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ABSTRACT  

The issue of culpability for individuals who have intellectual disability (ID) was 

addressed by the United States Supreme Court in 2002. In the majority opinion, the justices 

stated that the execution of an individual who has ID violated the Eighth Amendment right 

against cruel and unusual punishment (Atkins v. Virginia, 2002, 536 U.S. 304). The key to being 

able to apply this law in a fair and just manner is to be able to accurately identify the individuals 

to whom the law applies. Review of case law suggests that common misconceptions regarding 

ID are creeping into the courtroom and may be influencing decisions in Atkins cases. The 

purpose of the current study was to identify the prototype for ID and investigate the impact of the 

capital context regarding the functional capabilities of individuals with ID. Results indicated that 

scores on adaptive behavior measures are heavily dependent on which measure is administered. 

In addition, the capital context was only relevant in two conditions on only one of the measures. 

The implications of these findings are discussed. 
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LIST OF ABBREVIATIONS AND SYMBOLS 

α  Cronbach’s Alpha: Value of internal consistency  

b  Beta: A standardized partial regression coefficient  

F  F statistic: Value calculated by the ratio of two sample variances 

M   Mean: The sum of a set of values divided by the number of values in the set  

N  Samples size of a group 

ηp
2   Partial Eta-Squared: Value of effect size  

p   Probability associated with the occurrence under the null hypothesis of a value as 
extreme as or more extreme than the observed value 
 

r  Pearson product-moment correlation coefficient  

SD  Standard Deviation: Value of variation from the mean 

t  T statistic: Value determining whether sample means differ 

χ
2  Chi-square test of significance of model fit 

<   Less than  

>   Greater than 

=   Equal to 
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1. INTRODUCTION 

Intellectual Disability and The Criminal Justice System 

 In 2002 the Supreme Court of the United States (SCOTUS) determined that the execution 

of offenders with intellectual disability (ID) violated the 8th amendment of the United States 

Constitution banning cruel and unusual punishment (Atkins v. Virginia, 2002, 536 U.S. 304). As 

a result of this decision, jurors and judges have been charged with making fine distinctions as to 

the validity of ID claims in capital cases. It is important to consider the impact of context in these 

evaluations, but also the process by which judges and jurors are considering information 

regarding the assessment of ID.  

Judges and jurors are unlikely to have specialized psychological training, particularly in 

reference to evaluating the validity of ID diagnoses. As a result, it is possible that the decisions 

in Atkins cases may be based on stereotypic beliefs regarding the abilities of individuals with ID. 

It is of particular import to investigate the stereotypic beliefs individuals hold about the abilities 

of individuals with ID as these beliefs are potentially influencing life and death decisions in the 

courtroom. Typical methods of stereotype research utilize attitude checklists or general 

assessment of beliefs in evaluating commonly held stereotypes toward particular populations. 

The present study utilized a novel method of investigating the stereotypes associated with ID by 

using two commonly used measures of adaptive behavior. In doing so, the researchers were able 

to specifically investigate participant beliefs about the functional abilities of individuals with ID 

in a manner consistent with diagnostic methods (i.e., through the use of assessment tools 
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commonly used in diagnosing the disorder). Two adaptive behavior assessment tools were 

utilized in an attempt to investigate the presumed convergence between the two measures.    

Due to their unique exclusion from the death penalty, it is also important to identify the 

influence the ID label has in the forensic context. Price-Jones and Barrowcliff (2010) found that 

hypothetical targets labeled as learning disabled were rated as less competent and less liable for a 

hypothetical sexual offense than were targets without such a label. This research indicated that 

participants in the study (i.e., undergraduate nursing students and individuals from the general 

population) were cued in to the notion that individuals with ID are different from their non-

disabled peers in terms of the level of responsibility they have for their criminal behavior. That 

said, an interesting finding was that participants did not rate the learning disabled target to be 

less able to choose to engage in the behavior (i.e., voluntariness of the crime). The latter finding 

is in direct contrast to one of the rationales that underlies the legal protections established for 

individuals with ID (i.e., decreased levels of behavioral constraint).   

In addition to finding an effect for labeling individuals as learning disabled, previous 

research has also indicated that the ID label plays a role in sentencing decisions such that 

participants awarded more lenient sentences to an offender labeled as “mentally retarded” 

relative to an identical offender who was not labeled as mentally retarded (Gibbons, Gibbons, & 

Kassin, 1981). The results of this study demonstrated that participants assigned greater 

attribution of blame to external influences and less attribution to internal influences to targets 

labeled as mentally retarded. The authors accredited this pattern of blame attribution to the 

patronization effect (Gibbons, Sawin, & Gibbons, 1979); a pattern in which individuals with ID 

are not assigned full credit for their successes or fully blamed for their failures. The emphasis in 

these cases was on external forces (e.g., coercion from others) rather than an intended action by 
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the individual with ID. In essence, this study demonstrated that individuals with ID are held less 

responsible for their behavior regardless of valence (i.e., either positive or negative). Previous 

research has indicated that seriousness of the offense also plays a role in determining criminal 

responsibility. Specifically, Bailis et al. (1995) found that participants were more likely to acquit 

a hypothetical target charged with shoplifting versus one charged with murder, even when the 

same information was presented about mental illness.  

There is currently a gap in the literature about attitudes toward capital defendants. This 

area of research is particularly useful considering the unique exclusion of special populations, 

like individuals with ID, from the imposition of the death penalty. Practically speaking, judges in 

Atkins cases often rely on information about intellectual ability and adaptive behavior (i.e., the 

functional abilities) of capital defendants in making decisions regarding the validity of an ID 

diagnosis. Of the two issues, research has shown that concerns regarding the severity of deficits 

in adaptive behavior outweigh those of IQ in capital cases (Kan, Boccaccini, McGorty, Noland, & 

Lawson, 2009). Previous research into pre-Atkins transcripts in Texas revealed that adaptive behavior 

information was referenced more often than was information regarding IQ scores (Kan et al., 2009). 

Additionally, all three skill areas referenced in the AAIDD definition were brought up in over 70% of 

the reviewed transcripts.  

Little is known about the influence of the capital context when evaluating an individual’s 

functional abilities. Based on previous research that indicated seriousness of the offense plays a 

role in sentencing, one might expect that context would influence the way in which the abilities 

of the defendant are evaluated. In making sense of the context, one may interpret the behavior of 

the capital defendant as less-impaired, and therefore excluded from an ID diagnosis (i.e., 

considering their decision to commit a capital crime may lead to less reliance on functional 

impairment and an increased reliance on negative beliefs about criminals). It is important to 
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investigate the influence of information about the capital context as judges are faced with 

evaluating this information regularly in Atkins claims. 

What is Intellectual Disability?  

The two most widely cited definitions of ID (formerly mental retardation) are those of the 

American Psychiatric Association (APA) and the American Association on Intellectual and 

Developmental Disabilities (AAIDD; formerly the American Association on Mental 

Retardation). Though not identical, these definitions are similar in that they both require deficits 

in measured intelligence (intelligence quotients, or IQ) and adaptive behavior, with an onset of 

these deficits prior to the age of 18. The AAIDD and the APA differ in relation to the diagnostic 

criteria for deficits in adaptive behavior. The APA, as outlined in the Diagnostic and Statistical 

Manual of Mental Disorders (4th ed., text revision, DSM-IV-TR; 2000) requires that adaptive 

behavior deficits be present in at least two of the following ten skill areas: (1) communication, 

(2) self-care, (3) home living, (4) social/interpersonal skills, (5) use of community resources, (6) 

self-direction, (7) functional academic skills, (8) work, (9) leisure, and (10) health and safety. On 

the other hand, the AAIDD requires deficits in an overall composite score of adaptive behavior 

or in one of the following three domains: (1) conceptual, (2) social, or (3) practical (AAIDD, 

2010).   

In 2002, the AAIDD took the position that deficits in adaptive behavior must meet the 

threshold of two standard deviations below the mean for a person to be considered sufficiently 

impaired to meet the adaptive behavior prong. The APA (2000) simply states “[adaptive 

behavior] scales generally provide a clinical cutoff score that is a composite of performance in a 

number of adaptive skill domains” (pg. 42). Following this line of thought, scores on adaptive 

behavior measures can also be associated with levels of impairment such that scores between 
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approximately 70 and 50-55 would be commensurate with mild ID, 35-40 to 50-55 with 

moderate ID, 20-25 to 35-40 with severe ID, and less than 20-25 with profound ID. In terms of 

percentages, the percent of people with ID who fall into each of the above categories are 

approximately 85%, 10%, 4%, and 1% respectively (Zeldin & Bazzano, 2012). In an effort to 

assess a broad range of abilities in a manner consistent with the requirements put forth by the 

AAIDD and the APA, perceptions in this study were evaluated using two commonly used 

measures of adaptive behavior, the Scales of Independent Behavior –Revised (SIB-R) and the 

Adaptive Behavior Assessment System – 2nd Edition (ABAS-II).  

Intellectual Disability: The Pervasiveness of Stereotypes and Negative Attitudes 

Research on attitudes regarding individuals with ID has repeatedly demonstrated that the 

public possesses inaccurate and typically negative views of individuals with ID. In 1957, 

Winthrop and Taylor conducted a study on attitudes toward people with ID and of particular 

interest were the evaluation of misperceptions and the level of concordance between those 

identified in 1926 and those identified 30 years later. Participants were presented with nine 

statements that were originally printed in a pamphlet designed to educate the general public 

about “feeblemindedness.” Despite concerns regarding the sample (i.e., participants may have 

been more aware of the abilities of people with ID because 18% had one or more children with 

ID), the data supported the ongoing existence of popular misconceptions. Of the nine statements, 

three were endorsed with high frequency: (1) feeblemindedness is a mental disease (62.5%); (2) 

feeblemindedness can be cured (43.5%); and (3) sterilization of the feebleminded is the best 

solution to the problem (26.9%). The remaining misconceptions were endorsed much less 

frequently (i.e., the percentage of the sample endorsing the remaining misconceptions ranged 

from 1.5% to 16.8%).  
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With slight modifications and a reordering of statements, Antonak, Fiedler, and Mulick 

(1989) replicated the Winthrop and Taylor (1957) study and the results indicated that a 

significant reduction in misconceptions had occurred, though two misconceptions had increased 

in strength. The largest increase was observed in response to the statement “Mentally retarded 

individuals are easily recognizable as such,” which rose from 14% in 1956 to 46% in 1986. The 

second largest increase was in response to the statement “Feeblemindedness is always inherited,” 

which rose from 5% to 13%. The authors speculated that the increased endorsement of the first 

statement might be the result of deinstitutionalization and the concomitant move into the 

community.  

Though encouraging, the changes were small and, in the opinion of the researchers, did 

not reflect a decrease in the negative attitudes that were prevalent in 1956. Individuals in the 

1986 sample were less likely to endorse the belief that individuals with ID were not educable and 

absent of feelings. Although fewer participants endorsed the statement “Mental retardation is a 

type of mental illness,” the authors expressed concern that 35% of the sample continued to 

endorse that item; this figure represented a decrease of 18% from 1956. Individuals who reported 

having had no contact with people with ID endorsed the most misconceptions, which suggests 

that direct contact or exposure to individuals with ID may increase the accuracy of people’s 

perception of people who have ID.  

Using the more traditional method of trait endorsement, Guskin (1963) instructed 

subjects to rate the qualities of “a typical or average 18-year-old boy who has just finished high 

school” and “an 18 year-old boy who has just returned home to live after being in a state training 

school for the feebleminded or mentally defective” (MD). Of the 16 adjective pairs presented, 

seven demonstrated high discrimination between groups, with at least 68% of the community 
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sample having identified the negative pole to be consistent with MD (i.e., quiet, timid, 

unintelligent, abnormal, strange, helpless, and clumsy). Guskin (1963) argued that the stereotype 

for MD was strong and supported his belief by citing the consistency with which participants 

agreed on the seven adjective pairs (i.e., > 68% of the sample). Subnormality scores (i.e., the 

sum of ratings on the adjective checklists) were then calculated for the adjectives that 

demonstrated the highest discrimination between the groups. In brief, the MD label was found to 

influence subnormality scores such that, in identical scenarios, the individual who was identified 

as MD had scores that reflected a more negative perception of both ability and character (i.e., 

more quiet, strange, and helpless than the individual without the label).   

Jaffe (1966) also evaluated the strength of labeling and did so by comparing attitude 

ratings generated from a written description of an individual with ID to those generated by the 

use of the label mentally retarded. Individuals presented with a written description attributed 

more favorable characteristics to that individual than did the group presented with the label. Like 

others, Jaffe (1966) found that the term mentally retarded had a powerful effect on attitude. Prior 

research has indicated that teachers rated children labeled as mentally retarded, learning disabled, 

or emotionally disturbed more negatively (i.e., chose more negative adjectives to describe the 

target group) than they did children labeled as gifted, normal, or physically handicapped (Parish, 

Dyck, Kappess, 1979). Interestingly, in this study, a gender difference emerged in that male 

participants rated “mentally handicapped children” more negatively than their female 

counterparts.  

In addition to the research that has found an effect for labeling, other research has 

demonstrated that people make finite, within group, distinctions when the group under 

consideration is one classified as having problems in learning. The findings of Eayrs, Ellis, and 
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Jones (1993) demonstrated that people hold more favorable attitudes about “people with learning 

difficulties” relative to those identified as “mentally handicapped.” Moreover, individuals with 

learning difficulties were perceived to possess more abilities and to have more rights than were 

individuals labeled as “mentally handicapped” or “mentally subnormal.” Other research has 

demonstrated that there is not only an effect for labeling, but that attitudes are affected by the 

severity associated with the label (e.g., Gottlieb & Siperstein, 1976; Jones, 1974; Warren & 

Turner, 1966). Essentially, research has demonstrated that attitudes toward people identified as 

ID are more positive when attached to the adjective “mild” ID, than they are for people identified 

as having severe ID.  

Previous research has also indicated an effect for severity label when measuring attitudes 

toward eugenics of individuals with ID; eugenics being the active movement that works toward 

the improvement of hereditary traits (Antonak, Mulick, Kobe, & Fielder, 1995). Participants 

were asked to respond to self-report questionnaires that measured peoples’ attitudes toward 

eugenics and the application of this process to the ID population in general. In order to evaluate 

the influence of labeling based on gradations of disability, the researchers varied level of severity 

(i.e., mild, moderate, severe, and profound). The researchers found that more severe levels of ID 

(i.e., severe and profound) were associated with increased endorsement of the principles of 

eugenics, as compared to less severe levels of ID (i.e., mild and moderate). This effect remained 

even after the researchers controlled for global attitudes toward people with ID (Antonak et al., 

1995). Interestingly, the researchers found support for a two level severity classification, as 

opposed to the more typical four level classification (i.e., the severe and profound groups did not 

differ from one another and neither did the mild and moderate groups). The authors concluded 
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that research into social attitudes toward eugenics may be best conducted by utilizing a two level 

classification system.  

Between the mid-1970s and mid-1990s, a shift occurred in which the approach toward 

individuals with ID became more goal-oriented and positive (Henry, Keys, & Balcazar, 1996). 

Goals that were originally thought to be unrealistic for individuals with ID now became a 

possibility. For example, advocates for people with ID strove to promote independent living, 

gainful employment, and independent decision-making for these individuals. With this push 

toward independent functioning, it was believed that societal perceptions of individuals with ID 

would change such that people within this group would be viewed as more capable then they had 

previously been. Unfortunately, research did not show a correlation between increased 

independence and attitude change. In fact, perceptions of, and attitudes toward, individuals with 

ID have not changed over the past 50 years, and they remain negative, inaccurate, and pervasive 

(see for example, Antonak, Fiedler, & Mulick, 1989; Siperstein, Norins, Corbin, & Shriver, 

2003; Siperstein, Parker, Bardon, & Widaman, 2007).  

The 2003 findings from the Multinational Study of Attitudes toward Individuals with 

Intellectual Disabilities (Siperstein et al., 2003) demonstrated that perceptions of ID vary by 

culture and fall along a continuum of disabilities. For example, data from Egypt indicated that 

public perceptions of the capabilities of people who have ID are consistent with those typically 

found for individuals who have been diagnosed with severe to profound ID. In contrast, those of 

the United States and Germany are more akin to mild to moderate ID. The latter findings were 

limited to simple tasks (e.g., sustaining friendships, washing and dressing, telling time) and not 

more complex tasks that we know some individuals with ID can complete (e.g., handling an 

emergency or understanding a news event). Similar findings were found for Japan and India 
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suggesting that, generally speaking, individuals across countries have low expectations of the 

capabilities of individuals with ID (Siperstein et al., 2003).   

More recently, Siperstein et al. (2007) surveyed 5,837 middle school students on their 

attitudes toward inclusion of peers with ID and found that the negative and inaccurate stereotype 

held by youths is consistent with other research. For example, youths viewed their peers with ID 

as being capable of only simple tasks, such as engaging in physical activities including running 

or riding a bike (71% and 70% agreement respectively), but not of more complex tasks such as 

acting appropriately when introduced to strangers (59% agreement), playing on sports teams 

with typically-developing peers (54% agreement), using public transportation without adult 

supervision (36% agreement), and handling money (30% agreement). These results indicate that 

overall, 50% to 60% of the sample perceived the abilities of the typical youth with ID as 

consistent with moderate, rather than mild, ID. These findings were later replicated in a sample 

of Chinese middle-school aged youth (Siperstein et al., 2011).  

To date, much of the literature has focused on public attitudes toward ID rather than 

stereotypes. Attitudes, in contrast to stereotypes, are evaluative judgments whereas stereotypes 

are beliefs about members of a group independent of valence. The stereotype construct was first 

defined in the early 1900s by Lipmann who described stereotypes as inaccurate generalizations 

about groups of individuals. The construct has since been modified to reflect current 

conceptualizations of the term. Generally speaking, stereotypes are sets of beliefs that individuals 

have about members of a certain group (Judd & Park, 1993). These beliefs allow for the quick 

and efficient processing of information about a person that will distinguish them from other 

social groups (occasionally termed ‘cognitive miserliness’). Stereotypes serve to maximize 

differences between groups of people while at the same time minimizing differences within 
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groups (i.e., between-group heterogeneity and within-group homogeneity; MacLin & Herrera, 

2006). Judd and Park (1993) noted that “out-group stereotypes seem to reflect exaggeration, 

prejudice, and overgeneralization” (pg. 127) as opposed to in-group stereotypes which tend to be 

more accurate.  

As a field, very little is known about the stereotypic beliefs that the public holds 

regarding the abilities of individuals with ID outside of Siperstein et al.’s (2007, 2011) research 

which demonstrated that people underestimate the abilities of these individuals. In addition, the 

majority of previous research has utilized methods such as trait endorsement and adjective 

checklists to investigate negative attitudes toward individuals with ID, a method extraordinarily 

dissimilar from the method used in the current study. There is currently a gap in the literature 

regarding public perceptions of the functional abilities of individuals with ID, which is the focus 

of the present research.  

Stereotype Application  

For quite some time, it was believed that stereotypes were completely inflexible and 

unable to be controlled (i.e., the activation of a stereotype automatically leads to its application), 

but more recent research has indicated that stereotypes can be malleable, flexible, and in some 

instances, under conscious control (Blair, 2002; Kunda & Sinclair, 1999; Kanahara, 2006). For 

example, previous research has demonstrated that threats to one’s self-image can result in the 

application of negative stereotypes toward others, presumably in an attempt to increase one’s 

sense of importance and worth (Blair, 2002). This research suggests that stereotypes are, in fact, 

controllable in the sense that individuals can selectively apply them when they are consistent 

with one’s beliefs or desired impressions.  
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In addition to the controllability of stereotypes, research has indicated that, when 

motivated, individuals can suppress the activation and/or subsequent application of a stereotype 

to another individual (Kunda & Sinclair, 1999). In general, people do not want to appear biased 

and, as a result, will suppress or inhibit the application of negative stereotypes hereby appearing 

less prejudiced. In addition, when stereotypes are inconsistent with an individual’s impression of 

a target, motivation exists to resolve this inconsistency and this often happens via the inhibition 

of the stereotype (Kund & Sinclair, 1999).    

Evidence also suggests that in the face of competing stereotypes, various factors 

influence selective stereotype application and inhibition. In a study of inconsistent stereotypes, 

Kunda and Sinclair (1999) found that participants selectively applied one of two competing 

stereotypes (i.e., ethnicity and gender) based on the behavior of the target (i.e., stereotypic ethnic 

behavior versus stereotypic gendered behavior). Research has also indicated that in the face of 

competing stereotypes, individuals will rely on their present goals to determine which stereotype 

to apply. According to Kunda and Sinclair (1999), “people pick and choose among applicable 

stereotypes, activating those that support a desired impression and inhibiting those that conflict 

with it” (page 898). In their study, participants demonstrated selective application and inhibition 

of African American and doctor stereotypes after receiving either a negative or positive 

evaluation from the target. Specifically, participants who received a negative evaluation from an 

African American doctor were motivated to suppress the doctor stereotype and to selectively 

apply the negative African American stereotype. The opposite pattern was observed for 

participants who did not receive negative feedback (i.e., the doctor stereotype was applied while 

the African American stereotype was inhibited; Kunda & Sinclair, 1999).  

 



13 
 

Defining Adaptive Behavior 

Adaptive behavior was first included as a prong in the diagnosis of ID in 1959 (AAIDD, 

2010).  At that time the criteria were as follows:  

…the effectiveness with which the individual copes with the nature and social demands 

of his environment. It has two major facets: the degree to which the individual is able to 

function and maintain himself independently, and the degree to which he meets 

satisfactorily the culturally-imposed demands of personal and social responsibility 

(Heber, 1959, pg. 61).   

Since its inclusion, the definition of adaptive behavior, as per the AAIDD, has been modified 

several times to match contemporary conceptualizations of its meaning. At present, both the 

APA and the AAIDD conceptualize adaptive behavior as an individual’s ability to engage 

appropriately, in both a personal and social context, as compared to generally agreed upon 

standards of behavior (AAIDD, 2010; APA, 2000). At its most basic level, adaptive behavior 

refers to behaviors that are demonstrated by most individuals, on a day-to-day basis, that allow 

them to function independently. Significant deviations from typical behavior, as expected for age 

and culture, are conceptualized as deficits and are to be considered when assessing this prong of 

the diagnostic criteria.    

Measuring Adaptive Behavior 

The AAIDD makes it clear that the measurement of adaptive behavior should be 

considered through the lens of limitations and not the presence of strengths. Thus, in the process 

of diagnosing ID, “significant limitations in conceptual, social, or practical adaptive skills are not 

outweighed by the potential strengths in some adaptive skills” (AAIDD, 2010, pg. 47). As a 

result, the assessment of adaptive behavior is focused on the frequency with which typical 
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behaviors are performed and the level of independence demonstrated when doing them. In other 

words, individuals with ID may exhibit strengths in particular areas, but these are not to be used 

to counter the diagnosis of ID.  

Actuarial Assessment 

In making clinical judgments, one can rely on actuarial data, qualitative data, clinical 

judgment, or a combination of the three. Actuarial methods utilize empirically established, 

statistical rules and cut-offs to aid in decision-making. Literature on the topic has suggested that 

“a properly developed and applied actuarial method is likely to help in diagnosing and predicting 

human behavior as well or better than the clinical method, even when the clinical judge has 

access to equal or greater amounts of information” (Dawes, Faust, & Meehl, 1989). The use of 

actuarial assessment is thought to increase the reliability and the validity of the data above that of 

clinical judgment alone. The rationale is that actuarial assessment leaves little room for bias to 

enter into the assessment process and, because of this; there is an increase in predictive accuracy 

(McFall & Treat, 1999; Dawes et a., 1989). Adaptive behavior instruments, like those used in the 

current study, are considered actuarial in that interpretations of deficits are based on cut scores 

(70+/-5) and there is an evolving research base to back their structure (AAMR, 1999; APA, 

2000; AAIDD, 2010; Harrison & Oakland, 2002). The use of adaptive behavior measures 

eliminates the influence of clinical judgment as interpretations are made entirely on the 

standardized assessment and scoring of item responses.  

Adaptive Behavior Assessment Instruments 

Adaptive behavior assessment instruments are used in a variety of settings including 

individualized education planning (IEPs), Social Security Disability evaluations, and in assessing 

ID in capital cases. For the most part, adaptive behavior measures are administered in either 
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interview or self-report formats in which an individual is asked to provide ratings about the 

success with which an individual can carry out the demands of daily life. These measures have 

the ability to identify areas of particular impairment in adaptive functioning across a broad range 

of domains. 

The Adaptive Behavior Assessment System – 2nd Edition (ABAS-II) is a comprehensive 

assessment of adaptive behavior skills designed to identify a variety of areas of functioning. The 

second version of the ABAS differs in only one way from the first and that is that it allows for 

interpretation that is in line with the most current definition of ID, as put forth by the AAIDD, as 

well as that espoused by the APA (2010; Rust & Wallace, 2004). The ABAS-II is one of the 

more widely used and accepted instruments in the assessment of ID (Tassé, 2009). Despite its 

widespread use, previous research with the ABAS-II has revealed that, due to an elevated floor, 

the measure is relatively insensitive in detecting deficits (Doane & Salekin, 2009). Specifically, 

Doane and Salekin (2009) found little difference between standard scores for individuals who 

endorsed a high number of deficits and those who endorsed fewer deficits. For example, the 

General Adaptive Composite (GAC) on the ABAS-II decreased an average of 2.43 points after a 

score of 71 is reached, as opposed to a decrease of nearly 8 points before this threshold (Doane 

& Salekin, 2009). The elevated floor poses a problem in the identification of individuals with 

mild deficits because the standard scores for these individuals would be similar to those of 

individuals who exhibit deficits consistent with more severe levels of ID. Doane and Salekin 

(2009) suggested that looking at raw scores may help to remedy this issue, but only in non-

forensic settings where the purpose is to identify areas for additional support.  

Like the ABAS-II, the Scales of Independent Behavior – Revised (SIB-R) is a 

comprehensive assessment of adaptive behavior designed to identify abilities over a broad 
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spectrum of domains related to day-to-day functioning. The SIB-R is comprised of 14 subscales 

that load onto four clusters. The SIB-R provides a comprehensive measure of overall functioning 

which is titled the Broad Independence Score (BIS). As evident in Table 1, conceptually, three of 

the four clusters directly map onto the three domain areas put forth by AAIDD (2010; Luckasson 

et al., 2002).    

Table 1 
Comparison between ABAS-II Domains and SIB-R Clusters 

ABAS-II Domains SIB-R Clusters 
Conceptual Community Living Skills 
Social  Social Interaction & Communication Skills 
Practical  Personal Living Skills 
 Motor Skills  

 

Current Study  

The current study veered away from traditional work in that the focus was not the 

attitudes people have toward individuals with ID, but instead their beliefs regarding the ability of 

individuals with ID to function independently. The more typical methods used to assess attitudes 

with this population are to frame questions in such a way that core beliefs are assessed. For 

example, there may be questions that assess personal willingness to interact with people with ID, 

or a person’s belief regarding inclusion in mainstream education. Still another method is one that 

involves asking people to delineate core characteristics of ID using adjective checklists; for 

example, people may be asked to rate how smart, kind, dumb, slow, or weak an individual with 

ID is. The current study did not evaluate attitudes, but instead assessed beliefs regarding the 

functional abilities of individuals with varying levels of ID.  

The purpose of the current study was to identify the prototype for ID as measured by two 

norm-based measures of adaptive functioning. The study utilized a between-subjects design with 

three independent variables: (1) adaptive behavior measure (2 levels; ABAS-II & SIB-R), (2) 
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context of the evaluation (2 levels; capital case or no information provided regarding context of 

the evaluation), and (3) characteristics of the target individual (4 levels; typically-developing 28 

year old male, 28 year old male with ID (level unspecified), 28 year old male with mild ID, and 

28 year old male with moderate ID). The goals of this study were threefold: (1) to assess current 

perceptions of the abilities of adults with ID, (2) to evaluate the effect of labeling using a single 

word rather than a description, and (3) to investigate the impact of prejudicial, contextual 

information on perceptions of the abilities of adults with ID. This study incorporated two 

comparison conditions that served as anchors for measuring the accuracy of perceptions of non-

disabled individuals; specifically, participants were asked to provide ratings on the functional 

abilities of a typically-developing 28 year old or a typically-developing 6 year old.  

Hypotheses 

Hypothesis 1 

 It was hypothesized that there would be an interaction between adaptive behavior 

measure and characteristics of the target individual. Specifically, it was expected that ABAS-II 

GAC scores would be higher than SIB-R BIS scores in all of the ID conditions. This hypothesis 

was based on the findings of previous research that indicated the ABAS-II has a high floor 

effect, thereby rendering standard scores insensitive to deficits once a score of 71 is reached 

(Doane & Salekin, 2009). No difference was expected between GAC and BIS scores for the 

typically-developing conditions, as it was expected that participants would be accurate in these 

conditions.  

Hypothesis 2 

 It was hypothesized that the inclusion of prejudicial, contextual information (i.e., the fact 

that the target individual was charged with a capital crime) would impact scores in the positive 
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(less-impaired) direction. Specifically, it was expected that ABAS-II GAC and SIB-R BIS scores 

would be higher in the capital conditions, as compared to the non-capital conditions. There is 

currently no literature on the specific effect of labeling someone as a capital defendant, but it was 

expected that this label would cause participants to view the individual as less impaired than 

someone who was not charged with a capital crime. This prediction falls in line with previous 

research which revealed that participants were less likely to find an individual not guilty by 

reason of insanity (NGRI) when they are charged with a serious offense (e.g., murder), as 

compared to a less serious offense (e.g., shoplifting; Bailis et al., 1995).    

Hypothesis 3 

It was hypothesized that participants would be able to accurately report the functional 

abilities of typically-developing individuals, but underestimate the functional abilities of 

individuals with mild ID. Specifically, it was hypothesized that participants would rate the 

hypothetical ID targets in the range similar to a typically-developing 6 year old. Accuracy was 

measured by standard scores on the adaptive behavior measures.  

Hypothesis 4 

It was expected that there would be a relationship between an individual’s level of 

exposure to individuals with ID and the accuracy of their behavior ratings. Specifically, it was 

hypothesized that participants with more exposure to individuals with ID would be more 

accurate in rating the hypothetical target on the adaptive behavior measure. A new variable, 

accuracy, was created to test this hypothesis. The creation of this variable will be discussed in the 

results section.  
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2. METHODOLOGY 

Participants 

Participants included 408 undergraduate students at a large southeastern university in the 

United States and the majority of participants were selected from the Psychology 101 (PY 101) 

subject pool. Participants were also recruited from upper-level courses in the psychology 

department. All participants received course credit for their participation in the study. Three 

participants were eliminated from statistical analyses because they did not meet the typical 

standard age requirement for jury eligibility (i.e., under the age of 18). The majority of 

participants were female (80.2%) and Caucasian (83%). Although gender and/or ethnicity-driven 

differences may have existed, due to the largely skewed distribution, comparisons were not made 

among these groups. The average age of participants was 19.48 (SD = 2.98), with ages ranging 

from 18 to 50. The majority of participants had completed at least one year of college (62.1%), 

and 89.8% had completed at least three years of college coursework.  

In an effort to gauge participants’ exposure to and familiarity with individuals with ID, 

additional demographic information was collected. A number of participants reported previous 

experience with children (31.5%) and adults (10.8%) who received special education services, 

and 14 participants (3.4%) endorsed previous employment with a mental health provider. The 

majority of participants (63%) indicated that most of their knowledge about ID has come from 

personal experience or exposure. Most participants (91%) had at least one sibling and 1.2% of 

participants had children.  
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Measures 

 Each participant was given a research packet that contained the following materials: (1) 

Demographic and Life Experiences Questionnaire (DLEQ) that was developed for the current 

project (see Appendix A for DLEQ for 6 year old condition and Appendix B for DLEQ for 

remaining conditions); (2) the Community Living Attitude Scale – Mental Retardation (CLAS-

MR; see Appendix C; Henry, et al., 1996); (3) a measure of adaptive behavior1 (i.e., ABAS-II or 

SIB-R); and (4) a measure of confidence of ratings that was developed for use in the current 

study (see Appendix D for ABAS-II confidence ratings and Appendix E for SIB-R confidence 

ratings).  

 Demographic and Life Experience Questionnaire (DLEQ).  

 Participants reported demographic information that included age, gender, and ethnicity, 

in addition to information related to their exposure to individuals with ID. Participants in the 6 

year old control condition were asked about their exposure to typically-developing 6 year old 

children (see Appendix A). Items on the DLEQ were developed for the purpose of gathering 

information on the participant including the extent and depth of exposure to individuals with ID 

across a number of contexts (e.g., coursework, employment, personal experience, and media). 

Responses on the exposure portion of the DLEQ (10 items) were aggregated to form an overall 

score to represent one’s level of exposure to individuals with ID. Exposure to individuals with ID 

total scores (EID) ranged from 6 to 39 with higher scores indicative of greater exposure. The 

purpose of creating this variable was to investigate the relationship between previous exposure to 

individuals with ID and participant responses on outcome measures.  

 

                                                 
1 Copies of the ABAS-II and SIB-R are not included as part of the Appendices as these measures are copyrighted 
and therefore illegal to reproduce.  
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Community Living Attitude Scale – Mental Retardation (CLAS-MR).  

The CLAS-MR (Henry et al., 1996) is a 40-item Likert-style measure designed to assess 

attitudes toward individuals with ID. The CLAS-MR is comprised of four scales: (1) 

Empowerment (the lack of empowerment of individuals with ID); (2) Exclusion (whether 

individuals with ID should be excluded from society); (3) Sheltering (the degree to which 

individuals with ID need to be cared for by others); and (4) Similarity (the differences between 

individuals with and without ID). Higher scores on the CLAS-MR indicate that the respondent 

believes that individuals with ID (1) should have fewer rights (e.g., not have the right to marry or 

have children), (2) demonstrate fewer abilities (e.g., they cannot be productive members of 

society), and (3) demonstrate stereotypical beliefs about individuals with ID (e.g., they cannot 

organize or speak for themselves). Answers range from 1 (disagree strongly) to 6 (agree 

strongly) and total scores range from 40 to 240. This scale has demonstrated adequate internal 

consistency and subscale reliability (r =.57; Henry et al., 1996). This scale was standardized with 

80 college students and 203 community members and has been studied with these populations 

(see, for example, Henry, et al., 1996). All of the retest reliabilities for the standardization 

sample were above .7 (one month interval between test administrations) which indicates 

adequate stability of attitudes between time-points. The results also indicated that responses are 

relatively devoid of social desirability response bias, as evidenced by the negligible correlations 

with measures of social desirability (Henry et al. 1996).  

Adaptive Behavior Assessment System – Second Edition (ABAS-II).  

The ABAS-II is norm-referenced instrument designed to assess the adaptive abilities of 

individuals from birth to age 89.  Items on the ABAS-II conform to the diagnostic requirements 
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of the DSM-IV-TR (APA, 2000), as well as those of the AAIDD (2010).  See the Table 2 below 

for the 10 skills areas and the domains on which they load (Harrison & Oakland, 2002).  

Table 2  
ABAS-II Skill Areas and Associated Domains  

Overall Score AAIDD Domains DSM-IV-TR Skill Areas 
 
 
 

General Adaptive 
Composite (GAC) 

 

 
Conceptual 

 

Communication 
Functional Academics 
Self-Direction 

Social 
 

Leisure 
Social 

 
 

Practical 
 

Community Use 
Home Living 
Health and Safety 
Self-Care 
Work 

 

Adaptive behavior skills are measured via scaled scores (domains and skills areas) and an 

overall measure of adaptive behavior (i.e., the GAC; Harrison & Oakland, 2002). The GAC and 

the three domains each have a mean of 100 and a standard deviation of 15. Each of the ten skill 

areas has a mean of 10 and a standard deviation of three. Subaverage adaptive functioning, as 

delineated in the current definitions of ID, is defined as two standard deviations below the mean 

on either the GAC or one of the three domains (i.e., 70 or below). The ABAS-II has five rating 

forms that are distinguished from each other in relation to age and/or relationship of the 

respondent to the target: (1) Parent/Primary Caregiver (Ages 0-5), (2) Parent (Ages 5-21), (3) 

Teacher/Daycare Provider (Ages 2-5), (4) Teacher (Ages 5-21), and (5) Adult (Ages 16-89).  

The number of items included on each form varies (range 193 to 241 items), but the 

administration time for all is reported to be approximately 20 minutes. Items are rated on a scale 

of 0 through 3 and response options are as follows: (0) Is Not Able; (1) Never when needed; (2) 

Sometimes when needed; and (3) Always when needed. The ABAS-II takes into consideration 

instances in which a respondent may not know if the person can carry out the task. In these 
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instances the rater is instructed to guess, but only three guesses per subscale are permitted before 

the validity of the specific subscale is put into question.   

Standardization of the ABAS-II included a total of 7,370 individuals split between the 

five rating forms. The sample was representative of the U.S. population as described by the 1999 

and 2000 Census. The clinical sample used for standardizing the five forms ranged from 2.93% 

to 8.46% and included a wide range of clinical diagnoses (e.g., autism, learning disability, visual 

impairment, emotional disturbance, developmental delay, intellectual disability). For the purpose 

of the current study, the Adult (Rated by Other) and school-age Teacher forms were utilized.  

The Adult form is designed for individuals between the ages of 16 and 89 and has a total of 239 

items. The Adult (Rated by Other) form was normed on 920 individuals with 1.63% of the 

sample having been diagnosed with ID. The school-age Teacher form was designed for 

individuals between the ages of 5 and 21 and has a total of 193 items. The school-age Teacher 

form was normed on 1690 individuals with 1.26% of the sample having been diagnosed with ID.     

As noted in the manual, the average internal consistency reliability coefficients for the 

GAC range from .97 to .99, and .91 and .98 for the three domains on the Adult form. In general, 

reliability coefficients for the skill areas were found to be lower than the GAC and the domains, 

and ranged from .80 to .97. The internal consistency reliability coefficients for the clinical 

sample range from .96 to .99 on the GAC, .86 to .98 on the three domains, and .67 to .98 on the 

10 skill areas. Test-retest reliability coefficients for the GAC were mostly in the .90s, domains in 

the upper .80s and lower .90s, and skill areas from the .70s to the .90s. The correlation between 

the two adult forms (Rated by Self and Rated by Other) indicates substantial consistency with 

correlations of .93 to .95 for the GAC, .90 to .92 for the domain scores, and .80 to .94 for the 10 

skill areas (Harrison & Oakland, 2003). The correlation between the two school-age children 
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forms (Teacher and Parent/Primary Caregiver) were .70 for the GAC, between .63 and .79 for 

the domain scores, and between .51 and .80 for the skill areas.   

Confirmatory factor analysis with the data from the standardization sample separated by 

rating form indicated that both a one-factor model (i.e., the GAC) and a three-factor model (i.e., 

the three domain scores) adequately fit the data (Harrison & Oakland, 2003). Although the 

confirmatory factor analyses suggested that the one-factor and three-factor models are a good fit, 

it is important to remember that the clinical groups in these samples were substantially 

underrepresented. Namely, only 1.63% of individuals in the Adult (Rated by Other) form and 

1.26% of individuals in the school-age Teacher form had been diagnosed with ID. Hence, the 

models noted in the manual may not work for an ID population.   

Previous research published in the ABAS-II manual demonstrated moderate levels of 

convergent validity between the ABAS-II and another measure of adaptive behavior, the 

Vineland Adaptive Behavior Scale (Classroom Edition and Interview Edition). For example, 

correlations of .70, .75, and .84 between the GAC and the adaptive behavior composite measure 

on the Vineland Adaptive Behavior Scale for the Parent, Teacher/Daycare Provider, and Teacher 

forms. As previously mentioned, convergent validity was also evaluated for the SIB-R (Short 

Form and Early Development Form) and the ABAS-II (Teacher and Parent Forms) and the 

results indicated low to negligible correlations (i.e., .18 with the Early Development Form and 

.59 with the Short Form). These low correlations may be due to the fact that the Short Form and 

Early Development Form of the SIB-R are screening measures, while those of the ABAS-II are 

comprehensive.  

According to the manual, the ABAS-II has demonstrated considerable sensitivity in 

differentiating between clinical and nonclinical groups. Data published in the ABAS-II manual 
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(Harrison & Oakland, 2003) indicated that significant differences exist between the ID groups 

and matched controls at all levels of analysis (i.e., the 10 skill areas, the 3 domains, and the 

overall GAC). In their sample of 30 adults with undetermined levels of ID, 86.67% scored two 

standard deviations below the mean on the GAC or at least two standard deviations in one of 

three domain areas; according to the AAIDD, either of these criteria meet requirement of the 

second prong of the diagnostic criteria for ID. According to Rust and Wallace (2004), it must be 

considered that the clinical groups used in this study were small (e.g., 30 individuals) and the 

diagnostic criteria used to classify the groups may not have been consistent for all individuals.    

Scales of Independent Behavior – Revised (SIB-R).  

The SIB-R is an adaptive behavior measure designed to assess both adaptive and problem 

behavior. The original scale was published in 1984, while the revised version with expanded 

norms was published in 1996 (Bruininks et al., 1996). The SIB-R has three different forms (i.e., 

full scale, short form, and early development form) and two administration methods (i.e., 

administration checklist and interview format). The SIB-R is typically completed by a 

respondent other than the individual being assessed, although according to Bruininks and 

colleagues (1996), many adults (including those with impairments) are thought to be adequate 

reporters of their own abilities.  

The full scale SIB-R has 259 items, separated into 14 subscales, each is rated on a 4-point 

scale (Bruininks et al., 1996).  The response options for each item are as follows: (0) never or 

rarely, even if asked; (1) does, but not well or about ¼ of the time, may need to be asked; (2) 

does fairly well or about ¾ of the time, may need to be asked; and (3) does very well always or 

almost always, without being asked. Scores on each item are summed to create raw scores for 

each of the 14 subscales. Raw scores are then transformed into age-equivalent scores and W 
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scores. These scores are then used to calculate Relative Mastery Indexes (RMIs)2, standard 

scores, percentile ranks, and skill levels (Bruininks et al., 1996). Skills levels range from Very 

Limited to Negligible to Advanced, depending on the RMI score.   

The 14 subscales load onto four clusters: (1) Motor Skills, (2) Social Interaction and 

Communication Skills, (3) Personal Living Skills, and (4) Community Living Skills. The four 

clusters on the SIB-R were formed via the following methods: cluster analyses, item-correlation 

studies, content analyses, and a review of the literature (Bruininks et al., 1996). According to 

Luckasson et al. (2010), three of the four clusters correspond to the Conceptual, Social, and 

Practical domains of the AAIDD (i.e., Community Living Skills, Personal Living Skills, and 

Social Interaction and Communication Skills). See Table 3 below for the 14 subscales of the 

SIB-R and the clusters on which they load.  

Table 3 
SIB-R Clusters and Subscales 

Motor Skills Gross-Motor Skills 
Fine-Motor Skills 

 
Social Interaction and Communication Skills 

Social Interaction 
Language Comprehension 
Language Expression 

 
 

Personal Living Skills 

Eating and Meal Preparation 
Toileting 
Dressing 
Personal Self-Care 
Domestic Skills 

 
Community Living Skills 

Time and Punctuality  
Money and Value 
Work Skills  
Home/Community Orientation 

In addition to the above described scales, the SIB-R also provides a composite score that is 

referred to as the Broad Independence Score (BIS), as well as a Problem Behavior Scale. The 

                                                 
2 The RMI is a predicted measure of independence relative to a reference group who performs the behavior with 
90% independence. RMIs are expressed as a fraction with a constant denominator of 90 (e.g., 70/90 means an 
individual is predicted to perform a behavior with 70% independence).  
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Problem Behavior Scale is designed to assess internalizing, externalizing and asocial behaviors, 

none of which are required for a diagnosis of ID.   

The SIB was originally normed on a sample of 1,764 individuals in the 1980s which 

conformed to the 1980 census (Bruininks et al., 1996).  With the goal of improving the 

normative sample, an additional 418 individuals were added during the creation of the SIB-R.  

This sample was thought to more closely approximate the 1990 census (Bruininks et al., 1996).  

Median split-half reliabilities for the overall standardization sample on the SIB-R range from .70 

to .80 on the subscales and .88 to .98 for the cluster scores and the overall broad independence 

measure (Bruininks et al., 1996). The SIB-R also demonstrates adequate interrater reliability 

coefficients for children with and without disabilities, with coefficients that range from .88 to .97 

for the cluster scores. For children with ID (N = 30), split-half reliabilities for each of the clusters 

and the broad independence score exceeded .97, while the split-half reliability for the subscales 

exceeded .92 (Bruininks et al., 1996). The original SIB performed well in distinguishing between 

groups of individuals with disabilities and matched comparison groups, although the ability to 

distinguish between the groups decreased with level of impairment (Bruininks et al., 1996).  

The SIB-R has demonstrated high correlations between the subscales, between the 

subscales and their respective clusters, and also between the clusters and the BIS (Bruininks et 

al., 1996). For the most part, subscales correlate most highly with other subscales that belong to 

the same cluster, although some exceptions exist (e.g., motor skills and work skills subscales). 

See Table 4 below for the correlation coefficients between the clusters and the overall BIS from 

the overall standardization sample (N = 2,182).  
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Table 4 
SIB-R Correlation Coefficients between Clusters and BIS  

Cluster Social and 
Communication 

Personal 
Living 

Community 
Living 

Broad 
Independence 

Motor .94 .93 .91 .96 
Social\Communication  .97 .97 .99 

Personal Living   .97 .99 
Community Living    .98 

 

Previous research has also indicated adequate correlations between the original SIB and the 

Adaptive Behavior Scale – School Edition (range: .59 to .91 for cluster and BIS scores; 

Bruininks et al., 1996).  

Procedure  

The current study employed a between-group, three-factor design (2x2x4). The 

conditions varied according to characteristics of the target individual and the adaptive behavior 

measure. The three independent variables were: (1) adaptive behavior measure (2 levels; ABAS-

II, SIB-R), (2) context of the evaluation (2 levels; capital case or no incentive/information 

provided), and (3) ID status of the target (4 levels; typically-developing 28 year old male, 28 

year old male with ID [level unspecified], 28 year old male with mild ID, 28 year old male with 

moderate ID). This study also included a comparison condition in which the target individual 

was a typically-developing 6 year old child. This condition was included as it was expected that 

participants would rate the individuals with mild and moderate ID similar to a typically-

developing 6 year old; a level of functioning that is lower than would be expected for an 

individual diagnosed with mild ID. Table 5 below provides a tabular depiction of the 18 

conditions in the current study.  
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Table 5 
Conditions in the Current Study 
 ABAS-II SIB-R 

No Context Capital Crime No Context Capital Crime 
Comparison 
Condition 

6 year-old 
(1) 

 6 year-old 
(2) 

 

Typically-
developing 

28 year-old male 
(3) 

28 year-old male 
(4) 

28 year-old male 
(5) 

28 year-old male 
(6) 

Unspecified 
ID 

28-year-old male 
(7) 

28-year-old male 
(8) 

28-year-old male 
(9) 

28-year-old male 
(10) 

Mild ID 28-year-old male 
(11) 

28-year-old male 
(12) 

28-year-old male 
(13) 

28-year-old male 
(14) 

Moderate ID 28-year-old male 
(15) 

28-year-old male 
(16) 

28-year-old male 
(17) 

28-year-old male 
(18) 

 

Participants signed up for the study in one of two ways. Participants from the PY 101 

subject pool signed up via on online experiment management system portal (i.e., Sona). 

Participants who signed up to participate for extra credit outside of the subject pool emailed the 

principal investigator to secure a time slot. Data collection sessions were held on weekdays in 

various classrooms and office spaces on campus.  

Upon arrival, participants were provided a brief information statement (see Appendix F) 

which contained information about the purpose, procedures, risks, and benefits of participation in 

the study. This information sheet was read aloud to the participants and then the researcher in 

charge of that session answered questions regarding the study; following this the stimulus 

packets were distributed. To ensure randomization of participants into conditions, the packets 

were assigned research numbers and randomized in the laboratory prior to the start of the study. 

Participants took anywhere from 45 minutes to 75 minutes to complete the study. Each packet 

contained the materials listed in the Measures section, in addition to a brief set of condition-

specific instructions. Below is an example of the instructions provided to participants in the mild 

ID condition(s):  
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When assessing someone’s adaptive functioning for a possible diagnosis of mild 

mental retardation, family members and other individuals that know the person 

well are often asked to rate the individual’s ability to perform certain activities or 

tasks.  For the purposes of this study, we want you to think about the typical adult 

male, who is 28 years of age, and has mild mental retardation and then complete 

the questionnaires based on your perceptions.  

One difference between these instructions and those in the other conditions is that “mild mental 

retardation” was replaced with the specific stem for that condition (e.g., “moderate mental 

retardation” or “mental retardation”). In addition, the phrase “who has been charged with a 

capital crime” was added to the last sentence for the capital conditions. Condition-specific 

instructions are provided in Appendices G through O.     

 The dependent variables for this study were primarily derived from the adaptive behavior 

measures. The first was the overall summary score on the adaptive behavior measure (i.e., either 

the GAC for the ABAS-II or the BIS for the SIB-R; herein referred to as overall summary 

scores). Both the ABAS-II and the SIB-R report the overall score as a standard score. Scores on 

the overall summary measures were recoded for additional analyses. The procedure for creating 

these variables is discussed elsewhere in this paper.  
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3. RESULTS  

EID, CLAS-MR, and Subjective Confidence Ratings 

 Participants in the 6 year old control condition had exposure scores that ranged from 9 to 

34 (lowest possible score = 6; highest possible score = 39) when asked about their level of 

exposure to, and/or experience with, typically developing 6 year olds (M = 19.49, SD = 5.39). 

EID scores in the remaining conditions ranged from 6 to 36 (M = 19.38, SD = 4.96). An 

examination of the skewness and kurtosis values indicated that the distribution of EID scores was 

normal and therefore able to be subjected to parametric analyses. A between-subjects ANOVA 

was run with EID scores as the dependent factor and condition as the independent factor to 

determinate whether or not EID scores differed among groups. Results revealed a significant 

difference in EID scores across the five conditions, F(4,382) = 3.22, p = .013, ηp
2 = .03. In order 

to clarify the differences among the conditions in EID scores, post-hoc testing was conducted 

using a Bonferroni correction. Results indicated that EID scores in the 28 year old condition (M 

= 20.83, SD = .55) were significantly higher than EID scores in the mild ID (M = 18.55, SD = 

.53) and unspecified ID (M = 18.47, SD = .53) conditions. There were no additional group 

differences in EID scores. This difference is of little concern as EID scores were of less import in 

the control conditions (i.e., accuracy of behavior ratings for a typically-developing individual 

should not be affected by previous exposure to individuals with ID).  

 Community Living Attitudes Scale – Mental Retardation (CLAS-MR) scores were 

calculated based on information contained in the original article in which the measure was 
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published (Henry et al., 1996). Possible scores on the measure range from 40 to 240. Participant 

scores on the CLAS-MR ranged from 62 to 199 (M = 116.93, SD = 20.61). The total score was 

also broken into four mutually exclusive clusters: (1) Empowerment (M = 3.65, SD = .69), (2) 

Exclusion (M = 1.90, SD = .70), (3) Sheltering (M = 3.34, SD = .70), and (4) Similarity (M = 

2.58, SD = .58). CLAS-MR scores did not differ among conditions (p = .18) indicating consistent 

endorsement of negative attitudes across conditions. Scores generally indicated moderate 

endorsement of negative attitudes, particularly on the Empowerment and Sheltering subscales.  

Linear regression analyses were conducted to investigate the relationship between CLAS-

MR scores and overall summary scores on the adaptive behavior measures. Regression equations 

were run separately on each adaptive behavior measure. For the ABAS-II, CLAS-MR scores 

significantly predicted GAC scores, b = -.32, t(174) = -5.37, p < .001. CLAS-MR scores 

accounted for 14.2% of the variability in overall summary scores on the ABAS-II, F(1,174) = 

28.82, p < .001. The same relationship emerged for scores on the SIB-R such that CLAS-MR 

scores significantly predicted BIS scores, b = -.38, t(118) = -2.50, p = .01. CLAS-MR scores 

accounted for 5% of the variability of BIS scores on the SIB-R, F(1,118) = 6.27, p < .01. This 

indicated that as scores on the CLAS-MR increased (i.e., an increase in negative attitudes 

endorsed), overall summary scores decreased in the ID conditions on both measures. This 

finding suggests a relationship between attitudes and beliefs about the abilities of individuals 

with ID such that negative attitudes predicted lower scores on the adaptive behavior measures.  

 Participants also rated their confidence for each of the subscales on the adaptive behavior 

measure they completed. Confidence ratings were made on a 6-point Likert-type scale. All of the 

confidence ratings were normally distributed and overall confidence ratings fell between 3 and 4 

(range = 1 – 6). EID scores significantly predicted subjective ratings of confidence, b = .05, 
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t(383) = 4.36,  p < .001. EID scores accounted for 4.7% of the variability in confidence ratings, 

F(1,383) = 19.00, p < .001, indicating that participants with more exposure to individuals with 

ID were more confident in their behavior ratings of the hypothetical target.  

ABAS-2 and SIB-R Descriptive Data  

 The means and standard deviations for the ABAS-II and SIB-R overall summary and 

domain scores are provided below in Tables 6 and 7, while Figures 1 and 2 provide a graphical 

representation of the mean scores by condition.  

Table 6 
ABAS-II Overall Summary and Domain Standard Scores by Condition  

Condition Mean  SD Range # SDs from Mean 
6 Year-Old 

GAC 91.52 16.69 57 – 130 -.57 
Conceptual 97.76 16.57 63 – 130 -.15 

Social 94.72 15.96 66 – 126 -.35 
Practical 87.56 17.16 57 – 130 -.83 

28 Year-Old 
GAC 89.21 21.43 49 – 120 -.72 

Conceptual 90.50 19.54 53 – 120 -.63 
Social 91.67 19.45 60 – 118 -.56 

Practical 89.98 20.95 45 – 120 -.67 
Mild ID 

GAC 65.49 11.31 41 – 101 -2.30 
Conceptual 67.73 10.06 49 – 98   -2.15 

Social 73.96 12.29 54 – 118 -1.74 
Practical 67.18 12.34 43 – 102 -2.19 

Moderate ID 
GAC 66.72 11.84 43 – 93  -2.22 

Conceptual 66.83 9.47 51 – 90 -2.21 
Social 76.89 11.51 57 – 105 -1.54 

Practical 68.09 13.00 41 – 96 -2.13 
Unspecified ID 

GAC 61.93 11.02 41 – 88 -2.54 
Conceptual 64.61 9.35 49 – 84    -2.36 

Social 72.07 11.86 54 – 105 -1.86 
Practical 63.30 12.13 41 – 86  -2.45 
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Figure 1. ABAS-II Standard Scores by Condition. 
 
Table 7 
SIB-R Overall Summary and Domain Standard Scores by Condition 

Condition Mean  SD Range # SDs from Mean 
6 Year-Old 

BIS 92.09 26.09 21 – 133 -.53 
Motor Skills 78.35 30.12 19 – 123 -1.44 

Social Interaction 92.52 23.87 48 – 133 -.50 
Personal Living 90.52 27.92 32 – 138 -.63 

Community Living 105.30 31.71 22 - 143 .35 
28 Year-Old 

BIS 77.23 36.02 1 – 137 -1.52 
Motor Skills 78.53 40.27 3 – 139 -1.43 

Social Interaction 77.14 29.75 13 – 127 -1.52 
Personal Living 74.63 39.39 0 – 128 -1.69 

Community Living 78.38 38.37 3 – 129 -1.44 
Mild ID 

BIS 33.03 18.22 3 – 72 -4.46 
Motor Skills 39.41 22.26 3 – 100 -4.04 

Social Interaction 50.06 16.37 9 – 88 -3.33 
Personal Living 38.37 20.40 0 – 76 -4.11 

Community Living 49.70 19.70 15 – 86 -3.35 
Moderate ID 

BIS 36.69 24.18 1 – 88 -4.22 
Motor Skills 35.20 24.99 1 – 103 -4.32 
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Social Interaction 47.29 25.70 9 – 105   -3.51 
Personal Living 35.95 24.94 0 – 100 -4.27 

Community Living 47.49 28.11 1 – 120   -3.50 
Unspecified ID 

BIS 28.35 24.37 1 – 90 -4.78 
Motor Skills 32.29 23.61 1 – 103 -4.51 

Social Interaction 40.68 19.88 9 – 86 -3.95 
Personal Living 32.74 23.74 0 – 121 -4.48 

Community Living 41.88 22.76 5 – 102  -3.87 
 

 

Figure 2. SIB-R Standard Scores by Condition.  

Control conditions (6 and 28 year-old). 

On the ABAS-II, all of the mean scores on the GAC and individual domains for the 6 and 

28 year old control conditions fell within one standard deviation of the mean, indicative of 

average, or typical, functioning. On the SIB-R, the mean standard scores for the BIS and 

individual clusters for the 28 year-old control fell below the average range (i.e., all scores were at 

least one standard deviation below the mean). Scores on the SIB-R in the 6 year-old control 

condition all fell in the average range with the exception of the motor skills cluster, which fell 

below the average range. 
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ID conditions.  

 For the ABAS-II, all of the mean standard scores fell in the impaired range (i.e., scores 

70 or below) with the exception of scores on the social domain, which all fell in the Below 

Average range. On the SIB-R, all of the mean standard scores for the ID conditions fell in the 

impaired range (i.e., scores 70 or below) and in fact, were much lower than would be expected.  

Internal Consistency  

 Cronbach’s alpha coefficients, measures of internal consistency, were calculated for each 

of the clusters on the adaptive behavior measures to provide evidence for a prototype of ID. 

Higher values provide evidence for a coherent, unitary construct of the abilities of individuals 

with ID as measured by the independent clusters. The coefficients were calculated using the raw 

scores of the subscales which loaded onto each cluster of the measure. Only the ID conditions 

were utilized for these calculations in an effort to establish evidence for a prototype of ID. Alpha 

coefficients have been provided below in Table 8.  

Table 8  
Cronbach’s Alpha Coefficients for Adaptive Behavior Clusters in ID Conditions 

Measure Cluster Cronbach’s Alpha (α) 
ABAS-II Conceptual  .82 

Social  .83 
Practical  .92 

SIB-R Motor Skills .85 
Social Interaction & Communication Skills .92 
Personal Living Skills .94 
Community Living Skills  .95 

  
Hypothesis 1 

In order to test the hypothesized interaction between measure and condition, a two-way 

ANOVA was run with the overall summary scores (i.e., GAC and BIS in one column) as the 

dependent factor and adaptive behavior measure (2 levels) and condition (5 levels) as 

independent factors. It was expected that scores on the ABAS-II would be significantly higher 
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than SIB-R scores in the ID conditions. There were significant main effects for adaptive behavior 

measure (F(1,343) = 90.09, p < .001, ηp
2 = .21) and condition (F(4,343) = 68.63, p < .001, ηp

2 = 

.45). The interaction between the factors was also significant, F(4,343) = 7.94, p < .001, ηp
2 = 

.09. An examination of the skewness and kurtosis values for the dependent variable indicated the 

normality assumption was met. However, Levene’s test for equality of error variance was 

significant indicating a violation of the homogeneity of variance assumption, F(9,343) = 10.81, p 

< .001. As a result, two one-way ANOVAs were run with each of the factors individually to 

examine the results of the Brown-Forsythe F-tests (Brown & Forsythe, 1974). The Brown-

Forsythe is preferred in situations in which the homogeneity of variance assumption has been 

violated. The Brown-Forsythe test was significant for both the measure (F(1,208.10) = 41.34, p < 

.001) and condition factors (F(4,328.234) = 44.52, p < .001). As a result of the statistically 

significant results, the robustness of ANOVA to the violation of the homogeneity of variance 

assumption, and the similarity between the Brown-Forsythe and the two-way ANOVA, results 

from the original two-way analysis of variance interaction were interpreted. 

Follow-up simple effects tests were completed using a Bonferroni correction to account 

for the number of comparisons being made. All differences were significant at the p < .05 level. 

Simple effects testing revealed that ABAS-II standard scores were significantly higher than SIB-

R standard scores in all of the conditions except the 6 year old control condition (see Table 9 for 

ANOVA table).  

Table 9 
Univariate Simple Effects Testing for Overall Summary Scores between Measures by Condition  
 df F p ηp

2 
6 year old (1, 343) .01 .92 .00 
28 year old (1, 343) 6.42 .01 .02 
Mild ID (1, 343) 46.10 <.001 .12 
Moderate ID (1, 343) 37.86 <.001 .10 
Unspecified ID (1, 343) 47.98 <.001 .12 
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On the ABAS-II, scores in the two control conditions (i.e., 6 year old and 28 year old) 

were significantly higher than scores in all of the other conditions, F(4,343) = 17.20, p < .001, 

ηp
2 = .17, and did not significantly differ from one another. Similarly, scores in the ID conditions 

did not significantly differ from one another. On the SIB-R, the same pattern emerged in that the 

control conditions were significantly higher on the dependent measure compared to the 

remaining conditions, F(4,343) = 55.50, p < .001, ηp
2 = .39, and the control conditions did not 

differ from one another (see Table 10 for the means and standard deviations for the overall 

summary score among condition and measure type).  

Table 10  
Means and Standard Deviations for Overall Summary Scores by Condition  
 GAC Mean GAC Std. Dev. BIS Mean BIS Std. Dev. 

6 year old 91.521 16.96 92.093 26.09 
28 year old 89.211 21.43 77.233 36.02 

Mild ID 65.492 11.31 33.034 18.22 
Moderate ID 66.722 11.84 36.694 24.18 

Unspecified ID 61.932 11.02 28.354 24.37 
Note. Cell means with the same superscript belong to the same homogeneous subset.  

 

The above described pattern of results was consistent with the prediction that overall 

summary scores on the ABAS-II would be higher than overall summary scores on the SIB-R in 

the ID conditions. This was predicted on the basis of the elevated floor of the ABAS-II (Doane & 

Salekin, 2009). However, it was unanticipated that scores would differ between the two measures 

in the 28 year old control condition or differ in the ID conditions to the magnitude that they did.  

Hypothesis 2 

In order to test the prediction that the capital context would be associated with higher 

overall scores, two-way ANOVAs were run on the overall summary scores separately. The 

decision to run the analyses separately was based on the fact that the overall summary scores 

significantly differed from each other in nearly all conditions. GAC and BIS scores were first 
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transformed in order to meet the normality assumption of parametric analyses. Different 

transformations were used for each measure as the original distributions differed from one 

another and therefore benefited from different transformations. BIS scores were subjected to a 

square root transformation (skew = .000, standard error of skew statistic = .215) while GAC 

scores were subjected to an inverse transformation (skew = .180, standard error of skew statistic 

= .182). Bonferroni corrections were used for all follow-up simple effects tests in order to control 

for inflation of the Type I error rate. It is important to note that the 6 year old control conditions 

were excluded from the following analyses, as these conditions did not include a context 

manipulation.  

For the transformed BIS scores, results indicated a main effect for condition (F(3,119) = 

18.69, p < .001, ηp
2 = .32) and a significant interaction between condition and context (F(3,119) 

= 3.46, p < .02, ηp
2 = .08). Follow-up simple effects testing revealed that, in the non-capital 

conditions, scores in the 28 year old condition (M = 9.33, SD = 1.84) were significantly higher 

than scores in the remaining ID conditions (p < .001 for all comparisons; F(3,119) = 17.99, p < 

.001, ηp
2 = .31). This finding is what would be expected and is consistent with results from the 

previous analysis. Within the capital condition, scores in the 28 year old control condition (M = 

7.67, SD = .50) were significantly higher than scores in the mild ID condition (M = 5.44, SD = 

.56; p = .02; F(3,119) = 3.93, p = .01, ηp
2 = ..09). No other comparisons were significant among 

conditions in the capital manipulation. The capital context influenced scores within the 28 year 

old and unspecified ID conditions. Specifically, within the 28 year old condition, scores in the 

capital manipulation (M = 7.67, SD = .50) were significantly lower than scores without the 

capital manipulation (M = 9.33, SD = .54; F(1,119) = 5.07, p = .03, ηp
2 = .04). In the unspecified 

ID condition, scores subjected to the capital manipulation exhibited the opposite pattern such that 
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scores in the capital condition (M = 5.76, SD = .58) were significantly higher than scores in the 

non-capital condition (M = 3.97, SD = .53; F(1,119) = 5.24, p = .02, ηp
2 = .04). Figure 3 provides 

a graphical representation of these results.  

 

Figure 3 
Graph of Square Root Transformed BIS Scores by Condition and Context Variables.  
 

For GAC scores, there was a main effect for condition, F(3,170) = 21.94, p < .001, ηp
2 = 

.28). Follow-up simple effects testing revealed that the inverse transformed scores in the 28 year 

old control condition were significantly lower than scores in the remaining conditions, indicating 

high scores in the control condition (p < .001 for all comparisons). This result is unsurprising 

given the pattern of scores in the previous analysis.   

Hypothesis 3 

 A relationship was expected between the conditions in terms of accuracy. It was expected 

that participants would be accurate (i.e., scores would fall within +/- 1 standard deviation from 

the mean) in reporting the functional abilities of the typically-developing 6 and 28 year olds, but 
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underestimate the abilities associated with the various severity levels of ID. In order to test this 

prediction a new variable (ID severity) was created. Overall standard scores on the BIS and GAC 

were collapsed into five categories consistent with the severity levels associated with varying 

levels of ID. Standard scores above 70 were coded as Average (i.e., not ID), scores between 56 

and 70 were coded in the Mild range, scores between 41 and 55 were coded in the Moderate 

range, scores between 26 and 40 were coded in the Severe range, and the remaining scores were 

coded in the Profound range. These values are consistent with the ranges provided in the DSM-

IV-TR (APA, 2000) for severity ranges associated with IQ scores. Previous research has 

indicated moderate correlations between IQ and adaptive behavior and for the purpose of this 

study, operationally defining severity in this sense made the most conceptual sense (Harrison, 

1987).  

After an examination of the distribution, the Severe and Profound categories were 

collapsed to avoid concerns associated with expected cell counts when running analyses. A chi-

square test of independence was run to test the relationship between condition (5 levels) and the 

new collapsed variable, ID severity. The test was significant, χ2(12, N = 353) = 124.34, p < .001, 

Cramer’s V = .34, indicating a significant association between condition and severity level. A 

graph of the standardized residuals has been provided in Figure 4.  
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Figure 4 
Standardized Residuals for Overall Summary Scores by Condition and Severity Range 

An additional dichotomous variable was created from the ID severity variable. The 

variable was created such that a match between condition and ID severity was classified as 

‘accurate’ while other combinations were classified as ‘inaccurate’ (i.e., a participant in the mild 

condition who rated the hypothetical target in the mild range would be coded accurate). A logit 

loglinear analysis was run with this new variable (i.e., accuracy) as the dependent variable. The 

two independent variables were measure (2 levels; ABAS-II and SIB-R) and a dichotomous 

condition variable (2 levels; control versus ID). The goodness-of-fit test statistic indicated the 

model was a good fit to the data, p = .95. 

Measures of dispersion, entropy and concentration, were estimated at .051 and .067, 

respectively. Odds ratios were calculated by taking the antilog of the model parameter estimates. 

Participants in the control conditions were nearly three times more likely to be accurate than 

participants in the ID conditions (odds ratio = 2.87; z = 4.31, p < .001). Also, participants in the 

ABAS-II conditions were 1.73 times more likely to be accurate than participants in the SIB-R 
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conditions (z – 2.42, p = .02). The residuals were identical across the cells, indicating consistent 

model fit among conditions.  

In order to test the association between accuracy and adaptive behavior measure in a 

more practical way, a chi-square test of independence was run with measure type and ID status 

as the factors. The ID status variable was calculated by transforming the overall summary scores 

into either (1) ID or (2) not ID classifications based on the cut-score of 70 on the overall 

summary score. The control conditions were excluded from this analysis and, as a result, it 

would be expected that all participants would rate the hypothetical target in the ID range. A 

significant chi-square would indicate that the probability of being found ID, regardless of 

severity, differed dependent on adaptive behavior measure. The chi-square statistic was 

significant, χ2 (1, N = 271) = 16.36, p < .001, Cramer’s V = .25. The calculation of an odds ratio 

indicated that participants who completed the SIB-R were over five times more likely to rate the 

hypothetical ID target in the ID range compared to participants who completed the ABAS-II. 

This suggests that, regardless of severity, participants were rating the hypothetical ID target in 

the ID range more often on the SIB-R than on the ABAS-II.  

In order to test the prediction that participants would rate the hypothetical ID targets 

consistent with the abilities of a typically-developing 6 year old, a one-way ANOVA was run 

with raw scores on the SIB-R as the dependent factor. The 28 year old control condition was 

excluded from this analysis. Results indicated a marginally significant main effect for condition, 

F(3,153) = 2.21, p = .09, ηp
2 = .04. Post hoc testing with a Bonferroni correction revealed a 

marginally significant difference between scores in the 6 year old control condition and scores in 

the moderate ID condition, p = .08. No other differences were significant suggesting that 

participants rated the hypothetical target in the mild and unspecified ID groups consistent with 
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the abilities of a typically-developing 6 year old on the SIB-R. Equivalent analyses were not 

conducted on the ABAS-II as the forms differ and therefore do not allow for comparisons to be 

made between raw scores.  

Hypothesis 4 

 In order to test the prediction that participant exposure to individuals with ID would be 

associated with increased accuracy, a logistic regression was run with the binary accuracy 

variable as the dependent variable and EID scores as the independent variable. It is important to 

note that only the ID conditions were included in these analyses as EID scores were relevant only 

in these conditions. The relationship was not significant (p = .30), indicating that participant 

exposure to ID (as measured by EID scores) was not associated with increased accuracy in 

behavior ratings.    
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4. DISCUSSION 

 
As previously mentioned, the goal of the current study was to evaluate whether a 

prototype for ID existed and if so, what that prototype would look like when assessed using two 

measures of adaptive functioning. Although the large disparities between the two measures 

limited the ability to make generalizations about the presence (or absence) of a prototype for ID, 

there were some findings that warrant further discussion. Measures of internal consistency, 

Cronbach’s alpha, suggested some consistency in the way in which participants were rating the 

abilities of the hypothetical ID targets in relation to domain or cluster scores. The coherence of 

these ratings provided some evidence for a prototype of ID. As hypothesized, GAC scores were 

found to be higher than BIS scores in all ID conditions which demonstrated that the ABAS-II is 

less sensitive than the SIB-R to endorsed deficits; this finding is consistent with previous 

research (Doane & Sakein, 2009). The differences between the two prototypes were large and to 

the degree that the prototype for ID looks decidedly different based solely on the measure used. 

For the ABAS-II, the prototype for ID is akin to an individual in the upper end of functioning 

within the mild category, while that of the SIB-R is akin to an individual in the severe to 

profound category.   

Looking only at mean scores, the prototype for mild ID on the ABAS-II was within a 

reasonable range for a person who has this level of impairment. Looking at the other conditions, 

however, the ABAS-II demonstrates the same pattern as found in the Doane and Salekin (2009) 

study; specifically, the ABAS-II quickly loses sensitivity such that all individuals look similar 

with regard to adaptive behavior. In all three ID conditions the mean scores on the social domain 



46 
 

were above 70 and in the moderate condition, the average score was high enough to place the 

individual outside of the range, even when applying the SEM. What this tells us about the 

prototype, as measured by the ABAS-II, is that it is unitary in that regardless of severity level, all 

people with ID are viewed to be mildly impaired.  

The fact that scores on the social domain of the ABAS-II fell above the cut-off for 

impairment is perplexing and unanticipated. There is no research to support the notion that 

individuals with ID, regardless of severity, show a relative strength in the area of social 

functioning. In fact, for individuals with mild or moderate ID, it would be more likely to see 

higher standard scores in the practical domain since many of the activities tapped within this 

domain are mastered early in life. In the severe or profound areas, global deficits would be 

expected and even in the face of within-person strengths, it would be highly improbable that any 

strength would rise to the level found in the current study.  

An alternative explanation to the prototype hypothesis is that the insensitivity of the 

measure eliminated any impact of labeling. In order to better understand whether this was the 

case, a similar review of the raw scores was conducted. Post-hoc analysis demonstrated the 

identical pattern as the analysis on the standard scores, finding that the control conditions were 

higher than scores in the ID conditions, and that the ID conditions did not differ from one 

another (F(4,197) = 27.36, p < .001,  ηp
2 = .36). This result suggests that participants 

conceptualized the abilities of individuals with ID consistently across conditions, regardless of 

severity level. In other words, the prototype for ID on the ABAS-II falls in the mild range of 

scores.  

  In contrast to the ABAS-II, the findings of the SIB-R suggest that the prototype of ID 

falls within the severe to profound range of functioning. Moreover, scores in the 28 year old 



47 
 

control condition followed the same pattern and fell in the below average range. These results 

suggest that either the participants had a generally inaccurate view of the abilities of a typically 

developing 28 year old male or that the SIB-R is exceptionally sensitive to the endorsement of 

deficits. One potential explanation that would support an inaccurate view is the relative age of 

the measure (i.e., the measure was created in 1984 and re-normed in 1996). It is possible that 

some items on the measure are no longer relevant and may contribute to the relative inaccuracy 

of behavior ratings, particularly in the control conditions. For example, one of the items on the 

measure refers to calling directory assistance to locate an unknown telephone number. This 

behavior has become obsolete and therefore irrelevant in rating the functional behavior of 

individuals on the measure. It may be that participants rated the hypothetical target as relatively 

inept on the activities with which they are unfamiliar.  

Despite the perceived sensitivity to item endorsement on the SIB-R, scores did not differ 

among the ID conditions, even after running analyses on the raw scores, (F(4,193) = 12.10, p < 

.001, ηp
2 = .20). Generally speaking, scores on the Social Interaction and Community Living 

clusters were highest across the ID conditions on the SIB-R. This is consistent with scores on the 

ABAS-II such that perceptions of the social skills of individuals with ID tended to exceed 

perceptions of abilities in other domains. What is important about the findings of the SIB-R is 

that the deficits endorsed for both the mild and moderate categories were so low that functional 

abilities, even within the highest domain, would be virtually absent.   

One finding of the current study that was inconsistent with those of prior studies (Jaffee, 

1966; Gottlieb & Siperstein, 1976; Antonak et al., 1995) was that labeling did not impact overall 

standard scores, nor in this case, raw scores. Instead, the results suggested that individuals 

conceptualized the functional abilities of individuals with ID similarly, regardless of severity 
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level. The fact that scores within each measure tended to cluster in the same range provides 

support for a prototype of ID, but it is decidedly clear that the prototype arises from the measure 

rather than an objective measure of prototypicality. In other words, adaptive behavior ratings are 

very much dependent on the adaptive behavior measure that is administered. The measurement 

disparity between the two measures limits the ability of the researchers to make broad 

generalizations or interpretations about these findings.   

When thinking about the real world implications of these findings, it becomes clear that 

concerns regarding the interchangeability of measures exist. Given randomization and the nature 

of the sample, there is no explanation for the disparate results other than the measures 

themselves. Of course the results of this study cannot be extended to a clinical sample, but if 

these results even remotely reflect the convergent validity of these two tests, there are grave 

concerns regarding their use. It is completely unfathomable that a person’s ability to secure 

social security disability, receive special education services, or be accurately identified as not 

having ID is dependent on how it is measured. 

Considering the large differences between the two measures, specifically in the range of 

impairments, one must heavily consider which measure to use in evaluating an individual for ID. The 

current study revealed that participants who completed the ABAS-II were nearly twice as accurate in 

classifying perceived abilities according to severity range; however, those who completed the SIB-R 

were over five times more accurate in classifying the perceived abilities of someone as ID (regardless 

of severity label). This finding has the potential to mean the difference between life and death for an 

Atkins claimant.  

 Although the goal of the current study was not to evaluate the practical utility of either 

measure, it is not possible to identify a single prototype of ID based on the current results. The 

measures simply differ too much from one another to say with confidence what individuals 
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believe people with ID can and cannot do. However, it is clear that participants viewed 

individuals with ID as different from typically-developing individuals. Virtually all scores for 

both measures fell below the cut-score of 70.  

Results indicated partial support for the prediction that scores in the capital context would 

be associated with reduced impairment (i.e., higher scores), but this was only evidenced on the 

SIB-R. One possible explanation for the lack of impact of context on the ABAS-II, is that the 

inverse transformation of scores  made it more difficult to detect differences between groups as 

the range of dependent scores was very small (i.e., ranged from .0110 to .0167). Review of the 

univariate follow-up tests supported this supposition as they indicated that scores differed 

between the capital and non-capital context in the 28 year old condition. However, this 

difference was not large enough to trigger a significant interaction or main effect for the overall 

model. It is possible that differences would have been detected had the dependent measure 

retained its original range of scores prior to the transformation.  

The capital context impacted scores on the SIB-R in both the 28 year old control 

condition and the unspecified ID condition. Participants viewed the capital defendant in the 28 

year old control condition as more impaired than the 28 year old counterpart who was not 

charged with a capital crime; as a reminder, the prototype for the 28 year old typically-

developing male was more than one standard deviation below the mean on the SIB-R scales. 

Though counter to the hypothesis, the results can be interpreted in a different way than originally 

posited. In this study it may be that the participants viewed the act of committing murder as so 

abhorrent that the act must have been committed by someone who is very impaired. This belief 

provides a cognitive distance between the participant and the hypothetical target such that their 

behavior is better understood; the adage “(s)he must have been deranged to do something like 
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that” may yield some information as to what was driving this finding. This cognitive distancing 

process is consistent with Blair’s (2002) finding that threats to one’s self image lead to the 

motivated application or inhibition of stereotypes.  

The finding that scores in the capital condition of the unspecified ID group were higher 

than scores in the non-capital condition was in line with the a priori hypothesis. It was 

anticipated that the capital context would influence scores in the positive, less-impaired direction 

based on previous research that indicated participants were less likely to find an individual NGRI 

for a more serious offense than a less serious one (Bailis et al., 1995). Although scores in this 

condition conformed to predictions, it does not explain why the same pattern was not observed in 

the other ID conditions. 

One potential explanation is that the capital context was “trumped” by the ID label in the 

remaining conditions. In other words, participants may have responded only to the ID label and 

not considered the capital context in rating the behavior of the target with ID. Previous research 

has indicated individuals associate characteristics such as timid, helpless, and abnormal with ID 

(Guskin, 1963), and these adjectives are likely to be inconsistent with the characteristics 

typically associated with a capital defendant. Therefore, it is possible that participants were 

resolving the inconsistency between the ID stereotype and the stereotype of the capital defendant 

by inhibiting the stereotype associated with the capital context. This method of stereotype 

inhibition is consistent with previous research that demonstrated individuals are motivated to 

inhibit stereotypes when inconsistency exists (Kunda & Sinclair, 1999).   

The results of the current study supported the hypothesis that participants would 

accurately report the functional abilities of the target individuals in the control conditions but 

underestimate the abilities of individual in the ID conditions, particularly on the ABAS-II. This 
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prediction was only partially supported on the SIB-R as participants were inaccurate in reporting 

the functional abilities of the typically-developing 28 year old. The fact that scores in the 28 year 

old control condition differed between the measures was surprising, as it was anticipated that 

participants would be able to accurately report the abilities in these conditions, and therefore be 

unaffected by the elevated floor on the ABAS-II or the sensitivity to deficits characteristic of the 

SIB-R. The relationship between CLAS-MR scores and overall scores on the adaptive behavior 

measures is also worth mentioning. The relationship was such that increased endorsement of 

negative attitudes toward individuals with ID was associated with decreased scores on the overall 

summary scores in the ID conditions. This finding provides evidence for a relationship between 

negative attitudes and behavior ratings in the form of believing individuals with ID are less 

functionally independent. In this sense, there is a relationship between negative attitudes and 

stereotypic beliefs about the abilities of individuals with ID, a finding that has withstood the test 

of time.   

Limitations 

 The limitations of this study were threefold. First, there were issues with the composition 

of the sample. In particular, the gender composition of the sample was over 80% female and the 

sample was composed solely of undergraduate students enrolled in psychology classes. Second, 

adaptive behavior measures are designed to be measures of a person’s perceptions of another 

person’s day-to-day functioning at a current point in time. For the purpose of this study, all of the 

assumptions of test administration, in the traditional sense, were violated. Hence, the differences 

between the ABAS-II and the SIB-R are not necessarily an accurate reflection of their 

concordance when used with a real clinical sample. Lastly, the overall summary scores were not 
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normally distributed and therefore required non-parametric analyses which are a less powerful 

alternative to parametric statistics.  

Future Research 

 Further research should be conducted to investigate the convergence (or lack thereof) 

between these two measures in an ID population to examine the actual extent of differences. For 

example, in the present study, participants in the mild condition on the ABAS-II rated the 

hypothetical target in the mild range whereas scores in the same condition on the SIB-R rated the 

hypothetical target in the severe range of scores. These differences are of particular concern in 

clarifying deficits within levels of ID. AAIDD has shifted its position over the past 20 years in 

terms of the process for classifying individuals with ID into severity categories. In 1992, AAIDD 

argued that levels of ID should be classified on the basis of support needs. This recommendation 

was extended in 2002 to include intellectual and adaptive behavior functioning as relevant in 

making severity distinctions. Finally, in 2010, AAIDD “proposed a multidimensional 

classification system that is consistent with the ICF model proposed by the World Health 

Organization” (AAIDD, 11th Edition Implementation Committee). With the magnitude of 

differences between adaptive behavior summary scores like those demonstrated in the present 

study, the utility of classifying individuals into severity categories based on these results is 

problematic. It can be said with confidence that individuals with ID will be classified into vastly 

different severity ranges (or even disability status overall), based only on the type of adaptive 

behavior measure that is administered.  

Additional research is also needed in order to identify the influence of the capital context 

on perceptions of abilities and general stereotypic beliefs. Specifically, outside of the results of 

the current study, little is known about the influence of the capital context on subsequent 
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perceptions of an individual; particularly in the case of an individual with ID. Understanding the 

influence of the capital context has the potential to impact third-party reports in Atkins cases; 

specifically, in regard to the extent of disclosure in obtaining collateral data from third-party 

informants. It may also be of interest to investigate the impact of other contexts on subsequent 

perceptions of an individual presumed to have ID. For example, it may be of use to determine the 

impact of the context when evaluating an individual for social security disability versus special 

education accommodations.   
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Appendix A 
Demographic and Life Experience Questionnaire for 6 Year Old Control Condition 

 
ID#:_________ 

Demographic & Life Experience Questionnaire 
 
Please check, or write your answers in the spaces provided: 
 

Gender:   Male                    Female 

Age:  

Ethnicity: 

  White/Caucasian not Hispanic 
 
  Hispanic/Latino/Latina 
 
  Black/African American 
 
  Asian/Asian American 
 
  Pacific Islander 
 
  Biracial 
 
  Other (please specify): ____________________________ 
 

Education (years 
completed): 

  GED    High School Graduate 
 
College:  1 year    2 years    3 years    4 years (not graduated) 
 
 Other, Please Specify: ____________________________ 
 

 
Do you have brothers or sisters? (please circle)    YES    NO 

If yes, please complete the following table – one line for each sibling. Put an X in only 
ONE of the first three boxes to indicate your relationship to your sibling. In the next 
three boxes, circle yes or no to indicate your answer. 

Share both 
parents 

Share one 
parent 

Step-
sibling 

Age Currently living 
with sibling 

Not living with 
sibling but have 
frequent contact 
with them 

Not living 
with sibling 
and have 
little contact 
with them 

    Yes      No  Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
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    Yes      No Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
 
Do you have children? (please circle)    YES    NO 

If yes, please complete the following table – one line for each child.  
Gender Age Has been diagnosed 

with a mental illness 
other than attention 
deficit disorder 

Has been 
diagnosed with 
a learning 
disability 

Has been 
diagnosed 
with mental 
retardation 
or ID 

Has been 
diagnosed with 
attention deficit 
disorder 

  Yes      No  Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
 

1. Have you had prior employment with (or as a) mental health provider? 
Yes No 

Check all that apply: 
� Psychologist 
� Psychiatrist 
� Social Worker 
� Providers that provided services to children and youth who have  mental retardation 
� Providers that provided services to adults  who have  mental retardation 
� Other: ________________________________________________________ 
 

If you checked any of the above, please describe your experience(s).  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 

2. Do you have any knowledge of the abilities of a typically developing 6 year old?   
Yes  No 

Check all that apply: 
� Only general life experience – I see them around and have talked to them 
� I know about children of this age by programs on TV, in movies, or in books 
� I have one or more children who are 6 years old or older 
� I have one or more extended family members who I knew when they were 6 years old 

and had contact with at that point 
� I have taken a child development course and I learned about children of this age 

group through the course teachings  
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� I have worked with or currently work with typically developing children who are 
around the age of 6 years (e.g., daycare teacher; student intern for kindergarten; 
Sunday School class teacher or assistant) 

� Other: ________________________________________________________ 
 

3. How would you rate your knowledge of the abilities of a typically developing 6 year 
old?  

  1   2   3   4   
 (not at all knowledgeable)      (very knowledgeable)  

 
4. Do you have any experiences with children receiving special education services?   

Examples include working as a classroom aide, having a sibling or family member who 
received special education services, etc.        
          Yes No 
 If yes, please describe this experience.  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 

5. Do you have any experiences with adults receiving special education services?   
Examples include having a family member who received special education services, 
working at an institution that provided special assistance to adults, etc.    
          Yes No 
 If yes, please describe this experience.  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 

 
6. Have you ever been assessed for problems with learning?   Yes No 

How old were you when you were assessed? ______ 
 If yes, were you given a diagnosis?      Yes  No 
 

Please state what diagnosis you were given (if more than one, please list all of 
your diagnoses): 

____________________________________________________________________ 
 

7. Have you ever been assessed for mental retardation?    Yes No 
How old were you when you were assessed? ______ 
If yes, were you diagnosed with mental retardation?   Yes No 
 

8. To what degree have you had contact with typically developing 6 year-olds?  
Please circle one response.  
 

� I’ve never had personal contact with a typically developing 6 year-old  
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� I’ve had minimal personal contact with a typically developing 6 year-old (e.g., I 

have seen 6 year-olds out in public or working at places that I go).   
 

� I’ve had some contact with typically developing 6 year-olds (e.g., a friend of 
mine has a brother or sister who is 6 years old) 

 
� I've had a lot of contact with typically developing 6 year-olds (e.g., I have a 

family member who is 6 years old; I worked on a volunteer basis with typically 
developing 6 year-olds; I was in other frequent contact with typically developing 
6 year-olds). 

 
Please describe your specific contact with typically developing 6 year-olds. 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 

 
Check all those that apply in regard to your level of contact with typically developing 6 
year-olds: 
 
� Only general life experience – I see them around and have talked to them 
� I know about typically developing 6 year-olds by programs on TV, in movies, or in 

books 
� I have one or more family members who is currently 6 years old  
� I have taken courses where I learned about typically developing 6 year olds  
� I have worked with or currently work with typically developing 6 year olds 
� Other: ________________________________________________________ 

 
9. Have you watched movies, read books, or read newspaper articles that were about 6 

year old children?  
Please rate your exposure to these materials below.  
 
 1   2   3   4 
(no exposure at all)       (a lot of exposure)  
      

Please describe the different materials or experiences (e.g., movies, books, plays) 
to which you have had exposure.  

________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 

 
10. How would you rate your knowledge of the abilities of typically developing 6 year 

olds?  
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  1   2   3   4   
 (not at all knowledgeable)      (very knowledgeable)  
 

11. How would you rate your familiarity with typically developing 6 year olds?  
1   2   3   4   

 (very unfamiliar)       (very familiar)  
 

12. Have you taken any coursework that covers the typical development of children who 
are 6 years old?  

1   2   3   4 
 (zero courses in this area)      (several courses in this area)  
 

13. Where would you say that most of your knowledge of typically developing 6 year olds 
comes from?  

Please circle one.  
 

  Media   Personal Experience  Coursework   
  

Formal Training Other (please describe) 
 

_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 

 
14. We need to know if you are eligible to serve on a jury in the United States 

If the answer to any of the questions is “NO” please check “Not jury eligible”  
If all of the answers to these questions are “YES” please check “jury eligible” 

 
1. Are you a citizen of the U.S.?   

    
2. Are you at least 18 years of age?   

    
3. Are you currently charged with or ever been convicted of a felony? 

 
        

� I AM jury eligible 
 

� I AM NOT jury eligible 
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Appendix B 
Demographic and Life Experience Questionnaire for 28 Year Old Conditions 

 
ID#:_________ 

Demographic & Life Experience Questionnaire 
 
Please check, or write your answers in the spaces provided: 
 

Gender:   Male                    Female 

Age:  

Ethnicity: 

  White/Caucasian not Hispanic 
 
  Hispanic/Latino/Latina 
 
  Black/African American 
 
  Asian/Asian American 
 
  Pacific Islander 
 
  Biracial 
 
  Other (please specify): ____________________________ 
 

Education (years 
completed): 

  GED    High School Graduate 
 
College:  1 year    2 years    3 years    4 years (not graduated) 
 
 Other, Please Specify: ____________________________ 
 

 
Do you have brothers or sisters? (please circle)    YES    NO 

If yes, please complete the following table – one line for each sibling. Put an X in only 
ONE of the first three boxes to indicate your relationship to your sibling. In the next 
three boxes, circle yes or no to indicate your answer. 

Share both 
parents 

Share one 
parent 

Step-
sibling 

Age Currently living 
with sibling 

Not living with 
sibling but have 
frequent contact 
with them 

Not living 
with sibling 
and have 
little contact 
with them 

    Yes      No  Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
    Yes      No Yes      No Yes      No 



63 
 

    Yes      No Yes      No Yes      No 
    Yes      No Yes      No Yes      No 
 
Do you have children? (please circle)    YES    NO 

If yes, please complete the following table – one line for each child.  
Gender Age Has been diagnosed 

with a mental illness 
other than attention 
deficit disorder 

Has been 
diagnosed with 
a learning 
disability 

Has been 
diagnosed 
with mental 
retardation 
or ID 

Has been 
diagnosed with 
attention deficit 
disorder 

  Yes      No  Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
  Yes      No Yes      No Yes      No Yes      No 
 

1. Have you had prior employment with (or as a) mental health provider? 
Yes No 

Check all that apply: 
� Psychologist 
� Psychiatrist 
� Social Worker 
� Providers that provided services to children and youth who have  mental retardation 
� Providers that provided services to adults  who have  mental retardation 
� Other: ________________________________________________________ 
 

If you checked any of the above, please describe your experience(s).  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 

2. Do you have any knowledge of the abilities of a typically developing 6 year old?   
Yes  No 

Check all that apply: 
� Only general life experience – I see them around and have talked to them 
� I know about children of this age by programs on TV, in movies, or in books 
� I have one or more children who are 6 years old or older 
� I have one or more extended family members who I knew when they were 6 years old 

and had contact with at that point 
� I have taken a child development course and I learned about children of this age 

group through the course teachings  
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� I have worked with or currently work with typically developing children who are 
around the age of 6 years (e.g., daycare teacher; student intern for kindergarten; 
Sunday School class teacher or assistant) 

� Other: ________________________________________________________ 
 

3. How would you rate your knowledge of the abilities of a typically developing 6 year 
old?  

  1   2   3   4   
 (not at all knowledgeable)      (very knowledgeable)  

 
4. Do you have any experiences with children receiving special education services?   

Examples include working as a classroom aide, having a sibling or family member who 
received special education services, etc.        
          Yes No 
 If yes, please describe this experience.  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 

5. Do you have any experiences with adults receiving special education services?   
Examples include having a family member who received special education services, 
working at an institution that provided special assistance to adults, etc.    
          Yes No 
 If yes, please describe this experience.  
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 

 
6. Have you ever been assessed for problems with learning?   Yes No 

How old were you when you were assessed? ______ 
 If yes, were you given a diagnosis?      Yes  No 
 

Please state what diagnosis you were given (if more than one, please list all of 
your diagnoses): 

____________________________________________________________________ 
 

7. Have you ever been assessed for mental retardation?    Yes No 
How old were you when you were assessed? ______ 
If yes, were you diagnosed with mental retardation?   Yes No 
 

8. To what degree have you had contact with people with mental retardation?  
Please circle one response.  
 

� I’ve never had personal contact with someone with mental retardation 
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� I’ve had minimal personal contact with someone with mental retardation (e.g., I 

have seen people with mental retardation out in public or working at places that I 
go).   

 
� I’ve had some contact with people with mental retardation (e.g., I had a classmate 

who has mental retardation; a friend of mine had a brother or sister with mental 
retardation) 

 
� I've had a lot of contact with people mental retardation (e.g., I have a family 

member with mental retardation; I have a friend with mental retardation; I worked 
professionally or on a volunteer basis with people with mental retardation; I was 
in other frequent contact with people with mental retardation). 

 
Please describe your specific contact with people with mental retardation below. 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 

 
Check all those that apply in regard to your level of contact with individuals with mental 
retardation: 
 
� Only general life experience – I see them around and have talked to them 
� I know about people with mental retardation by programs on TV, in movies, or in 

books 
� I have one or more family members with mental retardation 
� I have taken courses where I learned about people with mental retardation 
� I have worked with or currently work with people with mental retardation 
� Other: ________________________________________________________ 

 
9. Have you watched movies, read books, or read newspaper articles that were about 

people with mental retardation? (Examples of movies include Forrest Gump, Of Mice 
and Men, The Other Sister).  

Please rate your exposure to these materials below.  
 
 1   2   3   4 
(no exposure at all)       (a lot of exposure)  
      

Please describe the different materials or experiences (e.g., movies, books, plays) 
to which you have had exposure.  

________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 



66 
 

 
10. How would you rate your knowledge of the abilities of individuals with mental 

retardation?  
  1   2   3   4   
 (not at all knowledgeable)      (very knowledgeable)  
 

11. How would you rate your familiarity with individuals with mental retardation?  
1   2   3   4   

 (very unfamiliar)       (very familiar)  
 

12. Have you taken any coursework that covers disabilities such as mental retardation?  
1   2   3   4 

 (zero courses in this area)      (several courses in this area)  
 

13. Where would you say that most of your knowledge of mental retardation comes from?  
Please circle one.  
 

  Media   Personal Experience  Coursework   
  

Formal Training Other (please describe) 
 

_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 

 
14. We need to know if you are eligible to serve on a jury in the United States 

If the answer to any of the questions is “NO” please check “Not jury eligible”  
If all of the answers to these questions are “YES” please check “jury eligible” 

 
4. Are you a citizen of the U.S.?   

    
5. Are you at least 18 years of age?   

    
6. Are you currently charged with or ever been convicted of a felony? 

 
        

� I AM jury eligible 
 

� I AM NOT jury eligible 
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Appendix C 
Community Living Attitudes Scale – Mental Retardation (CLAS-MR) 

 
Instructions: For each of the statements below, please indicate to what extent you agree with 
each statement.   
 
1. People with mental retardation are happier when they live and work with others like them. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
2. People with mental retardation trying to help each other is like “the blind leading the blind.” 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
3. People with mental retardation should not be allowed to marry and have children. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
4. A person would be foolish to marry a person with mental retardation. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
5. People with mental retardation should be guaranteed the same rights in society as other 
persons. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
6. People with mental retardation do not want to work. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 
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7. People with mental retardation need someone to plan their activities for them. 
              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
8. People with mental retardation should not hold public office. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
9. People with mental retardation should not be given any responsibility. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
10. People with mental retardation can organize and speak for themselves. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
11. People with mental retardation do not care about advancement in their jobs. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
12. People with mental retardation do not need to make choices about the things they will do 
each day. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
13. People with mental retardation should not be allowed to drive. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 
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14. People with mental retardation can be productive members of society. 
              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
15. People with mental retardation have goals for their lives like other people. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
16. I would trust a person with mental retardation to be a baby sitter for one of my children. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
17. People with mental retardation cannot exercise control over their lives like other people. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
18. People with mental retardation can have close personal relationships just like everyone else. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
19. I would not want to live next door to people with mental retardation. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
20. People with mental retardation are usually too limited to be sensitive to the needs and 
feelings of others. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 
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21. People with mental retardation should live in sheltered facilities because of the dangers of 
life in the community. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
22. People with mental retardation should be encouraged to lobby legislators on their own. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
 
 
 
23. People with mental retardation are the best people to give advice and counsel to others who 
wish to move into community living. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
24. The opinion of a person with mental retardation should carry more weight than those of 
family members and professionals in decisions affecting that person.  

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
25. People with mental retardation can plan meetings and conferences without assistance from 
others. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
26. People with mental retardation can be trusted to handle money responsibly. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 
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27. Residents have nothing to fear from people with mental retardation living and working in 
their neighborhoods. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
28. People with mental retardation usually should be in group homes or other facilities where 
they can have the help and support of staff. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
29. Sheltered workshops for people with mental retardation are essential. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
 
 
30. The best care for people with mental retardation is to be part of normal life in the community. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
31. Most people with mental retardation prefer to work in a sheltered setting that is more 
sensitive to their needs. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
32. Without some control and supervision, people with mental retardation could get in real 
trouble out in the community. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 
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33. The rights of people with mental retardation are more important than professional concerns 
about their problems. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
34. Agencies that serve people with mental retardation should have them on their boards. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
35. The best way to handle people with mental retardation is to keep them in institutions. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
36. Homes and services for people with mental retardation should be kept out of residential 
neighborhoods. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
37. Increased spending on programs for people with mental retardation is a waste of tax dollars. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
38. Home and services for people with mental retardation downgrade the neighborhoods they are 
in. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 

 
39. Professionals should not make decisions for people with mental retardation unless absolutely 
necessary.  

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 
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40. People with mental retardation are a burden on society. 

              
1  2  3  4  5  6 
Strongly        Strongly 
Disagree        Agree 
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Appendix D  
 

This set of questions is related to the questionnaire you just completed.  Please provide 
confidence ratings for each section of questions on the measure.  In responding to these items, 
think about how accurate you believe your responses were in judging the functional abilities of 
the individual that you rated.   
 
For the Communication section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Community Use section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Functional Academics section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)    
 
For the Home Living section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Health and Safety section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Leisure section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Self-Care section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Self-Direction section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Social section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Work section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
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Appendix E 
This set of questions is related to the questionnaire you just completed.  Please provide 
confidence ratings for each section of questions on the measure.  In responding to these items, 
think about how accurate you believe your responses were in judging the functional abilities of 
the individual that you rated.   
 
For the Gross-Motor section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Fine-Motor section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Social Interaction section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Language Comprehension section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Language Expression section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Eating & Meal Preparation section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Toileting section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Dressing section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Personal Self-Care section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Domestic Skills section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
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For the Time & Punctuality section, how confident are you in the accuracy your ratings?  
1  2  3  4  5  6 

(not at all confident)         (very confident)  
 
For the Money & Value section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Work Skills section, how confident are you in the accuracy your ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
 
For the Home/Community Orientation section, how confident are you in the accuracy your 
ratings?  

1  2  3  4  5  6 
(not at all confident)         (very confident)  
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Appendix F 
Research Study Information Statement 

 
Title of Research Project: 
My perceptions on typical human behavior: What can people do? 
 
Investigator: 
Mary E. Wood, B.S.  
 
It is important that you read the following explanation of this study. This document describes the 
purpose, procedures, benefits, and possible risks or discomforts associated with this research 
study. Please see your individual professors for alternative options for credit or requirements.  
You have the right to withdraw from this study at any time without being penalized. If you 
would like to receive the results of this study, they will be available in the spring of 2013 and can 
be obtained by contacting the investigator by the methods described below. 
 
Explanation of Procedures 
The current study is being conducted with the goal of understanding perceptions of the functional 
abilities of various types of individuals. In part, this goal will be met via the administration of a 
standardized measure of adaptive behavior. Adaptive behavior relates to the skills that a person 
needs for functional independence and is measured in accordance with the age of the individual.  
 
If you decide to participate, you will be given a demographic and life experience questionnaire, a 
paper and pencil measure on which you will assess an individual’s level of adaptive functioning, 
and instructions on how to complete the measures.  The study will take approximately 1.25 hours 
of your time to complete. A member of the research team will be present in the room to answer 
any questions. 

 
Risks and Discomforts 
No risks or discomforts are anticipated related to your participation in the current study.  One 
potential risk or discomfort may include mild fatigue from responding to the paper and pencil 
measures.  A 10 minute break can be requested at any point during your participation in this 
study. 
 
Benefits 
The potential benefits to you include gaining greater knowledge of your perceptions of the 
functional abilities of individuals that are members of our society. 
 
Alternative Procedures  
Please see your class professors for any alternative procedures or assignments you can complete 
if you choose not to participate in this study. 
 
Confidentiality 
Your name will only be recorded to ensure you receive credit in your courses for your 
participation and will be kept separate from the other study materials. The documents containing 
the names of participants will be destroyed once all credit has been given for participation.  All 
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of the demographic and measure response information you provide in this study will be 
identified only by an identification number. These materials will be kept in a locked cabinet 
within a locked office on the campus of The University of Alabama. Once again, your name will 
only be recorded to ensure you receive credit in your courses for your participation and will be 
kept separate from the other study materials. 
 
Withdrawal and Compensation 
You may withdraw from the current study at any time and will not receive any penalties for 
doing so.  In accordance with PY 101 Subject Pool guidelines, however, you will receive 1.5 
hours of credit if you complete the study.  If you withdraw early, you will receive credit for the 
time you have spent in the study.  For example, if you withdraw after 30 minutes, you will 
receive 30 minutes of credit toward your requirement. 
 
Significant New Findings 
Any significant new findings that develop during the course of the study that may affect your 
willingness to continue in the research will be provided to you by a member of the research team. 
 
Cost of Participation 
There will be no cost to you for participating in the current research study. All materials needed 
for the study will be provided for you. 
 
Questions 
If you have any questions regarding the research study, please ask them. If you have questions 
later, feel free to contact one of us.  
 
Mary E. Wood      Karen Salekin 
The University of Alabama      The University of Alabama 
Box 870348       Box 870348 
Tuscaloosa, Alabama 35487-0348    Tuscaloosa, Alabama 35487-0348 
Phone Number: (404)431-1505    Phone Number: (205)348-0679 

 
You may also ask questions, make suggestions, or file complaints and concerns through the IRB 

Outreach website at http://osp.ua.edu/site/PRCO_Welcome.html or email us at 
participantoutreach@bama.ua.edu. After you participate, you are encouraged to complete the 

survey for research participants that is online at the outreach website or you may ask the 
investigator for a copy of it and mail it to the University Office for Research Compliance, Box 

870127, 358 Rose Administration Building, Tuscaloosa, AL 35487-0127.  
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Appendix G 
 
Instructions for Condition 1 and 2: Prototype for a six year old child 
When assessing someone’s adaptive functioning, family members and other individuals that 
know the person well are often asked to rate the individual’s ability to perform certain activities 
or tasks.  For the purposes of this study, we want you to think about an average 6-year-old child 
and complete the questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
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Appendix H 
 

Instructions for Condition 3 and 5: Prototype for an adult, age 28 years. 
 
When assessing someone’s adaptive functioning for a possible diagnosis of mental retardation, 
family members and other individuals that know the person well are often asked to rate the 
individual’s ability to perform certain activities or tasks.  For the purposes of this study, we want 
you to think about the typical adult male, who is 28 years of age, and then complete the 
questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
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Appendix I  
 

Instructions for Condition 4 and 6: Prototype for an adult, age 28 years, capital crime. 
 
When assessing someone’s adaptive functioning for a possible diagnosis of mental retardation, 
family members and other individuals that know the person well are often asked to rate the 
individual’s ability to perform certain activities or tasks.  For the purposes of this study, we want 
you to think about the typical adult male, who is 28 years of age, and who has been charged with 
a capital crime (i.e., a crime punishable by the death penalty), and then complete the 
questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
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Appendix J 
 

Instructions for Condition 7 & 9: Prototype for an adult male with mental retardation, age 
28 years. 

 
When assessing someone’s adaptive functioning for a possible diagnosis of mental retardation, 
family members and other individuals that know the person well are often asked to rate the 
individual’s ability to perform certain activities or tasks.  For the purposes of this study, we want 
you to think about the typical adult male, who is 28 years of age, and has mental retardation, and 
then complete the questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
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Appendix K 
 

Instructions for Condition 8 & 10: Prototype for an adult male with mental retardation, 
age 28 years, capital crime. 

 
When assessing someone’s adaptive functioning for a possible diagnosis of mental retardation, 
family members and other individuals that know the person well are often asked to rate the 
individual’s ability to perform certain activities or tasks.  For the purposes of this study, we want 
you to think about the typical adult male, who is 28 years of age, has mental retardation, and who 
has been charged with a capital crime (i.e., a crime punishable by the death penalty), and then 
complete the questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
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Appendix L  
 

Instructions for Condition 11 & 13: Prototype for an adult male with mild mental 
retardation, age 28 years. 

 
When assessing someone’s adaptive functioning for a possible diagnosis of mild mental 
retardation, family members and other individuals that know the person well are often asked to 
rate the individual’s ability to perform certain activities or tasks.  For the purposes of this study, 
we want you to think about the typical adult male, who is 28 years of age, and has mild mental 
retardation and then complete the questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
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Appendix M  
 

Instructions for Condition 12 & 14: Prototype for an adult male with mild mental 
retardation, age 28 years, capital crime. 

 
When assessing someone’s adaptive functioning for a possible diagnosis of mild mental 
retardation, family members and other individuals that know the person well are often asked to 
rate the individual’s ability to perform certain activities or tasks.  For the purposes of this study, 
we want you to think about the typical adult male, who is 28 years of age, and has mild mental 
retardation, and who has been charged with a capital crime (i.e., a crime punishable by the death 
penalty), and then complete the questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
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Appendix N  
 

Instructions for Condition 12 & 14: Prototype for an adult male with mild mental 
retardation, age 28 years, capital crime. 

 
When assessing someone’s adaptive functioning for a possible diagnosis of mild mental 
retardation, family members and other individuals that know the person well are often asked to 
rate the individual’s ability to perform certain activities or tasks.  For the purposes of this study, 
we want you to think about the typical adult male, who is 28 years of age, and has mild mental 
retardation, and who has been charged with a capital crime (i.e., a crime punishable by the death 
penalty), and then complete the questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
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Appendix O  
 

Instructions for Condition 16 & 18: Prototype for an adult male with moderate mental 
retardation, age 28 years, capital crime. 

 
When assessing someone’s adaptive functioning for a possible diagnosis of moderate mental 
retardation, family members and other individuals that know the person well are often asked to 
rate the individual’s ability to perform certain activities or tasks.  For the purposes of this study, 
we want you to think about the typical adult male, who is 28 years of age, and has moderate 
mental retardation, and who has been charged with a capital crime (i.e., a crime punishable by 
the death penalty), and then complete the questionnaires based on your perceptions.  
 
If you have any questions about the task, please ask the nearest researcher.  If not, or if all of 
your questions have been answered, please begin. 
 

 


