
Tackling stigma and inequalities in health is a major UK

government objective.1,2 Stigma is a social construction that

devalues people because of a distinguishing characteristic or

mark.3 The World Health Organization (WHO) and World

Psychiatric Association (WPA) recognise that the stigma

attached to mental disorders is strongly associated with

suffering, disability and poverty.4 Stigma is also a major

barrier to treatment-seeking behaviour.5 Many studies show

that negative attitudes towards the mentally ill are wide-

spread.6 Furthermore, the media generally depicts people

who are mentally ill as violent, erratic and dangerous.7

There have been several attempts to reduce the stigma of

mental illness including the UK Royal College of

Psychiatrists’ ‘Changing Minds’ campaign,8 the current

‘See me’ campaign in Scotland (www.seemescotland.org.uk)

and ‘Time to Change’ campaign in England (www.time-to-

change.org.uk).
Society’s neglect and ill treatment of people with

intellectual disability (also known as learning disability in

UK health services) is infamous.9,10 Various organisations

report that people with intellectual disability encounter

stigma, prejudice and suffer continued denial of their

human rights.11,12 However, very little research is published

on the stigma of intellectual disability, although a recent

paper describes a new instrument for measuring the stigma

experienced by people with intellectual disability and

describes the current situation.13 However, the proportion

of research reports on intellectual disability was

consistently less than any other diagnostic category in a

survey of five high impact psychiatric journals.14 In a

Mencap survey of 5000 people with intellectual disability,

over 80% had been bullied in the previous year, a third on a

weekly basis, a half reported verbal abuse and a quarter

reported physical assaults.15 People with intellectual

disability were twice as likely to be victims of crime.16

Inequalities in healthcare were identified by an

investigation conducted by the Disability Rights

Commission in the UK and Mencap’s Death by Indifference

report.11 The UK Government report, Valuing People, aims

to counter these problems and improve the lives of people

with intellectual disability by ensuring that services respect

their rights, choices, independence and social inclusion, and

ensuring their access to mainstream services.17

There is a view that a disfigured or ‘dysmorphic’

facial appearance may further stigmatise people.18-20 By

comparison, marketing strategies for commercial products
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Aims and method Tackling discrimination, stigma and inequalities in mental health
is a major UK government objective yet people with intellectual disability (also known
as learning disability in UK health services) continue to suffer serious stigma and
discrimination. We examine the effect of viewing pictures of a person with intellectual
disability on stigmatised attitudes. The 20-point Attitude to Mental Illness
Questionnaire (AMIQ) was used to assess stigmatised attitudes. Members of the
general public were randomised to complete the questionnaire having looked at a
good (attractive) or bad (unattractive) photograph of a person with intellectual
disability.

Results Questionnaires were received from 187 participants (response rate 74%).
The mean AMIQ stigma score for the bad photo group was 1.3 (s.e. = 0.3,
median 1, interquartile range (IQR) = 0-3, n = 82). The mean AMIQ score for the good
photo group was 2.8 (s.e. = 0.3, median 3, IQR = 1-5, n = 105). The difference in AMIQ
stigma score was highly significant (two-sided P = 0.0001, median difference 2,
Mann-Whitney U-test).

Clinical implications Looking at a good (attractive) picture of a person with
intellectual disability significantly reduces reported stigmatised attitudes, whereas
a bad (unattractive) picture has no effect.
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invariably associate their product with positive images and

avoid associating it with any negative images.21-27 Hence

our study looked at the effect of viewing pictures of people

with intellectual disability and dysmorphic facial features

on stigmatised attitudes.

Method

Participants

We recruited 250 participants from the UK general

population using direct mail shots and advertisements in

local newspapers as described in a previous study.28 A total

of 125 participants per group were approached with the aim

of generating approximately 100 responses per group.

Instruments

The 5-item Attitude to Mental Illness Questionnaire

(AMIQ) is a brief, self-completion questionnaire.28,29

Respondents read a short vignette describing an imaginary

patient and answered five questions (Appendix). Individual

questions were scored on a 5-point Likert scale (maximum

+2, minimum -2) with blank questions, ‘neutral’ and ‘don’t

know’ scored zero. The total score for each vignette ranged

between -10 and +10. The AMIQ has been shown to have

good psychometric properties in a sample of over 800

members of the UK general public (one component

accounted for 80.2% of the variance; test-retest reliability

was 0.702 (Pearson’s correlation coefficient); alternate test-

reliability v. Corrigan’s attribution questionnaire was 0.704

(Spearman’s rank correlation Rho); Cronbach’s alpha was

0.93).28 Other research we have undertaken has shown a

2-unit difference between the stigma scores of pharmacists

who were prepared to dispense methadone to people

dependent on opiates and pharmacies who did not30- the

positive predictive value was 77% using a cut-off AMIQ

score of 0. Hence the AMIQ scores are able to predict

discrimination by people towards those with mental illness

in a real-world situation.

Procedure

Participants were randomised using the randomisation

function of the Stats Direct statistical package (version

2.4) for Windows. The ‘bad photo’ group were asked to look

at a photograph of a man with intellectual disability from

the cover of the Learning Disability Coalition leaflet entitled

Tell it Like it is.31 The photo shows the face of a man with

dysmorphic features, a partial ptosis of one eye and a mild

skin condition visible on his face and chin, wearing a casual

outfit. Participants were then asked to complete the AMIQ

stigma questionnaire with the following description: ‘Oliver

has Down’s syndrome. He is 32 years old and lives with his

parents. He cannot read or write but he is happy and

cheerful and keen to help people’ (Appendix). The ‘good

photo’ group were asked to look at a photo of a man with

intellectual disability who was smartly dressed in a shirt and

tie apparently at work in an office (see August 2010 issue of

The Psychiatrist). Participants were then asked to complete

the AMIQ stigma questionnaire.

Data analysis

Randomisation, correlation coefficients and non-parametric
(Mann-Whitney) tests were used to generate and compare
differences in the two groups using the Stats Direct
statistical software package (version 2.4) for Windows.

Results

Questionnaires were received from 187 participants
(response rate 74%). Both groups were closely comparable
on demographic data. For the bad photo group (n = 82), the
mean age was 51 years (s.e. = 1.8), 46% were male and 59% in
paid employment. For the good photo group (n = 105), the
mean age was 54 years (s.e. = 1.5), 40% were male and 56% in
paid employment. Over 90% of both groups described their
ethnic group as White British.

The mean AMIQ stigma score for the bad photo group
was 1.3 (s.e. = 0.3, median 1, interquartile range (IQR) = 0-3,
n = 82). The mean AMIQ score for the good photo group was
2.8 (s.e. = 0.3, median 3, IQR = 1-5, n = 105). The difference in
AMIQ stigma score was highly significant (two-sided
P = 0.0001, median difference 2; Mann-Whitney U-test).

Discussion

This study shows that an attractive photograph of a person
with intellectual disability significantly reduces stigmatised
attitudes when compared with an unattractive photograph.
Validation of the AMIQ shows that in practice the range of
scores varied from -5 to +5. Furthermore, other research by
our group has shown a 2-unit difference between the stigma
scores of pharmacists who were prepared to dispense
methadone to people dependent on opiates and pharmacies
who did not.30 Hence the median difference (2 units) is
likely to be worthwhile in practice.

In another study we found that a good (attractive)
photo produced a mean AMIQ score of 2.43 (s.e. = 0.12,
n = 174).32 This is closely comparable with the good photo
group in the current report (mean AMIQ score 2.8). A
control group that had no photo attached produced an
AMIQ score of 1.56 (s.e. = 0.21, n = 186). This is closely
comparable to the bad photo result from the current report
(mean AMIQ score 1.3). This suggests that a bad photo is
better than no photo at all, whereas an attractive photo
produces a highly significantly positive response.

Stigmatised attitudes are widely reported towards
people as a result of disfigurement or dysmorphic facial
appearance.18-20 By contrast, presenting individuals in a
positive manner can significantly reduce the stigma of
alcoholism, although the effect found for schizophrenia was
negligible.33,34 Looking at an attractive picture of a man
with Down syndrome actually reduced stigmatised attitudes
and this is supported by most marketing strategies that
invariably recommend associating a product with a
successful, physically attractive individual rather than an
unappealing image.21-27

Methods to reduce the stigma of mental illness

The Royal College of Psychiatrists’ ‘Changing Minds’
campaign aimed to promote positive images of mental
illness, challenge misrepresentations and discrimination
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and educate the public to the real nature and treatability of

mental disorder.6 Crisp et al’s large survey showed that

people with substance use disorders were the most

stigmatised of all those with mental disorder.6 More

recently, national anti-stigma campaigns have been

launched in Scotland (‘See me’) and England (‘Time to

Change’), although unfortunately there have been reports

that national anti-stigma campaigns are not particularly

effective.14,35,36 These reports discuss the disappointing

results to date from the ‘Defeat Depression’, the ‘Changing

Minds’ and the Scottish ‘See me’ campaign. Although a

significant amount of work has been undertaken on the

stigmatising effect of a diagnosis of schizophrenia, very little

research has looked at the stigmatised attitudes directed

against people with intellectual disability.4,10,14,37 For

example, the stigma of intellectual disability is not

addressed by either the ‘Changing Minds’ or ‘Time to

Change’ campaigns or the UK government publication

Action on Mental Health.1 Methods of dealing with stigma

are not addressed in the UK Department of Health report,

Valuing People, which specifically concerns people with

intellectual disability.17

Action on Mental Health1 provides 12 individual fact

sheets to reduce stigma. This supplements the efforts of the

‘Changing Minds’ campaign. Both give practical advice to

health agencies, employers and stakeholders to tackle

stigma. Providing factual information in brief fact

sheets38,39 or through extensive interventions such as

educational courses has been reported to reduce

stigma.34,40-42 Unfortunately, responses tend to be small,

especially if negative consequences of mental illness are

also disseminated. Knox et al showed that addressing

stigmatised attitudes to mental illness among four million

members of the US armed forces with mandatory training to

recognise and treat mental illness significantly reduced

suicide rates but not stigmatised attitudes.42 Pinfold et al

reported a project in which 472 English secondary school

children attended mental health awareness workshops.43

Overall, there was a small but positive shift in their

understanding of mental illness. However, it was possible

to argue that in both these settings participants engaged in

anti-stigma training, whereas any involvement by the

general public is entirely voluntary.
Penn et al reported a study of 163 US undergraduates

who were assigned randomly to four groups: three watched

a documentary about schizophrenia (represented realisti-

cally), polar bears or being overweight, and the fourth group

was a ‘no video’ control group.44 The schizophrenia

documentary did not change attitudes. Depicting the

negative consequences of schizophrenia may be realistic

but may not be the best way to reduce stigma. Depicting a

success story may be more effective, although viewers may

then classify this as an exception to the rule.34 By contrast

another study showed that presenting individuals who had

recovered from alcoholism in a positive manner can

significantly reduce the stigma of alcoholism, however the

effects for schizophrenia were negligible.33 Luty et al also

found that a brief face-to-face intervention (motivational

interviewing) helped to reduce the stigma of alcoholism,

although the effect was modest.45

Promoting direct interpersonal contact with people who

are mentally ill may be an effective strategy, but the amount

of contact required has not been established.34,38,43,46 It

would be difficult, in practice, to ensure that a significant

proportion of the public had contact with people with a

severe mental illness. Our report indicates that looking at

pictures of people with intellectual disability and

dysmorphic facial features reduces stigmatised attitudes

significantly and this may act as an effective substitute for

direct contact.

Strengths and limitations

The AMIQ was used in this project as it is convenient and

has been well validated.28,29,33 Other instruments are

available, although these tend to be much longer, involve

interviews or tend to address the experience of stigma by

people with mental illness (e.g. the Internalised Stigma of

Mental Illness scale47).28

Although there was an excess of female respondents,

the age and employment status of participants were

reasonably matched to that from UK census surveys.

Hence the sample appears to be a reasonable cross-section

of the British public. However, it is self-selecting and may

not generalise across the whole population. Ideally, inter-

views could be conducted using a quota survey of house-

holds with repeat visits for non-responders.6 Unfortunately

this is prohibitively expensive.

The study presented a hypothetical person with

intellectual disability, as, it was not possible to measure

stigmatised behaviour towards real people with intellectual

disability. Moreover, the written views and expressed

attitudes may not translate into any enduring behavioural

change. Although there was no direct contact between

participants and researchers, participants are likely to make

some assumptions about the potentially liberal beliefs of

researchers. Hence social desirability bias may affect the

results. However, the results from other similar studies

demonstrated a negative view of people with active

substance use disorder and suggest that participants had

little reservation about indicating their disapproval of these

disorders.28,33 This is confirmed in other reports.6 This

would indicate that social disability bias had only a modest

effect. Furthermore, social desirability bias would affect

both groups equally.

Funding

The research was supported by Southend MIND.

About the authors

Dr Sabu John Varughese (MBBS) is a staff grade psychiatrist (specialty

doctor) at the Community Drug and Alcohol Service, Thurrock. Vania

Mendes (BSc) is a student psychologist at the Institute of Psychiatry,

London. Dr Jason Luty (PhD, MRCPsych) is a Consultant in Addictions

Psychiatry at the South Essex Partnership NHS Trust, Southend on Sea and

an Honorary Consultant in Addictions Psychiatry at the Cambridge &

Peterborough Mental Health NHS Trust, Cambridge.

ORIGINAL PAPERS

Varughese et al Attitudes towards intellectual disability

406
https://doi.org/10.1192/pb.bp.110.032425 Published online by Cambridge University Press

https://doi.org/10.1192/pb.bp.110.032425


Appendix

Attitude to Mental Illness Questionnaire (AMIQ)28,29

Participants were presented with either photo A (good

photo) or photo B (bad photo).

This is a fictitious report. This is Oliver.

‘Oliver has Down’s syndrome. He is 32 years old and lives

with his parents. He cannot read or write but he is happy

and cheerful and keen to help people’. Please underline the

answer which best reflects your views:

Do you think that this would damage Oliver’s career?

Strongly agree-2/Agree-1/Neutral0/Disagree+1/Strongly

disagree+2/Don’t know0

I would be comfortable if Oliver was my colleague at work?

Strongly agree+2 / Agree+1 / Neutral0 / Disagree-1 / Strongly

disagree-2 / Don’t know0

I would be comfortable about inviting Oliver to a dinner

party?

Strongly agree+2 / Agree+1 / Neutral0 / Disagree-1 / Strongly

disagree-2 / Don’t know0

How likely do you think it would be for Oliver’s wife to leave

him?

Very likely-2 / Quite likely-1 / Neutral0 / Unlikely+1 / Very

unlikely+2 / Don’t know0

How likely do you think it would be for Oliver to get in

trouble with the law?

Very likely-2 / Quite likely-1 / Neutral0 / Unlikely+1 / Very

unlikely+2 / Don’t know0
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Concerns about stigma and the quality of psychiatric

in-patient care are gaining international prominence on

mental health agendas, yet comparatively less attention has

been given to the related experience of shame. Stigma has

been defined as a deep shame-provoking mark or flaw linked

to being a member of a group that is devalued by society.1

Although shame may have social origins and repercussions,

it characteristically involves global evaluations about the

self as unattractive and undesirable - to use Gilbert’s

phrase ‘being in the world as a self one does not wish to

be’.2 As a result shame can correlate with a wide range

of psychopathology and self-esteem measures.3-5 In 1987

Lazare noted that people receiving treatment and health-

care sometimes fail to adhere to treatment or else

neglect consultations because of shame.6 Compared with

other in-patient settings, psychiatric in-patients may not

receive comparable levels of support from relatives.7

Individuals may enter hospital vulnerable to feeling shame,

influencing subsequent treatment and care processes.6 To

date, there are no published reports specifically addressing

the global in-patient experience of shame comparing service

users’ and professionals’ perspectives.8 The aim of this

qualitative research was to understand ways in which shame

experiences are brought into, elicited by and dealt with in

in-patient psychiatric care.

Method

Data were gathered using a focus group design. Focus

groups are considered effective in gathering information
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Aims and method To investigate the complementarities of staff and service users’
experiences of shame in psychiatric in-patient settings. Qualitative methods were
used by means of focus group interviews in two compositions - staff and service
users. Data were transcribed and thematically analysed.

Results Service user group transcripts revealed four prominent themes: ‘loss of
value’, ‘loss of adulthood and autonomy’, ‘loss of subjectivity’ and ‘shaming or blaming
of others’. Staff group transcripts also revealed two themes one of which overlapped
with service users (‘shaming or blaming of others’) and one of which was distinct
(‘entrapment’).

Clinical implications Shame processes may be elicited by caregiving and impede
treatment. Staff find themselves in the predicament of provoking the problems they
intend to address. Suggestions are made as to how to respond to this dilemma and
practically improve aspects of the in-patient care process to reduce shame.
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