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Two people are better o� than one, 
for they can help each other succeed.
If one person falls,
the other can reach out and help. � 
Three are even better, 
for a triple-braided cord is not easily broken. 

(Ecclesiastes 4: 9-12 New Living Translation)
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1.1	  Introduction 

Support for people with intellectual disabilities (ID) has greatly changed over the 
past decades. The focus has shifted from limitations in intelligence and skills to 
the individual functioning as a whole, using the concept of �quality of life� (QOL) 
to evaluate their general well-being. Social inclusion, participation and social 
networks are generally seen as important domains of QOL (Buntinx & Schalock, 
2010). These changes have been translated into policy and legislation changes, 
resulting in more and more people with ID living in the community and receiving 
individualized support. Support should be provided primarily by family, friends 
and neighbours; only if that is not su�cient, are people considered for general 
or tailor made services (Wet maatschappelijke ondersteuning [Social Support 
Act], 2015). Research shows that there are bene�ts from community living for 
the social inclusion of people with ID (Forrester-Jones et al., 2006; McConkey, 
2007; Robertson et al., 2001). However, physical presence in the community 
does not guarantee real social inclusion.  Indeed, the social networks of people 
with ID are often small (e.g. Verdonschot, de Witte, Reichrath, Buntinx, & Curfs, 
2009) and people with ID feel lonely more often (Sheppard-Jones, 2003; Valås, 
1999). In the Netherlands, people with mild to borderline ID increasingly apply 
for professional support (Ras, Verbeek-Oudijk, & Eggink, 2013). This would 
seem to be related not only to the increased complexity of modern society and 
the growing expectation that people with ID will play a full part in society, but 
also to a lack of adequate support networks (Woittiez, Putman, Eggink, & Ras, 
2014). Social networks are crucial in supporting people with mild to borderline 
ID so that they can cope with society and the growing expectations that they 
will participate and in doing so, enhance their well-being.

This thesis presents a series of studies on the social networks of people 
with mild to borderline ID living in the community and network interventions 
devised in order to enhance their social networks.  This general introduction 
will provide the necessary background information about social inclusion, 
policy, people with ID, their social networks and network interventions. This 
chapter ends with the aims, research questions and an outline of the thesis. 
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1
1.2  Social inclusion

In models of disability �  for example, the International Classi� cation of 
Functioning, Disability and Health (ICF) by the World Health Organization 
(WHO, 2001) and the model of ID proposed by the American Association on 
Intellectual and Developmental Disabilities (Luckasson et al., 2002), a shift from 
an intrapersonal approach to a social ecological approach is visible (Verdonschot 
et al., 2009). Both models include �community participation� as an essential 
dimension of human functioning. The concept of QOL has also been introduced 
to evaluate the general well-being of people with disabilities. Social inclusion, 
participation and social networks are generally seen as important domains of 
QOL (Buntinx & Schalock, 2010). However, these terms are used interchangeably 
(Amado, Novak, Stancli� e, McCarren, & McCallion, 2013) and are not well de� ned 
(Brown, Cobigo, & Taylor, 2015; Cobigo, Ouellette-Kuntz, Lysaght, & Martin, 
2012; Overmars-Marx, Thomese, Verdonschot, & Meininger, 2014). Conceptual 
di� erences emerge around the scope (i.e. the activities, relationships and 
environments that social inclusion encompasses), the setting (i.e. integrated 
as well as private or segregated settings), and the depth of social inclusion (i.e. 
subjective and/or objective measurements) (Simplican, Leader, Kosciulek, & 
Leahy, 2015). Some researchers have de� ned social inclusion by its opposite, 
social exclusion, which is, in turn, de� ned as a lack of opportunities to participate 
in social, economic and/or political life (Cobigo, et al., 2012; Moonen, 2015). 
However, it is a simpli� cation to say that someone is either included or excluded, 
because it is not a dichotomous phenomenon (Cobigo et al., 2012). Instead, the 
level of inclusion may vary across roles and environments, and over time (Cobigo 
et al., 2012).  According to Simplican and colleagues (2015) social inclusion focuses 
on two domains, social relationships and community participation that mutually 
support each other. In line with previous models of disability, they propose an 
ecological model. In this model, social inclusion is in� uenced by multiple factors, 
including individual (e.g. IQ, self-esteem, self-motivation), interpersonal (e.g. 
relations with and attitudes of network members), organizational (e.g. culture 
of the organization and mission statements), community (e.g. availability and 
access to services and transportation) and socio-political (e.g. laws, market 
forces) factors (Simplican et al., 2015). These factors can promote or impede social 
relationships and community participation. With respect to social relationships 
Simplican and colleagues (2015) distinguish three characteristics:  (a) category 

37915 Asselt.indd   11 03-12-15   14:37



Chapter 1

12

(i.e. the kinds of people in the network); (b) structure (e.g. length, origin and 
frequency); and (c) function (e.g. emotional, practical and informational support). 
Community participation is also characterized by three aspects: (a) category (e.g. 
leisure time, employment, education, access to goods and services, cultural 
activities); (b) structure (i.e. segregated, semi-segregated or integrated settings); 
and (c) level of involvement (i.e. present, encounter or participation). This model 
speci�es the domains and components of social inclusion. It does not specify 
general criteria, such as whether people are socially included or not, because 
people di�er in their capabilities and choices regarding social relationships and 
community participation (Pelleboer-Gunnink, van Weeghel, & Embregts, 2014). 
Therefore it is crucial to consider the perceptions and opinions of people with ID 
themselves. 

In QOL research the question has already arisen whether people with ID 
are able to reliably evaluate their own subjective well-being or whether such 
information is better provided via proxies. Even though the conclusions of 
comparable studies are contradictory (Cummins 2002; Nota, Soresi, & Perry, 
2006; Schmidt et al. 2010; Verdugo, Schalock, Keith, & Stancli�e, 2005), the 
emerging consensus is that people with ID should be asked to give their own 
views (Roeleveld, Embregts, Hendriks, & van den Bogaard, 2011; Verdugo et 
al., 2005). The principle that no policy or research can be developed without 
the involvement of the person concerned is emphasized in the slogan �Nothing 
about us, without us� (van Hove, 2014). Thus, people with ID participate more 
and more in research and training, for instance as a participant, co-researcher 
or trainer (Embregts et al., 2015; Embregts & Verbrugge (submitted); McDonald, 
Kidney, & Patka, 2013; O�Brien, McConkey, & García-Iriarte, 2014; Puyalto, 
Pallisera, Fullana, & Vilà, 2015; van Hove, 2014). 

1.3	� Policy with respect to people with disabilities and 
social inclusion

The importance of social inclusion, participation and social relationships is 
acknowledged worldwide, for example in the United Nations Convention 
of the Rights of Persons with Disabilities (United Nations, 2006) and in 
policy in many countries, for instance in the United States with regard to 
creating opportunities for community living (Hewitt, Nord, Bogenschutz, & 
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Reinke, 2013) and in the United Kingdom, where people with disabilities are 
considered as citizens participating in all aspects of community and in control 
of the decisions in their lives (Department of Health, 2009).  Worldwide, over 
recent decades, large institutions has been closed in favour of community-
based support; the so-called deinstitutionalization (Beadle-Brown, Mansell, & 
Kozma, 2007; Lemay, 2009). In the Netherlands as well, an increasing number 
of people with ID are living independently in the community with the aim of 
participating in society (Lub, Uyterlinde, & Schotanus, 2010). Physical presence 
in the community, however, does not guarantee greater social inclusion, just as 
taking part in an activity does not guarantee meaningful social contact (Ager, 
Myers, Kerr, Myles, & Green, 2001).

At the present time in the Netherlands � but much earlier the Nordic 
countries (Tłssebro et al., 2012) � local government is becoming more and 
more the core provider of services, in a process of decentralization. In this 
context major changes were recently implemented in legislation regarding 
the care and support of people with ID. The Exceptional Medical Expenses Act 
(Algemene Wet Bijzondere Ziektenkosten, AWBZ) was until 2015 the insurance 
scheme for long-term care for people with ID. It has now been replaced by 
the Long-term Care Act (Wet langdurige zorg) for people who need the most 
intensive forms of care. Support provided in the home setting has been placed 
under the responsibility of local authorities, in accordance with the Social 
Support Act (Wet maatschappelijke ondersteuning, Wmo, 2015). This choice 
was based on the assumption that, compared to the national government, local 
authorities are more able to stimulate participation and are better attuned to 
speci� c local situations and citizens� needs and, due to this, are able to provide 
services more e�  ciently (Dijkho� , 2014). An important change is that the Wmo, 
in contrast to the AWBZ, does not prescribe entitlements to speci� c facilities for 
citizens, but instead places a general obligation on municipalities to provide 
social care and support, including general and tailor-made services (Dijkho� , 
2014). The Wmo expects independence from public services, self-reliance and 
�personal strengths� and, if necessary, support from a person�s own informal 
networks (Grootegoed & van Dijk, 2012; Wet maatschappelijke ondersteuning, 
2015). However, the aims of these policies are causing major challenges due to 
the vulnerability of people with ID and their networks. In the next section the 
characteristics of people with ID are outlined, followed by a description of their 
networks in section 1.5.
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1.4	  People with intellectual disabilities

The Diagnostic and Statistical Manual of Mental Disorders�Fifth Edition 
(DSM-5), de�nes intellectual disabilities as a disorder with onset during the 
developmental period that includes both intellectual and adaptive functioning 
de�cits in conceptual, social, and practical domains. Three criteria should be 
met: (a) de�cits in intellectual functions, con�rmed by both clinical assessment 
and an individualized standardized IQ test (IQ < 70); (b) de�cits in adaptive 
functioning that result in failure to meet developmental and sociocultural 
standards for personal independence and social responsibility; (c) onset in the 
developmental period (American Psychiatric Association, 2013, p. 17). In the 
fourth edition of the DMS the levels of severity of the ID were de�ned by IQ. 
People with IQ 55-70 had a mild ID; people with IQ 40-55 had a moderate ID; 
people with IQ 25-40 had a severe ID; and people with IQ < 25 had a profound 
ID (American Psychiatric Association, 1994). However, in the DSM-5, the various 
levels of severity are not de�ned on the basis of IQ scores, but on the basis of 
adaptive functioning (i.e. functioning in the conceptual, social and practical 
domains). This is because it is this adaptive functioning that determines 
the level of support required. In de DSM-5 mild ID is characterized by a set 
of impairments. In adults with mild ID, abstract thinking, executive function 
(i.e. planning, priority setting and cognitive �exibility) and the functional use 
of academic skills are impaired (cognitive functioning). They also experience 
limitations in social interactions, such as in perceiving social cues, in regulating 
emotion and behaviour and in understanding of risk (social domain). Moreover, 
they are able to function appropriately in terms of personal care and in jobs 
that do not emphasize conceptual skills, but they need support in, for instance, 
home and child care organization, money management and in making di�cult 
decisions (American Psychiatric Association, 2013). Moreover, research shows 
that people with ID experience lower self-esteem (Valås, 1999), less autonomy 
and decreased well-being (Sheppard-Jones, 2003). In the Netherlands there 
are about 142,000 people with ID (IQ < 70) amongst which 74,000 people 
have a mild ID (Woittiez, Ras, Putman, Eggink, & van der Kwartel, 2015). In 
the Netherlands people with a borderline ID (IQ 70-85) who have additional 
problems in adaptive behaviour also receive support from organizations for 
people with ID (Moonen & Verstegen 2006). Just as in people with IQ < 70 they 
bene�t from treatments which are characterized by repetition, concretization 
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and small steps (van Nieuwenhuijzen, Orobio de Castro, & Matthys, 2006). 
Approximately 2.2 million people have an IQ between 70 and 85, but it is di�  cult 
to say how many of them have additional problems in adaptive behaviour 
(Woittiez, et al., 2015). However, the number of people receiving support from 
care organizations is known. In 2011 almost 166,000 people with ID received 
care funded by the AWBZ, of whom 46% required care in their home setting 
(i.e. community based care) (Ras et al., 2013). Over 72,000 people had mild 
ID (IQ 50-69) and almost 37,000 people had a borderline disability (IQ 70-85) 
(Ras et al., 2013). The number of people applying for care rose between 2007 
and 2011. For people with mild ID there was a rise of 7% and for people with 
borderline disability of 15% (Ras et al., 2013). According to Woittiez et al. (2014) 
changes in the care system and social developments have led to this increase 
in demand for care. Changes in the care system include greater access to care, 
the growing availability of care and early assessments. Social developments 
include today�s more complex modern society, the growing expectation that 
people with ID will play a full part in society and a lack of adequate support 
networks (Woittiez, et al., 2014).  It is not possible to change the complexity 
of modern society, but social networks can be altered and they are crucial in 
helping people with mild to borderline ID to cope with the challenges of living 
more integrated in society. Such alterations to their social network can enhance 
people�s well-being. Therefore this thesis will focus on the social networks 
of people with mild to borderline ID, living in the community. What are the 
characteristics of their networks and how can these networks be enhanced 
using network interventions? In the next section previous research on these 
themes is presented. 

1.5  Social networks of people with intellectual 
disabilities and network interventions

A social network can be de� ned as all those people with whom someone 
maintains direct, permanent and important links (Baars, 1994). Studies 
focusing on the social networks of people with ID have examined the size, 
composition and amount of perceived support using various methods such 
as the Social Network Guide (Forrester-Jones et al., 2006), the Social Network 
Map (Robertson et al., 2001; Tracy & Abell, 1994), the Support Interview Guide 
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(Llewellyn & McConnell, 2002) and the Social Support Self Report (Lippold & 
Burns, 2009; Lunsky & Benson, 1997). While social networks have been mapped 
di�erently, the distinction between the categories such as family, friends and 
professionals has been made consistently. The network can be divided into two 
areas (e.g. van Asselt-Goverts et al., 2012), the formal network (i.e. the network 
of professionals) and the informal network (i.e. family, friends, neighbours, 
colleagues and other acquaintances) and analysed in terms of structural and 
functional characteristics. Among the structural characteristics are the size of 
the network and the frequency of interactions with network members. The 
functional characteristics (i.e. social support) are often divided into practical 
and emotional support (Lunsky, 2006). 

With respect to the structural characteristics of the social networks 
of people with ID,  di�erences between speci�c target groups have been 
investigated (Lippold & Burns, 2009; Widmer, Kempf-Constantin, Robert-Tissot, 
Lanzi, & Galli Carminati, 2008) and associations made with the type of living 
situation (Forrester-Jones et al., 2006; McConkey, 2007; Robertson et al., 2001). 
People with mild ID appear to have more friends (either with or without ID) 
than people with moderate ID, although the majority of people with mild ID 
still interact very little with people without ID (Dusseljee, Rijken, Cardol, Curfs, & 
Groenewegen, 2011). People living in a supported living accommodation seem 
to have more social contacts than people living in group homes or residential 
facilities (Forrester-Jones et al., 2006; McConkey, 2007; Robertson et al., 2001). 
However, their social networks are often small and the only contact with people 
without ID tends to be with family and professionals (e.g. Lippold & Burns, 2009; 
Verdonschot et al., 2009). The size of the network found in the literature varies 
from a median of six members (Robertson et al. 2001) to an average of 11.67 
(Lippold & Burns, 2009) and 22 (Forrester-Jones et al., 2006) for people with ID 
living in the community. To date, the main focus of research on the structural 
characteristics of social networks has been on the size and composition of 
the social network. Although this gives relevant information, there are more 
structural characteristics such as accessibility, length of the relationship, 
initiation or frequency of contact (Baars, 1994). These characteristics are of 
importance because they provide insight into the condition and nature of the 
ties which, in turn, provides information about the possibilities and limitations 
for that person of his network and the extent to which the person is able to 
maintain existing contacts and make new contacts (Baars, 1994).
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With respect to the functional characteristics of the social networks of 

people with ID, research shows the main providers of both emotional and 
practical support to be support sta� . Other network members with ID were 
the second most frequent providers of all types of support (Forrester-Jones 
et al., 2006). Meeting a need for �stability� and �connection� has not had much 
consideration in the literature. According to Baars (1994), �stability� is the 
need to have ties which are maintained with a certain degree of preference as 
opposed to habit and �connection� is the need to belong, to � nd support and 
to make connections on the basis of shared interests, values and background. 
Connection should be assessed because relationships should be promoted 
based on mutual interests and in committed environments (Lunsky, 2006).

It has been shown that social support bene� ts both physical and mental 
health and is related to lower rates of morbidity and mortality in the general 
population (e.g. Cohen & Wills, 1985; Holt-Lunstad, Smith, & Layton, 2010; 
Umberson & Montez, 2010). This positive in� uence of social support on health 
can be explained by two models. The � rst model is the main- or direct e� ect 
model. A person�s degree of integration in a large network, in� uences health 
(Cohen & Wills, 1985). The second model is the bu� ering model. Perceived 
social support protects people from the potentially negative e� ects of stressful 
events, if the support is responsive to the needs elicited by the stressful events 
(Cohen & Wills, 1985). Also, for people with ID, social support can act as a bu� er 
between the impact of stress and the mental health consequences (Scott & 
Havercamp, 2014). Likewise, access to social support has a bu� ering e� ect on 
the association between child behaviour problems and stress for parents with 
ID (Meppelder, Hodes, Kef, & Schuengel, 2015). Finally, there is some evidence 
for an association between social support and QOL of adults with ID (e.g. 
Bramston, Chipuer, & Pretty, 2005; Lunsky & Benson, 2001; Miller & Chan, 2008).  

Therefore, it is necessary to enhance the networks of people with mild ID 
if, according to the persons themselves, they provide insu�  cient support. It is 
crucial to focus on their own perspectives, because they are the experts on their 
feelings, experiences and thus on their own opinions (Cambridge & Forrester-
Jones, 2003; Forrester-Jones et al., 2006) and they are reliable reporters of 
social support (Lunsky & Benson, 1997). However, research on social networks 
from the perspective of the person with ID is sparse (Emerson & Hatton, 2008). 
In particular, research on their perceptions and valuations (e.g. satisfaction 
and wishes regarding their networks) is lacking. Research shows that people 
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with ID feel lonely more often (Sheppard-Jones, 2003; Valås, 1999) with up to 
half of them reporting feelings of loneliness (Amado, Stancli�e, McCarron, & 
McCallion, 2013; Gilmore & Cuskelly, 2014; McCarron et al., 2011; Stancli�e et 
al., 2007).

 Support sta� can play an important role in the facilitation of social 
inclusion (Abbott & McConkey, 2006; Todd, 2000; van Alphen et al., 2009). 
If social networks are small and social support is perceived as insu�cient, 
support sta� can undertake network interventions to enhance social networks. 
Various network interventions are described in the general literature on social 
networks (Heaney & Israel, 2008) and, more speci�cally, in the �eld of mental 
health care (Biegel, Tracy, & Corvo, 1994; Pinto, 2006). In all cases, a distinction 
between expanding the social network with new contacts and strengthening 
existing ties is made (Biegel et al., 1994; Pinto, 2006). 

However, research shows that sta� members pay greater attention to care 
tasks than to social inclusion tasks (McConkey & Collins, 2010). Research on 
the experiences of support sta� with network interventions and their e�ect for 
people with ID is scarce. Howarth, Morris, Newlin and Webber (2014) conducted 
a systematic review of this subject and could only include 11 studies. In six 
of these studies positive outcomes were found for the social participation of 
the person. Person-Centered Planning (PCP) (Robertson et al. 2006), alteration 
of activity patterns (Ouelette, Horner, & Newton, 1994) and semi-structured 
group programs including exercises for improving social skills (McConnell, 
Dalziel, Llewellyn, Laidlaw, & Hindmarsh, 2009; McGaw, Ball, & Clark, 2002; 
Ward, Windsor,  & Atkinson, 2012) appear to be the most e�ective interventions 
(Howarth et al., 2014).

1.6	� Present thesis: aims, research questions and 
outline 

In summary, in policy and practice there is increased attention on and 
recognition of the importance of social inclusion, participation and social 
networks. However, people with mild to borderline ID increasingly apply for 
professional support, partly due to the lack of adequate networks (Woittiez 
et al., 2014). Therefore, this thesis focuses on the networks of people with 
mild to borderline ID. For the sake of readability we use �mild ID�, by which we 
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generally mean �mild to borderline ID�. Until now a comprehensive picture of 
the characteristics of the social networks of people with mild ID from their 
own perspective has been lacking. First, research on social networks and 
well-being from the perspective of the people with ID themselves is sparse 
(Emerson & Hatton 2008), even though it is important that they are asked to 
give their own views (e.g. Roeleveld et al., 2011, Verdugo et al., 2005). Next, 
the functional characteristics of the social networks have been examined less 
often than the structural characteristics (Lunsky, 2006) and research on the 
structural characteristics has been mainly into the size and composition of the 
networks. Little attention has been paid to other structural characteristics, such 
as accessibility, length of the relationships or the frequency and initiation of 
the contacts. In addition, little attention has been paid to the satisfaction of 
people with ID with their social networks or their wishes with regard to such. 
There is some evidence of an association between perceived support and QOL 
(e.g. Bramston et al., 2005; Miller & Chan, 2008; Lunsky & Benson, 2001), but 
systematic investigation of the characteristics of social networks in relation 
to their perceived QOL is lacking. Additionally, data on both structural and 
functional characteristics are di�  cult to interpret because normative data are 
lacking. Finally, little is known about the experiences of people with mild ID 
and their support workers with network interventions and the e� ect of these 
interventions. 

Therefore this thesis has two aims. The � rst aim is to provide a 
comprehensive picture of the speci� c network characteristics from the 
perspectives of people with mild ID themselves. The second aim is to gain 
insight into network interventions and how well they succeed. With these 
aims in mind, we pose the following research questions. What are the speci� c 
network characteristics and speci� c network perceptions of people with mild 
ID? What are the experiences of professionals with regard to strengthening and 
expanding the social networks of clients with mild ID? What are the results of 
a social network intervention, aimed at enhancing social networks of people 
with mild ID? 

We focus on the social networks of adults with a mild ID, without additional 
behaviour problems, living in the community on their own (i.e. not with parents, 
not in group homes) receiving visiting support from professionals. The thesis 
consists of two parts. The � rst part contains three chapters (chapters 2, 3 and 
4) and focuses on the network characteristics from the perspective of people 
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with mild ID. We used the Maastricht Social Network Analysis (MSNA) (Baars, 
1994) adapted for people with mild ID (van Asselt-Goverts et al., 2012) to 
map the structural characteristics (e.g. accessibility, length of the relationship, 
initiation and frequency of contact) and functional characteristics (i.e. a�ection, 
connection, preference and practical/informational support) of the social 
networks of the participants. In this �rst part of the thesis a mainly quantitative 
approach was used. In chapter 2 we conduct a comprehensive examination 
of both the structural and functional characteristics of the social networks of 
people with mild ID. In chapter 3 we investigate the degree of satisfaction 
and the wishes of people with mild ID for their networks. We also examine the 
characteristics of the social networks in relation to network satisfaction and 
perceived QOL. In chapter 4 we compare the networks of people with mild ID, 
people with Autism Spectrum Disorders (ASD) and a reference group, to gain 
insight into the speci�c network characteristics and perceptions of people with 
mild ID.  Because chapters 2, 3 and 4 can be read as separate articles, some 
overlap in the description of the studies could not be avoided. The second part 
of the thesis focuses on network interventions. In this part a mainly qualitative 
approach is used. In chapter 5 we explore the experiences of professionals in 
strengthening and expanding the social networks of clients with mild ID using 
group interviews. In chapter 6 we examine the results of an intervention aimed 
at strengthening or expanding the social networks of people with mild ID, from 
di�erent perspectives (i.e. participants with ID, their support sta� and trainers), 
using mixed methods (i.e. questionnaires and interviews) in a multiple case 
analysis. Finally, the general discussion in chapter 7 summarizes the main 
�ndings of the thesis, re�ects on the strengths and limitations, and describes 
implications for future research, policy, practice and education.
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Abstract

In the research on people with intellectual disabilities and their social networks, 
the functional characteristics of their networks have been examined less often 
than the structural characteristics. Research on the structural characteristics 
of their networks is also usually restricted to the size and composition of 
the networks, moreover, with little attention to such characteristics as the 
variety, accessibility, length and origin of the relationships or the frequency 
and initiation of the contacts. A comprehensive examination of both the 
structural and functional characteristics of the social networks of 33 people 
with intellectual disabilities was therefore undertaken. The social networks of 
the individuals who all lived in the community varied from four to 28 members 
(mean 14.21); 42.65% of the network members were family members, 32.84% 
acquaintances and 24.51% professionals. Remarkable is the high frequency of 
contact with network members; the �nding that the participants considered 
themselves to be the main initiator of contact more often than the other 
members of their networks as the main initiators; the high scores assigned to 
neighbours and professionals for functional characteristics; and the relatively 
low scores assigned to network members for the connection characteristic of 
the social networks. The important role of professionals in the social networks 
of people with mild intellectual disabilities and practical implications to 
facilitate their social inclusion are discussed.
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2.1 Introduction

In models of disabilities � for example, the International Classi� cation of 
Functioning, Disability and Health (ICF) by the World Health Organization 
(WHO, 2001) and the model of intellectual disabilities (ID) by the American 
Association on Intellectual and Developmental Disabilities (Luckasson et al., 
2002), a shift from an intrapersonal approach to a social ecological approach is 
visible (Verdonschot, de Witte, Reichrath, Buntinx, & Curfs, 2009). Community 
participation is considered an essential dimension of human functioning 
(Verdonschot et al., 2009) and social inclusion an important aspect of the 
individual�s quality of life (Buntinx & Schalock, 2010). Being part of a social 
network of friends, family and people in the community is one of the main 
characteristics of successful social inclusion (Abbott & McConkey, 2006; 
McConkey & Collins, 2010). And worldwide, the aforementioned shift has been 
translated into local and national policy leading to more and more people with 
ID living and working in the community.

Studies focussing on social networks of people with ID have examined 
the size, composition and amount of perceived support. This has been done 
using various methods: the Social Network Guide (Forrester-Jones et al., 2006), 
the Social Network Map (Robertson et al., 2001; Tracy & Abell, 1994) and the 
Social Support Self Report (Lippold & Burns, 2009; Lunsky & Benson, 1997). 
And while the social networks are mapped di� erently, the distinction of family, 
friends and professionals is consistently made. The social networks of people 
with ID can be analyzed in terms of structural and functional characteristics. 
Among the structural characteristics are the size of the network and frequency 
of interactions with network members while the functional characteristics are 
often divided into practical and emotional support (Lunsky, 2006). 

With respect to the structural characteristics of the social networks of 
people with ID, not only di� erences between speci� c target groups have been 
investigated (Lippold & Burns, 2009; Widmer, Kempf-Constantin, Robert-Tissot, 
Lanzi, & Galli Carminati, 2008) but also the associations of the social networks 
with such other variables as the characteristics of the respondents themselves 
(Dagnan & Ruddick, 1997) and the type of living situation (Forrester-Jones et 
al., 2006; McConkey, 2007; Robertson et al., 2001). Age and previous living 
accommodation are associated with variation in size and composition of 
social networks (Robertson et al., 2001). Dusseljee, Rijken, Cardol, Curfs, and 
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Groenewegen (2011) found people with mild ID to have more friends (either 
with or without ID) than people with moderate ID although the majority of 
the people with mild ID still interacted very little with people without ID. 
Several studies found people living in a supported living accommodation to 
have more social contacts than people living in group homes or residential 
facilities (Forrester-Jones et al., 2006; McConkey, 2007; Robertson et al., 2001). 
However, physical presence within a community does not guarantee greater 
social inclusion and taking part in activities does not necessarily lead to 
meaningful social contact � particularly meaningful contact with individuals 
without ID (Ager, Myers, Kerr, Myles, & Green, 2001; Lippold & Burns, 2009). 
People with an ID living and working in society can still fall into isolation 
(Chenoweth & Stehlik, 2004). The social networks of people with ID are often 
small and the only contact with people without ID tends to be the family and 
professionals (e.g. Lippold & Burns, 2009; Verdonschot et al., 2009). To date, the 
main focus of research on the structural characteristics of social networks has 
been on the size and composition of the social network. Although this gives 
relevant information, there are more structural characteristics like (a) variety 
with regard to demographic characteristics; (b) accessibility; (c) structure of 
the ties, including length of the relationship, initiation of contact, frequency 
of contact and origin of the relationship (Baars, 1994). These characteristics 
are of importance because they provide insight into (a) the heterogeneity or 
homogeneity of the network; (b) the geographical distance between persons 
and their networks, possibly due to a move, which can contribute to social 
isolation; (c) the condition and nature of the ties, which provides information 
on the possibilities and limitations for the person with his network and the 
extent to which the client is able to maintain existing contacts and make new 
contacts (Baars, 1994). Interventions can be tailored to the results of analyses 
of these characteristics (van Asselt-Goverts et al., 2012).

With respect to the functional characteristics of the social networks of 
people with ID, research shows the main providers of both emotional and 
practical support to be support sta�. Other network members with ID were the 
second most frequent providers of all types of support (Forrester-Jones et al., 
2006). Obviously such support tends to be more reciprocal than the support 
provided by professionals. Meeting a need for ��stability�� and ��connection�� is 
underexposed in the research literature. According to Baars (1994), ��stability�� is 
the need to have ties which are maintained with a certain degree of preference 

37915 Asselt.indd   30 03-12-15   14:37



Structural and Functional Characteristics

31

2

as opposed to habit; ��connection�� is the need to belong, to � nd support and 
to make connections on the basis of shared interests, values and background. 
Connection should be assessed, as relationships should be promoted based on 
mutual interests and in committed environments (Lunsky, 2006). 

People with mild ID living independently in the community are 
vulnerable with respect to their social networks. Previous research on the 
social networks of adults with mild ID living in the community (van Asselt-
Goverts, Embregts, Hendriks & Frielink, 2014) shows that (a) limitations in their 
adaptive behaviour (e.g. lack of social skills or di�  culties with acceptance of 
disability) may hinder the development and maintenance of a social network; 
(b) professionals play a critical role in strengthening and expanding the social 
networks, but they often have too little time for this; (c) people with a mild 
disability often fall between the cracks when it comes to activities for the 
disabled versus nondisabled due to the mildness of their disabilities � this 
holds for both leisure time activities and the support provided (Embregts & 
Grimbel du Bois, 2005). 

In sum and given the present policy, more and more young adults with 
ID are living in the community, but this physical inclusion does not lead 
automatically to social inclusion: research shows that social inclusion is limited 
(e.g. Dusseljee et al., 2011; Lippold & Burns, 2009; Verdonschot et al., 2009). 
One of the main characteristics of successful social inclusion is being part 
of a social network of friends, family and people in the community (Abbott 
& McConkey, 2006; McConkey & Collins, 2010). However, previous research 
shows that adults with mild ID living independently in the community are 
vulnerable with respect to their social networks (van Asselt-Goverts et al., 
2014). Therefore this research focuses on the social networks of people with 
mild ID. The functional characteristics of the social networks have been 
examined less often than the structural characteristics (Lunsky, 2006). And 
to date, the research on the structural characteristics has been on mainly the 
size and composition of the networks. Little attention has been paid to other 
structural characteristics such as the variety, accessibility, length and origin 
of the relationships or the frequency and initiation of the contacts while 
this information is critical for tailoring interventions to the strengths and 
weaknesses of the individual�s social network. The aim of the present study 
was therefore to conduct a comprehensive examination of both the structural 
and functional characteristics of the social networks of people with ID from the 
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perspectives of people with ID themselves. The following research questions 
will be answered in the present study:

1.	 How do people with mild ID describe the structural and functional 
characteristics of their social networks?

2.	 Do groups of network members (i.e. family, acquaintances and 
professionals) di�er on structural and functional characteristics, 
according to people with mild ID?

3.	 Are there di�erences between the functional characteristics (i.e. 
a�ection, connection, preference and practical/informational 
support) within each group of network members?

2.2 Method

2.2.1 Participants and setting
Clients from seven care organizations, located in the southeast of the 
Netherlands, participated in this research. Clients met the inclusion criteria if 
they had (a) a mild to borderline ID; (b) an age between 19 and 36 years; and 
(c) an independent residence of at least two years in the community (i.e. lived 
in the community alone, with a partner, friend or children). People who lived 
in a residential facility were thus excluded from participation in the present 
research. We started the study with an accidental sample of 38 participants. To 
obtain a su�ciently large sample, all persons who signed up were approached. 
One participant could not be reached after signing up; another cancelled the 
appointment; and another three were not included in the analyses due to 
incomplete data. We thus had a total of 33 participants and the number of 
respondents per organization varied from two to seven. Sixteen men and 17 
women participated. The average age was 28.88 years. Approximately half of 
the participants had a partner (n = 17), but not all were living together with the 
partner. Most of the participants were living alone (n = 23); others were living 
with their partners (n = 7) and/or with their children (n = 3). Regarding the work 
situation: 78.79% of the participants were employed or had activities outside 
the home during the day; the remaining 21.21% were either unemployed, 
unable to work and/or responsible for housekeeping in the home.
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2.2.2 Instrument: Maastricht Social Network Analysis
The Maastricht Social Network Analysis (MSNA) (Baars, 1994) is an instrument 
which can be used to map the structural and functional characteristics of a 
social network. A list of important network members is � rst constructed 
and can include: family members, friends, colleagues, neighbours, other 
acquaintances and professionals (e.g. support sta� , therapists, social workers, 
coaches). Next, each member of the network is scored with respect to a 
number of structural characteristics: demographic characteristics, accessibility 
(i.e. geographical distance between participant and network member), length 
of the relationship, initiation of contact, frequency of contact and origin of 
the relationship. Demographic characteristics included age (younger or older 
than 35 years), civil status (having a partner or not), work situation (employed/
having activities outside the home or not), IQ (having ID or not). Accessibility 
was coded as network member living in the same town or not. Length of the 
relationship was indicated in years. Origin of the relationship was measured 
using an open-ended question (�How did you meet this network member?�). 
Initiation of contact was divided into four categories: a participant can either 
view himself or a network member as the main initiator of the contact, but 
they can also view the initiation as being reciprocal or non-active. Frequency 
of contact (measured as number of times per year) included frequency of face-
to-face contact, frequency of contact via telephone and frequency of internet 
contact. Each relationship was next scored along a � ve-point scale with respect 
to a number of functional characteristics, namely the supportiveness of the 
contact operationalized using the following four dimensions: a� ection (e.g. 
feeling safe and secure with the person, loving the person), connection (e.g. 
liking the same things), preference (e.g. preference for contact with the person, 
liking the contact), and practical/informational support (e.g. being helped by 
the person when you don�t know something or aren�t able to do something). 
With respect to the reliability and validity of the MSNA, the following served 
as starting points: (a) the person gives only information on network members 
with whom there is a direct connection; (b) the information obtained in such 
a manner is of a largely objective, factual nature; and (c) the person gives only 
information which is known for certain and omits anything which is uncertain 
(Baars, 1994). 

For the present study, the original form of the MSNA was adapted for use 
with people with mild ID by simplifying the questions and using visualization. 
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First, a genogram (i.e. family tree) was used to map the characteristics of the 
participant�s family relations. Second, an ecogram was used to visualize the rest 
of the social network: three expanding circles are placed around the name of 
the participant to map friends, neighbours, colleagues, other acquaintances 
and professionals in the social network. The participant was asked to point 
to where a network member�s name should be written. The more important 
the network members were, the closer their names were written to the name 
of the participant. Third, the �ve-point scale used to measure the functional 
characteristics of the participant�s social network was visualized by positioning 
the response possibilities on the �ve steps of a stairway; the higher the score, 
the higher the step on the stairway. 

2.2.3 Procedure
The study was approved by the scienti�c and ethics committee from one of 
the seven participating organizations, Dichterbij, from which seven clients 
participated (21.21% of the total number of participants). The support sta� 
from the organizations were asked to approach clients meeting the inclusion 
criteria to participate in the research. Next, the 33 participants, all with mild 
to borderline ID, gave their permission. Written consent was received from all 
of them. The interviews were conducted by trained bachelor students at the 
HAN University of Applied Sciences. At the start of an interview, the participant 
was informed about the purpose of the study, the anonymous treatment of 
responses and the possibility to stop the interview at any time. To enhance 
the reliability of our data collection, we used an interview protocol and 
accompanying instruction manual (van Asselt-Goverts et al., 2012). The bachelor 
students were trained on the use of the protocol and interview conduct. The 
interviews were voice recorded and the responses of the participants were also 
noted during the actual interviews.

2.2.4 Data analysis
The data were processed and analyzed using SPSS. Network members were 
included in the dataset if they were older than 12 years. With respect to the �rst 
research question (i.e. the structural and functional characteristics of the social 
networks) we calculated for each participant:

1.	 The absolute and relative number of network members for the 
speci�c groups and subgroups: the family (divided into subgroups 
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of partner/children, parents, brothers/sisters and other family 
members); acquaintances (divided into subgroups of friends, 
colleagues, neighbours and other acquaintances); and professionals. 

2. The distribution (i.e. percentages) of the demographic characteristics 
(age, civil status, work situation and ID), accessibility, origin of the 
relationship and initiation of contact for each of the groups and 
subgroups of network members. In order to do this, the answers 
on the question with respect to the origin of the contact � the only 
open-ended question � were coded and clustered into 10 categories, 
namely partner, family, other people, school/work, internet, casual 
outdoor encounters, sports/clubs, neighbourhood, holiday and other 
codes. The assignment of the codes to categories was discussed with 
several researchers involved in the research project. In all of these 
calculations the scores for each network member were weighted 
equally to the score for the total group of network members, so the 
number of network members belonging to the subgroup was taken 
into account in calculating the scores for the total group of network 
members for each participant. 

3. Mean scores for each of the groups and subgroups of network 
members with respect to the frequency of contact, length of the 
relationship and functional characteristics. In these calculations, each 
network member was also weighted equally.

In addition, we calculated the mean scores for each of the aforementioned 
characteristics over the total group of participants for the di� erent groups 
and subgroups of network members. Obviously, all of the participants were 
weighted equally here, regardless of the number of network members in the 
network. 

To answer the second research question, the di� erences between the 
within-subjects factor �groups of network members� (i.e. three levels: family, 
acquaintances and professionals) on several structural and functional 
characteristics were analyzed in a repeated measures ANOVA (GLM). Post hoc 
pairwise comparisons with a Bonferonni correction were then conducted. If it 
was unnecessary to compare the three levels, paired sample t-tests were used 
to compare the means on these structural characteristics. For instance, with 
respect to length of relationships it was unnecessary to compare acquaintances 
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with family, because it was obvious that people knew their family members 
their entire lives. 

Finally, to answer the third research question mean scores on the di�erent 
functional characteristics (i.e. four levels: a�ection, connection, preference and 
practical/informational support) for each group of network members were also 
analyzed as a within-subjects factor.

2.3 Results

2.3.1 Structural characteristics of the social networks

Size and composition
The social networks of the participants varied from four to 28 members (mean 
14.21). Almost half of the network members were family members (42.65%): 
partners and children (4.51%), parents (10.59%), brothers and sisters (8.39%) 
and other family (19.16%). Acquaintances constituted 32.84% of the network 
members: friends (19.91%), colleagues (5.10%), neighbours (1.83%) and other 
acquaintances from, for example, a sports club (6.01%). The remaining 24.51% 
of the network members were professionals, including support sta�, general 
practitioners and coaches. One of the 33 participants in this study had no 
family members; four had no acquaintances in their networks whatsoever.

Demographic characteristics and accessibility
Table 1 gives detailed information on the demographic characteristics of the 
members of the social networks (e.g. age, civil status, work situation, IQ) along 
with their accessibility, operationalized in terms of living in the same town as 
the participant or not. Relative to acquaintances, family members were more 
frequently older than 35 years, t(27) = 3.549, p = .001. The family members also 
had a partner more frequently than the acquaintances, t(27) = 3.977, p < .001. 
Looking at the work situations of the network members, approximately 75% 
of the partners, friends, neighbours and other acquaintances were employed 
or had activities outside the home during the day; for parents, this percentage 
was lower � possibly due to their age; for siblings, the percentage was higher 
(90.00%). The di�erence in work situation between family and acquaintances in 
general, however, was not signi�cant, t(27) = -1.756, p = .090. 
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Table 1 Demographic characteristics and accessibility of network members (mean %)a 

Age Civil status Work situation IQ Accessibility

< 35 > 35 Partner Single Workb No Workb ID No ID Same town Elsewhere

Family 33.72 65.61 66.61 32.61 65.77 30.11 11.36 88.38 30.95 66.74
    Partner/children    70.59    29.41    97.06      2.94    73.53    26.47    58.82    35.29      82.35    17.65
    Parents      0.00  100.00    55.56    44.44    51.85    48.15      3.70    96.30      40.74    59.26
    Brothers/Sisters    68.67    31.33    64.00    34.00    90.00    10.00      6.00    94.00      30.00    62.00
    Other Family    36.01    62.60    71.65    28.35    59.24    29.89      8.49    91.51      20.04    78.73
Acquaintances 54.76 41.45 34.13 60.35 81.08 14.61 28.74 70.91   53.85 45.81
    Friends    60.90    39.10    29.73    68.42    75.93    19.36    27.78    72.22      50.57    49.43
    Colleagues    40.91    50.00    37.12    53.79  100.00      0.00    25.76    74.24      34.85    65.15
    Neighbours    50.00    50.00    28.57    71.43    78.57    21.43    57.14    42.86    100.00      0.00
    Other acquaintances    70.18    25.97    50.68    45.48    77.55      9.82      8.79    87.36      46.85    49.30

a Category totals which di� er from 100% re� ect missing data (i.e. the participant did know the network member�s age, civil status, etc); b �Work� means work or 
activities outside the home during the day.
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Almost 60% of the partners/children and neighbours had an ID while 
some 25% of the colleagues and friends had an ID. The percentage of parents, 
brothers/sisters, other family members and other acquaintances with an ID was 
lower. The percentage of network members with no ID was signi�cantly higher 
for the family than for acquaintances, t(27) = 2.749, p = .011. With respect to 
accessibility of the network member, family members lived less often in the 
same town as the participant when compared to acquaintances, t(27) = -3.937, 
p = .001.

Length of the relationships
Here we describe the length of the contacts with partners; with friends, 
colleagues, neighbours and other acquaintances; and with professionals. 
The participants knew their partners for an average of 5.42 years (range of 4 
months to 14 years). They knew their friends for an average of 6.85 years (range 
of 0.63�20.67 years), their neighbours for an average of 5.71 years (range of 
1�16 years) and the other acquaintances in their social networks for an average 
of 6.12 years (range of 1.86�27.00 years). The length of the relationships with 
both colleagues and professionals was less long, with means of 3.23 and 3.19 
years, respectively. Despite the relatively short duration of the contact with 
colleagues, the participants knew their acquaintances signi�cantly longer than 
the professionals, t(25) = 2.154, p = .041.

Origin of the relationships
In this section, the origins of the contacts with the subgroups of partners, friends 
and other acquaintances are described. The responses of the participants to 
the open questions posed during the interviews showed school/work to be the 
main origin of the relationship with the partner (29.41%), followed by internet 
(23.53%) and casual outdoor encounters such as going out, festival attendance 
and simply hanging around on the street (17.65%). Participants also met their 
friends most frequently at school or work (28.02%) but also via other people 
(18.47%), in the neighbourhood (17.95%) or at a sports club or some other 
club (12.06%). The origin of the relationships with the other acquaintances in 
the social networks of the participants was another person for 47.47% of the 
relationships. In 18.41% of the relationships, the origin was a casual outdoor 
encounter. In 12.89%, the origin was the neighbourhood. And in 9.62%, the 
origin was a sports club or some other club.

37915 Asselt.indd   38 03-12-15   14:37



Structural and Functional Characteristics

39

2

Frequency of contact
Of the 17 participants with a partner, 12 saw their partner every day. Other 
network members were also seen with a high frequency: parents and friends 
almost twice a week; siblings, other acquaintances and professionals about 
once a week; and colleagues and neighbours some three to four times a week. 
There was a signi� cant main e� ect of network group on the frequency of 
face-to-face contact, F(2,48) = 5.594, p = .007. Participants saw acquaintances 
signi� cantly more often than professionals on average, p = .018. 

Participants spoke most often on the phone with their parents (three 
times a week) and their partners and friends (two times a week). They spoke 
less often but still every other week with siblings. The frequency of telephone 
contact did not di� er signi� cantly for the three groups of network members. 
The participants most often had internet contact with their friends (1.5 times 
a week) and less often with professionals (two times a year). There were 
signi� cant di� erences between the groups of network members for internet 
contact, F(1.08, 15.17) = 5.774, p = .027. Post hoc comparisons showed that 
the participants had nearly signi� cantly (p = .071) more internet contact with 
acquaintances than with professionals. For more detailed information on the 
frequency of contacts, see Table 2.

Table 2 Frequency of the contact (times a year)

Face-to-face Telephone Internet
Family  81.61 102.48 23.67
   Partner/children     290.00    109.27      8.38
   Parents       98.31    151.72    31.76
   Brothers/Sisters       58.55      20.12    27.70
   Other Family       28.15      58.61    19.80
Acquaintances 116.96 97.41 52.78
    Friends       95.88    108.51    78.04
    Colleagues     170.27      40.93    44.24
    Neighbours     211.86      44.64      0.00
    Other  acquaintances       63.23      81.83    18.74
Professionals  65.95 13.11 2.02
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Initiation of contact
As can be seen from Table 3, the initiation of contact was considered reciprocal 
in almost 50% of the relationships for all of the subgroups we identi�ed 
with the exceptions of brothers and sisters, other family members and other 
acquaintances. The category of inactive initiation (neither the participant nor 
the network member explicitly takes the initiative of contact) was relatively 
high for the other family members, other acquaintances, neighbours and 
colleagues (range of 17.28�37.88%). In such cases, the individuals see each 
other along with the others in a group, at a club, on the street or at work.

The results in Table 3 show those participants who judged the initiation 
of contact within their social network to be neither reciprocal nor inactive 
to perceive themselves as the main initiator of contact more often than the 
other members of their social networks. This di�erence was signi�cant for both 
the family members within the social network, t(31) = 3.499, p = .001, and the 
acquaintances, t(28) = 2.504, p = .018. Comparison of the initiation of contact 
across the three groups (i.e. family, acquaintances and professionals) revealed 
no signi�cant di�erences.

Table 3 Initiation of contact (mean %)* 

Reciprocal Participant Network member Inactive 
Family 38.21 36.85 10.12   9.48
   Partner/children    50.00    26.47       5.88       5.88
   Parents    48.15    38.89       9.26       0.00
   Brothers/Sisters    32.67    40.00     13.33       4.00
   Other Family    29.96    37.87       8.71     17.28
Acquaintances 49.44 24.88    6.71 14.33
    Friends    48.01    26.94       7.87     11.98
    Colleagues    48.48      9.09       4.55     37.88
    Neighbours    50.00    14.29       0.00     28.57
    Other  acquaintances    37.51    18.86       2.20     26.74
Professionals 46.72 25.81 16.08   6.99

* Category (row) totals which di�er from 100% re�ect missing data (i.e. the participant could not 
indicate a main initiator of contact).

2.3.2 Functional characteristics of the social networks
With respect to the functional characteristics of the social networks of the 
participants in our study, Table 4 shows the mean scores along a �ve-point 
scale for a�ection, connection, preference and practical/informational support. 
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The di� erences in the functional characteristics of the social networks across 
groups were analyzed in two ways. First, we analyzed the di� erences for each 
separate function across the three main groups: family, acquaintances and 
professionals. There were signi� cant main e� ects on practical/informational 
support and on connection, F(2,50) = 6.293, p = .004 and F(1.23, 29.61) = 10.017, 
p = .002, respectively. With respect to practical/informational support, higher 
scores were found for professionals compared to both family and acquaintances 
� signi� cant (p = .001) and nearly signi� cant (p = .058) di� erences. With respect 
to connection, signi� cantly higher scores were found for acquaintances 
compared to both family (p = .001), and professionals (p = .005). No signi� cant 
di� erences between the scores of the groups on either a� ection or preferences 
were found.

The second way in which we examined the functional characteristics 
of the social networks was to analyze the characteristics within each group 
of network members (i.e. the family, acquaintances and professionals) 
for signi� cant di� erences. Signi� cant di� erences between the scores on 
functional characteristics were found for all three groups: for family, F(2.44, 
75.50) = 31.726, p  < .001; for acquaintances F(1.94, 54.28) = 6.322, p = .004; 
and for professionals F(2.01, 58.36) = 44.486, p < .001. Post hoc comparisons 
revealed signi� cantly lower scores on the connection characteristics than on all 
of the other functional characteristics for each group (p < .01 for all tests); one 
exception was the di� erence between connection and practical/informational 
support for the group of acquaintances alone, which was not signi� cant. The 
only other signi� cant di� erences between the functional characteristics within 
a group were as follows: (a) within the family, signi� cantly higher scores on 
preference and a� ection compared to practical/informational support (p 
= .018 and p = .037, respectively); (b) within professionals higher score on 
practical/informational support compared to preference, p = .008. In sum, the 
participants judged the extent to which network members meet their need for 
connection relatively low, particularly when compared to the meeting of their 
other needs.
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Table 4 Functional characteristics of the social network: Means along a �ve-point scale (SD) 

A�ection Connection Preference Practical/
Informational
Support

Family 3.93 (0.7) 2.91 (0.8) 4.09 (0.6) 3.63 (0.8)
   Partner/children     4.47 (0.6)    3.21 (1.2)     4.65 (0.8)    4.18 (1.2)
   Parents     4.33 (0.7)    3.00 (1.1)     4.37 (0.8)    4.02 (1.2)
   Brothers/Sisters     3.61 (1.3)    2.64 (1.1)     3.93 (1.1)    3.46 (1.5)
   Other Family     3.64 (1.1)    2.71 (1.0)     3.80 (0.9)    3.49 (1.3)
Acquaintances 3.80 (0.6) 3.32 (0.8) 4.00 (0.6) 3.75 (1.0)
    Friends     3.69 (0.7)    3.33 (0.8)     3.96 (0.8)     3.76 (1.0)
    Colleagues     4.14 (0.7)    3.23 (1.0)     4.11 (0.6)     4.02 (1.2)
    Neighbours     4.29 (1.0)    3.93 (0.9)     4.43 (0.8)     3.71 (1.5)
    Other  acquaintances     3.10 (1.1)    2.81 (1.3)     3.80 (1.1)     3.61 (1.0)
Professionals 4.00 (0.8) 2.35 (1.1) 3.90 (0.8) 4.30 (0.8)

2.4 Discussion

In this study, we investigated the structural and functional characteristics of 
the social networks of people with mild ID from their own perspective. Several 
�ndings are noteworthy in relation to the existing literature and for their practical 
implications. First, the results with regard to the size of the social networks are in 
line with the results of previous research on the social networks of individuals 
with ID although the size in the research literature varies from a median of six 
network members (Robertson et al., 2001) to an average of 11.67 (Lippold & 
Burns, 2009) and 22 (Forrester-Jones et al., 2006) for people with ID in community-
based residences. Di�erences across studies in the size of the social networks 
of people with ID may also be attributable to the use of di�erent instruments: 
the MSNA (Baars, 1994), which was used in the present research; the Social 
Network Map (Robertson et al., 2001; Tracy & Abell, 1994); the Social Network 
Guide (Forrester-Jones et al., 2006); or the Social Support Self Report (Lippold & 
Burns, 2009). Similarly, interviewing the participants themselves (Forrester-Jones 
et al., 2006; Lippold & Burns, 2009) versus proxy informants like support sta� 
(Robertson et al., 2001) could contribute to the observed variation in the size of 
the social networks reported across studies. In the present study, the individuals 
with the mild ID served as the informants as they are the experts on their feelings, 
experiences and thus on their own opinions (Cambridge & Forrester-Jones, 2003; 
Forrester-Jones et al., 2006); research has also shown people with mild ID to be 
reliable reporters of social support (Lunsky & Benson, 1997).
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A second noteworthy � nding is that although the participants were living 
independently in the community for more than two years, approximately 
a quarter of their social network consisted of professionals (e.g. support 
sta� ). These professionals are highly appreciated by individuals with mild 
ID, as indicated by the scores produced on the functional characteristics of 
a� ection, preference (comparable with family/acquaintances) and practical/
informational support (signi� cantly higher when compared to family and 
almost signi� cantly higher when compared to acquaintances). Professionals 
thus play an important role in the social networks of people with mild ID living 
in the community. Sta�  members can be seen to be key agents in a wide range 
of areas including the attainment of social inclusion goals for people with ID 
(McConkey & Collins, 2010) and behavioural interventions for people with ID 
and challenging behaviour problems (Felce, Lowe, Beecham, & Hallam, 2000). 
In recent research, however, support sta�  have indicated that they may be too 
important for clients living in a community (van Asselt-Goverts et al., 2014). 
This � nding is in line with other research showing support sta�  to be the main 
providers of both emotional and practical support (Forrester-Jones et al., 2006). 
This situation can perhaps be explained by � on the one hand � so-called learned 
dependence which refers to the predisposition of individuals to rely on others 
when they do not know what to do rather than trying to help themselves and 
� on the other hand � the predisposition of professionals to act on the behalf 
of people with ID rather than help them learn to do things themselves (van 
Gennep, 1994). Support sta�  must thus recognize their importance and, when 
it is decided to reduce their support, clearly discuss this with the client so that 
he or she can work on meeting his or her needs for a� ection, connection, and 
practical/informational support via their informal network (i.e. family, friends, 
colleagues, neighbours and other acquaintances).

Several � ndings are noteworthy with respect to the other structural 
characteristics we examined: (a) the participants had a high frequency of 
contact with family and acquaintances; (b) the participants with ID considered 
themselves more often the main initiator of contact than the other members of 
their social networks; (c) only seven of the 33 participants mentioned neighbours 
on the MSNA and the neighbours who were mentioned were often reported 
as also having an ID and highly valued with respect to various functional 
characteristics; and � nally (d) involvement in work or school appeared to be an 
important way of making friends. In professional practice, it is thus important 
that these � ndings be taken into account. In such a manner, interventions can 
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be tailored to the strengths and weaknesses of the individual�s social network. 
Professionals should, for example (a) avoid overburdening the social network 
(Oudijk, de Boer, Woittiez, Timmermans, & de Klerk, 2010) and therefore adopt 
interventions aimed at expanding and improving the individual�s social 
network (van Asselt-Goverts et al., 2014) rather than simply increasing the 
frequency of contact; (b) investigate the reasons for a client being the main 
initiator of contact or perceiving him/herself to be the main initiator of contact; 
(c) stimulate client contact with neighbours, including neighbours without 
ID (van Alphen, Dijker, van den Borne, & Curfs, 2010); and (d) stimulate clients 
to make new acquaintances and friends via participation in the community, 
employment, school, the neighbourhood, clubs, the internet and going out 
(van Asselt-Goverts et al., 2014; McConkey & Collins, 2010). 

A fourth noteworthy �nding is that the meeting of the need for connection 
on the part of the participants in our study was perceived to be low, particularly 
with respect to the other functional characteristics we examined. People with 
mild ID have � just as other people � this need to belong, �nd support and 
connect with others on the basis of shared interests, values and backgrounds 
(Baars, 1994). To promote such a connection, it is therefore recommended 
that greater attention be paid to the interests of a client and greater e�ort be 
expended to bring people with similar interests together (van Asselt-Goverts 
et al., 2014; Lunsky, 2006).

At this point, some possible limitations on the present study should be 
mentioned. First, the focus of our study was on young adults with mild ID living 
independently. This means that the present results cannot be generalized to 
other target groups like older clients, clients with a di�erent degree of ID or 
clients living in a di�erent type of accommodation. Second, psychometric 
data on the reliability and validity of using the MSNA with people with ID are 
still lacking. Nevertheless, the MSNA has been used with di�erent research 
populations, including people with psychiatric problems (Baars, 1994), 
�bromyalgia patients (Bolwijn, van Santen-Hoeu�t, Baars, Kaplan, & van der 
Linden, 1996) and Kenyan street children (Ayuku, Kaplan, Baars, & de Vries, 
2004). In the present study, the MSNA also appeared to be a useful instrument 
for systematically mapping the social networks of people with mild ID. 
Compared to some other instruments (e.g. the Social Network Map, Robertson 
et al., 2001) the adapted form of the MSNA which we used gives a large amount 
of information on both the structural and functional characteristics of the 
social networks. Our participants were able to answer the questions, and it 
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thus appears that the adapted form of the MSNA used here can also be used 
for diagnostic purposes with people with mild ID. A third possible limitation 
on the present study is that the status of the members of a social network 
as also having an ID should be interpreted with caution. This information is 
based on the participant�s knowledge/perceptions but it is uncertain whether 
such a question can be accurately answered by this target group or whether 
the participants can adequately judge the intellectual level of other network 
members. We tried to determine the educational levels of network members, 
but the participants in our study could not answer this question for 61.89% of 
family relationships and 65.14% of acquaintances. Several other studies have 
nevertheless shown the social networks of people with ID to typically include 
very little contact with people who do not have ID (i.e. contact with only 
families and caregivers who do not have ID) (Dusseljee et al., 2011; Lippold & 
Burns, 2009; Verdonschot et al., 2009). 

In future research, attention should also be paid to the social networks of 
individuals with moderate and severe ID as these people are rarely considered 
in the participation literature (Verdonschot et al., 2009). Reciprocity is also 
recommended as a topic for future research. In the present research, we 
examined the reciprocity of the initiation of contact, but the reciprocity of 
support should also be considered in the future as reciprocity is a key factor for 
the maintenance of supportive relationships over time (Biegel, Tracy, & Corvo, 
1994; Ferlander, 2007; Lunsky, 2006). Furthermore, the individual�s satisfaction 
and wishes with respect to the social network should be explored in future 
research. With this information, interventions can be tailored to not only the 
strengths and weaknesses of an individual�s social network but also to the 
actual opinions and desires of the individual with a mild ID. Finally, future 
research should include matched norm groups for comparison purposes (i.e. 
groups matched according to age and sex but without ID). Do the scores of 
people without ID actually di� er from the scores of people with ID for the 
various structural and functional characteristics of their social networks? And 
if so, how do they di� er? Comparison with a norm group can also facilitate the 
interpretation of the data found in the present study and other studies on the 
social networks of people with ID by providing information on the average 
size and composition of the social network, frequency of contact with network 
members, nature of the initiation of contact within the network and functional 
characteristics of the social network. 
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