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A percentage! What splendid words they have; they are so scientific, so consolatory....
Once you've said ‘percentage’ there’s nothing more to worry about.
If we had any other word ... maybe we might feel more uneasy....

Fjodor Dostoevsky, Crime and punishment
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CHAPTER 1

The normal and the stigmatized are not persons, but perspectives.
-- Erving Goffman

People with intellectual disabilities are challenged twofold. Not only do they face
challenges due to limitations in intellectual and adaptive functioning, but also do they
experience barriers in daily life that hinder them to achieve valuable life goals and limit
their wellbeing (Scior et al, 2016; Scior & Werner, 2016). Intellectual disabilities (see,
Textbox 1) occur with an incidence of about 1-2% of the population, which indicates that
more than 150 million people worldwide (Maulik et al. 2011) and about 142.000 people
in the Netherlands (www.vgn.nl/feiten-encijfers) are faced with these challenges. In the
Netherlands, an increasing number of people with borderline intellectual functioning
(1Q 75-80) receives support from intellectual disability services as well, and is labelled as
having mild intellectual disabilities (Nouwens, Smulders, Embregts, & van Nieuwenhuizen,
2017; Woittiez, Putman, Eggink, & Ras, 2014). Although the Netherlands has relatively
good resources, social policies and legislation concerning people with disabilities, people
with intellectual disabilities still experience inequalities in, for example, monetary
access (Emerson, 2007), access to health care (Krahn, Hammond, & Turner, 2006), access
to competitive employment (Ellenkamp, Brouwers, Embregts, Joosen, & van Weeghel,
2016; Verdonschot, de Witte, Reichrath, Buntinx, & Curfs, 2009), inclusive education (de
Boer, Pijl, & Minnaert, 2011), and mainstream leisure activities (Verdonschot et al. 2009).
Thus, people with intellectual disabilities experience barriers towards participation and
inclusion in society (WHO [World Health Organisation], 2011). Stigmatisation toward
people with intellectual disabilities is proposed as one of the main causes for thisinequality
that requires societal and political action (Scior et al., 2016, 2020; Trani, Bakhshi, Bellanca,
Biggeri, & Marchetta, 2011; WHO, 2011).

TEXTBOX 1

According to The Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association,
2013), people are diagnosed with an intellectual disability in the case of:
- Signi cant limitations in intellectual functioning (i.e., IQ <70), that impact their
- Adaptive functioning in the conceptual (e.g., language, math), practical (e.g., money management),
and social (e.g., empathy) domain
- The limitations must have their onset during the developmental period

Intellectual disability can be classi ed into the groups: Mild, Moderate, Severe, and Profound intellectual
disability (Carr & O'Reilly, 2007).

People with intellectual disabilities report stigmatisation, -the experience of a devalued
identity-, in various ways (see, next paragraph for a conceptualisation of stigma). For
instance, inaccessibility of buildings, information, and public transport is widely apparent
and can be seen as a very visible form of stigmatisation and hindrance to wellbeing
(Tassebro, 2016). But also less visible forms of stigmatisation are reported. For example,
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employment is valued by people with intellectual disabilities (Miller, Cooper, Cook, &
Petch, 2008; Voermans, Taminiau, Giesbers, & Embregts, in press). However, negative
attitudes of employers (Skelton & Moore, 1999) or non-disabled colleagues (Li, 2004), and
experiences of stigmatisation (Voermans et al., in press) are reported and found to
influence their opportunities for competitive employment (Zappella, 2015). Moreover,
people with intellectual disabilities report people in the general public talking down to
them, looking at them in a funny way, or making them feel embarrassed (Abbot &
McConkey, 2006; Ali, King, Strydom, & Hassiotis, 2015; Ali, Strydom, Hassiotis, Williams, &
King, 2008). Due to their awareness of belonging to a stigmatised group (Beart, Hardy, &
Buchan, 2005), people with mild or moderate intellectual disabilities may have difficulty
to establish or preserve positive social identities (i.e., self-stigma) — which may have
negative consequences for their mental health, aspirations, and sense of belonging (Ali et
al., 2015; Giesbers, Hendriks, Jahoda, Hastings, & Embregts, 2018; Jahoda & Markova, 2004;
Jahoda, Wilson, Stalker, & Cairney, 2010). Finally, in recent years, important steps have
been taken to include the voices of people with intellectual disabilities themselves in for
example research (Bighy, Frawley, & Ramcharan, 2014; Embregts, 2018; Embregts,
Taminiau, Heerkens, Schippers, & van Hove, 2018; Frankena et al., 2019) However, on a
level of structural stigma, people with intellectual disabilities continue to be of low priority
in government policies and programmes and are often not well represented in the
disability rights movement (Scior et al. 2016).

TEXTBOX 2a

“Nancy: I've been trying to nd a permanent job somewhere for a long time, because I've also been working
hard on building my future and those kinds of things, you know, but | always tell my job coach, | say that if | can
only work a certain number of months each time, and then it’s not renewed, you know, then | always say, ‘But
how? How do | build up a pension?’ (Voermans et al., in press)

In the field of intellectual disabilities, awareness of stigma and stigma research has only
recently started to attract attention (Ditchman etal., 2013; Scior & Werner, 2016). This recent
attention in research is demonstrated by the fact that different review studies on stigma
were conducted in the past ten years; namely on public stigma (Scior, 2011), self- and
courtesy stigma (see, textbox 3) (Ali, Hassiotis, Strydom, & King, 2012), and measurement
of stigma in the field of intellectual disabilities (Werner, Corrigan, Ditchman, & Sokol,
2012). All these review studies report a lack of studies into stigmatisation of people with
intellectual disabilities.

The upcoming consideration of stigmatisation seems to accord with the history of
deinstitutionalization. That is, in the first half of the nineteenth century people with
intellectual disabilities were often living in institutions located outside urban areas.
Therefore, there was little contact between them and the general public. In the period
of deinstitutionalization (starting in the 60/70's), people with disabilities started to move
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into the community. Nowadays, 92% of Dutch people with mild or moderate intellectual
disabilities are living in a community setting (Meulenkamp et al., 2015). As a result, in
case of increased opportunities for contact between people with and without intellectual
disabilities, opportunities to feel and experience the stigmatisation also increase (Cooney,
Jahoda, Gumley, & Knott, 2006). Moreover, although people with intellectual disabilities
prefer community living over living in institutions, they face problems in the community
such as loneliness, lack of meaningful work, and lack of choice in decisions that affect their
own lives (Bekkema, de Veer, Wagemans, Hertogh, & Francke, 2015; Bekkema, de Veer,
Wagemans, Hertogh, & Francke, 2014; Johnson & Traustadottir, 2005). Thus, similar to what
has been reported for people with mental illness (Brummel, 2017; Gardner, Filia, Killackey,
& Cotton, 2019), physical integration into the community does not automatically lead to
a situation in which people with intellectual disabilities are fully accepted and have equal
opportunities to reach valuable life goals (see textbox 2a/b). Stigmatisation is a major reason
for experiencing these problems. It is, therefore, not without reason that the United Nations
convention on the rights of persons with disabilities (CRPD), states non-discrimination,
awareness-raising, and action to combat stigma as important goals within their statement.
The Dutch government ratified the CRPD in 2016. Thus, there is an urgent need to further
examine and explain experiences of stigmatisation of people with intellectual disabilities as
well as to challenge intellectual disabilities' stigma (Scior et al., 2016).

TEXTBOX 2b

“Listen, do you know what the problem is with our society? People who have nothing to do with support
services. | live here in care and that is something that works for me. When you live in care, in an organization
for people with disabilities, then it is harder to become part of a group. Because those people [in the broader
society] have their own lives, they grew up together, and then | come along. That is not appreciated. Because
they already have a good thing going with their friends and you are not needed. And that sounds harsh
(Giesbersetal., 2018).

CONCEPTUALISATION OF STIGMA: A SOCIAL-PSYCHOLOGICAL FRAMEWORK

Stigma refers to the experience of a devalued identity in a certain social context due to
an attribute that is discounted (Crocker, Major, & Steele, 1998). Originally, the word stigma
is derived from Greek and literally means stain or brand. In Christian tradition it referred
to the marks corresponding to those left on Christ’s body by the crucifixion. Nowadays,
in a prominent elaborate conceptualisation, stigmatisation entails labelling, negative
evaluation of the label (i.e., stereotypes), endorsement of the negative label (i.e., prejudice),
which leads to status loss followed by discrimination in a context of power inequality (Link
& Phelan, 2001). Or, stated briefly, stigma entails the process whereby negative cognitions
(stereotypes), lead to negative emotions (prejudice), followed by a behaviour response
to prejudice (discrimination) (Corrigan & Watson 2002). The concept of stigma was
introduced in the social sciences by Erving Goffman (1963) and was elaborated on from
sociology, clinical psychology as well as social psychology.
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FIGURE 1] Social-psychological process of stigma: cognitions, emotions, behavioral responses.

In this thesis we have examined stigmatisation from a social-psychological framework.
That is, processes are described that may explain the behaviour of people from the
general public towards people with intellectual disability. Social psychology thereby
mediates between psychological approaches (describing intrapsychic experiences of
stigmatisation) and sociological approaches (describing processes on the level of society
like norms and cultural rules and values) (van 't Veer, Sercu, & Van Weeghel, 2016). Social
psychology relates stigma to people’s cognitive, emotional and behavioural reactions
towards people with intellectual disabilities (Dovidio, Major, & Crocker, 2000) (see Figure
1). For example, beliefs that people have about the cause of intellectual disabilities (e.g.,
biomedical or environmental) are related to different emotions (e.g., compassion or
fear) which are related to people’s willingness to have social contact with people with

intellectual disabilities (Scior, Connolly, & Williams, 2013).

TEXTBOX 3

Stigma can be found in various forms (Van Weeghel, Pijnenborg, Van ‘t Veer, & Kienhorst, 2016). In this
thesis we focus on public stigma. The di erent forms of stigma are as follows:

Collective level

Public stigma

Structural stigma

The reaction that the general public has towards people with intellectual
disabilities including negative cognitions (e.g. stereotypes) and negative emotions
(e.g. prejudice), followed by discriminatory behaviour (Corrigan & Watson, 2002;
Scior, 2011)

Social norms, policies, and procedures that (un-)intentionally have stigmatising
e ects, for example by restricting opportunities for individuals with intellectual
disabilities (Corrigan, Markowits, & Watson, 2004)

A liate stigma

Individual level
Self-stigma The prejudice that people with intellectual disabilities turn against themselves,
the internalization of public stigma by which people believe that they will be
devalued (Ali et al.,, 2012)
Courtesy stigma Stigma on those who are closely related to the person with intellectual disabilities,

for example family members being teased, abused, or blamed for the persons
disability (Ali et al., 2012).

Self-stigmatisation in family members, leading to negative self-evaluations,
negative emotions and withdrawal from society (Mak & Cheung, 2008).
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For other minority groups, such as ethnic minorities and people with mental iliness, social-
psychological stigma research has been more prevalent. For example, for ethnic minorities
it has been clearly demonstrated that stereotypical traits are used to explain the status quo
of unequal treatment at the individual, group, and system level (Biernat & Dovidio, 2000;
Corrigan et al., 2001; Jost & Hamilton, 2005). Also, for people with mental illness negative
stereotypes have been shown to provoke discrimination, which appears as avoidance or
withholding help (Angermeyer & Matschinger, 2005; Corrigan et al., 2003; Corrigan, Green,
Lundin, Kubiak, & Penn, 2001; Reavley & Jorm, 2011). Similar effects may be expected for
people with intellectual disabilities. For example, stigmatising attitudes may relate to less
adherence to the value of inclusion (Gilmore et al., 2003), to avoidance of people with an
intellectual disability (Werner, 2015), or to withholding choices in life (Bekkema et al., 2015).
Yet, so far evidence for such effects is minimal (Ditchman et al., 2013).

THE CASE FOR STIGMA RESEARCH

To date, in the field of intellectual disabilities, the neutral term ‘attitudes’ dominates
research and discussions while attention for the concept of ‘stigma’ including notions like
stereotypes, prejudice and discrimination is only recent and still limited (Werner et al.,
2012; Werner, 2015). There is a substantial amount of overlap between the concepts of
stigma and attitudes, for example in the triad of cognitive, emotional, and behavioural
components (Werner, 2016). Therefore, we need to explain the reason why we do not
address the more often used concept of ‘neutral’ attitudes, but specifically address the
negative phenomenon stigma. We describe two reasons. First, attitudes do not capture the
full stigma process from labelling to discrimination including public, self-, and structural
stigma (see also, Textbox 3; Werner, 2016). Second, within ‘attitude-research’ there is a
dominant focus on positive phenomena such as social inclusion, empowerment, or rights
(Ditchman, Easton, Batchos, Rafajko, & Shah, 2017; Horner-Johnson et al. 2015; Venema,
Otten, & Vlaskamp 2016). Daly and Silver (2008) have demonstrated in their review study
that studying ‘positive’ phenomena like (attitudes towards) social inclusion promotes
research into consequences such as quality of life and wellbeing. Yet, research into negative
phenomena such as stigma promotes research into the causes of these phenomena
(e.g., attributions, lack of familiarity) (Blundell, Das, Potts, & Scior, 2016; Scior & Furnham
2016). Thereby, research on stigma can especially inform us about causes of inequality
and exclusion and thereby informing interventions based on working mechanisms that
can explain inequality and exclusion. Examining stigma thus is an essential addition to
attitude research in the quest for improving social inclusion and empowerment.

THE STIGMA PARADOX: DILEMMA OF DIFFERENCE

Before turning to the focus of this thesis, we want to address an essential notion about
stigma and stigma research. This concerns the paradoxical fact that when addressing
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stigma, people with intellectual disabilities are presented as a distinct group from the
general population. This can be considered as stressing the difference between ‘them and
us’and thereby emphasising the stigma that we in fact want to address. More specifically,
there is the widespread idea that stigma might mean ‘treating people differently’ This is
indirectly illustrated by Tuffrey-Wijne and colleagues (2014) within a study in a hospital
setting, where: “There was widespread reluctance among staff to identify and flag patients with
intellectual disabilities. This seemed to stem mostly from a belief that ‘equal treatment’ means
‘the same treatment” Thus, there is the idea that addressing stigma might be stigmatising in
itself because people with intellectual disabilities are labelled as a group; and that labelling
and treating people differently is stigmatising (Tuffrey-Wijne et al., 2014).

!. . _@_?IQFTT l,-.,N.

FIGURE 2 | Withholding people from differential treatment can be stigmatising (van der Klink, 2019).

However, when addressing stigma in a context of social justice or specifically a capabilities
approach (Corrigan, Watson, Byrne, & Davis, 2005; Pelleboer-Gunnink, Brummel, van
Weeghel, & Embregts, 2018; Pelleboer-Gunnink, Van Weeghel, & Embregts, 2014; Terzi,
2004, 2005) the basic belief is that all people are in essence different and thus need
different resources to achieve similar levels of wellbeing (Sen, 1979; 2009). As illustrated
in Figure 2, withholding people from differential treatment could even lead to situations
of discrimination.

For example, for people with intellectual disabilities, withholding additional support in
accessing healthcare, or coaching in the use of digital banking (Hayes & Martin, 2007), or
appropriate support regarding inclusive education (Reindal, 2010) might lead to a situation
of discrimination and exclusion. In this context of social justice, treating people equally and
reducing stigma thus means: providing people with different resources according to their
needs. This relates to what Terzi (2005) framed as the dilemma of difference (Terzi 2005).
The dilemma of difference consists in the seemingly unavoidable choice between, on the one
hand, identifying “people with intellectual disabilities™(inserted by author) differences in order
to provide for them differentially, with the risk of labelling and dividing, and, on the other hand,
accentuating ‘sameness’ and offering common provision, with the risk of not making available
whatisrelevant to, and needed by, individual people. Thus, although addressing stigma might
seem paradoxical in that people are labelled and presented as a group, when discussing
stigma in a context of social justice, labelling people to provide them with different
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resources is in fact needed to prevent discrimination. Labelling as a way to examine stigma
and explore its mechanisms thereby serves a purpose of reducing inequality.

GENERAL PUBLIC: FOCUS OF THE PRESENT THESIS

Grounded in a social psychological perspective, in this thesis we focused on the perceiver’s
side of stigmatisation, that is, the perspective of the one who is stigmatising (i.e., public
stigma) instead of the one who is the target of stigmatisation (i.e., self- or experienced
stigma, affiliate or courtesy-stigma) (See also textbox 3; Dovidio, Major, & Crocker, 2000).
As was stated before, it has been clearly demonstrated that people with intellectual
disabilities are aware and experience consequences of their stigmatised identity (see also,
Textbox 4), such as difficulty to maintain a positive sense of self, symptoms of anxiety
and depression, and a lower quality of life (Ali et al., 2015; Chen & Shu 2012; Jahoda et al.,
2010). However, there is limited clarity about the perceivers’ side of stigmatisation and
the processes that can explain and describe stigma (Ditchman et al., 2013). That is, stigma
is a process that comprises elements such as labelling, negative evaluation of the label
(i.e., stereotypes), endorsement of the negative label (i.e., prejudice), and discrimination
(Link & Phelan, 2001). To date, there is little knowledge about these separate elements
of public stigma and therefore there is not sufficient clarity yet about the full process of
public stigma concerning people with intellectual disabilities. For example, the question
concerning the nature of the set of stereotypes that is attributed to people with intellectual
disabilities remains unsettled so far (Ditchman et al., 2013). In recent years, Werner was the
first to test a conceptual model of stigmatisation of people with intellectual disabilities
by the general public including stereotypes, emotions, and discrimination (Werner 2015).
However, as Werner (2015) states herself, future studies are needed to examine what
aspects of stigma were missing in this first model. Thus, more research is needed into
elements of public stigma concerning people with intellectual disabilities.

TEXTBOX 4

“Sharon (17 years) talked in the interviews about a keen sense of di erence and her fear of people “looking at
you if you're daft (stupid) (...) “How come I'm di erent from my brothers and I'm stupid, and how come my
nephew can count and | can’t and he’s seven” Jahoda et al. (2010).

In addition to a focus on the perceivers’ perspective (general public), in this thesis, our
focus was on the self-report of stigmatisation and not on actual daily interactions. In the
Netherlands, in recent years, three doctoral dissertations have focused on actual daily
interactions between people with and without intellectual disabilities in neighbourhoods
(van Alphen, 2011; Bos, 2016; Bredewold, 2014). Two dissertations were grounded in a
social inclusion perspective. These theses qualitatively described limited contact between
the general public and people with intellectual disabilities, as well as experiences of
uncomfortableness and incomprehension of the general public towards interactions
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with people with intellectual disabilities (Bos 2016; Bredewold 2014). Van Alphen (2011)
used a social psychological approach with both qualitative and quantitative studies
and concluded that the general public’s relationship with neighbours with intellectual
disabilities cannot be simplified in terms of either stigmatising or accepting attitudes.
Rather, more research is needed in the underlying cognitions and emotions that influence
neighbour contact. In this thesis we further explore those underlying cognitions, emotions
and behavioural intentions on the population level.

In this thesis, we have also focused on two subgroups within the general public that can
play akey role in people’s opportunities for inclusion within healthcare and society, namely
mainstream health professionals, and care providers who provide specialist services to
people with intellectual disabilities. That is, especially within mainstream healthcare,
experiences of stigma and discrimination by people with intellectual disabilities have
been well described and reported (Heslop et al., 2014; Krahn, Hammond, & Turner, 2006;
O’Leary, Cooper, & Hughes-McCormack, 2018). Because health is a dominant issue in
people’s life, health professionals are important stakeholders when examining stigma.
Stigma of health professionals toward people with intellectual disabilities may influence
professionals’effort to support inclusion in mainstream healthcare services (Tuffrey-Wijne
et al., 2014). Moreover, care providers in intellectual disability services are key agents
who support people to step out of the social and economic margins of society (Stevens &
Harris, 2017) and to cope with stigmatisation (Craig, Craig, Withers, Hatton, & Limb, 2002).
Moreover, people with intellectual disabilities themselves indicate that care providers
in intellectual disability services are an essential and valuable element of their social
network (Giesbers et al., 2018; Van Asselt-Goverts, Embregts, & Hendriks, 2013; 2015). Yet,
within psychiatry also care providers have been found to hold stigmatising attitudes and
thereby restrict opportunities for patients (Lauber, Nordt, Braunschweig, & Rossler, 2006;
Van Boekel, Brouwers, Van Weeghel, & Garretsen, 2013). The same may hold true for care
providers in the field of intellectual disabilities. Given their important role in supporting
people with intellectual disabilities to cope with stigmatisation this is especially relevant
to examine. Thus for these two groups within the general public, we examined whether
indications of public stigma regarding people with intellectual disabilities could be found.

PRESENT STUDY

In this thesis we thus wanted to make a contribution to the understanding of the stigma
toward people with intellectual disabilities. To explore ‘what’s in a label’ when it concerns
people with intellectual disabilities. All chapters focus on the perceiver’s perspective (i.e.,
the one who stigmatises) of people with intellectual disabilities.

Part 1: The Dutch general public’s views about people with intellectual disabilities.
The second chapter reports on the outcomes of a large population survey. The focus
was on the stereotypes that are apparent within the general public about people with
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intellectual disabilities. Also the relationship between stereotypes and often reported
measures of discrimination and familiarity with intellectual disabilities was examined.
The third chapter presents outcomes of the same population survey and explores the
role of general public’s levels of familiarity with people with intellectual disabilities, its
relationship with stigma, and the role of emotions in this relationship. The fourth chapter
reports on a small scale study that further explored stereotypes. We examined which
assigned characteristics distinguish people with intellectual disabilities from the general
public according to the general public.

Part 2: Indications of stigma among health professionals and care providers.

In the second part of the thesis, a broad review study was conducted into stigma by
two subgroups of the general public. Chapter five presents the results on research into
stigmatising attitudes of mainstream health professionals toward people with intellectual
disabilities. Chapter six presents the results wherein studies were explored that can
provide indications of care providers’stigmatisation of people with intellectual disabilities.
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ABSTRACT

Purpose

Stigmatisation can negatively affect opportunities for people with intellectual disabilities to participate in
society. Stereotyping, a first step in the process of stigmatisation, has been insufficiently explored for people with
intellectual disabilities. This study examined the general public’s set of stereotypes that is saliently attributed to
people with intellectual disabilities as well as the relationship of these stereotypes with discriminatory intentions
and familiarity.

Materials and methods

A mixed-method cross-sectional survey within a representative sample of the Dutch population (n = 892) was
used. Stereotypes were analysed with factor analysis of a trait-rating scale, and qualitative analysis of an open-
ended question. The relationship between stereotypes and discrimination as well as familiarity with people with
intellectual disabilities was explored through multivariate analyses.

Results and conclusions

Four stereotype-factors appeared: “friendly”;, “in need of help” “unintelligent”, and “nuisance” Stereotypes in the
“nuisance” factor seemed unimportant due to their infrequent report in the open-ended question. “Friendly” “in
need of help”, “unintelligent” were found to be salient stereotypes of people with intellectual disabilities due to
their frequent report. The stereotypes did not relate to high levels of explicit discrimination. Yet due to the both
positive and negative valence of the stereotypes, subtle forms of discrimination may be expected such as limited
opportunities for choice and self- determination. This may affect opportunities for rehabilitation and might be
challenged by protest-components within anti-stigma efforts.

Implications for rehabilitation

- There is currently sparse input for anti-stigma campaigns regarding people with intellectual disabilities.

- Anti-stigma interventions may benefit from adopting protest elements: education of the general public
about inequalities that are experienced by people with intellectual disabilities.

- Especially support staff should be informed about the experienced and/or anticipated stigma of people with
intellectual disabilities.

- Asaway of opposing stigma, support staff should empower people for example by conducting strategies to
disclose their (intellectual) disabilities.

- People with intellectual disabilities can challenge stigma by learning to tell a positive narrative on the lives
they lead, using their strengths and coping with their limitations.
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Stereotypes about intellectual disabilities, and their relationship with familiarity and discrimination: a population survey

The United Nations’ Convention on the Rights of Persons with Disabilities declares full and
active participation in society as a fundamental right of persons with disabilities (United
Nations, 2006). People with intellectual disabilities, however, experience disadvantages
in various areas of life that limit their possibilities for rehabilitation and participation in
society. These can be barriers concerning access to mainstream healthcare (lacono, Bigby,
Unsworth, Douglas, & Fitzpatrick, 2014; Krahn, Hammond, & Turner, 2006), entrance to
competitive employment (Li, 2004; Verdonschot, de Witte, Reichrath, Buntinx, & Curfs,
2009), taking up family roles (Meppelder, Hodes, Kef, & Schuengel, 2015), making
independent/individual housing choices (Bekkema et al., 2015; Bowey, McGlaughlin, &
Saul, 2005), or participation in mainstream leisure activities (Verdonschot et al., 2009).

Stigma is one of the main reasons for these limited opportunities to people with
intellectual disabilities (Abbott & McConkey, 2006; Arvidsson, Granlund, & Thyberg, 2008;
Scior et al., 2016). For example, negative attitudes of employers may pose a challenge for
people to gain competitive employment (Skelton & Moore, 1999). Moreover, people in
the general public using condescending language or making them feel embarrassed may
have negative effects (Abbott & McConkey, 2006; Ali et al., 2015). People with intellectual
disabilities experience difficulty establishing or preserving positive social identities due
to their awareness of belonging to a stigmatised group (Jahoda & Markova, 2004; Jahoda
et al., 2010). This may have negative consequences for both their mental health and their
aspirations concerning participation (Jahoda & Markova, 2004; Jahoda et al., 2010).

Stigmatisation refers to people’s experience of a devalued identity because of certain
(assumed) distinguishing characteristics (Dovidio et al., 2000; Goffman, 1963) in a context
where the power situation allows stigma to occur (Link & Phelan, 2001). The present study
focused on processes of stigma in the general public, referred to as public stigma. From
a social-psychological perspective, public stigma originates from negative cognitions
followed by negative affective reactions and consequent discriminatory behaviour
(Dovidio et al., 2000). Hence, public stigmatisation is a triadic process whereby stereotypes
are a first, cognitive component that refer to a specific set of characteristics that is
assumed to exist among people with intellectual disabilities (Biernat & Dovidio, 2000).
These stereotypes can be followed by prejudice (i.e., affective reaction) and discrimination
(i.e., behaviour) (Corrigan & Watson, 2002).

Although an increasing number of studies try to disentangle processes of stigma, research
into stereotypes, prejudice, and discrimination of people with intellectual disabilities is still
scarce (Scior, 2011). Within the field of intellectual disabilities, the neutral term ‘attitudes’
dominates research; attention to the negative term ‘stigma’is yet limited (e.g., (Werner,
2015; Werner et al., 2012). Notwithstanding the fact that attitudes and stigma are often
intermingled, attitudes do not cover the full stigma construct (Werner, 2016). A focus on
stigma is important because addressing a negative phenomenon (i.e., stigma) promotes
research into its causes, while studying positive phenomena such as ‘attitudes towards
participation’ promotes research into consequences (Daly & Silver, 2008; Ditchman et al.,
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2013). In this way, research into stigma enhances our understanding about the causes
of inequality, as opposed to exploring the consequences of participation. Moreover, the
ultimate reason for conducting research into stigmatisation of people with intellectual
disabilities is to find effective ways to contest the stigma. In order to do so, there needs to
be evidence about the determinants of stigma that should be addressed in interventions.

Because stereotypes are the initial cognitive component of stigma, it is essential to
document the general public’s salient stereotypes of intellectual disabilities (Ditchman
et al, 2013). Currently, the question of the nature of this set of stereotypes remains
unsettled (Ditchman et al., 2013; Scior, 2011). Preliminary available studies that examined
stereotypes of intellectual disabilities used an inadequate sample (i.e., small sample of
university students; (McCaughey & Strohmer, 2005) or studied stereotypes regarding
a sub-group of people with intellectual disabilities (i.e., people with Down syndrome;
Gilmore, Campbell, & Cuskelly, 2003). More recently, Werner (2015) studied stereotypes of
intellectual disabilities, with a seven-item stereotype trait-rating scale in a selective sample
of the general public. She based the scale on an attitude scale for people with physical
disabilities and pilot interviews with 6 people from the general public (Werner, 2015). This
indicates that evidence about the stereotypes of people with intellectual disabilities can
still benefit from additional research.

In addition to exploring the stereotypes, it is important to determine how stereotypes can
result in discriminatory treatment. For other minority groups, such as ethnic minorities,
it has been clearly demonstrated that stereotypes are used to explain discrimination at
the individual, group, and system level (Biernat & Dovidio, 2000; Corrigan, Green, Lundin,
Kubiak, & Penn, 2001; Jost & Hamilton, 2005). Also, for people with mental illness, negative
stereotypes have been shown to provoke discrimination, expressed as avoidance,
withholding help, orimposing restrictions (Corrigan, Markowitz, Watson, Rowan, & Kubiak,
2003; Corrigan et al., 2001; Reavley & Jorm, 2011; van Boekel, Brouwers, van Weeghel, &
Garretsen, 2013). For people with intellectual disabilities, studies into stereotypes and
discrimination are scarce, but similar effects may be expected. For example, stereotypes
may relate to less adherence to the value of inclusion (Gilmore et al., 2003) or to avoidance
of people with intellectual disabilities (Werner, 2015).

Furthermore, positive contact and familiarity with people with intellectual disabilities, or
with any other minority group, is seen as an important factor in tackling stigma (Allport,
1954; Blundell et al., 2016; Clement et al., 2012; Scior, 2011). Especially the closeness of a
relationship (i.e., familiarity) has been found particularly important when studying stigma
of people with intellectual disabilities (Blundell et al., 2016).
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RESEARCH AIMS AND QUESTIONS

Giventhelimited evidence about salient stereotypes of people with intellectual disabilities,
this paper aimed to extend existing studies by using different sources to initiate a
trait-rating scale of stereotypes, and using an open-ended question to (a) explore any
stereotypes complementary to the trait-rating scale as well as to (b) address the salience of
the stereotypes, in arepresentative sample of the general population. Moreover, the paper
aimed to extend the limited knowledge about the association between familiarity with
people with intellectual disabilities and stereotypes, as well as between discrimination
and stereotypes. Specifically, higher levels of familiarity/closeness with people with
intellectual disabilities were hypothesised to be related to weaker stereotypes. The aims
of this study lead to the following questions:

+ What are the main stereotypes of intellectual disabilities among the Dutch general
public?

+ Is the strength of the stereotypes related to levels of discrimination (i.e., social
distance and withholding help) towards people with intellectual disabilities?

+ Is the level of familiarity with individuals with intellectual disabilities related to the
strength of the stereotypes?

METHOD

Procedure

In February 2015, responses from a nationally representative sample were collected
in the Netherlands using the - Longitudinal Internet Studies for the Social Sciences -
panel. The panel was based on a true probability sample of households drawn from
the population register and was developed in cooperation with Statistics Netherlands.
The panel consists of 5,600 households with 8,735 panel members age 16 or older. Full
information about the panel can be found at www.lissdata.nl. The panel is administered
by CentERdata (Tilburg University, The Netherlands), a research institute specialising in
quantitative data collection. CentERdata abide by the Dutch ‘protection of personal data’
act (Wet Bescherming Persoonsgegevens), consistent with and derived from European
law (Directive 95/46/EC).

During recruitment, participants consented to become panel members and participate
in monthly internet surveys. Participants are rewarded for each completed questionnaire.
People not included in the original sample could not otherwise participate. Potential
participants without a computer or internet connection were provided with the necessary
devices to participate. For this study, a questionnaire was sent to a random selection of
1,093 panel members. A response rate of 81.6% (n = 892) was obtained. Five participants
(0.5%) did not complete the questionnaire.
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Participants

A total of 892 members of the Dutch general public participated in this cross-sectional
survey. In the sample, 50.8% were female and 49.2% male participants; 90.5% reported a
Caucasian background, 6.0% reported a non-Caucasian background or did not report on
background (3.5%). Reported education concerned low (25.7%), middle (38.1%), or higher
(33.7%) education, or was missing (0.2%). Reported age groups concerned < 20 years
(4.9%), 20-40 years (26.2%), 40-65 years (43.8%), 65-80 years (22.1%), or >80 years of age
(2.9%). Demographics of the study sample are similar to demographics within the Dutch
population according to Statistics Netherlands, yet with a slight underrepresentation of
participants with a non-Caucasian background (i.e., 12.1% within the Dutch population).

Measures

Stereotypes: Trait-rating scale

Aunipolar trait-rating format was used to enable participants to respond to 18 stereotypesas
found in literature and a pilot study. Participants were asked to rate their agreement (ranging
from 1 = completely disagree to 5 = completely agree) about statements describing people
with intellectual disabilities; for example, “People with intellectual disabilities are happy”
Eleven stereotype-items were extracted from intellectual disabilities literature (Eayrs, Ellis,
& Jones, 1993; Gilmore et al., 2003; McCaughey & Strohmer, 2005). In a pilot study among
a convenience sample of the general public (n = 90), the present authors corroborated
these stereotypes. People were asked to note five words in answer to the question: “What
comes first to your mind when you think about people with intellectual disabilities?” All 11
stereotypes that emerged in the literature were also found within the pilot study and thus
included within the scale. To ensure similar meanings across languages, a bilingual speaker
of Dutch and English was involved in translating the items from relevant literature in English
to Dutch language. To verify the completeness of the scale, seven items (i.e., ‘are to be trusted;
‘can be aggressive, ‘neglect themselves; ‘are able to work in a paid position’ ‘give nuisance,
‘are criminal; ‘are intelligent’) were derived from previous studies into stereotypes towards
people with mental illness within the Dutch population (van Boekel, Brouwers, Weeghel, &
Garretsen, 2015; van 't Veer, Kraan, Drosseart, & Modde, 2006).

Stereotypes: Open-ended question

Using an open-ended question, participants were asked to type their answer to
the following question in a text box: “Finally, can you give us, in a few sentences, a
characterisation of people with intellectual disabilities? What comes first to your mind
when you think about people with intellectual disabilities?” This question was asked for
two reasons: first, to determine whether complementary stereotypes were apparent
that were not yet described in the literature (i.e., to ask whether the trait-rating scale
is exhaustive and what items might need to be added). Note that in an open-ended
question, participants are not restrained by the particular stereotypes provided by the
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researcher. The second reason was to assess the frequency with which stereotypes are
reported to examine the salience of the stereotypes (Haddock & Zanna, 1998). Previous
studies have demonstrated that participants are adequate in producing words and
phrases that represent valid stereotypes about a group (Eagly, Mladinic, & Otto, 1994;
Haddock & Zanna, 1998).

Familiarity: Level of Contact Report

Familiarity was measured by the Level of Contact Report (Holmes, Corrigan, Williams,
Canar, & Kubiak, 1999) and refers to varying degrees of closeness that the general public
has with people with intellectual disabilities (Corrigan et al., 2001; Holmes et al., 1999).
Participants were asked to check all of the situations on a 12-item list that best depicted
their exposure to people with intellectual disabilities. Example items are: (1)“I have worked
with a person who had an intellectual disability at my place of employment” and (2) “I
have never observed a person that | was aware had an intellectual disability” The index of
familiarity was the rank score of the closest situation indicated by the participant. Because
of the non-normal distribution of the rank scores, three categories were created based
on the content of the items, indicating low familiarity (rank-items 1-4; n = 273), average
familiarity — not in private life (rank-items 5-8; n = 338), and high familiarity — in private life
(rank-items 9-12; n = 281).

Discrimination: Social distance

Social distance is frequently used as an indicator for discrimination and refers to the
tendency of people to avoid contact with individuals with certain conditions (Whatley,
1959). To measure social distance, participants were asked to rate how willing they would
be with regard to the following interactions with a person with intellectual disabilities
(1 = definitely not to 5 = definitely): (1) to move next door to the person, (2) to spend
an evening socialising with the person, (3) to make friends with the person, (4) to start
working closely with the person, and 5) to have the person marry into the family. These
items were replicated from a previous study (Link et al., 1999). The internal reliability of the
scale is good (Cronbach’s a = .84). Items were recoded so that a higher score indicates a
greater desire for social distance.

Discrimination: Withholding help

Helping behaviour, another frequently used indicator for discrimination, refers to people’s
tendency to provide or to avoid helping people with certain conditions (P. Corrigan et al.,
2003). Participants were asked to what degree they would agree with a set of statements
(1 = totally disagree to 5 = totally agree). The statements were: (1) “If | were an employer,
| would interview someone with an intellectual disability for a job”, (2) “I would share a
car pool with someone with an intellectual disability each day”, (3) “If | were a landlord,
| probably would rent an apartment to someone with an intellectual disability”, and (4)
“I am certain | would help someone with an intellectual disability.” Items were replicated
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from a previous study in the field of psychiatry (2003) (Corrigan et al., 2003). The internal
reliability of the scale is satisfactory (Cronbach’s a =.79).

Analyses

The analysis consisted of four steps. First, exploratory Principal Axis Factoring was used
to explore whether factors of stereotypes could be found in the trait-rating scale. The
factorability of the correlation matrix was examined and the likely number of factors
was assessed based on scree-plot and Eigenvalues > 1 (Tabachnick & Fidell, 2007). Based
on the assumption that the stereotype factors are to some extent inter-correlated and
not independent, an oblimin rotation with Kaiser Normalisation and delta 0 was used.
Factor loadings of .40 and greater were interpreted (Field, 2009). The test reliability of the
factors was inspected by examining the Cronbach’s alpha (a), McDonald's omega (w),
greatest lower bound, and average inter-item correlations (Dunn, Baguley, & Brunsden,
2014; Sijtsma, 2009). Mean scores were calculated for the items categorised within the
stereotype factors and used in subsequent analyses.

Second, multivariate analysis of covariance was used to assess the differences among
categories of familiarity on the mean scores of the stereotype factors. Age, gender, and
education level were added as covariates. Effect sizes (n2) for univariate between subjects’
effects were interpreted as: 0-.10 small effect, .10-.30 modest effect, .30-50 moderate
effect, and > .50 large effect. Post-hoc pairwise comparisons were conducted using
Bonferroni correction to correct for the Type | error rate.

Third, hierarchical linear regression with a stepwise approach was used to predict the levels
of discrimination. In step 1, the demographic covariates of gender, age, and education
level were added. In addition, in step 2, familiarity was added, and in step 3, the stereotype
factor mean scores were added as predictors.

Lastly, responses to the open-ended question were analysed qualitatively by using
the program Atlas.ti, version 7.5. For all responses, quotations were divided in single
guotation-units by the first author. Two researchers then independently categorised the
single quotations (n = 1227) in three steps. First, quotations that were literally similar to
items under one of the factors were coded as belonging to that factor. Second, quotations
that were synonyms of items under one of the factors were labelled as belonging to
that factor. In the first two steps we thus used a selective-deductive approach whereby
quotations were labelled on the basis of factors from the trait rating scale. In the third
step, we followed an open-inductive approach to categorise the remaining quotations
(n = 565) into meaningful categories. In all three steps, the coding and categorisation
were discussed until consensus was reached, after which a third researcher checked the
coding and provided critical feedback. Following, all categories were discussed with all
authors. The categories referring to stereotypes of people with intellectual disabilities
(i.e., characteristics; n = 9 categories) are included in this article. Other categories (n =
7) referring to values (e.g., attitudes towards inclusion) or to knowledge (e.g., causes of
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intellectual disabilities) are not discussed in this article, but can be obtained from the first
author. Finally, to get an impression about the salience of the different stereotypes that
were reported, the frequency of quotations referring to the stereotypes was reported.

RESULTS

Prior to Exploratory Factor Analysis, the data were screened to explore whether the normal
distribution assumption was satisfied. As the kurtosis (max. = 1.249) and skewness (max.
= -0.563) of the observed variables were within the range of + 7 and + 2, respectively,
normal distribution was assumed (Kim, 2013).

Exploratory Factor Analysis: Exploring stereotype factors

Several significant correlations between stereotype-items upheld the factorability of the
observed correlation matrix (NB matrix can be retrieved from the first author). Additionally,
a Kaiser-Meyer-Olkin’s measure of sampling adequacy value of .814 and an anti-image
correlation matrix with mostly small values among the off-diagonal elements supported
this conclusion (Tabachnick & Fidell, 2007).

Next, Table 1 presents the mean scores, standard deviations, test reliabilities, and results
of Principal Axis Factoring with oblimin rotation of the stereotype items. Four factors with
an Eigenvalue > 1 were extracted, which was supported by visual inspection of the scree
plot. Items with a factor loading = .40 were selected (Field, 2009), resulting in a model that
explained 54.45% of the total variance. Over 30% of the people scored the neutral option
(do not agree/do not disagree) for all items except for ‘criminal’ and ‘vulnerable’ Based on
the‘Cronbach’s alphaif item deleted’and ‘McDonald’s omega if item deleted; deleting the
items ‘affectionate’ (o increased from .723 to .746 and w from .740 to .754) and ‘childlike’
(o increased from .677 to .687 and w from .685 to .690) would improve test reliabilities.
However, due to the minor increase in test reliabilities, the items were retained.

Concerning the first factor (Friendly), the majority of participants indicated that people
with intellectual disabilities are friendly, sociable, and happy. For items in this factor,
more than a third to almost two-thirds of participants (37.3%-59.9%) agreed with these
statements, whereas a small number (1.5%-6.5%) disagreed with these items. Regarding
the second factor (In need of help), most participantsindicated that people with intellectual
disabilities are in need of help, vulnerable, and have difficulty functioning in society
(53.7%-80.8%), and a small percentage of participants disagreed with the items (1.6%—
5.6%). The third factor (Give Nuisance) consists of items that mainly described negative
traits. In general, people did not find these items characteristic for the studied population
(35.4%—79.1% disagreed and 1.0%-8.1% agreed), except for the item ‘childlike’ (14.5%
disagreed and 35.1% agreed). Finally, the factor Unintelligent describes the difficulty with
learning experienced by people with intellectual disabilities (i.e., the item ‘intelligent’ was
re-coded during calculation of the mean score). More than half (57.2%) of the participants
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agreed that people with intellectual disabilities have difficulty learning, but for the item
intelligent, most participants scored the neutral option (60%). The relationships between
the mean factor scores suggest that the factors represent sufficiently distinct stereotypes.
That is inter-correlations between the factors were respectively .093, -.441, -.102, -.003,
275, .035.

Descriptive statistics of stereotypes and structure matrix of Principal Axis Factoring with direct oblimin
rotation (n =888).

Factor Agree Neutral Disagree
ftem loading " MED) Ty () %)
Friendly
( =.746; =.754;glb=.780; avg_iic =.427)

are friendly 745 567 3.67(0.66) 59.9 38.6 15
are sociable 683 497 3.40(0.62) 40.1 57.1 2.8
are happy 651 435 3.48(0.61) 448 53.7 15
are to be trusted 479 296 3.34(0.70) 373 56.2 6.5
area ectionate 425 226 3.44(0.68) 44.3 51.7 41
In need of help
( =571, =.582;glb=.610;avg_iic =.306)
are in need of help 599 .366 3.53(0.69) 53.7 413 5.0
have di culty functioning in society 553 .379 3.52(0.68) 53.7 40.7 5.6
are vulnerable 542 341 3.95(0.63) 80.8 19.3 16
Give nuisance
( =.687 =.690; glb =.698; avg_iic =.356)
give nuisance 644 428 2.49(0.74) 5.0 479 471
are sad 597 344 2.29(0.81) 6.7 30.2 63.1
neglect themselves 574 367 2.69 (0.70) 8.1 56.5 354
are criminal 547 424 1.84(0.78) 10 19.9 79.1
are childlike 437 328 3.19(0.76) 35.1 50.3 145
Unintelligent ( =.57;avg_icc 273)
are intelligent 718 555 2.81(0.72) 111 60.0 279
have di culty learning -446 269 3.58(0.70) 57.2 386 42
Remaining items
are able to work in a paid position - 3.56 (0.69) 56.8 37.8 53
can be aggressive - 3.65(0.62) 68.2 342 2.6
are looking physically di erent - 3.27 (0.76) 37.3 50.8 11.8

Note. Remaining items lacked any factor loading higher than .40. The h (communality) refers to the sum of the
squared factor loadings of that variable. GlIb = greatest lower bound, Avg_iic = average inter-item-correlation.

Non-significant Levenes tests for all four stereotype factors support the tenability of the
assumption of homogeneity of variances; significance levels were p = .190, .105, .476,
and .334, respectively. There was a statistically significant multivariate effect of familiarity
on the four stereotype factors, which was corrected for the effects of gender, age, and
education level ( = .970, F (8, 1754) = 3.328, p = .001). Significant but small between-
subjects effects of familiarity were found for Friendly (F (2, 880) = 3.110, p =.045,n2 =
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.007), In need of help (F (2, 880) = 3.058, p =.048, n2 =.007), and Give Nuisance (F (2, 880)
=9.118, p <.001, n2 = .020). Further exploration of these between-subjects effects with
pairwise post-hoc Bonferroni comparisons revealed no significant differences among the
three familiarity levels on mean Friendly scores. For the In need of Help factor, the low-
familiarity group demonstrated significantly lower mean scores than the high-familiarity
group (M, = 0.10, SE =.042, p =.042). Concerning mean Give Nuisance scores, the low-
familiarity group scored higher compared to both the average (M, = 0.17, SE=.041, p <
.001) and the high-familiarity group (M, = 0.13, SE =.043, p =.006).

Two linear regressions were performed to determine if the strength of the stereotypes
predicted levels of social distance (M = 2.62; SD = 0.74) and helping behaviour (M = 3.66; SD =
0.61). Demographic variables predicted 0.2% of the variance in social distance and 1.8% of the
variance in withholding help (see Table 2). Only the age of participants seemed to be predictive
for withholding help, suggesting that an older age was related to more intention toward
helping behaviour. After controlling for gender, age, and education level, adding familiarity
to the model improved prediction of the variance with 2.6% and 2.7%, respectively, with
more familiarity being related to less preferred social distance and more intention to helping
behaviour. The stereotype factors predicted an additional 19.7% and 18.5% of the variance.

Predicting social distance and intention towards helping behaviour.

Predictor variables Social distance Helping behaviour
B (SE) P R? B (SE) p R?

Step 1-controls .002 018
Constant 2.798 (.131) .000 3.516(.108) <.001
Gender -037(050) -025 453 -050(.041)  -.041 227
Age -017(015) -039 244 .045(.012) 123 <001
Education level -010(.017)  -020 558 .001(.014) 002 958

Step 2 —familiarity 026 027
Constant 3.060 (.140) <.001 3.295(.115) <.001
Gender -025(049) -017 606 -060(.040)  -.049 141
Age -017(015)  -.040 234 .045(.012) 124 <001
Education level -003(.016) -.006 848 -005(.014)  -012 721
Familiarity -151(031) -162 <.001 .128(.026) 165 <.001

Step 3 —stereotype factors 203 192
Constant 2.723(.324) <.001 2.973(.268) <.001
Gender -016 (044) -011 717 -064 (036) -.053 077
Age -013(013) -031 309 .039 (.011) 1109 <.001
Education level -026 (.015)  -.053 081 .010(.012) 025 410
Familiarity -115(.028) -.123 <.001 .094(.023) 122 <001
Mean friendly -349(.051) -231 <.001 .333(.042) 266 <.001
Mean in need of help -005(.047) -003 .924 .047(.039) .038 .228
Mean nuisance .339 (.045) 263  <.001 -.255(.037) -.229 <001
Mean unintelligent 212 (.041) 164 <.001 -.108(.034) -101 001

Note. Significant regression coefficients are marked in boldface type.
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The stereotype factors Friendly, Give Nuisance, and Unintelligent emerged as predictors
of both social distance and helping behaviour. A higher mean score on the Friendly factor
was related to less preferred social distance and a higher intention to helping behaviour.
In contrast, a higher mean score on both the Give Nuisance and Unintelligent factors was
related to more preferred social distance and less intention toward helping behaviour.

To categorise the data from the open-ended question a qualitative approach was used
with both selective-deductive and open-inductive elements. There were missing data
for 25 participants (2.80%) on the open-ended question. Data from the 867 remaining
participants, which was divided into 1227 quotations, varied from a few words (e.g.,'Down
syndrome, different behaviour, innocence’) to longer phrases or even several sentences
(e.g., “I think of people who can be just as happy or unhappy as other people and who
generally behave socially and like to do things. They are freer in their behaviour and they
know less shyness”).

Concerning complementary stereotypes, the quotations that were not similar to items
in one of the four factors (n = 565) were open coded. A threshold of 10 quotations per
stereotype was held; the stereotypes that upheld this threshold are presented in Table 3.
Thereby, 66 quotations were not categorised; for example, only four quotations indicated
that people with intellectual disabilities are musically gifted, and this stereotype thus did
not uphold the threshold of 10 quotations. Complementary stereotypes mainly referred
to areas of dependence (e.g, less independent) and incompetence (e.g., low levels of
social skills, impairments in thinking).

With respect to the salience of the stereotypes, the frequency with which stereotypes
were reported was investigated. Table 4 shows the frequency of quotations that belong
to items under one of the four factors (n = 647 quotations). Because the number of items
differed per factor, the proportional frequency with which the stereotypes were reported
was calculated. Looking into this proportional frequency, the ‘in need of help’ stereotypes
were most frequently reported, followed by the stereotypes ‘friendly’ and ‘unintelligent’
The stereotypes regarding ‘nuisance’ were infrequently reported, and thus seem to be
less salient. Moreover, when looking into the frequency with which the complementary
stereotypes were reported, ‘being less independent’ was the most frequently reported
stereotype, with half the quotations, followed by‘low levels of social skills’and ‘impairments
in thinking’
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Complementary stereotypes based on quotations and codes analysed from the open question.

Stereotypical
category

Illustrations / subcategories

Example quotations

# quotations

Lessindependent  Less independent not the capacity to develop as an 166
independent individual
More reliant on others more reliant on others for support and
attention
Speci ¢ examples or areas of (in) some can work and take care of
dependence themselves, others are dependent
Having di culties in making decisions
and taking responsibilities.
Low levels of Socially smart people (n =6 social people, perfectly ne to have 81
social skills quotations) contact with
Lacking social skills less socially skilled
Having di culties with di culty in making contact with other
communication people
living in their own world people who very much live within
themselves
Impairments A child s way of thinking most of them have the mind of a child 64
in thinking and not of an adult
Speci cimpairments in thinking they forget that you asked them
something
Visibility Avisible impairment or a reference Spasms wheelchair 51
to speci c visible symptoms (n=43
quotations)
Some speci cally mentioned Down
syndrome as a visible intellectual from the outside you do see nothing
disabilities. sometimes
Not visible (n = 8 quotations)
Na ve/open pure spontaneous 39
Can be aggressive I know that people with intellectual 37
disabilities can also be aggressive
Slow slow, they need more time to do 37
something
Disinhibited people without inhibitions like normal 24
people impulsive
Not categorised  (n = 66 stereotype codes) were E.g., humorous (n=6), musically <10

mentioned infrequently (< 10 times)
and therefore not categorised.

gifted (n=4), inneed of attention (n
=10).
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Frequency of quotations in the free response question referring to stereotype-items used in the trait
rating scale.

Factor @ # Literal Example literal # Synonym Example synonym Total Proportional
frequency frequency®

Friendly 110 ‘friendly persons’ 173 ‘agreeable in contact’ 283 52

(5items)

In need of help 32 ‘they need help’ 179 ‘in need of care’ 211 70

(3 items)

Nuisance 18 ‘Nuisancetothe 33 ‘someone who stays 51 10

(5 items) neighbourhood’ achild’

Unintelligent 18 ‘very low 1Q’ 84 ‘people who are behind 102 51

(2 items) in their mind’

Note. 2The factors refer to the all the items under this factor. ?Proportional frequency refers to the number of
quotations divided by the number of items under the factor.

This study examined a prominent cognitive component of stigmatisation of people with
intellectual disabilities, namely the appearance and salience of stereotypes of people
with intellectual disabilities within a population sample of the Dutch general public
(n = 892). Also, the relationships of these stereotypes with (1) levels of familiarity with
intellectual disabilities, and (2) discrimination were explored. First, four main stereotype-
factors were found: ‘friendly’ ‘in need of help; ‘unintelligent’, and ‘a nuisance’ The factors
‘friendly’, ‘in need of help; and ‘unintelligent’ were demonstrated to be salient stereotypes
due to their above average scores (trait rating scale) and frequent report in the open-
ended question. Of these three, ‘in need of help;, was the most frequently reported. In
accordance, expressed stereotypes complementary to the trait-rating scale mainly
referred to areas of dependence and incompetence; being ‘less independent’ was the
most frequently reported complementary stereotype. Contrarily, ‘nuisance’was not found
to be a salient stereotype for people with intellectual disabilities within the present study
context. Stereotype-items in the ‘nuisance’ factor (e.g., ‘are criminal) ‘are a nuisance’)
received low average scores and were infrequently reported in the open-ended question.
Second, concerning the relationship of stereotypes with familiarity, participants who
were unfamiliar with people with intellectual disabilities considered them to be less ‘in
need of help’ and more of ‘a nuisance’ compared to participants who were familiar with
people with intellectual disabilities. Third, low levels of discriminatory intentions were
reported by participants (i.e., low levels of social distance and a high intention to show
helping behaviour); whereby a stronger ‘friendly’ stereotype predicted lower levels
of discrimination, while, contrarily, a stronger ‘nuisance’ or ‘unintelligent’ stereotype
predicted higher levels of discrimination.

Clearly, people with intellectual disabilities seem to experience a different form of
stigmatisation than people with mental illness, a field upon which researchers of
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intellectual disabilities stigma have based many of their concepts (Ditchman et al., 2013).
Nuisance stereotypes are commonly assigned to people with mental illness or substance
use disorders (van Boekel etal., 2015; van 'tVeer et al., 2006), though, as the present findings
illustrate, not to people with intellectual disabilities. Similarly, the ‘friendliness’ stereotype
that was found to be salient for people with intellectual disabilities, is hardly assigned to
people with substance use disorders or other mental illnesses. Notably however, there
is frequent comorbidity of intellectual disabilities and criminal offending, substance use,
and psychopathology (Matson & Shoemaker, 2011) and therefore also a frequent use of
psychiatric services by people with intellectual disabilities. It is questionable whether
the general public is aware of this frequent comorbidity. Moreover, future research may
examine which stigma experiences are stronger for people with intellectual disabilities
and psychiatric comorbidity (i.e., the psychiatric or intellectual disabilities stigma). Also,
both in anti-stigma campaigns as well as in rehabilitation programmes there seems to
be the need to pay specific attention to the unique stigma of people with intellectual
disabilities.

It should be noted that some stereotypes (i.e., unintelligent, in need of help), seem to
relate to the criteria that are often used to diagnose intellectual disabilities (i.e., deficits
in intellectual functioning, deficits in adaptive functioning) (American Psychiatric
Association, 2013). There is a complex and intricate relationship between diagnostic
labels and public stereotypes (Ben-Zeev, Young, & Corrigan, 2010; Corrigan, 2006; Scior et
al., 2013). One of the risks of stereotypes, irrespective of their congruity with diagnostic
criteria, is that members of stereotyped out-groups are seen in a more homogeneous way
than in-groups (Ben-Zeev et al., 2010). For example, the range of Intelligence Quotients in
people with intellectual disabilities (<20 - 70) is equally wide as the range of Intelligence
Quotients in the average population (70-130). Concerning people with intellectual
disabilities, the stereotype ‘unintelligent’ can convey the hazard that they might be seen
as homogeneously unintelligent which potentially relates to pessimistic views about
peoples capabilities. Therefore, the main point of these stereotypes is that they partly
define inter-personal contact. The challenge is to interpret the other (with or without
intellectual disabilities) with respect for his/her authenticity (Meininger, 2001).

A subtle effect of stereotyping on people’s ability to realise valued life and rehabilitation
goals such as employment, independent housing, or a valuable and strong social network
may be expected. The demonstrated main stereotypes of intellectual disabilities comprise
both positive (i.e., ‘friendly’) and negative (e.g., ‘unintelligent’ ‘less independent’) traits
which were related to levels of discrimination; but these levels were generally low (i.e.,
low levels preferred social distance and withholding help). The low levels of explicit
discrimination are in accordance with previous studies (Ouellette-Kuntz, Burge, Brown, &
Arsenault, 2010; Scior et al., 2013; Werner, 2015). However, the ambivalence of stereotypes
may lead to more subtle forms of discrimination (e.g., Werner, 2015). For example, due
to stereotypes of being not independent, in need of help, and friendly, people with
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intellectual disabilities may be tolerated in the community but, not be taken seriously,
not receiving possibilities for self-determination, or not having the opportunity to make
their own choices (Bekkema et al., 2015; Ditchman, Kosyluk, Lee, & Jones, 2016; Kjellberg,
2002). Moreover, the stereotypes referring to incompetence of people with intellectual
disabilities might justify the denial of many opportunities to participate in mainstream
society (Biernat & Dovidio, 2000). Existing measures with respect to benevolence
(i.e., people are childlike and need to be cared for) or authoritarianism (i.e., people are
irresponsible, so life decisions should be made by others) may partially capture these
experiences and therefore might reveal more stigmatisation than do measures of social
distance (Brockington, Hall, Levings, & Murphy, 2000; Corrigan et al., 2005; Jahoda
et al, 2010). Moreover, one of the key foci of professionals, when keeping in mind the
stereotypes of intellectual disabilities, might be to enhance and support guided decision-
making regarding valued life goals as to enable people to experience agency within their
own life (Douglas & Bigby, 2018).

A second potential effect of ambivalent stereotyping that may inform anti-stigma
interventionsconcernsthe opportunities of people with intellectual disabilities toadvocate
for their own rights. When addressing groups with ambivalent stereotypes, people have
the tendency to address only positive stereotypes and omit negative stereotypes (i.e.,
stereotyping by omission; (Bergsieker, Leslie, Constantine, & Fiske, 2012). Addressing
only positive stereotypes may increase the perceived harmony between groups (i.e.,
“We are having fun together”, “Everything is fair and ‘cosy”™) while making it more difficult
to address intergroup inequalities (Saguy, Tausch, Dovidio, & Pratto, 2009). People with
intellectual disabilities seem to experience difficulties asserting their rights (Beart, Hardy,
& Buchan, 2005). For example, people with intellectual disabilities continue to be of low
priority in government policy and programmes, and they often are not well represented in
the disability rights movement (Scior et al., 2016). Ambivalent stereotypes may undergird
this situation, making it especially challenging for people with intellectual disabilities and
their advocates to evaluate inequalities critically. Therefore, protest components may
make a valuable contribution to anti-stigma interventions where intergroup contact is
proposed as a main strategy, with promising results for tackling stigmatisation towards
people with intellectual disabilities (Corrigan & Watson, 2002; Seewooruttun & Scior,
2014). Protest, which refers to the education of the general public about inequalities
experienced by people with intellectual disabilities, has been demonstrated to generate
stronger emotional reactions and improvement in the support of empowerment and
discouragement of sheltering than an intervention that focused on the similarity between
people with and without intellectual disabilities (Walker & Scior, 2013).

Although this study has considerable strengths, there are also limitations that need to be
addressed. The stereotype items of the stereotype trait-rating scale may have influenced
the answers on the open-ended question (i.e.,, priming), as the open-ended question
was asked at the end of the questionnaire. However, the prior items may also have
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made participants’ beliefs more accessible (Tourangeau & Rasinski, 1988). In addition,
the open-ended question provided information about the salience of stereotypes and
input to determine if the Likert-type scale should be complemented with stereotypes in
future research. Moreover, this study has not included a social desirability measure. Yet,
in a review, social desirability has been shown to be only weakly correlated, if at all, with
stigma, as measured on direct scales in studies into public stigma of intellectual disabilities
(Scior, 2011). Also in this individual anonymous internet survey with the possibility of
backtracking, we would expect no large effects of social desirable answering (Richman,
Weisband, Kiesler, & Drasgow, 1999).

People with intellectual disabilities are judged by the general public with an ambivalent
set of stereotypes. These ambivalent stereotypes may lead to the experience of subtle
forms of stigma, such as not being taken seriously and not being granted rights, which
can induce inequality and limited opportunities for participation. Continuing exploration
of experiences of stigmatisation by people with intellectual disabilities is needed in an
effort to discover social factors that inhibit their freedom to act on what they perceive
as valuable. This may provide input for the development and sophistication of anti-
stigma interventions and thereby potentially contribute to rehabilitation programs and
participation opportunities for people with intellectual disabilities.
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Stigma can hamper full inclusion of people with intellectual disabilities in society. For other minority groups,
higher levels of familiarity with these groups have been shown to relate to lower levels of stigma, whereby
emotions can play a mediating role. However, concerning people with intellectual disabilities, there is limited
knowledge regarding the general public’s levels of familiarity, its relationship with stigma, and the role of
emotions in this relationship.

A cross-sectional survey was conducted among a nationally representative sample of the Dutch population (n
= 892). The relationship between levels of familiarity and different measures of stigma representing cognitive,
emotional, and behavioural aspects of stigma (i.e., attributions, emotions, discrimination) was examined.
Emotions (fear, anger, and sympathy) were studied as a mediator in the relationship between familiarity and
discrimination (i.e., social distance, and intention to help).

Participants who reported no familiarity in real life with people with intellectual disabilities (30.6% of the
population sample) demonstrated higher levels of stigma (attributions, emotions, discrimination) than
participants who reported any form of real-life familiarity (69.4% of the sample). Fear was found to be the most
important mediator of the relationship between familiarity and discrimination.

The findings stress the continuing importance to advocate for people with intellectual disabilities to be
recognised and become known within society. This increased familiarity might reduce stigma and increase
positive experiences of inclusion. Support workers may have a vital role in this process. The importance of
fear in the relationship between familiarity and discrimination may inform future research and anti-stigma
interventions.
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Following four decades of deinstitutionalization policies, the daily lives of people with
intellectual disabilities have been relocated from institutions outside urban areas into the
community (Johnson & Traustadottir, 2005). This initial physical integration has increased
the visibility of people with intellectual disabilities as a minority group. Yet meanwhile,
it has also made more apparent, the challenge of going beyond physical inclusion to
true participation and inclusion of people with intellectual disabilities (e.g., Cooney et al.,
2006; Overmars-Marx, Thomeése, Verdonschot, & Meininger, 2014). Stigmatisation can be a
pressing impediment for inclusion and participation (Scior et al., 2016).

Stigmatisation refers to the situation in which a person deviates from social norms and is
thereby negatively evaluated by others, and reduced “from a whole and usual person to a
tainted, discounted one” (Dovidio, Major, & Crocker, 2000; Goffman, 1963, p3). One factor
that has consistently been shown to challenge and decrease stigmatisation concerns
people’s familiarity with a minority group (Clement et al., 2012; Corrigan, Green, Lundin,
Kubiak, & Penn, 2001; Pettigrew & Tropp, 2006). Although, as a minority group, people
with intellectual disabilities are more visible within society nowadays, knowledge as to
whether this co-occurs with high levels of familiarity and whether this familiarity relates
to less stigmatisation is still limited.

Within the Netherlands roughly 0.9% of the population has received support from the
public intellectual disability care system in 2011 (Ras, Verbeek-Oudijk, & Eggink, 2013).
In Western classifications, intellectual disabilities refer to limitations in both cognitive
and adaptive functioning, being present before adulthood (before age 18; American
Psychiatric Association, 2013; World Health Organization, 2001). Concerning the support
system for people with intellectual disabilities within the Netherlands, complex care (24-hr
support) is provided through centralised institutions and covered by the Long-Term Care
Act (in Dutch: Wet Langdurige Zorg), whereas less intensive care and support is provided
within home settings, falls under the responsibility of local authorities, and is covered by
the Social Support Act (in Dutch: Wet Maatschappelijke Ondersteuning). The goal of a
more inclusive society is one of the fundamental ideas behind Dutch policy reforms (e.g.,
UN convention ratification, and the Participation Law), yet realization of this goal is still
beyond reach (Woittiez, Eggink, Putman, & Ras, 2018).

Stigma and prejudice studies in various minority groups have clearly demonstrated that
personal contact with a group reduces negative attitudes (i.e., intergroup contact theory;
Pettigrew & Tropp, 2006). Yet, adhering to specific conditions for contact (i.e., equal status,
common goals, intergroup cooperation, and support of authorities) may enhance these
effects even further (Allport, 1954; Pettigrew & Tropp, 2006). Likewise, having contact
with people with intellectual disabilities also seems to have the potential to decrease
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stigmatisation (e.g., preferred social distance) (Blundell, 2014; Scior, 2011; Seewooruttun
& Scior, 2014; Walker & Scior, 2013). These studies in the field of intellectual disabilities
that examined the relationship between contact and stigma have assessed previous
contact mostly as a dichotomous question (yes/no). In such questions, participants are
asked whether they have had previous personal contact with people with intellectual
disabilities or not (Blundell, Das, Potts, & Scior, 2016).

In addition to these studies that have assessed the effect of reporting previous personal
contact on levels of stigmatisation, a number of related studies have focused on people’s
current extent of familiarity with a minority group and associated levels of stigmatisation.
The concept of familiarity does not refer to whether or not people have had contact
with a minority group but refers instead to varying degrees of intimacy or closeness that
people can have with a minority group. These levels can range from no familiarity at all,
to for example working with people from a minority group or personally belonging to
a minority group (Corrigan et al., 2001). One study in the field of intellectual disabilities
studied varying degrees of intimacy and its relationship to attitudes towards sexuality.
This study demonstrated that higher levels of familiarity were related to more positive
attitudes toward people with intellectual disabilities’ ability to parent and rear children
when provided with the right support (Ditchman, Easton, Batchos, Rafajko, & Shah, 2017).

So far, however, studies in the field of intellectual disabilities have mainly focused on the
dichotomy of reporting prior contact (yes/no) to predict stigma (Horner-Johnson et al.,
2002; Scior, Potts, & Furnham, 2013; Werner, 2015; Yazbeck, McVilly, & Parmenter, 2004). This
previous contact was consistently related to more positive attitudes, for example toward
inclusion (Scior, 2011). Yet, Blundell and colleagues (2016), in a study aiming to specifically
examine the role of contact in relation to lay responses to intellectual disabilities,
demonstrated that a more nuanced variable (i.e., including frequency, closeness and
nature of the relationship) seems to be more predictive of stigma than a dichotomous
contact variable. More specifically, they found reported closeness of a relationship as the
only individually predictive variable of discrimination (Blundell et al., 2016). Also Morin,
Rivard, Crocker, Boursier, and Caron (2013) demonstrated that the perceived quality of
the relationship with people with intellectual disabilities demonstrated the largest effect
size concerning levels of interaction (i.e., closely related to social distance and intention
to help) when compared with the frequency of contact and the number of persons with
intellectual disabilities participants reported to know (Morin et al., 2013).

To date and to our knowledge, no studies in the field of intellectual disabilities have
used high-quality population samples to describe familiarity, referring to the degree
of intimacy/closeness of the contact, stigma, and the relationship between stigma and
familiarity (e.g., Blundell et al., 2016; Ouellette-Kuntz, Burge, Brown, & Arsenault, 2010).



Stigmatisation includes negative cognitions, negative emotional reactions, and
discriminatory behaviour (Corrigan, Markowitz, Watson, Rowan, & Kubiak, 2003; Dovidio
et al,, 2000). Especially, emotional reactions have been demonstrated to be foundational
in the stigmatisation of minority groups. For example, emotions seem to predict
discrimination more strongly than cognitions (Cuddy, Fiske, & Glick, 2007). Emotions
may elucidate why being less familiar with a minority group may relate to higher levels
of stigma (Angermeyer, Holzinger, & Matschinger, 2010; Pettigrew & Tropp, 2006).
Specifically, Pettigrew and Tropp (2006) suggest that intergroup anxiety might mediate
the relationship between familiarity and prejudice. That is, less familiarity with a group
may induce fear toward that group, which predicts higher levels of discrimination.
Regarding mental illness, the relationship between familiarity and social distance was to
a considerable extent mediated by emotional reactions (e.g., positive emotions, anger,
or fear) (e.g., Angermeyer et al., 2010). Also, concerning people with dementia, fearful
reactions were especially found to negatively affect beliefs and attitudes about dementia
(vondem Knesebeck, Angermeyer, Lidecke, & Kofahl, 2014). Emotions toward people with
intellectual disabilities have been found to predict levels of social distance and withdrawal
behaviour (Scior, Connolly, & Williams, 2013; Werner, 2015; Wilson & Scior, 2015). Yet, to
date, no studies in the field of intellectual disabilities have examined whether specific
emotions may mediate the relationship between familiarity and discrimination.

For people with intellectual disabilities, the challenge of gaining full inclusion can be
impeded by stigma. Because of its potential effect in decreasing stigma, it is essential
to examine the general public’s familiarity with people with intellectual disabilities.
A central tenet of this study was to obtain a high-quality representative sample of the
Dutch population to enable an account of familiarity and stigma and its relationship on a
population level. To consider the cognitive, emotional and behavioural aspects of stigma,
measures included attributions (cognitions), emotions, and discrimination (behaviour).
In this study, three research aims were followed: (a) to examine the present level of the
Dutch general public’s familiarity with people with intellectual disabilities, as well as
the general public’s self-reported levels of stigma; (b) to study the relationship between
familiarity on the one hand and attributions, emotions and discrimination on the other
hand; (c) to explore the mediating role of emotions in the relationship between familiarity
and discrimination (see, Figure 1). Our main hypothesis was that low levels of familiarity
would relate to higher levels of stigma and that emotions would play a mediating role in
this relationship. More specifically, low levels of familiarity would relate to: (a) higher levels
of perceived dangerousness and perceived personal responsibility (i.e., attributions); (b)
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higher levels of fear and anger, and lower levels of sympathy; and (c) higher levels of social
distance and lower levels of willingness to help (i.e., discrimination). Moreover, concerning
the mediating effect of emotions, we hypothesised that (a) anger and fear would play a
mediating role in exacerbating levels of discrimination in case of low familiarity, and that
(b) sympathy in mediating the relationship between familiarity and discrimination would
have a positive effect.

Emotions

> Sympthy

> Fear

> Anger
Familiarity Discrimination
> no familiarity in real-life _ | >Social distance
> familiarity in passing by (D1) " | >Intention to help

> familiarity in work (D2)
> familiarity in private life (D3)

Mediation-model that is tested for the three emotions and two behavioural intention measures (see
also addendum).

A cross-sectional survey was conducted among a large nationally representative sample
of the Dutch population using the Longitudinal Internet Studies for the Social Sciences
(LISS) panel in February 2015 (www.lissdata.nl). CentERdata (Tilburg University, The
Netherlands), a research institute specialised in quantitative data collection, governs the
panel as well as the data collection. CentERdata abides by the European General Data
Protection Regulation (GDPR). For the LISS panel, a true probability sample of households
was drawn from the population register in cooperation with Statistics Netherlands.
Participants consented to become panel members for monthly internet surveys. For each
completed questionnaire, participants receive a monetary reward. The LISS panel consists
of 5,600 households with 8,735 panel members 16 years of age and older. Households
that could otherwise not participate were equipped with a computer with an internet
connection. No self-selection into the sample was possible. The main aim of the panel is
to provide researchers with a high-quality representative population sample for scientific
and policy research. Representativeness is continuously maintained.

For this study, we used arandom selection of 1,093 panel members. Response rate (81.6 %) and
outcome data (95.5% did complete the questionnaire) were high. The sample thus consisted
of 892 members of the Dutch general public. Demographics of the study sample were highly
similar to demographics of the Dutch population according to Statistics Netherlands 2015.
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For all measures, a bilingual speaker of Dutch and English was involved in translating
items from English to Dutch to ensure a similar meaning across languages. To consider the
cognitive, emotional and behavioural aspects of stigma, measures included attributions
(cognitions), emotions, and social distance and intention to help as intentions towards
discrimination (behaviour). The questions were introduced with the following phrases:
“The survey you arefilling outconcerns people with intellectual disabilities. You can also answer
the questions if you have little or no experience with people with intellectual disabilities. This
survey addresses your opinion and is not about right or wrong answers.”

Familiarity refers to varying degrees of intimacy or closeness that people can have with
a minority group (Corrigan et al., 2001). Familiarity was assessed by the Level of Contact
Report which was found to be a valid and reliable measure of familiarity with people with
mental illness (Corrigan et al., 2001; Holmes, Corrigan, Williams, Canar, & Kubiak, 1999).
Within this study, the word ‘mental illness’ in the survey items was replaced with the
word ‘intellectual disabilities: A 12-item list with situations of varying exposure to people
with intellectual disabilities was presented. Participants were asked to indicate all of the
situations that were applicable to them. For example, “I have watched a documentary
on the television about intellectual disabilities”, or “My job includes providing services to
persons with an intellectual disability” The familiarity-index was the rank score of the most
intimate situation that was checked by the participant. Because of its ranking nature,
the familiarity scale originally concerns an ordinal variable (i.e., a rank score) and not an
interval variable (i.e.,, continuous). Although some previous studies have used the scale
as a continuous variable (Ditchman et al.,, 2017; Holmes et al., 1999), there have been no
studies that provide evidence that the ranking of this particular scale has values with
equal intervals. For this reason, to avoid any risk, we have interpreted this scale as ordinal
data. The data was merged from twelve categories into four groups of familiarity to
enable analyses. , These four groups were: 1) ‘no familiarity in real-life’ (rank-item 1-4; e.g.,
watching a documentary), 2) ‘familiarity in passing by’ (rank-item 5; i.e., observing people
on a frequent basis), 3) ‘familiarity in work’ (rank-item 6-8; e.g., providing services), and 4)
‘familiarity in private life’ (rank-item 9-12; e.g., friend of the family) (see also, Table 1).

As a cognitive measure of stigma, two types of attributions were assessed that have been
demonstrated to be robustly related to mental illness stigma: ‘perceived responsibility’
and ‘perceived dangerousness’ (Corrigan et al., 2002). We replicated the items concerning
perceived responsibility (2 items) from Corrigan and colleagues (2003) (e.g., “A person with
an intellectual disability is him/herself responsible for that disability.”). The items concerning
perceived dangerousness (3 items) were replicated from Corrigan and colleagues (2002)
(e.g., “A person with an intellectual disability is dangerous.”). Both these measures have
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proven predictive validity within the field of mental illness. For all 5 items, participants had
to indicate to what degree they would agree with the statements, using a scale ranging
from 1 = totally disagree to 5 = totally agree. The internal reliability was satisfactory for
the personal responsibility scale (Cronbach’s a = .72) and good for the dangerousness
(Cronbach’s a = .80) scale.

In previous research, three types of emotions (i.e., fear, anger, and pity) have consistently
been distinguished as separate emotional reactions towards people with mental and
cognitive disorders (e.g., Angermeyer & Matschinger, 2003). We assessed these emotions
using nine items replicated from Von dem Knesebeck and colleagues (2014). Similar to
previous studies, the item “| have pity”, was removed from further analyses as it loaded
highly on all three emotions and therefore was not specific. The ‘pity’ scale was renamed
‘sympathy’ as it measures positive sympathetic feelings instead of the more negatively
connoted ‘pity’ (Scior, Connoly, et al., 2013). Items were introduced with the question:
“How would you react to a person with intellectual disabilities? Please indicate how you would
evaluate the emotional reactions mentioned.” The items were coded from 1 = not at all
correct to 5 = completely correct, indicating that a higher score connotes the increased
presence of a given emotion. Cronbach’s alphas were respectively .62 for sympathy (‘I
feel sympathy”, “I feel the need to help this person”), .79 for fear (“I feel insecure”, “| feel fear”,
“I feel uncomfortable”), and .69 for anger (“| react angrily”, | feel annoyed” “l experience
incomprehension”).

Social distance refers to people’s inclination to avoid contact with individuals with specific
conditions (Whatley, 1959) and thereby assesses people’s behavioural intention towards
discrimination. To assess social distance, items were replicated from a study of Link, Phelan,
Bresnahan, Stueve, and Pescosolido (1999). Participants were asked how they would rate
their willingness in the following interactions with a person with intellectual disabilities: 1)
“to move next door to the person”, 2) “spend an evening socializing with the person”, 3) “make
friends with the person”, 4) “start working closely with the person’, and 5) “have the person
marry into the family”. A five point Likert-scale was used, ranging from 1 = definitely not to
5 = definitely. The internal reliability of this scale was good (Cronbach’s a = .84). Recoding
of the scale resulted in a higher score indicating a greater desire for social distance.

The intention towards helping behaviour refers to the tendency to provide help or to
avoid helping people with certain conditions (Corrigan et al., 2003). For this measure,
statements were replicated from Corrigan and colleagues (2003). We asked participants
to what degree they would agree with a set of statements (1 = totally disagree to 5 =
totally agree). The statements were: (1) “If | were an employer, | would interview someone
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with an intellectual disability for a job”, (2) “I would share a car pool with someone with an
intellectual disability each day”, (3) “If Iwere alandlord, | probably would rent an apartment to
someone with and intellectual disability”, and (4) “l am certain | would help someone with an
intellectual disability” A satisfactory internal reliability of the scale was found (Cronbach’s
o =.79). Because a higher score connotes a higher intention towards helping behaviour, a
lower score on this scale is indicative of a more discriminatory intention.

We conducted three types of analyses. First, descriptive statistics were presented
regarding familiarity and stigma measures. Second, to examine the difference between
the four familiarity categories on stigma measures, multivariate analyses (i.e., multiple
ANOVA's) were conducted for the different stigma measures. To reduce multiple testing
and changes on Type I-error, Helmert contrasts were used as a post-hoc test whereby each
level of familiarity is compared to the mean of the subsequent levels. Third and finally, a
mediation analysis was conducted to examine whether emotions of participants (i.e., fear,
anger, sympathy) may mediate the relationship between familiarity (i.e., four categories)
and discrimination (i.e., social distance and intention to help). The analyses were conducted
following the strategy of Hayes and Preacher (2014) using structural equation modelling
(Hayes & Preacher, 2014) (see online supplemental material for the code for data analysis)
in the program Mplus version 8. The significance of indirect effects was evaluated using
a bootstrapping procedure. This involved drawing 1,000 bootstrapped samples from the
data in order to estimate the indirect effect for each of the resampled data sets (Preacher
& Hayes, 2004). As a result, a 95% confidence interval of the indirect effect was available
to evaluate the results.

Participants were 892 members of the Dutch general population, 421 male, and 471
female participants with ages ranging from 16 to 90 years of age (M =49.32, SD =17.81).
Reported levels of accomplished education were low education 25.7% (i.e., elementary
school, or secondary school preparing for vocational education); middle education 38.1%
(secondary school preparing for (applied) university, or vocational education); and high
education 33.7% (i.e., (applied) university degree) (2.5% other). Participants reported
in 90.5% of the cases a Caucasian background, in 6% of the cases a non-Caucasian
background, for 3.5% of the sample, this data was missing.



Table 1 demonstrates the descriptive statistics of the general public’s familiarity with
people with intellectual disabilities. Based on these data, a third of the general public can
be considered as having no familiarity in real life, because their most intimate contact
with people with intellectual disabilities existed in ‘passing by’ or by ‘watching television’
(i.e., category 1). Yet, two thirds of the population reported some form of familiarity with
people with intellectual disabilities (i.e., categories 2-4).

Frequency Statistics of Levels of Familiarity Assessed Within the Dutch General Public (n = 892).

Familiarity items by category f %
1.  Nofamiliarity in real-life 273 30.6
I have never observed a person that | was aware had an intellectual disability. 14 1.6
| have observed, in passing, a person | believe may have had an intellectual disability. 61 6.8
| have watched a movie or television show in which a character depicted a person with 90 10.1
an intellectual disability.
| have watched a documentary on the television about intellectual disabilities. 108 121
2. Familiarity in passing by 240 26.9
I have observed persons with an intellectual disability on a frequent basis 240 26.9
3. Familiarity in work context 98 11.0
My job involves providing services/treatment for persons with an intellectual disability. 30 34
My job includes providing services to persons with an intellectual disability. 24 2.7
| have worked with a person who had an intellectual disability at my place of 44 49
employment.
4. Familiarity in private life 281 315
A friend of the family has an intellectual disability. 71 8.0
| have a relative who has an intellectual disability. 197 221
| live with a person who has an intellectual disability. 8 0.9
| have an intellectual disability. 5 0.6
Total 892 100

Note. The frequency (f) of the rank order is the number of times that participants rate this answer as their highest
form of familiarity. Categories based on the rank order scores were used for analysis.

Concerning the sample as a whole, Table 2 demonstrates low levels of attributed personal
responsibility and dangerousness, low levels of emotions of anger and fear, and above
average levels of sympathy. Moreover, the average social distance score is at the positive
side of the scale (that is: people are likely to associate with people with intellectual
disabilities). This is similar for the average level of intention to help (meaning: people
agree that they would be willing to help).



Descriptive and Correlation Statistics of Stigma Measures Assessed within the Dutch General Public (N = 892).

Attributions Emotions Discrimination
Responsibility Dangerousness Anger Fear Sympathy Social Intention to
Distance  help

Responsibility 1 533" 444 .348** -161" 1777 -.233"
Dangerousness 1 518" .624** -215" .385™ -450™
Anger 1 625** -074* .295%* -.307**
Fear 1 -173%* 410" -403"
Sympathy 1 - 419%* A28**
Social Distance 1 -.651**
Intention to help 1
M 153 198 191 1.94 341 2.62 3.66
(SD) (0.61) (0.65) (0.64) (0.70) (0.68) (0.74) (0.61)

Note. All scales are 5-point Likert scales with a higher scores indicating higher levels of the variable. **. Correlation
is significant at the 0.01 level (2-tailed). *. Correlation is significant at the 0.05 level (2-tailed).

Concerning the relationship between familiarity and measures of stigma, we found asignificant
multivariate effect of familiarity (i.e., four categories) on the three measures of stigmatisation
(i.e., attributions, emotions, discrimination) ( =.904, F (21, 2519) = 4.277, p <.001, partial n?=
.03). Moreover, for all specific stigma measures, significant group differences between the
categories of familiarity were found: Attribution .. F(3,883) = 9522, p <001, partial n’=
.03; Attribution dangerousness F(3, 883) = 10.056, p <.001, partial n>= .03; Emotion anger F(3, 883) =
5.898, p <.001, partial n?=.02 ; Emotion __F(3, 883) = 15.374, p <.001, partial n?= .05; Emotion
smpathy F(3, 883) = 4.423, p =.004, partial n>= .02; Discrimination . ... F(3, 883) = 9.779, p
<.001, partial n>=.03; Discrimination. F(3,883) = 10.424, p <.001, partial n?= .03.

intention to help

The between-subject effects were further explored using post-hoc Helmert contrasts.
In these contrasts, a fairly consistent finding appeared (see Table 3 and Figure 2). For all
stigma measures, significant differences were found between participants in the category
that reported no familiarity in real-life (i.e., category 1) on the one hand and the remaining
three categories of familiarity (i.e., (2) familiarity in passing by, (3) familiarity in work, and (4)
familiarity in private life ) on the other hand. Thus, participants who reported no familiarity in
real-life, attributed more responsibility and more dangerousness to people with intellectual
disabilities; they reported higher levels of fear and anger; higher levels of preferred social
distance, and lower intention towards helping behaviour than participantsin the other three
categories of familiarity. The effect was largest for the level of fear that people reported.

Concerning levels of discrimination (i.e., social distance and intention to help), not only did
participants who reported no familiarity in real-life demonstrate higher levels of stigma
as compared to the other categories. However, participants in the category familiarity in
passing by also reported higher discrimination scores than participants in the subsequent
categories of familiarity (i.e., familiarity in work and familiarity in private life).
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Finally, the only exception concerned the emotion ‘sympathy’ Figure 2 shows a reversed
trend in the descriptive plot (i.e., visually, the category ‘familiarity in private life’ seems to
deviate from the other categories; this is opposed to the other variables where, visually,
the category ‘no familiarity in real-life’ seems to deviate from the other categories).
Corresponding with the visual exploration, a difference contrast (i.e.,4-1,2,3;3-1,2,2 -
1) for this variable was conducted as opposed to the latter Helmert contrast (i.e., 1 -2, 3,
4:2-3,4;3-4).This difference contrast supported the visual exploration in that it showed
that respondents in the category ‘familiarity in private life’ scored significantly higher on
sympathy as compared to the other three categories of familiarity (M = 0.154 (0.051), t (3)
=3.063, p=.002). No significant differences were found for the other contrasts.

Helmert Contrasts between different Categories of Familiarity on Stigma Measures.

M i SE t p

Responsibility
1-2,3,4 0.235 .046 511 <.001
2-3,4 0.012 .053 0.23 821
3-4 0.010 071 0.14 .885
Dangerousness
1-2,34 0.265 .048 552 <.001
2-3,4 0.037 046 0.80 509
3-4 -0.070 076 -0.92 .354
Fear

1-2,34 0.343 052 6.60 <.001

2-3,4 0.056 .060 0.93 351

3-4 -0.025 081 -0.31 759
Anger

1-2,34 0.176 048 3.67 <.001

2-3,4 -0.078 .055 -1.42 161

3-4 -0.076 075 -1.01 311
Sympathy*

4-1,2,3 0.154 .051 3.02 .002

3-1,2 0.064 075 0.85 395

2-1 0.058 .060 0.97 333
Social Distance

1-2,34 0.274 .055 498 <.001

2-3,4 0.137 .064 214 031

3-4 -0.029 .086 -0.34 739
Intention to help

1-2,34 -0.241 .045 -5.36 <.001

2-3,4 -0.110 053 -2.08 037

3-4 0.049 071 0.69 492

Note. 'Given the descriptive plot of sympathy (Figure 2), a difference contrast for this variable was conducted.
This resulted in a significant deviation of ‘familiarity in private life’ with the other categories of familiarity (M
0.154 (0.051), t(3) = 3.063, p =0.002).
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We conducted mediation analyses using structural equation modelling to examine
whether emotions of participants (i.e., fear, anger, sympathy) may mediate the relationship
between familiarity (i.e., four categories) and discrimination (i.e., social distance and
intention to help). Because familiarity is a multi-categorical predictor with four levels,
we followed the strategy as proposed by Hayes and Preacher (2014) in which indicator
coding is used (Hayes & Preacher, 2014). That is, we examined the relative effect of the
level of familiarity on emotions and discrimination using ‘no familiarity in real-life’ as the
reference category. The other categories were represented as three dummy variables: D1
= ‘familiarity in passing by’; D2 = ‘familiarity in work’; D3 = ‘familiarity in private life’ (see
Addendum for the model and the Mplus syntax). Following, the results of the mediation
analysis are presented (see Figure 1).

First, the analyses showed that relative to the category ‘no familiarity in real-life, the
three categories of familiarity were not directly related to levels of social distance when
emotions were taken into account. However, the sum of indirect effects (i.e., for every
dummy variable/ category of familiarity, the sum of the indirect effects of fear, anger, and
sympathy) was significant, indicating that emotions seemed to mediate the relationship
between familiarity and social distance for all three categories of familiarity relative to
the category ‘no familiarity in real life’ (i.e., D1 b = -0.144, bias-corrected 95% C.I. = [-0.245,
-0.055]; D2 b = -0.177, bias-corrected 95% C.I. = [-0.305, -0.048]; D3 b= -0.231, bias-
corrected 95% C.I. = [-0.333, -0.142). To further explore the mediation effect of emotions,
we examined the specific indirect effects for each emotion separately.

Sympathy accounted for the relationship between ‘familiarity in private life’ and social
distance: b = -0.114 (0.041) bias-corrected 95% C.| = [.-0.196, -0.042]. That is, relative to
the reference category, participants who reported ‘familiarity in private life’ reported a
114 units lower score on social distance as a result of the positive (mediation) effect of
sympathy on reducing social distance, when controlling for levels of anger and fear. This
mediation effect of sympathy was not found for the categories ‘familiarity in passing by’
and ‘familiarity in work’

Relative to the category ‘no familiarity in real-life, fear was a significant mediator of
the relationship between all three categories of familiarity on the one hand and social
distance on the other hand: D1 b =-0.087 (0.023) bias-corrected 95% C.I. = [-0.144, -.050];
D2 b =-0.104 (0.034) bias-corrected 95% C.I. =[-0.180, -0.050]; D3 b =-0.101 (0.025), bias-
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corrected 95% C.I. = [-0.154, -0.060]. This means that, ‘familiarity in passing by’ ‘familiarity
in work’ and ‘familiarity in private life’ predicted lower levels of fear relative to the ‘no
familiarity in real-life’ category. These lower levels of fear in turn predicted lower levels of
social distance.

Concerning the emotion of anger, effects similar to those of fear were found, but for anger
the effects were smaller (negligible) and only on the border of significance: D1 b =-0.026
(0.013) bias-corrected 95% C.I. = [-0.059, -.005]; D2 b = -0.027 (0.015) bias-corrected 95%
C.I. =[-0.066, -0.007]; D3 b =-0.017 (0.009), bias-corrected 95% C.I. = [-0.040, -0.003].

To summarise the mediation effect of emotions in the relationship between familiarity
and social distance, fear seems to be the strongest mediator of the relationship between
familiarity and social distance. Sympathy seems to mediate the relationship between
familiarity and social distance only for ‘familiarity in private life’ relative to ‘no familiarity
in real-life’ Anger seems to be a significant but negligible mediator of the relationship
between familiarity and social distance.

We conducted a mediation analysis similar to the latter analysis with social distance as an
outcome variable, to examine whether emotions (i.e., fear, anger, sympathy) may mediate
the relationship between familiarity and the intention to help. The analyses showed results
similar to those for social distance, only with smaller effects. First, relative to the category
‘no familiarity in real-life, only the category ‘familiarity in work’ was directly related to
higher levels of intention to help when emotions were taken into account; D2 b = 0.151
(0.069), p = .028. For all three categories of familiarity the sum of the indirect effects (i.e.,
the sum of the indirect effect of fear, anger, and sympathy) was significant, indicating that
emotions seem to mediate the relationship between familiarity and the intention to help
for all three categories of familiarity relative to the category ‘no familiarity in real-life: D1
b =0.127, bias-corrected 95% C.I. =[0.047, 0.214]; D2 b = 0.153, bias-corrected 95% C.I. =
[0.040, 0.267]; D3 b= 0.197, bias-corrected 95% C.I. = [0.120, 0.288. To further explore the
mediation effect of emotions, we examined the specific indirect effects for each emotion
separately.

Sympathy accounted for the relationship between ‘familiarity in private life’ and the
intention to help: b =0.097 (0.034) bias-corrected 95% C.I =[0.035, 0.169]. That s, relative
to the control condition, participants who reported ‘familiarity in private life’ reported a
.097 units higher score on intention to help as a result of the positive (mediation) effect
of sympathy on increasing the intention to help, when controlling for levels of anger
and fear. This mediation was not found for the categories ‘familiarity in passing by’ and
‘familiarity in work’
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Relative to the category ‘no familiarity in real-life} fear was a significant mediator of the
relationship between all three categories of familiarity on the one hand and the intention
to help on the other hand: D1 b = 0.070 (0.019) bias-corrected 95% C.I. = [0.038,0.115]; D2 b
=0.084 (0.026) bias-corrected 95% C.I. =[0.041, 0.142]; D3 b = 0.081 (0.019), bias-corrected
95% C.I. = [0.052, 0.128]. This means that, ‘familiarity in passing by, ‘familiarity in work’ or
‘familiarity in private life’ predicted lower levels of fear relative to the category of ‘no real-life
familiarity; these lower levels of fear in turn predicted a higher intention to help.

Concerning the emotion of anger, similar effects as for fear were found, but for anger
the effects were smaller (negligible), and only on the border of significance: D1 b = 0.029
(0.011) bias-corrected 95% C.I. =[0.011, 0.058]; D2 b = 0.030 (0.014) bias-corrected 95% C.I.
=[0.010, 0.068]; D3 b = -0.019 (0.009), bias-corrected 95% C.I. =[0.006, 0.047].

To summarise the mediation effect of emotions in the relationship between familiarity
and the intention to help, fear seems to be the strongest mediator of the relationship
between familiarity and intention to help. Sympathy seems to mediate the relationship
between familiarity and the intention to help only for ‘familiarity in private life’ relative to
‘no familiarity in real-life! Anger seems to be a significant but negligible mediator of the
relationship between familiarity and intention to help.

In this study we have examined the Dutch general public’s levels of familiarity with
people with intellectual disabilities, its relationship with stigma and the mediating role
of emotions in this relationship. The present study demonstrated that two-thirds of the
Dutch population reported familiarity with people with intellectual disabilities in any
form, while one third reported no real-life familiarity. In general, relatively low levels of
stigma were reported in this study. Nevertheless, members of the general public who
were unfamiliar with people with intellectual disabilities in real life, demonstrated higher
levels of stigmatisation than people who reported some form of real-life familiarity. People
who reported familiarity within their private lives reported higher levels of sympathy than
people who reported less familiarity. When emotions were taken into account, no direct
effects of familiarity on levels of discrimination were found. Yet, emotions mediated the
relationship between familiarity and discrimination, among which fear was found to be the
strongest mediator. That is, being more familiar with people with intellectual disabilities
predicted lower levels of fear towards them, which in turn predicted lower levels of
discrimination. Concerning sympathy, a mediation effect was only found for people who
reported familiarity in private life whereby higher levels of sympathy explained lower
social distance and more intention to help.
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Our study has demonstrated that the number of people who are unfamiliar with people
with intellectual disabilities within the Dutch population (about a third) is still substantial.
This is especially relevant in light of the finding that participants with no familiarity in
real life reported higher levels of stigmatisation. The relationship between familiarity
and stigmatisation is also demonstrated within population studies in the field of mental
iliness (Angermeyer & Dietrich, 2006). Moreover, recent studies in the field of intellectual
disabilities demonstrated that prior contact with people with intellectual disabilities
related to lower levels of stigmatisation (Blundell et al., 2016; Werner, 2015; Wilson & Scior,
2015). Therefore, policy makers should be aware that mere physical integration does not
automatically lead to a situation in which people with intellectual disabilities are known
and recognised within mainstream society. Raising awareness of this finding among policy
makers might increase a sense of urgency to adhere to the United Nations convention
on the rights of persons with disabilities, which, as a consequence, could increase the
support for developing innovative policies and laws that create space for people with
intellectual disabilities to realise valuable life goals. For example, it may prove beneficial to
involve advocacy groups of people with intellectual disabilities on a more structural basis
in the development of policies that affect the lives of people with intellectual disabilities
on a local, national, and organizational level.

Concerning public anti-stigma interventions, these results support a focus on increasing
the general public’s familiarity with people with intellectual disabilities. After all,
participants in the present study who only reported ‘familiarity in passing by’ already
showed lower levels of stigmatisation than people reporting no familiarity in real life. In
line with this, Bighy and Wiesel (2019) suggest that within mainstream society ‘convivial
encounters’ may help people with intellectual disabilities to ‘being recognised’ and
‘becoming known’ (Bredewold, Tonkens, & Trappenburg, 2016; Goffman, 1961; Wiesel
& Bighy, 2014). These convivial (i.e., fleeting or more sustained) encounters in daily live
with for example neighbours, shopkeepers, and bus-drivers may provide a potential
space for the general public to become familiar with people with intellectual disabilities
(Bigby & Wiesel, 2015; 2019). Suggestions on how support workers may promote convivial
encounters between their clients and people from mainstream society, are presented by
Bigby and Wiesel (2019). For example, support workers could initiate such encounters.

However, it is far from evident that support workers play a role in advocating for people
with intellectual disabilities. In the Netherlands, one of the key foci within support is
individualised support planning which is a legal requirement for service organizations as
a way of enhancing person-centred support and high quality care. That is, people with
intellectual disabilities together with their legal representatives/relatives and support
workers should agree on goals for individual support along the lines of quality-of-life
indicators (Herps, Buntinx, Schalock, Van Breukelen, & Curfs, 2016). However, such a strong
focusonindividual support planning, risks overlooking astructural line along which support
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workers are motivated to focus on the structural, societal context in which people with
intellectual disabilities live. Moreover, it risks overlooking attention for how to advocate
for their clients and challenge stigma. Furthermore, previous studies have shown that
support workers’ perceptions of a professional role identity primarily focused on care tasks
and not on promoting social inclusion (Overmars-Marx, 2018). Therefore, support workers
may form a potential source of advocacy that is not fully used as this aspect of social care
roles has not been recognised well. In addition to providing and arranging individualised
support, support workers should be encouraged and facilitated to cooperate with local
government and local communities to advocate for people with intellectual disabilities,
increase familiarity and combat existing stigma. Also, in training programs it seems to be
relevant to pay attention to motivating support workers to support encounters within
mainstream society (e.g., providing them with good practices). Whenever possible, support
workers should empower people with intellectual disabilities to play a role in this process of
advocacy themselves. In the Dutch context this is needed both in the long-term intensive
care context, as well as in the context of social support.

Moreover, professionals that can play a key role towards full inclusion (e.g., employers,
health professionals, and policy advisors) could be specifically targeted in anti-stigma
interventions. That is, members of the general public with no familiarity in real life
with people with intellectual disabilities, may include people that can play a key role
in facilitating full inclusion as professionals such as mainstream health professionals,
employers, policy makers (Ellenkamp, Brouwers, Embregts, Joosen, & van Weeghel, 2015;
Pelleboer-Gunnink, Van Oorsouw, Van Weeghel, & Embregts, 2017). These groups can be
offered education about intellectual disabilities taught by trained advocates with lived
experience of intellectual disabilities. This may induce a potentially positive contact
experience (Kienhorst, Pijnenborg, & van Weeghel, 2016). Future studies might investigate
the effect of stimulating convivial encounters within mainstream society as well as the effect
of targeting key professionals, on population levels of familiarity and related stigmatisation
of people with intellectual disabilities.

The present study showed that emotions seem to mediate the relationship between
familiarity and discrimination. Specifically, fear, compared to sympathy and anger, seemed
to be the most apparent mediator. This aligns with stigma research following from the
intergroup contact theory. Pettigrew and Tropp (2006) discuss in a meta-analysis that
especially reducing intergroup anxiety can achieve reductions in stigmatisation following
from contact (Paolini et al., 2004). In their discussion, intergroup anxiety refers to feelings
of threat and uncertainty that grow out of concerns about how one should act, how one
might be perceived and whether one will we accepted. Also, in the field of intellectual
disabilities, there are indications that fear and anxiety may play a role in establishing
reactions towards people with intellectual disabilities (Pelleboer-Gunnink et al., 2017; Scior,
Connolly, et al., 2013). Thus, it seems reasonable to assume that, concerning people with
intellectual disabilities, increased positive outcomes of anti-stigma contact interventions
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could be achieved to the extent that anxiety (as can be induced by fear) is reduced
(Pettigrew & Tropp, 2006). Future intervention studies should consider incorporating
measures of anxiety to further explore if and how contact interventions affect levels of
anxiety concerning people with intellectual disabilities, and to explore whether decreasing
anxiety might improve intervention outcomes.

Finally, we have to note that in comparison to results presented in the field of mental illness,
this study, reported relatively low mean levels of explicit stigmatisation among the general
public (e.g., compare to Corrigan et al., 2002; Pescosolido, Medina, Martin, & Long, 2013;
Pescosolido et al., 2010). Correspondingly, in a study comparing general public’s responses
towards people with schizophrenia and intellectual disabilities, intellectual disabilities
were related to lower levels of stigma than schizophrenia (Scior, Potts, & Furnham, 2013).
However, although people with intellectual disabilities might be less stigmatised in
the sense of harsh exclusion, they might be more stigmatised in terms of paternalistic
attitudes/stigmatisation due to low attributed responsibility and dangerousness and high
levels of sympathy and intention to help (Corrigan, 2017; Ditchman et al.,, 2013; Fiske,
2012). Also, there is vast heterogeneity in the group of people with intellectual disabilities.
Studies using vignettes describing people with mild intellectual disabilities presented
higher levels of explicit stigmatisation than studies, this study included, that provided the
label ‘intellectual disabilities’ (Scior, Connolly, et al., 2013; Scior, Potts, et al., 2013). Thus,
continuing research is needed to unravel the complex process of stigmatisation of people
with intellectual disabilities. Such research should draw on existing stigma measures and
theories. More specifically, future research should develop tailored measures that may focus
on paternalistic forms of stigmatisation specifically designed for intellectual disabilities.

One of the main strengths of this study was the use of a high quality population sample
with a good response rate, which, to our knowledge, has hardly been used before
in intellectual disabilities stigma research. As a result, the results provide descriptive
information on population level. One of the main limitations of this study concerns the
exclusively descriptive and cross-sectional nature of the results. Experimenting with
different vignettes or different levels of intellectual disabilities could have provided more
insights into the constituents of the intellectual disabilities stigma (van Alphen, Dijker,
Bos, Borne, & Curfs, 2012; Scior, Connolly, et al., 2013). The findings of this study provide
fundamental insight into people’s reaction to the plain label ‘intellectual disabilities’
without any explanation or confounding with other variables. However, due to the
absence of explanation about the definition of intellectual disabilities, there is a risk that
the higher stigma scores for the unfamiliar participants might be explained by an incorrect
interpretation of the term ‘intellectual disabilities’ (e.g., as mental illness). Moreover,
to make use of validated measures compatible with existing concepts of stigma, most
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measures have been borrowed from the field of psychiatry (Ditchman et al., 2013). Yet,
to capture the stigma of people with intellectual disabilities, additional measures might
need to be developed that demonstrate more variability and might relate to paternalistic
forms of stigmatisation (i.e., issues relating to restrictions in self-determination, choice,
and autonomy) (Brockington, Hall, Levings, & Murphy, 2000; Corrigan, Watson, Byrne,
& Davis, 2005). Finally, one of the subscales of emotions (i.e., sympathy) demonstrated
a lower than acceptable Cronbach’s alpha (.624) which might have been caused by the
small number of items addressing this emotion (n =2). This low internal reliability might
have weakened the associations of this scale with other variables.

Even though people with intellectual disabilities are living in mainstream society more
often, the challenge of going beyond physical integration towards full inclusion remains.
Reducing stigmatisation may provide a crucial strategy in the drive towards full inclusion.
This study has shown that a third of the Dutch general population does not report any
familiarity with people with intellectual disabilities in real-life which, consequently, related
to higher levels of stigma. This finding stresses the importance to collectively advocate
for people with intellectual disabilities in order for them to be recognised and become
known within society. Support workers may play a vital role in this process. Moreover, the
importance of fear in the relationship between familiarity and discrimination, may direct
future research and interventions to address this emotion. This may facilitate easy and
comfortable encounters between people with and without intellectual disabilities.
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Chapter 4




This chapter will be submitted for publication as:

Pelleboer-Gunnink, H. A., van Oorsouw, W. M. W. J., van Weeghel, J., Beenakkers, A., & Embregts, P. J. C. M. People
with intellectual disabilities as compared to the general public: an exploratory cross-sectional study into
stereotypes.

Public stereotypes may undergird people with intellectual disabilities’ experiences of stigma. This study explored
which assigned characteristics distinguish people with intellectual disabilities from the general public (i.e.,
stereotypes).

In a stratified convenience sample (n = 194) from the Dutch general public, participants judged personal
attributes of people with intellectual disabilities and the general public by providing likelihood ratings for both
groups on 22 characteristics. Familiarity was studied as a moderator.

Strongly stereotypical characteristics focused on dependency and incompetence, and strongly counter-
stereotypical characteristics focused on competence and independence. Friendly characteristics were found
stereotypical but with a smaller effect size; nuisance characteristics were found not (strongly) stereotypical.

In previous studies, the demonstrated stereotypes of incompetence and dependency have found to be poorly
related to common discrimination measures for people with intellectual disabilities (e.g., social distance).
Therefore, future research should thoroughly explore the nature of discrimination that is related to these
stereotypes.
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People with intellectual disabilities experience stigmatisation within society (Giesbers,
Hendriks, Jahoda, Hastings, & Embregts, 2018). For example, many of them feel being
treated as children, being stared at, being called names, or viewed as stupid (Ali, Hassiotis,
Strydom, & King, 2012; Ali, Strydom, Hassiotis, Williams, & King, 2008; Jahoda, Wilson,
Stalker, & Cairney, 2010). Public stereotypes about the group of people with intellectual
disabilities may undergird these stigmatising experiences (Biernat & Dovidio, 2000).
Previous studies have, for example, demonstrated that the general public judges people
with intellectual disabilities as friendly people, who are in need of help, and not competent
to act on their intentions (Fiske, 2012; Gilmore, Campbell, & Cuskelly, 2003; Werner, 2015).
Such stereotypes might express itself in paternalising or even negative behaviours, which
may strain people’s opportunities to realise valuable life goals such as having employment,
stable social relationships, or good health (Emerson, 2007; Tuffrey-Wijne et al., 2014).

A stronger knowledge base into intellectual-disabilities stereotypes is needed to enable
the development of anti-stigma initiatives related to people with intellectual disabilities
(United Nations, 2006). However, the studies that have been conducted on this subject so
far, are limited in number, scope, and methodology (Pelleboer-Gunnink, van Weeghel, &
Embregts, 2019; Scior, 2011). Particularly, researchers have studied public stereotypes of
people with intellectual disabilities by using Likert scales to ask participant’s agreement
with statements about people with intellectual disabilities (e.g., “People with intellectual
disabilities are friendly”, Likert response: “totally disagree — totally agree”). The use of Likert
scales has provided significant insights such as the public attribution of the stereotypes
being friendly, being in need of help, and being incompetent to the group of people with
intellectual disabilities (Pelleboer-Gunnink et al., 2019; Werner, 2015). These insights
enable further exploration of the consequences of these stereotypes. However, Likert-
scale studies, asking about people’s agreement with a single statement, cannot represent
the probabilistic nature of stereotypes. That is, stereotypes are seen as probabilistic beliefs
about characteristics that distinguish one group from another (Eyal & Epley, 2017). Within
Likert-scale studies, this comparison with the general public has not been made.

In this paper, we aimed to gain new insights into the stereotyping of people with
intellectual disabilities by piloting the percentage-technique. Because familiarity with a
minority group is one of the main buffers against stigma (Pettigrew & Tropp, 2006), we have
additionally examined the relationship between the strengths of assigned stereotypes
and the levels of familiarity of participants with people with intellectual disabilities. In
a stratified convenience sample, we explored which assigned characteristics distinguish
people with intellectual disabilities from the general public (i.e., stereotypes). Thereby,
we further validate stereotypes that have been found to date, and we gain insight which
of these stereotypes are the most distinctive for people with intellectual disabilities as
compared to the general public.



A total number of 194 Dutch speaking members of the general public participated in
this cross-sectional survey in 2017 in the Netherlands. A stratified convenience sampling
method was used. This study received ethical approval from the Ethics Review Board of
Tilburg University (EC-2016.60).

Two inclusion criteria were applied: first, participants needed to be Dutch speaking (i.e.,
the main national and official language in the Netherlands), second, participants needed
to be 18 years or older. Stratification was applied based on age and gender according to
Dutch population statistics (Statistics Netherlands, 2015). In the recruited sample, men
aged 20-40 years were slightly over-represented and elderly >65 years of age were slightly
under-represented. In addition, people with low education were under-represented and
people with middle and high education were overrepresented.

We have recruited participants in the city centres of three cities (between 160.000-334.000
residents) in three different provinces in the Netherlands. The intended sample size was
176 participants (i.e., with a medium effect size and =.05, a power of .95 is obtained for
all analyses with a sample size of 176 participants). Participants who were willing and
eligible (>18 years of age; Dutch-speaking) to participate, were explained both the aim
of the study and about the informed consent. Participants filled out both the informed
consent and questionnaire (5-10 minutes) on the spot. They received a debriefing letter
after finishing the questionnaire.

When aiming to take the probabilistic nature of stereotypes into account, a percentage
technique could be a suitable approach. Using this approach might therefore improve the
construct validity in the measurement of stereotypes of people with intellectual disabilities
(Stephan et al.,, 2014). The percentage technique provides a description of characteristics
that are believed to be connected with a greater likelihood to either a target group (i.e.,
stereotypical) or to a reference group (i.e., counter-stereotypical) (Martell & DeSmet, 2011,
Stephan et al., 2014). Similar as with Likert scales, participants are given a list of attributes.
However, consequently, they are asked to make two percentage estimates instead. One
estimate of the percentage of the target group (e.g., people with intellectual disabilities)
that has each attribute, and one estimate of the percentage of the reference group (e.g.,
general public) that has each attribute (e.g., What percentage of people with intellectual
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disabilities/the Dutch general public is friendly?' Response 0-100%). This method (and also
the closely related diagnostic ratio approach) has been used in research into gender and
ethnic stereotypes, but not yet concerning people with intellectual disabilities (e.g., Block,
Aumann, & Chelin, 2012; Martell & DeSmet, 2011; Stephan et al., 2014). As an alternative,
the diagnostic ratio approach is closely related (e.g., Block, Aumann, & Chelin, 2012;
Martell & DeSmet, 2011). However, the percentage method has been demonstrated to
show higher reliability and validity as compared to the diagnostic ratio approach and is,
therefore, used in this study (Biernat & Crandall, 1996; Stephan et al., 2014).

We thus used a percentage technique to assess stereotypes in this study. Stereotype items
(n = 22) were derived from a previous study (Pelleboer-Gunnink et al.,, 2019). Pelleboer-
Gunnink and colleagues developed an item-list based on literature and a pilot study.
Moreover, they provided input for additional items by analysis of an open-ended question
asked to a random sample of 892 Dutch citizens. Based on salient stereotypes in the
latter open question, we have added four items (i.e., ‘is independent;, ‘is socially skilled’ ‘is
unrestrained;‘is slow’) to the present study that were not yet represented in the original list
of stereotype items. The response format used to answer the percentage questions was an
11-point scale marked in increments of 10 percentage points. A random counterbalanced
design was used in which half of the participants first answered the questions about the
general public followed by the questions about people with intellectual disabilities and
vice versa as to correct for a possible order effect.

The Level of Contact Report (Holmes, Corrigan, Williams, Canar, & Kubiak, 1999), ameasure
found to be valid and reliable when concerning familiarity with mental illness, was used
to assess the degree of familiarity that participants have with people with intellectual
disabilities(Corrigan et al., 2001; Holmes, et al., 1999). On a 12-item list participants had
to check the situations that best depicted their exposure to people with intellectual
disabilities. For example, “I have worked with a person who had an intellectual disability
at my place of employment”. The degree of familiarity was the most familiar situation that
was indicated by the participant. Due to non-normally distributed rank scores, we made
four categories based on the content of the items. The categories indicated: ‘no familiarity
in real-life’ (rank-item 1-4, e.g., watching a documentary), ‘familiarity in passing by’ (rank
item 5, i.e., observing people on a frequent basis), ‘familiarity in work’ (rank-item 6-8, e.g.,
providing services), and ‘familiarity in private life’(rank-item 9-12, e.g., friend of the family).

First, potential order effects for the stereotype items concerning the general public
and people with intellectual disabilities were studied with independent t-tests on the
difference scores with a Bonferroni correction. In case of a significant order effect, this
stereotype was not used in consequent analyses. Following, paired-t-tests were used
to assess significant differences between percentages of the general public and people
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with intellectual disabilities that were assigned certain characteristics. The influence of
familiarity on the strength of the stereotypes was assessed by conducting a Multivariate
Analysis of Covariance (MANCOVA) with the version of the questionnaire, gender, and age
as covariates, the mean difference score for each stereotype item as dependent variables,
and familiarity as an independent variable.

Prior to analyses of the stereotype percentages, data were screened to explore whether
the data (interval variables) met the assumption of normal distribution. Kurtosis (max.
= 3.561) and Skewness (max. = 1.718) of all variables were within the range of + 7 and
+ 2, respectively. Therefore, the data were assumed to be normally distributed (Kim,
2013)(Kim, 2013). Also, analyses were conducted to explore whether order effects were
found, yet these effects were not significant. Therefore the order in which the questions
were presented (first general public, or first people with intellectual disabilities) did not
significantly affect the results and there was no need to correct for this effect.

Results of the paired-samples t-tests, and descriptive statistics of the percentage scores
are presented in Table 1 and are ordered according to effect size. Looking into stereotypes
with a large effect size (Cohen’s d > 0.80), a larger percentage of people with intellectual
disabilities compared to people in the general public were judged to have ‘difficulty
learning; ‘difficulty functioning in society, and to be ‘in need of help; ‘childlike; ‘slow
‘vulnerable) ‘affectionate’; and ‘unrestrained’ (i.e., stereotypical). Meanwhile, also with a
large effect size, a smaller percentage of people with intellectual disabilities as compared
to the Dutch general public is judged to be ‘independent’ ‘able to work in a paid position;
‘socially skilled’ or ‘intelligent’ (i.e., counter-stereotypical). Most of these (counter-)
stereotypes seem to involve some form of incompetence and dependence concerning
people with intellectual disabilities. .Characteristics that refer to ‘warm stereotypes
(Pelleboer-Gunnink et al.,, 2019) were not significant (‘sociable’), or were found to be
significant with a small (‘happy;, ‘are to be trusted’) or medium effect size (‘friendly’). For
the characteristics ‘nuisance) ‘sociable’ and ‘can be aggressive; no significant differences
were found on the percentages assigned to the Dutch general public or people with
intellectual disabilities. Thus, these characteristics were neither stereotypical nor counter-
stereotypical.



Descriptive statistics and results of paired-samples t-tests of stereotypes assigned to people with intellectual
disabilities versus the general public

People of the People with
Stereotypes Dutch general intellectual t(193) p ES
public (%) disabilities (%)

Stereotypical M SD M SD
hasdi culty learning 33.66 13.75 69.23 19.21 -19.82 <.001 2.13
hasdi culty functioninginsociety 28.35 15.48 59.59 20.15 -18.84 <.001 1.74
isin need of help 31.03 16.76 64.07 2124 -17.46 <.001 1.73
is childlike 26.86 16.82 52.58 22.84 -13.98 <.001 1.28
is slow 29.95 14.60 52.22 20.23 -1424 <.001 1.27
isvulnerable 42,94 2443 7186 21.37 -1440 <.001 1.26
isa ectionate 37.68 18.44 59.69 19.26 -13.37 <.001 1.17
is unrestrained 35.21 19.53 53.04 2349 -928 <.001 .83
is friendly 67.06 1433 7582 1314 -6.89 <.001 .64
neglect him/herself 2443 1520 3546 2101 -6.65 <.001 .60
is looking physically di erent 4108 3351 5830 2852 -7.17 <.001 55
is happy 63.97 14.33 7093 1507 534 <.001 .47
is to be trusted 61.44  19.92 66.75 2054 -317 002 .26
is sad 1995 1515 2381 1888 -2.78 .006 23
is sociable 64.07  15.08 66.08 1673  -1.48 141 13
can be aggressive 4093 2207 4340 2361 -146 146 11

Counter-stereotypical
isindependent 68.56 15.51 38.04 17.04 19.89 <.001 1.87
isable to work in a paid position 79.12 13.34 50.41 20.83 19.13 <.001 1.64
is socially skilled 67.01 14.08 4763 18.05 1293 <.001 1.20
isintelligent 56.65 16.96 39.74 2114 1033 <.001 .88
is criminal 20.88 1543 1582 1270 387 <.001 .36
is a nuisance 2737 1812 2485 1581 1.83 .069 15

Note. The effect size concerns Cohens d and is evaluated as >0.2 = small; >0.5 = medium; >0.8 = large (NB
bold-faced).

People who reported no familiarity in real life with people with intellectual disabilities
were a minority in the sample (i.e., 13.4%). A quarter of the participants (24.2%) were
familiar with people with intellectual disabilities in passing by, and a quarter (23.7%) was
familiarin awork context. A large percentage of the participants (38.7%) were familiar with
a person with intellectual disabilities in the private context (e.g., a friend of the family).
Compared to a population study in the Netherlands exploring familiarity with people with
intellectual disabilities, participants with no familiarity in real life were underrepresented
in this study (30.6% in population study) (Pelleboer-Gunnink, van Oorsouw, van Weeghel,
& Embregts, 2020).

Levenes test was, with a Bonferroni correction (dividing the original alpha by the number
of tests, leads to the use of an alpha of .002), non-significant for all stereotype difference
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scores, thereby supporting the tenability of the assumption of homogeneity of variances
(i.e,, range: p=.015 and p =.969). No statistically significant multivariate effect of category
of familiarity of participants on the strength of the stereotypes was found, corrected for
the effects of gender, age, and version of the survey ( =.692, F (66, 494) = .981, p = .523).

People with intellectual disabilities report experiences of stigma within society. Public
stereotypes about people with intellectual disabilities may undergird these experiences.
In the present study, a stratified convenience sample of the Dutch general public was used
to explore which assigned characteristics distinguish people with intellectual disabilities
from the general public (i.e., stereotypes) according to the general public. To do so, we
have used a percentage technique to assess stereotypes of people with intellectual
disabilities in order to extend the often-used Likert-scales. Characteristics that were found
strongly stereotypical for people with intellectual disabilities mostly involved areas of
dependency and incompetence (e.g., have difficulty learning, are in need of help, are
slow, are vulnerable). Similarly, characteristics that were strongly counter-stereotypical
concerned stereotypes of competence and independence (e.g., are independent, are able
to work in a paid position ). Warm and friendly characteristics were found stereotypical but
less strong than the incompetent characteristics. Characteristics referring to people with
intellectual disabilities as a nuisance were not (strongly) stereotypical. No relationship
between levels of familiarity with people with intellectual disabilities and the strength of
stereotypes was found in this study.

Even though these results need to be interpreted with caution due to the preliminary
nature of the study, the results prompt us to think about their potential meaning, both
concerning the use of the percentage technique as well as concerning the nature of
stigma and the use of anti-stigma strategies. Concerning the use of the percentage
technique, one finding that indicates a benefit of this method over Likert-scale studies is
the demonstrated minor distinctiveness of stereotypes that refer to characteristics such
as warm and friendly. In previous studies using Likert-type scales, stereotypes that refer
to people with intellectual disabilities as warm or friendly, were considered to be main
stereotypes (i.e., characteristics with high mean scores; Fiske, 2012; Pelleboer-Gunnink et
al., 2019; Werner, 2015). This study showed that even though a large percentage of people
with intellectual disabilities were viewed as warm and friendly, a large percentage of the
general public were viewed as warm and friendly as well. Warm and friendly characteristics
might thus not be strongly distinguishing characteristics; this deviates from what the
results of previous Likert-scale studies seem to suggest. Summarised, results derived
from the percentage technique represent the probabilistic nature of stereotypes more
accurately and thereby extend existing studies that do not make comparisons with the
general public (Martell & DeSmet, 2011; Stephan et al., 2014).
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Concerning stereotypes of clearly negative behaviours (‘can be aggressive; ‘criminal’ ‘a
nuisance’), the present results are similar to previous studies in that these stereotypes
were found to be either counter-stereotypical or non-significant. That is, people with
intellectual disabilities are expected to be less criminal than the Dutch general public
and similar to the Dutch general public on levels of nuisance or potential aggression. This
coincides with the low mean scores on alike stereotypes using Likert-scales in previous
studies, and thus adds to the construct validity former measures (Pelleboer-Gunnink et al.,
2019; Werner, 2015). Studies addressing memory biases (e.g., accentuation bias or recall
bias) have stressed the fact that especially information/experiences that accord with the
core of our stereotypes is processed and recalled stronger than information that does
not belong to the core of our stereotypes (Fyock & Stangor, 1994). Therefore, probably,
experiences of aggression/nuisance concerning people with intellectual disabilities,
might not be recalled strongly by the general public even though these experiences may
take place (Matson & Shoemaker, 2011).

Concerning the potential implications of this study related to the nature of stigma and
anti-stigma interventions, a first line of thought relates to the prominence of stereotypes
that refer to people with intellectual disabilities as incompetent, dependent, vulnerable,
and childlike as found in this study. In previous Likert-type studies, alike stereotypes were
found (Pelleboer-Gunnink et al., 2019; Werner, 2015). This study underlines and extends
these results by showing that people with intellectual disabilities seem to deviate the
most from the general public on these characteristics. However, these stereotypes have
been demonstrated in previous studies to have little to no predictive value concerning
regular measures of discrimination (i.e., social distance, intention to help). That is, the
stereotypes of ‘warmth’ and ‘dangerousness’ have been found to be more predictive
of discrimination (i.e,, social distance and intention to help) than stereotypes of
incompetence (Pelleboer-Gunnink et al.,, 2019; Werner, 2015). Yet, the evidence is clear
that people with intellectual disabilities are challenged by stigma both in how they are
treated as well as in structural stigma that limits their opportunities to realise valued life
goals. Because these incompetent/dependent stereotypes play a significant role in the
stigma of people with intellectual disabilities, a main task of future research is to explore
the nature of discrimination that may be related to these stereotypes, and as well, to
develop discrimination measures accordingly (Werner, Corrigan, Ditchman, & Sokol, 2012).
Potential directions to further explore the nature of this type of discrimination might be
found in justification theories whereby people believe that there are moral, ethical, legal,
social, natural, and logical bases for their rejection (Biernat & Dovidio, 2000). For example,
for members of the general public, stereotypes of incompetence and dependence might
provide a cognitive justification and a clear conscience for the fact that people with
intellectual disabilities have limited opportunities in competitive employment (Siperstein,
Heyman, & Stokes, 2014; Siperstein, Parker, & Drascher, 2013); that there are many people
with intellectual disabilities living in situations of poverty (Ditchman, Kosyluk, Lee, &
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Jones, 2016); or that there are limited opportunities to be involved in choices that affect
their own lives (Bekkema, de Veer, Wagemans, Hertogh, & Francke, 2015; Bekkema, de
Veer, Wagemans, Hertogh, & Francke, 2014; Bowey, McGlaughlin, & Saul, 2005).

When future studies demonstrate stigma processes whereby justification beliefs are
relevant within the general public, anti-stigma initiatives might especially aim to (1)
address inequalities using elements of ‘protest’ Within ‘protest’ interventions the injustice
of stigma is stressed and a moral appeal is created for people to change their beliefs
and behaviours. In the field of intellectual disabilities one study already demonstrated a
‘protest’ intervention to have stronger destigmatising effects than a‘contact’ intervention
in increasing empowerment beliefs and decreasing sheltering beliefs (Walker & Scior,
2013). Also in other fields, the importance of addressing injustice in the face of stigma has
been demonstrated (Durrheim, Jacobs, & Dixon, 2014; Kay et al., 2007); (2) support self-
advocates to continuously pose counter-examples of incompetence and dependence
as to gradually modify the beliefs of the general public about people with intellectual
disabilities (Rusch, Angermeyer, & Corrigan, 2005; Walker & Scior, 2013). The general
public’s tendency to view people with intellectual disabilities as akin in being ‘warm’and
‘friendly’ might in this respect work advantageously in the general public’s willingness to
attend to anti-stigma initiatives.

The study has some important limitations. Even though the sample was stratified, it was a
pilot study using a selective stratified convenience sample (n= 194) with some over- and
underrepresentation of specific groups (e.g., people with higher education, and people
familiar with people with intellectual disabilities). The sample was therefore not completely
representative for the Dutch population and results should be interpreted with caution.
To strengthen the evidence, future research might want to replicate the results within
randomly selected population sample. Moreover, no definition of intellectual disabilities
had been provided to participants. Even though this provided us with a response to the
plain label ‘intellectual disabilities; it might have been possible that participants would
have related intellectual disabilities to other diagnoses/labels (e.g., Alzheimer’s disease,
mental illness).

People with intellectual disabilities continue to experience stark challenges when living
within mainstream society (Scior et al., 2016). Stigma as an explanatory process concerning
these challenges needs not to be underestimated and needs a continuing search for the
nature of stigma and ways to combat it (Scior et al., 2016).
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health professionals’ stigmatising attitudes towards people with intellectual disabilities: a systematic
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Equal access to mainstream healthcare services for people with intellectual disabilities still requires attention.
Although recent studies suggest that health professionals hold positive attitudes towards people with intellectual
disabilities, stigmatising attitudes may influence their efforts to serve people with intellectual disabilities in
community healthcare practice. To stimulate inclusion in mainstream healthcare services, this systematic review
focussed on barriers in attitudes of mainstream health professionals towards people with intellectual disabilities.

Five electronic databases were systematically searched and references in full text articles were checked for
studies published in the English language between January 1994 and January 2016. A social-psychological triad
of cognitive, affective and behavioural dimensions of stigmatising attitudes is used to structure and discuss the
results.

The literature search generated 2190 records with 30 studies that passed our exclusion criteria. Studies were
mostly cross-sectional and of moderate quality. With respect to stigma, a lack of familiarity with and knowledge
about people with intellectual disabilities was found. Intellectual disabilities were considered as a stable condition
not under personal control. Moreover, mainstream health professionals had either low or high expectations of
the capabilities of people with intellectual disabilities. Professionals reported stress, lack of confidence, fear and
anxiety, a tendency to treat people with intellectual disabilities differently and a lack of supporting autonomy.

Stigmatising attitudes towards people with intellectual disabilities appeared to be present among mainstream
health professionals. This might affect the ongoing challenges regarding inclusion in mainstream healthcare
services. To facilitate inclusion in mainstream healthcare services, it is recommended to include contact and
collaboration with experts- by-experience in education programs of health professionals. Future research should
progress beyond descriptive accounts of stigma towards exploring relationships between cognitive, affective
and behavioural dimensions as pointers for intervention. Finally, inclusion would benefit from an understanding
of ‘equal’ treatment that means reasonable adjustments instead of undifferentiated treatment.
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Current western policy stresses the importance of equal access to mainstream healthcare
servicesfor peoplewithintellectual disabilities. Article 25 of the United Nations’Convention
on the Rights of Persons with Disabilities specifies that persons with disabilities have ‘the
right to the enjoyment of the highest attainable standard of health without discrimination
on the basis of disability’ (United Nations 2006). This implicates that persons with
disabilities receive care of the same quality and the same range as provided to other
persons. Preferably, care is provided as close as possible to one’s own community and
denial of health services should be prevented.

Health professionals are key persons in living up to the principle of inclusion in
mainstream healthcare services and are, therefore, particularly mentioned in Article
25 of the convention. Health professionals should provide care of the same quality,
‘including on the basis of free and informed consent by, inter alia, raising awareness of the
human rights, dignity, autonomy and needs of persons with disabilities through training
and the promulgation of ethical standards for public and private health care’ (Article 25d).
However, attitudes of health professionals towards people with intellectual disabilities
may influence their effort to support inclusion in mainstream healthcare services (Mansell
et al. 2002; Cobigo & Stuart 2010).

Overall, positive attitudes towards providing mainstream healthcare towards people
with intellectual disabilities have been reported (Gill et al. 2002; Melville et al. 2005). For
example, primary care staff and hospital staff indicated that people with intellectual
disabilities have the same rights for health services as other people (Mcllfatrick et al.
2011). Next, professionals reported positive feelings about providing care for people
with intellectual disabilities (Gill et al. 2002; Lewis & Stenfert-Kroese 2010; Wilkinson et al.
2013; Flynn et al. 2015) and, in one study, even perceived their contacts with people with
intellectual disabilities as stimulating experiences (Slevin & Sines 1996). Despite these
positive attitudes, the ideal of inclusion in mainstream healthcare services for people
with intellectual disabilities is not considered as being sufficiently achieved (Krahn et al.
2006). Without negating the presence of positive attitudes among health professionals,
(e.g. Gill et al. 2002; Melville et al. 2005), stigmatising attitudes that counteract inclusion
in mainstream healthcare services might be present (lacono et al. 2014). Preliminary
evidence indeed affirms that stigmatising attitudes of mainstream health professionals
can be a barrier for people with intellectual disabilities in the access to good quality,
mainstream healthcare services (Lindsey 2002; Gill et al. 2002; Krahn et al. 2006). For
example, studies describe the tendency of clinicians to overlook symptoms of mental
health problems and attribute them to being part of ‘having an intellectual disability’
(diagnostic overshadowing) (Mason & Scior 2004; Werner et al. 2013). Also, people with
intellectual disabilities and their carers have reported perceived discrimination and
negative comments as a significant experience in general hospitals (Gibbs et al. 2008). It
is thus crucial to examine the stigmatising attitudes of health professionals, and to create
awareness to further improve inclusion in mainstream healthcare services.
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The intellectual disabilities field, in contrast to the field of mental illness, however lacks
a systematic conceptualisation of stigma (Ditchman et al. 2013). Stigma refers to the
possession of a powerful label that conveys a devalued social identity within a certain
context (Goffman 1963; Link & Phelan 2001). From a social- psychological perspective,
stigmatising attitudes are related to cognitions, as well as to affective reactions and
discriminatory behaviour (Dovidio et al. 2000; Link & Phelan 2001; Corrigan & Watson 2002).
The cognitive dimension reflects the lack of knowledge and perceptions of, in this case,
health professionals about people with intellectual disabilities (e.g. negative stereotypes,
attributions). The affective dimension entails the emotional reactions of health professionals
to people with intellectual disabilities (e.g. fear, pity). The behavioural dimension reflects
the discriminatory behaviour or the behavioural intentions towards people with intellectual
disabilities (e.g. social distance, discrimination) (Dovidio et al. 2000).

Stigmatising attitudes towards people with intellectual disabilities have received limited
research attention and that only recently (Ditchman et al. 2013). This recent attention is
apparentinstigmareviews concerning members of the general public (Scior 2011), medical
students (Ryan & Scior 2014) and people with intellectual disabilities themselves (Ali et al.
2012). Research into the stigmatising attitudes of mainstream health professionals is also
scarce. In the present review, we therefore aimed to appraise the findings of studies to
address the following questions: (1) do mainstream health professionals hold stigmatising
attitudes towards people with intellectual disabilities and (2) what is the nature of these
attitudes? The social-psychological triad is used as a guideline to structure and discuss
the results within the present review.

The databases PubMed, Psych INFO, CINAHL and ProQuest (i.e. Social Services Abstracts
and Sociological Abstracts) were systematically searched. These databases were chosen
to include medical literature from both PubMed and CINAHL as well as psychological
literature from Psych INFO. The ProQuest databases were included to cover all intellectual
disabilities peer-reviewed journals. The aim was to discover studies evaluating stigmatising
attitudes of mainstream health professionals towards people with intellectual disabilities.
Studies were published in the English language in peer reviewed journals from January
1994 to January 2016.

Search terms were based on the PICO approach specifying Population, Intervention/
exposure, and Comparison and Outcome (Liberati et al. 2009) (see Table 1). In this
study a comparison component was irrelevant because of the descriptive nature of the
research question. Similarly, study designs were not specified because various empirical
designs could provide relevant information regarding the research questions. Studies
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could be either qualitative or quantitative in nature. Population was specified as health
professionals with direct patient or client contact. Professionals with direct contact
were defined as those professionals for whom treatment and/or care of patients/clients
was an important part of their job description (e.g. nurses, GP's, dentists). Therefore,
participants holding jobs like household staff, managers and directors, were excluded.
Direct contact was assumed based on job titles and context information of the article. In
case of uncertainty, the authors of an article were contacted to obtain this information.
When articles included a mix of professionals with (e.g. nurses) and without (e.g. directors)
direct patient or client contact, results were only included when: (1) separate results were
provided for the different groups of professionals; or (2) it was demonstrated that there
were no (statistically significant) differences between these groups. Furthermore, students
were excluded because their stigmatising attitudes have been recently reviewed (Ryan &
Scior 2014). Regarding the intervention/exposure, studies should concern people with
intellectual disabilities. The outcome of research should include cognitive, affective or
behavioural dimensions of stigmatising attitudes by which people are viewed or treated
as devalued. Table 2 presents an overview of the inclusion and exclusion criteria.

Table 1 provides an overview of the search terms and strategy applied in PubMed using
both Medical Subject Headings (MeSH) and additional text words. MeSH is the controlled
vocabulary thesaurus that PubMed uses for indexing articles. Other databases have similar
thesauri. The use of thesaurus terms did have two benefits. First, thesaurus terms enabled
us to find articles about stigmatising attitudes independent of the words that articles
used to describe stigma. Second, because of the hierarchical tree structure of thesaurus
terms, it was possible to search for several specific terms under the heading of higher
order terms. For example, by using the MeSH term ‘health personnel;, we automatically
searched using approximately 100 specific terms (e.g. orthodontist, physical therapist).
We repeatedly tested our search strategy to discover which text words were necessary in
addition to thesaurus terms to find all relevant articles. The text words intellectual disab*,
staff, service-provider* and attitude* were added to the search strategy. Similar search
strategies were used in the other databases.

The selection process for studies consisted of four phases: identification, screening,
eligibility and inclusion (see Fig. 1). In the identification phase, records were identified
in four different databases. The screening phase involved title and abstract selection, in
which duplicates, essays and review studies were excluded. The titles were independently
screened by two reviewers (HP and PE, WvO or JvW) based on the inclusion criteria.
Records were retained when the title fulfilled all three inclusion criteria, or when there was
uncertainty about the presence of a criterion. This strategy resulted in 84% agreement
on average between the different reviewer-dyads. The reviewers discussed differences
until full consensus was reached. Thereupon, the remaining records proceeded to the
abstract selection where exclusion criteria were independently assessed by two reviewers
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(HP and WvO) who achieved 77% agreement. Disagreements were again discussed until
full consensus was reached. The other reviewers (PE and JvW) were consulted regarding
complex decisions.

Search strategy PubMed using Medical Subject Headings [MeSH] and text words.
PUBMED FINAL SEARCH STRATEGY
1 Population: healthcare professionals
#1 Health Personnel [MeSH]
#2 Sta [TI/AB]
#3 Service-provider* [TI/AB]
#4 #1 OR#2 OR #3
2 Exposure: intellectual disability
#5 Intellectual disability [MeSH]
#6 Mentally disabled person [MeSH]
#7 Developmental Disabilities [MeSH]
#3 Learning Disorders [MeSH]
#9 Intellectual Disab* [TI/AB]
#10  #5O0R #6 OR#7 OR#8 OR #9
3 Outcomes: stigmatising attitudes
#11  Social stigma [MeSH]
#12  Stereotyping [MeSH]
#13  Attitude [MeSH]
#14  Knowledge [MeSH]
#15  Social distance [MeSH]
#16  Social discrimination [MeSH: NoExp]
#17  Prejudice [MeSH: NoExp]
#18  Rejection [MeSH]
#19  Social Marginalization [MeSH]
#20  Attitude*[TI/AB]
#21  #11OR#12 OR#13 OR#14 OR #15 OR #16 OR#17 OR #18 OR #19 OR #20

4 Outcomes & Exposure: stigmatising attitudes toward disability”

5 Outcomes & Population: stigmatising attitudes of healthcare professionals
#22  Attitude of Health Personnel [MeSH]

6 Combining search term groups

#23  #4 AND #10 AND #21 (healthcare professionals & intellectual disability & stigmatising attitudes)
#24  #10 AND #22 (intellectual disability & stigmatising attitudes of healthcare professionals)

#25  #25 OR#26

Note. TI/AB refers to the search for text words within title and abstract; MeSH refers to the search for Medical
Subject Headings, the thesaurus terms that were used in PubMed. All thesaurus terms, unless stated otherwise,
were expanded to various lower level terms. For example the term‘health personnel’encompassed all healthcare
personnel from dentists to psychotherapist to nurses. Similar search strategies were used for Psych Info, ProQuest
and CINAHL."Not applicable within PubMed, but for example the thesaurus term ‘attitude to disability’ was used
in CINAHL.

In the eligibility phase, full text articles were scrutinised for the presence of inclusion and
exclusion criteria. These criteria were then extensively discussed by two reviewers (HP and
WvO). In case of uncertainty about criteria, authors of the original article were contacted
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for clarification. The quality of the remaining studies was assessed using the Multi Method
Appraisal Tool (MMAT, Pluye et al. 2011), an instrument to assess the quality of studies
with various research designs (i.e. qualitative, quantitative randomised, quantitative non-
randomised, descriptive and mixed method studies). This instrument has demonstrated
good content validity and reliability (Pluye et al. 2011). Appraisal was discussed by a senior
researcher (WvO), experienced in conducting and supervising systematic reviews, and the
first author (HP).

Inclusion and exclusion criteria.

Inclusion criteria

Main participants of the study were mainstream healthcare professionals who have direct client
or patient contact. Direct contact was de ned as treatment-related contact (e.g., contact between
nurses/therapists and patients).

Outcome of the study comprised cognitive, a ective or behavioural dimensions of stigmatising
attitudes by which people are viewed or treated as devalued

The study concerned people with ID

Exclusion criteria
Participants:
Studies solely focusing on students
Studies in which the sample included healthcare professionals without direct client contact (e.g.
managers or director