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Abstract

The thesis examines the level of knowledge of health and social care staff, working in

learning disability services in the following areas: knowledge of what a learning

disability is; the definition of challenging behaviour and factors important in its

management; duty of care to clients and how this would be applied to scenarios that

are typical of those encountered in daily work and the health care needs of people

with a learning disability. Overall, the study found that levels of knowledge were

relatively low in all areas examined. The second part of the thesis examined the

impact of a one day course on levels of staff knowledge (n = 59) as compared with a

control group who did not receive training. It was found that training led to a

significant increase in knowledge in the trained group on all factors but one. This was

the identification of the main factors important in responding to challenging

behaviour. In relation to this, staff appeared to identify only those factors which

would seem to be most relevant in their daily work eg health staff identifying

psychological approaches, day care and residential staff identifying reactive strategies.

Gains in knowledge were found to be similar in those groups followed up

immediately, 3-6 and 6-12 months after training. No significant differences in scores

between baseline and follow-up were found for the group who had not received

training.
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Chapter One
1.1 Introduction: Factors impacting on service quality for
individuals with a learning disability

1.1.1 Recent developments in services for individuals with a learning disability

The early 1960's saw the beginnings of a radical shift in the philosophy and policy

relating to the care of people with learning disabilities. A service which had been

dominated since the 1900s by the long-stay institution was to be replaced by a range of

community-based services (Caine et al., 1998). This resulted in people who were felt not

to require specialised medical or nursing care living at home or in small scale home-like

units.

This changing philosophy of care and resultant change in practice was largely based on

the principle of normalisation (Wolfensberger, 1972). The Swedish writer Nirje (1969)

conceptualised normalisation as ensuring that the lifestyles of, and opportunities for,

people with a learning disability were as similar as possible to those of other people in

society. Wolfensberger (1972) elaborated upon this concept, and despite difficulties in

interpretation (Wolfensberger, 1983), criticism that the concept treats people with a

learning disability as a homogeneous group (Gilbert, 1993) and the danger that

normalisation is seen as the only basis for developing services (Barr, 1995),

'Normalisation' has remained the short-hand term representing a whole philosophy of

care for people with a learning disability.

This new philosophy was encapsulated by the White Paper ' Better Services for the

Mentally Handicapped' (1971) which set out government policy and service

recommendations for the care of people with a learning disability. One of these was that

children and adults with a learning disability should not be segregated unnecessarily

from other people of a similar age or from the general life of the local community. A

radical change had therefore occurred from viewing individuals with a learning disability
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as patients to people for whom community based living and services based on a

sociological/educational model were deemed most appropriate.

Similarly service aims shifted from the provision of sheltered communities to facilitating

autonomy, independence and integration into the general community. Tyne & O'Brien

(1981) developed the concept of the 'Five Accomplishments' which outlined the five

criteria by which community services could be judged in terms of the principles of

normalisation. These were: facilitating community presence; enabling client choice;

ensuring clients were treated with respect; promoting meaningful relationships and

competence.

The move from largely medically-orientated institutions to community settings has been

paralleled by an increasing focus on the social model of care for individuals with a

learning disability. As a consequence, the professional day to day support of people with

a learning disability changed from being the almost exclusive remit of health

professionals to that of social care staff. The development of community learning

disability teams was one of the major means of implementing community care policies,

with health professionals often being the motivators for change (Brown & Wistow,

1990).

The role of the community learning disability team has, however, changed markedly since

initial developments in the 1980s when it served both as a champion for and a response

to community care (Brown & Griffiths, 1990). With the implementation of the NHS

Community Care Act (1990) the previous role that community learning disability teams

played in strategic and individual service planning and development was largely

undertaken by local authority care managers and joint commissioning structures (Greig

& Peck, 1998). These legislative changes have created the need for close inter-agency

co-operation and has also highlighted the need for organisations to have a shared

knowledge base of the characteristics and needs of people with a learning disability
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(Caine et al., 1998), not least to ensure that services have the same criteria in deciding

whether someone is best served by learning disability or other services (Burton, 1997).

Both health professionals and social care staff share the common goal of caring for and

supporting people with a learning disability. As more individuals with a learning

disability are supported in community homes, a range of demands are placed on both

social care staff and health professionals and the knowledge base required to

successfully meet these demands becomes apparent. The quality ofmany community

based services relies heavily on the skills and efficiency of staff (Porterfield, 1987;

Rose, 1995; Hastings, 1995), however, a number of other factors can also impact on

service quality. Some of these are outlined below.

1.1.2 Factors impacting on service quality

Research suggests that there are a number of varied and complex factors which can

potentially impact on the quality of service provided to clients with a learning disability.

The current thesis will focus on only two of these factors: the role of staff knowledge

and the impact that a one day training course has on knowledge levels. Initially,

however, a wider examination will be made of some of the other factors which have been

identified as relevant in relation to staff practice.

1.1.3 Models of staff performance

It is argued by Cullen (2001) that any attempt to address poor service quality

necessitates taking the many elements of a service and the context within which it

operates into account. A number of models have been developed in an attempt to

encompass some of the many factors which may impact on staff performance. Reid et al.

(1989) developed a model which emphasises some basic processes. Firstly, the role and

tasks of staffmust be clear, secondly systems must be developed to monitor performance

and to determine if these tasks are being met. The system must have a means of

rewarding good performance and addressing poor performance. In the case of poor
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performance it is necessary to determine the cause of this. If it results from a lack of

staff knowledge or skills, training can be provided. If it results from other factors e.g.

organisational, social, resource, managerial or attitudinal, these must be addressed

accordingly. A variant of this basic model is also implicit in work by other authors

interested in the barriers to effective staff performance.

La Vigna et al. (1994) have developed the Periodic Service Review in order to improve

service quality and staff performance. This model is based on the application of applied

behavioural analysis to organisational settings and involves the following components:

• Developing performance standards i.e. operationally defined desired outcomes and

processes, all ofwhich contribute to the quality of the service.

• Performance monitoring i.e. the methods by which the service can establish if it is

achieving its goals.

• Supervisory and management feedback i.e. this is based on the outcome of the

performance monitoring and is used to maintain and improve service quality.

• Staff training i.e. this is provided to ensure the staff have the core skills and

knowledge to achieve the service goals competently.

La Vigna et al. (1994) suggest that a lack of staff training has often been focused on as

the main reason for poor staff performance. They argue that training is necessary but not

sufficient to increase service quality and that it can not be used in isolation from the

context of the organisation and the conditions that staff work in. Hastings & Remington

(1994) also acknowledge that there are a number of different factors which influence

staff practice, in this case in relation to challenging behaviour:

• Staff beliefs about the behaviour itself, why it occurs (attributions) and the way to

intervene.

• Formal aspects of the service e.g. policies and procedures, reward schemes.
• Informal aspects of the service e.g. peer pressure, advice from colleagues, social

acceptance.
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• Contingencies associated with the behaviour itself e.g. anger, distress may result in

avoidance behaviours.

All of the models outlined above acknowledge that staff knowledge and skills are only

two in a range of factors that impinge on staff performance. Emerson et al. (2000)

review a number of additional factors which have been identified as important. These

include: a failure in the organisation resulting in inadequate management structures and

procedures, limited leadership and a lack of commitment, a lack of adequate resources,

conflict between personal and service ideologies and poor organisation within the client

home. Another major factor which has been increasingly identified as potentially

important in influencing practice and which will be addressed in more detail below is staff

attributions

1.1.4 Staff attributions

Attribution theory examines individual explanations for behaviour and one hypothesis is

that our attributions impact on our responses to that behaviour. Early research has

suggested that attributions have some predictive validity in terms ofbehaviour (Ajzen &

Fischbein, 1977). Similarly, attribution theory has been applied to staff behaviour, with

an underlying assumption that attributions that staff make about the causes of behaviour

influence how they respond to it. The model also suggests a role for staff emotional

responses, predicting that behaviour which is seen as deliberate is likely to result in a

negative emotional response in staff and a reduced likelihood of offering support

(Stanley & Standen, 2000).

Recent research in learning disability services which examines staff attributions, attempts

to identify the relationship between these and staff behaviour. In a series of studies in

relation to challenging behaviour, blastings and colleagues found that staff respond to

such behaviour with a range of strong, negative emotions e.g. anger, disgust (Hastings &

Remington, 1994). The research also focused on attributions about challenging
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behaviour in experienced and inexperienced health and social care staff. This indicated

that nearly three quarters of participants viewed clients' challenging behaviour as

intentional and that attributions differed significantly between experienced and

inexperienced staff (Hastings et al., 1997; Hastings, 1995). The authors link this with

staffpractice by suggesting that staffmay respond differently to the same episode of

challenging behaviour depending on their attribution about its cause, and argue that

inappropriate beliefs about the causes of behaviour are likely to result in inappropriate

interventions being used (Hastings & Remington, 1994).

Work by Stanley & Standon (2000), which attempted to apply this model to care staff

supporting clients with challenging behaviour, found that the more the challenging

behaviour appeared outward directed and under the control of the client the more the

staff attributed intentionally and control to the client and the greater their negative

emotional response and reduced motivation to help.

Researchers have also begun to examine the role of staff beliefs about their self-efficacy

in relation to managing challenging behaviour. They argue that the strong emotional (and

often negative) reactions to challenging behaviour, such as disgust and anger (Hastings,

1993) leads to avoidance behaviour in staff which can maintain it, despite staff

knowledge about managing challenging behaviour. This would have practical

implications in terms of staff training, suggesting that gains in staff knowledge may be

insufficient to change practice if their attributions and emotional responses lead them to

use avoidance strategies in response to challenging behaviour.

Attributional theory has, therefore, been used to help to explain why interventions for

challenging behaviour may not always be successful. As a result it has been argued that

attributional retraining offers one means of altering staff practice (Stanley & Standen,

2000). The assumption is that increasing staff awareness of the impact that their

attributions about client behaviour have on their responses to such behaviour will allow
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them to modify their practice. To date, however, there has only been a limited amount

ofwork in this area. Berryman et al. (1994) examined staff attributions after two

different types of training. The group attending a traditional behavioural management

course was significantly more likely to identify reinforcement intrinsic to the behaviour as

its cause. The group receiving training on non-aversive approaches was significantly

more likely to identify the cause of behaviours in terms of reinforcement and

escape/avoidance. However, this study had a number of limitations. The authors did not

directly measure staff practice and relate this to either the form of training received or the

attributions about the behaviour. In addition, the type of training provided to both

groups was very similar in its basic content and it is unclear which components related to

attributional change.

Another limitation is that, while all of the participants had already received training in

traditional behavioural management techniques, an additional two days of training was

provided each year. The authors do not record if the groups receiving the two different

types of training also differed in the the number of years they had worked with the

organisation, and therefore the amount of previous training they had received. This

factor alone may have influenced staff attributions. The group attending the 'traditional'

workshop were more likely to rate the material as familiar and the workshop itself as less

informative than the 'non-aversive' group. Work by Harper (1994), suggests that the

perceived quality, relevance and applicability of training can effect its impact on the target

group. It may be that the limited relevance of the 'traditional' training impacted on the

outcome for the group trained in those methods. Finally, the study employed multiple

comparisons and analyses of the data. The main difficulty with utilising multiple

comparisons is that the possibility ofmaking a Type I error increases i.e. rejecting the

null hypothesis when it is in fact true. It may be that the results obtained in the study

were influenced by this factor.
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While staff attributions are potentially important factors, Cullen (2001) argues that, as

yet, it remains an assumption that staff responses to behaviour are closely related to the

attributions that they make about it. He cites the work of Stancliffe et al., (1999) who

looked at predictors for staff interventions for challenging behaviour. The study found

that behaviour that was externalised and had observable consequences for others e.g.

aggression, destructive behaviour, was much more likely to be associated with a full

range of interventions than internalised behaviour. Cullen (2001) argues that this

suggests that it is the consequences of the behaviour for staff that influences their

responses rather than necessarily their attributions per se.

1.1.5 The role of staff knowledge

The research outlined above indicates the potential role that staff attributions may play in

shaping practice and service quality and identifies the ways in which training may need to

take this into account. Another major factor which is assumed to be central to staff

performance, and which the thesis will now focus on, is staff knowledge.

Following the implementation of community care policies, the two main professional

groups involved in the care of people with a learning disability were health staff i.e.

community learning disability services and general practitioners, and social care staff.

The change in service provision has impacted on the knowledge base required by staff.

Increasingly as individuals with more challenging behaviours and/or complex health

needs are discharged from hospital, the demands on both health and care staff increase.

Hill & Bruininks (1984) noted that over halfof the clients supported by care staff in this

study displayed challenging behaviour.

A number of studies have found high levels of staffburn-out and job turnover in

community care staffworking with individuals with learning disabilities (Sharrad 1992;

Allan et al., 1990; Bromley & Emerson, 1995). One of the main factors repeatedly cited

by staff is a lack of knowledge regarding the client group. Bromley & Emerson (1995)
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found that a significant number of care staff responded to episodes of challenging

behaviour by displaying reactions such as sadness, fear and disgust. One significant

sources of stress cited by staff in the study was difficulty in understanding the clients'

behaviour.

In addition to having an adverse impact on staffmorale, lack of knowledge about and

experience ofworking with people with learning disabilities has also been found to

impact on client behaviours (Bromley & Emerson, 1995). Hastings & Remington (1994)

found that care staff often responded intermittently and in a reinforcing manner to clients'

challenging behaviour. Similarly, Hastings (1996) found that immediate interventions

employed by nursing staffwere counter-habilitative but that staff did not feel that an

understanding of the function of clients' challenging behaviour was a priority.

While a number of studies have focused on the impact of staff knowledge and experience

on challenging behaviour, other researchers have highlighted the adverse impact that lack

of staff knowledge can have on other areas relevant to individuals with a learning

disability. These include sexuality (McCabe, 1993) sexual abuse (Stromsness, 1993),

knowledge relating to mental health (Keshavan et al., 1991) and specific behavioural

approaches (Morch & Eikeseth, 1992). In addition, a number of studies have examined

the impact of knowledge about, and experience of, people with learning disabilities on

attitudes towards them (Madhavam et al., 1990; Rees et al., 1991; Kobe & Mulick,

1995). In general, studies suggests that both close contact with individuals with a

learning disability (Hames, 1996; Slevin, 1995) and the provision of specific training

regarding learning disabilities (Henry et al., 1996) can result in more positive attitudes.

Knowledge about key aspects relevant to the care of individuals with a learning disability

has been found to be limited in the general public, and in the two main groups involved

in their care; health and social care staff. In addition to those areas noted above, a lack of

knowledge has been shown to impact on staff anxiety, job turn-over and burn-out rates
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(Sharrad, 1992; Allan & Pahl, 1990; Bromley & Emerson, 1995); the inappropriate

management of challenging behaviour (Hastings et al, 1995); failure to adequately fulfil

duty of care to clients (Lyall et al., 1995) and failure to deliver appropriate primary

health care services (Howells, 1986; Kerr et al., 1996).

The knowledge and skill base of staff has been identified as central to good quality

services for clients with a learning disability (Porterfield, 1987; Rose, 1995; Hastings,

1995). While staff are required to have a wide range of skills and broad knowledge base

to adequately meet the different needs of clients, the thesis will focus on four main areas.

Studies 1 -4 below will examine knowledge levels of staff in four areas which are

increasingly being seen as key in the provision of services to individuals with a learning

disability: the definition of a learning disability; health needs of clients with a learning

disability; definition and management of challenging behaviour and the application of the

concepts of duty of care and facilitating client choice. The rationale for choosing each

area will be outlined separately for each study. Study 5 will examine the role of training

in changing the knowledge base of staff. The published studies resulting from the thesis

are given in Appendix 5.
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Chapter 2: Study 1
2.1 Introduction: Staff knowledge of the defining features of
a learning disability
As was noted above, two main professional groups are currently employed to provide

services to individuals with a learning disability: health and social care staff. However,

these staffgroups may differ in the type and amount of training that they have received.

Health professionals working in the field of learning disabilities will have received a

formal training in the application of their particular professional skills to this client group.

By contrast, social care staffmay not be required to undergo formal specialised training.

While many may receive in-service training, some staffmay be employed who have no

previous experience or knowledge about working with people with a learning disability

(Knapp et al., 1989; McVilly, 1997). This may result in differences in the knowledge

base of staff and even in their understanding ofwhat a learning disability is.

2.1.1 Defining a learning disability

"Persons professing skills in working with the handicapped should be aware of the

characteristics and susceptibilities of the categories of handicap with which they work"

(Ward, 1984, page 57).

Staff who are employed to support individuals with a learning disability have a legal and

professional responsibility to be aware of the characteristics and needs of the client group

(Ward, 1984). A number of changes in terminology may potentially make this more

difficult. The terms 'idiot', 'imbecile' and 'subnormal' were all applied to the group of

individuals who are now referred to as having a learning disability. What were once

scientific terms (Hastings et al., 1993) are now perceived as derogatory and stigmatising

labels. A number of additional changes in terminology have occurred more recently in an

attempt to promote a less devaluing way of describing the needs of this group of people.

In Great Britain the term 'mental handicap' was replaced in the late 1980s with the term

'learning disability', while in some countries the term 'mental retardation' continues to be
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used. Other terms that are used to describe the same client group are 'intellectual

disability' and 'learning difficulty'. While changes in terminology may have value

because they are more acceptable to individuals with a learning disability and their

families (Nursey et.al., 1990) or may differ in the impact they have on others'

expectations or self-concept (Hastings et al., 1993), the evidence suggests that all of the

labels are associated with very similar negative connotations (Hastings et al., 1993).

In addition to changes in the terminology there is also confusion regarding the condition

itself, not least because the one term is used to describe a group of individuals whose

disabilities may vary widely, as will their associated support needs (Gates, 1997).

Similarly, the definition which any given service uses may vary from an administrative

definition, which determines eligibility for services on the basis of previous input from

learning disability services, (Burton, 1997) a legislative definition or prospective

definition which attempts to predict the need for future learning disability services in a

given individual (NWRHA, 1990). There are a number of terms employed for legal

purposes in respect of people with a learning disability. These may include 'mental

incapacity' or 'mental impairment' which are applied within the Mental Health Act

(1983).

Psychologists have also approached the issue of learning disabilities from the context of

a social model, with an emphasis on the interaction of the individual with the social

world (Clegg, 1993) and from the viewpoint of neuropsychology, with an emphasis on

the cognitive deficits and neuroanatomical abnormalities which may be common to

individuals with a learning disability (Pulsifer, 1996). The reaction against

medically-orientated institutional care has also been paralleled by an increasing focus on

the handicapping effect model (World Health Organisation, 1980), whereby the organic

deficits of an individual with a learning disability (the impairment) results in functional

deficits, either behavioural or cognitive (the disability). A person who is identified as
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disabled is further disadvantaged by negative social attitudes towards the disability (the

handicap).

The defining criteria for learning disability have, therefore, changed to some extent over

the past four decades, but throughout this time have always included impairments in both

cognitive and adaptive functioning (Pulsifer, 1996). Learning disability is currently

defined by three main criteria:
• Significantly sub-average intellectual functioning, with an IQ of approximately 70 or

less.

• Concurrent deficits or impairments in present adaptive functioning in at least 2 of the

following: communication, self-care, home living, social/interpersonal skills, use of

community resources, self-direction, functional academic skills, work, leisure, health

and safety.

• Onset before adulthood

(DSM IV, American Psychiatric Association, 1995; AAMR, 1992: BPS, 1991)

This definition carries with it four assumptions as follows:

1. That the assessment ofboth intellectual and social functioning is valid i.e. it accounts

for factors such as cultural and linguistic diversity.

2. That deficits in adaptive skills functioning are assessed as occurring within the

context of community environments which are typical of those experienced by the

individuals' peers.

3. That the individual may have personal strengths and capabilities which co-exist with

the limitations associated with the learning disability.

4. That the individual requires the appropriate life supports over a sustained period to

ensure that their level of functioning is maintained (AAMR, 1992).

The recent Scottish Executive document 'The Same as You: A review of services for

people with learning disabilities' (2000) also incorporates these three criteria in its
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definition of a learning disability, albeit loosely. Using the above criteria, it is estimated

that there are approximately 20 people per 1000 in Britain who have a learning disability,

while 3-4 per 1000 have severe or profound learning disabilities (Sperlinger, 1997).

2.1.2 Knowledge of learning disability

While, as noted above, knowledge about a number of specific aspects relating to lives of

people with learning disabilities have been examined, there are few studies focusing on

knowledge ofwhat a learning disability is. A lack of knowledge has been found to relate

to people holding misconceptions about people with learning disabilities. Student

general nurses were found to express confusion between people with a learning disability

and people with mental illness (Barr, 1990) and also saw people with learning disabilities

as entirely different from themselves and as exhibiting bizarre behaviour (Slevin & Sines,

1996). Research also suggests that misconceptions relating to people with a learning

disability are common among the general population (Antonak et al., 1989).

One study by Aminidav & Weller (1995) explicitly addressed the understanding ofwhat a

learning disability was in members of the general public. They posed the question "What

is Mental Retardation?". They found that individuals who were ofWestern origin had

more accurate and greater breadth of knowledge about people with learning disabilities

than individuals of Iraqi or Yemenite origin. In addition, middle class respondents had

greater knowledge than did lower class respondents.

Despite the extensive findings that levels of staff knowledge and experience effect

morale, attitudes and job turnover, as well as impacting on staff behaviour, and that direct

care staffmay lack the knowledge and understanding to successfully deal with more

complex needs (Hastings, 1986), an examination of the level of knowledge ofwhat

defines a learning disability amongst staffworking directly with this group does not

appear to have been made. It would be assumed that an understanding of what a learning

disability is, and the impact of having a learning disability on the individual would be a
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pre-requisite to enable staff to deal effectively and appropriately with the needs of the

individuals that they support. Some of the main issues that staff need to be aware of

include: the balance that staffmust strike between facilitating client choice and executing

their duty of care; implementing effective and non-aversive approaches to challenging

behaviour and an awareness of the increased and often unmet health needs of individuals

with a learning disability. These areas are addressed in studies 2-4 below.

2.1.3 Aims of Study 1

Study 1 aimed to examine the level of knowledge of the accepted criteria for learning

disability in four groups: heath care staff, residential staff, day care staff, and General

Practitioners, using DSM IV Criteria as a comparator. It was hypothesised that the health

care staff would have significantly greater levels of knowledge of the criteria for learning

disability than the remaining three groups.

2.2 Method: Study 1
2.2.1 Assessing staff knowledge of a learning disability.

Participants

Study 1 examined the level of knowledge of the accepted criteria for learning disability in

four groups using DSM IV Criteria as a comparator. These groups were health staff (n
= 47), residential staff (n = 50), day care staff (n = 39) and General Practitioners (n =

27). This gave a total sample size of 163.

Health staff included staff from the following services: two community learning disability

teams (with a composition of nursing, clinical psychology, psychiatry, speech and

language therapy, physiotherapy, occupational therapy and dietetics); specialist

challenging behaviour in-patient unit; health service nursing home provision. Residential

staffwere from social work funded non-statutory housing agencies who provided

day-to-day support for people with a learning disability in small group homes and

supported tenancies. Day-care staff were from social work funded Adult Resource
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Centres and they provided daily occupational and leisure activities for individuals with a

learning disability. All participants cared for or supported individuals with learning

disability as their main or only job, with the exception of the General Practitioners who

would have contact with learning disabled individuals only as a part of their routine

practice.

Measure

Participants were asked to provide the following information:

• How long have your worked with people with a learning disability?

• Job Title:

• What is your understanding of the term "Learning Disability"?

General Practitioners were also asked a series of additional questions outlined in study 2

below.

Procedure

All staffwho participated in the study were assured that participation was voluntary, that

all responses were anonymous and confidential and that they formed part of a research

project. A random sample of staff (with the exception ofGPs, who were all invited to

participate) from the four professional groups from the Lothian & Borders areas of

Scotland were approached and the nature of the study explained. The samples were

randomised by asking every alternate staffmember that the author came in contact with

to participate in the study. General Practitioners were contacted by means of existing

practice lists of names and addresses. A questionnaire was sent out to sixty-two GPs

with a covering letter explaining the purpose of the study and a stamped addressed

envelope in which the questionnaire could be returned. The GPs were asked to return the

questionnaire within one month. All staff who were approached agreed to participate,

with the exception of the GP sample, of whom 27 out of 62 returned the questionnaire

within the one month deadline, giving a response rate of 44%.
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Responses to the questionnaire were either recorded verbatim by the researchers or the

participants wrote their responses in the presence of the researchers, with the exception

of the GPs who returned the questionnaires by post. Participants were given the option

ofwhich response method they preferred for two reasons: to avoid embarrassment for

those individuals who had difficulty with reading or writing, and to allow for the fact that

the articulation of people can be effected by whether they give written or spoken

responses (McColl et al., 1993).

The responses were analysed using the DSM IV (American Psychiatric Association,

1995) criteria for a learning disability, i.e.

• Significantly sub-average intellectual functioning, with an I.Q. of approximately 70

or below on an individually administered I.Q. test;

• Concurrent deficits or impairments in present adaptive functioning in at least two of

the following areas: communication, self-care, home living, social/inter-personal

skills, use of community resources, self-direction, functional academic skills, work,

leisure, health & safety;

• Onset before 18 years.

Responses were scored in terms of the above three criteria needed to reach a diagnosis of

a learning disability. In addition, every second response was chosen randomly from each

staff group until n = 72, 44% of the total sample, and was scored by two independent

raters to examine inter-rater reliability. The coding system was as follows:- answers were

given three points if they contained all three criteria, two points if only two criteria were

mentioned, and so on giving a maximum score of 3 and a minimum of zero. The criteria

were such that a point was allocated if the respondent explicitly or implicitly referred to

the criteria. Table 1 below gives example of accepted responses for each criteria.
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Table 1: Examples of accepted responses for each criteria of a learning disability

Criteria Example
Intellectual impairment Slower to learn.

People with low IQ.
Disability of the learning process

Impairment of adaptive behaviour skills Unable to grasp everyday self-care tasks
Needs support to live independently.
Impairment in adaptive skills.

Childhood onset Injury to the brain during the developing
years.
Onset before adulthood.

Slow at school.

The results were also examined in relation to employment group and number of years of

experience ofworking with people with a learning disability.

Statistical analysis

It has been argued that, because of the robustness of parametric statistics in cases where

data is normally distributed (Cramer, 1998), and even when their assumptions are

violated (Howell, 1997), ordinal scales may acceptably be treated as providing interval

data. As a result, the following study employs some parametric statistics. In all cases

where parametric statistics were used the Kolmogorov-Smirnov Z test was used to

ensure that the data distribution did not differ significantly from the normal distribution

curve.

2.3 Results: Study 1
2.3.1 Study 1: Knowledge of a learning disability

Inter-Rater Reliability:

Forty four % of responses (n = 72) were analysed by two raters to determine inter-rater

reliability. There was significant agreement between raters for l.Q. criteria (K = 0.94, p <

0.01), adaptive skills criteria (K = 0.91, p < 0.01) and childhood onset criteria (K = 0.78,

p<0.01).
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Differences Between Geographical Areas

No significant differences on knowledge scores relating to I.Q., adaptive skills, childhood

onset, or overall scores were found in relation to geographical area.

Knowledge of Criteria by Professional Group

Intellectual Impairment

Figure 1 below illustrates the percentage of subjects in each group who correctly

identified intellectual impairment as one of the criteria for a learning disability. As can be

seen General Practitioners did best overall with 85.2% correctly identifying this criteria.

There were no significant differences between the groups on this criteria.

Figure 1: Percentage of participants in each professional group aware of

intellectual impairment as a criteria of learning disability

Residential DayCare Health G.P.

Professional group

Adaptive Behaviour Skills

Figure 2 below illustrates the percentage of participants in each group who correctly

identified impaired adaptive behaviour skills as a criteria for a learning disability. A
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significant association between the responses to the adaptive skills criteria and

professional group was found (X2 = 26.48, df = 3; p< 0.01). A series of Chi-square

tests illustrated that the health care staffwere significantly more likely to identify the

adaptive skills criteria than the day care staff (X2= 6.26, df= 1, p< 0.05), the residential

staff (X2 = 15.64, df= 1, p < 0.001) and the GPs (X2 = 21.05, df = 1, p< 0.001). In

addition, the day care staff were significantly more likely to identify this criteria than the

GPs (X2 = 6.03, df= 1, p< 0.05).

Figure 2 : Percentage of participants in each professional group aware of adaptive

skills deficit as a criteria of learning disability

Residential Day Care Health G.P.

Professional Group

Childhood Onset:

Figure 3 below illustrates the percentage of participants in each group correctly

identifying childhood onset as a criterion for a learning disability. Again a significant

association was found between responses and professional group (X2 = 31.1, df=3; p

<0.01). A series ofChi-square tests illustrated that the health staffwere significantly

more likely to identify the childhood onset criteria than the GPs (X2 = 12.86, df = 1, p<
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0.001), the residential staff (X2 = 18.87, df= 1, p< 0.001) and the day care staff (X2 =

15.2, df= 1, p< 0.001).

Figure 3: Percentage of participants in each professional group aware of childhood
onset as a criteria of learning disability

Residential Day Care Health G.P.
Professional Group

Knowledge of Criteria - All Participants;

Figure 4 illustrates the percentage of all participants in each group correctly identifying

the three criteria for a learning disability. A Cochranes Q test demonstrated that the

frequency of correct responses differed significantly across the three criteria (Q = 76.76,

df= 2, p< 0.01). Participants were significantly more likely to identify intellectual

impairment than either the adaptive skills criteria (X2 = 23.5, df = 1, p< 0.01) or

childhood onset criteria (X2 = 64.45, df= 1, p< 0.01). Similarly, participants were more

likely to identify the adaptive behaviour skills deficit as a criteria than childhood onset (X2
= 15.02, df= 1, p< 0.01). Thus while 71.8% of participants could identify intellectual

impairment as a criterion, only 42.3% could identify adaptive behaviour skills deficits

and only 23.9% childhood onset as such.
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Figure 4: Percentage of all participants aware of each of the criteria of a learning

disability.

Overall Scores by Professional Group

Figure 5 illustrates the percentage of participants in each professional group who were

aware of three, two, one or none of the criteria of a learning disability. A significant

difference between the groups in terms of knowledge scores was found (F = 16.11, df=

3; 159, p< 0.01) with the health group scoring significantly higher (m = 1.96, sd =

0.93) and the residential group scoring lowest (m = 0.94, sd = 0.68). With the exception

of the health group, knowledge of the three criteria of a learning disability was poor with

only 2 to 4% of the respondents in the remaining professional groups being aware of the

three criteria.
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Figure 5: Percentage of participants in each professional group aware of none, one,

two or three of the criteria of a learning disability

50

c

Residential Day Care Health G.P.

Professional group

Bill 2 □ 3

Experience ofWorking with Individuals with a Learning Disability and Knowledge:

The data from the General Practitioners Group was excluded from this analysis as GPs do

not work exclusively with individuals with a learning disability. A significant correlation

was found between experience ofworking with learning disabled individuals and

knowledge of criteria for a learning disability (r = 0.24, p< 0.01), with the greater the

individual's experience the higher the overall knowledge of the criteria of a learning

disability.

2.4 Discussion: Study 1
2.4.1 Study 1: Knowledge of a learning disability

Study 1 examined the knowledge of health care staff, General Practitioners, day care staff

and social care staff about the defining features of a learning disability. The most obvious

aspect of study 1 is that the overall level of knowledge is not high in any of the groups

studied. The health group had a significantly higher overall knowledge score than the
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other professional groups studied, indicating greater knowledge. This might be expected

as the work of health staff is largely of a more specialist nature, for example, working

with individuals with challenging behaviour or multiple disabilities. This work may

involve more emphasis on detailed assessment and treatment approaches designed to help

minimise the consequences of intellectual and adaptive behaviour skills deficits. It is

therefore likely that the criteria for a learning disability would be more salient for this

professional group. However even amongst this group only 36% were aware of all three

criteria and 4.3% were not aware of any. This was despite the scoring criteria erring on

the side of allowing any answer which explicitly or implicitly referred to the criteria. The

findings of the present study are in keeping with previous results which have found

knowledge of relevant aspects of learning disabilities to be low in staff concerned with

their care. (Allan et al., 1990; Sharrad, 1992).

While previous studies have examined knowledge which needs to be applied in the care

of learning disabled people, for example, behavioural principles (Hastings, 1996) and

knowledge of a carers' duty of care (Brown et al., 1994) the present study looked at

issues which are defining of, and fundamental to having a learning disability. It may be

that the application ofmore specific therapeutic approaches or care packages is difficult if

staff do not have a basic understanding ofwhat constitutes a learning disability.

Assessment of the criteria which determines the diagnosis of a learning disability has

traditionally been the remit of psychologists (Burton, 1997). It is therefore possible that

other professional groups involved in the care of learning disabled people do not have the

same overview ofwhat constitutes a learning disability. The psychology profession may

therefore have a responsibility for educating other staff groups about the fundamental

issues relating to this area of learning disabilities. In addition, the application of the

philosophy of normalisation (Wolfensberger, 1983), changes in terminology in an

attempt to reduce stigmatisation (Gates, 1997) and the proposal ofmodels which focus

on more social than individualistic models of learning disability (Clegg, 1993), may all

24



have contributed to professional groups being less aware of the defining features of a

learning disability.

Overall, respondents were significantly more likely to identify the criteria of intellectual

impairment and adaptive behaviour skill deficits, than childhood onset criteria. The

former aspects of a learning disability are ofmore practical relevance to staff than the

fact that the condition must occur prior to adulthood. In addition, many current

therapeutic approaches employed with learning disabled individuals are essentially

ahistorical, tending to be of the "here and now" variety involving behavioural techniques

(La Vigna & Donnellan, 1986) or reflecting the relationship between the client and

therapist (e.g. McGee et al., 1987). The salience of particular criteria of a learning

disability may, therefore, largely be effected by the philosophy of the service and the

nature of the interventions which staff use. Knowledge of the childhood onset criteria

may be ofmost benefit in terms of determining the most appropriate service for clients.

Thus, clients who had impaired intellectual and adaptive skills due to dementia or mental

illness would be identified by the childhood onset criteria as not having a learning

disability, and would be referred on to the appropriate service to meet their needs i.e.

elderly and psychiatric services respectively.

In terms of experience, it was found that the more months of experience ofworking with

clients with a learning disability that individuals had, the greater their knowledge of the

criteria of learning disability. Increased contact with learning disabled people has been

found in previous studies to relate to increased knowledge of specific interventions

(Bromley & Emerson, 1995), to more positive attitudes (Hames, 1996) and less

segregated practices (Slevin & Sines, 1996). The exact relationship between experience

and knowledge is unclear. Are those who have more experience more likely to develop

increased knowledge through their day-to-day contact or because they have had more

training and education? Further clarification of this relationship is necessary to ensure

that attempts to increase the knowledge of professional groups are targeted correctly.
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In terms ofmethodological limitations, it may be argued that the results of study 1 may

be specific to the geographical area or individuals studied. Study 1 did, however, cover

three large geographical areas with data from 6 day service providers, 7 residential

facilities, 14 general practices and 3 community learning disability teams. In addition, no

significant differences were found on any of the criteria scores for the three separate

geographical areas in question. Overall, the findings of study 1 generally concur with

those of previous researchers. In respect of specificity of responses, a number ofGPs

did not return their questionnaires. It is plausible that the reason may have been an

awareness of their lack of knowledge. It is unlikely that all of the respondents had

markedly less knowledge than those who did not participate although this possibility can

not be completely ruled out. The methodological limitations of using questionnaires are

given in more detail in chapter six.

In summary, study 1 examined the level of knowledge of the criteria for a learning

disability among four professional groups involved in the care of learning disabled people.

The health professionals were found to have a significantly greater knowledge of the

criteria, however overall knowledge of the criteria was low in all groups. A significant

relationship between length of experience ofworking with individuals with a learning

disability and knowledge was found. Those with more months of experience ofworking

in learning disability services were found to have greater knowledge of the criteria for a

learning disability.
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Chapter three: Study 2
3.1 Introduction: Study 2
3.1.1 Health care needs and staff knowledge

As was noted above, in the past 20 years services for individuals with a learning disability

have gradually altered. From being hospital based with a medical remit, services have

developed into a range of community based provisions to meet the needs of this client

group. A number of reports over the years have identified primary health care teams as

the professional group responsible for meeting the health needs of individuals with a

learning disability (Jay Report, 1979; Caring for People, 1989). This culminated in the

publication of the Health of the Nation Strategy for People with Learning Disabilities

(Department ofHealth, 1995), which emphasised the need for health promotion,

surveillance and care among this population.

However, this emphasis has not been accepted wholeheartedly by primary health care

professionals (Kerr et al., 1996; Lennox et al., 1997), or by carers of individuals with a

learning disability (Rodgers, 1993). A number of barriers to receiving good health care

have been identified for individuals with a learning disability. Lawrie (1995) highlights

difficulties for people with a learning disability in communicating their symptoms, or

accessing health education materials suitable for their needs (Kelly & Gottesman, 1997).

A recent study of the satisfaction of learning disabled people with the health care they had

received found high levels of dissatisfaction, with particular emphasis on professionals'

failure to provide adequate explanations (Mental Health Foundation, 1996). A further

barrier is that GPs are sometimes unclear about their exact remit when it comes to

providing services to people with a learning disability. Kerr et al. (1996) found that

while the GPs surveyed viewed themselves as responsible for the general medical care of

individuals with a learning disability, they were generally opposed to the idea of providing

regular structured health checks and health promotion.
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This confusion is of particular concern, as it is increasingly being recognised that there

continues to exist large areas ofunmet health care needs in people with a learning

disability (Howells, 1986; Wilson & Haire, 1990; Martin et al., 1997) and also that

people with a learning disability experience a greater number ofhealth problems than the

general population (Department ofHealth, 1995; Thornton, 1997; Martin, 1997).

A number of health initiatives have been proposed in an attempt to improve health care

for learning disabled individuals, with the emphasis being on closer liaison between

primary health care teams and specialist learning disability services (Martin, 1997),

improved professional training (Turner & Moss, 1996) and education (Thornton, 1997).

In addition, there has been an emphasis on the need to establish a register of the medical

needs of individuals with a learning disability (Royal College of General Practitioners,

1990). A significant barrier to the provision of the targeted health care and education

was found to be the inability ofGPs to identify the individuals on their caseloads with a

learning disability (Howells, 1986). Such initiatives, however, rely largely on primary

health care teams being aware of the specific health needs of individuals with a learning

disability and expressing interest in closer links with specialist services (Kerr et al., 1996;

Lennox et al., 1997).

In relation to GPs, Rodgers (1993) found that carers felt their GP did not understand the

complex issues associated with having a family member with a learning disability.

General practitioners themselves also appear uncertain both about the specific health

needs of this population and the range of services they should provide (Kerr et al., 1996).

In summary, research would suggest that some general practitioners, along with other

professionals involved in the care of individuals with a learning disability, lack some of

the knowledge required to provide a good quality service to this client group.
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3.1.2 Aims of study 2

Study 2 aims to do the following:

1. To examine GPs' understanding of the term learning disability as compared with

recognised diagnostic criteria (DSM IV, 1995).

2. To examine the extent to which GPs regard the diagnosis and provision of health care

services for people with a learning disability as being their own as opposed to the remit of

specialist services.

3. To establish the number ofGPs who are able to identify individuals with a learning

disability on their caseload.

4. To ascertain what GPs themselves consider to be the main health care needs of people

with a learning disability.

5. To examine the relationship between levels ofGPs' understanding of the term learning

disability as measured against diagnostic criteria (DSM IV, 1995) and their confidence in

providing for the health care needs of this group.

3.2 Method

3.2.1 Study 2: Assessing GP Knowledge of a learning disability and the

relationship with practice

Measure

A questionnaire was designed to survey general practitioners' opinions about issues

relating to the provision of learning disability services (see Appendix 1), the design of

which was based upon previous research findings which highlighted the following issues:

a. The limited awareness of some GPs of the health care needs of people with a learning

disability.

b. The difficulty GPs face in quickly and easily identifying the number of individuals with

a learning disability on their caseload.

c. The ongoing debate about the appropriateness of the health care needs of people with

a learning disability being met by primary health care as opposed to specialist teams.
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d. Misconceptions about the actual health care needs of people with a learning disability.

Piloting the questionnaire

The questionnaire was piloted on 85 GPs in the Borders region of Scotland. They were

sent the questionnaire by post and asked to complete it adding any additional comments

they wished. The questionnaire was identical to that used in study 2, with the exception

of the question 'What is your understanding of the term learning disability?'. Fifty five

questionnaires were returned from the pilot group (65% response rate). All of the GPs

had correctly completed the questionnaire, indicating that it had some face validity and

relevance for them. No comments were made in relation to the structure of the

questionnaire, but one GP commented that he would only have had difficulty identifying

and diagnosing people with a mild learning disability. Following the pilot, one question

was added to the questionnaire: 'What is your understanding of the term learning

disability?' to enable a comparison with other groups who supported people with a

learning disability as is outlined in Study 1.

Procedure

For study 2, sixty two questionnaires were sent out to all the GPs in a largely rural area

of Scotland, as outlined above for study 1. None were sent to the GPs who had already

participated in the pilot. Thirty-four questionnaires were returned, giving a response rate

of 55%. In addition to the 27 questionnaires included in study 1, an additional 6

questionnaires were returned after the one month deadline. These were not included in

study 1 as the analysis had already been completed, but were included in the study 2

analysis, giving a total of 34. GP responses in relation to the criteria defining a learning

disability were analysed using DSM IV criteria (American Psychiatric Association, 1995)

as outlined above. As with study 1, in all cases where parametric statistics were used it

was ensured that the data distribution did not differ significantly from the normal

distribution curve.
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3.3. Results of Study 2
3.3.1 Study 2: Knowledge of General Practitioners and the relationship with

practice

Knowledge of a learning disability

Table 2 below illustrates the number ofGPs correctly identifying each of the three criteria

for a learning disability.

Table 2: Number and percentage of GPs identifying each of the criteria

of a learning disability.
Impaired Adaptive
Intelligence Functioning Childhood Onset

Number ofGPs 30 7 3

Percentage ofGPs 88 .2 20.6 8.8

As can be seen, 88.2% ofGPs correctly identified intellectual impairment as a criteria of

learning disability, while only 20.6% mentioned impaired adaptive functioning and only

8.8% identified onset before adulthood. A chi-square goodness-of-fit test demonstrated

that a significant number ofGPs did not identify impaired adaptive functioning (X2 =

11.8, df= 1, p<0.01), or onset before adulthood (X2 = 23, df= 1, p < 0.01).

Table 3 illustrates the number ofGPs identifying none, one, two or three of the criteria

for a learning disability.

Table 3: Number and percentage of GPs identifying none, one, two or three of the

criteria for a learning disability.

None One Two Three
Number of GPs 3 23 7 1

Percentage of GPs 8.8 67.6 20.6 2.9
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As table 3 illustrates, only one GP identified all three criteria for a learning disability and

67.6% identified only one.

Identifying people with a learning disability on GPs caseloads

A significant number (n = 29, 85.3%) of GPs felt unable to identify clients with a

learning disability on their caseload (X2=16.94, df= 1, p < 0.01).

Diagnosing a learning disability

A significant number (n = 30, 88.2%) ofGPs felt unable to diagnose whether an

individual on their caseload had a learning disability (X2 =19.9, df = 1, p< 0.01), with this

percentage feeling this was a role for a specialist. It was, however, found that there was

no significant relationship between the extent to which a GP felt able to diagnose a

learning disability themselves and their actual knowledge of this criteria.

Meeting the health care needs of individuals with learning disabilities

Table 4 illustrates the extent to which general practitioners felt that the health care needs

of people with a learning disability should be met by a specialist team, as opposed to by

themselves.

Table 4: The extent to which GPs felt that health care needs of people with a

learning disability should be met by a specialist team, as opposed to
by themselves.

POSITION ON CONTINUUM

Needs met by GP Needs met by
Specialist Team

Number
1 2

0 0

3 4 5

1 0 6

6 7 8 9 10

3 5 7 10 2

Percentage 0 0 2.9 0 17.6 8.8 14.7 20.6 26.5 5.9
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The modal score was found to be 9, with the range tending to be from 6-10, indicating

that the GPs surveyed felt that meeting the health care needs of individuals with a

learning disability was more a specialist function.

Health Care Needs

The health care needs of individuals with a learning disability most commonly cited by

GPs are shown in Table 5 below.

Table 5: Number of GPs and percentage of responses identifying the most
commonly cited health care needs of people with a learning
disability

Percentage of
Factor Number of GPs responses
Need for specialist health services 17 24

Access/recognition of specific health needs 17 24

Social care issues 15 21

Don't know 4 6

No different to general population 4 6

Epilepsy 4 6

Safety issues 3 4

Physical/mobility issues 3 4

Infection 3 4

Sexual health 1 1

Total 71 100

(It should be noted that some GPs identified more than one health care need)

3.4 Discussion: Study 2
3.4.1 Study 2: GP Knowledge and implications for practice

Study 2 examined GP knowledge about people with a learning disability and their

associated health needs, and the relationship of this with GP opinion about the provision

of primary health care to individuals with a learning disability. In relation to knowledge,

a significant number ofGP's in the current study were aware that intellectual impairment

is a criterion of learning disability with over 88% identifying this factor. They did
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significantly worse in relation to the remaining criteria with only 20.6% identifying

deficits in adaptive behaviour skills and 8.8% naming childhood onset. In addition, only

one GP identified all three criteria for a learning disability and three respondents did not

identify any.

As noted above, assessment of the criteria which determines the diagnosis of learning

disability, in particular intellectual functioning, has traditionally been the remit of

psychologists (Burton, 1997). It may be that while GP's have made referrals to

psychologists for this part of the assessment, they are less aware of the other aspects of a

learning disability. Psychologists may, therefore, have a role in educating GP's about the

overall criteria for a learning disability.

Somewhat surprisingly, there was no significant relationship found between GP's actual

knowledge of the diagnostic criteria for a learning disability and their confidence in

diagnosing it themselves. This may reflect a correct assumption that a diagnosis of a

learning disability is generally considered to be a specialist assessment (Burton, 1997).

However, given that the GP may be the professional whom the individual with a learning

disability has initial and most frequent contact with (Lennox et al., 1997), a working

knowledge of the criteria for diagnosing a learning disability would be required to ensure

that the individual had access to any specialist services, support or assessment

subsequently required. In tandem with lack of confidence in diagnosing a learning

disability, a significant proportion (85%) ofGP's felt unable to identify the individuals on

their caseload with a learning disability. This means targeted health promotion,

education or screening for this population would be difficult, if not impossible to provide.

This finding is common (Kerr et ah, 1996; Lennox et ah, 1997), despite a number of

researchers recommending adoption of a register of the medical needs of people with a

learning disability (Howells, 1986; Royal College of General Practitioners, 1990).
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All of the above findings suggest significant barriers to individuals with a learning

disability receiving appropriate health care. The responses of the GP's in this study

generally indicated that the health care needs of this population should be met more by a

specialist team, as opposed to themselves. This is in contrast to a number of reports

which identify primary health care teams as the responsible professional group for

meeting these needs (Jay Report, 1979; Cumberledge Report, 1986; Caring for People,

1989). The role of specialist teams in the provision of health care has, however, been

seen as central in many previous studies which have assessed GP opinion (Kerr et al.,

1996; Martin, 1997). There would therefore appear to be some conflict between health

care policy and recommendations and general practitioners' confidence in adopting such

roles.

A number of previous studies of both general nursing staff and GP's (Martin, 1997) have

indicated that confusion about the abilities, needs and nature of individuals with a learning

disability was linked with support of segregative health care practices (Slevin & Sines,

1996; Murray & Chalmers, 1991). A similar process may be occurring with GP's, with

limited training in respect of health care needs of people with learning disabilities, leading

to the view that such needs can only be met by specialist services. It may also be argued

that an unfair expectation has been made of general practitioners to carry the medical

responsibility for this client group. Given the complex and multiple health needs of some

individuals with a learning disability (Langan, 1994; Rodgers, 1993), and the

under-resourcing in some areas of specialist community services, GP's may be unable to

meet these expectations. This is perhaps also reflected in general practitioners' identified

health care needs for this population. Most commonly cited health care needs related to

the recognition of the need for specialist services (24%) in relation to difficulties such as

challenging behaviour, mental health problems, or the need for occupational therapy.

Similarly, a further common response indicated a recognition of the specific health care

needs of the population and that managing and monitoring health, as well as access to

health services, may be different to that of the general population.

35



The third most commonly cited factor was social care issues e.g. need for appropriate

housing, day care, indicating the overlap between community care and health care

policies. This highlights the need for adequate multi-disciplinary care packages to be

developed for individuals with a learning disability living in the community. In addition,

the specialist learning disability teams and social services have a responsibility to inform

general practitioners about the support and services they offer.

Twelve per cent of general practitioners were either unaware of any particular health

needs of individuals with a learning disability, or felt that these needs were no different to

those of the general population. This is somewhat concerning given the increasing

acknowledgement that people with all levels of learning disabilities have specific and

additional health needs as compared with the general population (Langan, 1994;

Rodgers, 1993).

The present study does however have a number of limitations. The response rate of

55% is higher than that typically found in postal surveys (Babbie, 1979). However this

also indicates that a high percentage ofGP's did not actually respond. It is possible that

this group may have had opinions which differed from those of the respondents.

However, a number of the findings are consistent with previous studies (Kerr et al., 1996;

Thornton, 1996), indicating that the views and knowledge of the respondents in the

present study are representative of this group. As with study 1, the methodological

limitations of utilising questionnaires are given in chapter 6 of the thesis.

In summary, study 2 highlights the uncertainty felt by a group of general practitioners

about diagnosing, identifying and providing for the health care needs of individuals with a

learning disability. The most frequently cited health care needs were: access to

specialist services, the recognition of specific health care needs of the learning disability
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population, and issues of social care. Results suggest the need for specialist learning

disability services to have closer links to, and a more educational role with GP's.
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Chapter four : Study 3
4.1. Introduction: Study 3
4.1.1 Staff knowledge and the management of challenging behaviour

The phrase "Challenging Behaviour" has become part of the everyday language in the

field of learning disability (Thurman, 1997). The term originally arose to emphasise that

the challenge was for services to meet the needs of individuals with a learning disability,

rather than the difficulties purely residing in the individual him/herself. This was

articulated by Emerson et al. (1988) who defined severely challenging behaviour as "

behaviour of such an intensity, frequency or duration, that the physical safety of the

person or others is placed in serious jeopardy, or behaviour which is likely to seriously

limit or deny access to, and use of ordinary community facilities." (Emerson, 1988, p

16).

However, Wing (1996) notes that the term "challenging behaviour" can often be

misinterpreted or misapplied, being seen as referring to behaviour that is deliberately

awkward and defiant. Cheseldine and Stansfield (1993) note that the term is used

interchangeably with "problem behaviour" resulting in labels which individuals find

difficult to shake off. This may also result in challenging behaviour being identified

according to its behavioural topography (Hastings et al., 1997). This topography may

include self injury, aggression and stereotypy. These difficulties may reflect a lack of

clarity on the subject with an on-going debate about the terminology taking place

(Thurman, 1997). Despite these concerns the term 'challenging behaviour' does

implicitly acknowledge that the behaviour has a function for the individual in expressing

an unmet need.

Research has indicated that between 10-15% of individuals with a learning disability

display challenging behaviour (Kiernan & Qureshi, 1993), with a recent study by

Emerson et al. (2000) finding that over 50% of the clients involved in the study had
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displayed a 'moderately serious' or 'severe' behaviour in the previous month. One of the

most common forms of challenging behaviour is aggression (Harris, 1993).

The expression of challenging behaviour is related to a number of negative factors for

both the clients and those who support them. Apart from those outcomes which are

defining of challenging behaviour e.g. harm to self and others, limited access to

community facilities, there are a number of additional negative outcomes. A recent study

by Emerson et al. (2000) quote the following 'These include: physical injury to the

person, other people with intellectual disabilities and care staff; social exclusion, isolation

and neglect; abuse from caregivers; exposure to restrictive treatment and management

practices; increased stress and strain among caregivers and increased cost of service

provision.' (Emerson et al., 2000, pi97).

In addition, Emerson et al. (2000) found that, despite evidence of the effectiveness of

behavioural interventions in the treatment of challenging behaviour (Lindsay, 2001), the

most commonly used interventions were physical restraint, sedation, seclusion and

mechanical restraint. The authors identify a number of factors which they feel has

resulted in the failure to respond to challenging behaviour appropriately. These include:

organisational inefficiency, conflict between the philosophy of the service and beliefs

about behavioural interventions, lack of knowledge of staff, including specialist health

staff and insufficient resources.

The need to recognise the role that services may have in both ameliorating and

maintaining challenging behaviour has, therefore, become more important with the

changes in service provision for individuals with learning disabilities (McGill & Mansell,

1995). As noted above, over the past decade this has involved a transfer from institution

based settings to settings based within the community (Hastings & Remington, 1994).

In tandem with this change in service provision has come an increasing recognition both

of the complexity ofmaintaining factors in challenging behaviour and the factors
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important in developing effective intervention strategies. In particular, increasing

emphasis has been placed on the role of those who support people with learning

disabilities.

4.1.2 The impact of others on challenging behaviour

The attitudes, knowledge and behaviour of social care and health professionals can

directly impinge on the expression of challenging behaviour in a number ofways. These

range from the impact on the self-concept of the individual being supported (Paris, 1993),

the way services are organised and delivered (Slevin & Sines, 1996) and the quality of the

service being delivered. As a result researchers have begun to examine the role carers in

understanding challenging behaviour and it's management.

In general, as noted above, a number of studies have found that increased experience of

working with individuals with a learning disability leads to more positive attitudes

(Slevin, 1995; Antonak et al., 1995). In relation to challenging behaviour, it has been

found that experienced staff differ from inexperienced staff in relation to their attributions

about the causes of challenging behaviour (Hastings et al., 1995) with experienced staff

being more likely to identify environmental, emotional and biological factors as causes.

Such differences in attributions may lead to different staff responses to the same incident

of challenging behaviour.

Social Interaction and Client Contact

Allen (1994) argues that the availability and range of opportunities for individuals to

engage in constructive activity and interaction impacts significantly on the image and

competence of those labelled as having challenging behaviour. The move to community

care has been found by some researchers to have resulted in an increase in the amount of

contact and interaction between carers and clients and has highlighted differences

between clients living in the community and in residential settings (Felce & Repp, 1992;

Hemming et al., 1981; Mansell & Beasley, 1990), although increased contact is not
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found across all community-based services (Abraham et al., 1991). The changes in social

contact have been noted by Hastings & Remington (1994) to relate to challenging

behaviour in two possible ways: increased attention may reinforce challenging behaviour,

while decreased contact may lead to clients engaging in self stimulatory activities

(stereotypy or self injury). In addition, increased contact can be counter-habilitative if the

quality of staff interactions are poor (Hastings & Remington, 1994) or do not contribute

to the individual learning more adaptive ways of expressing their needs (Hile & Walbran,

1991). The relationship between social contact and challenging behaviour is therefore

complex.

4.1.3 Staff responses to the management of challenging behaviour

The capability of services to respond to challenging behaviour relies on staff ability to

react safely and appropriately to the occurrences of episodes of challenging behaviour,

devise interventions based upon clearly articulated beliefs about the function of the

behaviour for the individual and implement long-term alternative strategies to meet the

individuals needs (Department ofHealth, 1993). Research has therefore focused on these

three main areas: Reactive Responses; Psychological Principles; Positive Programming.

1. Reactive Responses

The manner in which care staff initially react to challenging behaviour may influence the

behaviour itself and vice versa (Hastings & Remington, 1994). Self injurious behaviour

and aggression have been shown to elicit strong negative emotions in staff (Hastings &

Remington, 1994). Bromley and Emerson (1995) noted that care staff report emotions

such as anger, despair, annoyance, sadness and disgust in response to episodes of

challenging behaviour. These responses seemed to be related to the unpredictability of

behaviour, difficulty understanding the behaviour, the daily routine of caring and not

being able to see a plan for moving forward.
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Staff responses are of particular importance, given that the consequences of behaviour

can decrease or increase the behaviour (Donnellan et al., 1988) and may contribute to

the success or failure of behavioural interventions (Hastings & Remington, 1994). The

effective use of protective reactive strategies is vital, especially when dealing with clients

whose behaviour is self injurious or aggressive towards others. Self protection strategies

are important to ensure the safety of the carer, however, staff also have a duty of care to

clients in their care (McKay, 1991). In such situations professionals and carers are

obliged to intervene for the benefit or protection of the client, even if this means going

against the client's personal preferences. Research indicates that care staff do not always

intervene effectively in situations where the client may be at risk (Hastings et al., 1995).

2. Psychological Principles

Hastings and Remington (1994) note that challenging behaviour can have different and

multiple causes and functions, for example environmental or communicative. Thus,

understanding the function of the behaviour and knowledge of basic behavioural

principles forms a fundamental basis to understanding the challenging behaviour and

formulating appropriate management strategies (Donnellan et al., 1988).

3. Positive Programming

Positive Programming is the process whereby, following the function of the behaviour

being determined, alternative, constructive behaviour is implemented enabling the client

to achieve or communicate the same need. This may include:

• Teaching a new behaviour

• Teaching alternative behaviours

• Giving meaning to behaviours whose meaning at the time may seem unclear. In this

way the behaviour is shaped into a communication which can then gradually be

replaced by a new method of communication.

• Substituting different ways of communicating
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The combination of the development of appropriate and safe reactive strategies,

functional analysis of the behaviour, using psychological principles and the

implementation of a positive programming approach tailored to the individual's needs,

offers an effective response to challenging behaviour.

4.1.4 Summary

By definition challenging behaviour challenges the service to determine the unmet needs

of the individual and a failure to intervene effectively can lead to a number of negative

outcomes for the client and others. The complexity of the factors that may influence the

successful analysis and management of challenging behaviour has been outlined. Some

key factors which have been identified as shaping the approaches of staff and carers

towards challenging behaviour are their attitudes, attributions, skills and knowledge.

With the exception of families, the health and social care professions are the two groups

most likely to provide regular support and input to those individuals displaying

challenging behaviour. Study 3 will focus on one component of this: staff understanding

of the term 'challenging behaviour' and their understanding of the factors identified as

important in the successful management of challenging behaviour.

4.1.5 Aims

The aims of study 3 were to investigate the relationships between the following:

professional background and length of experience ofworking in learning disability

services and understanding of the term 'challenging behaviour' and opinions on factors

identified as important in managing challenging behaviour.
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4.2 Method: Study 3
4.2.1 Study 3: Staff knowledge about the meaning and management of challenging

behaviour

Study 3 involved two groups: health (n = 23) and residential social care workers (n =

72), giving a total sample size of 95. Six (26%) of the health staff had previously

participated in study 1, while none of the social care workers had done so. Health staff

included staff from the following services: three community learning disability teams

(with a composition of nursing, clinical psychology, psychiatry, speech and language

therapy, physiotherapy, occupational therapy and dietetics); specialist challenging

behaviour in-patient unit; health service nursing home provision. Residential staffwere

from social work funded non-statutory housing agencies who provided day-to-day

support for people with a learning disability in small group homes and supported

tenancies.

Procedure

The study was questionnaire based and questionnaires were randomly distributed.

Randomisation was achieved by asking every second staff member that the author came

in contact with to participate. All staff who participated in the study were assured that

participation was voluntary, that all responses were anonymous and confidential and that

they formed part of a research project. All participants were employed in providing a

service to individuals with a learning disability. All those approached agreed to

participate giving a response rate of 100%.

As with study 1, responses were either recorded verbatim by the researchers or the

participants wrote their responses in the presence of the researchers. Participants were

given the option ofwhich response method they preferred for two reasons: to avoid

embarrassment for those individuals who had difficulty with reading or writing and to

allow for the fact that the articulation of people can be effected by whether they give
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written or spoken responses (McColl et al., 1993). All responses were analysed by two

raters to determine inter-rater reliability. Inter-rater reliability was calculated using the

Kappa statistical measure. As with studies 1 and 2, in all cases where parametric

statistics were used it was ensured that the data distribution did not differ significantly

from the normal distribution curve.

Measure

All participants were given a questionnaire which asked the following questions:

a) What is your understanding of the term "challenging behaviour"?

b) What do you think the most important factors are in managing challenging behaviour?

In addition, staffwere asked to give the number of years experience they had in the field

of learning disabilities and indicate their professional background. The style of

management of challenging behaviour was measured by asking the staff to comment on

what they each thought the most important aspects to remember were when dealing with

challenging behaviour.

Understanding of the term "challenging behaviour"

Two raters scored each response to the first question regarding understanding of the term

"challenging behaviour" in terms of:

a) Topography - e.g. aggression, self injury, stereotypy.

b) Safety - of the client or other individuals

c) Limited access to community resources

d) Behaviour which the community or worker found it difficult to cope with

In addition, each response was assigned a score from 0-4, depending on how many of

the categories above were mentioned.

Table 6 below gives examples of responses and scores in relation to the question what is

your understanding of the term "challenging behaviour".

45



Table 6 : Examples of responses and scoring criteria in relation to understanding of

challenging behaviour.

Example
Behaviour that is unpredictable or
aggressive

Score
1

Reason

One category is
described-topography

Any behaviour a service has difficulty
in dealing with/responding to

1 One category is described- the
community finds it difficult to cope

Behaviour that results in harm to self
or others, which causes stress or
prevents the use of community
resources

3 Three categories
indicated-topography, safety and
access to community resources

Managing challenging behaviour

Responses to the question 'What are the most important aspects to remember in relation

to dealing with challenging behaviour?' were scored by two raters in terms of:

a) Reactive responses - e.g. issues relating to safety and protection, a need to be calm

etc.

b) Psychological approach and principles - e.g. function of behaviour, consistency,

reinforcement, triggers etc.

c) Positive programming - implementation of long term skills that are alternative to

problem behaviour.

Responses were also assigned a score from 0-3 depending on how many of the

categories above were included in the response.

Table 7 below gives examples of answers and scoring criteria in relation to managing

challenging behaviour.
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Table 7: Examples of answers and scoring criteria in relation to managing

challenging behaviour.

Example Score Reason

Be consistent with your behaviour 1 One category
indicated-psychological principle

Proper assessment of its function 1 Psychological principle

Does the behaviour fulfil a function? 2 Two categories indicated-
If so can an alternative be psychological principle and positive
introduced to replace the behaviour programming

4.3 Results: Study 3
4.3.1 Study 3: Staff knowledge of the meaning and management of challenging

behaviour

Inter-rater Reliability

Results were analysed using the Kappa statistical procedure. Inter-rater reliability for all

four 'definition' and all three 'management' criteria were found to have k values of 0.91

or above (p< 0.01) indicating significant agreement between raters for all criteria.

I Jnderstanding of the term challenging behaviour

Figure 6 illustrates the percentage of health professionals and social care workers

identifying each category in response to the question 'What is your understanding of the

term challenging behaviour?'.
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Figure 6: Category of responses identified by each professional group in response to

the question 'What is your understanding of the term challenging behaviour?'
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Figure 7 illustrates the percentage of each professional group identifying none, one, two,

three or four of the categories in response to the question 'What is your understanding of

the term challenging behaviour?'
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Figure 7: Number of categories identified by each professional group in response to

the question 'What is your understanding of the term challenging behaviour?'

Comparison of responses between social care and health professionals

Category identified

A Chi square demonstrated that the identification of category 4 (behaviour which the

community or worker found it difficult to cope with) was significantly associated with

the professional group (X2 = 10.5, df = 1, p< 0.01), with the health group more likely to

identify this criteria.

Number of categories identified

An independent samples t-test found a significant difference between the mean scores for

the two groups (t = 2.26, df= 93, p< 0.05), with the health group identifying more

criteria than the social care group.

Categories identified within the social care group

A Cochran's Q test was conducted which demonstrated that the frequency of identified

responses differed significantly across the four definition criteria (Q = 21 - 25, df = 3, p<
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0.01), with individuals being more likely to refer to topography than safety (X2 = 6.62, df
= 1, p< 0.05) or limiting access to resources (X2 = 17.63, df= 1, p< 0.01).

Categories identified within the health group.

A Cochran's Q test was conducted which demonstrated that the frequency of correct

responses differed significantly across the four definition criteria (Q = 10.69, df = 3, p<

0.05), with individuals being more likely to refer to challenging behaviour as something

that the service/carer found difficult to deal with than topography (binomial; 2-tailed, df=

1, p< 0.05) or safety (bi-nominal; 2-tailed, df= 1, p< 0.05)

Factors identified as important in dealing with challenging behaviour

Figure 8 illustrates the percentage of each professional group identifying each of the three

management factors as important in dealing with challenging behaviour.

Figure 8: Percentage of each professional group identifying each of the three

management factors in relation to challenging behaviour.
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Figure 9 illustrates the percentage of each professional group identifying none, one, two

or three of the 'management' factors as important in dealing with challenging behaviour.

Figure 9: Percentage of each professional group identifying none, one, two or

three of the management factors in relation to challenging behaviour.

0 12 3 4

Number of factors identified

I I Social Care H Health

Comparison of responses between social care and health professionals

A chi square demonstrated that the identification of the factor, psychological principle,

was significantly associated to the professional group (X2 = 5.51, df= 1, p < 0.05), with

a higher percentage of the health staff identifying this criteria than social care staff.

An independent sample t -test demonstrated there was no significant difference between

the mean scores for the two groups in terms of number of factors identified.

Factors identified as important in managing challenging behaviour by the social care

group

A Cochran's Q test was conducted which demonstrated that the frequency of identified

responses differed significantly across the three categories (Q = 49.80, df= 2, p< 0.01)
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with social care workers being significantly more likely to identify reactive responses than

psychological principles (X2 = 8.48, df = 1, p< 0.01) or positive programming

approaches (X2 = 41.19, df= 1, p< 0.01).

Factors identified by health professionals

A Cochran's Q test was conducted which demonstrated that the frequency of identified

responses differed significantly across the three factors (Q = 14.78, df = 2, p< 0.01) with

health professionals being significantly more likely to identify reactive responses than

positive programming approaches (binomial, 2-tailed, df = 1, p< 0.05). The majority

(60.9%), however, identified psychological principles as important in dealing with

challenging behaviour.

Experience and Professional Group

T - tests for independent samples demonstrated a significant difference in the mean

number of years of experience between the two groups (t = -3.70, df= 93, p< 0.01), with

health staff having worked longer on average (m = 10.35, sd = 6.84) than the social care

staff (m = 5.28, sd = 5.33).

Experience and identification ofcdefinition' and 'management' factors in relation to

challenging behaviour

A Pearson Correlation revealed significant relationships between the experience of social

care staff and their "definition" score (r = 0.33, p< 0.01), and their "management" score

(r = 0.31, p< 0.01). The more experience the staff had the more categories were

identified, both for the understanding of challenging behaviour and factors identified as

being important in dealing with it. A Pearson Correlation revealed no significant

relationships between the experience of health staff and their "definition" score or their

"management" score.
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4.4 Discussion: Study 3
4.4.1 Study 3: Staff knowledge of the meaning and management of challenging

behaviour

In study 3, which examined staff knowledge about the meaning and management of

challenging behaviour, health staffwere found to identify significantly more aspects of the

concept "challenging behaviour" than social care staff This was similar to the results of

study 1 where health staff were found to have a greater overall knowledge of the criteria

for a learning disability. This might be expected as the work of health staff is largely

more specialist in nature. For example, health work may naturally involve more emphasis

on detailed assessment and treatment of clients referred for challenging behaviour.

This knowledge and experience, however, did not always seem to translate into greater

knowledge in terms ofmanagement skills. This was suggested as no significant

difference was found between the two groups for their overall score on management

criteria. Rather, the emphasis ofwhere that knowledge lies appears to be different. A

significantly greater percentage of health staff identified psychological principles as being

of greatest importance in managing challenging behaviour, while a greater percentage of

social care staff identified initial reactive responses. It appears that health staff

knowledge may be more based on the understanding of psychological principles, possibly

as a result of training. On the other hand, the social care staff response seems to be one

which has been learned through experience, and is required to maintain personal and

client safety. Interestingly, very few health and social care staffmentioned positive

programming approaches to challenging behaviour. It appears that workers may tend to

focus on controlling the challenging behaviour without helping the individual to replace it

with a more appropriate, alternative behaviour.

Health staff seemed more likely to identify challenging behaviour in terms of its impact on

the service. On the other hand social care staff appeared to concentrate on the type of
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behaviour evident - topography. This echoes observations by Hastings et al. (1997) who

say that challenging behaviour is often recognised by it's topography. Hastings and

Remington (1994) note that staff can make attributions about challenging behaviour

based on information most readily available to them. They note that this may often be the

topography as it is often the most unambiguous dimension. Cheseldine and Stansfield

(1993) and Wing (1996) have also observed this tendency to use the terms "challenging

behaviour" and "problematic behaviour" interchangeably, voicing concern that it may

result in labels for individuals which are difficult to shake off. It appears that health staff

are more focused on how the service can help. Hence they seem to interpret the term

"challenging behaviour" in terms of it's challenge to the service, rather than focusing on

the problematic nature of the behaviour.

Health staff had significantly longer experience than social care staff. Interestingly, the

longer the experience of the social care staff, the higher their overall scores for the

definition and management criteria. A similar result was found in relation to knowledge

of the criteria of a learning disability, with the more experienced staff having a greater

awareness of the criteria. Increased contact with people with a learning disability has

been found in previous studies to lead to increased knowledge of types of intervention

(Bromley & Emerson, 1995) and quality of day-care provision (Munton et al., 1995).

However, no significant relationship was found between experience and overall scores

amongst health staff. This could be understandable in that social care staff do not have

as much formal training as health staff, hence they may learn more by experience. Health

staff on the other hand usually enter the profession following formal training, therefore

experience is not the main or only avenue of learning about or understanding challenging

behaviour. Training has been identified by a number of authors as a means of

successfully increasing staff knowledge (Kobe & Mulick, 1995; Allen et al., 1997).

Psychologists have an important role to play in multidisciplinary team work amongst

people with a learning disability and a large proportion of their work may be in relation to
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challenging behaviour referrals (McKenzie et al., 2000). Previous research has indicated

that psychologists can successfully apply their knowledge and experience to the provision

of staff training (Taylor et al., 1996).

Study 3 does, however, does have a number of limitations. The most obvious is that the

results were based on respondents' written responses to a questionnaire. It is likely that

this accurately reflected respondents' understanding of "challenging behaviour".

However, the approaches identified as important in dealing with challenging behaviour,

may not be those which staff use in practice. Hastings and Remington (1994) have found

discrepancies between staff reports about responses to challenging behaviour and

observational studies which reflect actual responses. Study 3 does differ from the above

in that it aimed to examine staff beliefs about what factors were important in managing

challenging behaviour, rather than how staff actually responded. This gives some

indication ofwhere the need for staff training lies.

A further limitation, shared with studies 1 and 2 , is the fact that the results may be

specific to the geographical areas studied. Work by previous researchers does, however,

indicate that a low level of knowledge in relation to staff understanding and management

of challenging behaviour occurs in other areas (Hastings and Remington, 1994; Allen et

al., 1990; Sharrad, 1992). Study 3 also begs the question of the exact relationship

between knowledge and experience and whether the increased knowledge found in more

experienced staffwas as a result of their opportunity to receive more training than less

experienced staff over the years or whether this resulted from information, strategies and

practises which were picked up and developed as part of the individuals' working life.

This question is addressed in Study 5 below.

As with the previous studies, more detailed methodological limitations are given in

chapter six of the thesis.
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In summary, study 3 examined the level of knowledge of social care staff and health

staff in terms of their understanding of the term "challenging behaviour" and it's

management. Health staff identified significantly more definition criteria than social care

staff yet no significant difference was found between their overall scores for management

criteria. Rather the emphasis of their knowledge ofmanagement principles appeared to

be different. A significantly greater percentage of health staff identified psychological

principles as important in managing challenging behaviour, while a greater percentage of

social care staff emphasised reactive responses. Very few health and social care staff

mentioned positive programming in the management of challenging behaviour. Health

staff seemed more likely to identify challenging behaviour in terms of its impact on the

service while social care staff appeared to concentrate on the type of behaviour evident.

Lastly, the longer the experience of the social care staff ofworking in learning disability

services, the higher their overall scores for the definition and management criteria.

However, no significant relationship was found between this experience and overall

scores amongst health staff.
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Chapter five: Study 4

5.1 Introduction: Study 4
5.1.1 Duty of Care

By definition individuals with a learning disability require support with some aspects of

their daily life. The term also recognises a potential vulnerability which is acknowledged

in the concept of duty of care (Nunkoosing, 1995). When a person with a learning

disability puts him/herselfor others at risk, a duty of care, both ethical and legal, exists

with regards to professionals involved in that client's care, ie "They have a responsibility

to take reasonable steps to protect the welfare of that person" (McKay, 1991, p37). The

more vulnerable the person the stronger the duty of care will be (McKay, 1991), and on

occasions it may be necessary to intervene against the apparent wishes of clients in order

to protect them from harm or unacceptable risk, if their choice is not an informed one.

The concept of duty of care, therefore, incorporates a number of principles which are

of fundamental importance to people with a learning disability and those who support

them. The main aspects of duty of care identified by authors are outlined below:

• It results when paid staff have duties and legal responsibilities imposed on them as

part of their job (Ashton & Ward, 1992).

• It involves a responsibility to take reasonable steps to protect the welfare of the

person, other residents and members of the public (McKay, 1991).

• It includes the responsibility of services to provide living, educational and

occupational environments that facilitate the growth and development of clients and

to ensure that staff have sufficient skills and training to provide this (Nunkoosing,

1995).

While the concept of duty of care exists for the protection of vulnerable clients it does

not preclude risk-taking, if these risks have been assessed and are judged to be reasonable

in accordance with current professional standards of care (McKay, 1991). The
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application of the concept of duty of care to everyday practice can be complex, due to the

different areas of responsibility. Unfortunately, services may lack clarity about how and

when to implement their duty of care, even when guidelines are available (Brown et al.,

1994). Research also suggests that the concept of duty of care may go unrecognised or

may not be acted upon.

Lyall et al. (1995) found that the tolerance of dangerous and antisocial behaviour of

clients in some residential and day care provision in the Cambridge Health District was

high, with theft, criminal damage and sexual assault often going unreported. Similarly,

Brown et al. (1994) and McCarthy and Thompson (1997) demonstrated that the sexual

abuse of clients with a learning disability is often dealt with haphazardly because staff are

unclear about their roles and responsibilities. In addition, research indicates that care

staff do not always intervene effectively in situations where a client places him/herself at

risk (Hastings et al., 1995). One of the most important tasks of all staff supporting

individuals with a learning disability is, therefore, the need to balance a duty of care

towards the person they support while facilitating the individuals' rights and choices

(O'Brien, 1992).

The understanding and sensible application of concepts such as a services' "duty of care"

to clients relies heavily on a basic understanding of the defining characteristics of a

learning disability. For example, if staff are not aware that an individual with a learning

disability, by definition, does not have the intellectual capacity or skills to make an

informed choice, they may not recognise their "duty of care" to protect or support the

individual in that particular area of their life.

5.1.2 Enabling client choice

To some extent, people with a learning disability have been viewed historically as being

unable to make decisions about, or take any responsibility for their lives (Wolfensberger,

1975). Increasingly, however, there is a recognition of the rights and citizenship of
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individuals with a learning disability as is reflected in the Declaration of the general and

specific rights of the mentally retarded (United Nations, 1971). One key area which has

been influenced by this is the recognition of the importance of enabling client choice.

This recognition arose largely from the principle of normalisation (Wolfensberger, 1972).

Tyne and O'Brien (1981) developed this philosophy in relation to service provision,

suggesting that a good service recognised and promoted the 'Five Accomplishments' i.e.

choice, community presence, relationships, respect and competence. Services for

individuals with a learning disability are increasingly being evaluated by these criteria

(McGowan, 1996; Murray et al., 1998). Facilitating choice has also been seen as one of

the key roles of both health (Jackson & Jackson, 1998) and social care staff (Rawlings

et al., 1995) supporting individuals with a learning disability, and there has been an

emphasis on developing procedures which allow individuals with more complex or severe

learning disabilities to express their choice (Lancioni et al., 1996). It has been suggested

that the more control that individuals with a learning disability have over their lives, the

less likely they are to resort to challenging behaviour in order to have their needs met

(Lancioni et al., 1996).

Choice has been defined in a number ofways with an emphasis on either a selection from

preferred alternatives (Shevin & Klein, 1984) or a response from a range of possible

responses (Rawlings et al., 1995). The concept of facilitating and promoting the choices

of individuals with a learning disability has, therefore, become a major theme in policy

documents (Stalker & Harris, 1998).

While services may endorse the notion of facilitating client choice, they may not always

be aware of how to do so (Jenkinson et al., 1992). Staffmay also experience conflict

about what is a good choice for the client (McGill & Emerson, 1992). In order to help

clients make a valid choice staffmay need to ensure that certain criteria are fulfilled.

These include an assessment of the clients' capacity to make a choice, the provision of
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information about the available options and potential consequences and allowing the

client the time and opportunity to make a choice (Jackson & Jackson, 1998). Staff also

have a responsibility to make a risk assessment of the available options. The role of a

professional working with clients with a learning disability may therefore represent a

balance between maintaining a client's behaviour within certain parameters (duty of care)

and an obligation to make choices available to the client to the extent that he/she can

make valid decisions (enabling choice).

5.1.3 Summary

Any professional group providing a service to people with a learning disability has a legal

(Ward, 1984), professional and moral obligation to have a knowledge of the

characteristics and needs of that particular client group, as well as an awareness of their

professional roles and responsibilities. Health professionals and social care staff

constitute two of the largest groups involved in the care of people with a learning

disability. It is therefore essential that these groups have an understanding of what

implications having a learning disability has on the individual and provision of care in

respect of duty of care and facilitating informed choice.

5.1.4. Aims of study 4

Study 4 aims to:

• Examine health and social care staff understanding of the definition of the term 'duty

of care' and the relationship of this with the application of the concepts of duty of

care and promoting client choice as measured by responses to two scenarios.
• Examine if differences in the results exist in relation to: professional background and

years of experience ofworking in learning disability services.
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5.2 Method: Study 4
5.2.1 Study 4: Knowledge of Duty ofCare and the relationship of this with staff

practice

Study 4 examines the level of knowledge of staff about the concept of duty of care, and

how this relates to responses to two scenarios which require participants to apply the

concept in practice.

Participants

Two groups of staff participated. These were health staff (n = 27) and residential staff (n
= 59), giving a total of 86. All participants were employed in providing a service to

individuals with a learning disability. Health staff included staff from the following

services: three community learning disability teams (composed of nursing, clinical

psychology, psychiatry, speech and language therapy, physiotherapy, occupational

therapy and dietetics); specialist challenging behaviour in-patient unit; health service

nursing home provision. Residential staffwere from non-statutory housing agencies

providing day-to-day support for people with a learning disability in small group homes

and supported tenancies.

Procedure

A sample of staff from two groups from the Lothian & Borders areas was approached

and the nature of the study explained. Randomisation was achieved for the social care

staffby asking every second staff team that the author came in contact with to

participate. In relation to the health staff, all staff whom the author came in contact with

were asked to participate. All participants were informed that participation was

voluntary, that their responses were anonymous and confidential and that the results

formed part of a research project. All staffwho were approached agreed to participate,

giving a 100% response rate. At least seven health staff had previously participated in

study 1 or 3 (26%). All responses (n=86) were scored by two raters to give a measure of

inter-rater reliability. As with the previous studies, in all cases where parametric statistics
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were used it was ensured that the data distribution did not differ significantly from the

normal distribution curve.

Piloting the Questionnaire

The questionnaire had previously been piloted with 14 health staff and 17 social care

staff, using two different scenarios (McKenzie et al., 1999). From this pilot, it seemed

that participants were influenced by the apparent level of ability of the client, which was

implied by the information given in the scenario itself. The scenarios for study 4 were

altered so that all of the people depicted appeared to have the same broad ability level.

The scenarios were also chosen which met the following criteria:

• They reflected situations which staffworking in learning disability services were likely

to come across.

• They reflected situations where there was a potential risk to clients which appeared to

conflict with the choices they expressed.

• At least one scenario reflected a situation where there was published literature about

the legal responsibilities of staff both in terms of duty of care and facilitating the

expression of the persons' choice (Craft & Craft, 1983; McKay, 1991; Murphy &

Clare, 1995).

The revised scenarios were given to 5 health staff and 6 social care staff for comments.

All of the staff approached felt that the scenarios had face validity and met the criteria

outlined above. The questionnaire was therefore adopted for use in Study 4.

Measure

All study 4 participants (n = 86) were asked to complete a questionnaire which requested

the following information:

• How long have you worked with people with a learning disability?
• Job Title.

• Please state in your own words your understanding of the term 'duty of care.'
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Duty of care was defined as incorporating all of the factors outlined in the introduction

above. Responses were scored according to whether they referred implicitly or explicitly

to the following factors:

• Responsibility: That staff had a responsibility to care for clients as part of their

job/profession.

• Accountability: That duty of care was a legal and professional obligation for staff for

which they were held accountable.

• Quality of Service: That staff had an obligation to provide an environment that

enhanced the quality of life of the client.

• Safety of Clients: That it involved protecting the client from harm.

• Safety ofOthers: That it involved protecting others from harm e.g. other

clients/members of the public.

• That intervention could sometimes be required even if this went against the expressed

wishes of the client.

A response was given one point for each of these factors that was mentioned, giving a

maximum score of 6 and a minimum score of 0. Table 8 illustrates some examples of

scored responses.

63



Table 8 : Examples of scored responses in relation to the question 'What is your

understanding of the term duty of care?'

Criteria Example
Responsibility 'A responsibility to care'

'It's part ofmy job-what I have to do'
Accountability 'A legal and professional obligation'

'It's part of the standards I'm judged against by my
organisation'

Quality 'To provide the best care possible for clients'
'To give a service to the best ofmy ability'

Client Safety 'To protect clients from harm'
'To make sure they are safe'

Safety of Others To prevent harm to others'
'To make sure X doesn't hurt himself or anyone else |

Intervention against 'Sometimes you have to do it even if they don't want'
choice 'It's necessary to protect them, but they don't want it'

In addition, participants were given the following two scenarios. These scenarios were

chosen as reflecting situations which arose fairly commonly in day to day practice and in

which the client was expressing a choice, but which also clearly required the respondents

to recognise a duty of care to clients:

Scenario One

James is a young man currently living in a group home. He enjoys eating what most

people consider to be unhealthy. He is presently overweight, but has expressed a

preference for not going on a diet.

How would you deal with this situation?

What would be the deciding factors for you in choosing how to deal with this situation?
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Scenario two

Graham was a previous sexual offender. He is now beginning a relationship with Lucy.

Both live in a residential home. They have asked to close and lock Lucy's bedroom door

when they are alone together. Staff suspect that they wish to begin a sexual relationship.

How would you deal with this situation?

What would be the deciding factors for you in choosing how to deal with this situation?

Responses were scored according to whether they referred to the following factors:

• recognising the clients' choice.

• recognising staffs' duty of care.

• the requirement to assess risk for the client e.g. in terms of health, sexual knowledge.

• the requirement to determine if the individual was making an informed choice e.g.

assess level of ability.

A response was given one point for each of these factors that was mentioned, giving a

maximum score of 4 and a minimum score of 0. Table 9 illustrates some examples of

scored responses.

Table 9: Examples of scored responses in relation to scenarios one and two.

Criteria Example
Recognising duty of care 'Introduce more healthy foods'

'Say no until I've spoken to her privately about it'
Facilitating choice 'It's up to him what he eats'

'Give them privacy if that's what they want'
Assessing risk 'Ask the doctor about the impact on his health'

'Check that both are consenting-he's not forcing her'
Assessing if choice is 'Find out what he understands about healthy eating'
informed 'Check their knowledge about sex and relationships'
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5.3 Results: Study 4
5.3.1 Study 4: Knowledge of duty of care and the relationship with staff practice

Inter-rater reliability

Eighty-six responses (100%) were analysed by two raters to give a measure of inter-rater

reliability. Results were analysed using the Kappa statistical procedure. Kappa values

ranged from 0.90 to 1.00, indicating significant agreement (p<0.001) between raters for

all factors. Table 10 illustrates the levels of inter-rater reliability for both the aspects of

duty of care and responses to scenarios.

Table 10 : Inter-rater reliability for aspects of duty of care and responses to

scenarios one and two

Criteria Scenario Kappa value Significance
Responsibility 0.97 p<0.001
Accountability 1 p<0.001
Quality of care 1 p<0.001
Client safety 0.97 p<0.001
Safety of others 1 p<0.001
Intervening against 1 p<0.001
wishes

Recognising duty of 1 1 p<0.001
care

2 0.95 p<0.001
Facilitating choice 1 0.93 p<0.001

2 0.95 p<0.001
Assessing choice 1 0.97 p<0.001

2 0.95 p<0.001
Assessing risk 1 0.9 p<0.001

2 0.91 p<0.001

Table 11 illustrates the number and percentage of participants in each staffgroup and

overall identifying each aspect of the concept of duty of care.
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Table 11: Number and percentage of participants in each staff group identifying

each aspect of the concept of duty of care.
Social

Criteria Health care Overall
Number Percentage Number Percentage Number Percentage

Responsibility 17 63 44 74.6 61 70.9

Accountability 5 18.5 5 8.5 10 11.6

Quality of care 9 33.3 15 25.4 24 27.9

Client safety 12 44.4 8 13.6 20 23.3

Safety of others 3 11.1 0 0 3 3.5

Intervening against 3 11.1 1 1.7 4 4.7
wishes

An independent samples t -test demonstrated that there was a significant difference

between the mean scores of the health care group (m =1.81, sd = 0.92) and the social

care group (m =1.24, sd = 0.79) for the identified aspects of duty of care (t = -2.97, df=

84, p< 0.01). A chi-square test illustrated that health care workers were significantly

more likely to refer to client safety criteria than social care staff (X2 = 9.90, df = 1, p<

0.01).

A Cochran's Q test demonstrated that, for all respondents, there was a significant

difference in responses across the five aspects of duty of care (Q = 142.19, df= 5, p<

0.01), with Pairwise McNemar tests indicating that responsibility was significantly more

likely to be identified than: accountability (X2 = 43.8, df = 1, p< 0.001); quality of

service (X2 = 26.4, df= 1, p< 0.00); client safety (X2 = 27.1, df= 1, p< 0.001); safety of

others (X2 = 54.1, df = 1, p< 0.001) and intervening against wishes (X2 =53.1, df= 1, p<

0.001). This pattern also held true for social care staff and health staff alone with the

exception of'client safety', which was as likely to be identified by health staff as

'responsibility'.
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Factors identified as important in staffmanagement approach

Table 12 illustrates the number and percentage of participants referring to each of the

following factors as important in managing the situations depicted in scenarios 1 and 2

i.e. Recognising duty of care; facilitating client choice; assessing risk; assessing if choice

was an informed one.

Table 12: Number and percentage of participants referring to each management

approach in relation to scenarios one and two.

Vignette Staff Group
Duty of
care

Factor

Enabling
choice

Assessing
risk

Informed
Choice

Number Percentage Number Percentage Number Percentage Number Percentage

1 Health 27 100% 17 63 15 55.6 15 55.6

Social 56 94.9 35 59.3 38 64.4 9 15.3

Overall 83 96.5 52 60.5 53 61.6 24 27.9

2 Health 26 96.3 24 88.9 18 66.7 19 70.4

Social 47 79.7 50 84.7 23 39 19 32.2

Overall 73 84.9 74 86 41 47.7 38 44.2

Scenarios

An independent samples t-test demonstrated that there was a significant difference

between the mean total scores of the health staff (m = 2.74, sd = 0.81) and the social care

staff (m = 2.34, sd = 0.86 ) in relation to the number of factors identified as important in

managing the situation for scenario one (t = -2.04, df= 84, p< 0.05). This also held

true for scenario two (t = -4.18, df= 73.29, p< 0.01), with health staff having a mean

total score of 3.22 (sd = 0.75) and social care stafifhaving a mean of 2.36 (sd = 1.14).

In relation to the specific factors identified, chi square tests demonstrated that, for

scenario one, health care staffwere significantly more likely to identify the need to assess

the individuals' capacity to make an informed choice than social care staff (X2 = 14.95,

df= 1, p< 0.01). In relation to scenario two, health care staffwere significantly more
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likely to identify both the need to assess the individuals' capacity to make an informed

choice (X2 = 10.94, df= 1, p< 0.01) and to assess risk (X2 = 5.69, df= 1, p< 0.05)

than social care staff.

In relation to scenario one, a significant difference in responses for all participants were

found across the four management approaches (Q = 79.79, df = 3, p< 0.01), with duty

of care being significantly more likely to be identified than the remaining factors. This

pattern was also found for both health staff (Q = 15.63, df= 3, p< 0.01) and social care

staff (Q = 72.58, df = 3, p< 0.01). In addition, social care staffwere significantly more

likely to identify the factor 'enable choice' than 'assess the capacity to make an informed

choice' (X2 = 22.32, df= 1, p< 0.001). However, they were also significantly more

likely to identify the factor 'Assess capacity to make an informed choice' than 'Assess

risk to client'(X2 - 21.19, df = 1, p< 0.001). This pattern was not found for health staff.

In relation to scenario two, significant differences in responses for all participants was

also found across the four factors (Q = 67.63, df = 3, p< 0.01), with duty of care being

significantly more likely to be identified than the other factors except 'enabling choice'.

This pattern was also found for health staff alone (Q =10.13, df= 3, p< 0.05) and social

care staff alone (Q = 60.29, df=3, p<0.01). As was found for scenario one, social

care staffwere also significantly more likely to identify the factor 'enable choice' than

'assess the capacity to make an informed choice' (X2 = 29.03, df = 1, p< 0.001). They

were also significantly more likely to identify the factor 'Assess capacity to make an

informed choice' than 'Assess risk to client' (X2 =21.81, df = 1, p< 0.001). This pattern

was not found for health staff.

Experience

No significant differences were found between the mean number of years ofworking in

learning disability services between the health (m = 7.51, sd = 5.16) and social care staff

(m = 6.27, sd = 5.94). No significant relationship was found between years ofworking
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in learning disability services and the following: knowledge of the concept of duty of

care; responses to scenarios one and two.

Knowledge of the concept of duty of care and responses to scenarios

A Pearson correlation demonstrated that, for all respondents a significant correlation

existed between total knowledge scores in relation to duty of care and responses to

scenario two (r = 0.20, p< 0.05) i.e. the broader the understanding of the definition of

duty of care, the more factors are identified as important in responding to scenario two.

This relationship was also found for health staff alone (r = 0.45, p< 0.01).

5.4 Discussion: Study 4
5.4.1 Study 4: Duty of care

Study 4 found significant differences between health and social care staff both in their

knowledge of the concept of duty of care and also in the way this knowledge was applied

in response to scenarios. Overall, health staff had a broader knowledge of the concept.

This difference may be for a number of reasons. An emphasis on professional duty of

care occurs in the training ofmany health staff (UKCC, 1992, 1989). In addition, many

are required to have a working knowledge of the legal framework within which they

operate, within which the concept of duty of care is most often embodied such as the

mental health acts. In contrast, many social care staff do not have a professional training

(Knapp et al., 1989), and they may therefore see their duty of care more narrowly.

Both groups were most likely to see duty of care simply in terms of their responsibility to

the client in terms of doing their job. In general, both groups were less aware that they

were accountable both legally and to their employing organisation and few recognised a

responsibility to protect the general public or other clients from harm. Previous research

has also found that staffmay fail to act appropriately to protect clients and others in

situations of risk (Hastings et al., 1995). Health staffwere, however, significantly more

aware of the issue of client safety than social care staff. A common reason for referrals
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to health professionals can be in relation to challenging behaviours which endanger the

client or others (McKenzie et al., 2000). They are also often required to assess the

capacity and skills of individuals with a learning disability in relation to particular tasks or

situations and also to find interventions and supports which will allow the clients'

expressed wishes to be safely met. It may therefore be that health staff are more used to

thinking broadly of their duty of care in terms of client safety than social care staff.

Despite the fact that participants appeared to have a limited focus in relation to the

concept of duty of care, this factor was significantly more likely to be identified in

relation to the scenarios than the other factors, with the exception of enabling choice in

scenario two. While it is encouraging that staff responses recognised the concept of

duty of care, there was not always a recognition that it required to be exercised in a

context of assessing both the risk to clients and others and whether the individuals'

choice was an informed one (Jackson & Jackson, 1998). This may reflect the need for

staff to receive input in relation to these broad factors in order to enable them to

effectively implement their duty of care.

Health staffwere found to have a significantly broader understanding than social care

staff of the factors involved in effectively intervening in the situations depicted in both

scenarios. While study I found differences in staff knowledge to be related to years of

experience ofworking in learning disability services, no relationship between experience

and staff knowledge was found in the present study. The differences found may,

therefore, be more likely to be attributable to differences in the training received by, or

the professional remit of each group as outlined above.

Study 4 also found a significant relationship between staff understanding of the concept

of duty of care and responses to scenario two. This depicted a situation where staff not

only have a duty of care to clients, but there are also related legal issues (Gunn, 1991).

Those who had a broader understanding of the concept of duty of care were significantly
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more likely to be aware of the range of factors involved in dealing adequately with the

situation depicted i.e. striking a balance between duty of care to the client and facilitating

choice by assessing both risk and client capacity to make an informed choice. There are a

number of recommendations that clients with a learning disability should receive the

support and education required to allow them to express themselves sexually (Craft &

Craft, 1983). In addition, guidelines exist in relation to assessing client risk and capacity

to make an informed choice (McKay, 1991; Murphy & Clare, 1995). For staff to deal

adequately with the situation depicted in scenario two, it is necessary for them to take all

these factors into account.

The results of the study 4 have a number of implications. To successfully support an

individual with a learning disability, both health and social care staffmust take into

account a range of complex individual needs and skills and situational demands which

may change daily or even moment to moment. Previous authors have noted that for staff

to be effective they require training in relation to the values underpinning learning

disability services as well as skills based training (Harper, 1994). Study 4 indicates that

while staff appear to recognise that they have a duty of care to clients and a duty to

promote client choice, they are not always aware of the factors that contribute to their

intervening effectively. While staffmay have access to guidelines in relation to specific

areas e.g. sexuality or abuse, research suggests that these may be ignored or may be too

complicated for staff to apply in practice (McVilly, 1997). It may be that what is

required is for staff to have a more detailed and broader understanding of the principles

to enable them to adapt them effectively and flexibly to situations as they arise.

Study 4 also indicates a continuing need for health and social care staff to work closely

together. Health staffwere found to have a broader understanding both of the concept of

duty of care and the factors important in effectively managing the situations depicted. It

was suggested that this was as a result of the specialist skills that health staff have in
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assessing risk to and capacities of clients. There is a need to marry these skills with social

care staffs' day-to-day knowledge of clients and the situations they encounter.

Study 4 does, however, have limitations. As with other questionnaire studies, the

responses given by staffmay not relate to what they would do in practice. In addition,

staff responses may have been effected by the scenarios themselves. However, this

should not have prevented staff from recognising the main principles underlying effective

intervention in the situations depicted e.g. assessing risk to client, as these principles take

into account all of the variables of the situation including client ability. Further detailed

methodological limitations of the thesis are given in chapter six.
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Chapter 6: Study 5
6.1 Introduction

6.1.1 Factors impacting on service quality

The literature and studies outlined above suggests that the staff knowledge base

regarding a number of areas important for providing good quality services for clients with

a learning disability is limited. While it is acknowledged that there are a number of

additional varied and complex factors which can potentially impact on service quality

(Emerson et al., 2000), some ofwhich were outlined in chapter 1, Study 5 will focus on

the impact that a one day training course has on knowledge levels.

The models of staff performance outlined previously (Reid et al., 1989; La Vigna et al.,

1994) highlight the need to determine if poor staff performance results from a lack of

staff knowledge or skills. If so, it is argued that training can be provided to address these

deficits i.e. to ensure the staff have the core skills and knowledge to achieve the service

goals competently. Studies 1-4 suggest that staff knowledge is limited in all of the

groups and areas studied and that training may offer a solution. The following section

outlines some of the strategies which have been identified by previous research as a

means of improving staff skills and knowledge.

6.1.2 Staff education and Training

The quality ofmany community based services relies heavily on the skills and efficiency

of staff (Porterfield, 1987; Rose, 1995; Hastings, 1995). Social care and day care staff

spend more time in direct contact with clients than health care professionals and are

therefore more likely to be agents of change in terms of introducing interventions and

guidelines designed by health professionals (Berryman et al., 1994). In addition, as

noted above the approaches adopted by these staff can both impact on client behaviours

and contribute to the success or failure of interventions. The importance of staff

training in the successful implementation of community care policies was highlighted

early on in the white paper Better Services for the Mentally Handicapped (1971).
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Subsequent research has also emphasised the importance of providing care staff with

appropriate and relevant training (Hogg & Mittler, 1987; Social Service Inspectorate,

1990). In examining services deemed as excellent, Mansell (Department ofHealth, 1993)

found that they invested heavily in training direct care staff. Another important factor

was that all staffwere trained together (Johnstone, 1988). The opposite would also

appear to be true, with staff citing insufficient training as a major factor contributing to

stress, burn-out and job turn-over (deKock et al., 1987; Ward, 1989).

While a number of professionals working in health and social work services may have a

valuable mix ofboth formal training and practical experience which could benefit those

staffworking in learning disability services who lack basic knowledge about the client

group, the most appropriate form of training for any given group is not always easy to

establish. This may range from time-limited formal training courses to ongoing input.

Taylor et al. (1996) conducted research involving a psychologist giving ongoing

consultation regarding functional assessment and adhering to behavioural principles to

staffworking with a client who exhibited high rates of self-injury. They found that this

intervention resulted in a significant decrease in the client's behaviour. However, it has

been noted that any input must take into account the context within which staff work

and an understanding of existing staff knowledge, attitudes and beliefs (Fitzsimmons &

Barr, 1997). For example, staff supporting an aggressive client may require input on

initial reactive strategies which maintain personal and client safety, before they can

consider longer-term strategies. Similarly, misplaced or superficial training that fails to

meet the needs of staff can reinforce negative attitudes and stereotypes (May et al.,

1994).

In response to the need for training responsive to the needs of social care staff a number

of formal courses have developed in Britain. These include the introduction ofNational

Vocational Qualifications (NVQs) (Care Sector Consortium, 1992) and the

establishment in 1981 of the qualification of a Certificate in the Further Education and
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Training ofMentally Handicapped People. In addition, accredited degree and diploma

courses are available at a number of universities and colleges (McVilly, 1997). Despite

this, a study by Knapp et al. in 1989 found that nearly halfof staffworking in

community settings had failed to receive formal training . A more recent study by Smith

et al. (1996) of 299 staff working within community based residential settings found that

only 12% ofmanagers and 17% of care staff had received induction training. In relation

to other training, 75% of care staff in private establishments had not attended any courses

in the previous five years. This was also true for 32% of local authority care staff, 17%

of voluntary sector care staff and 4% of health care staff. All training was also found to

be based on short in-service courses. In addition, only 45% of participants overall

identified a need for further training. Research has also indicated that while both staff

and managers of social care services identify many of the areas covered by qualifications

such as NVQs as important, many felt that the training that they had received was

inadequate in relation to that required for their job (McVilly, 1997).

Previous research has indicated that staff training can be a valuable avenue for increasing

knowledge amongst those working in the field of learning disabilities (Kobe & Mulick,

1995; Nagarajaiah et al., 1994; Morch & Eikeseth, 1992; Wilson et al., 1991; Allen et

al., 1997). However, other evaluations of the impact of training has not always found it

to be cost-effective (Ziarnik & Bernstein, 1982) or to result in long-term behavioural or

attitudinal change in staff (Baker, 1998; Evans, 1990). However, evaluating the

effectiveness of staff training is difficult. Mansell (1989) notes that the impact of training

is difficult to establish in complex social organisations, and as such is rarely attempted.

The outcome of training can also be effected by a number of factors:

• The social, organisational and political context that the staffwork in (Harper, 1994).

Thus, if changes in staff attitudes, knowledge and behaviour are not supported in the

work environment they are unlikely to be maintained over time.

• Staff characteristics eg. experience, skills and knowledge (Landesman-Dwyer &

Knowles, 1987).
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• The perceived quality, relevance and applicability of the training itself (Harper, 1994;

Ward, 1987). Thus, if the quality of the training is poor or the content irrelevant or

not applicable to the target group it may be less likely to have the desired impact on

staff

Staff training can be time-consuming and expensive (Ziarnik & Bernstein, 1982) and it

has not always been shown to be effective (Baker, 1998). However, if a service fails to

provide staff with the skills, knowledge, motivation and support required to provide at

least an adequate standard of service to clients this can be costly in terms of client and

staff safety and well-being. It is therefore important to establish clearly the type and

nature of the training needs of the service in question. It may be that for some services,

deficits are due to limited staff knowledge, while for others organisational or motivational

factors prevent staff knowledge from being applied. It is also necessary to establish

which goals the training is designed to meet and to establish which outcome measures

will be used to evaluate effectiveness. Ziarnik & Bernstein (1982) outline five different

types of outcome measures used in this field:

• Subjective i.e. what staff report about the usefulness, validity, quality etc. of the

training

• Cognitive i.e. knowledge gain

• Behavioural i.e. the impact of training on behaviour

• Client centred i.e. the impact on clients

• Organisational i.e. the impact on the work organisation.

Radical changes in service provision for people with a learning disability has led to a

demand for cost-effective services and an increasing reliance on both health professionals

and direct care staff to deliver this. Professional groups are being required to provide

high quality, relevant and applicable clinical input and training while direct care staff are

expected to have a basic level of knowledge about people with a learning disability which
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allows them to sensibly and safely provide day-to-day support. The role of training is

increasingly being advocated as a means of providing staffwith this knowledge,

however, the effectiveness of such training has not been unequivocally established.

6.1.3 Summary and Aims

All staff who are employed to work with individuals with a learning disability have a

legal, ethical and professional obligation to have a knowledge of the characteristics and

needs of the client group (Ward, 1984). With the changes in service provision there are

two main staff groups who are responsible for the care of individuals with a learning

disability: health and social care staff. Previous research and studies 1-4 suggests that the

knowledge base of these groups may be inadequate and that this can have a negative

impact on both clients and staff. Staff training has been highlighted as one means of

improving staff knowledge and shaping staff attitudes (Allen et.al., 1997). Study 5

therefore has the following aims:

• To assess the impact of a one day training course on the knowledge of health, social

care and day care staff about the factors measured in study 1, 3 and 4 i.e. criteria of a

learning disability; definition and factors important in the management of challenging

behaviour; definition of duty of care and responses to scenarios.

• To compare this with the knowledge of a control group who have not received this

training

• To examine the impact of training over time

It was hypothesised that the trained group would show significant increases in their

knowledge on all the factors measured, while the knowledge of the untrained group

would remain the same.
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6.2 Method: Study 5

6.2.1 Study 5: The impact of training on staff knowledge

Participants

Study 5 compared the knowledge of a group of staff who underwent a one day

challenging behaviour course (Group 1), with the knowledge of a control group of staff

who did not undergo this training (Group 2). The participants in group 1 were three

sub-groups of staffwho worked with individuals with a learning disability (residential

staff n = 20 , health staff n =20, day care staff n =19) giving a total of 59. Residential

staffwere from a non-statutory housing organisation and provided daily care in group

homes or supported tenancies. Health staff consisted of the following: nursing staff

psychology assistants, clinical psychology trainees and speech and language therapists.

Day care staff provided daily activities and education to individuals with a learning

disability from an adult resource centre base.

Table 13 illustrates the gender, years of experience ofworking in learning disability

services and follow-up periods for the group 1 and group 2.
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Table 13: Gender, years of experience of working in learning disability services and follow up
periods for Group 1 and Group 2 Staff

Follow-

M

Gender
F

Experience Up
1 2 3

Group 1 No. Percent. No. Percent. Mean SD No. Percent. No. Percent. No. Percent

Health 3 15 17 85 19.7 31.3 7 41 4 23 6 35

Residential 3 15 17 85 68.8 57.8 8 44 3 17 7 39

Day-care 7 37 12 63 124.4 82.1 12 63 5 26 2 11

Total 13 22 46 78 69.2 73.2 27 50 12 22 15 28

Group 2

Health 4 14 24 86 119.7 85.4 13 46.4 9 32.2 6 21.4

Residential 9 36 16 64 72.6 50.8 18 72 6 34 1 4

Day-care 11 55 9 45 81.9 55.2 17 85 3 15 0 0

Total 24 33 49 67 92.5 69 48 66 18 25 7 9

No significant differences were found between group 1 and group 2 staff overall in

relation to gender or for any of the sub-groups i.e. health, residential or day care staff.

In relation to follow-up period, group 2 had significantly more participants who were

assessed immediately following training (X2 = 7.310, df= 2, p< 0.05) than group 1

staff. In relation to experience, no significant differences were found between group 1

and group 2 staff overall.

Procedure

All group 1 participants completed a questionnaire which examined levels of knowledge

covered in studies 1,3 & 4 (See Appendix 2). The gender of the respondent, number of

years of experience in learning disability services and, at follow-up, time since training

were noted. The questionnaires were completed prior to a one day training course
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provided by either an experienced clinical psychologist alone or with an experienced

community learning disability charge nurse. The training course was entitled 'An

introduction to challenging behaviour' and included the following components

• What is a learning disability

• What is duty of care

• What is challenging behaviour

• Defining, recording and assessing behaviours

• Reactive strategies

• Basic behavioural approaches

• Positive programming approaches

All the group 1 staff participating had expressed an interest in attending the course and

were asked to complete the questionnaire at the beginning of the course. Following this

group 1 participants were split into three groups as follows:

• 1: Immediate impact of training. This group were asked to complete the same

questionnaire at the end of the training day, to assess the impact that the training had

had on their knowledge in the short-term (n = 27/27, 100% response rate).

• 2. Three to six months after training. This group were contacted via the employing

organisation who were asked to approach 2 staff teams randomly and ask them to

complete the same questionnaire (n = 12/14, 86% response rate).

• 3: Six months to one year after training. This group were contacted in the same way

as above and asked to complete the questionnaire, to assess the long term impact that

the training may have had on staff knowledge (n = 15/18, 83% response rate).

Staff responses, while anonymous, were matched individually by staff team, gender, job

title, years of experience spent working in learning disability services and hand-writing.

In addition, those individuals who were followed up immediately were asked to make an

individual mark e.g. triangle, star, on both of their questionnaires to aid matching. Five

staff did not complete the questionnaire at follow-up (2 at 3-6 months after training, 3 at
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6-12 months after training) giving response rates of 86% and 83% respectively. None of

the staff in group 1 had participated in any of the previous studies in the thesis.

In addition, all group 1 staffmembers were asked to complete a training evaluation form

at the end of the training day (See appendix 3). This assessed the quality and relevance

of the training to participants. The social care staffwere also required by their employing

organisation to complete a separate training evaluation form which was scored and

collated separately by the organisation and the results were fed back to the trainers (See

Appendix 4).

A comparison of the results obtained with group 1 were compared with a control group

of individuals (group 2) who had completed the initial questionnaires, who had expressed

an interest in training but who had not yet received the one day training course. The

questionnaire and method were identical to that for the group 1 staff who had received

training. Group 2 participants consisted of residential staff (n = 25), day care staff (n =

20) and health staff (n = 28) giving a total sample size of 73. All those who were

approached agreed to participate giving a 100% response rate. Those individuals in

group 2 who indicated on their questionnaire that they had received some form of

challenging behaviour training outwith that provided by the trainers, or who had

previously participated in studies 1, 3 or 4 were excluded from group 2.

All participants were informed that participation was entirely voluntary, that responses

were anonymous and confidential and that the results formed part of a research project.

Rather than following the same individuals up over time and comparing changes in their

scores, the study compared the scores of different groups for each time period i.e.

immediately after training, 3-6 months after training and 6-12 months after training. This

has disadvantages in that it is not possible to examine changes in scores over time for the

whole group. However, this methodology was adopted for a number of reasons. The
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first two reasons related to the practicalities of asking the same staffmembers to

complete the same questionnaire on four occasions. It is likely that the tolerance ofbusy

staffwould not extend to this and that this would have impacted negatively on response

rates. Secondly, many social care organisations experience high levels of staff turn-over.

A reliance on following each individual up over a period of a year may have meant that

there was a large amount ofmissing data for those staff members who had left the

service. The methodology adopted in study 5 meant that only those people who were

still within the service could be chosen.

A final reason was to avoid the possibility that asking staff to complete the questionnaire

on four different occasions may have led the staff responses to be influenced by their

beliefs about what was required of them. There is a large body of literature that indicates

that individuals use aspects of the interview and research context to try and determine

what is required of them and that this can influence their responses (Gaskell et al., 1993).

Twenty responses from the group 1 staff (34%) were coded by two raters, to give an

indication of inter-rater reliability. As with the previous studies, in all cases where

parametric statistics were used it was ensured that the data distribution did not differ

significantly from the normal distribution curve.

6.3 Results: Study 5
6.3.1 Study 5: The impact of training on staff knowledge

Study 5 compared the knowledge of staffwho had received a one day training course

(group 1) with staff who had not received this training (group 2). Baseline refers to

initial scores, follow-up refers to group 1 scores either immediately, 3-6 or 6-12 months

after training, and to group 2 scores after an equivalent period.
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Inter-rater reliability

Table 14 illustrates the level of significance for each factor in relation to inter-rater

agreement, as assessed at both baseline and follow-up.

Table 14: Level of significance for each factor in relation to inter-rater reliability,

assessed at baseline and follow-up.

Factor Baseline Follow-up
Kappa P< Kappa P<

IQ * *

ABS 1 0.01 *

Childhood Onset 0.615 0.05 *

Topography 1 0.01 1 0.01

Safety 1 0.01 1 0.01

Limited access to resources 1 0.01 1 0.01

Service has difficulty coping 1 0.01 0.8 0.05

Reactive strategies 1 0.01 1 0.01

Psychological principles 1 0.01 0.615 0.05

Positive Programming 1 0.01 0.737 0.05

Responsibility 1 0.01 *

Accountability 1 0.01 0.8 0.01

Quality service 1 0.01 1 0.01

Safety * 0.737 0.05

Safety of others 1 0.01 *

Intervene against choice 0.783 0.05 0.8 0.1

Scenario 1-Duty of care * *

Choice 0.783 0.05 0.615 0.05

Assessing choice 0.8 0.01 0.615 0.05

Assessing risk 0.783 0.05 *

Scenario 2- Duty of care * *

Choice 0.615 0.05 *

Assessing Choice 0.737 0.05 *

Assessing Risk 0.737 0.05 *

* Kappa was not computed because at least one variable was a constant due to 100% agreement.

Table 14 illustrates that significant agreement was obtained between raters on all factors

for which it was possible to compute Kappa, at both baseline and follow-up.
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Comparison of group 1 and group 2 staff scores at baseline and follow-up

Table 15 below illustrates the factors for which a significant difference in scores was

found between the group 1 and group 2 staff at baseline and follow-up.

Table 15: Factors for which a significant difference in scores was found between group 1 and

group 2 staff at baseline and follow-up.
Group Factor Mean SD Value of T Df P<

Overall Def.. of L.D.

1 1.43 0.89 -3.6 131 0.01

2 2 0.91

Duty of care
1 1.47 1.17 -2.1 130 0.05

2 1.95 1.42

Def.. of C.B.(follow-up)
1 1.47 0.93 2.36 116 0.05

2 1.11 0.79

Duty of care (Follow-up)
1 2.47 1.23 2.14 131 0.05

2 1.97 1.4

Health Def.. of L.D.

1 1.95 0.74 -2.7 47 0.01

2 2.54 0.74

Scenario 2

1 2.95 1.28 -2.126 33.3 0.05

2 3.64 0.87

Def.. of CB (Follow-up)
1 2.24 0.83 2.889 47 0.01

2 1.5 0.92

Scenario 1 (Follow-up)
1 3.8 0.51 0.612 42.86 0.05

2 3.2 0.97

Residential Def.. of L.D.

1 1.3 0.8 -2.037 43 0.05

2 1.84 0.94

Scenario 2

1 1.9 1.3 -2.019 43 0.05

2 2.7 1.4

Duty of care (Follow-up)
1 2.4 1.4 2.375 43 0.05

2 1.6 1.1
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Impact of training on scores : Group 1

Table 16 below illustrates the mean scores and standard deviations at baseline and

follow-up for all scores for which significant differences were found for group 1 after

training.

Table 16: Mean scores and standard deviations for all scores on which significant

differences were found for group 1 following training.

Value
Factor Before After of T Df Level of significance

Mean SD Mean SD

Understanding a learning 1.43 0.89 2.3 0.91 -6.834 59 p<0.001
disability

Understanding of 1.03 0.84 1.47 0.93 -4.375 59 T3AO ©o

challenging behaviour

Understanding of duty of 1.47 1.18 2.51 1.19 -6.851 58 -oAo ©o

care

Scenario 1 2.19 1.21 2.83 1.21 -4.759 57 p<0.001
Scenario 2 2.57 1.48 3.21 1.35 -3.717 57 ©o©VQ»

There was only one factor, factors identified in managing challenging behaviour, for

which a significant increase in scores was not found at follow-up. No significant

differences were found on any of the factors at follow-up for group 2 staff.

Years of experience working in learning disability services and scores

Group 1

A number of significant relationships were found between years of experience and scores

as follows for group 1 staff:

A significant negative relationship was found between experience and definition of a

learning disability scores at baseline (r = -0.342, p< 0.005) and between experience and

scenario one scores at follow-up (r = -0.272, p< 0.05). Thus, the fewer the number of
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years of experience ofworking in learning disability services the group 1 staff had, the

greater their knowledge ofwhat a learning disability was at baseline, and the greater their

knowledge about choice and duty of care at follow-up.

Group 2

For group 2 staff a number of significant relationships were found between experience

and scores as follows:

Significant positive relationships were found between experience and definition of a

learning disability at baseline (r = 0.425, p< 0.001) and follow-up (r = 0.444, p< 0.001).

Similarly, a positive relationship was found with management of challenging behaviour

scores at baseline (r = 0.293, p< 0.01) and follow-up (r = 0.26, p< 0.05) and for

definition of duty of care at baseline (r = 0.554, p< 0.001) and follow-up (r = 0.488, p<

0.001). Finally, a significant positive relationship was found between experience and

scenario one scores at baseline (r = 0.426, p< 0.001) and follow-up(r = 0.417, p< 0.001).

This indicates that the greater the number of years of experience ofworking in learning

disability services of group 2 staff, the greater their knowledge of defining a learning

disability, managing challenging behaviour, defining duty of care and responding to

scenario one, both at baseline and follow-up.

Differences in scores according to follow-up period ie. The impact of time since training

on knowledge scores

Group 1

A one-way ANOVA found significant differences in the management ofCB scores at

baseline for group 1 when comparing the follow-up periods (F = 6.217, df= 2; 51, p<

0.05). A Tukey test illustrated that the score was significantly lower in the group which

was followed up immediately after training (m = 1, sd = 0.55) as compared with the

group followed up 6-12months after training (m =1.667, sd = 0.62). Similarly, a

significant difference was found post training (F = 4.449, df=2;51, p<0.05). A
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Tukey test demonstrated that the score was significantly lower for group 1 individuals

followed up immediately after training (m =1.11, sd = 0.58) as compared with those

followed up 6-12 months after training (m = 1.67, sd = 0.62). No significant differences

were found for group 1 at baseline or follow-up on any of the other scores according to

follow-up period.

Group 2

For group 2, a one-way ANOVA illustrated that significant differences existed in the

management ofCB scores when comparing the follow-up periods (F = 4.392, df= 2;

70, p< 0.05) A Tukey test illustrated that significant differences existed between those

group 2 staff followed up immediately (m = 1.1, sd = 0.577) and at 6-12 months

following baseline (m = 1.67, sd = 0.617) and also between those followed up 3-6months

after baseline (m = 1.5, sd = 0.67) and 6-12 months after baseline.

Similarly, at follow-up a significant difference was found in relation to definition of CB

scores (F = 3.734, df= 2; 70, p<0.05). A Tukey test showed that differences lay

between those followed up immediately (m = 1, sd = 0.55) and 6-12 months after

baseline (m = 1.6, sd = 0.62) and also between those followed up 3-6 months after

baseline (m = 1.5, sd = 0.674) and 6-12 months after baseline.

Evaluation of training- trainer questionnaires

Table 17 illustrates group 1 staff responses to the training evaluation questionnaire
items.
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Table 17: Trained staff responses to trainer evaluation questionnaire items.

Question
1. Was the course Too long Just right Too short

No. Percent. No. Percent. No. Percent.

0 0 54 92 5 8

2. Were the topics Very relevant Quite relevant Irrelevant
No. Percent. No. Percent. No Percent.

52 88 7 12 0 0

3.Was the language Too difficult Just right Too easy
No. Percent. No. Percent. No. Percent.

0 0 59 100 0 0

4. Were the activities Very helpful Quite helpful Unhelpful
No. Percent. No. Percent. No. Percent.

45 76 14 24 0 0

S.Was the handout Very useful Quite useful Useless
No. Percent. No. Percent. No. Percent.

43 84 8 16 0 0*

6. Was the presentation Good Quite good Poor
No. Percent. No. Percent. No. Percent.

46 78 13 22 0 0

7. Which topics should be missed out?
None Some

No. Percent. No. Percent. Examples
57 97 2 3 'Jargon' 'Team ideas'

8. Which topics should be included?
None Some

No. Percent. No. Percent. Examples
50 85 9 15 'Restraint/staff attitudes/tone

'Case-studies'/legal issues
'Non-verbal communication'

9. Which topics should we have more information on?
None Some

No. Percent. No. Percent. Examples
52 88 7 12 'De-escalation/profound l.d..'

'legal issues/available services'
10. Which topics should we have less information on?

None Some

No. Percent. No. Percent. Examples
58 98 1 2 'Theory'

11. Any other comments?
Positive No. Percent.Examples

22 37 'Very informative/very interesting/brilliant
'Excellent course-everyone should have it before
starting work'

'The presentation was very good because of
presenters and material.'

'A very good course, good assortment of ideas'
* eight participants had not yet received it on completing the questionnaire
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6.4 Discussion: Study 5

6.4.1 Study 5: The impact of training on staff knowledge

There is a demand for high quality, cost-effective services for people with a learning

disability and an increasing reliance on both health professionals and direct care staff to

deliver this. Previous research and the studies 1-4, suggests that the knowledge base of

these groups may be inadequate and that this can have a negative impact on both clients

and staff. Staff training has been highlighted as one means of improving staff knowledge

and shaping staff attitudes (Allen et al., 1997), however, the effectiveness of such training

has not been unequivocally established.

Study 5 examined the impact of a one day course covering a number of aspects of care

relating to learning disabilities on health, social care and day care staff (group 1) as

compared with a group who did not receive training (group 2). Ziarnik & Bernstein

(1982) highlight the importance of assessing training both in terms of its subjective

impact i.e. what staff report about its usefulness, validity, quality etc. and cognitive

impact i.e. knowledge gain. In evaluating the subjective quality of the training, the

training evaluation form suggested that the group 1 staff found the training to be

enjoyable, understandable and of practical relevance to their work. Previous research has

suggested that training must be tailored to the needs of the recipients if it is to be

effective (Harper, 1994; Ward, 1987).

Of more practical relevance, however, is the cognitive impact of the training. The main

finding here was that group 1 staff, who received the training, significantly increased their

knowledge in relation to all of the factors measured, except those factors identified as

important in managing challenging behaviour. Group 2, by contrast, showed no

significant changes in their scores between baseline and follow-up. This indicated that

training had a significant impact on knowledge, and potential practice as indicated by the

written responses to the scenarios.
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While it is initially puzzling that the training did not have a significant impact on group 1

staffs' knowledge about the factors important in managing challenging behaviour, this

may be due to the way these factors were defined and how this area was presented on the

course. The factors identified as important were initial reactive strategies, psychological

approaches e.g. behavioural guidelines, functional analysis, and positive programming

approaches e.g. skill teaching, anxiety management. During the course it was

emphasised that staff should not undertake work that was outwith their remit. For

example, day-care and social care staff should not write complex behavioural guidelines,

while health staff should not undertake reactive strategies such as physical restraint if not

trained to do so. It would therefore appear that, even after training, the staff continued

to identify the area ofmanaging challenging behaviour that they felt was within their

remit and of relevance to themselves, rather than identifying all three of the areas which

have been shown to be important. This suggests that future training must emphasise, that

while certain factors may not be within the remit of a particular professional group, a

comprehensive care plan must ensure that all three factors are taken into account.

No overall differences were found between group 1 and group 2 on gender or

experience, however, at baseline group 2 were found to have significantly greater

knowledge about the factors which define a learning disability and the factors relating to

duty of care. At follow-up, group 1 were found overall to know significantly more

about duty of care and defining challenging behaviour and had increased their knowledge

about a learning disability to the extent that a significant difference no longer existed.

This finding suggests that time-limited training is an effective means of overcoming

differences in knowledge between staff members, as evidenced by the gains made by the

trained group 1.

Researchers have highlighted the failure of some training courses to lead to long-term

behavioural or attitudinal change in staff (Baker, 1998; Evans, 1990). In the present

study, however, it was found that the impact of training on staff knowledge levels
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appeared to be maintained for up to one year after training. This was indicated by the

fact that the only significant difference found between the groups followed up

immediately after, 3-6 and 6-12 months after training was that which had already existed

at baseline. This again suggests that the knowledge obtained by staff from the training

course did not fade over time and that expensive and time-consuming retraining would

not be required for at least a year following the initial input. Another possibility,

however, is that staffwho were followed up at longer time intervals after training used

other sources, such as reading or discussion with others to retain their knowledge. If this

were the case, this would be positive in that it would suggest that the training gave them

a knowledge base which they were motivated to maintain or build upon by means other

than formal training.

For group 2 staff, those followed up after 6-12 months knew most at baseline. These

differences were not maintained at follow-up. The results showed that the knowledge of

the staff followed up immediately and 3-6 months after baseline had not improved,

therefore the lack of significant differences at follow-up would appear to be due to the

knowledge base of the 6-12 month group degrading over time.

The above results suggest that the knowledge gained by group 1 after training was not

only maintained for up to one year after training, but also that for the group 2 staff the

advantage that was present at baseline was lost over time. This suggests that training in

some way contributes to the maintenance of knowledge. This may be for a number of

reasons. The organisation may feel that the time and money spent on training should not

be wasted and as a result may be more encouraging to staffwho have received training

than those who have not. It may also be that trained staff share experiences or attempt to

put what they have learned into practice and as a result they retain the knowledge over

time. Alternatively, the training may have sparked an interest in a topic which staff

follow-up in their own time. It is not possible to pinpoint the reason for this finding from
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the present study, however, future research into the factors behind knowledge

maintenance would prove worthwhile.

Years of experience ofworking in learning disability services was found to be related to

knowledge scores for both groups 1 and 2, although in opposite ways. For group 1, less

experienced staffwere found to have greater levels of knowledge regarding defining a

learning disability, although this difference disappeared after training. However, less

experienced staffwere found to have higher levels of knowledge in relation to responses

to scenario one after training. By contrast, the more experienced group 2 staff had

greater levels of knowledge about defining a learning disability, managing challenging

behaviour, defining duty of care and responses to scenario one, both at baseline and

follow-up.

It is unclear why the relationships between knowledge and experience should differ for

groups 1 and 2. One explanation is that group 2 has a significantly greater number of

experienced health staff than group 1. Studies 1, 3 and 4 found health staff to have

greater levels of knowledge than the other staffgroups. It may be that the more

experienced health staff in group 2 are causing the positive relationship between

knowledge and experience for this group and not for group 1.

Cullen (2001) argues that any attempt to address poor service quality necessitates taking

the many elements of a service and the context within which it operates into account.

Likewise, for any training to be successful, it must take into account the context within

which staffwork and existing levels of knowledge. Study 5 has given some indication of

the complex and varied factors, including profession and years of experience, which

would appear to impact on staff knowledge and subsequent effects of training.

Study 5 can also be usefully placed within the context of a number ofmodels which

attempt to encompass the factors which may impact on staff performance. Reid et al.
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(1989) and La Vigna et al. (1994) both place importance within their own models on the

need to develop systems to determine if staff have the skills and knowledge base to

adequately meet the requirements of their job. Both identify training as a means of

ensuring staff have the core skills and knowledge to achieve the service goals

competently. La Vigna et al. (1994), however, argue that training is necessary but not

sufficient to increase service quality and that it can not be used in isolation from the

context of the organisation and the conditions that staffwork in. Hastings & Remington

(1994) also highlight a number of additional factors which influence staff practice,

including staff beliefs about the behaviour itself, why it occurs (attributions) and the way

to intervene; the policies and procedures and reward schemes of the organisation and

informal aspects of the service

While it is acknowledged that staff knowledge is only one factor which can potentially

impact on staff practice, the results of the studies 1-4 suggest that at a very basic level

staff employed to support clients with a learning disability lack knowledge about basic

issues that are important to their care. Study 5 indicates that, in keeping with the models

of staff practice outlined above, the training provided offered an appropriate and effective

means of increasing the knowledge base of staff.

The models outlined, however, also warn that for knowledge gains to result in improved

staff practices, the organisation needs to have additional mechanisms in place. These will

include clearly defined roles and expectations for staff, a means ofmonitoring staff and

organisational performance, supporting and rewarding good staff performance and the

existence of systems to ensure that other factors e.g. attributions, lack of resources,

informal staff climate, do not contribute to the maintenance ofpoor performance.
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6.5 Limitations of study 5

While it is clear that a number of factors impact on staff practice, the present thesis had as

its focus an examination of the levels of knowledge about some of the factors which have

been shown by previous researchers to be important in providing an effective service to

individuals with a learning disability. The thesis illustrated that, overall, levels of

knowledge were low in both health and social care staff. While the results of study 5

indicate that the training had a significant impact on the knowledge levels of those

receiving training, it could be argued that the trained group were not representative and

that the training effects would not therefore generalise to other groups. The results of

study 5 do, however, suggest that the pattern of knowledge of both the staff who

received training and those who did not was similar to that found in studies 1 to 4.

Overall, the health staff had greater levels of knowledge about all aspects of a learning

disability than social care staff. This similarity, found by the separate studies of the

thesis, would suggest that the staff participating in study 5 were representative of the

wider group of health and social care staff. It may therefore be argued that the effects of

training would be expected to generalise to the wider staff group.

Study 5, does, however have other limitations. The study utilised questionnaires and

some of the limitations of this in relation to the whole thesis are outlined in more detail

below. However, as with other questionnaire based studies it can not be assumed that

significant changes in staff knowledge will lead to positive changes in staff approaches to

supporting people with a learning disability. Indeed previous research has found that even

when training results in significant gains in staff knowledge, this does not always equate

with changes in staff practice (Jenkins et al., 1998). A lack of knowledge about the client

group and particularly in relation to challenging behaviour, has been found to effect staff

practices (Hasting & Remington, 1994). However, other factors may be equally

important, including motivation, attitudes, attributions and staff support systems

(Fitzsimmons & Barr, 1997; Harper, 1994; Hastings, 1997).
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In addition, while study 5 showed significant increases in staff knowledge, there is no

absolute level of knowledge which guarantees that staffnow know enough. Individuals

with a learning disability have a variety of strengths and needs and staff knowledge must

be applied creatively and flexibly to harness these strengths and meet these needs. At the

very least, however, study 5 does suggests that training can significantly increase the

knowledge base that staff have to draw on to assist in achieving this.

A further potential methodological limitation of study 5, in relation to examining the

impact of training on knowledge over time, is that, rather than following the same

individuals up over time and comparing changes in their scores, the study compared the

scores of different groups for each time period i.e. immediately after training, 3-6 months

after training and 6-12 months after training. This has disadvantages in that it is not

possible to examine changes in scores over time for each individual within the whole

group. However, the methodology used in study 5 was adopted for a number of reasons.

The first two reasons related to the practicalities of asking the same staff members to

complete the same questionnaire on four occasions. It is likely that the tolerance ofbusy

staff would not extend to this and that this would have impacted negatively on response

rates. Indeed, response rates dropped from 100% for those followed up immediately

after training to 86% at 3-6 months and 83% at 6-12 months, even when staffwere only

being asked to complete the questionnaire twice. Secondly, many social care

organisations experience high levels of staff turn-over. A reliance on following each

individual up over a period of a year may have meant that there was a large amount of

missing data for those staff members who had left the service. The methodology adopted

in study 5 meant that, although staff teams were chosen randomly by the employing

organisation, only those people who were still within the service could be chosen.

A final reason for choosing the methodology adopted in study 5 was to avoid the

possibility that asking staff to complete the questionnaire on four different occasions may

have led the staff responses to be influenced by their beliefs about what was required of
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them. There is a large body of literature that indicates that individuals use aspects of the

interview and research context to try and determine what is required of them and that this

can influence their responses (Gaskell et al., 1993).

Despite these limitations, the study 5 suggests that a one day training course can have a

significant impact on the knowledge and potential practice of health, social care and day

care staff, in areas where the previous studies had found staff knowledge to be limited.

In addition, this knowledge would appear to be retained for at least one year after

training. Previous researchers have indicated that training is not always cost-effective

(Ziarnik & Bernstein, 1982). Given the expense ofboth providing training and releasing

staff to attend, it is encouraging that the time limited training presented in study 5 can

result in significant gains in staff knowledge which are retained over a relatively long

period of time. However, a more detailed discussion of the methodological limitations of

the thesis as a whole is given below.

6.6 Methodological limitations of the thesis

The aim of the present research thesis was to examine the level of knowledge of staff

working with people with a learning disability about basic concepts which impact on their

care. The thesis showed that, in general, levels of knowledge were lower than would be

hoped in a staff group employed to work with this client group. The research also aimed

to examine if undertaking a one day training course could have a significant impact on

staff knowledge. This was in fact found to be the case, with all three staffgroups

appearing to benefit from the training in terms of increased knowledge. The time since

training did not appear to impact adversely on these results, with no significant

differences being found between the groups assessed immediately after training as

compared with 3-6 or 6-12 months after training, except those that existed at baseline.

While these results are encouraging, the thesis does have a number of limitations, which

were outlined briefly in relation to each individual study and which will be discussed in

more detail below.
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6.6.1 Limitations of questionnaires

The study was predominantly based on staff replies to questionnaires. This had two

aspects: an examination of staffs' factual knowledge and an evaluation of their responses

to clinically based scenarios. Dickens & Stallard (1987) suggest that any questionnaire

must conform to the following standards:

a) Objectivity i.e. be as unbiased by personal opinions and feelings as possible.

b) Reliability i.e. produce consistent results across time, situations and scorers.

c) Validity i.e. the assessment should assess what it purports to.

d) Social validity i.e. the measure must cover areas important to a local reference group.

In relation to objectivity, the questionnaire was scored in terms of factors identified in the

literature as relevant to the item in question. For example, the definition of a learning

disability was based on internationally identified and agreed criteria, while the defining

characteristics of challenging behaviour were drawn from an extensive literature search

and frequently cited definitions (e.g. Emerson et.al., 1988). While this established the

objectivity of the questionnaires to some extent, the way in which responses were scored

were still open to some personal interpretation. To reduce potential bias, clear scoring

criteria were established and a measure of inter-rater reliability was taken for all of the

questionnaire items.

Reliability

While the inter-rater reliability of the questionnaire was examined and found to be

acceptable, factors such as test-retest reliability were not examined. This was for a

number of practical reasons. For some staff groups, in particular GPs, the response rate

was relatively low, and the questionnaire was distributed by post. It would therefore

have been unlikely that a large enough sample would have been willing to complete the

questionnaire a second time. A further difficulty was that the thesis had as one of its
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aims an examination of the impact of time on the retention of knowledge. To have

established test-retest reliability of the questionnaire would have required participants to

complete the questionnaire on three occasions. It is unlikely that busy staffwould have

been willing to do so.

However, the failure to examine this aspect of the questionnaire raises the possibility that

increases or decreases in knowledge scores were due to the unreliability of the test.

However, the results of the thesis were in the predicted direction i.e. trained staff had

significant increases in scores following training, while untrained staff remained the same.

It would be unlikely that the scores of one group would remain stable, indicating test

reliability while the scores of another group increased due to test unreliability. This

factor cannot, however, be completely discounted

Validity

The validity of any measure can be established in a number ofways, the simplest being

content validity. This arises from a subjective judgement that the items are representative

of the content area. It is therefore likely that a questionnaire designed to tap knowledge

of a learning disability will have content validity if it asks 'What is your understanding of

the term learning disability?' Another related measure is face validity i.e. does it appear

to measure what it is supposed to. The questionnaires did appear to have face validity, in

that they were understood and correctly completed by staff.

A further form of validity is criterion referenced validity. This can be measured by the

extent to which the scores obtained on one measure agree with those obtained on another

which is believed to measure the same thing. Unfortunately, for the present thesis, there

were few studies which directly examined the concepts of interest. Some support for

criterion validity did however come from the fact, that, in general the results of the thesis

were consistent with previous research that indicated that certain aspects of knowledge
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was low in those staff who worked with clients with a learning disability (Hastings,

1996; Lyall et al., 1995; Kerr et al., 1996).

However, ofmore relevance is construct validity. The questionnaires were not subjected

to a vigorous examination of their construct validity. It is therefore unclear if factors

such as the wording of questions, the layout and presentation of the questionnaires or the

scenarios chosen impacted on staff responses. There is a large body of evidence that

apparently trivial changes in the wording or structure of questionnaires can cause

variability in responses (Gaskell et al., 1993). The questionnaires used, however,

attempt to avoid three main areas which have been shown to effect responses. The first is

the provision of response alternatives, which have been shown to effect the response

depending on whether the respondent uses information to infer either the meaning of the

question or their position in relation to others (Gaskell et al., 1993). The questionnaires

used in the present thesis were generally open-ended e.g. What is your understanding

of.....? 'How would you deal with this situation?' and therefore avoided using response

alternatives. A second factor that can impact on responses is the use of intensifies in

questions e.g. very , really. The thesis avoided the use of such words. Finally, if

respondents are asked to remember a past behaviour , particularly if it is low frequency,

difficulties in estimating can lead to unreliability (Gaskell et al., 1993). The thesis again

focused on respondents current knowledge rather than previous behaviours.

A further difficulty with the questionnaires were that they mainly dealt with knowledge.

In such cases respondents can use other sources such as books, handouts or other people

to answer the questions (McColl et al., 1993). This was not possible for any of the group

in the first four studies, with the exception of the GPs, as the replies were either written

in the presence of the researcher or written down verbatim by her. This is also true for

the baseline assessments for participants in study five. However, as the follow-up

questionnaires were posted out to people (with the exception of those followed up

immediately after baseline), it is possible that these groups could have used other sources
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of information. If this were the case, however, it would have been expected that both the

trained and untrained staff would have used this strategy in a similar way. In fact it was

only the knowledge of the trained group that was found to increase significantly, while

the levels of knowledge of the untrained staff remained the same. This possibility,

however, can not be completely discounted.

Another difficulty with questionnaires is that of articulation. Some people express

themselves better than others or differ in how they formulate written responses (McColl

et al., 1993). However, respondents had the choice ofwhether they gave written replies

or told the researcher who recorded replies verbatim. It is assumed that people chose the

method which they felt most comfortable with and which they felt would most clearly

express their views.

Finally, while the questionnaires were likely to tap individuals' knowledge, as they would

be unlikely to withhold such information, their expressed course of action may not reflect

either their private attitudes (Aronson, 1995) or their actual behaviour (Ajzen & Fishbein,

1980).

Social validity

This refers to the fact that the questionnaire must measure constructs which are of

relevance to the group being assessed. The questionnaires had social validity to the

extent that they dealt with concepts which are central to working with clients with a

learning disability, and were given to participants who had the remit ofworking with

clients with a learning disability. However, some of the items may have had more or less

relevance for some staff groups. For example, staffwho supported clients with physical

disabilities may have been less concerned with challenging behaviour and more concerned

with mobility and stimulation. As such the questionnaires may have held less social

validity for them.
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6.6.2 Statistical limitations

6.6.3 Sample size

Another important factor in any research project is the number of people participating.

All of the studies had a total sample size of at least 34, with the largest sample size being

163. In addition, the smallest sample size of the sub-groups in all of the studies was 19

and the largest was 72. However, studies 1, 3 and 4 had sample sizes that varied for the

two groups being studied. This factor can also influence the statistical power of the

studies and the likelihood of achieving statistically significant results. While it would

have been preferable to have a larger sample size for some of the sub-groups and equal

sample sizes in studies 1, 3 and 4, to increase the statistical power of the studies (Cohen,

1992), this was limited by practical factors. Many staffworking with clients with a

learning disability are busy and may be reluctant to accept extra demands on their time.

In addition, because the thesis involved a number of questionnaires, this limited the

number of staff available who had not already participated in some aspect of the thesis.

Despite this, a number of significant results were found, in the predicted direction. This

indicated that the studies had a sufficient statistical power.

6.6.4 Multiple testing

In study 5 multiple comparisons were carried out on sets of data obtained from the one

population e.g. to compare the differences in knowledge levels at baseline and follow-up

for health and residential staff and for the whole group. The main difficulty with utilising

multiple comparisons is that the possibility of making a Type I error increases i.e.

rejecting the null hypothesis when it is in fact true. While some authors argue that it is

not necessary to correct for the increased per comparison error rate when the

comparisons are planned (e.g. Keppel, 1991), the strength of the statistical analysis of

study 5 would have been increased by carrying out the Bonferroni test which corrects for

the per comparison error rate.
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6.6.5 The use of parametric statistics

The current thesis utilised a number of parametric statistical tests. In general, parametric

tests are used when a number of assumptions about the data are met. These are: that the

data are measured on an interval or ratio scale; that the scores are normally distributed

and the variability of the scores for each condition should be approximately the same.

Some authors argue that it is inappropriate to use parametric tests except when all three

conditions have been met (Bradley, 1968). To the extent that this is accepted, it could be

argued that the results obtained in the thesis by using parametric tests with ordinal data

are invalid. This occurred when participants were assigned a 'knowledge' score

depending on how many of the criteria or factors relating to a concepts they identified.

Many other authors, however, argue that parametric tests are sufficiently robust that they

can be used appropriately, even when the conditions outlined above are violated (Howell,

1997; Greene & d'Oliveira, 1982; Cramer, 1998). It has been argued that parametric

tests can be used with ordinal data, as the tests are applied to the numbers themselves

rather than what they relate to (Cramer, 1998). In addition, research has indicated that

there is little impact on the outcome of parametric tests even when the distribution of the

data has not conformed to the normal distribution or when there has been unequal

variance (Boneau, 1960; Games & Lucas, 1966). There has not, as yet, been a definitive

outcome to the debate. Parametric tests were, therefore, used in some cases during the

thesis, because they are generally considered to be more powerful i.e. they are more

likely to be significant when there is a relationship between two variables (Cramer,

1998).

6.6.6. The impact of knowledge on staff practice

The thesis focused on levels of staff knowledge and the impact of training on these. It has

been acknowledged throughout the thesis, however, that knowledge is only one factor of

many which can impact on staff practice (Cullen, 2001; La Vigna et al., 1994; Hastings &
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Remington, 1994; Reid et al., 1989) and that changes in staff knowledge do not

necessarily translate into changes in staff practice (Jenkins, 1998; Ziarnik & Bernstein,

1982). A major limitation of the thesis, is therefore, that it did not examine the impact of

either staff knowledge levels or the training course on practice. This was not an aim of

the thesis for the following reasons. To examine staff practice would have raised a

number of ethical issues for the participants and employing authorities. One obvious

example is the question ofwhether participant anonymity and confidentiality could be

maintained if bad or dangerous practice was discovered during the research. Such ethical

issues may have led staff and organisations to decline to participate in a project which

examined staff practice. A second reason was that staff performance is effected by a

number of factors, many ofwhich would have been outwith the control of the author e.g.

organisational climate, reward systems for staff, informal staff systems. There are also a

number of dangers inherent in developing inadequate systems for specifying, monitoring

and evaluating staff performance which do not allow for staff ownership of their

behaviour (Cullen, 1998). It would not have been practically possible for the author to

adequately address and account for all of these factors within the time and resource

constraints of her clinical post. The thesis, therefore, did not attempt to do so. However,

this is an obvious and important area for future work.

6.7 Recommendations for future research

It has been acknowledged throughout the thesis that a number of factors impact on staff

performance and the researcher interested in this topic is offered a seemingly endless

number of topics and factors which would merit further investigation. While the thesis

focused on levels of staff knowledge and the impact training had on these, it failed to

examine the impact either levels of knowledge or staff training had on practice, as is

discussed above. These topics offer two obvious areas for future research. The author is

currently working with colleagues, using 'The Periodic Service Review' model developed

by La Vigna et al. (1994) to examine what impact, if any, staff training has on practice.
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It is clear that the role of staff attributions is potentially a central one in shaping staff

practice and again the author is working with colleagues to examine if the training
¥

outlined in the thesis changes staff attributions. A further research question would be to

examine which type of training would be most effective in changing staff practice,

traditional training which targets staff knowledge and skills or training that specifically

targeted attributions.

6.8 Conclusion

The present thesis has attempted to establish levels of knowledge about certain

important factors related to the field of learning disabilities in staff groups involved in

their care. Despite the limitations of questionnaire based studies outlined above, the

thesis found that knowledge was generally lower than would have been hoped in all of

the staff groups studied. Health staffwere generally found to have the highest levels of

knowledge and this was attributed to their more specialised role and training. The thesis

also attempted to determine if a one day training course could impact on staff knowledge

levels and their reported practice, as measured by written responses to scenarios.

Training was found to lead to significant increases in knowledge in the trained group,

with the exception of knowledge about the factors that are important in managing

challenging behaviour. Staff appeared to report only the strategies which they felt were

within their remit. These increases in knowledge appeared to be maintained for up to one

year after training. No significant increases in knowledge were found in the untrained

staff (group 2). This suggests that a short one day training course may be a viable way to

increase staff knowledge in health, day care and residential staff.
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Appendix 1

Learning Disability Service

Survey ofGeneral Practitioners' Opinions

1. What is your understanding of the term "learning disability"?

2. Are you able to identify tire numbers of people with a learning disability
on your caseload? (please tick)

Yes □ No □

3. Would you feel in a position to diagnose whether someone on your caseload
had a learning disability or would you see this as requiring a specialist assessment?

Able to diagnose myself □ Needs specialist assessment □

4. What do you feel are tire three most common healthcare needs of people with a
learning disability?

a)

b) '
c)

5. To what extent do you feel tire healthcare needs should be provided by a specialist
multi-disciplinary learning disability team? (Place a cross on tire continuum which
best reflects your opinion).

0123456789 10

Needs can be
met by GPs

Needs should be entirely
met by a specialist multi-
Disciplinary learning
disability team

5. Any additional comments:

m



Appendix 2: Evaluation of the impact of training on staff knowledge-Staff
questionnaire

This questionnaire forms part,of a training evaluation project. Your participation is
voluntary and all responses are anonymous and confidential.
Section one

Job Title:

How many years of experience do you have working with people with a learning
disability?

Sex: Male/Female (Please circle)

Plave you received challenging behaviour training before, other than that provided by
ourselves? Yes/No (Please circle).

Have you completed a questionnaire like this before? Yes/No (please circle).

IfYes, how long ago was this? 0-3months 3-6months 6-12months (please
circle).

Section two.

What is your understanding of the term 'learning disability'?

What is your understanding of the term 'challenging behaviour'?

Which factors do you think are important in dealing with challenging behaviour?

What is your understanding of the term 'duty of care'?

IV



Please answer the questions in relation to the following scenarios.

Scenario one

James is a young man currently living in a group home. He enjoys eating what most
consider to be unhealthy. He is presently overweight, but has expressed a preference
for not going on a diet.

How would you deal with this situation?

What would be the deciding factors for you in choosing this course of action?

Scenario two
Graham was a previous sexual offender. He is now beginning a relationship with
Lucy. Both live in a residential home. They have requested that they be able to close
and lock Lucy's bedroom door when they are alone together. Staff suspect they may
wish to begin a sexual relationship.

How would you deal with this situation?

What would be the deciding factors for you in choosing this course of action?

Thank you very much for your co-operation. Karen McKenzie, clinical psychologist
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Appendix 3: Staff evaluation of the quality of training questionnairePlease tick the appropriate answer.
1. Was the course

Too long Just right Too short

Comments:

2. Were the topics
Very relevant Quite relevant Irrelevant

Comments:

3. Was the language
Too difficult Just right Too easy

Comments:

4. Were the activities
Very helpful Quite helpful Unhelpful

Comments:

5. Which (if any) topics should we miss out?

6. Which (if any) do we need to include?

7. Which (if any) topics do we need more information on?

8. Which (if any) topics do we need less information on?

9. Was the hand-out
Very useful Quite useful Useless

Comments:

10. Was the quality of the presentation
Good Quite good Poor

Comments:

11. Any other comments?

Karen McKenzie/Donna Paxton
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; 4: Independent staff evaluation of training-summary of results
COURSE NAME: CHALLENGING BEHAVIOUR
ERAINER: DONNA PAXTON & KAREN MCKENZIE
DATE: 3 SEPTEMBER 1998

1. How well did the course meet the objectives set and your needs in
particular?

• QuiLe well

• Fine

• Very well

• Very helpful - A complex topic but it was relevant and helpful to my job

• Very reluctant to job and very well laid out

• Very well

• Very good

• Very well

• Very well

• The course met my objectives well

• Very well

2. Which parts did you find more relevant?
_ _

• None any more relevant than the others

• Behaviour modification thinking of a problem and working through it

• What/How to use positive/negative reinforcement

• Finding out what positive and negative reinforces arc

• All

• All

• All parts were very relevant

• Dealing with behaviour

3. Which parts were least relevant?
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See above

None

None

None

N/A

4. Was there a good mix of learning methods e.g. group work, discussion,
pair work, discussion etc.?
• Yes

■ Yes

• Yes

• Yes, it kept my attention

Yes

• The mix was excellent

• Discussion and group work

• Yes

• Yes

• Yes

5. What if anything could be added to the course?

• No

• None that I could think of

• Well covered already

• Nothing

• Nothing

6. How satisfactory were the lunch arrangements, the room etc.?

• Good

• Lunch arrangements did not meet by individual needs - i.e. not butter or marg on sandwiches
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o Fine

• Good

• Satisfactory

• Very satisfactory

• Fine

• Excellent - Thanks

• Fine

• Fine

• Good

7. How do you plan to take the learning from today back into your work?

• To look at different strategy's to deal with different behaviour

• Discuss at team meetings. Observation thanks - possible alteration to support plans

• Put it into practice

• Discuss with team members putting a plan into action

• Work in a different way on differnt tenant

• Try and work with a specific tcnatn

• Work on any behaviour issues

• Put into practice what has been taught

• Course not yet finished

• Apply to working with tenants

8. Any other comments?

• Excellent course, very interesting and informative

•No

THANK-YOU FOR COMPLETING THIS FORM. PLEASE
RETURN AT END OF THIS COURSE "

;
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wvjuKS'ENTAMEVEl-rAXLl^^T^T;''BE'HAV]r'aiJK
TRAINER: DONNA PAXTON & KAREN MCKENZIE
DATE: 2 SEPTEMBER 1998

1. How well did the course meet the objectives set and your needs in
particular?

• Good introduction to important issue

• Fine

• Well

• Very well

• Very well -1 have a much better understanding of challenging behaviour

• Did not come with objectives

• Good, but it is all about time

• Very good

• N/A

• Fine

• Very well

• Very well

• Very well

2. Which parts did you find more relevant?

• All

• All

• All

• All

• All seemed relevant

• Positive reinforcement

• Negative reinforcement

• All relevant

• In felt that most of the course was relevant and very informative
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• Ail

• All parts

• All

3. Which parts were least relevant?
• None

• None

• None

• None

• None, all was important for the job I do

• Nil

4. Was there a good mix of learning methods e.g. group work, discussion,
pair work, discussion etc.?
• Yes

• Yes

• Yes

• Yes

• Yes

• Yes

• Good mix

• Yes

• Yes

• Yes

• Yes

• Yes

5. What if anything could be added to the course?

• None
• Time to discuss in housogroups specific problems

• More time to take it all in, hand outs
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• No

• More examples of exact assaults

6. Iiow satisfactory were the lunch arrangements, the room etc.?
• Fine

• Good

• Very good

• Room was a bit too warm, lack of air circulation. Lunch was great

• Satisfactory

• Fine

• Lunch okay, room too hot and stuffy - even with windows open

• Excellent

• Good

• Fine

° Lunch excellent - room too small poor ventilation

7. How do you plan to take the learning from today back into your work?

• Discuss at team meeting

• Help to understand tenants behaviour

• Try and use solutions and suggestions

• Through discussion at team meetings

• Discuss with house team and put into practice

• Will need time to think about this

• Will be considering this when working with tenants

• 1 will have a better understanding and usable methods for working with one service user in
particular

f

• By trying to develop a behaviour plan for one of our tenants

• Better understanding able to put to practice

• Talk to rest of staff team

• Work with reinforcement theories
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s. Any other comments?

• Met my needs well. A better understanding and definition of challenging behaviour

• Need more time. Handouts

• No

THANK-YOU FOR COMPLETING THIS FORM. PLEASE
RETURN AT END OF THIS COURSE
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EVALUATION FORM
IOURSE NAME: Challenging Behaviour
/RAINER: Karen McKenzic & Donna Paxton
)ATE: 29/30 June 1998

How well did the course meet the objectives set and your needs in
(articular?

Excellent - answered all the questions that 1 had

Very well. I enjoyed the course very much

1 found the course covered all aspects ofwhat I have come up against over the last year

■ Quite well/positive

> Re-Informed me of the differences between Learning Disability and Learning Difficulties

> Very well. Lot's of information

• The course was very clear and helped me to understand things in a much better way

• Quite well

• Very well. Very informative

• The course met the needs quite well

• Very well

• Very well

• Very well

• Excellent

• Shown new ideas on how to deal with certain situation

• Very well

• Clarified a lot of issues helped wit practical topics i.e. reporting incidents and diverting conflict

2. Which parts did you find more relevant?

• All parts had to be viewed as a package rather than individual parts

• It was all equally relevant

• How to stop a situation before it becomes physical

• All of the course was relevant

• 1 found all areas very relevant

• Most of it

• Most of it
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• Found it all relevant

• All of it

• Physical reactions to threat and danger

• All relevant

• It was all relevant. However 1 enjoyed looking at ways to log information

• Different ways of documenting incidents etc.

• Good explanations for causes and actions that could be taken

• Dealing with different types of behaviour

• The group discussions was very good

• Specific examples and cases

3. Which parts were least relevant?
• None

• Nothing was irrelevant

• Talking about the ACB charts this didn't really interest me as 1 have had loads of experience before
the course

• None

• None

• Everything was relevant

• None

• None

• None

4. Was there a good mix oflcarning methods e.g. group work, discussion,
pair work, discussion etc.?
• No, but not really necessary

• Yes

• Yes

• Yes

• Lots of discussion perhaps would benefit from more group work and pair work

• Yes

• yes
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• Yes

• Maybe more group work

• Yes

• Yes

• Yes

• yes, no role play. Thank goodness

.. Yes

• Yes

• Yes

• Yes

5. What if anything could be added to the course?

• Certificate, in depth analysis

• Nothing

• Calming training

• Training of restraint techniques

• Nothing

• Nothing

• More input on how to deal with challenging behaviour and maybe some role play

• Follow up course

• Follow up course

• From the OPH which you used

• The course was fine

• Nothing obvious springs to mind'

6. How satisfactory were the lunch arrangements, the room ete.?

• Perfect

• Very good

• Why can't we have a course lunch from the council

« Okay
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• Okay

• Not satisfactory too many noisy interfering with concentration

• Lunch was quite good too much noise from traffic

• Nice buffet, room was fine

• Quite good

• Good

• Very good

• Very nice buffet, the room was fine

• Fine, no problems

• Not as good as previous occasions

• Satisfactory

• Good compared to some courses I've been on

7. How do you plan to take the learning from today back into your work?

• Put into practice

• Have more understanding of challenging behaviour

• Putting some of the behaviour planning into action with the rest of the team

• Can make contingency plan for any incidents that may occur within work place with other team
members

• Approach prcsentors - ask to come to house and observe clients

• More confident and looking forward to putting into practice

• Pass knowledge. Put to staff team. Clear guidelines for staff to enable consistency

• Feedback the team and put into practice

• Yes

• This will make me think about my own behaviour towards the tenants

• To take the information back to the staff team for discussions. And use the information in the
future

• By discussing with other members of staff

• Put relevant items into practice

• 1 want to re examine how the staff deal with one client in particular and try some of the positive re -

enforcement techniques with them
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8. Any other comments?

• Very good course, speakers were very knowledgeable and worked well as a team

• It was well run. Very interesting and kept me very active, especially after my sleep over

• Excellent course

• Looking forward to the follow up course

• Very enjoyable

• None, well friendly and very informal day

• None

• Very enjoyable course

• No, but not really necessary

THANK-YOU FOR COMPLETING THIS FORM. PLEASE
RETURN AT END OF THIS COURSE
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EVALUATION FORM.

Course Name: Challenging Behaviour One
Trainers: Donna Paxton and Karen McKcnzic
Date: : 1 September 1999

1. How well did the course meet the objectives set and your needs in particular?
Quite well
Very well
Very well
Veiy well
Very clear and concise
Quite well. Could have been a bit more exciting but I have learned a lot.
Fine, very good
Well
Good
Good

2, Which parts (lid you Find more relevant?
Definitions of what the trainers did

Legislative information. Description of principles and practice of behaviour modification.
All of it
All relevant

Positive/negative reinforcement and relevant approach/awareness of boundaries
Positive and negative reinforcement. Very relevant.
I found it all relevant
All
All

None, everything well balanced.

3. Which parts were least relevant?
None
It was all relevant
All
None
1 found it all relevant
None
Some of the group discussions

4. Was there a good mix oflcarning methods, e.g. group work, discussion, pair work, etc.
No - too much reliance on overhead projector and not enough doing anything
Yes
Yes-a suitable mix
Yes. Good discussion work. Good over head.
Yes
Not really
Yes it was very good
Yes
Yes
Yes

5. What if anything could be added to the course?
Scenarios form participants and discussion on this
It could be longer with more group work
More practical or group work
More "real" acting.

6. How satisfactory was the room, etc.?
The room was fine
The room was far too hot and stuffy even with windows open
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How do you plan to take the learning from today bnck into your work?
rk with team and devise effective planning
using it to re-write parts of the support plan
cussion at team meeting
ant to put it into practice
k about psychiatric evaluation or behaviour evaluation with my team
ok at own approaches made to tenants who display challenging behaviour
;cussion with team

lly - by brining it up at the team meeting
ly introduce a behaviour analysis programme (directed by the trainers)
jrk with the team. Know the importance of following up with any behaviour modification.

Any other comments?
:ry good. I'm glad it wasn't too serious - that helps a lot in keeping our attention
may be a good gesture for ELCAP to provide lunch for course leaders
was a really good course



• See above

• None

• None

• None

• N/A

4. Was there a good mix oflcaruing methods e.g. group work, discussion,
pair work, discussion etc.?
• Yes

• Yes

• Yes

• Yes, it kept my attention

Yes

• The mix was excellent

• Discussion and group work

• Yes

• Yes

• Yes

5. What if anything could be added to the course?

• No

• None that 1 could think of

• Well covered already

• Nothing

• Nothing

6. How satisfactory were the lunch arrangements, the room etc.?

• Good

• Lunch arrangements did not meet by individual needs - i.e. not butter or marg on sandwiches
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See above

None

None

None

N/A

1. Was there a good mix of learning methods e.g. group work, discussion,
rair work, discussion etc.?
> Yes

» Yes

• Yes

• Yes, it kept my attention

Yes

• The mix was excellent

• Discussion and group work

• Yes

• Yes

• Yes

5. What if anything could be added to the course?

• No

• None that I could think of

• Well covered already

• Nothing

• Nothing

6. How satisfactory were the lunch arrangements, the room etc.?

• Good

• Lunch arrangements did not meet by individual needs - i.e. not butter or marg on sandwiches
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Abstract The present study evaluates the impact of a one-day
challenging behaviour course on the knowledge of 39 staff (20
health, 20 social care, 19 day care) as compared with a control group
(n = 73)- The study found that training led to a significant increase
in knowledge in the trained group on all factors but one. This was
the identification of the main factors important in responding to
challenging behaviour. In relation to this, staff appeared to identify
only those factors either which would clearly be within their remit
or which they would be more likely to use in their daily work, e.g.
health staff identifying psychological approaches, day care and
residential staff identifying reactive strategies. Gains in knowledge
were found to be similar in those groups followed up immediately,
3—6 months and 6—12 months after training. No significant
differences in scores between baseline and follow-up were found for
the group who had not received training.

Keywords challenging behaviour; evaluation; health and social
care staff; training

Previous research suggests that knowledge about key aspects relevant to the
care of individuals with a learning disability may be limited in the general
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public, but also in the two main groups involved in their care: health and
social care staff. Staff have been found to lack awareness about the criteria

of a learning disability (Barr, 199s; McKenzie et al., 1999b), the range of
approaches required to successfully manage challenging behaviour
(McKenzie et al., 1999a) and their duty of care to clients (McKenzie et al.,
2000). A lack of knowledge has been shown to impact on all of the follow¬
ing: staff anxiety; job turnover and burnout rates (Allen et al., 1990;
Bromley and Emerson, 1995"; Sharrad, 1992); the inappropriate manage¬
ment of challenging behaviour (Hastings et al., 199s); failure to adequately
fulfil duty of care to clients (Lyall et al., 199^); and failure to deliver appro¬
priate primary health care services (Kerr et al., 1996).

This is of concern as the quality of many community based services is
thought to rely heavily on the skills and efficiency of staff (Hastings, 1995;
Porterfield, 1987; Rose, 199^). Social care and day care staff spend more time
in direct contact with clients than health care professionals and are there¬
fore more likely to be agents of change in terms of introducing interven¬
tions and guidelines designed by health professionals (Berryman et al.,
1994). In addition, the approaches adopted by these staff can both impact
on client behaviours and contribute to the success or failure of interven¬
tions (Hastings and Remington, 1994).

The importance of staff training in the successful implementation of
community care policies was highlighted early on in theWhite Paper Better
Services for the Mentally Handicapped (DHSS, 1971). Subsequent research has also
emphasized the importance of providing care staff with appropriate and
relevant training (Department of Health, 1993; Hogg and Mittler, 1987;
Social Services Inspectorate, 1990). Staff have also cited insufficient train¬
ing as a major factor contributing to stress, burnout and job turnover
(deKock et al., i987;Ward, 1989).

In response to the need for training responsive to the needs of social
care staff, a number of formal courses have developed in Britain. These
include the introduction of National Vocational Qualifications (NVQs)
(Care Sector Consortium, 1992) and the establishment in 1981 of the
qualification of a Certificate in the Further Education and Training of
Mentally Handicapped People. In addition, accredited degree and diploma
courses are available at a number of universities and colleges (McVilly,
1997). Despite this, a study by Knapp et al. in 1989 found that nearly half
of staff working in community settings had failed to receive formal train¬
ing. A more recent study by Smith et al. (1996) of 299 staffworking within
community based residential settings found that only 12 percent of man¬
agers and 17 percent of care staff had received induction training. In rela¬
tion to other training, yg percent of care staff in private establishments had
not attended any courses in the previous five years. This was also true for
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32 percent of local authority care staff, 17 percent of voluntary sector care
staff and 4 percent of health care staff. All training was also found to be
based on short in-service courses. I11 addition, only 43 percent of partici¬
pants overall identified a need for further training. Research has also indi¬
cated that while both staff and managers of social care services identify
many of the areas covered by qualifications such as NVQs as important,
many felt that the training they had received was inadequate in relation to
that required for their job (McVilly, 1997).

Staff training has been found by some authors to be an effective means
of increasing the levels of knowledge of staff working in learning disabil¬
ity services (Allen et al., 1997; Kobe and Mulick, 1993; Nagarajaiah et al.,
1994). However, other evaluations of the impact of training have not always
found it to be cost-effective (Ziarnik and Bernstein, 1982) or to result in
long-term behavioural or attitudinal change in staff (Baker, 1998; Evans,
1990). However, evaluating the effectiveness of staff training is in itself diffi¬
cult. Mansell (1989) noted that the impact of training is difficult to estab¬
lish in complex social organizations, and as such is rarely attempted. The
outcome of training can also be affected by a number of factors:
• The social, organizational and political context that the staff work in

(Fitzsimmons and Barr, 1997; Harper, 1994). Thus, if changes in staff atti¬
tudes, knowledge and behaviour are not supported in the work environ¬
ment, they are unlikely to be maintained over time.

• Staff characteristics, e.g. experience, skills and knowledge (Landesman-
Dwyer and Knowles, 1987).

• The perceived quality, relevance and applicability of the training itself
(Harper, 1994; Ward, 1987). Thus, if the quality of the training is poor
or the content is irrelevant to the target group it may be less likely to
have the desired impact on staff.

Staff training can be time-consuming and expensive (Ziarnik and Bernstein,
1982) and it has not always been shown to be effective (Baker, 1998).
However, as noted above, if a service fails to provide staff with the skills,
knowledge, motivation and support required to provide at least an adequate
standard of service to clients, this can be costly in terms of client and staff
safety and well-being. It is therefore important to establish clearly the type
and nature of the training needs of the service in question. It may be that
for some services, deficits are due to limited staff knowledge, while for
others organizational or motivational factors prevent staff knowledge from
being applied. It is also necessary to establish which goals the training is
designed to meet and to establish which outcome measures will be used to
evaluate effectiveness. Ziarnik and Bernstein (1982) outline five different
types of outcome measures used in this field:
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• subjective, i.e. what staff report about the usefulness, validity, quality etc.
of the training

• cognitive, i.e. knowledge gain
• behavioural, i.e. the impact of training on behaviour
• client centred, i.e. the impact on clients
• organizational, i.e. the impact on the work organization.

Unfortunately, while staffmay subjectively report that training is useful and
valid, it may have had little impact on their knowledge levels or behaviour
(Ziarnik and Bernstein, 1982). As a result the evaluation of any given train¬
ing course requires that an examination is made of the extent to which it
achieves what it set out to, whether in terms of knowledge, attitudinal or
behavioural change. The present study therefore aims:
• To assess the impact of a one-day challenging behaviour course on the
knowledge of health, social care and day care staff about the following
areas: criteria of a learning disability; definition and management of
challenging behaviour; client choice and duty of care.

• To compare this with the knowledge of a control group who have not
received training.

It was hypothesized that there would be a significant increase in the know¬
ledge of the staffwho had received training, but no significant increase for
the control group.

Method

The participants in this study were three groups of staff who worked with
individuals with a learning disability (20 residential staff, 19 day care staff,
20 health staff) giving a total sample size of 5*9. All of the participants com¬
pleted a questionnaire utilized in previous studies to examine levels of
knowledge in the following areas:

• criteria for a learning disability (McKenzie et al., 1999b)
• defining and managing challenging behaviour (McKenzie et al., 1999a)
• duty of care (McKenzie et al., 2000).
In addition, staff were asked to describe how they would respond to two
scenarios which required a balance between enabling client choice and
ensuring duty of care. The first scenario depicted a situation where an
overweight client had expressed that lie did not wish to go on a diet. The
second described a situation wher<' clients wished to have a sexual

relationship. These are outlined in detail in McKenzie et al. (2000). A note
was also taken of the gender of the respondent, number of years of
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experience in learning disability services and, at follow-up, time since
training.

All participants were asked to complete the questionnaires prior to a
one-day training course provided by two of the authors: a clinical psycholo¬
gist and a community learning disability charge nurse. The training course
was entitled 'An introduction to challenging behaviour' and included the
following components

• What is a learning disability?
• What is duty of care?
• What is challenging behaviour?
• Defining, recording and assessing behaviours.
• Reactive strategies.
• Basic behavioural approaches.
• Positive programming approaches.

All the staff participating had expressed an interest in attending the course
and were aware that their completion of the questionnaire was voluntary
and that their responses would remain anonymous. All participants were
asked to complete the questionnaire at the beginning of the course and
either immediately (n = 27), 3—6 months (11 = 12) or 6—12 months (11 =
13) after training. In addition all staff members were asked to complete a
training evaluation form at the end of the training day. This assessed the
quality and relevance of the training to participants. A comparison of the
results obtained with the above groups were compared with a control
group of individuals who had completed the initial questionnaires, but had
not subsequently received the one-day training course. The questionnaire
and method were identical to those for the staffwho had received training.
Participants consisted of residential staff (11 = 23), day care staff (11 = 20)
and health staff (n = 28) giving a total sample size of 73. Table 1 illustrates
the gender and mean months of experience of working in learning dis¬
ability services for the trained and control groups.

In addition 20 responses from the trained staff (34 percent) were coded
by two raters, to give an indication of inter-rater reliability.

Results

Inter-rater reliability
The application of the statistic kappa illustrated that values for all of the
factors were significant at either p < 0.01 or p < 0.03, indicating inter-rater
reliability between the two raters on all of the items coded.
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Table 1 Gender and mean months of experience of working in learning disability
services for the trained and untrained groups

Male Female Experience

no. % no. % mean SD

Trained
Health 3 14 18 86 19.7 31.3

Residential 3 15 17 85 68.8 57.8

Day care 7 39 11 61 124.4 82.1

Total 13 22 46 78 69.2 73.2

Untrained
Health 4 14 24 86 119.7 85.4

Residential 9 36 16 64 72.6 50.8

Day care 11 55 9 45 81.9 55.2

Total 24 33 49 67 92.5 69

Trained and untrained staff
No significant differences were found between the trained and untrained
staff in relation to sex or experience.

Comparison of trained and untrained staff scores at baseline and
follow-up
Table 2 illustrates the factors for which a significant difference in scores was
found between the trained and untrained staff at baseline and follow-up.

Table 2 Factors for which a significant difference in scores was found between the
trained and untrained staff at baseline and follow-up

Factor Group Mean SD Value of t d.f. Significance

Definition of Trained 1.43 0.89 -3.6 131 p < 0.01
learning disability Untrained 2.0 0.91

Duty of care Trained 1.47 1.17 -2.1 130 p < 0.05
Untrained 1.95 1.42

Definition of Trained 1.47 0.93 2.36 116.4 p < 0.05
learning disability, Untrained 1.11 0.79

follow-up
Duty of care, Trained 2.47 1.23 2.14 131 p < 0.05
follow-up Untrained 1.97 1.4

«S8



MCKENZIE ET A I.. : ONE-DAY CHALLENGING BEHAVIOUR

Impact of training on scores
Trained group Table 3 illustrates the mean scores and standard deviations
before and after training for all scores for which significant differences were
found after training.

Untrained staff No significant differences were found on any of the
factors at follow-up for untrained staff.

Differences in scores according to follow-up period
A one-way ANOVA found significant differences in the management of
challenging behaviour scores before training according to follow-up period
(F = 6.217; d.f. = 53; P < °-°S)-A Tukey test illustrated that the score was
significantly lower in the group which was followed up immediately after
training (mean = 1, SD = 0.333) as compared with the group followed up
6-12 months after training (mean = 1.667, SD — 0.617). Similarly, a sig¬
nificant difference was found after training (F = 4.449; d.f. = 33; p < 0.03).
A Tukey test demonstrated that the score was significantly lower for indi¬
viduals followed up immediately after training (mean = 1.11, SD = 0.377)
as compared with those followed up 6-12 months after training (mean =
1.67, SD = 0.62). No further significant differences were found before or
after training 011 any of the other scores.

Evaluation of training: trainer questionnaires
Table 4 illustrates trained staff responses to the evaluation questionnaire
items.

Table 3 Mean scores and standard deviations for all scores on which significant
differences were found following training

Factor Before After Value of t d.f. Significance

mean SD mean SD

Understanding a
learning disability

1.43 0.89 2.3 0.91 -6.834 59 p < 0.001

Understanding of
challenging
behaviour

1.03 0.84 1.47 0.93 -4.375 59 p < 0.001

Understanding of
duty of care

1.47 1.18 2.51 1.19 -6.851 58 p < 0.001

Scenario 1

Scenario 2

2.19
2.57

1.21

1.48

2.83

3.21

1.21

1.35

-4.759
-3.717

57

57
p < 0.001
p < 0.001

'59



JOURNAL OP LEARNING DISABILITIES 4(2)
Table 4 Trained staff responses to trainer evaluation questionnaire items*

1 Was the course Too long
no. %
0 0

2 Were the topics Very relevant
no. %
52 88

3 Was the language used Too difficult
no. %
0 0

Very helpful
no. %
45 76

Very useful

4 Were the activities

5 Was the handout

6 Was the presentation

no.

43

no.

46

Good

%
84

%
78

Which topics should be missed out?
None Some

no. % no.

57 97 2

Just right
no. %
54 92
Quite relevant
no. %
7 12
Just right

no. %
59 100
Quite helpful
no. %
14 24
Quite useful

no. %
8 16

Quite good
no. %
13 22

Examples:
jargon;
team ideas

Too short
no. %
5 8
Irrelevant

no. %
0 0

Too easy
no. %

0 0

Unhelpful
no.

0

no.

0

no.

0

Useless

Poor

%
0

%
0a

%
0

8 Which topics should be included?
None Some

no. % no. % Examples:
50 85 9 15 restraint/staff attitudes/tone of voice;

contact information/specific behaviours;
case studies/role play/legal issues;
clients without verbal communication

9 Which topics should we have more information on?
None Some

no.

52
% no.

7
%
12

Examples:
discipline/de-escalation/profound LDs;
positive and negative reinforcement;
legal issues/available services/violence

10 Which topics should we have less information on?
None Some

no. % no. % Examples:
58 98 1 2 theory

11 Any other comments?
Positive comments:

no. % Examples:
22 37 very informative/very interesting/brilliant;

excellent course - everyone should have it before starting work;
the presentation was very good because of presenters and material;
very interesting and informative and relevant to my work;
nice to hear from people who it would appear have experience from
the coalface, not just theory

* Eight participants had not yet received the handout on completing the questionnaire.
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Discussion

The present study examined the impact of a one-day course covering a
number of aspects of care relating to managing challenging behaviour on
health, social care and day care staff, as compared with a group who did
not receive training. Ziarnik and Bernstein (1982) highlight the import¬
ance of assessing training in terms of both its subjective impact, i.e. what
staff report about its usefulness, Validity, quality etc., and its cognitive
impact, i.e. knowledge gain. In evaluating the subjective quality of the
training, the training evaluation form suggested that the staff found the
training to be enjoyable, understandable and of practical relevance to their
work. Previous research has suggested that training must be tailored to
the needs of the recipients if it is to be effective (Harper, 1994; Ward,
1987).

Of more practical relevance, however, is the cognitive impact of the
training. The main finding here was that the trained group significantly
increased their knowledge in relation to all of the factors measured, except
those important in managing challenging behaviour. The untrained group,
by contrast, showed 110 significant changes in their scores between base¬
line and follow-up. This indicated that training had a significant impact on
knowledge and potential practice, as indicated by the written responses to
the scenarios.

While it is initially puzzling that the training did not have a significant
impact 011 knowledge about the factors important to managing challeng¬
ing behaviour, this may be due to the way these factors were defined and
how this area was presented on the course. The factors identified as im¬
portant were initial reactive strategies, psychological approaches, e.g.
behavioural guidelines, functional analysis, and positive programming
approaches, e.g. skill teaching, anxiety management. During the course it
was emphasized that staff should not undertake work that was outwith their
remit. For example, day care and social care staff should not write complex
behavioural guidelines, while health staff should not undertake reactive
strategies such as physical restraint if not trained to do so. It would there¬
fore appear that, even after training, each group continued to identify the
area of managing challenging behaviour that they felt was within their
remit and of relevance to themselves, rather than identifying all three of the
areas which have been shown to be important. This suggests that future
training must emphasize that, while certain factors may not be within the
remit of a particular professional group, a comprehensive care plan must
ensure that all three factors are taken into account.

No differences were found between the trained and control groups 011
gender or experience; however, prior to training the untrained group
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were found to have significantly greater knowledge about the factors
which define a learning disability and the factors relating to duty of care.
Following training, the trained group were found to know significantly
more about duty of care and defining challenging behaviour and had
increased their knowledge about a learning disability to the extent that a
significant difference no longer existed. This finding suggests that time-
limited training is an effective means of overcoming differences in know¬
ledge between staff members, as evidenced by the gains riade by the
trained group.

Researchers have highlighted the failure of some training courses to lead
to long-term behavioural or attitudinal change in staff (Baker, 1998; Evans,
1990). In the present study, however, it was found that the impact of train¬
ing on staff knowledge levels appeared to be maintained for up to one year
after training. This was indicated by the fact that the only significant differ¬
ence found between the groups followed up immediately after, 3—6 and
6—12 months after training was that which had already existed at baseline.
This again suggests that the knowledge obtained by staff from the training
course did not fade over time and that expensive and time-consuming
retraining would not be required for at least a year following the initial
input. Another possibility, however, is that staff who were followed up at
longer time intervals after training used other sources, such as reading or
discussion with others to retain their knowledge. If this were the case, this
would be positive in that it would suggest that the training gave them a
knowledge base which they were motivated to maintain or build upon by
means other than formal training.

The study does, however, have limitations. As with other questionnaire
based studies it cannot be assumed that significant changes in staff know¬
ledge will lead to positive changes in staff approaches to suppc 'ting people
with a learning disability. A lack of knowledge about the client group and
particularly in relation to challenging behaviour has been found to affect
staff practices (Hastings and Remington, 1994). However, othe: factors may
be equally important, including motivation, attitudes and staff support
systems (Fitzsimmons and Barr, 1997; Harper, 1994).

In addition, while the study showed significant increases in staff know¬
ledge, there is no absolute level of knowledge which guarante es that staff
now know enough. Individuals with a learning disability have a variety of
strengths and needs and staff knowledge must be applied cr aatively and
flexibly to harness these strengths and meet these needs. At th a very least,
however, the present study does suggest that training can ignificantly
increase the knowledge base that staff have to draw on to assi: t in achiev¬
ing this.
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Conclusion

There is a demand for high quality, cost-effective services for people with
a learning disability and an increasing reliance on both health professionals
and direct care staff to deliver this. Professional groups are being required
to provide high quality, relevant and applicable clinical input and training
while direct care staff are expected to have a basic level of knowledge about
people with a learning disability which allows them to sensibly and safely
provide day-to-day support. Research suggests that the knowledge base of
these groups may be inadequate and that this can have a negative impact
on both clients and staff. Staff training has been highlighted as one means
of improving staff knowledge and shaping staff attitudes (Allen et al.,
1997); however, the effectiveness of such training has not been unequivo¬
cally established.

The present study, however, suggests that a one-day training course can
have a significant impact on the knowledge and potential practice of health,
social care and day care staff, in areas where previous studies have found
staff knowledge to be limited (McKenzie et al., 1999a; 1999b; 2000). In
addition, this knowledge would appear to be retained for at least one year
after training. Previous researchers have indicated that training is not always
cost-effective (Ziarnik and Bernstein, 1982). Given the expense ofboth pro¬
viding training and releasing staff to attend, it is encouraging that the time-
limited training presented in the current study can result in significant gains
in staff knowledge which are retained over a relatively long period of time.
Further research is, however, required to determine whether the knowledge
gains which resulted from training translate into improved staff practices.
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The present study examines the relationship between the knowledge of the
diagnostic criteria for a learning disability (based on DSM IV criteria), care
practices and experience in health care and social care staff. Responses to a

questionnaire were analysed in terms of participants emphasis on: recognizing duty
of care; enabling choice; non-aversive and aversive strategies. Results indicated that
the knowledge of the criteria for a learning disability was limited, with only 16% of
the sample correctly identifying all three criteria. There were no significant
differences between the two groups in relation to experience or level of knowledge.
No clear cut differences were found between the groups in relation to tendency to
emphasize a particular management approach, with the strategies adopted
appearing to be influenced by vignettes used in this study. Participants tended to
give responses that identified both a recognition of their duty of care to clients and
the need to enable choice. Limitations of this study are discussed.
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INTRODUCTION

Persons professing skills in working with the
handicapped ... should be aware of the characteristics
and susceptibilities of the categories of handicap
with which they work (Ward 1984, p 57).

A learning disability is defined by three criteria:
• significantly sub-average intellectual

functioning, with an IQ of approximately 70
or less

• concurrent deficits or impairments in present
adaptive functioning in at least two of the
following: communication, self-care, home
living, social/interpersonal skills, use of
community resources, self-direction, functional
academic skills, work, leisure, health and safety

• onsets before adulthood (DSM IV, American
Psychiatric Association, 1995).

The early 1960s saw the beginnings of a radical
shift in the philosophy and policy relating to the

care of people with learning disabilities. The long-
stay institution was to be replaced by a range of
community-based services. This resulted in people
who did not require specialized medical or nursing
care being able to live at home or in small scale home¬
like units. This changing philosophy of care and
resultant change in practice was largely based on the
principle of normalization (Wollensberger 1972).

The move from largely medically-orientated
institutions to community settings has been paral¬
leled by an increasing focus on the social model of
care for individuals with learning disabilities. As a

consequence, the day-to-day support of people with
learning disabilities changed from being the almost
exclusive remit of health professionals to that of
social care staff.

Both health professionals and social care staff
share the common goal of caring for, and support¬
ing, people with learning disabilities. However, they
may differ in the type and amount of training that
they have received. Health professionals working
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in the field of learning disabilities will have received
a formal training in the applications of their parti¬
cular professional skills to this client group. By
contrast, social care staff may not be required to
undergo formal specialized training. While many

may receive in-service training, some staff may
be employed who have no previous experience or

knowledge about working with people with a learn¬
ing disability. Research suggests that misconcep¬
tions relating to people with a learning disability
are common among the general population (Antonak
et al. 1989) and that a lack of knowledge amongst
care staff can impact on morale, staff turnover and
client behaviour (Allen et al. 1990; Sharrad 1992;
Hastings & Remington 1994). The reaction against
medically-orientated institutional care has been
paralleled by an increasing focus on the handicap¬
ping effect model, whereby the organic deficits
(the impairment) results in functional deficits, either
behavioural or cognitive (the disability). A person
who is identified as disabled is further disadvantaged
by negative social attitudes towards the disability
(the handicap). Research suggests that both close
contact with individuals with a learning disability
(Slevin 1995; Hames 1996) and the provision of
specific training regarding learning disabilities (Henry
et al. 1996) can result in more positive attitudes.

As more individuals with learning disabilities
are supported in community homes, the complex
nature of the demands placed on both social care
staff and health professionals becomes apparent.
One of the most important of these is the need to
balance a 'duty of care' (McKay 1991) towards
the person they support, with a recognition of the
individual's rights and choices (O'Brien 1992). In
addition, there is an increasing demand on staff to
support individuals with challenging behaviour (Hill
& Bruininks 1984).

The understanding and sensible application of
concepts such as a service's 'duty of care' to clients
and obligation to manage challenging behaviour in
non-aversive ways (La Vigna & Donnellan 1986)
relies heavily on a basic understanding of the
defining characteristics of learning disabilities. For
example, if staff are not aware that an individual
with learning disabilities by definition does not
have the intellectual capacity or skills to make an
informed choice, they may not recognize their 'duty
of care' to protect or support the individual in that
particular area of their life.

DUTY OF CARE

When people with learning disabilities put them¬
selves or others at risk, a duty of care, both ethical
and legal, exists with regards to professionals
involved in client care, i.e. 'They have a responsi¬
bility to take reasonable steps to protect the welfare
of that person' (McKay 1991). On occasion, the
obligation on staff to intervene in what is deemed

to be in the best interests of the client may over¬
ride the personal preference of the client. Research
suggests that the concept of duty of care may go
unrecognized or may not be acted upon. Lyall et
al. (1995) found that the tolerance of dangerous and
antisocial behaviour of clients in some residential
and day care provision in the Cambridge health
district was high, with theft, criminal damage and
sexual assault often going unreported. Similarly,
Brown et al. (1994) and McCarthy & Thompson
(1997) demonstrated that the sexual abuse of clients
with learning disabilities is often dealt with haphaz¬
ardly because staff are unclear about their roles and
responsibilities. In addition, research indicates that
care staff do not always intervene effectively in
situations where clients place themselves at risk
(Hastings et al. 1995).

Enabling client choice
The recognition of the importance of enabling client
choice arose largely from the principle of normalisa¬
tion (Wolfensberger 1972). Tyne & O'Brien (1981)
developed this philosophy in relation to service
provision, suggesting that a good service recognized
and promoted the five accomplishments, i.e. choice,
community presence, relationships, respect, and
competence. Services for individuals with learning
disabilities are increasingly being evaluated by these
criteria (McGowan 1996; Murray et al. 1998). The
role of a professional working with clients with
learning disabilities may therefore represent a balance
between maintaining clients' behaviour within
certain parameters (duty of care) and an obligation
to make choices available to clients to the extent that

they can make valid decisions (enabling choice).

Behavioural management strategies
Increasingly, as individuals with more complex
needs or challenging behaviour are discharged from
hospitals, the demand on care and professional staff
increases (Hill & Bruininks 1984). Modern psycho¬
logical approaches (e.g. La Vigna & Donnellan
1986) attempt to modify challenging behaviour by
the use of non-aversive strategies, for example, by
teaching functionally equivalent skills or environ¬
mental manipulations. However, research suggests
that direct care staff may lack the knowledge and
understanding required to successfully deal with
complex challenging behaviour. Hastings et al.
(1995) found that inexperienced care staff were
less likely to be aware of the causes of challenging
behaviour and of current behaviour management
approaches than experienced staff. A later study by
Hastings (1996) found that immediate interventions
by nursing staff were often counter-abilitative.

Summary and aims of present study
Any professional group providing a service to
people with a learning disability has a legal (Ward
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1994), professional and moral obligation to have a

knowledge of the characteristics and needs of that
particular client group, as well as an awareness of
their professional roles and responsibilities. Health
professionals and social care staff constitute two of
the largest groups involved in the care of people
with learning disabilities. The present study there¬
fore aims to examine the level of knowledge of
these two groups in relation to their understanding
of the term 'learning disabilities'. In addition, an
examination is made of the relationship of this
knowledge with (1) staff awareness of issues
relating to duty of care and client choice; (2) aver-
sive versus non-aversive behavioural management
approaches.

METHOD

The study examined the views of two groups of
staff: health care and social care. Health care staff

were professionally qualified staff who provided a

specialist service to people with learning disabili¬
ties within the following service settings:

1. as a part of a community learning disability team
2. a health service challenging behaviour unit
3. health service nursing home provision.

The professional groups included nursing, clinical
psychology, psychiatry, speech and language
therapy, occupational therapy, and physiotherapy.
Social care staff were employed by the indepen¬
dent sector to provide direct day-to-day support for
individuals with learning disabilities in community
homes. None of this group held a professional qual¬
ification specifically related to working with people
with learning disabilities.

Thirty-one staff members participated (health
care staff = 14, social care staff = 17). All parti¬
cipants were asked to complete the questionnaire
that asked the following:

1. how many years have you worked with
individuals with learning disabilities?

2. what is your job title?
3. what is your understanding of the term

'learning disabilities'?

STYLE OF MANAGEMENT

The style of management with challenging behav¬
iours was assessed by the use of two vignettes.
Staff were invited to comment on how they
would manage the two situations described below.
Responses were coded by a rater to assess the extent
to which the responses took into account the notion
of duty of care and choice and indicated aversive
versus non-aversive management techniques. In
addition, responses were independently coded by two
raters to give a measure of inter-rater reliability.
The vignettes are reproduced below:

Vignette I
Mark has a favourite shirt that he likes to wear

when he attends the adult training centre. He attends
this centre 5-days-a-week. By the end of the week
the shirt is dirty and smelly. He is happy for the
shirt to be washed at the weekend so that it is clean

again for the following Monday. How would you
deal with this situation?

Vignette 2

Lucy likes chocolate biscuits aud will eat nothing
else unless she is coerced. If pressure is put on her
to eat other foods, she screams and bites herself.
She is presently healthy and within the limits of
normal weight. How would you deal with this
situation?

The vignettes were chosen to reflect circum¬
stances where there is a clear duty of care on the
carers and the client is also expressing a prefer¬
ence. Raters scored each response to the vignettes
in terms of the following:
• whether the respondent's strategy implicitly

acknowledged duty of care, client choice or
both

• whether the respondent's strategy was aversive
or non-aversive.

Some examples of responses coded for each
category are illustrated in Table 1.

Knowledge of the term 'learning
disabilities'

Staff's responses to the question 'What is your

understanding of the term 'learning disabilities'?'
were assessed in relation to DSM IV criteria for

learning disabilities, i.e. impaired intellectual func¬
tioning, impaired adaptive skills and childhood
onset.

Examples of acceptable responses in relation to
each of the DSM IV criteria are recorded below in

Table 2.

Table 1 Examples of acceptable responses to
vignettes

Management approaches Example

Recognizing duty of 'Wash his shirt quickly each
care night'

'Advice about health/diet'

Enabling choice 'Let him buy more shirts'
'Let her have the biscuits if
she is healthy'

Aversive strategies 'Tell him off
'Let her scream for the
biscuits'

Non-aversive strategies 'Buy him five of his
favourite shirts'
'Reward her for eating
more healthy food'
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Table 2 Examples of acceptable responses in
relation to DSM IV criteria for learning
disabilities

Criterion Example

Impaired intellectual 'Low IQ'
functioning 'Not as clever as normal

people'

Impaired adaptive 'Needs help with everyday tasks'
skills Cannot do things without help'
Childhood onset 'Present from birth'

'Slow at school'

Method of scoring responses

Each of the variables was assigned either a score
of one if the response made reference to it, or zero
if it was not referred to. In addition, the three scores

relating to the defining features of a learning dis¬
ability were collapsed to give an overall level of
knowledge score; this ranged between zero and
three.

RESULTS

Inter-rater reliability
Table 3 illustrates the inter-rater reliability for
responses to scenarios 1 and 2 in respect of the
identified management approach.

As can be seen in Table 3, there was significant
agreement between raters when analysing the
responses to both scenarios.

Table 4 illustrates the inter-rater reliability for
responses to the question 'What is your under¬
standing of the term learning disability?' using DSM
IV criteria as a comparator.

As can be seen in Table 4, there was significant
agreement between raters for all three criteria.

Table 3 Inter-rater reliability for respondents' identified management
approach

Management approach Scenario 1 Scenario 2

Kappa Significance level Kappa Significance level

Recognizing duty of care 0.92 <0.01 1.00 <0.01

Enabling choice 0.92 <0.01 1.00 <0.01
Non-aversive strategies 1.00 <0.01 1.00 < 0.01
Aversive strategies 1.00 <0.01 1.00 <0.01

Experience
No significant difference was found between the
mean number of years of experience of working
with people with learning disabilities between the
health and social care groups (t = 1.26; df = 17.22;
P = 0.22). The experience of working with learning
disabilities for the whole sample ranged from 3
months to 30 years, with a mean of 7 years and a

standard deviation of 7 years, 2 months.

Knowledge of the criteria for
learning disabilities
Table 5 illustrates the number and percentage of
respondents in each staff group identifying each of
the three criteria for a learning disability.

A x2 test demonstrated that the identification of
all three criteria was independent of staff group.
However, it is important to note that both the child¬
hood onset criteria and the impaired intellectual
functioning criteria had expected frequencies of less
than five.

Table 6 illustrates the number and percentage of
respondents in each group identifying 0, 1, 2 or 3
of the criteria for learning disabilities.

A Cochrane's Q test illustrated that the frequency
of correct responses differed significantly across the
three criteria (Q = 17.45; df = 2; P<0.01).

Three pair-wise comparisons demonstrated
that significantly more individuals identified the
impaired intellectual functioning criteria than
the childhood onset criteria (bi-nominal; two-tailed;
P<0.01). In addition, significantly more individ¬
uals identified the impaired adaptive skills criterion
than the childhood onset criterion (bi-nominal;
two-tailed; P < 0.05).

Table 5 Number and percentage of respondents
in each staff group identifying each of the three
criteria for learning disabilities

Staff
Criteria

group impaired
intellectual

functioning
No. %

impaired
adaptive
skills
No. %

childhood
onset

No. %

Health
Social
Overall

9 64.3
14 82.3
23 74.2

8 57.1
7 41.2
15 48.4

5 35.7
2 1 1.8
7 22.6

Table 4 Inter-rater reliability for respondents
answers to the question 'What is your
understanding of the term 'learning diabilities'?',
using DSM IV criteria as a comparator

Criterion Kappa Significance level

Impaired intellectual 1.00 < 0.01
functioning
Impaired adaptive skills 0.87 <0.01
Childhood onset 1.00 <0.01

Table 6 Number and percentage of
respondents in each staff group identifying 0, 1,
2 or 3 of the criteria for a learning disability

Staff Number of criteria identified

group 0 1 2 3
No. % No. % No. % No. %

Health
Social
Overall

3 21.4
1 5.9
4 12.9

4 28.6
10 58.8
14 45.2

3 21.4 4 28.6
5 29.4 1 5.9
8 25.8 5 16.1
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No significant difference was found between
staff groups in relation to overall knowledge scores.

Management approach
Table 7 illustrates the number and percentage of
respondents referring to each of the following
management approaches in vignettes 1 and 2: recog¬
nizing duty of care, enabling choice, non-aversive
strategies, and aversive strategies.

Vignette I
A pair-wise McNemar test demonstrated that signi¬
ficantly more individuals identified a non-aversive
strategy than an aversive strategy in response to
Vignette 1 (bi-nominal; two-tailed; P < 0.01). This
also held true for the health care group alone and
the social care group alone.

Vignette 2
A pair-wise McNemar test found that, for the
health group only, there was a significant difference
between those identifying a non-aversive as opposed
to an aversive approach (bi-nominal; two-tailed;
P < 0.05).

A comparison of the responses of the health care
staff and social care staff for vignettes 1 and 2
found that for vignette 2 the identification of duty
of care was significantly associated with staff group
(%2 = 5.23; df = 1; P<0.05), with the social care
staff being more likely to identify duty of care than
the health care staff.

Knowledge of the criteria for a
learning disability and management
approach
No significant differences were found overall
between those identifying a particular management
approach in vignettes 1 and 2 and the ability to iden¬
tify the criteria for a learning disability. This also
held true for health professionals alone in vignettes
1 and 2 and with social care staff alone in vignette
1. However, in vignette 2, a significant difference
in knowledge of the criteria of a learning disability
was found between those social care staff who

Table 7 Number arid percentage of respondents referring to each
management approach

Vignette Staff group Management approach
Recognizing Enabling Non-aversive Aversive
duty of care choice strategy strategy
No. % No. % No. % No. %

1 Health 9 64.3 9 64.3 9 64.3 0 0
Social 14 82.4 13 76.5 14 82.4 1 5.9
Overall 23 74.2 22 71.0 23 74.2 I 3.2

2 Health 6 42.9 8 57.1 8 57.1 1 7.1
Social 14 82.4 8 47.1 9 52.9 6 35.3
Overall 20 64.5 16 51.6 17 54.8 7 22.6

identified choice and those who did not (t = 2.17;
df = 15; R<0.05), with those who did not identify
choice having identified more criteria of learning
disabilities. Similarly, those social care staff who
identified more of the criteria for learning disabil¬
ities were significantly more likely to identify aver¬
sive approaches in vignette 2 (r = - 2.36; df = 15;
P < 0.05).

Experience and management
approach
For vignette 1, a significant difference was found
between mean number of years of experience of
those who identified a non-aversive approach and
those who did not (t = - 2.18; df = 27.09; P < 0.05),
with those who identified non-aversive approaches
being more experienced. No significant differences
were found for vignette 2.

Experience and knowledge of the
criteria for learning disabilities
No significant relationship was found between the
years of experience of working with people with
learning disabilities and knowledge of the criteria
defining learning disabilities.

DISCUSSION

The present study found no significant differences
between health and social care staff in respect of
their knowledge of the criteria for learning disabil¬
ities. The most likely explanation for this finding
is that the overall level of knowledge of the defining
criteria of learning disabilities was not high in either
group with only five respondents being able to iden¬
tify all three criteria and four respondents being
unable to name any. This was despite the scoring
criteria erring on the side of allowing any answer
that explicitly or implicitly referred to the criteria.
This finding is in keeping with other studies
that have found knowledge of relevant aspects of
learning disabilities to be low in staff involved in
their care (Allen et al. 1990; Sharrad 1992; Hastings
& Remington 1994). The present study, however,
indicates a lack of knowledge in two groups who
exclusively provide a service to people with learning
disabilities about the basic defining characteristics
of learning disabilities. Around a quarter of respon¬
dents were able to identify two of the criteria for
learning disabilities, typically impaired intellectual
functioning and impairments in adaptive skills.
These aspects of learning disabilities are arguably
of more practical relevance for those working with
clients on a day-to-day basis than the fact that the
condition must occur in childhood. Many current
interventions employed in working with people with
learning disabilities tend to be of the 'here and now'
variety, involving behavioural techniques (e.g. La
Vigna & Donnellan 1986) or reflecting the relation-
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ship between client and therapist (e.g. McGee et
al. 1987). Both of these approaches are essentially
ahistorical and would not make reference to

developmental aspects of learning disabilities. The
salience of particular criteria for learning disabili¬
ties may therefore be effected by the interventions
that workers use, thus contributing to the relative
lack of awareness of childhood onset as a feature

of learning disabilities.
In respect ofmanagement approaches, the results

suggest that the picture is not clear cut, with indi¬
viduals overall being more likely to adopt non-
aversive as opposed to aversive strategies. Social
care staff were, however, more likely to identify
strategies that recognize their duty of care although
this only held true in vignette 2. In addition, no

significant differences were found between those
identifying a particular management approach and
their ability to identify the criteria for learning
disabilities. This mixed picture may reflect the fact
that the majority of respondents attempted to employ
strategies that recognized both duty of care and
client choice. Responses also appeared to be affected
by the vignettes themselves. In general, carers

appeared less confident in managing the behaviour
presented in vignette 2 where it is implied that the
individual has a more severe learning disability.
Suggestions often centred around trying to
'encourage' the client and were often vague or relied
on explanations that a person with severe learning
disabilities would be unlikely to comprehend.
Detailed non-aversive behavioural interventions

were absent from suggestions made. The fact that
social care staff were more likely to identify
approaches recognizing their duty of care in vignette
2 may be related to the implied severity of the
learning disability and reflect their experience of
having to deal with similar situations in a practical
manner on a day-to-day basis.

In respect of the knowledge of the criteria for
learning disabilities and management approaches,
social care staff with greater knowledge of the
criteria for learning disabilities were found to be
more likely to identify approaches that were aver¬
sive in vignette 2. Although initially puzzling, a closer
examination of responses illustrated that while the
approaches were likely to be perceived as aversive
by the client, they were also consistent with psycho¬
logical approaches. For example, 'limit the number
of biscuits that Lucy receives by rewarding her with
them when she eats healthy foods'. Such a response

recognizes the need to shape new, more adaptive
behaviour by using rewards but was defined as aver¬
sive because the client would have experienced the
removal of her biscuits as a punishment. While it
is encouraging that workers attempted to devise
strategies that were broadly based upon psycho¬
logical principles, the application of these were
sometimes misconceived.

The experience of staff would also appear to
play a key role in relation to the adoption of non-

aversive approaches, with those staff who were

more experienced being significantly more likely
to identify non-aversive approaches. It is unclear,
however, if this difference is due to staff having
received more training during their career, or

whether it is a result of knowledge picked up over
time. The fact that few significant relationships were
found between knowledge of the criteria for learning
disabilities and the adoption of a particular manage¬
ment approach may reflect the general confusion
that staff experience about striking the correct
balance between recognizing a duty of care and
enabling choice. This difficulty has been highlighted
in a number of previous studies. Brown et al. (1994)
and Lyall et al. (1995) both found that staff were
confused about the correct balance between their
roles and responsibilities as carers and the need to
facilitate client choice. It may be that the more

knowledge an individual has about the nature of
learning disabilities, the more confusing these
potentially conflicting demands become. This has
a number of implications outlined below.

The present study highlighted the low level
of knowledge of the defining features of learning
disabilities in both health care and social care staff.

These two groups are, with the exception of fami¬
lies, the main providers of care and support for
people with learning disabilities. While the role of
both groups may differ in emphasis, with health
professionals tending to provide more specialized
and health related input, and social care staff
providing direct care and day to day support, it
would appear imperative that both groups are aware
of the defining features and characteristics of the
client group within their remit. As well as being a
legal obligation (Ward 1984), this is fundamental
to service development and care planning processes.
A lack of knowledge among care staff relating to
challenging behaviour has been found to impact on
morale, staff turnover and client behaviours (Allen
et al. 1990; Sharrad 1992; Hastings & Remington
1994). It is likely that the failure to fully appreciate
the cognitive and behavioural limitations which are
associated with learning disabilities will make it
more difficult for staff to identify how these features
impact on the expression of challenging behaviour
and everyday client functioning.

While the assessment of the criteria that deter¬

mines the diagnosis of learning disabilities has tradi¬
tionally been the remit of psychologists (Burton
1997), the present study would suggest the need
to remind all staff involved in the care of people
with learning disabilities about the basic defining
characteristics of the clients they work with and
what this may mean for them in their day-to-day
functioning.

The present study does, however, have a number
of limitations. Firstly, results were based on respon¬
dents written answers in relation to a questionnaire.
It is likely that this method accurately reflected
respondents knowledge regarding the criteria of
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learning disabilities as they would be unlikely to
withhold such information. However, the publicly
expressed attitudes may not reflect their actual
opinions (Aronson 1995). Just as public and private
attitudes may differ, so may an individual's attitude
differ from actual behaviour (Ajzen & Fishbein
1980). It is assumed in the present study that respon¬
dents have described courses of action similar to

those that they would follow in real life. However,
as noted earlier, many responses were vague or
would have been difficult to put into practice. It is
likely that a truer picture would have been obtained
by observing staff as they worked and relating this
to levels of knowledge. The authors hope to adopt
such an approach in future studies to help clarify
this issue. Finally, the sample sizes of each group

may have masked differences between health and
social care staff that would be apparent in a larger
sample.

In summary, the present study found that
knowledge of the criteria for learning disabilities
was limited in both health and social care staff.

Most respondents attempted to adopt management
approaches that reflected both a recognition of a

duty of care and the need to enable client choice
and which were non-aversive. No significant differ¬
ences were found between the two groups in terms
of experience or level of knowledge. Overall, few
differences were found in relation to the tendency
to adopt a particular management approach.
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EDUCATION

Enabling carers to access
specialist training in
breakaway techniques: a
case study
T. Green, J. Wray

The British Paediatric Association (1994) has estimated that in an 'average'
population of 250 000 people, there will be 200 children with severe learning
disabilities. Of these children, the number with behaviour difficulties has been
estimated to be higher than that of the rest of the population (Saxby & Morgan
1993). Behaviour difficulties are considered a major source of stress for parents and
carers (Quine & Pahl 1985; Quine 1986). The effect upon the family, the carers and
the child are considered complex and bi-directional (Dyson 1993; 1996).

This paper explores the experience of one family, whose child had Prader-Willi
Syndrome and severe behaviour difficulties, and the process undertaken to access

specialist training in 'Breakaway' training. Prader-Willi Syndrome has been
associated with a range of behaviour difficulties including hyperphagia and food
preoccupation, temper tantrums, stubbornness, lability, impulsivity,
arguementativeness, depression, anxiety and repetitive behaviours (Dykens & Kasari
1997). An escalation of the child's aggressive outbursts had necessitated
intervention and the traditional methods of behaviour management had proven
insufficient during episodes of crisis. To ensure the safety of both the parents and
the child, access to training in 'Breakaway techniques' for the carers was procured,
at the carers request. This paper concentrates upon the difficulties encountered
during this process, both for the family and the professionals involved.
All names and locations identified in this paper have been changed to protect

the anonymity of the individuals involved.
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Two and a half per cent of the population have
been estimated to have some degree of learning
disabilities and that 0.6% of children will have

severe learning disabilities (Mental Health Founda¬
tion 1997). The prevalence of behaviour difficul¬
ties in children with learning disabilities has been
estimated to be higher than that of the rest of the
population (Saxby & Morgan 1993). In addition,
the occurrence of behaviour difficulties has also

been shown to increase exponentially with the in¬
creasing severity of the learning disability (Murphy
1994).

In Quine's (1986) study that comprised a sample
of 200 5-18 year olds, a range of behaviour

difficulties were found including those listed in
Table 1.

In this study, a significant association was found
between behaviour difficulties and incontinence,
lack of self-help skills, poor reading, writing and
counting skills, and poor communication. Kiernan
& Kiernan (1994) have looked at challenging behav¬
iour in 68 schools for children with severe learning
disabilities. Over 8% of pupils were identified as
'extremely' or 'very' difficult to manage, and a
further 14% presented challenges of a lesser nature.
Projected to a national level these figures suggest
that around 2000 pupils in England and Wales will
present a serious challenge, and a further 3400 a
lesser challenge.

There are about 360 000 children with disabilities
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Health and social care
workers' understanding of
the meaning and
management of challenging
behaviour in learning
disability services
K. McKenzie, S. Mclntyre, E. Matheson,
G. C. Murray

The present study sought to investigate the relationship between professional
background, length of experience, understanding of the term 'challenging behaviour'
and opinions of factors important in managing challenging behaviour in people with
learning disabilities. Health workers identified significantly more definition criteria
than social care workers, yet no significant difference was found between their
overall scores for management criteria. Rather, the emphasis of their knowledge of
management principles appeared to be different. A significantly greater percentage
of health workers identified management criteria relating to psychological
principles, while a greater percentage of social care workers identified that of
reactive responses. Health workers seemed more likely to identify challenging
behaviour in terms of its impact on the service while social care workers appeared
to concentrate on the type of behaviour evident. Finally, the longer the experience
of the social care worker, the higher their overall scores for the definition and
management criteria. However, no significant relationship was found between
experience and overall scores amongst health workers. Implications of the findings
are discussed.

or deny access to and use of ordinary community
facilities' (Emerson et al. 1988, cited in Hastings
& Remington 1994a).

However, Wing (1996) notes that the term
'challenging behaviour' can often be misinterpreted
or misapplied, being seen as referring to behaviour
that is deliberately awkward and defiant. Similarly,
Cheseldine & Stansfield (1993) note that the term
is used interchangeably with 'problem behaviour',
resulting in labels that the individual finds difficult
to shake off. This may also result in challenging
behaviour being identified according to its behav¬
ioural topography (Hastings et al. 1997), e.g., self-
injury, aggression and stereotyping. These difficulties
may reflect a lack of clarity on the subject, with
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Defining challenging behaviour
The phrase 'challenging behaviour' has become part
of the everyday language in the field of learning
disability (Thurman 1997). The term originally arose
to emphasize that the challenge was for services to
meet the needs of individuals with learning dis¬
abilities, rather than the difficulties purely residing
in the individuals themselves. This was articulated

by Emerson et al. (1988) who defined severe chal¬
lenging behaviour as 'behaviour of such intensity,
frequency, or duration, that the physical safety of
the person or others is placed in serious jeopardy,
or behaviour which is likely to seriously limit,

Journal of Learning Disabilities for Nursing, Health and Social Care (1999) 3(2), 98-105 © 1999 Harcourt Brace & Co. Ltd
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that staff often commented that they felt that more
activities were community-based; with the evalua¬
tions, this increase was quantified and presented
graphically. Such a presentation means that staff
can make changes in service delivery, which can
be visually monitored.

The combination of staff-completed activity
diaries and group engagement observations by an

independent observer, increases the level of relia¬
bility of the evaluation. A number of observations
were conducted in sessions that were covered by
the activity diaries, thus the two methods could be
compared to determine their accuracy.

In conclusion, the data shows that realistic useful
evaluations can be made of services without involv¬

ing a specialist or intensive 'research effort' that is
not sustainable. For example, by surveying a sample
of clients attending the unit, an overview of the
range of activities, their community participation
and engagement was obtained. Using a cohort may
be advisable in a service already over-loaded with
administrative duties.

Overall the results show that it is possible to
provide meaningful and valued day time experi¬
ences for people whatever their level of disability,
and that these can be provided to promote normal¬
ization.
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an ongoing debate about the terminology taking
place (Thurman 1997). Despite these concerns
the term 'challenging behaviour' does implicitly
acknowledge that the behaviour has a function for
the individual in expressing an unmet need
(Thurman 1997).

The need to recognize the role that services
may have in both ameliorating and maintaining chal¬
lenging behaviour has become more important with
the changes in service provision for individuals with
learning disabilities (McGill & Mansell 1995). Over
the past decade this has involved a transfer from
hospital-based settings to community-based settings
(Hastings & Remington 1994a). As a consequence,
the day-to-day support of people with learning
disabilities has changed from largely being the remit
of health professionals to that of social care staff.
As more individuals with complex needs and chal¬
lenging behaviour are discharged from hospital
settings, the demand on care staff will increase,
with Hill & Bruininks (1984) noting that over half
of the community staff in their study were required
to support individuals with challenging behaviour.
Both health and social care staff share the goal of
supporting people with learning disabilities. How¬
ever, they may differ in the type and amount
of training they have received, and experience of
working with this client group.

Thus, in tandem with this change in service
provision has come an increasing recognition of
the complexity of the influences on challenging
behaviour. In particular, increasing emphasis has
been placed on the role of those who support people
with learning disabilities. Some of these influences
are outlined below.

BEHAVIOUR IN CONTEXT: THE
IMPACT OF OTHER PEOPLE ON
CHALLENGING BEHAVIOUR

The attitudes, knowledge and behaviour of social
care and health professionals can directly impinge
on the expression of challenging behaviour in a
number of ways. These include: affecting the self-
concept of the individual being supported (Paris
1993); the way services are organized and delivered
(Slevin & Sines 1996) and the quality of the service
delivered. As a result, research has increasingly
begun to focus on specific factors that may impact
on staff and carers' understanding and management
of challenging behaviour.

In general, a number of studies have found that
increased experience of working with individuals
with learning disabilities leads to more positive
attitudes (Slevin 1995; Antonak et al. 1995). In
relation to challenging behaviour, it has been found
that experienced staff differ from inexperienced
staff in relation to their attributions about the causes

of challenging behaviour (Hastings et al. 1995)
with experienced staff being more likely to iden¬

tify environmental, emotional and biological factors
as causes (Hastings et al. 1997). Such differences
in attributions may lead to different staff responses
to the same incident of challenging behaviour.

Social Interaction and Client Contact

Allen (1994) argues that the availability and range
of opportunities for individuals to engage in con¬
structive activity and interaction impacts signifi¬
cantly on the image and competence of those
labelled as having challenging behaviour. The
move to community care has been found by some
researchers to have resulted in an increase in the
amount of contact and interaction between carers

and clients and has highlighted differences between
clients living in the community and in residential
settings (Felce & Repp 1992; Hemming et al. 1981;
Mansell & Beasley 1990), although increased con¬
tact is not found across all community-based services
(Abraham et al. 1991). The changes in social contact
have been noted by Hastings & Remington (1994a)
to relate to challenging behaviour in two possible
ways: increased attention may reinforce challenging
behaviour, while decreased contact may lead to
clients engaging in self-stimulatory activities (stereo¬
typy or self-injury). In addition, increased contact
can be counter-habilitative if the quality of staff
interactions are poor (Hastings & Remington 1994a)
or do not contribute to the individual learning more

adaptive ways of expressing their needs (Hile &
Walbran 1991). Thus the relationship between social
contact and challenging behaviour is complex.

STAFF RESPONSES TO THE
MANAGEMENT OF
CHALLENGING BEHAVIOUR

The capability of services in responding to chal¬
lenging behaviour relies on staff's ability to react
safely and appropriately to the occurrence of episodes
of challenging behaviour, devise interventions based
upon clearly articulated beliefs about the function
of the behaviour for the individual and implement
long-term alternative strategies to meet the indivi¬
duals needs (Department of Health 1993).

Research has therefore focused on these three

main areas:

1. reactive responses
2. psychological principles
3. positive programming.

I. Reactive responses

The manner in which care staff initially react to
challenging behaviour may influence the behaviour
itself and vice versa (Hastings & Remington 1994a).
Self-injurious behaviour and aggression have been
shown to elicit strong negative emotions in staff
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(Hastings & Remington 1994b). Bromley & Emerson
(1995) noted that care staff report emotions such
as anger, despair, annoyance, sadness and disgust
in response to episodes of challenging behaviour.
These responses seemed to be related to the un¬

predictability of behaviour, difficulty in under¬
standing the behaviour, the daily routine of caring
and not being able to see a plan for moving forward.

Staff responses are of particular importance,
given that the consequences of behaviour can de¬
crease or increase the behaviour (Donnellan et al.
1988) and may contribute to the success or failure
of behavioural interventions (Hastings and Remington
1994a).

The effective use of protective reactive strate¬
gies is important, especially when dealing with
clients whose behaviour is self-injurious or ag¬

gressive towards others. Self-protection strategies
are important to ensure the safety of the carer;
however, staff also have a duty of care to clients
in their care (McKay 1991). In such situations
professionals and carers are obliged to intervene for
the benefit/protection of the client, even if this
means going against the client's personal prefer¬
ences. Research indicates that care staff do not

always intervene effectively in situations where
the client may be at risk (Hastings et al. 1995).

2. Psychological principles

Hastings & Remington (1994b) note that challenging
behaviour can have different and multiple causes
and functions, for example environmental, program¬
matic, instructional or communicative (Donnellan
et al. 1988). Thus understanding the function of
the behaviour and knowledge of basic behavioural
principles forms a fundamental basis to under¬
standing the challenging behaviour and formulating
appropriate management strategies (Donnellan et al.
1988).

3. Positive programming
Positive programming is the process whereby,
following the function of the behaviour being
determined, alternative, constructive behaviour is
implemented enabling the client to achieve or
communicate the same function. This may include:
• teaching a new behaviour
• substituting different ways of communication
• teaching alternative behaviours
• giving meaning to behaviour whose meaning

at the time may seem unclear. In this way the
behaviour is shaped into a communication that
can then gradually be replaced by a new method
of communication (Donnellan et al. 1988).

The combination of the development of appro¬
priate and safe reactive strategies, functional analysis
of the behaviour using psychological principles
and the implementation of a positive programming

approach tailored to the individual's needs, offers
an effective response to challenging behaviour.

SUMMARY

By definition challenging behaviour challenges
the service to determine the unmet needs of the
individual. The complexity of the factors that may
influence the successful analysis and management
of challenging behaviour have been outlined. One
key factor is the knowledge, attitude and approaches
of staff and carers towards challenging behaviour.
With the exception of families, the health and social
care professions are the two groups most likely
to provide regular support and input to those indi¬
viduals displaying challenging behaviour.

The present study, therefore, sought to investi¬
gate the relationship between professional back¬
ground, length of experience, understanding of
the term 'challenging behaviour' and opinions on
factors important in managing challenging behaviour
in individuals with a learning disability.

METHOD

Questionnaires were given to two main groups with
whom staff came into contact as part of their routine
clinical work.

The study examined the view of two groups of
staff: health care (n=23) and social care (n=72),
giving a total sample size of 95. Health care workers
were professionally qualified National Health Ser¬
vice staff who were employed to provide a specialist
service to people with learning disabilities within
the following settings:

1. a community learning disability team
2. a health service challenging behaviour unit
3. a health service nursing home provision.

The professional groups included nursing, clinical
psychology, psychiatry, speech and language therapy,
occupational therapy and physiotherapy. Social care
staff were employed by the independent sector
or social work department to provide direct day
care to individuals with learning disabilities in
residential or day care settings.

Participants were assured that participation was
voluntary and their responses were anonymous.
All those approached agreed to participate, giving
a response rate of 100%. Questionnaires were com¬
pleted in the presence of the authors and contained
the following questions:

a) What is your understanding of the term
'challenging behaviour'?

b) What do you think the most important factors
are in managing challenging behaviour?

In addition carers were asked to give the number
of years experience they had in the field of learning
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disabilities and indicate their professional back¬
ground.

Understanding of the term
'challenging behaviour'
Two raters scored each response to the first
question regarding the understanding of the term
'challenging behaviour' in terms of those factors
consistently identified in the literature as relating
to the definition of challenging behaviour, i.e.,

a) topography, e.g., aggression, self-injury,
stereotypy

b) safety - of the client or other individuals
c) limited access to community resources
d) behaviour that the community or worker found
it difficult to cope with.

In addition each response was assigned an overall
score from 0 to 4, depending on how many of the
categories above were mentioned.

Table 1 gives example of responses and scores
in relation to the queston 'What is your under¬
standing of the term 'challenging behaviour'?'

Managing challenging behaviour

Responses to the question 'What are the most impor¬
tant aspects in relation to dealing with challenging
behaviour?' were scored by two raters in terms of:

a) Reactive responses, e.g. issues relating to
safety and protection, a need to be calm etc.

b) Psychological approach and principles,
e.g. function of behaviour, consistency,
reinforcement, triggers etc.

c) Positive programming - implementation of
long term skills as an alternative to problem
behaviour.

Responses were also assigned an overall score
from 0 to 3 depending on how many of the cate¬
gories above were included in the response.

Table 2 gives examples of responses and scoring
criteria in relation to 'managing challenging
behaviour'.

RESULTS

Inter-rater reliability
All responses were analysed by two raters to de¬
termine inter-rater reliability. Results were analysed
using the k statistical procedure. Inter-rater relia¬
bility for all four 'definition' and all three 'manage¬
ment' criteria were found to have K values of 0.91

or above (P<0.01). Thus there was a significant
agreement between raters for all four 'definition'
criteria, and all three 'management' criteria.

Understanding of the term
'challenging behaviour'

Figure 1 illustrates the percentage of health pro¬
fessionals and social care workers identifying each
category in response to the question 'what is your

understanding of the term "challenging behaviour"?'
Figure 2 illustrates the percentage of each profes¬

sional group identifying none, one, two, three or
four of the categories in response to the question
'what is your understanding of the term "challenging
behaviour"?'

Table I Examples of responses and scoring criteria in relation to 'understanding of challenging
behaviour'

Example Score Reason

Behaviour that may be unpredictable or aggressive I

Any behaviour that a service has difficulty in dealing I
with/responding to

Behaviour that results in harm to self or others, 3
which causes stress or prevents use of community
resources

One category is described, that of topography
One category is described, that which the
community finds it difficult to cope with.
Three categories indicated — topography, safety and
access to community resources

Table 2 Examples of responses and scoring criteria in relation to 'managing challenging behaviour*

Example Score Reason

Be consistent with your behaviour 1 One category indicated, that of psychological principle

Proper assessment of its function. Consistent
staff approach to the agreed course of action

1 Psychological principle approach

Does the behaviour fulfil a function? If so can

an alternative be introduced to replace the
behaviour

2 Two categories indicated, namely psychological
principle and positive programming

All responses were analysed by two independent raters to give a measure of inter-rater reliability.
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Fig. I Category of responses idetified by each
professional group.

■ Social care

□ Health

Reactive responses Psychological principles Positive programming
Factors identified

Fig. 3 Factors identified as important in dealing with
challenging behaviour by each professional group.
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Fig. 2 Number of categories identified by each
professional group.

■Social care

□Health

100

90

0 12 3

Number of factors identified

Fig. 4 Number of categories identified by each
professional group.

■ Social care
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Comparison of responses between
social care and health professionals
Category identified
A %2 test demonstrated that the identification of
category 4 (behaviour that the community or worker
found difficult to cope with) was significantly
associated with the professional group (%2 = 10.5,
df = 1, P < 0.01), with the health group more likely
to identify this criteria.

Number of categories identified
An independent samples r-test found a significant
difference between the mean scores for the two

groups (t = 2.26, df = 93, P < 0.05), with the health
group identifying more criteria than the social care
group.

Categories identified within the
social care group

A Cochran's Q test was conducted which demon¬
strated that the frequency of identified responses
differed significantly across the four definition
criteria (Q = 21.25, df = 3, P < 0.01), with indi¬
viduals being more likely to refer to topography
than safety (%2=6.62, P < 0.05) or limiting access
to resources (x2=17.63, P < 0.01).

Categories identified within the
health care group

A Cochran's Q test was conducted which demon¬
strated that the frequency of correct responses dif¬
fered significantly across the four definition criteria
(Q = 10.69, df = 3, P < 0.05), with individuals being
more likely to refer to challenging behaviour as

something the service/carer found difficult to deal
with than topography (binomial; 2-tailed P < 0.05)
or safety (binomial; 2-tailed P < 0.05).

Factors identified as important in
dealing with challenging behaviour
Figure 3 illustrates the percentage of each pro¬
fessional group identifying each of the three
management factors as important in dealing with
challenging behaviour.

Figure 4 illustrates the percentage of each profes¬
sional group identifying none, one, two or three
of the 'management' factors as important in dealing
with challenging behaviour.

Comparison of responses between
social care and health professionals
Factors identified as important in dealing
with challenging behaviour
A x2 test demonstrated that the identification of the
factor, psychological principle, was significantly asso¬
ciated with the professional group (%2 = 5.51, df = 1,
P < 0.05), with a higher percentage of health profes¬
sionals identifying this criteria, than social care staff.

Number of factors identified
An independent samples f-test demonstrated that
there were no significant differences between the
mean scores for the two professional groups (unequal
t = 0.61, df = 30.12, P = 0.547).

Factors identified as important in managing
challenging behaviour within the social care
group
A Cochran's Q test was conducted which demon¬
strated that the frequency of identified responses
differed significantly across the three categories
(Q = 49.80, df = 2, P<0.01) with social care
workers being significantly more likely to identify
reactive responses than psychological principles
(X2 = 8.48; P < 0.01) or positive programming
(X2 = 41.19, P< 0.01).
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Factors identified by Health
Professionals

A Cochran's Q test demonstrated that the frequency
of responses differed significantly across the three
factors (Q = 14.78, df = 2, PcO.Ol) with health
professionals being significantly more likely to
identify reactive responses than positive program¬

ming approaches (binomial, 2-tailed P < 0.05).
The majority (60.9%), however, identified psycho¬
logical principles as important in dealing with
challenging behaviour.

Experience and Professional Group
T-tests for independent samples demonstrated a

significant difference in the mean number of years
of experience between the two groups (t = -3.70,
df = 93, PcO.Ol), with health workers having
worked longer on average (mean = 10.35) than
social care workers (mean = 5.28).

Experience and identification of
'definition' and 'management' factors
in relation to challenging behaviour
A Pearson Correlation revealed significant relation¬
ships between the experience of social care workers
and their 'definition' score (r = 0.33, P < 0.01), and
their 'management' score (r = 0.31, E<0.01).
The more experience the workers had the more

categories were identified both for understanding
of challenging behaviour, and factors important in
dealing with challenging behaviour.

A Pearson Correlation revealed no significant
relationships between the experience of health
care workers and their 'definition' score, or their
'management' score.

DISCUSSION

Health workers were found to identify significantly
more aspects of the concept 'challenging behaviour'
than social care workers. This might be expected
as the work of health staff is largely more specialist
in nature, involving more emphasis on detailed
assessment and treatment of clients referred for

challenging behaviour (Greig & Peck 1998).
This knowledge and experience, however, did

not always seem to translate into greater knowledge
in terms of management skills. This was suggested
as no significant difference and was found between
the two groups for their overall score on manage¬
ment criteria. Rather, the emphasis of where that
knowledge lies appears to be different. A signifi¬
cantly greater percentage of health workers identi¬
fied psychological principles as being of greatest
importance in managing challenging behaviour,
while a greater percentage of social care workers
identified initial reactive responses. This may largely
be the result of the involvement each professional

group has in dealing with challenging behaviour.
Social care staff are likely to be with their clients
for long periods and are likely to be most concerned
with 'here and now' strategies that can be imple¬
mented at the time challenging behaviour is dis¬
played to avoid harm to the staff and clients. In
addition they may have a lower level of knowledge
of behavioural principles (Aitken et al. 1993).

Health professionals on the other hand are likely
to be involved in the longer term strategies of
managing challenging behaviour (Greig et al. 1996;
Taylor et al. 1996). The application of psycho¬
logical and behavioural principles is likely to have
been part of the formal training received by most
health professionals dealing with challenging behav¬
iour in learning disability services. It would there¬
fore appear that health workers knowledge may
be based on the understanding of psychological
principles as a result of training. However, the social
care workers response seems to be one that has
been learned through experience, and to maintain
personal and client safety. Interestingly, very few
health and social care workers mentioned positive
programming approaches to challenging behaviour.
It appears that workers tend to focus on controlling
the challenging behaviour without helping the
individual to replace it with a more appropriate,
alternative behaviour.

Health workers seemed more likely to identify
challenging behaviour in terms of its impact on
the service. On the other hand social care workers

appeared to concentrate on the type of behaviour
evident - topography. This echoes observations by
Hastings et al. (1997) who note that challenging
behaviour is often recognized by its topography.
Hastings & Remington (1994c) argue that staff
can make attributions about challenging behaviour
based on information most readily available to them.
They note that this may often be the topography
as it is often the most unambiguous dimension.
Cheseldine & Stansfield (1993) and Wing (1996)
have also observed this tendency to use the terms
'challenging behaviour' and 'problematic behav¬
iour' interchangeably, voicing concern that it may
result in labels for individuals that are difficult to

shake off. It appears that health workers are more
focused on how the service can help. Hence they
seem to interpret the term 'challenging behaviour'
in terms of its challenge to the service, rather than
focusing on the problematic nature of the behaviour.

Health workers had significantly longer expe¬
rience than social care workers. Interestingly, the
longer the experience of the social care worker, the
higher their overall scores for the definition and
management criteria. McKenzie et al. (1998b) also
found that the more experience that individuals had
the greater their knowledge of the criteria for a

learning disability. Increased contact with people
with learning disabilities has also been found in
previous studies to lead to increased knowledge
of types of intervention (Bromley & Emerson 1995)
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and improved quality of day-care provision (Munton
et al. 1995).

However, no significant relationship was found
between experience and overall scores amongst
health workers. This could be understandable in that

social care workers do not have as much formal

training as health workers, hence they may learn
more by experience. Health workers on the other
hand usually enter the profession following formal
training, hence experience is not the main or only
avenue of learning about or understanding challeng¬
ing behaviour. Previous research has found training
to be a valuable avenue for increasing knowledge
amongst those working in the field of learning
disabilities (Kobe & Mulick 1995; Nagarajaiah
et al. 1994; Morch & Eikeseth 1992; Wilson et al.
1991; Allen et al. 1997).

In examining services deemed as excellent
Mansell (Department of Health 1993) found that
they invested heavily in training direct care staff
with an emphasis on training all staff and training
them all together (Johnstone 1988). Taylor et al.
(1996) conducted research where a psychologist
gave ongoing consultation regarding functional
assessment and adhering to behavioural techniques
to staff working with a client who exhibited high
levels of self-injury. They found that this inter¬
vention resulted in a significant decrease in the
client's challenging behaviour.

Implications for training
A number of health professionals have a valuable
mix of formal training and practical experience and
may be in a position to assist in the training of
social care staff and in applying and monitoring the
practical application of principles when working
with clients. However, it has been noted that such
input must take into account the context in which
social care staff work, and an understanding of
existing staff knowledge and beliefs (Fitzsimmons
& Barr 1997). Staff supporting an aggressive client
may require input on initial reactive strategies
to maintain personal and client safety, before they
can consider longer-term strategies.

Similarly, misplaced or superficial training that
does not meet the needs of staff can reinforce

negative attitudes and stereotypes (May et al. 1994).
However, it would, appear that both social care and
health professionals need reminding about the value
of longer-term positive programming approaches
to ensure that client needs are met in alternative,
appropriate ways.

The above study does, however, have a number
of limitations. The most obvious is that the results
were based on respondents' written responses to a
questionnaire. It is likely that this accurately re¬
flected respondent's understanding of 'challenging
behaviour'. However, the approaches identified as

important in dealing with challenging behaviour
may not be those that staff use in practice. Hastings

& Remington (1994) have found discrepancies
between staff reports about responses to challenging
behaviour and observational studies that reflect
actual responses.

The present study does, however, differ from the
above in that it aimed to examine staff beliefs
about what factors were important in managing chal¬
lenging behaviour, rather than how staff actually
responded. This gives some indication of where
the need for staff training lies.

CONCLUSION

In conclusion the present study examined the level
of knowledge of social care and health professionals
in terms of their understanding of the term 'chal¬
lenging behaviour' and its management. Health
workers identified significantly more definition
criteria than social care workers, yet no significant
difference was found between their overall scores
for management criteria. Rather, the emphasis of
their knowledge ofmanagement principles appeared
to be different. A significantly greater percentage of
health workers identified psychological principles
as important in managing challenging behaviour,
while a greater percentage of social care workers
emphasized reactive responses. Very few health and
social care workers mentioned positive program¬

ming in the management of challenging behaviour.
Health workers seemed more likely to identify
challenging behaviour in terms of its impact on the
service while social care workers appeared to
concentrate on the type of behaviour evident. Lastly,
the longer the experience of the Social CareWorker,
the higher their overall scores for the definition and
management criteria. However, no significant rela¬
tionship was found between experience and overall
scores amongst health workers. Implications of the
findings are discussed.
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Psychodynamic
psychotherapy in learning
disability: theory and
practice revisited
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Despite evidence that psychodynamic psychotherapy can be successfully applied to
people with learning disabilities, it is hardly ever available in standard practice.
Most specialist services for people with learning disabilities have no access to a
qualified therapist, and adult psychotherapy departments refuse to see such patients
or supervise staff who are willing to engage in this work, claiming a lack of
knowledge of learning disabilities. As the National Health Service is moving further
towards cost-effective treatments, individuals with learning disabilities will on the
one hand become increasingly unable to access diverse treatment modalities, and
on the other limited treatment options will hinder research into the efficacy and
suitability of such treatments for this population. This paper is a brief review of our
current knowledge on the application of psychodynamic psychotherapy in the field
of learning disabilities and aims at opening up the debate within the framework of
evidence-based practice in mental health.
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INTRODUCTION

The psychological needs of people with learning
disabilities have gone under-recognized for centu¬
ries. Derogatory terminology and institutional prac¬
tices, before the advent of community care and role
valorization, had created a mentality of therapeutic
pessimism and despair. This is abundantly obvious
not only in the dearth of literature on psychodyna¬
mic psychotherapy for people with learning disabil¬
ities but also in the largely descriptive accounts and
lack of research evidence. Despite the fact that
opinions have changed considerably where psycho¬
dynamic psychotherapy is concerned for adults and
children of normal intelligence (Tillett 1996), little
effort has been made to provide similar insights to
the application of this treatment to the learning
disabled. Many questions regarding efficacy, speci¬
ficity and indications for use remain unanswered
today.

THEORETICAL FRAMEWORK

Webster (1970) argued that there are additional
factors that contribute to the 'primary psycho-

pathology of mental retardation'. He found that
proportionate to the degree of intellectual deficit
was a common condition of 'benign autism, that is
passivity, avoidance of novelty and simplicity of
emotional response'. In the last 20 years pioneering
work by Professor Bicknell and subsequently the
Tavistock Clinic in London has created a frame¬

work that has allowed the recognition of internal
psychic states in learning disabled individuals. More
in depth study of the psychological makeup of
disabled children and adults led Sinason (1986) to
develop the concept of 'secondary handicap', which
she considered to be associated with experiences
of trauma and abuse and manifests itself in the
increased compliance and false sense of happiness
in many learning disabled individuals.

Hollins (1988) explored the significance of the
three secrets, i.e. sexuality, death and handicap; Stokes
& Sinason (1992) distinguished between emotional
and cognitive intelligence that is, despite the limited
cognitive capacity, individuals with learning dis¬
abilities may be capable of emotional understanding
and growth. Additional problems also arise from
the many physical and psychological impairments
associated with learning disabilities. The individuals
need more long-term support and are more dependent
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Learning disability services
A survey of general practitioners' opinions

Karen McKenzie, George C Murray and Edith Matheson

Introduction
Jthe past 20 years services for individuals with
ilearning disability have gradually altered,
from being hospital based, services have
leveloped into a range of community based
jovisions to meet the needs of this group.
A number of reports over the years have

Identified primary health care teams as the
professional group responsible for meeting the
iealth needs of individuals with a learning
disability.'-2 This culminated in the publication
ofthe Health of the Nation Strategy for People
with-Learning Disabilities,3 which emphasised
Ifcneed for health promotion surveillance and
are among this population.
However, this emphasis has not been

iccepted wholeheartedly by primary health care
irofessionals,4-5 or by carers of individuals with
ileaming disability6 and a number of barriers
0 receiving good health care have been
Jentificd. Lawrie7 highlights difficulties for
eople with a learning disability in
ommunicating their symptoms, or accessing
ealth education materials suitable for their
eeds.8 A recent study of the satisfaction of
arning disabled people with the health care
ley had received found high levels of
issatisfaction, with particular emphasis on
rofessionals' failure to provide adequate
Kplanations." A further barrier is that GPs are
imctimes unclear about their exact remit when
comes to providing services to this group,
err et al4 found that while the GPs surveyed
iewcd themselves as responsible for the
eneral medical care of individuals with a

aming disability, they were generally opposed
1 the idea ofproviding regular structured health
leeks and health promotion.
This confusion is ofparticular concern, as it
increasingly being recognised that there
mtinues to exist large areas of unmet health
ire needs in people with a learning
isability'"-"-12 and also that people with
:arning disabilities experience a greater
tmber of health problems than the general
Dpulation.3-'3-14
A number of health initiatives have been
roposed in an attempt to improve health care
ir this group with the emphasis being on closer
aison between primary health care teams and
lecialist learning disability services,14
nproved professional training'5 and
ducation.13 In addition, there has been an

nphasis on the need to establish a register of
ic medical needs of individuals with a learning

isability.16

A significant barrier to the provision of the
targeted health care and education was found
to be the inability of GPs to identify the
individuals on their caseloads with a learning
disability.'" Such initiatives however rely largely
on primary health care teams being aware of
the specific health needs of individuals with a

learning disability and expressing interest in
closer links with specialist services.4-7

Research suggests that misconceptions
relating to people with a learning disability arc
common among the general population17 and
that direct care staff may lack the knowledge
and understanding to successfully deal with
more complex needs.18 In relation to GPs,
Rodgers6 found that carers felt their GP did not
understand the complex issues associated with
having a family member with a learning
disability.

The aims of this study are as follows:
1. To examine GPs' understanding of the term

'learning disability' as compared with rec¬
ognised diagnostic criteria"

2. To examine the extent to which GPs regarded
the diagnosis and provision of health care
services for people with a learning disabil¬
ity as being their own as opposed to the re¬
mit of specialist services.

3. To establish the number ofGPs who are able
to identify individuals with a learning dis¬
ability on their caseload.

4. To ascertain what GPs themselves consid¬
ered to be the main health care needs ofpeo¬
ple with a learning disability.

5. To examine the relationship between levels
of GPs' understanding of the term learning
disability as measured against diagnostic
criteria1" and their confidence in providing
for the health care needs of this group .

Method
A questionnaire was designed to survey

general practitioners' opinions about issues
relating to the provision of learning disability
services (see Appendix 1), the design of which

was based upon previous research findings
which highlighted the following issues:
a. The limited awareness of some GPs of the

health care needs of people with a learning
disability.

b. The difficulty GPs face in quickly and easily
identifying the number of individuals with
a learning disability on their caseload.

c. The ongoing debate about the appropriate¬
ness ofthe health care needs of people with
a learning disability being met by primary
health care as opposed to specialist teams.

d. Misconceptions about the actual health care
needs of people with a learning disability.
Sixty two questionnaires were sent out to all

the GPs in a largely rural area ofScotland The^
area was traditionally dominated by three long-
stay hospitals for individuals with a learning
disability: two of these hospitals have only
recently closed, while a third closed a number
of years ago.

GPs in this area had previously provided a
service for members of this group living in the
community, however, with the closure of three
local hospitals, GPs had been required to take
on the responsibility of providing for an
increasing population ofpeople with a learning
disability, with greater levels of need.

Results

Understanding of the term "learning
disability"

GPs were asked their opinion regarding the
criteria, which defined a learning disability
using the following definition as a comparator."

These are:

• Significantly sub-average intellectual func¬
tioning with an IQ of approximately 70 or
less.
• Concurrent deficits or impairments in
present adaptive functioning in at least two
ofthe following: communication, self-care,
home living, social/inter personal skills, use
ofcommunity resources, selfdirection, func¬
tional academic skills, work, leisure, health
and safety.
• Onset is before adulthood.
Responses were scored according to whether

they made either implicit or explicit reference
to each of the above criteria (ic intellectual

Table 1

Examples of acceptable responses
Factor

Impaired intellect

Impaired adaptive
functioning

Childhood onset

Example
Slower than normal
Low intelligence
Requires assistance
with daily living

Deficits in living skills
Slow at school
Genetic defect

No ofGPs
% ofGPs

Table 2
Number and percentage of Gl's identifying each of the criteria of a learning disability

Impaired Impaired adaptive Childhood onset
intelligence functioning before adulthood

30
88.2

7
20.6

3
8.8

No ofGPs
% of GPs

Table 3
Number and percentage of Gl's identifying criteria
None One Two
3 23 7
8.8 67.6 20.6

III rec
1
2.9
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impairment; impairments in adaptive
functioning and onset before childhood).
Tabic 1 outlines possible examples of

acceptable responses.
Thirty-four questionnaires were returned,

giving a response rate of 55%. Table 2
illustrates the number of GPs correctly
identifying each of the three criteria for a

learning disability.
As can be seen, 88.2% of GPs correctly

identified intellectual impairment as a criteria
of learning disability, while only 20.6%
mentioned impaired adaptive functioning and
only 8.8% identified onset before adulthood.
A chi-square goodness-of-fit test

demonstrated that a significant number ofGPs
did not identify impaired adaptive functioning
(X2 = 11.8; df = 1; p<0.01), or onset before
adulthood (x2 =23;df= 1; p<0.01).
Table 3 illustrates the number of GPs

identifying none, one, two or three of the criteria
for a learning disability. As illustrated in this
fable only one GP identified all three criteria
and 67.6% identified only one.

Identifying people with a learning disability
on GPs caseloads
A significant number (n = 29; 85.3%) ofGPs

felt unable to identify clients with a learning
disability on their caseload (x2 =16.94. df= 1.
p< 0.01).

Diagnosing a learning disability
A significant number (n = 30; 88.2%) ofGPs

felt unable to diagnose whether an individual
on their caseload had a learning disability (x2
=19.9, df = 1, p < 0.01), with this percentage
feeling this was a role for a specialist.
It was however found that there was no

significant relationship between the extent to
which a GP felt able to diagnose a learning
disability themselves and their actual
knowledge of this criteria.

Meeting the health care needs of individuals
with learning disabilities
Table 4 illustrates the extent to which general

practitioners felt that the health care needs of
people with a learning disability should be met
by a specialist team, as opposed to by
themselves.

The mean score was found to be 7.4 (S.D. =
1.75) indicating that the GPs surveyed felt that
meeting the health care needs of individuals
with a learning disability was more a specialist
function: A significant relationship between
GPs expressed opinion about ability to diagnose
a learning disability and opinion of whether the
provision of health care needs was a primary
care or specialist role, was found such that those
GPs who feel they are in a position to diagnose
a learning disability themselves score lower on
the continuum (mean = 5.75) than those who
feel it requires a specialist assessment (mean =
7.62). (F= 4.44, df= 1, p < 0.05).

Health care needs
The health care needs of individuals with a

learning disability most commonly cited by GPs
is shown in Tabic 5.

Only one significant relationship was found
between the health needs of people with a
learning disability identified by GPs and their
knowledge of the criteria for a learning
disability. GPs who highlighted issues relating
to personal safety identified significantly more
ofthe criteria for a learning disability (F = 6.67;
df= 1; p< 0.05).

Discussion
A significant number of GP's in the current

study were aware that intellectual impairment
is a criterion of learning disability with over
88% identifying this factor. They did
significantly worse in relation to the remaining
criteria with only 20.6% identifying deficits in
adaptive behaviour skills and 8.8% naming
childhood onset. In addition, only one GP
identified all three criteria for a learning
disability and three respondents did not identify
any.

Assessment ofthe criteria which determines
the diagnosis of learning disability, in particular
intellectual functioning, has traditionally been

the remit of psychologists,2" and it may be that
while GP's have made referrals to psychologists
for this part ofthe assessment, they arc less
aware of the other aspects of a learning
disability. Psychologists may, therefore, have a
role in educating GP's about the overall criteria
for a learning disability.
Somewhat surprisingly, there was no

significant relationship found between GP's
actual knowledge ofthe diagnostic criteria for a
learning disability and their confidence in
diagnosing it themselves. This may reflect a
correct assumption that diagnosis is generally
considered to be a specialist assessment.2"
However, given that the GP may be the
professional whom the individual witlna
learning disability has initial and most frequent
contact,5 a working knowledge of the criteria';
for diagnosing a learning disability would be
required to ensure that the individual had access
to any specialist services, support or assessment
subsequently required.

In tandem with lack of confidence in

diagnosing a learning disability, a significant
proportion (85%) ofGPs felt unable to identify
the individuals on their caseload with a learning
disability. This means targeted health
promotion, education or screening for this
population would be difficult, ifnot impossible
to provide. This finding is common4'5 despite a
number of researchers recommending adoption
of a register ofthe medical needs of people with
a learning disability.1"'"'
All ofthe above findings suggest significant

barriers to individuals with a learning disability
receiving appropriate health care.

The responses of the GP's in this study
generally indicated that the health care needs
of this population should be met more by a
specialist team, as opposed to themselves. This
is in contrast to a number of reports which
identify primary health care teams as the
responsible professional group for meeting
these needs. '-2-21 The role of specialist teams in
the provision of health care has however been
seen as central in many previous studies which
have assessed GP opinion.412 There would
therefore appear to be some conflict between
health care policy and recommendations, and
general practitioners' confidence in adopting
such roles.

Previous studies'4 of both general nursing
staff and GP's indicated that confusion about
the abilities, needs and nature of individuals
with a learning disability was linked with
support of segregative health care practices.22-23
A similar process may be occurring with GPs,
with limited training in respect of health care
needs of people with learning disabilities,
leading to the view that such needs can only be
met by specialist services.
It may also be argued that an unfair

expectation has been made of general
practitioners to carry the medical responsibility
for this client group. Given the complex and
multiple health needs of some of these
individuals'-24 and the under-resourcing in some
areas ofspecialist community services, GPs may
be unable to meet these expectations.

The most commonly cited health care needs
related to the recognition of the need for
specialist services (24%) in relation to
difficulties such as challenging behaviour,

Tabic 4
The extent to which GPs felt that health care needs of people with a learning disability

should be met by a spccialist6 team as opposed to by themselves

Position on Continuum
Needs met entirely Needs met entirely
by GP by specialist team

1 2 3 4 5 6 7 8 8.5 9 10
No 00106357 1 9 2
% 0 0 2.9 0 17.6 8.8 14.7 20.6 2.9 26.5 5.9

Table 5
Number of GPs and percentage of responses identifying the most commonly cited health care needs

Factor Number of GPs % of responses
Need for specialist health services 17 24
Access/recognition of specific health needs 17 24
Social care issues 15 21
Don't know 4 6
No different to general population 4 6
Epilepsy 4 6
Safety issues 3 4
Physical/mobility issues 3 4
Infection 3 4
Sexual health 1 1

Total 71 100
(It should be noted that some GPs identified more than one health care need)
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mental health problems, or the need for
occupational therapy. Similarly, a further
common response recognised the specific health
care needs of this population and realised that
managing and monitoring health, as well as
access to health services, may be different to
that of the general population.

The third most commonly cited factor was
social care issues — for example the need for
appropriate housing, for day care etc indicating
the overlap between community care and health
care policies. This highlights the need for
adequate multi-disciplinary care packages to be
developed for individuals with a learning
disability living in the community. In addition
the specialist learning disability teams and
social services have a responsibility to inform
general practitioners about the support and
services they offer.

Twelve per cent ofgcncral practitioners were
either unaware of any particular health needs
of individuals with a learning disability, or felt
that these needs were no different to those of
the general population. This finding is
somewhat concerning given the increasing
acknowledgement that people with all levels of
learning disabilities have specific and additional
health needs as compared with the general
population.6'23

The present study does however have a
number of limitations. The response rate of55%
is higher than that typically found in postal
surveys,25 but it docs indicate that a high"
percentage of GPs did not actually respond. It
is possible that this group may have had
opinions which differed from those of the
respondents. However, a number of the findings
are consistent with previous studies4'13
indicating that the views and knowledge of the
respondents in the present study are
representative of this group.

In summary, this survey highlights the
uncertainty felt by a group of general
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practitioners in diagnosing, identifying and
providing for the health care needs of
individuals with a learning disability.
Results suggest the need for specialist

learning disability services to form closer links
with GPs and a more educational role in primary
care health teams.

Karen McKenzie is a Consultant clinical

Psychologist at Roodlands Hospital, Haddington;
George C Murray is a Consultant Clinical
Psychologist at Dingleton Hospital, Melrose;
Edith Matheson is an Assistant Psychologist, also
at Roodlands Hospital Haddington.
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Knowledge levels of professionals involved on a day-to-day basis with people with learning

disabilities can often leave a lot to be desired. This study aimed to highlight areas where there is

room for improvement

THE 1 960s SAW the beginning of a
major change in both the philosophy and poli¬
cy regarding the care and support of people with
learning disabilities (Wolfensberger 1972). This
change led to the closure ofmany long-stay hos¬
pitals and the resettlement of people into small¬
er homes in the community.

Crucial to the success of supporting people
in the community is the level ofstaff knowledge
and understanding of learning disability. This is
highlighted by a number of studies in which a

lack of training for staff is cited as the main rea-

FIGURE 1.

Type and numbers of staff participating
in the study

STAFF GROUP NUMBER

Health setting 47
Residential setting 30
Day care setting 39
General Practitioners 27

Total 163

. FIGURE 2.

DSM IV criteria for learning disability

American Psychiatric Association's criteria for Learning Disability

1. Significantly sub-average intellectual functioning with an IQ of
approximately 70 or below on an individually administered IQ test.

2. Concurrent deficits or impairments in at least two of the following:
SI communication

£3 self-care

S3 home-living
EH social-interpersonal skills
0 use of community resources
0 self-direction
0 functional academic skills

a work

SS leisure

ES health and safety
3. Onset before 18 years

son for staif burnout and job turnover
(Sharrad 1992, Bromley and Emerson
1995). Furthermore, a lack of knowl¬

edge and understanding of people
with learning disabilities can increase
the incidence of challenging behav¬
iour (Hastings and Remington 1994,
Bromley and Emerson 1995), sexual
abuse (Stromsness 1993) as well as

impair the appropriate expression of
a persons sexuality (McCabe 1993).

If knowledge is so important, it
is surprising that few studies have

directly assessed the level of understanding of learn¬
ing disability amongst specialist and non-specialist
staff. Therefore, the current study set out to mea¬
sure the understanding of learning disability of
General Practitioners as well as staffworking in
health service, residential and day care settings.

Method
A random sample of 163 staff was selected from
these four staff groups who were working in two

mainly rural areas in Scotland (see Figure 1.)
All participants were supporting individuals

with learning disabilities as their main job with the
exception ofGeneral Practitioners. They were asked
to respond to the following questions: A
69 How long have you worked with people with
learning disabilities? J

SB What is your understanding of the term 'Lean*
ing Disability'? £
Responses were recorded verbatim or written

by the participants in the presence of a research^
The responses were analysed by comparing them ro
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Managers and educators need to ensure that staff have clear and accurate information about learning disability.

the DSM IV (American Psychiatric Association
1994) criteria for diagnosing learning disability,
shown in figure 2.

Responses were allocated a point for each cri¬
teria the respondent explicitly or implicitly men¬
tioned (range 0-3). Table 1. gives an example of
acceptable responses for each criteria. A random
sample of 72 responses were scored by two inde¬
pendent raters to assess the reliability of this rat¬

ing. Results showed that there was significant
agreement between raters for IQ (K = 0.94, P
(0.01), adaptive skills criteria (K = 0.91, P (0.01)
and childhood onset criteria (K = 0.78, P (0.01).

Results
Tuble 2. (overleaf) shows the percentage of par¬
ticipants in each group who correctly identified
each of the criteria for learning disability.

As far as intellectual impairment was con¬

cerned. General Practitioners scored best, though
no significant difference could be found between
the groups on this criterion. However, a signifi-

TABLE 1.

Example of scored responses
DSM Criteria

Intellectual impairment

Impairment of adaptive
behaviour skills

Childhood onset

cant association was found between staffgroups

regarding the other criteria with the health
group out-performing others in the adaptive

Example response

Slower to learn

People with a low IQ

Unable to grasp everyday
self-care tasks

Needs support to live
independently

Onset before adulthood

Slow at school

skills (x2 = 26.48, df = 3, p (0.01) and child¬
hood onset criteria (x2 = 31.1. df = 3, p (0.01).
Cochrane's Q test was also applied to the data to

LEARNING DISABILITY PRACTICE AI'KM. 1999 VOL 1 NO I
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TABLE 2.

percentage of each staff group correctly identifying DSM IV criteria

Criteria

Intellectual

impairment

Impairment in 30.0
adaptive functioning

Childhood onset 12.0

Residential Day Care Health G.P. Total

66.0 69.2 72.3 85.2 71.8

43.6

12.8

70.0 14.8 42.3

53.2 11.1 23.9

of knowledge amongst support staff (Sharrad
1992). The health group had a significantly
higher level of knowledge than other groups.
This might be expected, as the work ol health
service staff often brings them into contact with
people who have more specialist needs and
includes more detailed assessment and treatment

approaches. More detailed study and compari¬
son with other types of staff could clarify this
point. However, even amongst this group, only
one third of participants were aware of all three
criteria.

Another surprising feature of this study is
that General Practitioners had the highest level
of knowledge of the intellectual impairment cri-

show that the frequency of correct responses dif¬
fered significantly across the three criteria (Q =

76.76, df = 2, p (0.01). Participants were sig¬
nificantly more likely to identify intellectual
impairment than either the adaptive skills (x2 =

23-5, p(0.01) or childhood onset (x2 = 64.45,
jXO.Ol) criteria. Similarly, participants were more

likely to identify the adaptive skills as a criteri¬
on than childhood onset (x2 = 15.02, p(0.01).

Table 3. shows the percentage ofparticipants
in each professional group who were aware of
three, two, one or no criteria of learning disabil¬
ity.

The results show that there was a statisti¬

cally significant difference between the groups
(P = 16.11, df = 3, p(0.01) with the health
group scoring the highest and the residential
group the lowest in terms of their knowledge of
learning disability.

Finally, excluding theGeneral Practitioners
group, a Pearson's correlation co-efficient was
used to demonstrate that greater experience of
working with people with learning disabilities
increased the likelihood ofgreater knowledge of
the criteria for learning disability (11 = 0.24,
p(0.01).'

Discussion
Although this study included relatively small
numbers of participants within each staft"group,

TABLE 3.

Percentage of participants aware of none to three of criteria for
learning disability

Criteria Residential Day Care Health G.P.

0 24.0 10.3 4.3 11.1

1 60.0 56.4 31.9 70.4

2 14.0 30.8 27.7 14.8

3 2.0 2.6 36.2 3.7

it is unlikely that all of the respondents who
were chosen at random had markedly different
levels of knowledge than those who did not par¬

ticipate. Further¬
more, participants
were drawn from

two large geograph¬
ical areas and across

a range of services.
Given this, we

should be concerned

""by the low level of
knowledge of the
characteristics of

learning disability amongst the groups of par¬
ticipants. This finding is consistent with other
studies that have uncovered similarly low levels

Traditional classifications
of learning disability can
rightly Be criticised for

emphasising the ways in
which people with

learning disabilities are
different from other people

terion. This may be accounted for by the fact
that General Practitioners frequently refer to
more specialist staff for intellectual assessment

(Burton 1997). Therefore,
intellectual impairment is
a more salient characteris¬

tic than for other groups ol
staffwho are already work¬
ing with people who have
been assessed. However,
their comparative lack of
knowledge of other charac¬
teristics may indicate a lack
of appreciation of the day-

to-day needs of people with learning disabilities.
Once again, more detailed investigation is need¬
ed to confirm this view.
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For other groups of staff, tiieir greater

knowledge of impairments in adaptive skills
may be explained by the approaches they use in
cheir everyday work with people with learning
disabilities. For example, many approaches
include the application of behavioural techniques
(Lit Vigna and Donnellan 1986) to improve skills
or to increase opportunities for people to use

existing skills.
In relation to experience, it was found that

knowledge improved with greater experience.
This is consistent with studies that have shown

that increased contact with people with learning
disabilities leads to increased knowledge of spe¬
cific interventions (Bromley and Emerson 1995)
and more positive attitudes (Hames 1996). It is
unclear, however, whether this is because of
increased contact alone or because more experi¬
enced staff are more likely to have received more

training opportunities. Further research is need¬
ed to clarify this.

Finally, the low level of knowledge of staff
working exclusively with people with learning
disabilities may be influenced by the misunder¬
standing and mis-application of current philoso¬
phies (Gates 1997) such as normalisation.
Traditional classifications of learning disability
can rightly be criticised for emphasising the ways
in which people with learning disabilities are dif¬
ferent from other people (Clegg 1993). Equally,
it is not in the interests of people with learning
disabilities to deny any impairments or limita¬
tions they face in their day-to-day lives. Man¬
agers and educators need to ensure that staff have
clear and accurate information about learning
disability.

Karen McKcn/ie, Consultant Clinical
Psychologist, Iloodlands Hospital, East
Lothian.

George Murray, Consultant Clinical
Psychologist, Dinglcton Hospital, Melrose.

Edith Mcthcson, Assistant Psychologist,
Roodlands Hospital, East Lothian.

John Higgon, Trainee Clinical Psychologist,
Royal Edinburgh Hospital.

Bridget Sinclair, Service Performance
Manager, Dinglcton Hospital, Melrose.
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