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FOREWORD

Fifteen per cent of the world’s population — at least one billion people — have some form of
disability, whether present at birth or acquired later in life. Nearly 240 million of them are
children. One in every 10 children globally has a disability.

Inclusion starts with the understanding that disability is the result of interactions between
inaccessible environments and a person who has long-term impairments. Inclusion can be
achieved when people work to break down physical barriers, when services are accessible to
everyone, when policies equally benefit all individuals, when communications reach every
person, regardless of if they are blind, deaf or have low literacy. But acting to move the world
further in this direction requires an inclusive mindset as foundation.

Unfortunately, many people in most societies across the world still have negative, pitying,
patronizing attitudes toward people with disabilities. As a result, over one billion people
continue to experience stigma and discrimination. This sometimes manifests in violence,
institutionalization or exclusion from society, and sometimes in silence or overprotection.
Breaking the stigma will require multilevel strategies co-developed with children and adults
with disabilities. Governments and partners need to invest in integrated, evidence-based social
and behaviour change (SBC) interventions to address the negative attitudes, beliefs and norms
that fuel stigma and discrimination against children with disabilities, and to make services
more accessible and inclusive. Service providers and communities need to be empowered to
support the inclusion of children and adults with disabilities and to enable their access to
services. Policies that address stigma and discrimination against children with disabilities and
their families need to be put in place, with enough resources allocated to implement them.
Drawing on various disciplines — sociology, psychology, communication and behavioural
economics — SBC encompasses a broad set of strategies and interventions that influence
drivers of change and support local action towards better societies. In every sector, UNICEF’s
SBC programmes bring together local knowledge with scientific insights to support the most
vulnerable. Based on the reports, In 2023, over 100 UNICEF country offices are already
implementing SBC interventions to promote disability inclusion. This toolkit will support them,
and contribute to rallying additional country offices to further advance inclusive SBC
interventions so that all children have equal opportunities.

This toolkit was developed through extensive consultation with UNICEF employees,
organizations of persons with disabilities, SBC experts, government partners, academics, and
youth with disabilities. It provides insights, tools and resources to help users understand
barriers to the inclusion of children with disabilities. It offers practical support to help design
and implement SBC programmes that engage and empower children with disabilities and their
families to be agents of change in their communities, and to enjoy the same opportunities as
their peers.

We hope you will enjoy diving into this toolkit as much as we enjoyed developing it with many

of you.
)
— SR
Vincent Petit Gopal Mitra
Global Lead, Social and Behavior Change. Global Lead, Children with Disabilities
UNICEF UNICEF
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Addressing stigma and discrimination toward children and youth with disabilities
through social and behaviour change (SBC).
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e Sarah's story, part 0 ~

Hi, my name is Sarah. | am a girl, a sister, daughter, friend, student. I'm passionate
about music. And | have a disability. | was born with cerebral palsy. It is a motor
disability that causes changes in the use of muscles. | limp when | walk, and | have
difficulty speaking clearly. So | have many identities, and being a person with a
disability is one of them. However, people often prefer to focus on this one. | was born
in a loving family in city X, where | lived with my two siblings, and my mom and dad.
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INTRODUCTION

About this toolkit

This toolkit was developed to help achieve a
world where “all children, including those
with disabilities, live in barrier free and
inclusive communities, where persons with
disabilities are embraced and supported,
across the life cycle, to realise and defend
their rights, and to achieve full and effective
participation” (UNICEF Disability Inclusion
Policy and Strategy, 2022-2030).

SBC programming has a critically important
and urgent role to play in identifying and
implementing solutions that empower
children with disabilities and their families
and support their social inclusion. We are
therefore pleased to share this practical
guide to understanding and tackling the
social norms and behaviours that limit the
inclusion of children with disabilities in their
communities.

This toolkit aims to provide insights, tools
and resources to help you understand the
barriers to the inclusion of children with
disabilities, with a focus on stigma and
discrimination, and to offer practical
support for designing, implementing,
monitoring and evaluating social and
behaviour change (SBC) interventions that
include children with disabilities and their
families and empower them to be included
in their communities and enjoy the same
opportunities as their peers.

A range of users can benefit from this
toolkit — including SBC specialists,
organizations of people with disabilities
(OPDs), education specialists. Whatever
your specialization, you are encouraged to
approach this toolkit with your specific
priority interventions in mind.

Vs
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ABOUT THE TOOLKIT

This toolkit is built to be both
comprehensive and flexible, to
accommodate a range of needs and
circumstances. Its primary approach is to
promote multi-layered interventions that
comprehensively target disability stigma.
Because resource constraints may not allow
such multi-layered interventions in some
cases, this toolkit offers a spectrum of
options for you to choose from. Whether
you are guiding practitioners through
complete programme cycles or assisting in
the thoughtful design of a specific, targeted
intervention, you will find guidance here.

This toolkit comprises an introduction, a
foundational module, seven thematic
modules, a user guide and a PowerPoint
presentation. The modules are as follows:

® Module 0: Foundation
® Module 1: Inclusive evidence generation

® Module 2: Empowering children and youth
with disabilities and their families

® Module 3: Understanding and engaging
communities

® Module 4: Building disability-inclusive
services

® Module 5: Strengthening partnerships for
advocacy

® Module 6: SBC for disability inclusion in
humanitarian action

® Module 7: Monitoring, Evaluating and
Measuring

Taken together, the modules describe the
key elements of achieving sustainable
social and behaviour change.

Sustainable social and behaviour change
starts with a clear understanding of the
stigma and barriers to inclusion
experienced by children with disabilities
and their families in a particular context
(Module 0). Participatory research informs
all interventions, so that they support an
in-depth understanding of the communities
they serve (Module 1).

The keys to effecting behaviour change are
programmes that sustainably empower
children with disabilities and their families
(Module 2), create space for thoughtful
community engagement (Module 3), design
and implement inclusive services that are
available to everyone in the community
(Module 4), forge strong partnerships for
advocacy (Module 5), respond to the needs
of children with disabilities in humanitarian
contexts (Module 6) and measure progress
in clear and objective ways (Module 7).

‘ ‘ “It’s not our differences that divide us.

It is our inability to recognize, Accept
and celebrate those differences”

Audre Lorde
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Each module begins by explaining how its
particular focus area contributes to the broader
goals of improving SBC practice for children
with disabilities. We have organized each
module according to a simple framework that
reflects the project cycle: Ready?, Steady...,
Set., Go!.The intention is to provide you, the
user, with the opportunity to engage with the
content, wherever you are in your project or
programming journey.

Whether you are an expert in disability
inclusion or SBC, or if you're new to both
fields, start with Module 0, which covers
fundamental concepts related to disability and
SBC. It's essential that you start with a solid
grasp of the basics of these concepts. If you
feel the need to delve deeper, you can explore
additional resources in the ‘“Tools’ section.

This toolkit is aligned with UNICEF's SBC
Programme Guidanceand UNICEF’s minimum
quality standards and indicators for
community engagementlt is intended as a tool
for the implementation of the UNICEF
Disability Inclusion Policy and Strategy,
2022-2030 (DIPAS).

® Children with disabilities and key barriers
to inclusion
Fifteen per cent of the world’s population —
at least 1 billion people — have some form of
disability, whether present at birth or
acquired later in life. Nearly 240 million of
them are children. Each has the right to be
nurtured and supported through responsive
care and education, to receive adequate
nutrition and social protection, and to enjoy
play and leisure time.

Too often, however, these rights are denied.
The reasons vary: stigma, lack of accessible
services, lack of access to assistive devices,
physical barriers. When children with
disabilities are excluded from society, their
chances to survive and thrive are
diminished, as are their prospects for a
bright future. But this can and must change.

The Convention on the Rights of Persons
with Disabilities defines disability as a
long-term physical, mental, intellectual or
sensory impairment that — in interaction with
the environment — hinders one’s
participation in society on an equal basis
with others.This means that as societies
remove barriers, people experience fewer
functional limitations.

impairment + barrier = disability
impairment + accessible environment =
inclusion
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On their own, impairments are not
disabilities. Understanding the difference is
the key to addressing barriers to inclusion.

Children and adolescents with disabilities
are a highly diverse group with
wide-ranging life experiences. They live in
every community, and are born with or
acquire distinct impairments that, in relation
to their surroundings, lead to difficulties in
functions like seeing, walking,
communicating, caring for themselves or
making friends. But the extent to which
children with disabilities are able to function,
participate and lead fulfilling lives depends
on the extent to which society is inclusive.

Example: If ayoung girl from a village has
low vision, but no access to glasses — an
assistive device that is often taken for
granted — we would say that her
environment does not allow her to exercise
the same rights as other children: to receive
education, to learn and go to school. Unable
to view learning materials in the classroom
and to fully participate, she may not be able
to keep up with other students, and may
eventually drop out of school.

Children with disabilities face a range of
barriers that limit their ability to function in
daily life, access social services like
education and health care, and engage in
their communities. These include:

® Physical barriers, for example, buildings,
transportation, toilets and playgrounds that
cannot be accessed by wheelchair users.

® Communication and information barriers,
such as textbooks unavailable in Braille, or
public health announcements delivered
without sign language interpretation.

@ Attitudinal and behavioural barriers like

stereotyping, low expectations, pity,
condescension, harassment and bullying.

Policy barriers, such as policies and laws
that discriminate against people with
disabilities, or the lack of legal frameworks
for the fulfilment of equal rights.

Each of these barriers is rooted in stigma
and discrimination that reflect negative
perceptions associated with ableism - a
system of beliefs, norms and practices that
devalues people with disabilities. Because
of ableism and the barriers that stem from
it, children with disabilities are among the
most marginalized people in every society.
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UNDERSTANDING STIGMA

Stigma is one of biggest barrier to
inclusion. There are two types of stigma:
public stigma and self-stigma.

Public stigma is a social process that
contains three interdependent components:
stereotypes, prejudice and discrimination!

Stereotypes are collectively held beliefs
that allow people to quickly generate
impressions and expectations of individuals
who belong to a particular social group —
often at the price of distorting reality. One
common stereotype is that people with
disabilities are incompetent, unable to live
and work successfully.?

Prejudices are negative attitudes towards a
group of people,’ resulting from
endorsement of stereotypes that generate
negative emotional reactions. An example
of a negative attitude is that people with
disabilities can’t and shouldn’t be included
in society and services. When measuring
attitudes, it is very important to measure
implicit (unconscious) biases as well as
explicit (conscious) ones, as they can
significantly differ. See module 4 for more
information on implicit biases.

Discrimination is a behavioural response
based on prejudice towards a group, which
may result in harm towards members of
that group‘f Examples of discriminatory
behaviours include avoidance and
segregation.

Self-stigma — also referred to as
internalized, experienced or anticipated
stigma — occurs when people apply
stereotypes to themselves, develop
prejudices that are harmful to themselves
and engage in self-discrimination. For

-

Corrigan, 2000. For full references, see the reference list in module 0.

2 Pescosolido et al., 1999; Cohen and Struening, 1962; Kermode et al., 2009;
Kobau et al., 2010, Pescosolido et al., 1996; Van 't Veer et al., 2006.

3 Corrigan, 2000.

example, someone may hold the
self-stereotyping belief, “| am incapable,’
which evokes a negative attitude — “l can’t
and shouldn’t be included in society” —
leading them to self-isolate.

example, someone may hold the
self-stereotyping belief, “| am incapable,’
which evokes a negative attitude — “l can’t
and shouldn’t be included in society” —
leading them to self-isolate?

Children who acquire disabilities early in
life often contend with stigma throughout
childhood. It is embedded in caregivers’
paternalistic attitudes, overprotective
parenting, low expectations, ableism in
schools and the widespread neglect of the
voices, needs and capacities of children
with disabilities. Stigma is the root of such
as school segregation, institutionalization
and forced sterilization of children with
disabilities.” Due to ableist assumptions,
children with disabilities are frequently
seen as in need of ‘fixing” and help, less
able to contribute and participate, less
worthy of attention and having less
inherent value than others.

Addressing stigma and discrimination
against children, adolescents and adults
with disabilities require systematic,
multi-level approaches. It entails
addressing negative attitudes, harmful
beliefs and norms, misconceptions and
ableism in society — and empowering
children and adults with disabilities, their
families and OPDs to demand their rights
and participate in processes aiming to
make policies, services and communities
more inclusive.

Crocker et al., 1998
Corrigan et al., 2006.
Corrigan et al., 2006.
UNICEF, n.d.
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INTRODUCTION

PROPOSED THEORY OF
CHANGE

Understanding and addressing social
issues requires a thorough diagnosis, and
effective Social and Behavior Change (SBC)
strategies are grounded in a proper
understanding of the problem.To design
impactful programs, it is crucial to answer
the fundamental question: "Why are people
doing what they are doing?". In this case,
the question is “why are people excluding
people with disabilities?” Unraveling the
'why' is essential to inform the 'how'.

A theory of change (ToC) is the cornerstone
of any evidence-based programme which
answers this “why’ serving as the blueprint
for understanding and addressing the
issue. Hence, this global toolkit features a
thorough ToC that was carefully crafted
through extensive research and insights
from practice. It serves as a universal
reference point for practitioners, offering a
solid foundation to adapt and personalize
their own strategies. Packed with
comprehensive insights, it is an invaluable
resource that includes everything
practitioners need to contextualize their
approaches effectively. It consists of two
integral parts: a problem analysis and a
solution analysis. The problem analysis
identifies the drivers of stigma, while the
solution analysis specifies the outputs and
outcomes required to achieve the goal of
reducing stigma.

The journey begins by defining stigma,
particularly ableism, directed at people with
disabilities. Stigma is dual-natured, divided
into public stigma—a social process
involving stereotypes, prejudice, and
discrimination—and self-stigma, an
internalized or anticipated form that varies
among individuals within a stigmatized

group.

When exploring the reasons behind
disability stigma, the TOC points to three
main drivers: psychological, sociological,
and environmental. Within the
psychological drivers, three crucial
elements stand out—attitudes, self-efficacy,
and interest. Sociological drivers cover
social learning, social norms, and the
impact of social movements. Environmental
drivers include inclusive spaces, the
communication environment, and moral
development in schools. Toprovide
development in schools.To provide
practitioners with a thorough
understanding, each of these drivers is
further unpacked to reveal second and
third-layer drivers. This detailed breakdown
aims to offer practitioners a comprehensive
insight into the root causes of each of the
driver.

ThisToC is both research-based and
practice-oriented, functioning as a
comprehensive global reference that blends
practicality with evidence. It serves as a
versatile guide for practitioners, designed to
be adaptable to specific contexts.
Practitioners from any country can refer to
and customize it based on their contexts.
Please see the PowerPoint Presentation

of proposed detailed TOC. The short version
is available in Module 0.
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THE PERSON-FIRST

APPROACH Dg Err_lpath_y-led - unfjerstanding s:tak(_aholders’
L . pain points, emotions and motivations
The toolkit introduces the person-first enables us to build empathy. We avoid
approach, which is not the same fchlng as blaming or finger-pointing, and invite all
person-first language. A person-first stakeholders to embrace a new way of
approach _starts with the recognition that working that's premised on empathy and
everyone is a person first. Everyone has person-first thinking. This, in turn, is key to
multiple dimensions to their identity, and sustainability.

their impairment is only one component. A
person-first approach hinges on a change GD Trans-sectoral (multidisciplinary) — every

in mindset, confronting the unconscious sector is responsible for ensuring inclusive

biases and legacies of ableist thinking that services, instead of shifting the

may inf!uence individual decision-making responsibility to disability services or

and, ultimately, social and behaviour experts. For instance, policymakers from

change. the education, health and social sectors
o ) need to work together to enable children

The responsibility to take a person-first with disabilities to be able to access

approach lies with each of us.To take a education.

person-first approach means to internalize

these changes and champion person-first = Based on a twin-track approach —

ways of working. The shift in mindset recognizing that general interventions may

facilitates a shift in the way programmes need to be complemented with specific

and services are delivered to children and interventions to address current

youth with disabilities and their families, inequalities. For example, the success of an

towards a focus on person-led or SBC strategy to decrease stigma

human-centred approaches. Programmes experienced by youth with disabilities

and services that take a person-first seeking sexual and reproductive health

approach are: services may require programmes to

Y empower youth as advocates for inclusion.
YD . ..
1 Intersectional - recognizing the

compounding impact of multiple Participatory and representative — ensuring
margl_nallzmg ba_rrler_s. F_’eople may that initiatives engage children and youth
experience marginalization on account of with disabilities and their families, and are
disability, gender, race, sexual identity, planned with representation in mind -
ethnicity, culture, rurality and other factors especially representation of the people who
relating to identity — and multiple forms of are the focus of the initiatives. For instance,
marginalization intersect to multiply the a programme seeking to tackle stigma and
challenges they experience. For instance, discrimination against children with

the experiences of a girl from a rural disabilities is not participatory if it engages
community are profoundly different from only parents of children with disabilities, or
those of an adult man from a city, even if only people of one gender or with one type
they have the same impairments. of impairment.
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MODULE 0

FOUNDATION MODULE

WHO ARE CHILDREN WITH

DISABILITIES?

This is the foundational module of this toolkit. It provides a basic understanding of disability,
explains the concept of stigma and gives a rationale for our approach to this topic.

FACTS AND FIGURES

Fifteen per cent of the world’s population -
at least 1 billion people — have some form of
disability, whether present at birth or
acquired later in life. Nearly 240 million of
them are children. Each has the right to be
nurtured and supported through responsive
care and education, to receive adequate
nutrition and social protection, and to enjoy
play and leisure time.

Too often, however, these rights are denied.
The reasons vary: stigma, lack of accessible
services, lack of access to assistive devices,
physical barriers. When children with

disabilities are excluded from society, their
chances to survive and thrive are
diminished, as are their prospects for a
bright future. But this can and must change.

Everyone with a disability is a person first.
Children and adolescents with disabilities
are a diverse group with wide-ranging life
experiences. They live in every community,
and are born with or acquire impairments
that, in relation to their surroundings, lead
to difficulties in functions like seeing,
walking, communicating, caring for
themselves or making friends.
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The extent to which children with
disabilities are able to function, participate
and lead fulfilling lives depends on the
extent to which the societies they live in are
inclusive.The Convention on the Rights of
Persons with Disabilities defines disability
as a long-term physical, mental, intellectual
or sensory impairment that — in interaction
with the environment — hinders one’s
participation in society on an equal basis
with others.

This means that as societies remove
barriers, people experience fewer

functional limitations.

impairment + barrier = disability
impairment + accessible environment =
inclusion

On their own, impairments are not
disabilities. Understanding the difference is
the key to addressing barriers to inclusion.

Children with disabilities face a range of
barriers that limit their ability to function in
daily life, access social services like
education and health care, and engage in
their communities. These include:

Physical barriers, for example, buildings,
transportation, toilets and playgrounds that
cannot be accessed by wheelchair users.

Communication and information barriers,
such as textbooks unavailable in Braille, or
public health announcements delivered
without sign language interpretation.

Attitudinal barriers, like stereotyping, low
expectations, pity, condescension,
harassment and bullying.

Policy barriers, such as policies and laws that
discriminate against people with disabilities,
or the lack of legal frameworks for the
fulfilment of equal rights.

Each of these barriers is rooted in stigma
and discrimination that reflect negative
perceptions associated with ableism - a
system of beliefs, norms and practices that
devalues people with disabilities. Because
of ableism and the barriers that stem from
it, children with disabilities are among the
most marginalized people in every society.

In many parts of the world, we don’t
consider low vision (near- or
farsightedness) to be a disability. But
imagine a young girl with low vision,
but no access to eyeglasses - a vital
assistive device, often taken for
granted. At school, she has a hard time
seeing the blackboard, or maybe she
can’t read the text in books or on
screens - and so she can’t keep up with
the other students. She may drop out of
school, because her environment does
not enable her to exercise the same
rights as other children.

‘ ‘ A local stuttering myth exists in my
community, and particularly in my

family, that if a baby’s hair is cut too
early after childbirth, that child will
stutter...Others believed that I was
tickled too much under my feet,
resulting in my stutter. Throughout
my childhood these myths were
what I accepted as the cause of my
stutter...

Yaaseen S. South Africa Youth Month: My
world in words’ | UCT News
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KEY FRAMEWORKS RELATED
TO THE RIGHTS OF CHILDREN
WITH DISABILITIES

The three key treaties relevant to the rights
of children with disabilities are:

The Convention on the Rights of the Child
(CRC), 1989.

The Convention on the Rights of Persons
with Disabilities (CRPD), 2006.

The Convention on the Elimination of all
Forms of Discrimination against Women
(CEDAW), 1979.

Each treaty dovetails with, reinforces and
elaborates on the others, and contributes to e
the goals of equality and inclusive
development.Their interrelated nature was
acknowledged in the Secretary General's
Status Report and Omnibus Resolution on
children with disabilities, adopted by the UN
General Assembly in 2011. Together, they
embody four core values of human rights
law that are particularly important in the
context of disability™

The dignity of each individual. All people are
of inestimable value because of their
inherent self worth, not because they are
economically or otherwise ‘useful’.

Autonomy or self-determination, based on
the presumption of a capacity for
self-directed action and behaviour, requiring
that people be placed at the centre of all
decisions affecting them.

The inherent equality of all, regardless of
difference.

The principle of solidarity, which requires

society to sustain the freedom of the person
with appropriate social support.

1 UNICEF, 2019a.

Two articles of the CRC render children with
disabilities visible and place explicit obligations
on States to introduce measures to promote
inclusion and freedom from discrimination.

Article 2 states that no child should encounter
discrimination on the grounds of “race, colour,
sex, language, religion, political or other
opinion, national, ethnic or social origin,
property, disability, birth or other status” The
CRC was the first human rights treaty to include
disability as a ground for protection from
discrimination. It broke new ground in
establishing the right to protection and obliging
States to take all necessary measures to ensure
that right for all children with disabilities.

Article 23 is dedicated to children with
disabilities and emphasizes their right to a “full
and decent life in conditions which ensure
dignity, promote self-reliance and facilitate the
child’s active participation in the community.” It
obliges States to provide special care and
assistance to enable the child to achieve the
“fullest possible social integration and
individual development, including his or her
spiritual or cultural development”

The preamble of the CRPD recognizes that
children with disabilities should have full
enjoyment of all human rights on an equal
basis with others. Article 5 obliges States
parties to prohibit all discrimination on the
basis of disability and guarantee to people with
disabilities equal and effective legal protection
against discrimination on all grounds.

While many countries have registered
progress in realizing the rights of people with
disabilities, and 177 have ratified the CRPD,
most children and adolescents with disabilities
still experience stigma and ableism, along with
their inevitable consequences - including a
lack of access to services, a self-perceived
inferiority and a lack of confidence that
reinforces isolation and exclusion.

16
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UNDERSTANDING THE
TRANSITION TO THE SOCIAL
AND HUMAN RIGHTS MODELS

OF DISABILITY

To understand the concept of stigma and the
relevant social and behaviour change (SBC)
approaches to combat it, it's important to
grasp how disability models have evolved,
and why some should not be used anymore.

Models of disability can be categorized into
two main approaches: individual
approaches, which see the person as having
a problem, and social approaches, which
see society as having a problem - that is,
being unable to accommodate all people.

The four main models of disability are the
charity model, the medical model, the social
model and the human rights model. The first
two are individual approaches.The other
two are social approaches, focusing on
external factors that need to be changed or
adapted to create an enabling environment
for people with disabilities.?

The charity model views people with
disabilities as victims of circumstances who
deserve pity. This culture of ‘care’ can
jeopardize the rights of people with
disabilities, as it leads to medically
classifying, segregating and
institutionalizing them.

The medical model sees disability as a
health condition, an impairment located in
the individual. It assumes that addressing
the medical ailment will resolve the
problem.

2 CBM, n.d.
3 Disabled World, 2023.

This model ignores the full spectrum of
issues related to living with a disability, and
sees people with disabilities as tragic.®

The social model focuses on society as the
source of the problem. Barriers — whether
social, institutional, economic or political —
exclude people with disabilities from full
participation in society. The solution entails
reforming society, removing barriers to
participation, raising awareness and
changing attitudes, practices and policies.

The rights-based model is based on the
social model and shares the premise that it
is society that needs to change. This
approach focuses on equity and rights, and
looks to include all people equally within
society — regardless of gender, age,
background or any other characteristic. It
sees people with disabilities as central
actors in their own lives, as decision-makers,
citizens and rights-holders. Like the social
model, it seeks to transform unjust systems
and practices.

While the charity and medical models are
still used in some contexts, they are
outdated and should no longer be applied,
as they are not compliant with the CRPD.
They have been superseded by the social
model and the rights-based model, which
aim to fulfill the rights of all people to
participate in society.
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Before starting my university journey of self-discovery and advocacy, I struggled to
accept and adapt to my disability and as a result I was bullied and mocked by
classmates, and worst of all, by family members...Stuttering is an invisible disability.
Unfortunately, this results in a generalization of disability, where unnoticeable
disabilities like stuttering get isolated and ‘interiorized’, to the extent that one’s lived
experiences are relegated in comparison to more noticeable disabilities

Yaaseen S. South Africa Youth Month: ‘My world in words’ | UCT News

STIGMA AND DISCRIMINATION
AS KEY BARRIERS TO
INCLUSION

Stigma and discrimination are some of the
strongest determinants of children’s and
adolescents’ development (WHO/UNICEF,
2012). Due to ableist assumptions, children
with disabilities are often considered to be
in need of ‘fixing’ and help, seen as less able
to contribute and participate, less worthy of
attention and having less inherent value
than others.

Both children and adults with disabilities
face discrimination based on multiple
identities — not only disability, but also age,
gender and other identities. Discrimination
can occur within their communities, in
families, and in services and systems.
People with disabilities experience structural
discrimination in areas including education,

social protection and health.

Children who acquire disabilities early in life
often contend with stigma throughout
childhood. It is embedded in caregivers’
paternalistic attitudes, overprotective
parenting, low expectations, ableism in
schools and the widespread neglect of the

4 CBM, n.d. 2

voices, needs and capacities of children
with disabilities. It is the root of
discriminatory and harmful practices such
as school segregation, institutionalization
and forced sterilization of children with

disabilities.*

Addressing stigma and discrimination
against children, adolescents and adults
with disabilities require systematic,
multi-level approaches. It entails addressing
negative attitudes, harmful beliefs and
norms, misconceptions and ableism in
society — and empowering children and
adults with disabilities, their families and
organizations of persons with disabilities
(OPDs) to demand their rights and
participate in processes aiming to make
policies, services and communities more
inclusive.

SBC programming has a critically important
and urgent role to play in identifying and
implementing solutions that empower
children with disabilities and their families,
and support their social inclusion.
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DEFINING DISABILITY STIGMA

Ableism is stigma applied to people with
disabilities. Broadly speaking, there are two
types of stigma: public stigma and
self-stigma.

Public stigma

Public stigma is a social process with three
components: stereotypes, prejudice and
discrimination.®

1. Stereotypes

Stereotypes are collectively held beliefs
about members of a social group.They serve
as efficient means of categorizing
information, allowing people to quickly
generate impressions and expectations of
individuals who belong to a particular social
group®. But these shortcuts can distort
reality. Around the world, the most common
stereotypes applied to people with
disabilities are that they are dangerous’,
unpredictable and difficult®, and
incompetent (that is, unable to live their
lives or work successfully).®

The literature on mental iliness notes other
common beliefs that stereotype people with
disabilities — blame, shame and curability:

In some cases, people are blamed for their
own disabilities. People with mental
illnesses are more likely to be blamed for
their illness than those with physical

Corrigan, 2000.

illnesses. There is a common belief that
someone with a mental illness can ‘snap
out of it’, or recover on their own, without
treatment.

Some people feel that a person with a
mental illness should be ashamed.™

A person with a mental illness may be seen
as likely to recover — or not. Beliefs about
curability relate to the perceived efficacy of
the treatment someone receives, or the
prognosis they can expect."

Stereotypical beliefs are linked to emotional
reactions by the people who hold the
stereotypes. With regard to people with
mental illness, three types of emotional
reactions to have been well studied: fear,
anger and pity."

Someone who thinks that people with
disabilities are dangerous and unpredictable
is likely to feel fear.™

Someone who thinks that people with
disabilities are to blame for their disability is
likely to feel like anger.™

Someone who thinks that people with
disabilities are incompetent, shameful,
blameless and not curable is likely to feel
pity.”® While pity can lead to helping, which
is a positive behaviour, it is still considered a
negative emotion, because it stems from
negative stereotypes.

Augoustinos et al., 1994; Esses et al., 1994; Hamilton & Sherman, 1994; Hilton & von Hippel, 1996; Judd & Park, 1993; Krueger, 1996; Mullen et al., 1996.

Angermeyer & Matschinger, 2003a, b; Crisp et al. 2000; Griffiths et al., 2006; Kermode et al., 2009; Kobau et al., 2010; Krueger, 1996; Mullen et al., 1996.

5
6
7 Bos et al., 2013; Corrigan et al., 2003; Kobau et al., 2010; Angermeyer & Matschinger, 2003a, b; Van't Veer et al., 2006; Kermode et al., 2009 ; Griffiths et al., 2006..
8
9

Pescosolido et al., 1999; Cohen & Struening, 1962; Kermode et al., 2009; Kobau et al., 2010; Pescosolido et al., 1996; Van't Veer et al., 2006.

10  Griffiths et al., 2006.

1 Angermeyer & Matschinger, 2003a, b; Crisp et al., 2000; Kobau et al., 2010; Pescosolido et al., 1996, 2007.

12 Angermeyer & Matschinger, 1997, 2003a, b; Corrigan, et al., 2003.

13 Angermeyer & Matschinger, 2003a, b; Martin et al., 2000; Pescosolido et al., 2007.

14 Angermeyer & Dietrich, 2006; Angermeyer & Matschinger, 2003a, b.
15 Bosetal., 2013;Yeh et al., 2017.
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Disability is in the eyes of society. It is not in our eyes. If provided with opportunities,

we can prove our worth.”

(Quotes from child with disability in Nepal)1

2. Prejudice

Prejudice is a negative attitude towards a
group of people.’® For example, some
people believe that people with disabilities
can’t and shouldn’t be included in society
and services.

Prejudice results from endorsement of
stereotypes, which generate negative
emotional reactions. It can be implicit
(unconscious) or explicit (conscious). When
measuring attitudes, it is important to
measure implicit ones, as they can
significantly differ from explicit attitudes. For
more information, see Module 7:
Monitoring, evaluating and measuring.

Beliefs

People adhere to
stereotypes such as:
People with disabilities are
dangerous, unpredictable,
difficult, shameful,
blamable, curable,

3. Discrimination

Discrimination is a behavioural response
towards a group, based on prejudice, that
may result in harm towards members of that
group.” The main discriminatory behaviours
towards people with disabilities are
avoidance, coercion, segregation, hostile
behaviors (e.g., physical harm or threats of
harm) and withholding help.

To bring it all together, public stigma is a
social process whereby people endorse a
negative stereotype about other people,
evoking a negative emotion and leading to
prejudiced attitudes and discriminatory
behaviours.There is a two-way relationship
between these attitudes and behaviours -
they reinforce each other.This process is
visualized in Figure 1.

Behaviours

incompetent

Prejudice People believe

Discrimination: People

-

practise exclusionary
behaviours such as
avoiding, segregating,
withholding help, etc.

that people with disabilities
shouldn’t and can’t be
included in society

Figure 1. How public stigma works, in the context of ableism
The double-headed arrow between attitudes and behaviours indicates
the two-way relationship between them: each influences the other.

People feel fear, pity, anger,
etc. [ J

Attribution theory, an important framework in psychology, notes that when people make attributions about the
cause and controllability of a person’s conditions, they make inferences about responsibility — which then can
evoke emotional reactions that can translate into discriminatory behaviours.

16 Corrigan, 2000.
17  Crocker et al., 1998.
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4. Self-stigma

Self-stigma is also referred to as Self-stigma involves an interplay of
internalized, experienced or anticipated stereotypes and emotions. When people
stigma. Not all people in a stigmatized group internalize ableist stereotypes, they may feel
develop self-stigma.' Module 2 provides negative emotions such as sadness,
insights and tools on how to prevent and embarrassment or humiliation.?’ Low
decrease it. self-esteem, low self-efficacy and low
Self-stigma occurs when people apply self-worth are proven negative effects of
stereotypes to themselves, develop internalizing stigma.?'

prejudices that are harmful to themselves

and engage in self-discrimination.™ For People with disabilities may self-discriminate
example, someone may hold the through secrecy or hiding - for instance, by
self-stereotyping belief, “| am dangerous,’ concealing their disability from others.?
which evokes the emotion, “I am afraid of Another form of self-discrimination is
myself,” and leads them to self-isolate. self-imposed social isolation — avoiding

interactions with other people.? Self-stigma
is visualized in Figure 2.

Beliefs

| internalize stereotypes
such as:

| am dangerous,
unpredictable, difficult,
shameful, blamable,
curable

Behaviours

| believe | shouldn’t and

can’t be included in society - self-discriminatory

| practise

behaviours such as social
isolation and secrecy

| feel sad, embarrassed,
humiliated, etc. o

Image 2. How self-stigma works

18 Corrigan & Rao, 2012.

19 Corrigan et al., 2006.

20  Griffiths et al., 2006; Parcesepe and Cabassa, 2013; Walker, et al., 2008.
21 Watson et al., 2007.

22 Linketal., 1997

23  Corrigan & Rao, 2012.

Ve
: Y —J .
21 Intersectionality &" Transectoral @ Twin Track — Empathy-led Dg


https://www.sbcguidance.org/sites/default/files/2024-03/module%202%20-%2010March24%20-%20Completed.pdf

MODULE 0

FOUNDATION MODULE

‘ ‘ Regardless of our recommendation if the people don’t understand, it will not
get anywhere. Therefore, I recommend awareness, awareness to our public,
our education system, our traditional leaders, and our churches. Awareness

is the key to getting people to understand the situation and act for its

improvement in society.

Rosalyn A, Ghana

THE ROLE OF SBC IN ADDRESSING DISABILITY STIGMA

SBC approaches aims to empower
individuals and communities, and to lower
structural barriers that hinder people from
adopting positive practices and prevent
societies from becoming more equitable,
inclusive, cohesive and peaceful.

Drawing on disciplines including sociology,
psychology, communication and
behavioural economics, SBC encompasses
strategies and interventions that influence
drivers of individual and social change and
support local action towards better societies.
It helps development practitioners and
policymakers design more effective
programmes for reducing poverty and
inequity. And it blends scientific knowledge
with community insights — its most
important element — to expand people’s
control over the decisions that affect their
lives. SBC is a key component of UNICEF's
work towards the Sustainable Development
Goals.

SBC practitioners use research and evidence
to design programmes that can respond to
pressing issues in the places UNICEF works,
including to reduce stigma and
discrimination and promote the inclusion of
children with disabilities. This toolkit

24 Petit, 2019.

introduces tools, approaches and methods
that SBC practitioners can apply to influence
people and societies toward greater
inclusion.

WHY DOES STIGMA EXIST?
DEVELOPING A THEORY OF
CHANGE

A theory of change (TOC) is the cornerstone
of any evidence-based programme to target
stigma. It has two parts: a problem analysis
and a solution analysis. The first identifies
the drivers of the problem, while the
second proposes solutions through which
the programme will address each of these
drivers. Practitioners can refer to the
example TOC below when building TOCs
tailored to their own contexts.

Problem analysis for stigma

In the case of disability stigma, the
behavioural problem is that people
discriminate against people with
disabilities. According to the UNICEF
Behavioural Drivers Model, every
behavioural problem has three main
categories of drivers: psychological,
sociological and environmental.%

Ve
- N — ]
22 Intersectionality &" Transectoral @D Twin Track — Empathy-led Dg


https://www.unicef.org/mena/media/5586/file/The_Behavioural_Drivers_Model_0.pdf%20.pdf

MODULE 0 FOUNDATION MODULE

People discriminate against people with disabilities

Limited/no psychological Limited/no sociological No inclusive environment
drivers for including people drivers for including people for including people with
with disabilities with disabilities disabilities

Figure 3. Psychological, sociological and environmental drivers of disability stigma

» PSYCHOLOGICAL DRIVERS But why do people adhere to negative
stereotypes and have the negative emotions
Psychological drivers involve the cognitions associated with them? And what other
and emotions of individuals.25 Disability drivers might affect attitudes? Research has
stigma has three main psychological drivers: shown that intergroup contact and
attitudes, self-efficacy and interest. knowledge, among other factors, can
influence stereotypes and associated
® Attitudes emotions, while values also affect attitudes.

People discriminate because they hold
prejudicial attitudes (as seen in Figure 1).
They have prejudicial attitudes because they
adhere to negative stereotypes that are
associated with negative emotions.

25  Petit, 2019.
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Knowledge Beliefs
People adhere to Stereotypes
such as:
People have Limited or false Dangerous .
information on disability Unpredictable Behaviour
Difficult
Shameful
Blamable
urable People believe that people - People practice discriminatory
Intergroup Contact with disabilities shouldn’t and behaviors such as avoiding,
can't be included in society segregating, whithholding
help, etc.
People have had no or
negative contact with people

with disabilities ® Emotions

People feel fear, pity, and/or

anger

Figure 4. The role of intergroup contact,
knowledge and values in stigma

Values

People have positive values
that support disability
inclusion

® Intergroup contact

There is evidence that interventions
involving contact between people with and
without disabilities can have an impact on
stigma.?® This is in line with the intergroup
contact hypothesis, initially proposed by G.
W. Allport.?

For contact to reduce stigma, however,
certain criteria need to be met — otherwise,
contact can have a negative effect on
attitudes. The criteria are:

Equal status

* Intergroup cooperation
e Common goals

e Support by social and institutional 3
authorities.

26  Armorer Wason, et al., 2020.
27  Allport, 1954.
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Among children, there are additional
conditions for intergroup contact to have a
positive impact. According to UNICEF's
Towards a Child-Led Definition of Social
Cohesion, these include the following:®

e They feel consulted, listened to and
understood.

e They have good relationships with
adults.

* They are treated equally.
* Friends are present.

e Trustis present both between children
and adults, and among the children.

e They have and understand clear
structures of help.

e They have freedom of expression and
participation.

e Everyone is included in activities.

* There is no violence or bullying, either by
adults or by other children.

e Where there is no contact or negative
contact between people with and without
disabilities, people are more likely to
have negative emotions and adhere to
stereotypes.

Knowledge

Providing accurate information can help
break down stereotypes on disability — but
by themselves, educational programmes
aren't sufficient.?®

Values

Values are enduring beliefs about what is
desirable, important and morally right.®

28  UNICEF, 2019b.

29  Corrigan, P.W., & Watson, A. C. (2002). Understanding the impact of stigma on
people with mental illness. World psychiatry : official journal of the World
Psychiatric Association (WPA), 1(1), 16-20.

30  Fishbein & Ajzen, 1975; Rokeach, 1973.

Examples of values that support disability
inclusion include inclusivity, fairness,
respect and social responsibility.

Values serve as guiding principles for
evaluating and forming attitudes.®' To
understand why people hold particular
values — and may not hold the
inclusion-supporting values enumerated
above — we need to consider sociological
and environmental drivers, because
personal values are shaped by moral norms,
and moral development is also shaped by
education. These will be discussed below.

Self-efficacy

Self-efficacy is an individual’s belief in their
own capabilities to successfully perform
specific tasks or accomplish goals.® If
someone doesn’t believe in their own
capacity to include people with disabilities,
they won’t practice inclusion.

Two main factors contribute to a lack of
self-efficacy. First, people may not have the
skills for disability inclusion. Second,
developing skills takes rehearsal and
practice — and often, people have neither
rehearsed nor put into practice their skills for
disability inclusion.®

Interest

Lack of interest in disability inclusion is
another psychological driver of prejudicial
attitudes. When people become engaged
and invested in a topic, their acquired
knowledge, experience and exposure to it
can shape their attitudes.?

Why aren’t people interested in disability
inclusion?The effort needed and the
perceived gains and avoided losses of
practising disability-inclusive behaviours
play a role.

31 Schwartz, 1992, 1994.

32 Bandura, 1977a.

33 Fazio & Olsen, 2007; Fazio et al., 1982.
34 Hidi & Renninger, 2006.
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Effort

When the effort required to learn something
or practise a new behaviour is perceived as
excessive, people may experience a decline
in interest.*® People may perceive that being
inclusive requires too much effort, especially
if they believe that people with disabilities
are difficult.

Perceived gains and avoided losses

Interest and willingness to engage in a
behaviour depends on what people think
they will get out of it — whether it is a
potential gain or an avoided loss.3¢

Potential gains and avoided losses perceived
by people who discriminate include
enjoyment,* perceived risk®*® and
reinforcement (seeking a reward).* People
may perceive that engaging with people with
disabilities isn't enjoyable, especially if they
believe that people with disabilities are
dangerous or difficult. Someone who views
people with disabilities as dangerous would
probably avoid engaging with them. It is also
possible that people don’t act inclusively
because they aren’t rewarded for it.

SOCIOLOGICAL DRIVERS

Sociological drivers are determinants related
to interactions within families, communities,
groups and society at large.*® Three main
sociological drivers are involved in disability
stigma: social learning, social norms and
demand through social movements.

Social learning

People acquire new behaviours and beliefs
by observing and imitating others within
their social environment.*” We learn
discriminatory behaviours by seeing others
discriminate.

35 Fredricks et al., 2011.

36  Ames & Archer, 1988; Wigfield & Eccles, 2000; Kahneman &Tversky, 1979;
Linnenbrink-Garcia et al., 2010.

37 Harackiewicz et al., 2008.
38  Elliot & Church, 1997.

In communities where established social
norms support discriminatory behaviours,
these norms may be challenged by
identifying and promoting positive deviants
— people who do practise inclusive
behaviours.

In this problem analysis, we assume that
there are not enough visible positive
deviants who display inclusive behaviours
that others can learn from.

Social norms

Negative social norms that contribute to the
exclusion of people with disabilities also
drive discriminatory behaviours.

One reason negative norms exist is the lack
of positive deviants. People tend not to go
against negative norms that prevail in their
communities, because they fear negative
social consequences. Outcome expectancies
play a central role in whether someone is
willing to violate what they perceive as an
established norm.

Demand through social movements

One of the reasons an inclusive
environment does not exist is that there is
not enough demand for it.

Social movements provide an organized,
collective platform through which
individuals can effectively and persistently
voice their demands. According to the
evidence-based Contentious Politics
framework, social movements are organized
efforts by groups of individuals who come
together to pursue common goals,
challenge existing power structures and
engage in sustained interactions with
authorities.*

39  Eccles & Wigfield, 2002.

40  Petit, 2019.

41 Bandura, 1977b; Bandura & NIMH, 1986.
42 Tilly, 2004.
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CharlesTilly proposed four concepts to
explain the dynamics that drive people’s
involvement in collective action: worthiness,
unity, numbers and commitment (WUNC).

Worthiness refers to the perception that a
cause is morally just and deserves support.
It helps individuals connect their personal
beliefs to a broader collective effort. People
are more likely to get involved in a
movement when they believe that its goals
align with their own values and principles.

Unity refers to the sense of belonging and
solidarity that individuals experience when
they join a social movement. The social ties
formed within the movement create a
supportive environment and encourage
sustained involvement.

® Collective action is more effective when

there is a critical mass of participants. When
people see that significant numbers of
people are participating in a movement, it
signals to them that the cause has
widespread support and can achieve impact
— and this can motivate them to join.

Commitment denotes dedication and
sustained engagement in work towards the
movement’s goals. High levels of
commitment are often associated with
increased willingness to invest time, effort
and resources, even in the face of
challenges.

Social movements have played a key role in advancing disability rights, and these movements
need to be strengthened in different country contexts.

In this problem analysis, we assume that the social movement in a specific country context is

weak, as illustrated in Figure b.

Worthiness Unity

People do not perceive
the cause of disability
inclusion as being
morally jus and
deserving of support

People within the
movement do not have
a sense of belonging
and solidarity

Commitment

There is not enough
people participating in
the movement

People are not
dedicated and engaged
for disability inclusion

® °
Demand through
Social Movements
There is a lack of
successful social . .
movements for Figure 5. Lack of demand through social
disability inclusion movements for disability inclusion
27 Intersectionality Transectoral @ Twin Track [:[:j Empathy-led Dg



MODULE 0 FOUNDATION MODULE

» ENVIRONMENTAL DRIVERS There are two environmental reasons why

these elements may not be in place:
Environmental drivers pertain to elements

such as institutions, policies, systems and e National policies and procedures:
services, infrastructure and information.*® National disability policies and

Three elements play a critical role in procedures do not enforce

determining the extent to which _ disability-inclusive standards and
environments are inclusive of people with requirements.

disabilities: the structural environment, the

communlcathn environment and moral *  Funding:Lack of financial resources is a
development in schools. barrier for an inclusive structural

. ) environment.
When practitioners develop their

context-specificToCs, they must specify the
spaces they are focusing on - for instance,
schools, public gardens or community
health centres.

Psychological, sociological and
environmental drivers are very intertwined —
so in addition to these environmental
drivers, other drivers may play a role in
determining the degree to which the

® Structural environment structural environment is inclusive of people
with disabilites. These may include
The structural environment includes psychological drivers — the attitudes,
organizations, institutions, facilities and self-efficacy and interest of institutional staff,
other spaces. The lack of inclusive spaces policymakers and other stakeholders — as
influences how people behave, limiting well as sociological drivers like demand.

positive intergroup contact between people

and decreasing social learning.
® Communication environment

When an environment is not

disability-inclusive, it is usually because of The communication environment comprises
four main factors: the information, opinions, arguments and
stories we are exposed to, which play a
* Accessibility: The environment is not significant role in shaping our attitudes,
physically accessible for all people. interests and behaviours. Multiple channels
and sources shape this environment — not
e Self-efficacy: The staff do not have the only mass and social media, but also
self-efficacy to provide sources like the movies we watch, the songs
disability-inclusive services. we listen to and the word on the street.*

e Human resources: There are not enough
staff to provide an inclusive, safe space.

e Institutional policies and procedures:
Well thought-out disability-inclusive
policies and procedures are not in place.

43 Petit, 2019.
44 Petit, 2019.
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The communication environment can play a
critical role in reducing stigma associated
with disabilities by:

e Facilitating the dissemination of accurate
information,*® especially because in
many countries, people rely on media to
obtain information on disability.

* Promoting virtual intergroup contact,
through online platforms or social
media.*®

* Fostering social learning.’

The availability of disability-inclusive
communication materials influences the
inclusiveness of the communication
environment. There are many reasons why
disability-inclusive communication materials
may not be produced, depending on the
country context. Practitioners are
encouraged to specify these in theirTOCs.

® Moral development in schools

Formal education plays a crucial role in the
moral development of individuals.® Two
main factors contribute to the failure to
impart inclusive values:

e Schoolcurricula do not teach students
about disability inclusion.

e Teachers do not have the self-efficacy to
teach and practice inclusive behaviours
and values.

Solution analysis for stigma

The solution analysis articulates the results
your programme aims to achieve and the
changes it aims to contribute to — formulated
as outputs and outcomes.

To develop the solution analysis, simply flip
all the drivers from the problem analysis
from negative to positive. For example:

Problem statement (behaviours) : People descriminate against people with desabilities.

becomes

Solution statement (behaviour): People practise inclusive behaviours towards people with

disabilities.

Negative driver (attitude): People believe that people with disabilities shouldn’t and can’t be
included in society and services.

becomes

Positive driver (attitude): People believe that people with disabilities should and can be
included in society and services.

The solution analysis of the TOC forms the basis for developing a monitoring framework, using
the defined outputs and outcomes. Module 7 provides guidance for creating a monitoring
framework, and provides the monitoring framework for this example TOC.

The full solution analysis can be found on page 14.

45  Corrigan & Watson, 2007

46  Paolini et al., 2010.

47  Gibson & Pettigrew, 2012.

48  Berkowitz and Bier, 2004; Nucci, 2001.

29

Ve
onaity X3 QD) = DR
Intersectionality t'A" Transectoral Twin Track — Empathy-led


https://www.sbcguidance.org/sites/default/files/2024-03/module%207%20-%20FINAL-15%20MARCH.pdf

THEORY OF CHANGE

PEOPLE PRACTICE DISCRIMINATORY BEHAVIORS
TOWARDS PEOPLE WITH DISABILITIES

Enjoyment

National Policies and Procedures Funding

People do not perceive There is a lack in national policies and procedures

engaging with people with
disabilities as enjoyable

There is a lack in funding for places to be inclusive

<+ <+
Perceived risl-( ) Accessibility Self-efficacy Human Resources Policies and Procedures
Pgople PETESNAS G, The physical Employees do not have the The place does not have The place does not have
e [_)eopl_e W't_h disabilities structure is not self-efficacy be inclusive of enough staff to give a quality disability inclusive
e [0 i) el sl accessible people with disabilities disability inclusive service  policies and procedures
Reinforcement
People aren’t being Self-Efficacy Cirriculum

reinforced for practicing

inclusive behaviors Lack of disability inclusive value teaching in

the cirriculum

Lack of teacher’s self-efficacy of teach and
practice inclusive nehaviors and values

- | |
("

~

Programming

Lack of the
production of
disability inclusive

Perceived Gains and
Avoided Loses

People do not believe that
being inclusive of people

J Communication
Environment

Inclusive Values in J

Education Inclusive Places

Students do not There are no/limited

with disabilities benefits

value inclusion of

inclusive places for

People are exposed
to negative or no

communication

= people with PWD images PWD in ] material

Effort Needed disabilities through media

People perceive that being their education

inclusive requires much Expectancy

effort . . People expect to be

Environmental Drivers sanctioned when
they practice
disability inclusive
L Interest Social Learning behaviors
=l P i i People do not learn —
Frspls adiam i eople are not interested in | - i !
the topic of disability inclusive behaviors by

Stereotypes such as: seeing others

: inclusion

Dangerous Unpredictable 1, . Positive Deviance

Difficult Attitude Social Norm — _

Szl People believe that people There is a prevailing UGG

Blamable - caahilit f ; - visible positive
with disabilities shouldn't negative social norm that A

Curable and can’t be included in pertains to disability
society inclusion

Emotions b dth N

; Self-Efficacy emand throug .
People feel fear, pity, > Social Movements «——4— Worthiness

People do not have the
self-efficacy to practice
inclusive behaviors

and/or anger People do not perceive the

cause of disability inclusion
as being morally just and
deserving of support

There is a lack of successful
social movements for

Values disability inclusion

People have negative
values that do not support i
disability inclusion Unity

People within the movement
do not have a sense of

belonging and solidarity

Psychological Drivers Siciological Drivers

Numbers
pitisies e . There is not enough people
People have limited or Skills participating in the
s infermaiion e Pgoplg_have not acquired the ability to be inclusive of people with movement
disability L disabilities
Contact Commitment

Rehearsal and Practice .
People have no or People are not dedicated and
engaged for disability

inclusion

. . People have not practiced disability inclusice skills
negative contact with

people with disabilities
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PEOPLE PRACTICE DISABILITY INCLUSIVE BEHAVIORS

National Policies and Procedures Funding
Funding for places to be inclusive of people with

disabilities is available

Enjoyment
People perceive engaging
with people with disabilities

National policies and procedures on disability
inclusion are in place

as enjoyable ! !
Receiey r'SI_( ) Accessibility Self-efficacy Human Resources Policies and Procedures
Pe_ople percelve engaging The physical Employees have the The place has enough staff The place does has quality
with people with disabilities . ! . . . e - . [ . L

- . structure is self-efficacy to practice to give a disability inclusive disability inclusive policies
as being low risk . . . ; .

accessible inclusive behaviors service and procedures

Reinforcement
People are being reinforced . L.
for practicing inclusive Self-Efficacy Cirriculum

behaviors

Disability inclusive value teaching is

embedded n the cirriculum

-

\

Teachers have the self-efficacy to teach and
practice inclusive nehaviors and values

Programmin
Perceived Gains and 9 9
Avoided Loses Inclusive Values in M Communication Media institutions
People believe that being Education Inclusive Places Environment and personnel
inclusive of people with Students value There are inclusive People are exposed .proldu.ce disability
disabilities benefits them inclusion of people places for people to positive images of inclusive
. . A . . o . “ communication
with disabilities with disabilities people with
Effort Needed through their disabilities in media
People perceive that being Ll
inclusive requires Expectancy
reasonable amount of effort . ) People expect to be
EnVIronmenta| Drlvers socially rewarded
when they practice
disability inclusive
) Social Learning behaviors
Beliefs Interest . .
P le think that | i i People learn inclusive ¢
eople think that people Peo_ple are mt_e_res_ted m_the behaviors by seeing others 1
with desabilities are people topic of disability inclusion
beyond their disability and . )
part of human diversity . Social Norm . Positive Deviance
—{ , Attitude . - .
. . There is a prevailing positive There are enough
Emotions P_eopl_e_l?elleve people with social norm that support visible positive
disabilities should and can disability inclusion deviances
People feel empathy be included in society
towards people with
disabilities i Demand through
—  Self-Efficacy Social Movements
. — :
Values People have the self-efficacy There is a successful social Worthiness
People have positive values to practice inclusive movements for disability LD G PRI O CEIED
that support disability behaviors inclusion of _dlsablllty inclusion as
inelsian being morally just and
deserving of support
Psychological Drivers Siciological Drivers Unity
People within the movement

Knowledge

People have sufficient and
accurate information on
people with disabilities

Contact

People have positive
contact with people with
disabilities

Skills

disabilities

—3 Rehearsal and Practice

People have acquired the skills to be inclusive of people with

People have practiced disability inclusice skills

have a sense of belonging
and solidarity

Numbers

There is not enough people
participating in the
movement

Commitment

People are dedicated and
engaged for disability
inclusion
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TOOLS

Terminology Cheat Sheet covers concepts including the person-first approach, meaningful
participation, intersectonality, the twin-track approach, trans-sectoral and empathy-led
approach.

Intersectionality Resource Guide and Kit: An intersectional approach to Leave No One Behind
offers a starting point for those wishing to deepen their understanding of intersectionality and
apply an intersectional approach to their work. It aims to provide conceptual clarity, a practical
framework and tools for reducing compounded and intersecting inequalities faced by people
experiencing diverse and compounded forms of discrimination.

Tips on Communicating with Children and Adolescents with Disabilities, and Dos and Don’ts:
Disability etiguette also offers important notes, while Communicating with Children with
Disability includes a practice example.

Person-First Approach Checklist is a tool to help practitioners apply the four basic steps to
applying the person-first approach in all programme design, delivery, monitoring and
evaluation activities, whether disability-specific or not.

Mythbuster Activity: T acklingableism can help individuals and organizations reflect on
common beliefs and myths, exploring the extent to which they exist within their work, strategic
or cultural contexts. Mythbusting encourages introspection and critical thinking, to challenge
myths in a thoughtful and responsible way.

CheckYourself: What would you do? helps any practitioner who is starting to work on disability
inclusion to check their implicit biases. It is designed as a self-assessment followed by a
plenary discussion, and can be used in group sessions for frontline workers in the field. It walks
participants through scenario-based worksheets, and helps identify responses influenced by
stereotypes and biases about people with disabilities — versus objective facts, evidence and
actual experience.

Toolkit on Disability for Africa: Culture, beliefs and disability, developed by the UN Division for
Social Policy Development, examines different stereotypes of disability held in different African
countries.
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