance, Swain and Cameron (1999) argue:

“Coming out, then, for disabled people, is a process of redefinition of one’s
personal identity through rejecting the tyranny of the normate, positive
recognition of impairment and embracing disability as a valid social identity.
Having come out, the disabled person no longer regards disability as a reason
for self-disgust, or as something to be denied or hidden, but rather as an

imposed oppressive social category to be challenged and broken down.’

(Swain and Cameron, 1999)

Swain and Cameron (1999) are therefore effectively suggesting that in order to
have a positive attitude towards disability and therefore as a disabled person,
towards the self, the disabled person must embrace the social model of

disability. They also state that ‘coming out’ as a disabled person requires the
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individual to identify with the theory of social oppression rather than through
individual characteristics, but also to recognise that one has an impairment and
it is nothing of which to be ashamed (a view Shakespeare and Watson (2002)
do not share by referring to it as patronising). Swain and French (2000) further
develop this argument through the advancement of what they term an
affirmative model of disability (this ‘model’ may in fact be more akin to a
theory such as the self-affirmation theory — see Aronson, Cohen and Nail

(1999) for discussion on the self-affirmation theory).

The affirmative model of disability, Swain and French (2000) contend, builds
on the evolving disability culture that asserts a positive identity as both a
disabled person and as a person with an impairment, i.e. proud, angry and
strong. This ‘model’ rejects the presumptions of tragedy, dependency and
abnormality often associated with the medical model of disability, building
upon the social model that locates ‘the problem’ in society. The authors

conclude:

“Just as the social model signified, for disabled people, ownership of the
meaning of disability, so the affirmative model signifies ownership of
impairment or, more broadly, the body. The control of intervention is
paramount. This is an affirmation by disabled people of the right to control

what is done to their bodies.” (Swain and French, 2000)
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Morris (1989) notes that when a person first becomes disabled as a result of a
spinal cord injury, that person becomes a member of “one of the most
discriminated against groups in society”. The pre-injury attitudes towards
disability held by that individual are therefore likely to have a significant affect
upon their post-injury attitude toward themselves. Morris also comments that
part of the experience of post-injury is the realisation that the person with a
spinal cord injury suddenly belongs to part of a marginalised group, to whom
previously they were likely to hold negative attitudes. These emotions will not
have changed overnight as a result of a traumatic injury and are therefore an
important aspect of the individual’s attitude towards their impairment, disability

and resulting self-esteem.

Such conclusions also find support from the wider social psychology literature.
For instance, Johnson, Schaller and Mullen (2000) when investigating how
people respond to discovering they are members of a group to which they hold
negative stereotype attitudes, conclude that, “... a newly acquired identity in the
minority group was not enough to attenuate the previously formed negative
stereotypes.” Thus, for a time at least, it would be reasonable to suggest that a
period of adjustment from majority to minority group status is required, which
for some people may not be possible even in the long-term with respect to a

status as a disabled person.
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The newly acquired social status as a disabled person may also create a level of
cognitive dissonance in the individual. Therefore, when Cooper and Stone
(2000) assert that dissonance can occur on a group as well as individual level, it
may be that constructs such as the ‘affirmative model of disability’ can be used
as tools to reduce dissonance on a group level as well as individual. Hence,
enabling disabled people to reduce the inner conflict of belonging to a
stigmatised group at the same time as seeing themselves in their pre-disability
state. Tierney (2001), with reference to young women labelled as anorexic and
Wendell (1996) more generally, caution however, that as many disabled people
have little or no contact with other disabled people, or, in the case of people
with anorexia, often do not perceive themselves as having a disability (Tierney,
2001). Additionally, Davies and Jenkins (1997) found that of the 53 people
with learning difficulties they interviewed in relation to the subject’s
understanding of the term “learning disabilities”, twenty-two (41.5%) did not
know what the terms meant and sixteen (30.2%) did not believe the terms
related to themselves. They are unlikely, therefore, to have positive
experiences with other disabled people and hence make positive identification

as disabled, difficult.

This argument is further supported by Watson (2002), who through interviews
with twenty-eight disabled people concludes that many disabled people, whilst
acknowledging their impairment, do not identify as a disabled person. Watson

further argues that the idea of a common identity for disabled people, based on
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the shared characteristic of having an impairment “is not sustainable”. Despite
the small size of Watson’s sample, and the lack of data with reference to the
range of impairments held by this group, Watson highlights the important issue
of how many disabled people do not see themselves as ‘other’ from the non-
disabled population, but rather members of it. Watson (2002) is at pains,
however, to emphasise that he does not believe the research participants reject
the social model of disability in favour of the medical model, but “rhey are
merely downplaying the significance of their impairments as they seek to access
a mainstream identity”; in other words, to be part of the ‘normal’ (Watson’s
term) population. Such a standpoint could therefore be viewed as a distancing

of the ‘impaired self® from the disabled population, in favour of the non-

disabled norm.

Although the label of impairment does not automatically have to be seen as
negative, the longer-term notion of being labelled as a disabled person, and the
negative resultant consequences that it can bring, should not be underestimated.
The initial relief of receiving a name or label on which to ‘hang’ the impairment
(Wendell, 1996; Thomas, 1999b; Willey, 1999: p. 88) may soon turn to a fear

of exposure as a disabled person, which will now be explored.
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4.4  ‘Passing’ and Disability

Goffman (1963) when discussing the implications of a person having an
impairment, and therefore, according to Goffman, a subsequent stigma,
considers the issue of ‘passing’. Goffman suggests that for some stigmatised
persons, the opportunity to ‘pass’ as belonging to a non-stigmatised group in
society is a form of coping, albeit with a potentially high price due to the
anxiety of being ‘exposed’ at any time (Allen and Carlson, 2003). However,
Morris (1991) argues that for a disabled person to ‘pass’ as non-disabled is a
denial of who they really are. But, Thomas (1999b), whilst acknowledging
Morris’ claim, also notes that such “coming out” or not ‘passing’ is linked to
the nature of one’s impairment, for instance, whether the impairment is visible

(wheelchair user) or hidden (epilepsy).

Linton (1998) also considers the stress, anxiety and self doubt caused to people
concealing an impairment. She therefore identifies that for some people the
process of identifying oneself as a disabled person is comparable to members of
the lesbian or gay community “coming out”. Such a view is challenged by
Crow (1996) who argues that there is a fundamental difference between
identifying oneself as gay, lesbian, black, et cetera as opposed to disabled.
Crow states that whilst there is nothing ‘inherently negative’ about sexuality,
sex or skin colour, as these are neutral facts, impairment and disability “can be

unpleasant or difficult” (p. 58). Samuels (2003: p. 237) too challenges the
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comparability of sexual orientation and disability “coming out”. Samuels
reflects on Swain and Cameron’s (1999) analogy of coming out as gay or
lesbian and coming out as disabled. Samuels (2003) concedes that Swain and
Cameron’s argument has validity when viewed in terms of seeing disability as a
‘positive acceptance of difference’, but challenge the idea that coming out is a
‘static and singular event’ as Swain and Cameron imply. Therefore, identity as
a disabled person, and the idea that by doing so creates and opportunity for

positive affirmation as disabled, may be too simplistic.

In reality, some disabled people make decisions about ‘coming out’ on a daily
basis, in, as Samuels (2003) suggests, personal, professional and political
contexts. The context or social environment of employment, and the
subsequent consequences of disclosing an impairment is addressed by Allen
and Carlson (2003). These authors found, through interviews with thirteen
people with chronic illness, (including rheumatoid arthritis, osteoarthritis,
cancer, HIV/AIDS and depression), that concealment of the impairment was a
recurring theme that spontaneously occurred, thus suggesting this is an

important factor for many disabled people, regardless of their impairment.

Additionally, Olney and Kim (2001) suggest that some people with ‘hidden’
impairments “...exist in a neverworld, belonging solidly to neither the
‘disabled’ nor the ‘non-disabled’ class of people”. This ‘neverworld’ is now

being extended to people with physical and obvious impairments through the

116



use of the Internet and ‘chat-rooms’. This technological innovation has given
disabled people the opportunity to interact via their computer terminals with
non-disabled people without disclosing what may otherwise (in a face-to-face
interaction) be obvious information (depending on the visibility of the
impairment); hence, opportunities for passing that were hitherto rare are

becoming available.

In a small New Zealand based piece of research, Bowker and Tuffin (2002)
investigated the management of disclosing one’s impairment/disability online.
They conclude that three salient factors emerged from the fifteen interviews:
relevance (appropriateness to disclose in relation to the conversation);
anonymity (offering an equity in identity disclosure); and normality (whereby
“non-disclosure is conceptualised as a participatory right”’). Bowker and
Tuffin interestingly argue that by “constructing non-disclosure as a right
detracts from the assumption that disabled people are denying the existence of
impairment.” However, whether Swain and Cameron (1999) would support
this viewpoint remains questionable, with their standpoint that impairment is
not shameful and should not be hidden. However, Wahl (1999) in a study of
self-selecting respondents with mental health problems (n = 1301), found that
74% of the subjects sometimes, often or very often, avoided disclosing the
nature of their impairment to anyone other than their immediate family.

However, the persistent fear of discovery was also found to cause anxiety.
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Ingram, Jones, Fass, Neidig and Song (1999), using data from a sample of
people living with HIV (n = 271) found that unsupportive social interactions
accounted for a significant variance in depression beyond that accounted for by
physical functioning and positive social support. In other words, negative
social interactions, or rejection in a social interaction, could be a cause of
depression in the individual, thus suggesting that social oppression may be a
cause or at least have a correlation with, depression. The extent to which a
person with an impairment that is associated with a stigma can manage the
information about themselves therefore becomes an important factor. Whilst
the use of Internet chat-rooms can be seen as an ideal method by which to
‘pass’ as someone who does not carry a stigma, Smart and Wegner (2000 p.
257) suggest that this medium of communication may offer people the
opportunity to reveal stigmas and ‘meet’ with similar others. Thus, it could be
argued, this group could gain the positive psychological effects of disclosing
one’s stigma, whilst avoiding the possible negative consequences of being
rejected in further interactions of a face-to-face nature. Smart and Wegner

(2000) suggest this process is also likely to lead to further disclosure to family

and friends.

4.5 D/deaf Community and Disability

A group that has received particular attention in the literature, in part because of

its uniqueness within the field of disability research, is the D/deaf community.
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Those at the heart of the Deaf community offer an insight into the value of

holding a positive self-identification on a collective level.

D’aoust (1999) makes clear the distinction between the Deaf community and
people who are deaf. The lower case ‘d’ ‘deaf” refers to those with a hearing
loss of any degree, including those who cannot hear at all. Whereas, capital ‘D’
Deaf, refers to those who voluntarily belong to the Deaf community. D’aoust
states that to be part of the Deaf culture a person must, firstly use sign language
fluently, secondly, have a sense of belonging and “collectivity’, and thirdly, not
identify as being disabled. This third point is not, she stresses, because Deaf
people hate disability or view disabled people as ‘less worthy’, but because they
do not ‘feel’ disabled. This may be in part as a consequence of viewing
themselves as a linguistic minority rather than as people with a hearing loss.
McCullough in McCullough and Duchesneau (1999) highlights the strength of
feeling felt within the Deaf community about preserving their culture by stating
how “thrilled” she and her lesbian partner were at having it confirmed that
their baby was deaf, having deliberately chosen a sperm donor with hereditary
deafness. The Disability Rights Commission (2002a) acknowledge the concern

raised by such actions but state:
“The birth of any wanted baby is a cause for joy, not mourning. Deaf

children's lives can be as happy and fulfilling as hearing children's - the

challenge is to make society more accessible for all.
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We also recognise that many deaf couples are keen to share their cultural
identity and language with their children. Like all parents they value above all
else the bond between parent and child and understand that strong
communication in the same language is important for this.” (Disability Rights

Commission, 2002a)

Whilst the motives for such an action may be confusing to many people,
including other disabled people and even some deaf people, Gannon (1998)
when discussing the Deaf community and sexual education notes the extreme
isolation faced by a sole deaf person in a family. Gannon identifies how where
a child does not have signing parents, s/he will often eventually find a ‘family
of choice’ where there is a positive acceptance of deafness and fluid
communication through sign. It could be argued therefore, that Deaf people
who have faced such isolation in their own childhood, will be keen to avoid
such trauma occurring in the life of their own child. Wates (1997) too, when
commenting on disabled people with physical impairments becoming parents of
a disabled child, suggests that the disabled adult’s insight into disability may
well assist them in being better placed to raise a disabled child than non-
disabled parents. Non-disabled parents may well be having to cope with

internalised prejudice towards disabled people, and therefore their own child.
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Middleton, Hewison and Mueller (1998) through the use of a self-completion
questionnaire circulated to delegates at an international conference on the “Deaf
Nation” (and therefore a non-representative sample), found that 55% of the 87
respondents thought genetic testing would “do more harm than good”. 46%
also felt that the potential use of such testing devalued deaf people. It is also
interesting to note that those who self-identified as culturally Deaf participants
were seven times more likely to use negative words describing how they felt
towards new discoveries in genetic research than non-culturally deaf people
did. Of'the 14 respondents who said they would be interested in prenatal
diagnosis for deafness, 8 were culturally Deaf and 6 non-culturally deaf. Four
of the 14 respondents also said they would prefer to have deaf children (3
culturally Deaf and 1 non-culturally deaf). Despite these interesting findings,
the limitations of the research necessitate caution when drawing any
conclusions from the data, as the sample is unlikely to be representative of the
wider population of deaf and hard of hearing people throughout the United
Kingdom. However, Henn (2000), when commenting on Middleton ef al’s
findings in relation to wanting a disabled child, highlights the counterintuitive
nature of potentially terminating a pregnancy because the baby will be healthy,

in other words, not deaf.
In addition to this debate, Michalko (2002: pp. 45-50) makes the moral point,

(as someone with a genetically based impairment, resulting in 10% of ‘normal’

vision), that when told he had a 50:50 chance of passing this gene to his child,
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his doctor recommended he not have children. Michalko comments that he
does not believe his doctor was advocating euthanasia on his part, but that there
was an intuitive understanding that ‘his type’ of person (blind), was not wanted,
and therefore he should avoid passing this gene on to future generations.
Michalko, as a result of this encounter with the doctor then asked the question,
‘Why not? have others of ‘his type’. In answer to his own question, Michalko
concludes that blindness leads to the loss of ability and sometimes pleasure and
should therefore be avoided. This conclusion appears to be at odds with much
of the rest of Michalko’s discourse, whereby he supports the notion that

disabled people do not suffer their impairment, but rather suffer society.

The desire to be amongst others with a similar impairment would, however,
seem natural when considering how non-disabled people view deaf people.
Cambra (1996) found Spanish students perceived deaf people as less
communicative, less kind and pleasant, possessing fewer friends, and more
bored and passive than people with no sensory impairment. This desire to be
amongst one’s own impairment group was also found by Dixon (1977) who
identified that amputees, spinal cord injured and stroke sub-samples each
showed a statistically significant preference for members of their own group
compared to members of the other impairment groups either on a social
distancing scale or a semantic differential scale. Neither the arthritis nor the
emotionally disturbed’ groups expressed a willingness to be associated with

other members of their impairment group. Whether these findings would be
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replicated today would need fresh research. However, what this does suggest is
that disabled people do not necessarily view other disabled people as belonging
to the same group, based on impairment. This notion will be explored in
further depth when reviewing the literature in relation to the hierarchy of

impairment.

This chapter, so far, has identified two key themes in relation to disabled people
and their attitude toward their own impairment. Firstly, that the literature tends
to be focussed on the psychosocial adjustment process with ‘acceptance’ of the
impairment as an important factor in whether the individual will hold a positive
self-esteem. Secondly, that disabled scholars are increasingly arguing that
positive self-esteem can come about at least in part, by viewing disability as a
form of social oppression and therefore effectively distancing oneself from
being the cause of the ‘problem’. It is therefore important to identify next how
disabled people view other disabled people, which will give an indication as to

the homogeneity of disabled people as a social group.

The attitude of disabled people toward other disabled people has tended to be a
neglected area of research, producing a paucity of evidence identifying how
disabled people view others with different impairments. This chapter will
therefore explore now the attitudes of disabled people, not toward the self, but

toward other members of the disabled in-group.
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4.6 Disabled People’s Involvement in Research

Whilst it is not the intention of this research to discuss the role of disabled
people in researching disability issues, as this has been discussed elsewhere
(see, for example, Moore, Beazley, and Maelzer, 1998), without disabled
people being at the heart of the research process it would not be possible to
discover what the attitudes of disabled people are. Tringo (1970), Asch (1984)
and Makas (1988) have all noted the importance of including disabled people in
research. However, as Wendell (1996) stresses, disability “cannot be
deconstructed by consulting a few token disabled representative” (p. 46). She
adds, that whilst the disabled individual may have a greater insight into the
issues relating to disability as a result of their personal circumstance, this does
not mean s’he will see all the issues. Despite this cautionary note, valuable
information can be gathered with relatively few subjects. The conclusions

drawn from this chapter must therefore be viewed in light of this perspective.

4.7  Associating with Other Disabled People and Social Distancing

Based on the premise that disability is generally associated with negative traits
and characteristics, it is not unreasonable to assume that members of this
stigmatised group may choose to distance themselves from others perceived in
this way (Nochi, 1998). Morris (1989), for example, by using postal

questionnaire responses from spinal cord injured disabled women (n = 205),
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provides a valuable and honest insight into this group of disabled peoples’
attitude towards other impairment groups and other disabled people in general.
A number of the respondents, for instance, did not wish to be associated with
other disabled people due to the negative connotations that disability brings
with it. In a brief but insightful passage, Morris (1989) touches on the issue of
one impairment group, (spinal cord injured), not wishing to be associated with

other impairment groups, by reporting:

“... the arrogance of groups of spinally injured to other disabilities...Linda
does not find it easy to relate to people with severe mental handicaps, and Ellen
confesses to being ill at ease with people with cerebral palsy because as she
puts it ‘[ don’t want to be considered deficient’ in the way that they are.

Having admitted to these ambivalent and uncomfortable feelings, however,
many of us, including Linda and Ellen, are trying hard to overcome our own
negative attitudes as we suffer so much from these attitude ourselves.” (Morris,

1989: pp. 72-73)

Such views are also expressed by Hooper (1994), writing in the United States
of America based disability magazine ‘The Ragged Edge’ in a 1984 edition

when he comments:

“I am often bemused by the statistics that say there are 30 to 40 million people

with disabilities in this country.
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Someone better tell 25 or 35 million of those folks that they 're part of this big
group — because they haven't a clue. If you use a wheelchair, try going up to
someone with a hearing aid and explain to them that you're both in the same

community. Good luck!” (Hooper, 1994: p. 5)

Hence, Hooper, whilst supporting the concept and ideal of a disability
movement within the USA, notes also the diversity of its potential members,
and the all too often lack of enthusiasm for belonging. More recently, de Wolfe
(2002) challenges the UK disability movement to include those who may not
necessarily regard themselves as ‘disabled’ but ‘ill’. She suggests that if the
UK disability movement is to avoid viewing itself as ‘right’ and therefore those
who may have other perspectives, including regarding oneself as ‘sick’ or ‘ill’
rather than disabled (as identified by Tierney (2001), with reference to young
women labelled as anorexic), as ‘wrong’, a “redefinition of its scope is needed”
(de Wolfe, 2002). Such an approach may help the disability movement to
embrace a greater understanding of pain, weakness, et cetera, and sick or ill
people to focus less on their individual condition and broaden their thinking
towards rights based issues. However, for this to happen, members of the
disability movement need to view each impairment group (physical, learning
disabilities, mental health, et cetera) as equal, recognising all people have
strengths and skills to bring to the movement, and views other than the social

model of disability have a validity.

126



Such a position is highlighted through the debate surrounding the actor,
Christopher Reeve, who since breaking his back in 1995 antagonised the
disability lobby within the United States of America in his quest for a ‘cure’
rather than social justice for all disabled people. Peace (2002) (himself a person
with a spinal cord injury) typifies this argument in an article posted on the

Ragged Edge web-site, when he states:

“I am convinced Reeve simply does not care about others with similar spinal
cord injuries; and that he uses his privileged position to distance himself from
other disabled people. I have never read nor heard Reeve bemoan the fact the
unemployment rate among disabled people in the United States is about 66
percent. Or that the vast majority of spinal cord injured people lack access to
basic health care and are routinely hospitalized for problems such as skin

breakdowns that could easily be avoided.” (Peace, 2002).

The distancing of oneself from others whom may be regarded as stigmatised is
discussed extensively in the seminal work of Goffman (1963). Clare (1999)
(who describes herself as a lesbian with cerebral palsy) when recalling her early
life as a disabled schoolchild in the United States of America recalls how she
would take great effort in distancing herself from the children in the special

education unit.
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“I was determined not to be one of them [the children in the special education
unit]. I wanted to be “normal”, to pass as nondisabled, even though my shaky

hands and slurred speech were impossible to ignore” (Clare, 1999: p. 92).

Although now involved in disability civil rights, Clare comments that she did
not have a disabled friend until her mid-twenties and still acknowledges that her
“chosen family” are non-disabled. Likewise, Gill (1997) recognises that
through the devaluation of disability, disabled people (of whom Gill includes

herself) “reject people with disabilities as valuable companions”.

Such responses are supported by the wider literature of social identity theory,
whereby people have a desire to maintain a positive self-concept and therefore
portray their own group (the in-group) as superior to a relevant other group (the
out-group), (Meeres and Grant, 1999). However, due to the complexity of
identity in terms of disability, it is often unclear as to whether a disabled person
views their identity in terms of disability, impairment (thus seeing disabled
people with other impairments as members of the out-group), or whether other
facets of their identity, such as race, gender, sexual orientation and so on, are
their principal identity markers. Or, that a combination of the above, such as
disabled women, or black disabled person, are the way individuals describes
themselves. This can be illustrated through a comment made to the disabled

sociologist Irving Zola, by a resident of the Dutch community (Het Dorp), built
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specifically for people with physical disabilities, during his week long stay in

1972. The disabled interviewee stated:

“‘They only know about their handicap. Why for me, it's only something
recent. 1used to walk, run, dance, play sports’, she said with obvious pride.
‘So many were born that way. Iwas not!'... ‘And with some,’ she added with
exasperation, ‘Well it’s just so hard to talk to the spastics.” He [the

interviewee’s partner] nodded vigorously in agreement.

I was immediately struck by some of the uncomfortable perceptions that the
Falks shared, not only with other residents, but with the outside world. Naively
I had expected that people at Het Dorp would be different. Whenever I have
learned that a particular minority group was itself prejudiced, I have always

been shocked.” (Zola, 1982: p. 79)

Hence, Zola found that not only did some disabled people with very high levels
of contact with other disabled people hold prejudiced attitudes toward other
impairment groups, but also that there was a desire to socially distance
themselves from others viewed as different. Whilst the theme of identifying (or
not) as a disabled person, is a recurrent one throughout Zola’s (1982) work, it is
important to also note the sense of belonging that is engendered. That said,
although Zola makes reference to those within this community of disabled

people who remain socially isolated, little attempt seems to have been made by
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this sociologist to make contact with them, preferring instead to cultivate

informal encounters with the more articulate physically disabled members of

the Het Dorp community.

Similarly, Klotz (2004) makes reference to the groundbreaking work of Bogdan
and Taylor (1982) who recognised the importance of social and cultural
concepts, and how labels, such as ‘mental retardation’, are socially constructed.
Through recognising the importance of the lived experience of disability,
Bogdan and Taylor interviewed two people labelled as ‘mentally retarded’ to
discover, from their perspective, the social implications of being labelled in this
manner. Klotz (2004) argues that Bogdan and Taylor were keen to emphasise
the similarities between the two respondents and ‘normal’ people, but failed to
“fully acknowledge or interprel the assertions of difference made by Ed and
Pattie [the respondents who had previously left institutional care] when
comparing themselves with those in the institution who were more severely
disabled than themselves. Despite Ed’s compassion towards a young boy he
cared for, both he and Pattie had a deep fear and distaste of those ‘low grades’
who were profoundly disabled, and were offended by any association with
them, both categorically and in daily institutional life”. Hence, these
respondents not only tried to socially distance themselves from others similarly
labelled, but also exhibited prejudicial attitudes through their offence at being
associated with other disabled people. This raises the need for disabled people

to recognise the implications of such attitudes.
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A form of social distancing may be an unwillingness to discuss disability
between disabled people. Ambiguous findings are presented by Royse and
Edwards (1989) in a study of physically disabled people (n = 171) in the United
States of America. One aspect of this research focussed on whether disabled
people asked other disabled people about impairment/disability. Royse and
Edwards found that 58% said they seldom ask, 30% sometimes ask, 11%
usually ask and 1% did not respond. The authors noted that the longer the
subject had lived with their disability, the less likely they were to ask about the
other person’s impairment/disability, suggesting that with the passage of time
there is less interest in discussing these issues and a form of ‘burn-out’ takes
place. Royse and Edwards, do note however, that whilst the overall findings of
this research suggest that disabled people are on the whole comfortable
discussing their impairment/disability, even with relative strangers, including
non-disabled people, the study is limited by the subjects tending to be well
educated, who may have more open attitudes towards disclosing details of their
impairment/disability than people with lower educational attainment. However,

no supporting evidence for this is provided.
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4.8 Contact Between Disabled People

The topic of contact with disabled people will be discussed more extensively in
Chapter 5. However, there is value in discussing the implications of contact

between disabled people in the context of this chapter.

Bracegirdle’s (1995) UK based study into children’s stereotypes found that
whereas the non-disabled subjects attributed seven stereotypical traits to two
pairs of dolls (two sets of twins, boy/girl, one non-disabled and one with a
visible physical impairment, i.e. the girl wore callipers and used crutches and
the boy had a lower limb amputation and crutches) the disabled children
assigned only one trait. The traits assigned by the non-disabled subjects to the
disabled dolls were poor health, good interpersonal skills, preference for non-
physical recreation, lack of verbal aggression, lack of physical aggression, lack
of similarity to the subject and lack of ‘naughtiness’. The disabled subjects
however only assigned the trait of poor health to the disabled dolls. Bracegirdle
suggests this finding may be as a result of a number of the disabled children
having learning disabilities and therefore not fully understanding the stories that
attributed the traits to the dolls. Alternatively, as the children came from a
special school they may have been ‘protected’ from knowledge of the
stereotypes by well meaning adults. However, in addition she also notes the
possibility that as the disabled children had daily contact with other disabled

children, then their attitudes may be less idealistic than the non-disabled
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