Chapter 8

Exploring Disability and Impairment: Disabled Person’s Perspectives

8.1
Introduction

This chapter will offer possible explanations for the results presented in Chapter 7 and interpret the data.  The results will be discussed under the section headings: The contact hypothesis and disabled people; The hierarchy of impairment; Locating impairment in society; and, Aversive Disablism – Building on Aversive Racism.

The main findings of this research are:

· Disabled and non-disabled people achieved similar results, as measured by the GASTDP and were within the positive threshold for the scale, thus reflecting a positive attitude toward disability

· Both disabled and non-disabled samples produced higher scores when measured by the Subtle Prejudice sub-scale of the GASTDP than the Blatant Prejudice sub-scale, suggesting people may hold subtle forms of prejudice toward disability

· Both samples had a similar hierarchy of impairment, as measured by the ATIS, with the Deaf sub-group ranked first, followed by Arthritis, Epilepsy, Cerebral Palsy, HIV/AIDS, Down’s Syndrome and Schizophrenia.  Only HIV/AIDS and cerebral palsy were placed in reverse order by the non-disabled sample

· The contact hypothesis was not supported by the data produced through this research, for when attitudes toward disabled people were measured using the GASTDP against the three independent variables of 1. contact with disabled people in terms of frequency (how often), 2. levels (how many disabled people), and 3. location (work, home or social settings) did not produce statistically significant differences, for either disabled or non-disabled sample.  However, those disabled people who voluntarily chose to associate with other disabled people scored lower on the GASTDP (more positive result) than those who had high levels of contact but not through personal choice

This chapter will aim to explore the contact hypothesis with particular reference to contact between disabled people, in other words, the influence of contact between members of a stigmatised group upon attitudes toward other members of that group (section 8.3).  The possible causes of the results produced in relation to the hierarchy of impairment will then be discussed (section 8 .4) in order to identify specific influences upon the prejudice and discrimination faced by members of each of the impairment sub-groups.  The theme of impairment will be continued in section 8.5 challenging the social model assertion that ‘impairment is nothing to do with disability’, arguing instead that impairment is to some extent, socially constructed.  Section 8.6 will offer an argument that subtle forms of prejudice exist toward disabled people, even amongst those who purport holding positive attitudes toward disabled people.  This section will draw upon earlier work in relation to Critical Race Theory, presenting an argument for aversive disablism.  Finally, section 8.7 will suggest a number of recommendations for further research into attitudes toward disabled people in order to continue the development of Disability Studies with specific reference to attitudes of disabled people toward disability and impairment as a social construction.  Firstly, however, as is standard when reporting research within social psychology, it is important to present the limitations of the research prior to the interpretation and discussion of the results.

8.2
Limitations of the Research

Self-Selection of Respondents

Due to the self-selecting nature of the research methodology there is a risk that respondents were only those who were motivated to do so.  In other words, those with an interest in disability issues.  This may have led to more positive results being produced than may be found if an alternative method of data collection is utilised.

Low Response from Black and Minority Ethnic Community

A very low response rate from the Black and Minority Ethnic (BME) community was achieved and therefore any inferences from this research cannot claim to represent the views of this particular minority group.  

Research Tools Tended to Exclude People with Learning Disabilities

Due to the level of literacy required to complete the GASTDP, ATIS and the Demographic Data Questionnaire, it was found some people with learning disabilities were unable to provide the information requested unaided.  In order to ensure the confounding variable of the person assisting the respondent did not influence the responses, where this was known to have occurred, these responses were removed from the data analysis.

Impairment Group Sample Sizes

Sample sizes in relation to each impairment group are small and therefore any conclusions drawn from the data in relation to one impairment group’s attitudes as compared to another must be viewed with caution.  In addition, caution on the interpretation of hearing impairment results needs to be shown as they tend to come from an elderly population rather than the Deaf community.  As the literature has revealed, the Deaf community may hold distinct attitudes that are different from the majority of other disabled people, viewing themselves more as a linguistic minority than as disabled people (Middleton, Hewison and Mueller, 1998) and therefore may give different results from those found through this research.

This chapter will now discuss and interpret the data, paying particular attention to the data produced from the disabled sample.  It is my intention to offer a ‘disabled perspective’ on attitudes toward disability and people living with impairments, thus building on the existing literature and research that has predominantly focussed on non-disabled attitudes toward disabled people.  This will be done by paying particular attention to the data produced by the disabled sample.

8.3
The Contact Hypothesis and Disabled People

This research set out to test the contact hypothesis, which asserts attitudes towards a particular group will be influenced through contact with that said group (Higgs, 1975; Weisel, 1988).  Unlike previous research into the contact hypothesis in relation to disabled people, which has primarily come from the perspective of non-disabled persons’ contact with disabled people, the focus of this research was whether contact between disabled people influenced attitudes toward other disabled people as a group.  This section will therefore explore the nature of the contact between disabled people, such as whether the association is voluntary or created through the structure of the services available to this group, for instance residential care, and how this variable may influence attitudes toward other disabled people.

Contrary to other research that found positive relationships between attitudes toward disabled people and levels of contact (Gething, 1991; Furnham and Thompson, 1994; Yazbek, McVilly and Parmenter, 2004), the results from the data presented in this thesis did not find a strong relationship for either the disabled or the non-disabled samples as measured by the GASTDP (see Tables 7.14 to 7.19).  This is in line with Hagen, Powell and Adams’ (1983) research, who also did not find a relationship between contact and attitudes.

The level of contact with disabled people was found to be comparable with the European Commission’s (2001) finding that approximately sixty percent of Europeans said they know someone with a disability, long-term illness or infirmity.  The majority of respondents from both the disabled and non-disabled samples reported some level of direct contact with disabled people on a relatively regular basis (see Tables 6.11and 6.12).  This data suggests a discrepancy between the number of respondents who reported zero for the number of disabled people they had contact with and the frequency of contact within each of the three environments (work/college, home and social).  This can be explained by respondents possibly regarding casual contact (for instance, seeing a disabled person in a pub but not being with them), as zero for the number of people they know in the social setting and yet seeing them on a reasonably regular basis (for instance, once a month).

The Influence of Choice of Contact in Influencing Attitudes Toward Disabled People

Social psychology literature suggests simple contact with a stigmatised group is unlikely to achieve attitude change (Pettigrew and Tropp, 2000) as a number of other factors also need to be present (Donaldson, 1980).  In line with this proposition, those disabled people who voluntarily chose to associate with other disabled people in coalitions of disabled people, achieved lower scores as measured by the GASTDP than other sub-groups within the disabled sample (see Table 7.18).  This association, however, is unlikely to be the cause of the positive attitudes, but rather, those disabled people who already hold positive attitudes are likely to seek out others with similar attitudes.  Further research into this group of disabled people may help to identify other variables that may assist in identifying methods of positive attitude change.

Asch (2004: pp. 22-24) may offer an explanation for this finding.  By drawing on Critical Race Theory (CRT) (which will be discussed further below under the theme of aversive disablism) the distinction between segregation and separation is articulated, with the key distinction between the two being choice and control.  When an individual has control over key aspects of their life and are able to make genuine choices, this is likely to lead to empowerment and raised self-esteem.  The raised self-esteem may give disabled people the empowerment to feel comfortable in seeking the company of other disabled people without fear of being stigmatised.  The use of non-mainstreamed services, with tailored support, may then become a positive lifestyle choice, rather than an imposed service.  Hence, it could be argued, by having choice and control over service provision, this may lead to improved self-esteem, which in turn may lead to a more positive attitude toward associating with other disabled people.

The voluntary association with other disabled people may have implications in relation to the role of group norms in attitude-behaviour consistency.  White, Hogg and Terry (2002) found people tend to behave in accordance with their attitudes if those attitudes are ‘accessible or held with certainty’.  In addition, people, they conclude, may also bring their behaviour in line with their attitude when there is normative support from a salient in-group.  Those people from both the disabled and non-disabled sample who achieved higher score as measured by the GASTDP may therefore lack a salient in-group in relation to disability.  The importance of contact between disabled people with a positive affirmation of a disability identity and non-disabled people therefore increases.  Based on White et al’s (2002) finding “exposure to an ingroup norm, particularly if the group membership is salient, does influence the strength of the attitude-behavior relation” by more people in the population having exposure to disabled people with a positive identity as a disabled person (hence, a salient in-group member), should improve behaviour toward disabled people.

Social identity theory argues that in general, people have a need for a positive self-esteem and that a symbolic threat, (such as when a person dislikes a certain group even when they do not pose a tangible threat), will reduce the in-group’s collective self-esteem (Tajfel and Turner, 1986).  This threat, Quist and Resendez (2002) argue, will lead to “the bolstering of the ingroup identity through ingroup favoritism” (p. 292) with “people who derive satisfaction and value from their identification with a group are more likely to be biased in favor of that group” (p. 288).  Thus, it may be possible that the results obtained from the coalitions of disabled people in this research are a reflection of this ‘bolstering’ of identity, therefore enhancing self-esteem.  This argument finds support from the DWP (2003: p. 32) report into disability, ethnicity, gender, age and sexuality, whereby those who were involved in disability campaigns were more likely to positively associate with being a disabled person as part of their identity and to view disability as a form of social oppression, than those who viewed disability as a form of ‘loss’.

In addition, Weeber (2005) contends a time of ‘bonding’ with the disability community was found to be essential for the development of a disability identity and a sense of wholeness as a disabled person.  Part of the process, Weeber argues, in developing a positive ‘disability identity’, is to relate to the wider rights agenda, such as women, sexual orientation, race, etc., as well as exposure to disabled people with a variety of impairments.  Beart (2005) argues it should not be assumed people with learning disabilities who join advocacy groups subscribe to the label of learning disability.  For many people, on an emotional level, this ascribed social identity remains a difficult one to acknowledge, and discuss.  Secondly, people may only come to see collective action as important after joining the group, as their knowledge of the label they have been given grows.  It should not therefore be assumed that all people who join a self-advocacy group align themselves with the cause of others labelled in the same way.  The data presented in this thesis suggests those who had recently acquired an impairment may find the ‘disability identity’ difficult to ascribe to.  Despite possibly not wishing to be labelled as such, this sub-group of disabled people may benefit from exposure to other disabled people who are members of advocacy groups, centres for independent living, etc.  Hence, in line with the contact hypothesis purported by Donaldson (1980), the contact with disabled people will be positive and of equal status, and therefore more likely to elicit positive attitude change, not only toward other disabled people but also toward the self.

Haslam et al (2005) argue that the social identification/self-categorisation model of stress suggests that social identity protects individuals from adverse effects of potential stressors through the support of other in-group members.  A positive identification by disabled people with the social category of disability may therefore be important in reducing stress for this group.  The result that those disabled people who were members of an organisation of disabled people scored lower and therefore possibly reflecting more positive attitudes toward disabled people, could also have benefits to the individual in terms of reducing stress.  A social support network is thought to reduce the effects of stress through four explicit functions (House, 1981).  Specifically, it can provide an individual with (a) a sense of acceptance and self worth (emotional support), (b) affiliation and contact with others (social companionship), (c) concrete aid, material resources, and financial assistance (instrumental support), or (d) information useful in understanding and coping with potentially stressful events (informational support).  If Haslam et al’s (2005) findings can be generalised toward disabled people, this group could benefit from improved mental health by positively identifying with other disabled people.  For, “self categorisation principles suggest that social identification has the potential to create an ‘upward spiral’ whereby identification increases social support and psychological well being, which in turn increase social identification” (Haslam et al, 2005: p. 367).

The voluntary nature of the contact is in contrast to the finding that those disabled people with high levels of ‘involuntary’ contact achieved higher score as measured by the GASTDP.  For instance, those with high levels of contact in a home setting (more than twenty-one other disabled people and therefore living in a residential care home) achieved higher scores (suggesting less positive attitudes) on the GASTDP.  This finding may in part be explained as a consequence of ego-defence.  On the basis that people do not tend to aspire to be a disabled person, the close association with other disabled people may be viewed by some as a threat to the ego (Oskamp, 1977).  Dovidio, Major and Crocker (2000) note in relation to the concept of stigma, the process of stigmatising others can produce an enhancement of the stigmatiser’s own self-esteem through a ‘downward-comparison’ process.  Thus, a member of a stigmatised group (such as a person with a particular impairment) may find that by comparing themselves to others perceived to be less “fortunate” than themselves (for instance, a person with a different impairment), their self-esteem is enhanced.  Duckitt (1994), although referring to the literature relating to race, comments that according to the downward-comparison model, people with low self-esteem tend to be associated with greater prejudiced attitudes, and hold more negative attitudes toward both the out-group and their own in-group (Duckitt, 1994: p. 170).  Thus, according to this model, it is vital that disabled people maintain a positive self-esteem (through positive and valued social roles, such as employment) in order to hold more positive attitudes toward other disabled people (the in-group).
The finding that for the disabled sample, those who self-reported having ‘very good’ relationships with other disabled people, produced the lowest scores, suggests more positive attitudes toward disability than other groups.  However, it should be noted, statistical significance was not achieved between any of the other categories (good; okay, poor; and very poor).  This finding may suggest that disabled people, who feel very positively about their relationship with other disabled people, tend to hold more positive attitudes toward disability in general.  Hence, positive relationships, perhaps not surprisingly, may be reflected in positive attitudes more generally toward disability.  But, whether these relationships actually produce the positive attitude is not possible to deduce from this data.  By holding a positive attitude toward disability, this may help build a more positive relationship with other disabled people.  It should be noted however, that the non-disabled sample did not produce significant results.  However, there was a large amount of missing data and so incomplete findings were produced.

Linked to the argument of contact, disabled people have often faced forms of segregation including residential care and supported businesses.  However, new forms of segregation may be emerging in the form of new technologies, including the Internet.  Whilst it is beyond the scope of this thesis to discuss such technology, there is value in briefly exploring the consequences of how the use of the Internet may collude in further isolation, considering just over 75% of disabled respondents agreed with the notion that the Internet could be used to avoid poor facilities.

Passive Avoidance

Of particular concern was the finding that the majority of respondents agreed that an alternative method of accessing goods and services (the Internet) was appropriate in order to avoid poor facilities for disabled people.  This behaviour could be viewed as a form of passive avoidance, in that disabled people may view avoiding taking more active forms of behaviour towards discrimination (for instance, taking collective direct action by demonstrating against a shop that has poor access) as a more suitable option (see Lalonde and Cameron (1994) for discussion on behavioural responses to discriminatory practice).

With the enactment in 2004 of part 3 of the Disability Discrimination Act, such attitudes from disabled people may collude with subtle forms of discrimination, by giving service providers an opportunity to deliver goods and services in a ‘convenient’ and yet discriminatory form.  By not tackling the core issue of removing poor facilities by replacing these with service delivery methods that do not require direct contact, such methods are likely to further isolate many disabled people.  Reeves (2004: p. 89) illustrates this by explaining how on some occasions she may decide not to go shopping in her local town because of the physical barriers she has to face, whereas on other occasions it may be due to not wanting to deal with the stares received from other people.  The consequence of such behaviour is to limit contact with non-disabled people in a social setting.

Disabled people must therefore consider carefully the negative (real or potential) consequences of new technology such as Internet shopping, which, under the right circumstances is a valuable asset, but could equally become a mechanism by which to exclude some groups of disabled people.  The results obtained in this research must be viewed in the light of Knight, Heaven and Christies’ (2002: p. 17) finding that 54% viewed access to the Internet as ‘necessary to modern life’ compared with just 6% of a comparative sample of non-disabled people.  It is imperative, therefore, that disabled people utilise this developing technology in a manner that complements a life-style and does not deny social interaction. 

Linked to this argument the results for component 1 of the factor analysis of the GASTDP (see Chapter 6, Table 6.30) suggest that both samples were opposed to services and policies that could potentially marginalise disabled people within society, such as residential care rather than community care, or sheltered workshops rather than integrated work settings.  Such views find support from disability rights activists.  For instance, John Evans, when addressing the Disabled People’s European Parliament, (reported in the newsletter aimed at disabled people receiving Direct Payments, “Direct”) argues:

“The European Union should be redirecting resources away from institutions into Independent Living and so restoring disabled people’s dignity, self-worth and self-respect.  Independent Living enables us to contribute to society, to gain a decent education, job and the life of our own choosing, all of which is in the long term more beneficial to the state”.  (Evans, 2003: p. 2).

The results from component 1 would imply both disabled and non-disabled people view other forms of care services as more appropriate, rather than residential care.  What is not known from this result is whether these same respondents would be equally enthusiastic if people with different impairments were, for instance, to live next door to them.  The breakdown of the ATIS results for statement 2 (see Appendix L) suggests that people living with schizophrenia, cerebral palsy and Down’s syndrome would be the least accepted of the seven impairments included on the ATIS.  The desire for social distancing and therefore direct contact with some impairment groups appears therefore to remain an issue.  This theme will therefore be explored further below.

Support for Specialist Provision

Whilst segregated services are generally rejected by both disabled and non-disabled samples, a sizeable minority of both disabled and non-disabled people appear to support the continued use of residential care and the notion that disabled people are ‘happiest’ living and working together (see Appendix K).  This could be interpreted as support for the continuation to some extent, of specialist provisions.  What cannot be deduced from this research is whether these respondents would rather see specialist or segregated services rather than mainstream or community-based, or, whether they believe both forms of service provision are appropriate.  The argument for the continuation of specialist provision is still important, especially when this argument comes from disabled people themselves.  For instance, a very small Australian survey (n = 14) of young people with Down’s syndrome stated their aspirations towards employment, with nine respondents seeking open employment (with or without support) as opposed to three who desired sheltered employment in a workshop (Grantley, Brown and Thornley, 2001).

The case that has been put forward for the continuation of special needs education in the UK may also offer an insight into why a minority may see special or segregated provision as a positive option (Bunch and Valeo, 2004).  Such arguments may be based on the experience of inappropriate provision within the mainstream environment, (often due to a lack of funding and/or expertise from staff), suggesting that more appropriate support and services can be offered within a specialist facility.  This view is articulated by disabled student Kate Caryer in the magazine Disability Now when commenting on the restrictions of independent living:

“I believe every disabled person should have the right to make their own life choices.  But I sometimes wonder if we have lost some of our freedom by shutting residential homes.”  (Caryer, 2005: p. 19)

An alternative explanation for some disabled people supporting the practice of special or segregated practices may be as a result of the respondents wishing to distance themselves from other disabled people, viewing segregated services appropriate for other disabled people, but not for them.  Returning to Leary and Schreindorfer’s (1998: p. 15) four criteria for social disassociation, the social distancing aspect of component 1 of the GASTDP may offer support for this model.  These authors argue that stigmatisation occurs:


“…when a shared characteristic of a category of people becomes consensually regarded as a basis for disassociating from (that is, avoiding, excluding, ostracizing, or otherwise minimizing interaction with) individuals who are perceived to be members of that category”.  (Leary and Schreindorfer, 1998: p. 15)

Thus, using Leary and Schreindorfer’s (1998) conceptualisation of stigma, it would appear that a minority of disabled people were prepared to stigmatise other disabled people in general through a process of ‘interpersonal disassociation’.

Linked to this argument are what Young (1990) terms, the ‘competing paradigms of liberation’.  Young (1990: p. 157) contends “In recent years the ideal of liberation as the elimination of group difference has been challenged by movements of the oppressed.  The very success of political movements against differential privilege and for political equality has generated movements of group specificity and cultural pride”.

Young adds:

“The assimilationist ideal assumes that equal social status for all persons requires treating everyone according to the same principles, rules, and standards.  A politics of difference argues, on the other hand, that equality as the participation and inclusion of all groups sometimes requires different treatment for oppressed or disadvantaged groups” (p. 158).

But at what price does this ‘different treatment’ come?  The respondents who agreed that Internet shopping was beneficial to disabled people as a means by which they can avoid poor facilities, could have been supporting Young’s assertion that it is sometimes appropriate to treat people differently in order to create a more just and equitable society.  However, there is a fine line between ‘different treatment’ to ensure equity, and segregated services.  For instance, at what stage is it appropriate, taking Lennard Davis’ illustration cited in Ryan (2006) of the lady with a noisy ventilator attending the opera, to provide ‘special’ performances for people using such equipment.  This is not to argue that ‘different treatment’ is not appropriate in many instances, for, to treat everyone the same will inevitable lead to discrimination.  It is sometimes necessary to offer different forms of service, support, treatment, etc., in order to treat people fairly, on the basis that different groups and individuals will have diverse needs, be that due to race, gender, religion, or, impairment.  But, a ‘special’ performance for disabled people, or even people with specific impairments, cannot only be seen as segregated, but also limiting opportunities for equal status contact between disabled and non-disabled people to take place.

As no statistical difference was found for the independent variables tested in relation to contact, and yet both disabled and non-disabled samples achieved results that fell into the positive threshold as measured by the GASTDP, alternative explanations for these results need to be sought.  One tentative explanation could be the influence of the prevailing cultural attitude toward disability.

The Disability Rights Commission (2005) report, ten years after the Disability Discrimination Act was passed, stated that ‘significant progress’ has been made in relation to the rights of disabled people in terms of employment, education and access.  The Disability Rights Commission highlights employment rates have improved in the past five years from 46.6% to 51% of economically active disabled people; and, the number of disabled students in higher education has increased from 86,250 in 2000/1 to 121,080 in 2003/4.  Likewise, access to goods and services have improved, with physical access to shops, cinemas, restaurants and other public amenities, being far more common than in 1995.  This it can be argued is a reflection of a changing cultural attitude toward disabled people.

If the dominant cultural attitude toward disability, if not positive, is slowly moving toward a position of ambivalence, this may offer a possible explanation for the findings in relation to hypothesis H1 (see Chapter 6, section 6.3).  Adams (2003) argues:

“What we call culture and society is implicated in the formation of self identity.  It lies at its heart. Notions of reflexivity, and in fact any form of self consciousness are all a product of culture in this sense. The individual cannot stand aside from her social and cultural origins and use them, transparently, as a variety of options with which to resource an individualized reflexive self-identity.”  (Adams, 2003: p. 234)

 If Adams’s (2003) assertion is correct, then the ‘self consciousness’ of disabled people toward the self as a disabled person could possibly be reflected in the response toward the GASTDP.  Hence, as the societal attitudes toward disability improve, so the attitude toward the identity as a disabled person may improve.  This argument can also be supported by the theory of planned behaviour, that hypothesises an overt intention to act is a significant predictor of behaviour (Ajzen, 1991).  For, if people state they are going to act in a non-discriminatory manner towards disabled people, then, if the theory of planned behaviour is correct, then behaviours toward this group of disabled people will be non-discriminatory.  Whilst the data presented in this thesis cannot draw any conclusions with respect to this argument, it is recognised overt behaviours toward disabled people have improved in recent years (see Disability Rights Commission, 2005), and the data presented infers attitudes toward disabled people were within the positive threshold as measured by the GASTDP.  Hence, it is possible there is a correlation or relationship between behaviours and beliefs toward disabled people.  However, as will be discussed below in section 8.6 the overt non-discriminatory behaviours may be masking more subtle forms of discriminatory behaviour.

If positive attitudes toward disabled people truly exist from within the disabled population, it could be argued, disabled people themselves should feel a sense of pride in being identified as a disabled person.  With respect to the disabled samples response to statement 18 of the GASTDP this does not appear to be the case.  However, this ‘pride’ is an important aspect of developing a disability culture or disability movement.  This finding supports Watson’s (2002) questioning of whether disabled people have a common group identity and therefore refutes Peters (2000) assertion that a disability culture exists with the minority group taking pride in ‘segregation from Others’.

Watson (2002) directly challenges the idea of a New Social Movement for disability by highlighting Touraine’s view that ‘actors’ must self identify as a collective member.  However, Watson’s research with 28 disabled people, led him to conclude that whilst disabled people share the common characteristic of having an impairment, this is not enough to sustain the notion of a common identity.  Watson (2002) states:

“The image of a disabled person as one who is weak and dis-empowered seems to be as potent an image to disabled people themselves as it is to others who purvey this image, given that many of the informants chose to distance themselves from such an identity.

Self-identity is not formed on the back of a call for difference.  Being disabled, for many of these informants, is not about celebrating difference or diversity, pride in their identity is not informed through the individuals labelling themselves as different, as disabled, but it is about defining disability in their own terms, under their own terms of reference.”  (Watson, 2002)

The theme of disability culture and social identity is taken up by Corker and Shakespeare (2002), who, in their analysis of postmodernism in the context of disability, comment, “The entire concept of identity takes place through this repression of impairment, in such a way that people with impairments cannot affirmatively identify with others like themselves.”  (p. 9).

Whilst the data presented in this thesis can neither support nor refute the existence of a disability culture or movement, the finding that 36.6% of disabled respondents disagreed with statement 18 of the GASTDP (see Appendix K), therefore rejecting the idea of feeling proud to identify with other disabled people, deserves comment.  As argued above, despite over a third of disabled respondents disagreeing with statement 18, at the same time, disabled respondents appear to support the rights of disabled people.  Hence, it can be argued, despite not wishing to belong to this group in society, both disabled and non-disabled respondents appear to support the rights of disabled people to be active members of society.

Those respondents who disagreed with statement 18 would find support from Shakespeare and Watson (2002) who highlight how many disabled people do not seek a ‘disabled’ identity, but may be seeking instead “access to a mainstream identity”.  In addition, these disabled academics argue that many disabled people do not see themselves as part of the disability movement, viewing the refusal to define oneself as disabled or impaired, not as internalised oppression, but as a reflection of an individual’s right to see themselves as a citizen or simply a human being.  Hence, it is possible, if Shakespeare and Watson’s contention is correct, that although disabled people may not find ‘pride’ in identifying with other disabled people they may still hold positive attitudes toward disabled people, by viewing the right of all people to access mainstream services.

With respect to statements 9 and 11 of the GASTDP (accessing a restaurant and a cinema) it is important to see them in light of a social inclusion context.  In the Leonard Cheshire survey (Knight, Heaven and Christie, 2002) of disabled people’s experience of social exclusion, marked differences were found compared to non-disabled responses identified through the Joseph Rowntree survey on poverty and social exclusion in the UK (Gordon et al, 2000).  It is interesting to note that whilst responses to statements 9 and 11 on the GASTDP were overwhelmingly positive from both disabled and non-disabled samples, disabled respondents in the Leonard Cheshire survey reported ‘feeling unwelcome’ when participating in everyday social interactions (p. 18).  This may be explained through meta-stereotyping taking place with respect to the Leonard Cheshire respondents.  In other words, disabled people’s beliefs about how non-disabled people feel in relation to disabled people may be inaccurate.  For, if we take the non-disabled responses to statements 9 and 11 at face value, it would appear the vast majority of non-disabled people believe disabled people have a right to take part in mainstream social activities.  Although statistically significant results were achieved on the ATIS between the different impairment groups in relation to eating in a restaurant, all seven impairment groups fell within the positive range (see Tables 7.38 and 7.39).  Hence, both disabled and non-disabled people appear to believe disabled people should be entitled to access the same services.  Whilst the data does not give evidence to support this contention, it is possible disabled people inaccurately believe non-disabled people believe this is not the case.

This section has argued that whilst the data suggests disabled people held positive attitudes toward disability as measured by the GASTDP, contact between disabled people did not appear to be a significant influence.  I have therefore argued that other causes for these results are possible, such as these results being a reflection of a wider cultural attitudinal shift toward disability.  However, I will now put forward the case that attitudes toward disability should be viewed not in terms of a homogenous group, but rather in relation to each impairment group, for, as Gordon and Rosenblum (2001) contend, “Each sub-category of impairment within the broader category “disability” is subject to social construction with all that implies”.
8.4
The Hierarchy of Impairment

An important element of this research was to explore whether disabled and non-disabled people hold differing strengths of prejudice toward different impairment groups.  Of particular interest was the attitude of disabled people toward other impairment groups, for as Young (1990) argues:

“Members of culturally imperialised groups, that is, themselves often exhibit symptoms of fear, aversion, or devaluation toward members of their own groups and other oppressed groups.  Blacks, for example, not infrequently have racist reactions to other Blacks, as the differentiation between the “light-skinned” and “dark-skinned” Blacks exhibits.  Gay men and lesbians themselves exhibit homophobia, old people denigrate the aged, and women are sometimes sexist”.  (Young, 1990: pp. 147-148)

Young also recognises how members of the minority group ‘live a subjectivity different from the dominant subject position’ (p. 148) insofar that whilst being aware of the dominant cultural attitudes toward the minority group, such as fear, loathing, repulsion, etc., this group also has an identification with others in the group with social networks, giving what Young terms a ‘double consciousness’.  Hence, the minority group view of other members of the minority group will be subjectively different from the majority group, who, it can therefore be suggested, come from a single consciousness with reference to the minority group.  This research attempts to present data to support the hypothesis that disabled people, who hold a ‘double consciousness’ toward other disabled people, will exhibit a differentiation between impairment groups, based on the measurement of attitudes toward different impairments through use of the ATIS.  The analysis of the data presented in Chapter 7 found statistically significant results between the rank order of each of the impairment groups.

The following section of this discussion will therefore explore the results found through this research, offering possible explanations.  Descriptions of the seven impairment groups utilised in the Attitude Toward Impairment Scale (ATIS) are presented in Appendix I.

Comparison of Data with Existing Research

The production of the ATIS was based on the assumption that disabled people could be placed into sub-groups based on impairment and that ‘strength’ of attitude would vary according to the impairment sub-group.  The distinction between a sub-group and a sub-type is important at this stage of the discussion.  Eckes et al (2005) note, “Subtyping occurs when members of a target group clearly disconfirm the group stereotype; these poorly fitting members will be mentally clustered together and set aside as exceptions to the rule”, whereas, “…subgroups arise when participants sort members of a target group into coherent or meaningful clusters each of which is distinct from the others but still a psychological part of a larger group”
Eckes et al cite (2005) Maurer et al (1995) who argued “that each of these processes has distinct consequences for stereotype maintenance and change”.  The key point made by Maurer et al being the claim that sub-typing functions to leave the group stereotype largely unchanged, whereas sub-grouping entails weakening the stereotype through greater perceived variability among out-group members.  The results presented in this thesis suggest both disabled and non-disabled people view impairment as a sub-group, but more importantly, by doing so, are able to ‘weaken the stereotype’.  The weakening of the stereotype of disabled people as an homogenous group may offer an opportunity to identify and therefore focus on those sub-groups facing the greatest oppression through the denial of their rights.  Possible explanations for the ‘variability’ between the impairment sub-groups will be discussed below.  However, in order to place this research in context with previous research into the hierarchy of impairment the first part of this section will briefly compare the findings generated through this research and earlier research into this subject.

As highlighted in the literature review, there has been a lack of consistency between researchers on the choice of impairments utilised in research into hierarchies of impairment.  This inevitably means direct comparisons between the various pieces of research are difficult.  However, some generalisations are possible and will be explored here.

The results produced through the ATIS support Tringo’s (1970) and Thomas’ (2000) finding of mental illness being ‘least preferred’.  Importantly, the data presented in this thesis suggests disabled people may hold similar attitudes to this group, with people living with schizophrenia ranked seventh.  This finding will be discussed further below.  Tringo (1970) also concluded that a dichotomy exists between “hidden” and “overt” impairments, with overt ranking lower.  This research tentatively supports Tringo’s conclusion, for both disabled and non-disabled samples, with the first three highest ranked impairments being regarded as ‘hidden’ impairments.  That said, a person may be living with HIV/AIDS with no overt signs, and likewise, a person diagnosed as schizophrenic may be stable and able to ‘pass’ as non-disabled.  However, the non-disabled sample did rank cerebral palsy fifth and Down’s syndrome sixth, out of the seven impairments on the ATIS.

Harasymiw, Horne and Lewis’ (1976) argument that a hierarchy of impairment is in part based on conformity to the norms set by society, such as acceptance of the work ethic, and are not “value rejective”, appears to be supported by this research, with deafness and arthritis being ranked most positively, whereas HIV/AIDS was placed lower in the rank order.  Specifically with respect to the disabled sample the placement of cerebral palsy fourth out of the seven impairments on the ATIS is consistent with Mastro et al’s (1996) finding of cerebral palsy being ranked below those with only limited functional loss (such as amputation); although it must be stressed, Mastro et al’s sample were not representative of a wider disabled population, having researched disabled athletes.

The finding that disabled people hold a hierarchy of impairment is supported by the limited earlier research by Bertin (1959) and Mastro et al (1996).  More recently, as an illustration of the implications of a hierarchy between disabled people, O’Day and Goldstein (2005) comment how within the US Disability Movement some groups have been “stigmatized and excluded from participation”.  This, they argue, is due in part to a lack of understanding of the implications of different impairments, a lack of resources, and a questioning of the legitimacy of some groups of people with certain impairments (i.e. multiple chemical sensitivities).  Although there is no evidence to support this argument, each of the factors listed by O’Day and Goldstein may also be, in part, factors that influenced the hierarchy of impairment produced by the disabled sample within the research presented in this thesis.

In order to explore the hierarchy of impairment presented in this thesis, the following sub-sections of this chapter will discuss the possible reasons for the placement of each impairment group.  The order of the impairments presented is in the rank order as produced by the disabled sample.  Where there is a more generalised cause (i.e. reciprocity to society) these will be discussed separately.

Placement of Deaf, Arthritis and Epilepsy in the Hierarchy

In light of the finding that Deaf, Arthritis and Epilepsy categories were placed highest in the hierarchy of impairment for both disabled and non-disabled samples, these results require specific attention.  Rather than simply arguing the opposite to the reasons given below for the placement of the lower ranked impairments (i.e. people with schizophrenia being perceived as threatening and people with arthritis as non-threatening) analysis of the data will focus on distinctive features.

The commonly held stereotypes of both arthritis and deafness are likely to be overriding factors in relation to the placement of these two categories.  For instance, arthritis is likely to be perceived as an impairment that affects people as they reach late middle age, and is therefore associated with the aging process.  Stereotypically, arthritis (regardless of whether it is as osteoarthritis, rheumatoid or some other form of arthritis) is seen as causing discomfort or even pain, but unlikely to be regarded as something that significantly restricts a person’s social roles, such as being a parent, worker, or being able to socialise.

Likewise, it is possible the Deaf category was seen in terms of a hearing impairment rather than profound deafness; often associated with a ‘normal’ aging process encountered by many non-disabled people.  Whilst there is no evidence produced by the data for this assumption, it is likely most respondents had or have had, direct contact with an elderly member of the family, friend or colleague who lives with either arthritis or has a hearing impairment.  These people could have been perceived as non-disabled, perhaps in terms of other facets of their life, such as parent, colleague, friend or neighbour.  Hence, those ranked more highly in the hierarchy, may be as a result of familiarity with the impairment through personal knowledge, which may be lacking for those impairments ranked lower.  This view is supported by Lee and Rodda (1994) who conclude from a review of the literature on attitude change toward disabled people that accurate information through direct contact can improve attitudes.  In addition, Yuker (1994) contends that knowledge in relation to disability tends to focus on the negative aspects.  Hence, by having contact with disabled people who are viewed in terms of other facets of their identity (for instance, race or gender), then more positive attitudes toward the particular impairment may be generated.

Epilepsy was ranked third in the hierarchy by both the disabled and non-disabled samples.  Whilst epilepsy can sometimes cause a degree of discomfort or concern for a person witnessing a seizure (Gething, 1992), it is often controlled and therefore ‘hidden’.  It is therefore possible that many of the respondents whilst being aware of epilepsy (perhaps through health and safety training or television programmes), had not witnessed a person having a seizure.  As a consequence, epilepsy may have been viewed as non-threatening in terms of the respondent’s own safety, unlike those impairments ranked lower in the hierarchy.

The first three ranked impairments for each group (deaf, arthritis and epilepsy) can all be regarded as impairments that, in their less extreme form, are unlikely to restrict the individual from functioning is socially valued roles, such as within the employment market.  The so called ‘Protestant work ethic’ still holds much sway within most cultures, whereby individual value (in social as well as monetary terms) is often measured in terms of employment.  Likewise, these three impairment groups were ranked as most highly in terms of being ‘safe’ parents.  Thus, these three impairments may have been regarded as having more social and economic value than the other four impairments.  This argument may be viewed in terms of social reciprocation and will be discussed further below.

Placement of Cerebral Palsy in the Hierarchy

Cerebral palsy was placed fourth in the hierarchy by the disabled sample and fifth by the non-disabled sample.  Possible reasons for these placements in the hierarchy as measured by the ATIS will now be discussed.

The very nature of cerebral palsy as an impairment means that how the impairment affects the individual will vary considerably (Liptak and Accardo, 2004).  This may help to explain why this impairment was ranked both fourth and fifth by the respective samples.  Tables 7.36 and 7.37a reveal that for each of the five statements on the ATIS the disabled sample consistently placed cerebral palsy fourth and fifth.  However, the non-disabled sample responses ranged from third (statement 4) to sixth (statements 1 and 2) (see Table 7.39a).

This range of responses from the non-disabled sample suggests that non-disabled people hold differing strengths of attitude toward cerebral palsy depending upon the context.  For instance, by placing cerebral palsy third in relation to statement 4, this finding suggests non-disabled people are comfortable being in a social situation such as a restaurant with people with cerebral palsy.  It should be noted however, all mean scores for this statement, for each of the seven impairment groups, fell within the positive range (below three).  Caution in interpreting this finding in an unreserved positive manner needs to be expressed in light of Lenney and Sercombe’s (2002) research.  These authors found that whilst non-disabled people expressed positive attitudes toward a confederate in the research who had no speech and used a wheelchair due to cerebral palsy, the confederate tended to misinterpret non-disabled people’s responses to him.  For instance, a female staring at him in a bar was interpreted as ‘fancying’ him as opposed to curiosity.  Hence, the response to cerebral palsy on the ATIS may be based on respondents being comfortable to be in the same room as a person with this impairment, but may not feel so at ease in more intimate relationships.  This view is supported in the literature whereby stress in interactions with disabled people (Cahill and Eggleston, 1994; Gething, Wheeler, Cote, Furnham, Hudek-Knezevic, Kumpf, McKee, Rola and Sellick, 1997) are recorded.  One reason cited for such stress being the discomfort caused by difficulties in verbal communication.

Due to the variability of features relating to cerebral palsy it is possible respondents were holding significantly different stereotypes of this impairment group.  For instance, as approximately 50% of people with cerebral palsy have an associated learning disability (Liptak and Accardo, 2004), if the respondent believed all people with cerebral palsy have a learning disability, then this stereotype would be inaccurate for the other 50%.  Likewise, many people with cerebral palsy are wheelchair users, but this is not the case for all people with this impairment.  However, the prevailing stereotype for people with this impairment group is that of a person with a speech impairment, unconventional body movements, a wheelchair user and some form of learning disability.  These factors may have caused some respondents to view people with cerebral palsy in a paternalistic manner and therefore place cerebral palsy lower in the hierarchy than other impairments.  For instance, the statement in relation to residential care was ranked fifth by the disabled sample and sixth by the non-disabled sample.

Due to the variability of features associated with cerebral palsy it is difficult to say with any degree of certainty which feature is seen as having a greater impact than another.  However, one factor may be the extent this group of people are perceived as able to give back to society.  This point will be explored in more detail below.

Placement of HIV/AIDS in the Hierarchy

HIV/AIDS was ranked fifth by the disabled sample and fourth by the non-disabled sample, as measured by the ATIS.

The placement of HIV/AIDS in the hierarchy of impairment may in part be influenced by attitudes towards other stigmatised groups from a UK and Western perspective (i.e. gay men, drug users, et cetera) as toward the impairment.  Whilst it is not the purpose of this research to explore prejudice and discrimination towards other minority groups within the UK, it is important to recognise that HIV/AIDS has been closely associated with these groups in society.  Therefore, any interpretation of the results must consider the possibility of responses to this group being influenced by homophobia, racism and stereotyped views of drug users.

Treichler (1999) discusses the link between AIDS and homophobia, identifying how a powerful cultural narrative (p. 37) surrounds AIDS, that is as much to do with homophobic attitudes as it is biomedical.  Treichler emphasises the complex narrative surrounding AIDS when she states:

“AIDS is a nexus where multiple meanings, stories, and discourses intersect and overlap, reinforce and subvert each other.  Yet clearly this mysterious male homosexual text has figured centrally in generating what I call here an epidemic of signification.”  (Treichler, 1999, p. 19 – emphasis in the original)

Gilbert (2003) picks up this theme in relation to African Americans, where she argues:

“…entire ethnic/racial groups, such as African Americans or Hispanics, are said to be in “high risk” groups, which emphasizes race/ethnicity and obscures the pervasive forms of disempowerment of the groups.”  (Gilbert, 2003: p. 5)

Associations of this nature, Gilbert states, ignore the sociopolitical construction of HIV/AIDS.  Both Treichler (1999) and Gilbert (2003) identify that social policy in relation to the treatment and prevention of HIV/AIDS has been closely linked with stereotyped views of the so called “high risk” groups, such as the promiscuous gay man or the ‘exotic’ African woman.  Hence, if scientists and policy makers are willing to view HIV/AIDS in a manner that may be construed as homophobic or racist, then respondents to the ATIS may also be guilty of doing likewise.  Thus, whether some respondents were (albeit subconsciously) responding more to their beliefs or even prejudices towards homosexuality or race when completing the ATIS in relation to HIV/AIDS is not known.

The data generated from the ATIS found for the statement in relation to being able to raise a child safely that people living with HIV/AIDS (ranked seventh) and schizophrenia (ranked sixth) were viewed by both disabled and non-disabled as unsafe parents.  It is particularly interesting that the disabled sample scored more highly (less positive) than the non-disabled sample (see Tables 7.37a and 7.39a) for these two impairment groups in relation to this statement, thus suggesting disabled people regard people with schizophrenia or HIV/AIDS as being poor parents.  One possible explanation for this result in relation to people living with HIV/AIDS could be the concern of passing the infection onto the child.  However, by taking sensible precautions and with improved medicines this is becoming less of a risk (Etiebet, Fransman, Forsyth, Coetzee and Hussey, 2004) although should not be dismissed.

If such results are translated into self-belief, then people with HIV/AIDS may view themselves as unable to raise a child safely.  Jussim, Palumbo, Chatman, Madon and Smith (2000) note that research has indicated self-fulfilling prophecies are stronger among low status groups (p. 401).  A self-fulfilling prophecy “occurs when an initially erroneous social belief leads to its own fulfilment” (Jassim et al, 2000: pp. 376-377).  This erroneous belief may prevent potentially good parents raising a child and creating a family (which is viewed as a right under Article 12 of the Human Rights Act (1998) that states “Men and women of marriageable age have a right to marry and to found a family, according to the national laws governing the exercise of this right” (Wadham and Mountfield, 2000)).

The disabled sample produced a mean score of 3.08 and non-disabled sample 2.55 for the HIV/AIDS sub-group in relation to the statement “People with [impairment name] should be protected from situations that are likely to cause stress or anxiety to themselves”.  Despite the non-disabled sample only marginally achieving a mean within the positive range, the HIV/AIDS category still received the most positive results of the seven impairment groups for this statement (see Table7.39a).  As highly significant results were achieved between the impairments for this statement (Table 7.39b) it would appear the type of impairment is a significant factor in whether respondents believed this group of disabled people should be ‘protected’ or not from stress.  With improved life-expectancy for people living with HIV/AIDS (Catalan, Meadows and Douzenis, 2000), the belief that this group should be exposed to normal day-to-day stresses should be seen as a positive result.

With improved life expectancy of people diagnosed with HIV long-term research into the placement of this impairment group may prove valuable.  This should not be seen as a purely academic exercise, but as an opportunity to identify the influence of a range of independent variables upon attitudes toward a previously highly stigmatised group.  Therefore, not only is there a need for standardised tools to be used to measure attitudes towards this impairment group, but also standardised tools to identify the effect of a range of independent variables.  Tools such as the ATIS may be helpful in this process.

Placement of Down’s Syndrome in the Hierarchy

Turning now to the finding that Down’s syndrome was ranked sixth out of the seven impairment groups utilised on the ATIS, this finding suggests the vision set-out in the government White Paper Valuing People (DoH, 2001) still requires significant work in order to be reached.  The placement of Down’s syndrome in the hierarchy will now be discussed.

In relation to the ranking of people with Down’s syndrome, this may have less to do with fear and more to do with disassociation as a consequence of embarrassment.  It is often commented by people who use wheelchairs, how frustrated and even insulted they are when someone speaks to them as though they were a child.  With a stereotyped view of people with Down’s syndrome as being ‘child-like’, disabled respondents may have been distancing themselves from this particular stereotype.  The ‘downward comparison model’ (Dovidio, Major and Crocker, 2000), which can be described as a process of stigmatising others that can produce an enhancement of the stigmatiser’s own self-esteem through a ‘downward-comparison’ process, may give a helpful insight at this point.

People with impairments not associated with cognitive functioning may be downwardly comparing people with Down’s syndrome, in order to enhance their own self-esteem.  Hence, such people may be viewing themselves as belonging to a socially accepted group in society whose behaviour would not cause offence, unlike, they may argue, their stereotyped view of people with Down’s syndrome.  The stereotyped view of people with learning disabilities behaving in inappropriate ways in public are even found amongst care staff (Bell, Eells and Dodder, 2002), and so it is not surprising both disabled and non-disabled people who may have limited contact or knowledge of this group of people, may hold such views.

People with learning disabilities such as Down’s syndrome have also been traditionally viewed as unable to raise children safely (Johnson, Traustadottir, Harrison, Hillier and Sigurjonsdottir, 2001; McGaha, 2002).  This view still appears to hold true from both the disabled and non-disabled samples, who both ranked people with Down’s syndrome fifth of the seven impairment groups against the statement ‘It is wrong for a couple with (impairment name) to have children as they would be unable to raise the child safely’, (see Tables 7.37a and 7.39a).  However, given appropriate support and guidance, this group of people have proven themselves to be effective parents (Jackson, 2004).  If this explanation is true, this is particularly worrying for people whose appearance or behaviour does not fit neatly into what is deemed to be ‘normal’ within UK society.

As stated earlier, many of the beliefs expressed in the construction of both the ATIS and GASTDP are reflected in the Government White Paper Valuing People (DoH, 2001).  When considering that Valuing People sets out the Labour Government policy on ensuring people with learning disabilities participate in society, it is of concern that people with Down’s syndrome were ranked sixth out of the seven impairment groups by both samples overall.  Considering this white paper states, for instance, “People with learning disabilities can be good parents and provide their children with a good start in life, but may require considerable help to do so” and “People with learning disabilities are often socially isolated.  Helping people sustain friendships is consistently shown as being one of the greatest challenges faced by learning disability services” (DoH, 2001: p. 81), these findings suggest that greater awareness relating to the rights of people with Down’s syndrome needs to occur.

One of those rights could be viewed as the right to take risks, which also means greater exposure to failure.  Stephen Ladyman (Minister with responsibility for disability policy in the Department of Health until May 2005) when being interviewed on the topic of social inclusion for people with learning disabilities is quoted as wishing “there was a way of making them [paternalistic relatives] understand a little more risk and a little more letting go might see the larva turn into a butterfly” (Holman, 2004).  Hence, Ladyman supports the standpoint that people with learning disabilities be exposed to risk and therefore face some forms of stressful situations, which will inevitably create a degree of anxiety.  The denial (voluntarily or involuntarily) of social opportunity is likely to perpetuate the child-like status often attributed to disabled people.

Placement of Schizophrenia in the Hierarchy

Schizophrenia achieved least positive results overall, and therefore it could be argued, least social acceptance of any of the impairment groups as measured by either tool (ATIS or Social Acceptance List) for either sample (disabled and non-disabled).  It would appear, given these findings that the stigma attached to schizophrenia has not waned over the years.  Schizophrenia was ranked seventh out of seven impairment groups on the ATIS by both disabled and non-disabled samples.  This finding will now be discussed below.

The findings presented in this thesis in relation to schizophrenia are consistent with government reports into mental health conditions whereby they argue, “Adults with long-term mental health problems are one of the most excluded groups in society” and that the social isolation faced by this group, which includes people living with schizophrenia (which affects one in two hundred adults per year) can cause increased health risks to this group, including increased mortality rates (Office of the Deputy Prime Minister, 2004).  This may not be overly surprising when considering the level of misconception associated with schizophrenia.  The World Psychiatric Association Programme Against Stigma and Discrimination Because of Schizophrenia (cited in Warner, 2000: p. 88) lists these misconceptions as:

· Nobody recovers from schizophrenia

· Schizophrenia is an untreatable disease

· People with schizophrenia are usually violent or dangerous

· People with schizophrenia are likely to infect others with their madness

· People with schizophrenia are lazy and unreliable

· Schizophrenia is the result of a deliberate weakness of will

· Everything people with schizophrenia say is nonsense

· People with schizophrenia are completely unable to make rational decisions about their own lives

· People with schizophrenia are unpredictable

· People with schizophrenia cannot work

· Schizophrenia is the parent’s fault 

Warner (2000: pp. 96-105) offers a range of stigma reducing strategies in relation to people with schizophrenia, including, neighbourhood campaigns, social marketing, lobbying news and entertainment media, and a global anti-stigma campaign.  Taking on board the various caveats in relation to using contact between the stigmatised minority group and the majority group (Donaldson, 1980; Yuker, 1994; Lockhart, French and Gench, 1998) as discussed in the literature review (see Chapter 8), appropriate methods of increasing positive contact between the groups need to be further explored.  Care in the Community within the UK may have increased the likelihood of people with mental illnesses living in the same neighbourhood as other people, but it does not seem to have had a significant impact upon improving attitudes.  Wolff (1997: pp. 144-163) found, however, that with proactive campaigns greater levels of awareness and subsequent social acceptance can be generated.

The threat posed by an out-group member, whether real or perceived, may account for the results generated for the ATIS statements ‘Residential care is usually the best option for people with [impairment]’ and ‘A restaurant owner should be allowed to refuse service to a person with[(impairment] if they upset other customers because of their impairment’ (see Tables 7.37a and 7.39a for breakdown of results).  Each statement gives the respondent an opportunity to socially distance themselves from the person with an impairment.  Leary and Schreindorfer (1998) argue that one cause of social exclusion is the fear of the threat caused by a stigmatised person.  Hence, by viewing residential care as the ‘best’ option and supporting the idea that someone with schizophrenia should be excluded from a restaurant if other people are ‘upset’, the respondent may be reducing the perceived ‘threat’ by socially distancing themselves and thus reducing their own fear.

Whilst it is outside of the scope of this thesis to discuss schizophrenia as a form of illness (see Boyle, 2002), the perception that it is an illness from which there is no recovery (either partial or full) is commonly held, although incorrect (Roe, Chopra, Wagner, Katz and Rudnick, 2004).  This ‘no hope’ diagnosis, linked to the misconceptions listed above, may help to explain the placement of schizophrenia as seventh in the hierarchy.  For, if respondents viewed people with schizophrenia as in need of permanent support so as not to be a risk to either themselves or others; being unemployable; being responsible for their impairment; and so on, the statements on the ATIS would all enable the respondent to report schizophrenia in negative terms.

When the disabled sample was broken down into sub-samples of impairment groups, it was found (although not statistically significant) that the depression and mental health sub-sample held the least positive mean ranks of all twelve sub-samples toward the impairments on the ATIS (see Table 7.8).  Hence, this group held the most negative attitudes toward other impairment groups of all the sub-samples of disabled people.  However, this sub-sample also tended to view schizophrenia more positively than they viewed other impairment groups.  In other words, schizophrenia was ranked more positively by people with mental health problems than the other impairment groups on the ATIS.  This finding may be due to people who have experienced this impairment recognising the discrimination faced by this group and how their rights are being infringed.  If these people also lived with schizophrenia, their insight may be more realistic about the rights and abilities of people with schizophrenia than other peoples.  However, as stated above, any conclusions must be tentative due to non-significant results being achieved.

The Role of Reciprocity in the Creation of the Hierarchy

The hierarchy of impairment may be viewed, in part, as an indication of how much ‘worth’ each group of people have in respect to each other, according to social reciprocity.  Neuberg, Smith and Asher (2000) suggest that disabled people, like others in society, are measured according to how much they can give back (reciprocate) to society.  This links directly to point 3 of Leary and Schreindorfer’s (1998: p. 12) criteria for social stigma.  These authors contend “…people are socially excluded to the extent that they…fail to contribute adequately to the welfare of other individuals or the social groups to which they belong (because they are perceived to be incompetent, irresponsible, infirm, or selfish)”.
One indication of the economic value afforded to disabled people was the response to the statement ‘People with (impairment) have a right to do government sponsored vocational training schemes even if they are unlikely to get a job’ on the ATIS.  This statement is suggesting that all people have a right to training with the goal of achieving employment.  In other words, society (through paying taxes) are investing in an individual in the hope that they will then become employed and also pay taxes, thus, contributing to society themselves.  Whereas the non-disabled sample did not produce statistically significant differences in the results for the seven impairments tested, this was not the case for the disabled sample.

Therefore, it could be argued, non-disabled people may view all people as not only having a right to vocational training and development, but also a responsibility to seek employment, even if it is a goal that may not be achieved.  Thus, non-disabled people may view the social responsibility to contribute to society through work as one that is universal.  At the same time, the non-disabled people (who were predominantly in employment, or had been before retirement due to age) could possibly understand the personal economic, social and psychological benefits of being in paid employment.  However, as mentioned above, the seven impairment sub-groups were viewed differently (statistically significant differences) in relation to this statement by the disabled respondents’, and so the possible causes for this will now be explored.

Disabled people did not see the right to vocational training as a universal right, but access to such services being based, in part at least, on the type of impairment.  This may be as a consequence of the on-going concern expressed by disabled people with respect to losing benefits if they attempt to return to work, but fail to achieve an income that meets their financial needs.  Or, if unsuccessful in gaining employment, having attempted to do so, are viewed as employable and therefore no longer entitled to higher rates of benefit.  That said, the UK Government Green Paper (DWP, 2003) Pathways to Work reports an increasing desire from disabled people to enter into paid employment.  Such views are also reported by Ferrier and Lavis (2003) in relation to people living with HIV/AIDS in Canada, who highlight that with improved health of this group of people, employment appears to be a more viable option as well as a desire.  Paradoxically, these authors also note that with improved health, due to improved drugs, the disability status linked to the right to financial benefits becomes threatened.

The disabled sample’s rank order may also be due to a perception that each impairment group is competing for limited resources and therefore if one group is viewed as less likely to benefit from a service, then it is better to use this resource on those more likely to succeed.  Hence, the disabled sample may have been supporting the allocation of funding on the basis of those most likely to achieve the goal of employment, rather than on those with most need.

Those ranked lowest through the ATIS may be viewed as a ‘poor economic bet’ in terms of being able to provide for oneself.  If this is true, then according to the ATIS results, it could be that people who are deaf, have epilepsy or arthritis, are viewed as better economic ‘bets’ than people living with HIV/AIDS, cerebral palsy, Down’s syndrome or schizophrenia.  Hence, those ranked highest in the hierarchy may have been viewed as being more able to give back to society than those ranked lower down.

Social Policy and the Hierarchy of Impairment

The finding that disabled people hold similar attitudes towards different impairments as their non-disabled peers may have important implications with respect to consultation on social policy relating disability issues.  Policy makers, the results presented in this thesis suggest, should not assume that disabled people will not view different impairment groups with similar levels of prejudice as non-disabled people.  As a consequence, where one impairment group is seen as ‘less deserving’ of a provision, (perhaps because of the cause of impairment), by another group of disabled people, then equitable emphasis on resource allocation may not be evident.  Quist and Resendez (2002) comment upon the realist conflict theory, whereby inter-group conflict is produced by conflicting goals and competing for scarce resources.  For instance, if a local authority seeks service user involvement in the development of its service delivery, then if the user involvement is skewed towards one impairment group as opposed to another, there is a risk that service delivery or even social policy will be more beneficial to one group over another.  And yet, on the surface, there is an appearance of consultation.  A possible illustration of this may be physically impaired service users demanding services that enable them to live fully integrated lives in the community, whilst simultaneously viewing such services as inappropriate for people with mental illness.

This issue will become highly significant with the creation of a single equality commission (Commission for Equality and Human Rights) within the United Kingdom, covering race, sex, sexual orientation, religion and disability (DTI, 2004).  This single commission will merge the three existing equality Commissions (Disability Rights Commission, Commission for Racial Equality and Equal Opportunities Commission).  This may create a real risk that marginalised groups who may fall within the disability remit of the commission may become even more marginalised due to even greater numbers of conflicting agendas.  This is not to say that those most stigmatised according to the hierarchy, such as those with schizophrenia or Down’s syndrome will necessarily become marginalised within the commission, as these groups have many mainstream advocates working on their behalf (for instance, Rethink and MENCAP).  However, those impairment groups who do not have well recognised or high profile impairments may find issues that are important and yet unique to them squeezed off the commission’s agenda.

It will also be interesting to see whether alliances are created and built upon between groups who have vested interests in ensuring other groups prosper, such as people living with HIV/AIDS, the gay community and increasingly the black community.  However, alliances between other minority groups and disabled people are not easily created.  Appleby (1994), for instance, found lesbian women held stereotypical attitudes toward disabled lesbians, and Johnson (2003: pp. 137-139) describes how traditional liberal groups, such as women’s rights and gay rights groups, have little more understanding of disability issues than the general population.

Witcher (2003) recognises that impairment is only one facet of a person’s identity, arguing that:

“The arrival of a Single Equality Body on the scene makes it imperative … to identify common ground and strengthen the call for action, while not losing sight of important differences in the experiences and barriers affecting different groups”.  (Witcher, 2003)

Thus, Witcher (2003) sees the importance of recognising and valuing both difference and sameness between and within different groups.  This approach may assist meaningful alliances to be created, avoiding the creation of devaluing hierarchies within the single equality commission.  However, the distinction between values and attitudes may be important. Wilson (2005) offers the distinction between values and attitudes as a value being a context-independent proscriptive or prescriptive belief, whereas attitudes are evaluative beliefs that focus on a specific object.  Wilson recognises a multitude of attitudes to a range of attitude objects ‘can be tied to a finite set of values’.  The link between attitudes toward disabled people (and specific impairment groups) and wider values, such as the belief in equality and diversity, and hence, that all citizens have a right to be treated as equal members of society, may create opportunities for working together toward common goals, despite the single equality commission being made up of a diverse set of minority groups.  One such example could be the values associated with integration.

A further illustration of the importance of the hierarchy of impairment in relation to social policy is in relation to integration.  Through interviews with 15 disabled participants who were deemed to be successfully integrated into society and people from the social network of the disabled participants, van de Ven et al (2005) contends integration consists of five elements: functioning in an ordinary way without receiving special attention; mixing with others without being ignored; taking part in and contributing to society; utilising opportunities; and, being the director of one’s own life.  However, as Dijkers (2006) notes, which aspects of these five elements are derived from disabled participants and which from non-disabled participants are not stated.  Dijkers also questions whether the same ‘elements’ would have been produced had respondents been disabled people who had not become integrated into society.  That said, these five elements have a resonance with the data produced in the initial stages of the development of the GASTDP (see Appendix A).

Ryan (2006) responds to van de Ven et al ‘s (2005) conclusions noting these authors drew their conclusions from people primarily with motor impairments, questioning the generalisability of their findings to other impairment groups, making specific reference to people with learning disabilities.  However, whilst the data presented in this thesis suggests a hierarchy of impairment may exist, each of the five elements of integration are applicable to each of the seven impairment groups utilised on the ATIS.  For instance, people living with schizophrenia require these same elements, as do people with arthritis.  However, what the hierarchy of impairment could possibly highlight, is the ‘distance’ each of these different groups need to ‘travel’ in terms of social inclusion, before full integration is achieved.

Ryan goes on to state, “…a related area which is not being engaged with is the impact of particular impairments upon other people (disabled and non-disabled) and, moreover, the extent to which the impact is not acceptable”.  The data presented in this research offers a limited response to this issue through the analysis of the responses to the statements in relation to whether a restaurant owner should be allowed to refuse service to a person because of their impairment (statement 9) and whether a cinema should be allowed to refuse entry to a person, again because of their impairment (statement 11).  This data suggests, albeit tentatively, that the vast majority of both disabled and non-disabled reject such discrimination (see Appendix K).  However, perhaps most importantly, is the question whether such beliefs would translate into behaviour.  Again, citing Ryan’s (2006) reference to Lennard Davis’ description of being seated in the opera near a women using a noisy ventilating machine, questioning whether people would be so tolerant if more people using such machines were also in the audience.

Finally, in relation to the hierarchy of impairment, it is of value to briefly explore some of the implications that have been deduced from the above discussion.

Implications of the Hierarchy of Impairment

A number of implications arise from the results of this research including methods by which to reduce those most stigmatised, the consequences of holding paternalistic attitudes toward certain impairment groups, and how the hierarchy of impairment held by disabled people may contribute to the continued oppression of some groups of disabled people.  Each of these points will be discussed below.

Impairment specific attitude change strategies need to be developed further, in order to reduce the fear associated with impairments ranked lowest (least positive) in the hierarchy.  Through the reduction of the fear caused by the stereotyped images of impairments often created by the mass media, such as schizophrenia (Laurance, 2003), this group of disabled people may become less marginalised in society.  Negative and sensationalised representations of people with schizophrenia need to be replaced with non-threatening portrayals of people living with this impairment successfully in the community, creating a more representative image of this group of people.  Where a tragedy does occur, it needs to be put into a wider context, such as people living with schizophrenia are far more likely to self harm than deliberately harm another person (Egdell, Horrocks, Lee and Warburton, 1988).  Hence, the likelihood of ever being attacked by someone living with schizophrenia is very low.

More specifically, the understandable concern for a child’s safety must not be based on prejudiced and stereotyped views of each impairment group.  With appropriate support mechanisms (both formal and informal), which may include parenting skills training for people with Down’s syndrome, safe and loving family units may be created.  Likewise, if people living with HIV/AIDS are concerned about having their own children and the related risk of passing the infection onto the child, they may choose to adopt a child.  By taking appropriate precautions the child can be raised with only minimal risk of infection.  People living with HIV/AIDS may also offer a foster child who is already infected with HIV, support in a manner not possible by other parents.

Further research may be required to identify whether people are more or less accepting of a gay man who is living with HIV/AIDS, drug user, et cetera.  Such research could therefore identify the role that perceptions of ‘blame’ associated with acquiring the disease play, such as Jones et al (1984) suggest through their work relating to stigma.  Jones et al contend one contributing factor of stigmatising conditions is the origin of the stigma.  Therefore, attitude change strategies, including educational programmes, can then be targeted to counter such prejudice.

It is important for disabled people to view life events as part of living, and not seek some form of paternalistic protection from society in general, if it is not warranted.  This view is supported by Nosek, Hughes, Swedlund, Taylor and Swank (2003) in a study of both physically disabled (n = 475) and non-disabled (n = 406) North American women.  These authors found that among disabled women overprotection during childhood correlated with lower self-esteem and greater social isolation.  This is not to argue that disabled people, like any other citizen, are not entitled to the same form of support as others, such as protection from danger or poverty.  It is also not to argue that at certain points in a person’s life, that additional forms of protection may be required.  Such protection may be in part as a direct consequence of that person’s impairment, such as hospitalisation for a person experiencing a psychotic episode due to schizophrenia.  However, it is to argue that if disabled people are to function fully in society, then risks need to be taken.  It is the management of those risks, often through experience drawn from past events that we learn to cope with future situations of a stressful nature.  However, it is necessary to again question the extent to which this argument is true for people with mental health problems as opposed to people with physical impairments, whereby the protection from stressful life experiences may be a positive coping strategy, be that long or short term.  Hence, the results produced from the ATIS in relation to schizophrenia, must be viewed in light of this comment.

HIV positive gay men may give a valuable insight into positive coping strategies when living with a highly stigmatised impairment.  Collins (1998) through interviews with symptomatic HIV positive gay men in Canada (n = 92), found that stressful life experiences enhanced the “life education”, which aided in the development of coping strategies (p. 38).  Any coping strategy in relation to managing stressful life events must also take account of cultural factors.  For instance, in light of the increase in the number of African American women who are infected with HIV, these women require programmes and services that specifically meet their needs (McNair and Prather 2004) and are culturally sensitive.  In addition, such services need to assist people to manage stress in a manner that is appropriate to socio-economic factors pertaining to their lives and not simply focus on psychosocial adjustment to impairment.  Such approaches, and even wider awareness of the value of such approaches, may assist in improving the mean score achieved in relation to the stress and anxiety statement included on the ATIS.  

This research therefore builds on previous research on the hierarchy of impairment by not only supporting previous findings that non-disabled people hold a hierarchy of impairments, but disabled people also rank order other impairments.  The reasons for the placement of each impairment within the hierarchy may well be for different reasons, such as fear of one group more than another, or viewing one group as giving more back to society than another, and so on, but the data suggests these beliefs translate into a stable attitude toward each impairment, regardless of the context.  When viewing this in light of the goals of independent living the findings from this research becomes particularly worrying.  Independent living is founded on three fundamental beliefs:

“Disabled people should have access to the same human and civil rights as non-disabled people;

Society’s reaction to impairment, and the failure to meet needs relating to impairment, have undermined disabled people’s human and civil rights;

This is not inevitable; impairment does not have to determine life chances.  Our biology is not our destiny.” (Morris, 2004: p. 428)

The findings from this research suggest some disabled people may inadvertently be supporting forms of oppression toward people with certain impairments (including self-oppression).  Therefore, it is possible the human and civil rights of some impairment groups are being undermined.  The extent to which this is overtly disablist or a form of what could be termed ‘aversive disablism’ will be explored in more depth in section 8.6 below.

8.5
Locating Impairment in Society

As discussed above, this research contends that both disabled and non-disabled people hold a hierarchy of impairment.  Each of the statements utilised on the ATIS offer the respondent the opportunity to accept or reject statements relating to the rights of people with different impairments.  As such, this research suggests the effect of impairment on the lives of individuals is inextricably linked with societal reaction to the impairment group.  As Crow (1996) contends, “We need to find a way to integrate impairment into our whole experience and sense of ourselves for the sake of our own physical and emotional well-being, and subsequently, for our individual and collective capacity to work against disability”.  Hence, disability, viewed in terms of social oppression, is linked to impairment, thus challenging the view that ‘impairment is nothing to do with disability’ (Oliver, 1996c).  This next section will therefore argue the need to incorporate impairment more centrally into the discourse relating to the social oppression faced by some sub-groups of disabled people.

O’Day and Killeen (2002: p. 11) comment on the complex interaction between the individual and society, noting Watson, Tucker, Baldwin and O’Day’s (1994) contribution to this debate, who argue that disability is always “…in flux, changing with the situation and within the cultural framework”.  Watson et al, note how the debate has moved on from suggesting that all people with impairments can function on parity with non-disabled people to one where the reality of the disability experience is acknowledged.  O’Day and Killeen (2002) surmise:

“…the nature of disability is not merely the interaction between the person and society, nor is it the impairment itself, but rather a combination of both, varying in context and circumstance.”  (O’Day and Killeen 2002)  

In other words, the binary distinction debate between the social-medical model of disability has moved on to recognise the interconnection of functional ability, societal construction and attitudinal affect.  Hence, the social oppression faced by one impairment group as opposed to another, or even one individual within a certain impairment group, may vary greatly, despite being within the same social setting.  This view can be supported by the finding that both disabled and non-disabled samples found it more acceptable for a restaurant to refuse service to people with either schizophrenia (ranked seventh) and Down’s syndrome (ranked sixth) because of their impairment, than the other impairment groups.  It should be noted however, that the mean scores for both samples fell within the positive attitude threshold for statement 4 on the ATIS (less than three).  However, being socially rejected in this manner, even if it is in subtle ways, such as being given a table away from other customers, is likely to damage the self-esteem of the individual and could ultimately cause the disabled person to avoid public settings that have the potential for further rejection.

Shakespeare and Watson (2002) put forward the notion of a ‘social model of impairment’, despite reservations from academics such as Oliver (1996d).  The data produced through this research suggest a hierarchy of impairment exists, based on basic rights in terms of social interactions with other people, the right to hold culturally accepted roles (such as parenting) and social oppression.  It would therefore appear there is a relationship between the impact of a person’s impairment and that impact being to some extent socially constructed.  This view is supported by Howard (2003) who argues for an ‘interactionist’ perspective that can “bridge the gap between the individual and the social” (p. 5).  Howard states:

“As the interaction between the individual and their environment is a social process, this implies that disability is ‘dynamic’, occurring over time and within a particular social context.  The problem is not located either in the individual or the social alone, so dynamics could be altered through elements of both individual and social change, and targeted where they occur”.  (Howard, 2003: p. 5)

Hughes and Paterson (1997: p.335) contend, “Disability is, therefore, experienced from the perspective of impairment.  Ones body is ones window on the world”.  If the hierarchy of impairment exists, each impairment group will view the world through a different ‘window’.  Whilst postmodernists may argue each individual’s perspective is unique, and therefore we all view the world through our own ‘window’, it can be suggested there is a degree of commonality in experience, in part as a consequence of impairment.

Michel Foucault and Disability Studies

Through a process of ‘self objectification and categorisation’ human beings are given both a social and personal identity (Rabinow, 1984: p.8).  The first mode of ‘objectification’, according to Michel Foucault, is ‘dividing practices’.  Such practices, according to Foucault, lead to exclusion, in a social sense (Rabinow, 1984).  It is to the work of Michel Foucault this discussion will now briefly turn, as scholars are recognising the importance of Foucault’s work in relation to social theory within a context of disability (Hughes and Paterson, 1997; Tremain, 2002; Tremain, 2005).  Hughes and Paterson (1997) argue “the sociology of the body could help the social model of disability to escape its reluctance to give impairment a sociological agenda.”  These authors contend that Foucault takes issue with conventional sociology, and therefore, they suggest, with the social model of disability.  This is due to the body being absent from analysis as a consequence of impairment being viewed as having no causal relationship with disability (see Oliver, 1996a).
Hughes and Paterson (1997) argue:

“Disabled people experience impairment, as well as disability, not in separate Cartesian compartments, but as part of a complex interpenetration of oppression and affliction.  The body is the stuff of human affliction and affectivity as well as the subject/object of oppression.  The value of a phenomenological sociology of the body to the development of a sociology of impairment is that it embodies the addition of sentience and sensibility to notions of oppression and exclusion.  Disability is experienced in, on and through the body, just as impairment is experienced in terms of the personal and cultural narratives that help to constitute its meaning.  Impairment and disability meet in the body not as the dualistic clash of inner and outer phenomena, but insofar as impairment structures perceptions about disability and disablement is part of the `felt world’ “.  (Hughes and Paterson, 1997)
Galvin (2005) uses Foucault’s concept of power and resistance coexisting and mutually reinforcing, arguing that the most marginalised and disenfranchised ‘wield more power to disturb the status quo’ than those more closely approximate to the norm, “because, by having been forced to live at the edges of society, the oppressed occupy a location which lends itself to the disturbing of these boundaries.”  If, therefore, the hierarchy of impairment represents a ranking of those most marginalised, theoretically, those ranked lower in the hierarchy (for instance, people with schizophrenia and Down’s syndrome) may disturb the boundaries more than other impairment groups.  Whilst people living with Down’s syndrome may not traditionally be seen as a group who can disturb the status quo, their increased presence in social settings, such as restaurants, cinemas and the workplace, may indeed do this.  The data presented in this thesis did not support the contact hypothesis in relation to disabled people as an homogenous group, in other words, contact with disabled people was not found to affect attitudes.  Therefore, by more people with Down’s syndrome and schizophrenia being in public, if Galvin’s (2005) assertion is correct, then these people may remain continue to be perceived with negative affect, despite contact.  But, with increased protection under UK law to receive equitable access to goods and services (see Doyle, 1996) and with policies to encourage integration (DoH, 2001; DoH, 2005), these groups of people are likely, through their very presence in society, to disturb the boundaries between the norm and those on the margins of society.  Foucault challenged traditional views of power, arguing against the concept that power was held exclusively by dominant groups (see Rabinow, 1984) for instance, for Marxists, power could only be exercised by the rich ruling class who owned the means of production.  Foucault, however, recognised power can be exercised by particular people in specific situations (Tremain, 2005), which will in turn produce other reactions and resistance.

Morris (1991) highlights the criticism levelled towards the social model that it ignores the bodily experience of people living with impairment, and that pain is often part of the lives many disabled people.  Hughes and Paterson (1997) comment on this criticism by noting social modellists (a term used by Thomas, 1999a) argue pain is an issue for medicine, not politics.  Hughes and Paterson challenge this position by stating “…pain – like impairment – is clearly far more than a carnal sensation.  The body is both sensational and meaningful.”  Thomas (1999a) recognises the psycho-emotional effect of impairment in not only biological terms but also social.  She argues that:

“…as well as the social barriers which are experienced as externally imposed ‘restrictions of activity’ as currently recognized by social modellists – for example, not being able to obtain employment, appropriate housing, the resources for independent living, and so on - there are also social barriers which erect ‘restrictions’ within ourselves, and thus place limits on our psycho-emotional well-being: for example, feeling ‘hurt’ by the reactions and behaviours of those around us, being made to feel worthless, of lesser value, unattractive, hopeless, stressed or insecure.”  (Thomas, 1999: p. 47)

The rank ordering of the impairments could therefore be indicative of those who suffer more pain than others, not necessarily in terms of the physical, but in terms of psychological suffering as a consequence of social exclusion and oppression.  Hence, those ranked lower in the hierarchy of impairment may be seen as those who face the greatest ‘social suffering’.

Kleinman, Das and Lock (1997) argue:

“[The] incommunicability of pain arises from the asymmetry of access to experiential knowledge that it gives us.  According to this view, to be in pain is to be certain about this knowledge.  To be asked to react to another person’s pain is to be in doubt about its existence.  From the perspective of theories of social suffering, such a preoccupation with individual certainty and doubt simply seems a less interesting, less important question to ask than that of how such suffering is produced in societies and how acknowledgement of pain, as a cultural process, is given or withheld.  After all, to be ignorant or incapable of imagining another person’s pain does not signal blindness in moral sensibility in the same way in which the incapacity to acknowledge that pain does.  Yet this latter failure is at the bottom of the cultural process of political abuse.” (Kleinman, Das and Lock, 1997: p. xiii)

The psychological pain caused by ‘social suffering’ as a consequence of the denial of rights, such as participating as a citizen in an equitable manner, should not be understated.  By viewing impairment and any associated pain as an issue for medicine, effectively places this approach within the sphere of ‘political abuse’, as quoted above.  Whilst the social model does not deny the existence of pain, per se, it does argue the experience of pain is individual (Oliver, 1996c).  However, by not acknowledging pain in terms of ‘social suffering’ due to oppression faced by people with different impairments, those people living with impairments ranked lower in the hierarchy of impairment, such as people living with schizophrenia, will be facing greater levels of political abuse.

However, taking a Foucauldian approach, Tremain (2005: p. 11) suggests, “there is indeed a causal relationship between impairment and disability” for disability (as a form of social oppression) cannot exist unless people have an impairment and therefore it is fantasy to argue they are not linked.  It is perhaps the lack of causal relationship that has led to criticism of the World Health Organisation’s attempt to seek a synthesis between impairment, activity limitation and participation restriction (Imrie, 2004), known as the International Classification of Functioning, Disability and Health (ICF) (WHO, 2001), with Imrie (2004) warning that with the biopsychosocial model of disability being at the heart of the ICF, “the biomedical origins of BPS may well lead back to the entrapment of reductive conceptions of disability and impairment, that is that the biological is prior to the social”.  Hence, an overemphasis on the medical aspect of the model, with the social consequences of impairment (activity limitation) being little more than a appendage.
 Hughes (2000) offers a compelling argument for a ‘sociology of impairment’, seeing an approach that develops a cultural critique of medicine as enhancing the social model of disability.  Hughes states that by making the distinction between impairment and disability the “theoretical bedrock of the social model”, it therefore “focussed its attention upon socially produced disablement and its elimination to the neglect of a sociological account of impairment” (p. 556).  He goes on to argue that aesthetics and ‘geneticisation’ of contemporary life have added to the exclusion of people with impairments.  Although a social perspective has been taken in relation to the interpretation of attitude statement 8 on the GASTDP “Disabled people should be protected from situations that are likely to cause stress or anxiety to themselves”, the results appear to support Hughes’ argument for a need for a sociological account of impairment.  The finding that the majority of disabled people agree with ‘protecting’ some other people with impairments from stress or anxiety, may result in a form of self-oppression, whereby disabled people themselves restrict opportunities to participate in socially valued social roles, such as employment, parenting, etc., and therefore add to the social exclusion already faced by many disabled people.
Social Construction of Impairment

The argument that impairment is to some extent socially constructed is not new, with people fighting for the rights of people living with HIV/AIDS arguing that many of the effects of HIV/AIDS are more to do with prejudice then the disease itself.  Crimp (1987) puts this argument thus:

“AIDS does not exist apart from the practices that conceptualize it, represent it, and respond to it.  We know AIDS only in and through those practices.  This assertion does not contest the existence of viruses, antibodies, infections, or transmission routes.  Least of all does it contest the reality of illness, suffering, and death.  What it does contest is the notion that there is an underlying reality of AIDS, upon which are constructed the representations, or the culture, or the politics of AIDS.  If we recognize that AIDS exists only in and through these constructions, then hopefully we can also recognize the imperative to know them, analyze them, and wrest control of them.”  (Crimp, 1987: p. 3)

More recently, postmodernist writers have argued that other impairments are socially constructed.  For instance, Wilson and Beresford (2002), like Crimp, do not deny the distress experienced by people facing mental illness or psychiatric conditions, but note  the need to recognise ‘diverse subjective realities’ (p. 143).  Corker and Shakespeare (2002) contend, “Post-structuralism provides a different view of the subject, arguing that subjects are not the autonomous creators of themselves or their social worlds” (p. 3).  Hence, by taking a postmodernist approach, the diverse realities of the experience of impairment can be viewed in part in the context of the interaction with the environment or ‘social world’.  A call for a ‘new norm’ by deconstructing impairment as a social construct would:

“…encompass the acceptance and valuing of difference, individual diversity and attributes of the physical body and mind, and would allow physically disabled people to achieve the goals of the original ‘normality’ model, i.e. personal autonomy and self-determination but where individualism, i.e. the ‘ability to stand on one’s own two feet’ without having to depend on others for help or personal assistance, etc., is no longer applicable.”  (Houston, 2004: p. 319)

Houston (2004) recognises the limitations of impairment as a social construct, questioning “how far society is prepared to go in terms of accepting, accommodating and valuing those people with the highest level impairment need”.  This concern in relation to a social model of impairment is supported by the findings of this research in relation to a hierarchy of impairment.  A helpful way of developing a social theory of impairment may be found in the conceptualisation of mainstreaming gender equality.  Rees and Parken (2003) in their guidance to the Equal Opportunities Commission on the principles of gender mainstreaming recognise that:

“Whilst gender mainstreaming argues respect for the individual, it does not reduce difference entirely to the individual level as ‘managing diversity’ can do.  Group characteristics that have been used to produce social and economic disadvantage (sex, race’, ethnicity, disability, sexuality) are to be challenged whilst the needs of the individuals who form part of these groups are to be given voice through the mainstreaming approach.” (Rees and Parken, 2003: p. 8)

From a disability perspective, the ‘group characteristic’ based on impairment, (which may have produced the social and economic disadvantage), is recognised, with each individual and his or her experience forming part of the group who are given a ‘voice’ through mainstreaming.  Booth and Bennett (2002) argue, in terms of gender equality, that equalities policies can be conceptualised as a “three-legged stool”, which recognises the interconnection between three perspectives – the treatment perspective, the women’s perspective and the gender perspective.  Having argued that a linkage exists between impairment and disability; in other words, that, unlike proponents of the social model, it is proposed there are not only direct social consequences of impairment, but the level of affect varies according to the impairment.  Hence, a social theory of impairment could be developed in terms of a ‘three-legged stool’ whereby the interconnectedness of impairment (functional limitation), disability (the social oppression faced) and the environment (the place of interaction between the individual and the place whereby the oppression occurs causing social limitation) is created.  Hence, a social model or theory of impairment may require all three components to interact at once.  This suggestion is along similar lines to the biopsychosocial model of disability proposed under the ICF (World Health Organisation, 2001) that attempts to achieve a synthesis “thereby providing a coherent view of different perspectives of health from a biological, individual and social perspective", (World Health Organisation, 2000: p. 23), but would respond to critics of the ICF such as Barnes and Mercer (2004) (see Chapter 2).  Such an approach, whereby impairment is a fundamental part of the model, as opposed to a separate and distinct concept, may, as Shakespeare and Watson (2002) suggest, assist more disabled people to identify with the ‘disability movement’, for as these authors state, “We are not just disabled people, we are also people with impairments, and to pretend otherwise is to ignore a major part of our biographies”.  In addition, with the social setting and social limitation linked to impairment and oppression, all facets of the disability experience must be recognised on an equal level.

In conclusion to this section, this approach would also respond to critics of normalisation principles (see Chapter 2) whereby the person with an impairment challenges the social oppression faced through a constant process of self-regulation to avoid drawing attention to oneself (Tregaskis, 2004: p. 14).  As Thomas (1999a) forcefully argues:

“…it is quite possible simultaneously to make a conceptual distinction between impairment and disability, reconceptualize the latter as a form of social oppression, understand that bodily variations classified as impairments are materially shaped by the interaction of social and biological factors and processes, and appreciate that impairment is a culturally constructed category which exists in particular times and places.”  (Thomas, 1999a: p. 141)

The finding presented in the data that a hierarchy of impairment may exist, as measured by the ATIS, which is based on social attitudes toward different impairment groups, therefore supports Thomas’ contention that impairment is ‘a culturally constructed category’.  By placing impairment at the forefront, rather than the individual being assimilated into society by ‘passing’ as non-disabled, difference due to impairment, will be seen simply as one facet of identity, such as race and gender, and thus challenge negative cultural representations of disability and in particular, different impairment groups.  However, for inclusion to be a reality for all impairment groups, having argued above that a hierarchy of impairment exists, subtle forms of oppression must be challenged as well as more blatant forms and it is this point that will be discussed next.

8.6
Aversive Disablism – Building on Aversive Racism

One intention of this research was to test the hypothesis that ‘Attitudes of disabled people toward other disabled people will score significantly more highly on the Subtle Prejudice sub-scale than the Blatant Prejudice sub-scale’ (H7).  In other words, that disabled people, despite having an intimate knowledge of their own impairment from a physiological and psychosocial perspective (for instance, day-to-day functioning), they will still hold a level of prejudice toward disabled people in general.  This section will explore the finding that both disabled and non-disabled respondents scored more highly (higher scores reflecting less positive attitudes) on the Subtle Prejudice sub-scale of the GASTDP than on the Blatant Prejudice sub-scale (see Tables 7.23 and 7.24).  In order to assist in the explanation of these findings, the term aversive disablism will be utilised, based on ‘modern’ or ‘aversive racism’.

Personal Experience of Impairment and Disability, and Response to Subtle and Blatant Prejudice

Due to the level of personal insight, disabled people, it was initially assumed, would be more aware than others of what is appropriate or inappropriate in terms of cognition and/or affect toward disability.  Thus, when faced with blatantly negative attitudes towards disability (even if privately they agree), such views will be publicly rejected, hence giving what some may term as a ‘politically correct’ response.  With respect to this research, this could be seen through responding on the GASTDP in a manner that is generally assumed to reflect a positive attitude.  However, if negative attitudes toward disabled people are expressed in more subtle ways, then the response will not be as easy to ‘second-guess’.  (For details of the two sub-scales see Chapter 6, section 6.5, Table 6.20).
Introducing Aversive Disablism

A useful way forward in interpreting the results found from the Subtle/Blatant Prejudice sub-scales of the GASTDP may be found in the work relating to aversive racism.  Aversive racism theory “focuses on the conflict between an individual’s negative feelings and his or her personal self-image of being fair and nonprejudiced” (Gaertner and Dovidio, 2000: p. 4).  Aversive racists recognise racism is bad, but do not recognise they themselves are prejudiced.  An aversive racist may therefore vote for a political party at a General Election that holds values that reflect equality and diversity, and yet would choose a school for their child that is attended predominantly by white children and not reflecting the ethnic mix in their local community.  Meertens and Pettigrew (1997) in their research into racism throughout Europe, raise the important distinction between ‘blatant’ and ‘subtle’ prejudice.  They state that:

“…, the critical distinction between blatant and subtle forms of prejudice involves the difference between overt expressions of norm-breaking views against minorities and the covert expressions of socially acceptable anti-minority views.”  (Meertens and Pettigrew, 1997)

Contentions of this nature are derived from earlier work within Critical Race Theory.  Critical Race Theory (CRT) emerged in the mid-1970s when Bell and Freeman expressed concern over the slow pace of racial reform since the 1960s and how progress had begun to stall (see Delgardo and Stefancic, 2000: p. xvi).  Underpinning CRT is the premise that elite whites will only tolerate or encourage racial advances when such advances also promote white self-interest (p. xvii).  This premise may have a degree of resonance in relation to the progress made in relation to disability rights in the UK.  For instance, disabled people have been arguing for the opportunity to obtain paid employment for many years (Daunt, 1991; Gouvier, Jackson, Schlater and Rain, 1991; Drake, 2000), with many people moving onto Incapacity Benefit having an expectation of going back into employment (DWP, 2002).  The Labour Government’s ‘Pathways to Work’ programme (DWP, 2002) supports this expectation and demand, but may be motivated as much from a desire to support the rights of disabled people to be in paid employment as it is to reduce the number of people claiming benefits, and hence, reduce the tax burden.

Likewise, the expansion of Direct Payments, whereby a disabled person is given finance directly from the Local Authority to pay for their agreed care needs (DoH, 2005), may have less to do with the laudable claim that it is delivering the promise of greater choice and control, and more to do with reducing the tax burden.  Brindle (2005), for instance, reports how the pilot extension of Direct Payments into Individualised Budgets (see DoH (2005) Independence, Well-Being and Choice - Green Paper) can, in some instances, reduce the cost for services.  Thus, such ‘advances’ in the rights of disabled people, could be supported by non-disabled people, in part because they also promote the non-disabled self-interest.

What is even more important, perhaps, is when the advances do not appear to promote the non-disabled self-interest.  Hence, there is the potential for conflict between the rights of disabled people and the self-interest of the non-disabled population.  For instance, builders and building control officers have been reported as seeing Part M Building Regulations as ‘a half hearted and tokenistic regulation’ in relation to housing design (Imrie, 2006: p. 8).  The objective of Part M is to ensure all new privately constructed dwellings are ‘visitable’, permitting ease of access for disabled people.  However, to be ‘visitable’ is a far cry from being habitable by a person who uses a wheelchair.  The paucity of truly accessible housing throughout the UK (Office of Population Censuses Surveys, 2001) not only restricts the location some disabled people live in, but also restricts the ability to take up employment opportunities that may necessitate moving home.  Hence, the self-interest of the majority non-disabled house buying population who wish to keep house prices down, are in conflict with mobility impaired individuals who seek greater property purchasing/renting opportunities and therefore flexibility in seeking employment.

This is not to argue that the building industry is inherently disablist, but, as Young (1990: pp. 41-42) notes, (whilst drawing on the work of Michel Foucault), “The conscious actions of many individuals daily contribute to maintaining and reproducing oppression, but those people are usually simply doing their jobs or living their lives, and do not understand themselves as agents of oppression”.   

Young offers an explication of ‘five faces of oppression’ (pp. 48-63), recognising a plural explanation of oppression is required.  Young lists these ‘five faces’ as exploitation, marginalisation, powerlessness, cultural imperialism, and violence.  An oppressed group may be exposed to any of the ‘five faces’ to a lesser or greater extent.  Based on the data presented in this thesis in relation to the hierarchy of impairment, it is possible this data indirectly reflects the intensity of oppression faced by each impairment group.  Whilst disabled people as an homogenous group may face oppression, for as Young (1990: p. 64) comments, physically and mentally disabled people face marginalisation and cultural imperialism, it is likely sub-groups, (based on impairment), will face different forms and intensity of oppression.

Young’s ‘five faces of oppression’ has a high level of resonance for disabled people as a group, particularly in relation to marginalisation, as identified through segregated housing (Houston, 2004) and powerlessness, typified in the high unemployment levels for disabled people which is cited as a key factor in the cause of social exclusion (DWP, 2002).  However, Young also contends all oppressed groups face cultural imperialism.  “To experience cultural imperialism means to experience how the dominant meanings of a society render the particular perspective of one’s own group invisible at the same time as they stereotype one’s group and mark it out as the Other” (pp. 58-59).  Young continues, “Cultural imperialism involves the universalization of a dominant group’s experience and culture, and its establishment as the norm” (p. 59).

Ironically, many disabled people, often through non-identification as a disabled person or rejection of the label ‘disabled’ (Willey, 1999; Tierney, 2001; Watson, 2002) seek to belong to the dominant group and culture.  Likewise, over a third of disabled respondents in this research disagreed with the notion of disabled people feeling a sense of pride in associating with other disabled people (see Appendix K, statement 18).

Subtle racists reject the crude expressions of prejudice, but nevertheless still view minority groups as “a people apart” (Meertens and Pettigrew, 1997).  Young (1990: p. 134) contends, “Many people are quite consciously committed to equality and respect for women, people of color, gays and lesbians, and disabled people, and nevertheless in their bodies and feeling have reactions of aversion or avoidance toward members of those groups”.

Such a notion would be supported by Devine (1989) who, when researching racism, comments, “…that both high and low prejudiced subjects have cognitive structures that can support prejudiced responses” (p. 193).  Devine also stresses that an assumption should not be made that all people are prejudiced.  She comments that whilst high prejudiced persons are likely to hold beliefs similar to the cultural stereotypes, low prejudiced persons experience a conflict between their egalitarian views and the content of automatically activated cultural stereotypes.  Such a conflict may exist for disabled people who hold positive attitudes toward other disabled people but still face the predominantly negative cultural stereotypes towards disability and impairment.

Hence, if this theory hold true for other minority groups, (in this instance disabled people), then what could be termed as aversive disablism could help to explain the result that the scores on the Subtle Prejudice sub-scale were significantly higher (therefore less positive attitudes) than on the Blatant Prejudice sub-scale for both disabled and non-disabled respondents.

Disablism has been defined as “discriminatory, oppressive or abusive behaviour arising from the belief that disabled people are inferior to others” (Miller, Parker and Gillinson, 2004: p. 9).  Gaertner and Dovidio (2000) argue that aversive racists hold ambivalent attitudes towards Black people which are “rooted in the tension between feelings and values” (p. 13).  These authors continue, “These negative feelings do not reflect open hostility or hate; instead, the feelings involve discomfort, uneasiness, disgust, and sometimes fear” (p. 14), which means “aversive racism theory focuses on the conflict between an individual’s negative feelings and his or her personal self-image of being fair and nonprejudiced” (p. 4).

Thus, relating this to disabled people, the feelings listed by Gaertner and Dovidio are likely to cause the attitude holder to avoid contact with the attitude recipient.  Support for well meaning social policies that reduce the possibility of meaningful interactions between disabled people and others are therefore likely to be supported by aversive disablists.  For instance, supporting segregated schooling due to the belief that it can offer a higher quality education to disabled children, rather than mainstream education with appropriate backing within the school; the continuation of Day Care Services, rather than providing the same services and support within an integrated environment; the use of residential care homes rather than community based housing schemes; or Supported/Sheltered Businesses rather than job coaching schemes (see Nisbet (1992) for discussion on job coaching) assisting disabled people to work in integrated work environments.

Whilst Day Care Services, Supported Businesses, etc. are not inherently ‘bad’, they do distance the disabled person from other people, placing the individual in an environment that can be argued to be ‘safe’.  At the same time such services deny the disabled person the right to experience life in the manner of other people.  Although only a minority of either the disabled or non-disabled sample agreed with statements such as “Having a disabled person as a colleague would mean the non-disabled person would be given extra work and responsibility” (statement 6 on GASTDP) and “Disabled people would be happiest living alongside other disabled people” (statement 7 on GASTDP) (see Appendix K for breakdown of GASTDP results), these results suggest a minority of people could hold aversive disablist beliefs.  By supporting the above two statements aversive disablists could be denying the opportunity of working in open employment or living in the community.

The Labour Government Cabinet Office report on ‘Ethnic Minorities and the Labour Market’ (Strategy Unit, 2003: p. 101) also recognises “…, overt forms of discrimination have become less frequently observed, while covert, indirect forms of discrimination have been more widely recognised”.  In other words, subtle forms of racism are being identified, whereas blatant forms of discrimination are now less prevalent.  Aversive racists, Gaertner and Dovidio (2000: p. 29) argue, are not anti-Black, but pro-White.  Likewise, aversive disablists may be pro-non-disabled.  This theory may hold true for both disabled and non-disabled people, bearing in mind, people do not on the whole choose to be disabled.  But, not choosing to be disabled does not mean the person will automatically be anti-disabled.  Again referring to Gaertner and Dovidio (2000), these authors note that the consequences of aversive racist pro-White behaviour can be as damaging to Black people as more overt forms of racism.  They offer as an illustration how White employees in an organisation may be given opportunities for development that are not available to Black employees, thus damaging the Black employee’s career opportunities.

Such in-group favouritism has important implications for disabled people if they do not identify as a disabled person.  Non-identifiers, whilst believing they hold liberal attitudes toward disabled people, may support behaviours and social policy that excludes other disabled people.  The implications of aversive disablism in relation to the finding that a hierarchy of impairment appears to exist will now be explored.

Aversive Disablism and the Hierarchy of Impairment

As discussed above, the disabled sample produced statistically significant findings in relation to a hierarchy of impairments and yet positive attitudes toward disabled people in general as measured by the GASTDP.  Hence, aversive disablists may be viewing prejudice toward disabled people in general as bad, but have not recognised their own prejudice toward people with other impairments with whom they may not wish to be associated.  Thus, using Miller, Parker and Gillinson’s (2004: p. 9) definition of disablism, disabled people who may be aversive disablists, could be viewing people with different impairments as inferior.  Specifically, people with schizophrenia, Down’s syndrome or HIV/AIDS (i.e. those ranked lowest through the ATIS) may have been viewed as ‘inferior’.

This links with the downward-comparison model discussed by Duckitt (1994: pp. 169-170) whereby the individual bolsters their self-esteem by viewing themselves as superior to others, in this case, including members of the same in-group (disabled people).  By this it could be argued, disabled respondents, whilst believing that these groups of disabled people should not be discriminated against, simultaneously believe these people are not as ‘capable’ as they are.  The consequence of this may be that certain rights, such as parenting, are not universally supported by all disabled people for all other disabled people or services are developed that, although with well intentioned philanthropic ideals (such as residential care originally was), lead ultimately to discriminatory practice with respect to certain impairment groups.

Subtle forms of prejudice may therefore be more difficult to combat than blatant forms, especially when they come from people who it would be expected were allies.  Stephen Ladyman (Minister with responsibility for disability policy in the Department of Health until 2005) recognises one of the greatest barriers to social inclusion for people with learning disabilities are other people’s attitudes (Holman, 2004).  In addition, Ladyman has identified that people who would have been expected to have liberal, with a small “L”, attitudes, actually hold “almost Victorian attitudes about what can and cannot be achieved” (Holman, 2004).  In other words, advocates of liberal policies such as the implementation of Direct Payments, (whereby disabled people receive money direct from the Local Authority in order to employ their own care staff), may be reluctant to encourage the use of this service for people with learning disabilities.  Aversive disablists may believe Direct Payments may be overly difficult to administer, with residential care or care services being provided through an agency or social services, being a ‘safer’ option.  Hence, it could be argued, by holding stereotyped beliefs towards people with learning disabilities, these people may be exhibiting aversive disablist attitudes.

Psycho-Emotional Effect of Impairment

Subtle forms of prejudice toward disabled people should not be seen exclusively as attitudes of non-disabled people toward disabled people.  People who have recently acquired an impairment are likely to hold pre-impairment attitudes toward disability and thus the disabled self (Morris, 1989), which are predominantly negative.  Such attitudes are likely to influence the individual’s psychological well-being, for as Johnson, Schaller and Mullen (2000) found when investigating how people respond to discovering they are members of a group to which they hold negative stereotype attitudes, “… a newly acquired identity in the minority group was not enough to attenuate the previously formed negative stereotypes.”  Such beliefs can create subtle forms of self-oppression, which, as Thomas (1999a) recognises in terms of the psycho-emotional effect of impairment, can be viewed not only in biological terms but also social.  She argues that:

“…as well as the social barriers which are experienced as externally imposed ‘restrictions of activity’ as currently recognized by social modellists – for example, not being able to obtain employment, appropriate housing, the resources for independent living, and so on - there are also social barriers which erect ‘restrictions’ within ourselves, and thus place limits on our psycho-emotional well-being: for example, feeling ‘hurt’ by the reactions and behaviours of those around us, being made to feel worthless, of lesser value, unattractive, hopeless, stressed or insecure.”  (Thomas, 1999a: p. 47)

Aversive disablism, in terms of the ‘restrictions within ourselves’, by being pro-non-disabled, may add to the negative psycho-emotional effect experienced by disabled people.  By seeking a non-disabled identity or attempting to ‘pass’ (see Goffman, 1963) as non-disabled can add to the oppression faced by disabled people.  Wahl (1999) found, for example, the persistent fear of discovery that a person had a mental illness in itself created anxiety; likewise, subtle forms of prejudice can make disabled people feel as devalued or insecure as more blatant forms, for instance, being consistently overlooked for promotion in employment situations.  The theme of employment in terms of subtle prejudice will now therefore be explored.

Aversive disablism has inevitably focused on attitudes toward disability, viewing the person’s impairment as their main identity marker.  However, it is important to recognise we all carry multiple identities, and whether one’s gender, sexual orientation, race, social class, etc., is regarded as the principal identity marker depends on the perspective of the individual themselves or the observer toward the individual.  Gordon and Rosenblum (2001) contend, however, “Whites do not worry about becoming black; men don’t worry about becoming women.  Disability, however, is always a potential status and in that it is perhaps closest to sexual orientation, whether the latter is considered a choice or biologically determined”.  Tregaskis (2004) recognises the difficulty to disentangling multiple identities, for prejudice toward an individual or even group may be for a number of reasons.  For instance, she considers the hostility she originally faced when initiating research in a leisure centre may have been because she is female, white, dressed formally, a disabled person, or of course, any combination thereof.  In addition, it may even have been because she was accompanied by a black male.  
Therefore, aversive disablism may need to be viewed simultaneously with aversive racism, aversive sexism, etc, in some instances.  Whether it is truly possible to disentangle the motivation for prejudice towards people facing multiple-oppression is questionable.  Such an argument can also be extended to people living with multiple impairments, which may have a greater affect depending on the impairment.
The final section of this thesis will present a number of recommendations for further research before offering final concluding comments.

8.7
Recommendations: Taking Disability Studies Forward

This section will draw on the themes presented in this thesis, offering a series of recommendations for further consideration by future researchers.  This includes suggestions for the modification of the tools developed for this research as well as researching the attitudes of minority groups from within the Black and Minority Ethnic community and people with impairments who do not identify as a disabled person.  The development of a new theory of disability that locates impairment at its heart is also recommended, that also recognises how prejudicial attitudes toward disabled people may be subtle in nature.  In addition, the need to research further how disability can be viewed as a positive identity in order to assist in the psychosocial adaptation progress for those who have recently acquired an impairment and the development of a disability movement will be presented.

Black and Minority Ethnic Community

As this research failed to attract significant numbers of responses from the Black and Minority Ethnic (BME) community, it is recommended that specific research be performed to target this community that is culturally appropriate in relation to this group’s attitudes toward disability.  It will be important to recognise that the BME community, like disabled people, reflect a vast range of backgrounds and groups, each one possibly holding distinct differences in their beliefs toward disabled people.  It would be particularly interesting to discover the views of disabled people who belong to the BME community to identify whether they hold similar attitudes as their disabled counterparts from the White community or whether there are cultural differences.

Likewise, Makas (1988) identified the disparity between the beliefs of what constitutes a positive attitude toward disability from disabled and non-disabled perspectives.  This approach could be taken not only between the White and BME communities, but also within the BME community itself.  In order to do this the question as to what constitutes a positive attitude toward disability from a BME perspective needs to be investigated.  In addition, it will be helpful to identify whether disabled BME community members hold distinctly different beliefs toward a positive attitude toward disability than their non-disabled counterparts and whether similarities or divergence from the White community attitudes exist.  Research of this nature would enable social policy makers to meet the needs of a greater number of disabled people within the UK, encouraging services that reflect cultural diversity.  White disabled people and BME disabled people may also be able to learn from each other, developing a truly embracing standpoint.

Measuring Attitudes of People with Learning Disabilities Toward Other Disabled People

Due to the level of literacy and complexity of the tools developed for this research, low levels of response were received from people with learning disabilities.  It is therefore recommended that new tools are developed in order to engage this group of people in further research on attitudes toward disabled people, taking into account issues in relation to performing research with this group (Rogers, 1999; Tregaskis, 2000; O’Day and Killeen, 2002).  It may be possible to modify the GASTDP and ATIS to become more inclusive in their design, although appropriate testing would be required to ensure the existing and modified versions measured the same thing.  In other words, both tools measured the same attitudes toward disabled people and different impairment groups, and did not, inadvertently through the modification, tap into attitudes toward some other attitude object.

It is interesting to note however, that one group of people with learning disabilities based within a college of Further Education utilised the attitude scales presented in this thesis as a basis for group discussion.  Having determined that the potential respondents with learning disabilities were unable to complete the two attitude scales (GASTDP and ATIS), the college tutor decided to abandon collecting the data.  However, those who were able to read parts of the two attitude scales spontaneously started to discuss the statements.  Hence, with tutor support, the scales were used in this instance as a teaching aid.

Modification of the GASTDP

Whilst this research did not specifically set-out with the intention of developing new research tools in relation to attitudes towards disabled people, due to a lack of suitable existing tools, the need for this development arose.  Now the GASTDP and the ATIS have been tested, future researchers may wish to utilise these tools as they stand or in a modified form.  Although researchers need to be cautious when modifying existing attitude scales, (this is not only in order to ensure the scale retains appropriate levels of reliability, but also that any subsequent interpretation of the data gathered when comparing results with earlier data gathered using an unmodified scale needs to be clearly stated), modifications are possible.  For instance, Beckwith and Matthews (1994), using a modified version of Gething’s ‘Interaction with Disabled Persons Scale’ (IDP), identified how the IDP could be enhanced.  In relation to the GASTDP an enhancement in the Subtle and Blatant Prejudice sub-scales to ensure greater internal reliability is recommended.  The ATIS could be modified by using different impairment categories in order to test further the hypothesis that a hierarchy of impairments exists in relation to disabled peoples’ rights.

The use of statement 8 on the GASTDP “Disabled people should be protected from situations that are likely to cause stress or anxiety to themselves”, and more importantly the subsequent use of this item on the ATIS needs to be considered in terms of its appropriateness for all forms of impairment.  Whilst the intention of this statement was to support the contention that disabled people reported they wished to be treated ‘normally’ and have the same opportunities as other people, the wording of this item may need revising in the light of people with mental health impairments, such as schizophrenia.  It may be too simplistic to assume that even with support services, some people with mental health impairments, such as bi-polar disorder, may not benefit from avoiding stressful situations.  In other words, some people with certain impairments, rather than benefiting from being exposed to the stresses of daily life, may in fact be harmed by them.  Hence, it is recommended that statement 8 on the GASTDP be reworded to “Disabled people should always be protected from situations that are likely to cause stress or anxiety to themselves”.  This would therefore be a negative expression requiring reverse scoring on the GASTDP; thus, agreement is viewed as a reflection of a negative attitude toward disabled people.  This statement reflects a generalisation that disabled people should be mollycoddled often reflected in ‘paternalistic’ attitudes that can lead to disabled people being kept in a ‘child like’ state and hence, has a negative affect upon disabled peoples lives.

This recommendation is despite the finding (although not statistically significant) that people with depression and mental health problems held more positive attitudes to the category Schizophrenia on the ATIS than some other sub-samples of disabled people (see results for H2).  In other words, people with mental health problems were more likely to disagree with the original statement 8 in relation to people living with schizophrenia than some other groups of disabled people.  That said, the reduction of any ambiguity in the meaning of any item on either of the attitude scales, will help to produce increasingly accurate results.  Hence, by placing the word ‘always’ into statement 8 of the GASTDP, if the respondent agrees with this statement they will be placing the disabled person into a situation of need.  By using this categorical word, when the statement is used in the ATIS, respondents who agree, for instance, with the notion that people with schizophrenia may benefit from a degree of protection from stress and anxiety, should still disagree with the statement.  Hopefully respondents will recognise that to place all people with schizophrenia into a situation of always being ‘protected’, will inevitably limit opportunities for some people who do not require this form of protection.

The removal of statement 5 on the GASTDP is also recommended, thus giving the GASTDP greater internal reliability (as was the case for the analysis of the data presented in Chapter 7).  In addition, only one of either statement 10 “Disabled people should be charged for care services on the basis of their ability to pay” or statement 14 “Disabled people should be charged for care services if they are employed” appears to be needed to be included on the GASTDP.  The removal of one of these items will avoid the possibility of a ‘bloated specific’ (Kline, 1994), whereby two or more items on an attitude scale are simply repeating the same statement and hence ‘bloating’ the value of this aspect of the scale.  It is suggested a modified and simplified version of these two statements be utilised, which could state, for instance, “Disabled people should be charged for care services”.   However, it would be interesting to identify whether people feel elderly people should be charged for care services, and whether there are similarities or disparity of attitude toward these two groups in relation to this area of social policy.
Statement 18 of the GASTDP “Disabled people feel proud to identify with other disabled people” may also require modifying, or, an additional statement added to the scale.  This would be in order to ensure a distinction is made between the belief that disabled people actually feel proud to identify with other disabled people, as opposed to should feel proud.  This distinction would then highlight the gap between the two beliefs and therefore how far attitudes need to ‘shift’ with respect to ‘disability pride’.

Researching Attitudes Toward Disability of Disabled People who Choose Not to Identify as Such

This research tested the hypothesis ‘People who identify themselves as having a disability will hold significantly more positive attitudes toward disabled people than disabled people who do not identify themselves as having a disability’ (H6).  However, any conclusions based on the findings presented in this thesis must be viewed cautiously due to the limited number of respondents who fell into the category of being a disabled person who did not identify as such.

Whilst it has been asserted in the literature that people who ‘come out’ or view disability as a socially valued identity hold more positive attitudes toward their own status as a disabled person than other disabled people, this research did not produce sufficient evidence to reject the null hypothesis.  This may in part have been due to the uncertainty over the category ‘Never’ on question 12 of the Demographic Data Questionnaire (see Appendix C).  For, it is possible that a respondent, who ‘denies’ the reality of their impairment, may view themselves as falling into the ‘Never’ category, and yet the person who sees society as disabling and therefore does not view themselves as a disabled person but a person with an impairment who faces oppression, may likewise respond by stating ‘Never’.  Hence, it is recommended further research into the attitudes of these two distinct groups of disabled people be performed.  Such research could help to identify how to assist those disabled people who view a status as a disabled person negatively to move to a belief that disability and impairment are different although related concepts, and that disability can be seen as a value neutral aspect or identity, if not a positive one.

Further research is required in order to ascertain whether people with one particular impairment and who have high levels of contact with other people with the same impairment, hold more positive attitudes toward the group than those with low levels of contact.  For instance, it may be helpful to ascertain whether some impairment groups that are highly stigmatised, such as people living with schizophrenia or bi-polar disorder, view others more positively if they have high levels of contact with similar others, and whether there are other factors that affect attitude change for these highly stigmatised groups of people.  Whilst it has been argued elsewhere that support groups are a helpful mechanism to assist disabled people to develop coping strategies (see for example, Birchwood and Jackson, 2001; Hatzidimitriadou, 2002; Yip, 2002; Leung and Arthur, 2004), this does not automatically mean these same people will develop positive attitudes toward other members of the impairment group.  However, as the research presented in this thesis found those who voluntarily chose to associate with other disabled people tended to hold more positive attitudes, this aspect of the research requires further attention from future researchers.

Researching and Measuring Attitudes Toward Impairment

This research tested the hypothesis that disabled people, like non-disabled people, hold differing strengths of attitude toward different impairments.  In other words, to identify whether a hierarchy of impairment exists, from either sample.  The results from this research appear to support this hypothesis, however, what is now required is further testing of this hypothesis, again from the disabled persons’ perspective, using a variety of both quantitative and qualitative research methods.  Due to the sensitivity of such research, innovative research methods will need to be adopted, at the same time ensuring such research does not add to the discrimination and prejudice faced by disabled people.  Research of this nature could be likened to investigating racism within the Black and Minority Ethnic (BME) community, homophobia within the gay community or sexism within the feminist movement.  Therefore, sensitivity is essential, whilst also ensuring honesty from the research participants.

Emancipatory research (Oliver, 1997) may be helpful if any findings from such research are going to hold credibility with disabled people in general, but in particular with disabled people who support the notion that a disability movement exists and who support a positive identification with a disability identity.  This group of disabled people are particularly important, for, although not necessarily representative of the attitudes of a wider population of disabled persons, they are likely to be highly influential in driving forward the disability rights agenda and social policy.

Further research is also required into the behavioural component of attitudes, and attitude measures appropriate to this task therefore require development, specifically in relation to disability.  Although attitudes have been measured since Thurstone’s work in the 1920s, the methods have remained largely unchanged (Vargas, von Hipple and Petty, 2004).  New and innovative methods that tap into the respondent’s behaviour, or even predicted behaviour, toward disabled people or different impairment groups requires continued development.  Such tools must be sensitive to the issue of honesty in responses (Bajekal, Harries, Breman and Woodfield, 2004: p. 33), especially in light of the data presented in this thesis finding that both disabled and non-disabled samples produced more negative attitudes with respect to the Subtle Prejudice sub-scale of the GASTDP compared to the Blatant Prejudice sub-scale (see section 8.6 above for discussion on aversive disablism).

Improving Disabled Peoples Attitudes toward Disability

Lessons from those groups who expressed the most positive attitudes toward disability can be utilised to assist people who acquire an impairment to adapt to their new status as a disabled person.  It may be tempting to argue that if disability is seen as a positive or value neutral identity then there is no need for a person to require assistance and support with the psychosocial adaptation process (see Livneh and Antonak (1997) for discussion on psychosocial adaptation).  However, this does not appear to be borne out by the finding that people who had recently acquired an impairment expressed some of the least positive attitudes toward disability, as measured by the GASTDP.  It is therefore recommended that lessons be learnt from those who expressed some of the most positive attitudes from both the disabled and non-disabled samples; for instance, disabled people who belonged to organisation of disabled people and non-disabled counselling students on an MSc course.

Disability Equality Training and other rights based approaches could be developed and made freely available to assist a person who has recently acquired an impairment to see themselves as a valued citizen, thus raising the individual’s self-esteem and consequently their overall health and well-being.  By carrying out further research using qualitative research methods, specifically with those groups who expressed the most positive attitudes, additional information could be gleaned and incorporated into support services for disabled people (especially for those with newly acquired or degenerative impairments).  In light of the finding that those disabled people who had recently acquired an impairment held higher scores on the GASTDP, these people may benefit from some form of disability equality training as part of the rehabilitation process.  Such training may assist disabled people to enhance or at least maintain their self-esteem whilst going through a process of psychosocial adjustment.  Likewise, counselling services for disabled people may need to focus as much on how disability is a social con    struction (Reeve, 2000; Swain, Griffiths and Heyman, 2003) and a rights-based issue, as on the psychosocial adjustment to impairment.  Such counselling may assist people who have recently acquired an impairment to view disability as a part of their identity in the manner of race, gender or sexuality.

Awareness campaigns on behalf of disability rights must ensure they are relevant to and have a resonance for disabled people as well as non-disabled people.  In other words, such campaigns must recognise the heterogeneity of the disabled population with respect to impairment and diversity in relation to other aspects of disabled people’s identity, i.e. in terms of race, gender, etc.  Failure to do so is likely to exclude some groups of disabled people, thus further marginalising some of the most vulnerable people in our society at a time in their lives when positive affirmation as part of the disabled in-group is required.

The Role of Impairment in Social Oppression

Further work on the development of the growing importance of the relationship between impairment and social oppression is required.  This work could build on the existing biopsychosocial model of disability (see World Health Organisation, 2001), the emerging definition of disablism (Miller, Parker and Gillinson, 2004) and aversive racism (Gaertner and Dovidio, 2000).  This research should not only incorporate the call for impairment to be viewed in terms of the personal experience (Shakespeare and Watson, 2002) but also the finding from this research that respondents expressed less positive attitudes when measured on the Subtle Prejudice sub-scale of the GASTDP than the Blatant Prejudice sub-scale, thus exhibiting what could be termed as aversive disablism.

Further testing of aversive disablism is required in the manner reported by Gaertner and Dovidio (2000: pp. 17-29) to identify the extent to which subtle prejudice toward disabled people is not so much anti-disabled but pro-non-disabled.  Gaertner and Dovidio (2000) contend that aversive racists are predominantly pro-White rather than anti-Black.  This may have important implications with respect to disabled peoples attitudes toward other disabled people in that, if disabled people are also aversive disablists then they may be more pro-non-disabled than anti-disabled.  However, this may have important implications in relation to the development of a disability movement.

Contact Between Disabled People

This research did not find a relationship between attitudes toward disabled people and the number of disabled people the respondent had contact with.  Neither was a relationship found between the frequency of the contact or the location (see Results for hypotheses H4 and H5).  However, despite statistically non-significant results, it appears those who voluntarily chose to associate with other disabled people scored lower (most positive attitudes).

Whilst previous research has suggested that positive contact with a stigmatised group can elicit positive attitude change (Donaldson, 1980), it appears new research is required that reflects the societal changes that have taken place since the mid-1990s in relation to disability.  Such research also needs to reflect the complex nature of the relationship between disabled people, including those who choose to associate with other disabled people and those who do not.  This may therefore require recognition of those disabled people who are willing to identify as such and those who see themselves in terms of other aspects of their identity.  In addition, it will be important to move on from the binary distinction of non-disabled-disabled as well as recognise how disability may be only one facet of a person’s identity, for instance, black, female, etc.

Attitude change strategies for disabled people need to recognise that neither direct contact nor the number or frequency of the contact with other disabled people appear to be significant variables.  The reason why some disabled people choose to associate with other disabled people, whilst others do not, requires further investigation.  This may offer an insight into how to continue to improve attitudes of disabled people toward other disabled people, and therefore toward the self.  Thus, assisting the psychosocial adaptation process for those people who have recently acquired an impairment.

8.8
Concluding Comments

It is my contention that both disabled and non-disabled people hold similar attitudes toward other disabled people in general, and with respect to different impairment groups, despite disabled people having what Young (1990) terms, a ‘double consciousness’, in relation to disability.  In addition, building on the work of scholars such as Devine (1989), Young (1990), Gaertner and Dovidio (2000) and the earlier work in relation to Critical Race Theory, I argue that the data presented in this thesis suggests both disabled and non-disabled people hold aversive disablist attitudes.  I also argue that the contact hypothesis could not be supported by the data, with levels of contact with disabled people not having a statistically significant affect upon results produced through use of the GASTDP, but I do suggest (albeit tentatively) that whether the contact between disabled people is voluntarily or involuntarily may be a significant variable.  This research is important in that is highlights the role of impairment within a social context, adding to the discourse in relation to the social model of disability.  I have therefore argued the intensity of the social oppression faced by disabled people is in part influenced by the impairment the individual holds.  This research also gives new insight into attitudes toward disabled people by using not only disabled people as the main respondents in this research, but also using the beliefs of disabled people in the development of the research tools presented in this thesis.

Based on these findings, it is possible that benefit may be found in greater collaboration between non-disabled professionals and disability activists, working to promote disability rights and the removal of disablism from UK society.  The role of disabled people who are active in the field of disability rights is especially important when considering that this research found the most positive attitudes towards disability were held by those disabled people who voluntarily met with other disabled people collectively.  These groups of disabled people may have much to offer other disabled people in the general population, organisations who work on behalf of disabled people such as the major charities, policy makers and government.  Collaboration between organisations of disabled people and organisations for disabled people has been rare, often viewing each other with suspicion and even animosity.  However, as Miller, Parker and Gillinson (2004) argue, much can be gained by working together, without compromising one’s own principles.

If minority groups can work in unison, such coalitions based on the demand for social change could be far more powerful than working in silos.  Each minority group, whilst respecting the uniqueness of their agenda, can gain greater influence by finding those areas of commonality.  Black and minority ethnic groups could benefit from forging coalitions with organisations supporting the rights of people with mental health problems; likewise, organisations such as Arthritis Care may benefit from forging coalitions with those lobbying on behalf of pensioners such as Age Concern.  However, as noted by Humphrey (1999) some minority groups may be reluctant to link impairment with disability, citing as an illustration how some organisations for people with HIV/AIDS may be reluctant to relinquish the ‘ownership’ of the issue.

It is vital that more sophisticated ways of interpreting attitudes toward disabled people are developed otherwise subtle forms of discriminatory practise may become entrenched and unchallenged.  The ideas behind aversive disablism therefore require further development in order to capture subtle forms of prejudice, even from amongst those who purport to hold affirmative attitudes toward disabled people.  Disabled people must be at the heart of this process, influencing policy makers and service providers.  Therefore, it is my opinion that disabled people must acquire greater awareness of the rights of people belonging to other impairment groups in order to recognise discriminatory practice toward other members of the disabled in-group.  This includes those disabled people who may have contact with large numbers of other disabled people, who, under other circumstances, they would not normally associate with.  As Young (1990: p. 153) argues in relation to cultural attitudes toward minority groups, “For people to become comfortable around others whom they perceive as different, it may be necessary for them to become more comfortable with the heterogeneity within themselves”.

Subtle forms of prejudice still appear to exist and must therefore be challenged, particularly in relation to those facing the highest levels of prejudice.  Failure to do so will mean the vision presented by the UK Government of a society whereby “By 2025, disabled people in Britain should have full opportunities and choices to improve their quality of life, and will be respected and included as equal members of society” (Cabinet Office: Prime Minister’s Strategy Unit, 2005: p. 44) will not be achieved.  This statement does not relate to some disabled people but all disabled people, irrespective of their impairment, gender, race, ethnicity, sexual orientation, class or religious beliefs.

It is hoped the results presented in this thesis offer a new perspective on how disabled people view disability and other members of the disabled in-group.  It is also hoped other disabled people will continue to research attitudes toward other disabled people in order to reduce the discrimination faced by this group of people and to remove the possibility of oppression between disabled people.  Finally, this research has continued to build on the work of ‘second wave’ writers in disability studies, who are locating impairment at the forefront of such research (Goodley, 2001).  This body of knowledge needs to continue to be developed by disabled people, challenging traditional views of disability, thus smashing what Young (2004) (ex-president of Canada’s People First) describes as the “cocoon of impossibility”, so the vision of full equality and inclusion for all disabled people can be achieved, ultimately removing disabled people from the status of Other.
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