ResearchGate

See discussions, stats, and author profiles for this publication at: https://www.researchgate.net/publication/221817798

Reducing the barriers to relationships and sexuality education for persons
with intellectual disabilities

Article in Journal of Intellectual Disabilities - February 2012

DOI: 10.1177/1744629512438034 - Source: PubMed

CITATIONS READS
93 1,366

3 authors, including:

Attracta Lafferty Roy Mcconkey

University College Dublin Ulster University

41 PUBLICATIONS 773 CITATIONS 351 PUBLICATIONS 6,794 CITATIONS
SEE PROFILE SEE PROFILE

All content following this page was uploaded by Roy Mcconkey on 20 July 2021.

The user has requested enhancement of the downloaded file.


https://www.researchgate.net/publication/221817798_Reducing_the_barriers_to_relationships_and_sexuality_education_for_persons_with_intellectual_disabilities?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_2&_esc=publicationCoverPdf
https://www.researchgate.net/publication/221817798_Reducing_the_barriers_to_relationships_and_sexuality_education_for_persons_with_intellectual_disabilities?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_3&_esc=publicationCoverPdf
https://www.researchgate.net/?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_1&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Attracta-Lafferty?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Attracta-Lafferty?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/University_College_Dublin?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Attracta-Lafferty?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Roy-Mcconkey?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Roy-Mcconkey?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/Ulster-University?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Roy-Mcconkey?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Roy-Mcconkey?enrichId=rgreq-a66f0f557420cd7a8621963330b18cf8-XXX&enrichSource=Y292ZXJQYWdlOzIyMTgxNzc5ODtBUzoxMDQ3NjQzMjY2NDgyMTc3QDE2MjY3ODkwMjcxODQ%3D&el=1_x_10&_esc=publicationCoverPdf

Article

Reducing the barriers to
relationships and sexuality
education for persons with
intellectual disabilities

Journal of Intellectual Disabilities
16(1) 2943

© The Author(s) 2012

Reprints and permission:
sagepub.co.uk/journalsPermissions.nav

DOI: 10.1177/1744629512438034
Attracta Lafferty fidsagepub.com
University College, Dublin, Ireland

®SAGE
Roy McConkey

University of Ulster, Northern Ireland

Audrey Simpson

Family Planning Association, Northern Ireland

Abstract

Opportunities for persons with intellectual disabilities to participate in relationships and sexuality
education (RSE) are often constrained by the attitudes and perceptions of family carers, frontline
support workers and professional staff. In order to understand how the barriers might be reduced,
a study was undertaken in Northern Ireland with samples drawn from these three stakeholder
groups, involving nearly 100 persons and using group and individual interviews. Although there was
agreement on the need for RSE, four barriers were commonly reported: the need to protect
vulnerable persons; the lack of training; the scarcity of educational resources; and cultural pro-
hibitions. The impact of these barriers could be lessened through partnership working across these
groups involving the provision of training and information about RSE, the development of risk
management procedures and the empowerment of people with intellectual disabilities.
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Introduction

In recent years, there has been considerable societal and legislative progress internationally in
tackling the obstacles experienced by people with intellectual disabilities with regard to education,
employment and housing issues (Grant et al., 2010). Similar progress is less evident with respect to
barriers experienced around relationships and sexuality. This is especially ironic given the high
priority that people with intellectual disabilities place on having friends and a desire to be more
knowledgeable about sexuality (Siebelink et al., 2006; Healy et al., 2009). In Northern Ireland,
detailed interviews with 62 persons labelled as having ‘learning disabilities’' aged 13 to 40 years
identified marked gaps in their knowledge, with confusions evident in topics such as masturbation,
pregnancy, contraception and sexually transmitted infections (Simpson et al., 2006). Moreover
their experience of relationship and sexuality education (RSE) was vague or non-existent and 79
percent wanted to learn more. One young woman aged 25 commented:

I think it has been ignored too long. People with a learning disability have the same rights as everybody
else plus they need to know about sexual awareness, especially when you look at society, people with
disabilities tend to be more vulnerable. (2006, p. 25)

Studies undertaken in other countries also confirm these findings (Griffiths et al., 2008).
The neglect of RSE contravenes the aspirations contained in international declarations of rights.
For example:

State parties should provide persons with disabilities with the same range, quality and standard of free
or affordable health care and programmes as provided to other persons, including in the area of sexual
and reproductive health. (UN Convention on the Rights of Persons with Disabilities, 2009, Article 25a)

In England, the Department of Health has set as a policy objective:

People with learning disabilities have the choice to have relationships, become parents and continue to
be parents, and are supported to do so. (2009, p. 92)

Nonetheless past research has documented the reticence among parents and service staff towards
the provision of education about sexuality and relationships (McConkey and Ryan, 2001; Cuskelly
and Bryde, 2004; Abbott and Howarth, 2007). In recognizing this, the Valuing People Now
strategy identified that:

Supporting people’s rights to have relationships is mostly about challenging stereotypes and changing
attitudes. (Department of Health, 2009, p. 93)

A step towards achieving increased opportunities for people with intellectual disabilities to access
RSE is to have a better understanding of the influences that shape the perceptions of parents and
service staff and to discover areas of consensus on which a common approach may be built.
Two major sources of influence can be readily identified. The first is the ethos of protection that
surrounds persons deemed to be vulnerable. Although some attempts have been made to improve
the equality of access for disabled people to opportunities that are readily available to non-disabled
people, the notion of ‘special needs’ and ‘protection’ still leaves people with disabilities largely
segregated from many activities in society. As Anderson and Kitchin (2000) argued, disabled peo-
ple’s lives are often portrayed as constrained and even deviant. Moreover the current provision and
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regulation of care services assume that people with intellectual disabilities need to be protected
from abuse and they are presumed not to be capable of consenting to sexual relationships. Conse-
quently the concepts of ‘special needs’ and ‘protection’ tend to be dominant and there is less con-
cern for their legal and human rights.

A second major influence derives from the religious and moral climate of the society in
which people live (McKelvey et al., 1999). In Northern Ireland, for example, sexuality can be a
more sensitive issue than in other European countries, which can potentially militate against an
open, honest acceptance and discussion of sex and sexuality (Rolsten et al., 2005). This con-
servatism with regard to sexual expression is particularly evident with regard to people with
intellectual disabilities who are often perceived as perpetual children who need to be protected
from sexual knowledge that may lead to inappropriate experimentation (Ryan and McConkey,
2000). As a result, education and support around sexuality and personal relationships have
tended to be ignored, often to avoid personal embarrassment or disagreements among parents
and professionals (Wolfe, 1997). Paradoxically this stance discounts the protection which
knowledge about sexual behaviours provides to people who are vulnerable to sexual abuse
(Murphy and O’Callaghan, 2004).

Three stakeholder groups can be readily identified as having the ‘power’ to challenge these and
other influences that militate against the provision of RSE — both formally and informally — to
children and adults with intellectual disability.

First, family carers, especially older parents, tend to hold more conservative attitudes around
sexual expression outside marriage (Cuskelly and Bryde, 2004). In countries such as Northern
Ireland where higher proportions live with family carers well into their adult years (Barron et al.,
2006), it is crucial to have an understanding of their perspective and for educational, health and
social care services to build alliances with them. It is well accepted that parents have a significant
role to play in RSE for children but the extent of parental involvement with their adult son or
daughter who has a disability is largely unknown.

A second influential group are direct care staff working in day centres and supported accom-
modation for adult persons. Past research has identified the variations in attitudes that arise from
their work settings, personal values and access to training (Grieve et al., 2008). Although there is
often no formal requirement for these staff to provide RSE, they are well placed to respond to the
needs of the people they support on an impromptu if not formal basis.

Thirdly, a range of clinical and professional staff in health and social services is deployed to
assess and respond to the particular needs of individuals referred to them, for example, for inap-
propriate sexual behaviours. In planning individual treatment and intervention programmes, they
aim to work in partnerships with family and/or direct care staff (Lambrick and Glaser, 2004).
These professionals may have limited time to engage in preventive work but their skills and
expertise would be a valuable addition to developing RSE programmes and supporting other
personnel and family carers in their use.

Past research and initiatives to provide RSE for persons with intellectual disabilities have
tended to focus separately on each of these three target groups. To date, little research has been
undertaken that examines their perceptions on the provision of RSE within the same cultural
context and at the same point in time. It seems self-evident that a partnership approach embra-
cing all three groups would be more effective than initiatives taken by solely one group. More-
over, greater emphasis needs to be placed on identifying the extent of any consensus that exists
across the groups as well as documenting significant differences among them if a common
approach is to be fostered.
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Hence the main aim of the study was to examine the attitudes in Northern Ireland of family carers,
direct care staff and trained professionals (such as social workers and nurses) to the provision of RSE
for teenagers and adults with intellectual disabilities. A further aim was to identify the areas of
consensus among their perspectives so that recommendations could be derived for improving policy
and practice so that people with intellectual disabilities have greater access to RSE.

Method

A qualitative mixed methods research design was adopted involving group and/or one-to-one inter-
views. The group interviews helped to identify the main themes that could be further explored in
the individual interviews. A common set of trigger questions and probes was used so that respon-
dents’ experiences and opinions could be triangulated across the three target groups as well as add-
ing breadth and depth to this complex area (Polit and Tatano-Beck, 2010).

In any qualitative research, it is important to acknowledge the researcher’s perspective in the
research process (Parahoo, 2006). Throughout the study, the lead researcher (AL) ensured that
objectivity and impartiality were maintained at all stages of the project. For example, during
interviewing, the trigger questions were kept open and broad; during data analysis, themes were
cross-checked by a second researcher, with the two reaching a consensus; and the triangulation of
methods and data sources allowed for cross-validation, verifying emerging key themes. The final
themes were then confirmed by the relevant key stakeholders. These safeguards helped to assist the
project researcher in guarding against any bias.

Recruitment of samples

A steering group was recruited for the project to assist with access to potential participants. It
consisted of service professionals, frontline staff, a parent and two people with intellectual dis-
abilities. Through their contacts and ‘snowballing recruitment’ the participants who took part were
as follows.

Family carers. Initially two focus groups were held with 26 self-selected carers of teenagers and
young adults from across Northern Ireland recruited through voluntary organizations. Following
on from this, a further 19 interviews were conducted with 22 carers; the majority of these were
mothers, followed by fathers, sisters, sisters-in-law and brothers of people with intellectual dis-
abilities. They had volunteered to be interviewed after receiving an information sheet about the
project from a range of services across Northern Ireland. These interviews provided more
detailed insights into parental thinking around this topic and interviewing continued until data
saturation had been reached.

Professionals. It proved difficult to arrange suitable meeting times for groups of professionals.
Hence individual interviews were conducted with 24 professionals (15 female and nine male) from
various disciplines working in the field of intellectual disabilities; mainly learning disability nurses
(N = 8) and social workers (N = 5) but including also educationalists, social care managers and
other healthcare professionals such as a psychiatrist, a psychologist and an occupational therapist.
They were invited on the basis of their interest and expertise in the area of sexual health promotion
and education. Once again data saturation was reached after 16 interviews, although as a further
check staff from all the disciplines listed above were recruited.
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Frontline staff. Five focus groups were held with 24 frontline staff (23 female and one male)
recruited from social care day centres and supported accommodation services across Northern
Ireland. It was evident that data saturation had been attained by the fifth group.

In total nearly 100 stakeholders were involved in the study. Further details of the samples and
methodologies are available from the authors. The majority of participants were self-selected, and
those who responded may have been inclined to be more open, accepting and supportive of the
relationships and sexuality of people with intellectual disabilities and arguably more familiar with
the challenges facing people with intellectual disabilities around RSE and how the barriers might
be overcome.

Data collection

Ethical considerations. Ethical approval was granted by the Research Ethics Committee at the
University of Ulster. All participants received an information leaflet that outlined the purpose of
the study, explained the importance of undertaking this type of research, and provided reassurances
to allay fears and misconceptions.

Developing trust and rapport with participants was deemed critical in alleviating any concerns or
anxieties they might have had and in making participants more comfortable during the group and
individual interviews. All participants had the opportunity to have any questions answered, were
assured that all information given would be kept confidential, and were asked to sign a consent form.
Participants generally appeared at ease during the interviews and few showed signs of discomfort.

Group interviews. The group interviews with frontline staff and family carers ranged in size from four
to 19 participants. These were co-facilitated by a researcher and a research assistant. The groups for
staff were mainly held in service settings and those for parents were in local settings such as com-
munity centres. With staff, a series of vignettes depicting queries from people with intellectual dis-
ability about sexual issues were used to trigger a focused discussion around RSE in their workplace;
with parents, a set of trigger questions and issues was worked through in line with the study aims. The
groups lasted between 60 and 90 minutes and detailed notes were taken throughout.

Semi-structured Interviews. One-to-one, in-depth interviews were conducted with professionals and
family carers. Interviews generally took place in the professional’s workplace and in the carer’s
home. As with the group interviews, the focus was on informants’ views and experiences in rela-
tion to RSE for people with intellectual disabilities, the availability of relevant information and
resources, and the support required to implement RSE. All interviews lasted between 30 and 90
minutes; they were audio-recorded and transcribed verbatim.

Data analysis

The information gathered from the group and individual interviews was analysed using thematic
content analysis (Burnard, 1991). The themes were cross-checked by two researchers during data
analysis and a consensus was reached. The triangulation of methods and informant groups also
allowed for cross-validation of emerging key themes. It was evident too that data saturation had
been achieved with all three informant groups as no new themes emerged in later focus groups
or interviews (Parahoo, 2006).

Conclusions drawn from the findings were confirmed with the steering group for the project and
at a later dissemination workshop held with representatives from all key stakeholder groups.
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The findings

Two main themes were evident from the data gathered across all three groups. Firstly, there was
consensus on the need for RSE to be provided, with strong arguments being presented in support of
it. Secondly, respondents nonetheless were cognizant of the barriers that inhibited its provision.

Is RSE needed?

Nearly all family carers wanted the person in their care to receive age-appropriate RSE. The reasons
were further elaborated in the interviews. For example:

They’re just like the rest of us! They have a body but they have to get to know and learn about it; learn
about how to use it properly and protect it. (mother and father of a 18-year-old woman)

It is essential that accurate age-appropriate information is shared with young people with learning
disabilities. We would encourage debate and sex education both in school and at home — ensuring infor-
mation is consistent and accurate. (mother of a 29-year-old woman)

Family carers were concerned that if their sons and daughters did not receive the appropriate
education, they could be faced with a lot of confusion in their lives:

My son is 14 and he is going through body changes and he doesn’t know what is happening ... he
started to get hair under his arm and he is trying to pull them out ... I’m concerned. (mother of a
14-year-old man)

She’s very confused at the minute and I think a lot of it has to do with the influence of television
because she watches all the soaps. She is aware of teenage pregnancies, she’s aware of homo-
sexuality but I don’t know that she fully understands what they really mean. (mother and father of a
19-year-old woman)

Likewise most frontline staff were in agreement that RSE is important for people with intellectual
disabilities:

With the community opportunities going up, I think the risks go up and more sex education is needed.
(support worker)

It doesn’t appear fair that staff can have sexual relationships but the other adults with whom they work
[the clients] must be discouraged from doing so. (day centre staff)

All the professionals interviewed were convinced that RSE was needed:

I think that a lot of the problems today — whether it is challenging behaviour or mental health problems
— stems from a holistic view not being taken of the client, that their emotional health or their sexual
health maybe isn’t being addressed. (clinician)

Professionals noted it was important that people understand their emotions:
It’s about emotional education too ... I’ve seen sometimes adults with learning disability not being

taught about love or affection, or jealousy, so that whole emotional vocabulary is sometimes even
lacking. (clinician)
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Parents and frontline staff mentioned other topics for inclusion in RSE: namely, appropriate
behaviour in public, masturbation, sexually transmitted infections, pregnancy and contraception.

The views from the three groups, coupled with those expressed by people with intellectual
disabilities reported earlier and in previous studies, suggest there is strong backing for RSE for
persons with intellectual disability, not just in schools but also in their adult years.

Is RSE happening?

Despite the support for RSE, respondents confirmed that in ‘reality’ little proactive RSE was being
carried out, especially for adult persons. Service staff admitted that whenever it was provided, it
was usually in response to incidents that had arisen:

There’s very little going on, any work that is going on is taken on by certain professionals who deem
themselves that there is a need. Very often it’s in response to some incident rather than any sort of
planned educational programme ... so it tends to be reactive. (service-based professional)

Frontline staff felt governed by the rules and regulations of their place of work which often did not
support them to work effectively on issues around sexuality and relationships:

I’m sitting here and I feel like a complete hypocrite, because there is so much that I would love to be
able to do but my hands are tied. If they [the clients] came to me and asked me for help I couldn’t do it
because my job and my neck would be on the line. (residential staft)

Provision in schools for older teenagers appeared to be inconsistent. Some were delivering
excellent programmes but certain topics tended to be omitted such as sexual intercourse, contra-
ception and sexually transmitted infections. Others focused solely on school leavers in order to
prepare them for living in the community (Simpson et al., 2006). One mother commented:

There is some sexual related work through school but they were just doing personal hygiene, personal
skills, you know that sort of thing. (mother of a 16-year-old man)

Carers too seemed reluctant to broach RSE within the home. Although a majority of carers stated
that they had discussed sexual health with their relative, only a few reported doing this frequently.
They found it difficult to approach the subject or found themselves uncomfortable discussing the
topic:

I would find it very hard to talk about sexual intercourse or masturbation to him because I’'m too close
to him and he would be embarrassed and I would be embarrassed. (mother of a 19-year-old man)

I would have no fears to talk to him, you know, and he would listen to me, but I just didn’t know how to
approach it. (sister of a 47-year-old man)

In summary, there is contradiction between the current lack of RSE provision and the strong
advocacy for its provision by family carers, frontline staff and professionals as evident in these
findings. The reasons for this inconsistency were further explored in the data analysis and are
summarized in the next section.

The barriers to RSE

Four main barriers were identified across the three informant groups:
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protection versus personal development
lack of training

scarcity of educational resources
cultural prohibitions.

bl

These are dealt with in turn.

Protection versus personal development. Family carers spoke of the dilemma they faced around the
vulnerability of their relatives:

It’s very easy to sit and say, I would love her to have a relationship and get married and in an ideal
world that would be what her future would be, but at the same time, I think I would be terrified for her.
(mother and father of a 19-year-old woman)

Some parents are very loath to let go, and believe me, the hard thing is to let go, that’s the very hard
thing. The easiest thing is to keep them at home and protect them and make sure they are well looked
after. (mother of a 19-year-old man)

The ‘protection versus personal development’ struggle apparent in these data is reflected in other
research that suggests that some family carers want the person in their care to have the same rights
as everyone else but that they are concerned for their safety (Garbutt, 2008). But this attitude is not
exclusive to carers.

Professionals suggested that whilst it was important to view people with intellectual
disabilities holistically and afford them their human rights and dignity, it was also essential to
respond appropriately to their cognitive level and equip them with the knowledge to protect
themselves. However they felt that given their professional responsibilities, protection is
inevitably the priority:

It was probably protection, I’1l be honest, you know [the RSE] was limited and it covered their backside
and it covered my backside as a practitioner and that, you did [what’s] necessary to protect either the
client or the client’s partner or whatever the circumstances you know, rather than their development.
(clinician)

Professionals used the attitudes of carers to justify this ‘protection’ focus, suggesting that some
wanted the person in their care to be ‘labelled’ vulnerable regardless of whether or not this is
applicable. They felt that the intention of carers was to restrict the activities of the person in their
care and to dismiss or ignore his/her sexual needs. However, some professionals did acknowledge
that whereas protection should be a priority for clients of all cognitive levels, the promotion of
independence and autonomy should be a priority for those with higher ability.

Frontline staff working in day centres or supported accommodation reported feeling under
pressure from managers and family carers to supervise and limit the sexual expression of their
clients. Although they appreciate the lack of privacy and disrespect this entails, given their ‘low
status’ in their services, they felt powerless to do anything about it:

I know I would be very much for letting people with a learning disability experience the things that I

would experience and have access to the things that I would have in life, but because of where I work,
there are so many rules and regulations, I can’t allow that to happen. (frontline staff focus group 2)
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Linked to the protection versus personal development struggle was the delivery of reactive as
opposed to proactive RSE initiatives. The majority of professionals described their work as mainly,
if not entirely, reactive in nature and often in response to an incident such as inappropriate
behaviour in a public place or where it was apparent that two people with intellectual disabilities
were developing a relationship.

Lack of training. The second major barrier to emerge from the study was the lack of training
opportunities for frontline staff on policy and practice in relation to sexuality, and professionals
too requested further training on relevant legislation, parenting assessments and resource
development.

Many frontline staff working in day centres or supported accommodation are on low pay and
have no formal vocational qualifications. Although most agreed that RSE was important for people
with intellectual disabilities and many spoke of a willingness to contribute to RSE programmes,
only a minority had attended any form of training opportunities and knew of the guidelines in their
service relating to sexuality. Most service staff felt unsupported by senior staff when dealing with
sexuality and relationship issues with clients.

Professional staff reiterated the need for training but advocated that it should be supported by
staff supervision procedures and organizational policies. In some cases no specific training had
been received, whilst others had received training 10 years previously which was therefore out-
dated. This left professionals feeling vulnerable, ill-equipped and discontented:

The in-depth training we were promised has never appeared. I believe we are very vulnerable as field
work practitioners and we are out there and families are coming to us and schools are ringing us and
saying, ‘This is happening, what do we do?’ (social worker)

Teachers also identified the need for training, and some stated that although they taught RSE they
had never received any training on the subject. Several devolved responsibility to external agencies
— clinical psychologists, nurses and other healthcare professionals — as they felt they are better
equipped and more knowledgeable. However this limited the involvement of such personnel to
‘one-off” visits.

Additional factors identified as affecting training provision were difficulties in releasing staff
and lack of funding. It was also suggested that the experiential nature of training in this area of
work often left staff with unresolved personal issues.

Carers also spoke of how ill-prepared they felt to act as educators for their relatives:

I would like to have a wee bit of insight into what way that maybe I could deal with it, in what way [
could go about talking to N and maybe try to get him to understand. But at the minute I just wouldn’t
know what way to approach it, you know what [ mean? (mother of an 18-year-old man)

Others spoke of the value of learning from other parents’ experiences:

I have been very fortunate in that there’s a group of parents that I have over the last lot of months been
in a lot of contact with because of the transition [from school] and I’m not the only one feeling a bit
helpless. (mother of a 19-year-old man)

In sum, all three informant groups felt ill-prepared to undertake RSE, perhaps because of the cog-
nitive and communication limitations of persons with intellectual disabilities allied with the
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embarrassment often experienced when dealing with sensitive issues. A variety of training oppor-
tunities and formats is likely to be required.

Scarcity of educational resources. The third recurring barrier across all the groups was a perceived
scarcity of educational resources. One mother summed up the problem thus:

The resources that you would get for younger children aren’t detailed enough ... you know they might
get stuff that’s aimed at primary school children, but it’s not really what they’re looking for, you want it
to be real for them but at their level. (mother of a 14-year-old girl)

But a more common comment from carers was their lack of knowledge about any resources:

It’s still a very taboo subject and it’s a problem getting information, so I think if there was a core centre
where parents could gain that information. (legal guardian for 40-year-old man)

Family carers felt that suitable RSE resources and materials would help them to discuss these
issues with their relatives:

I would like to have something that maybe I could maybe read, to give me a wee bit of insight
into what way maybe I could deal with it, what way I could go about talking to N and maybe try to get
him to understand, but at the minute I just wouldn’t know what way to approach it. (mother of an
18-year-old man)

Teachers also report a lack of suitable RSE resources and the lack of funding available to invest in
them if they did exist. Many relied on materials they developed themselves:

It would be lovely to have more resources that you could put your hand on and at the moment I’'m
building up resources and making things and it’s slow, slow progress. (teacher)

Frontline staff and professionals commented:

There is so little available and an awful lot of training material is really not appropriate; it’s way above
a lot of people’s heads. (frontline staff focus group 3)

The lack of appropriate information is the biggest barrier, level appropriate too ... it’s no use giving
them a leaflet, its needs to be something they can understand. If it’s done in pictorial form, it’s
understandable. (clinician)

Ironically there are excellent resources available for conveying sexual information to people with
intellectual disabilities, but clearly they were not generally known or made use of (Grieve et al.,
20006). This reinforces the need for greater access to information and training, and for publicizing
more widely the availability of both.

Cultural prohibitions. A fourth barrier to emerge across all three groups was cultural prohibitions
stemming from religious beliefs. Northern Ireland society tends to be conservative with a high
level of religious adherence. Political and community leaders along with family carers and service
personnel may adopt defined positions with regard to what is acceptable sexual behaviour and even
more so with regard to people with intellectual disabilities (Ryan and McConkey, 2000):
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I don’t think the whole community has totally accepted learning disabilities ... that recognition that
they are very different and they are not one of us and they wouldn’t have sexual feelings and how would
Johnny know about erections and penises, sure he wouldn’t know that. (service-based professional)

Several professionals reported that religious beliefs were a major reason for parents’ negativity to
RSE because of their attitudes to methods of contraception and some forms of sexual behaviour:

When we have included things like masturbation, parents have said masturbation is sinful! And it’s
against the Lord! (teacher)

As one teacher concluded:

I think Northern Ireland is not a very open society and a lot of the ordinary schools don’t do very much
good sexual health education either, so I think society’s attitudes are probably the biggest barrier to
expectations that sexuality is a part of life for people with learning disability. (teacher)

The family carers who participated in the study were also aware that not all parents thought as they
did:

If you go and say to parents — we’re having a wee meeting about sex — they’re not going to go to it
’cause they’re going to be embarrassed. I think the only way we’re going to overcome that is to start
talking about it. (mother of a 14-year-old girl)

One parent astutely observed:

Services are antiquated in terms of treating them as adults ... perhaps because they take their cue from
the parents’ attitudes. (mother of a 20-year-old woman)

Professionals seemed to concur. Often they linked family negativity to RSE with the inability of
carers to perceive the person in their care as an adult and the assumption that the intellectual
disability precludes sexual awareness and desire. Nonetheless a recurrent observation was that
younger carers were generally more positive than older carers:

The younger parents of today have come on leaps and bounds and are well aware that their young son
or daughter is and can be sexually active and have the same feelings as they themselves have.
(service-based professional)

Finally, the way forward was in terms of partnerships, and this was best expressed by the family
carers:

I think it’s everybody’s duty, I suppose, it’s a social problem and a community problem, I think
everybody has responsibility for sexual education. (mother of a 14-year-old girl)

Discussion

In this study we have brought together the perceptions and attitudes of three significant groups of
stakeholders. Although they were self-selected samples from one region of the UK, nonetheless the
numbers involved and the steps taken to ensure replicability and confirmability suggest that the
main themes identified in the data are robust and may have applicability to other countries.
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Compared to research undertaken in the 1990s, there appears to be a strong consensus across all
three groups on the need for RSE. This is perhaps reflective of a greater openness in society around
sexual matters and more specifically a better appreciation of the changed aspirations and lifestyles
of people with intellectual disabilities than has occurred in recent years.

Significantly, all three informant groups identified similar barriers to those previously identified
which created a major dilemma for them. Although convinced of the need for RSE for people with
intellectual disabilities, the obstacles they perceived effectively stymied any initiatives they might
wish to take in this area. Hence the way forward is to reduce the real or imagined barriers that
persist among these stakeholder groups. Reliance solely on the production of policy and practice
guidance is unlikely to be sufficient in doing this. Implicit in the analysis of informants’ responses
are clues as to how this might be done and implications are noted for future research studies that
could further inform the removal of barriers. Four interrelated activity strands are proposed, and
although they are listed sequentially a start could be made with any one of them.

The provision of information

Frontline staff and professionals as well as family carers repeatedly mentioned a scarcity of
resources, but there are excellent resources available for conveying sexual information to people
with intellectual disabilities. Moreover, as an outcome of this research project, the Family
Planning Association successfully sought funding to produce an interactive CD-ROM on sex,
sexuality and relationships for people with intellectual disabilities (FPA, 2008). These resources
need to be publicized and research undertaken into how this is best done to promote their usage.
For example, an accessible local information leaflet or website for people with intellectual dis-
abilities and their family carers could be prepared, which lists sources of information and support
on sexuality and relationships.

As happens within some schools, a designated member of staff within local health and social
services could be given responsibility for identifying suitable educational resources, accessing
local and regional training opportunities for staff and family carers, and when appropriate enlisting
the help of outside personnel to assist with the delivery of RSE within their service. To date, there
have been few studies into the impact that changes in staff roles and responsibilities can have on
implementation of new practices in RSE.

Training for staff and families

A major issue for frontline staff and professionals was the lack of available training on sexuality
and relationships. Some were particularly concerned that even where services have policies and
guidelines in place, there was inadequate training to enable them to ensure that these are put into
practice. An additional concern for many was the absence of support for them when dealing with
sexuality and relationships issues with clients. The development of a tiered training strategy seems
appropriate, with induction and awareness raising being available to all staff followed by more in-
depth training on specific issues. Ongoing supervision and support from line managers should form
part of a training strategy.

In all the data gathering there was a striking lack of direct engagement of family carers and
service staff around these issues. Hence an integral part of any training should be partnership
working of staff with family carers. This may need to be done on a one-to-one basis, as parents may
be reluctant to attend formal training sessions. Additionally peer education has been found to be an
effective method of engaging young people to address sexual and reproductive health needs (Price
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and Knibbs, 2009). Similarly, through the use of peer trainers, this method could be equally effec-
tive with family carers. Parents and other relatives might be trained to co-tutor groups around
topics of particular concern to families. This might both encourage parental attendance and facil-
itate attitude change and confidence building among families. The peer educators could also con-
tribute to the training of staff as a further means of developing their skills in relating to parents.
Again further research would help to identify the most effective ways of engaging parents in RSE.

Risk management

The vulnerability of people with intellectual disabilities to abuse was a primary concern of carers
and many professionals, and paradoxically was cited as a reason for not providing RSE. However,
reliance on protective strategies may not prove sufficient and greater attention must be paid to
enabling people with intellectual disabilities to protect themselves, either from abuse or from
having accusations of abuse levelled against them. At a minimum this requires them to
appreciate the difference between appropriate and inappropriate sexual behaviour and to have
the vocabulary to describe unwanted sexual encounters. Denying people such opportunities
arguably increases their vulnerability. It is therefore recommended that all RSE initiatives in, for
example, schools and day centres include information and education on appropriate and inap-
propriate behaviours, and the promotion of self-protection. This rationale for RSE also needs to
be advanced among family carers.
But as the Valuing People Now review noted, services continue to get:

The balance wrong between protecting vulnerable people and helping people have a life: positive risk
taking should be a part of everyone’s life, including those with more complex needs. (Department of
Health 2009, p. 93)

However, the guidance on supported decision-making issued by the Department of Health (2007)
contains few examples of how risks can be creatively managed. Rather the onus is on supporters
and the people they support to negotiate the risk reduction strategies best suited to each individual.
This area is ripe for further research and development.

Empowering people with intellectual disability

A fourth barrier is one that is included mainly because of its omission in the data obtained. Most
respondents appeared to presume that they would be the instigators of RSE rather than providing it
in response to requests from a person with an intellectual disability. Unlike non-disabled young
people, persons with intellectual disabilities do not have the same ready access to all the different
sources of information and, even if they do, they may not be able to understand the contents.
Hence they remain dependent on others to identify and respond to their needs. An alternative
would be to empower the person to request the support they may require. For example, advocacy
groups have a particular role to play in the provision of training courses for their members. These
might take the form of separate courses for women and for men and deal with specific issues of
concern to the participants. There is potential too for peer tutors to be recruited and trained in
facilitating the groups, as noted earlier. These tutors could also be usefully deployed in staff
training courses.

At an individual level, when family carers request, or service professionals undertake, any form
of person-centred review — e.g. in transition planning, after health checks, or in day activity
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programmes — the practitioner (for example, the keyworker) should raise the issue of sexuality and
sexual health issues both with the person with the intellectual disability and with their family carer.
The resulting person-centred plans should document the actions to be taken around the identified
issues (or reasons why no action was taken). Moreover a commitment to the provision of RSE
needs to come not only from schools but also from further and higher education, and other training
agencies such as those preparing people for employment. Providers of supported accommodation
might also wish to facilitate access for their tenants.

In conclusion, small practical steps taken by the various stakeholders seems the best way not
only of reaching a consensus around RSE for persons with intellectual disabilities but of making
sure it happens in practice. Likewise future research and evaluation should be directed at under-
standing better the implementation of RSE and its adaptation to local circumstances and need. The
outcome of both approaches hopefully will be that persons with intellectual disabilities, unlike
their peers in previous generations, enjoy positive relationships, and experience good sexual health
and wellbeing. Indeed this is the gold standard against which effective RSE can be judged.
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Note

1. In the United Kingdom, the term ‘learning disability’ is used for people referred to internationally as
having an intellectual disability. In this article we have retained the term ‘learning disability’ when ref-
erence is made to service provision and policy statements and in quotations from research informants.

References

Abbott D and Howarth J (2007) Still off-limits? Staff views on supporting gay, lesbian and bisexual people
with intellectual disabilities to develop sexual and intimate relationships. Journal of Applied Research in
Intellectual Disabilities 20: 116—126.

Anderson P and Kitchin R (2000) Disability, space and sexuality: access to family planning services. Social
Sciences & Medicine 51 (8): 163—173.

Barron S, McConkey R and Mulvany S (2006) Family carers of adult persons with intellectual disabilities on
the island of Ireland. Journal of Policy and Practice in Intellectual Disability 3 (2): 87-94.

Burnard P (1991) A method of analysing interview transcripts in qualitative research. Nurse Education Today
11: 461-466.

Cuskelly M and Bryde R (2004) Attitudes towards the sexuality of adults with an intellectual disability:
parents, support staff, and a community sample. Journal of Intellectual & Developmental Disability 29:
255-264.

Department of Health (2007) Independence Choice and Risk: A Guide to Best Practice in Supported Decision
Making. London: Department of Health.

Department of Health (2009) Valuing People Now: A New Three-Year Strategy for People with Learning
Disabilities. London: Department of Health.

FPA (2008) All About Us: A CD-ROM for People with Learning Disabilities on Growing Up and Personal
and Sexual Relationships. London: Family Planning Association.

Grant G, Ramcharan P, Flynn M and Richardson M (eds) (2010) Learning Disability: A Life Cycle Approach
(2nd edn). Milton Keynes: Open University Press.

Downloaded from jid.sagepub.com at University College Dublin on March 23, 2016


http://jid.sagepub.com/

Lafferty et al. 43

Grieve A, McLaren S and Lindsay WR (2006) An evaluation of research and training resources for the sex
education of people with moderate to severe learning disabilities. British Journal of Learning Disabilities
35:30-37.

Grieve A, McLaren S, Lindsay W and Culling E (2008) Staff attitudes towards the sexuality of people with
learning disabilities: a comparison of different professional groups and residential facilities. British
Journal of Learning Disabilities 37: 76-84.

Griffiths DM, Watson SL, Lewis T and Stoner K (2008) Sexuality research and persons with intellectual
disabilities. In: Emerson E, et al. (eds) International Handbook of Review of Applied Research in Intel-
lectual Disabilities. Chichester: Wiley.

Healy E, McGuire BE, Evans DS and Carley SN (2009) Sexuality and personal relationships for people with
an intellectual disability. Part I: service-user perspectives. Journal of Intellectual Disability Research 53
(11): 905-912.

Lambrick F and Glaser W (2004) Sex offenders with an intellectual disability. Sexual Abuse: A Journal of
Research and Treatment 16: 381-392.

McConkey R and Ryan D (2001) Experiences of staff in dealing with client sexuality in services for teenagers
and adults with intellectual disability. Journal of Intellectual Disability Research 45 (1): 83-87.

McKelvey RS, Webb JA, Baldassar LV, Robinson SM and Riley G (1999) Sex knowledge and sexual
attitudes among medical and nursing students. Australian and New Zealand Journal of Psychiatry 33:
260-266.

Murphy GH and O’Callaghan A (2004) Capacity of adults with intellectual disabilities to consent to sexual
relationships. Psychological Medicine 34 (7): 1347-1357.

Parahoo K (2006) Nursing Research: Principles, Process and Issues (2nd edn). London: Macmillan.

Polit DF and Tatano-Beck C (2010) Essentials of Nursing Research: Appraising Evidence for Nursing
Practice (7th edn). London: Wolters Kluwer Health.

Price N and Nibbs S (2009) How effective is peer education in addressing young people’s sexual and
reproductive health needs in developing countries? Children and Society 23: 291-302.

Rolsten B, Schubotz D and Simpson A (2005) Sex education in Northern Ireland schools: a critical evaluation.
Sex Education 5 (3): 217-234.

Ryan D and McConkey R (2000) Staff attitudes to sexuality and people with intellectual disabilities. Irish
Journal of Psychology 21: 88-97.

Siebelink EM, De Jong MDT, Taal E and Roelvink L (2006) Sexuality and people with intellectual dis-
abilities: assessment of knowledge, attitudes, experiences and needs. Mental Retardation 44 (4): 283-294.

Simpson A, Lafferty A and McConkey R (2006) Out of the Shadows: A Report on the Sexual Health and
Wellbeing of People with Learning Disabilities in Northern Ireland. London: Family Planning Association.

United Nations (2009) Convention on the Rights of Persons with Disabilities. Geneva: United Nations.

Wolfe PS (1997) The influence of personal values on issues of sexuality and disability. Sexuality and
Disability 15: 69-90.

Downloaded from jid.sagepub.com at University College Dublin on March 23, 2016


http://jid.sagepub.com/
https://www.researchgate.net/publication/221817798


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


