
Glasgow Theses Service 
http://theses.gla.ac.uk/ 

theses@gla.ac.uk 

 
 
 
 
Wanless, Lillian K. (2000) The responses of staff towards people with 
mild to moderate intellectual disabilities who engage in aggressive 
behaviour: a cognitive emotional analysis & research portfolio. D Clin 
Psy thesis. 
 
 
 
http://theses.gla.ac.uk/2478/ 
 
 
 
 
 
Copyright and moral rights for this thesis are retained by the author 
 
A copy can be downloaded for personal non-commercial research or 
study, without prior permission or charge 
 
This thesis cannot be reproduced or quoted extensively from without first 
obtaining permission in writing from the Author 
 
The content must not be changed in any way or sold commercially in any 
format or medium without the formal permission of the Author 
 
When referring to this work, full bibliographic details including the 
author, title, awarding institution and date of the thesis must be given 

 



THE RESPONSES OF STAFF TOWARDS PEOPLE WITH MILD TO 

MODERATE INTELLECTUAL DISABILITIES WHO ENGAGE IN 

AGGRESSIVE BEHAVIOUR: A COGNITIVE EMOTIONAL ANALYSIS. 

& 

RESEARCH PORTFOLIO 

PART ONE 

Lilian K. Wanless M. A. (Hons) 

Submitted in partial fulfilment towards the degree of Doctorate in Clinical 
Psychology, Department of Psychological Medicine, Faculty of Medicine, University 

of Glasgow. 

August-2000 



THE RESPONSES OF STAFF TOWARDS PEOPLE WITH MILD TO 

MODERATE INTELLECTUAL DISABILITIES WHO ENGAGE IN 

AGGRESSIVE BEHAVIOUR: A COGNITIVE EMOTIONAL ANALYSIS. 

& 

RESEARCH PORTFOLIO 

PART ONE 

Lilian K. Wanless M. A. (Hons) 

Submitted in partial fulfilment towards the degree of Doctorate in Clinical 
Psychology, Department of Psychological Medicine, Faculty of Medicine, University 

of Glasgow. 

August -iO*00 



ii 

TABLE OF CONTENTS 

PART ONE (This bound copy) 

Page 

Small Scale Service Evaluation Project 

Is there a need for psychological intervention within a 
physiotherapy programme for back pain? A service evaluation. 

2. Major Research Project Literature Review 25 

The responses of staff towards people with intellectual disabilities 
who engage in challenging behaviour: from a behavioural to a 
cognitive behavioural analysis. 

3. Major Project Research Proposal 57 

Responses of day centre staff to challenging behaviour in adults 
with a learning disability 

4. Major Research Project Paper 75 

The responses of staff towards people with mild to moderate 
intellectual disabilities who engage in aggressive behaviour: a 
cognitive emotional analysis. 

Clinical Case Research Study (Abstract) 104 

Cognitive versus behavioural, strategies in the treatment of 
depression: the contribution of single case methodology 

RESEARCH PORTFOLIO APPENDICES 

Page 

Appendix 1 Small Scale Service Evaluation 106 

Appendix 2 Major Research Project Literature Review 114 

Appendix 3 Major Research Project Proposal 116 

Appendix 4 Major Research Projgqf Paper 131 



iii 

TABLE OF CONTENTS (Continued) 

PART TWO (Separately bound; numbered from page 1) 

1. Clinical Case Research Study 

Cognitive versus behavioural strategies in the treatment of 
depression: the contribution of single case methodology 

RESEARCH PORTFOLIO APPENDICES 

Page 

Page 

Appendix 1 Clinical Case Research Study 22 



iv 

ACKNOWLEDGEMENTS 

I would like to thank Dr Andrew Jahoda for his time, encouragement, and 

supervision over the past two years. I would like to give thanks to my classmates for 

their friendship, support, and willingness to go out and drink beer. In conclusion, a 
big thanks go to Chris for his unfailing support, and patience over the last three years. 



1. SMALL SCALE SERVICE EVALUATION PROJECT 

Is there a need for psychological intervention within a physiotherapy 

programme for back pain? A service evaluation. 

Lilian K. Wanless 

Department of Psychological Medicine, University of Glasgow 

Prepared in accordance with the submission guidelines for Disability and 
Rehabilitation (Appendix 1.1). 



Is there a need for psychological intervention within a physiotherapy 

programme for back pain? A service evaluation. 

Lilian K Wanless 

Department of Psychological Medicine, University of Glasgow 

Address for reprints: Lilian K. Wanless, Department of Psychological Medicine, Gartnavel 
Royal Hospital, 1055 Great Western Road, Glasgow, G12 OXH; Tel: 01412113920, Fax: 
0141357 4899 



3 

SUMMARY 

This study investigated the need for psychological intervention in a physiotherapy 

programme for individuals -with chronic back pain. The sample population 

comprised of all initial attendees of two "Back to Fitness" programmes (n--23). All 

attendees were asked to complete a self report questionnaire, prior to commencing, 

and on completion of the programme. Questions pertained to demographic details, 

mood, and pain. 39% (n--9) of attendees did not complete the progarnme, and due to 

the small number of subjects, all data were examined descriptively. It was identified 

that a broad range of people accessed the programme, and within this group there was 

considerable psychological distress. Attending the programme had a beneficial effect 

on a number of the pain variables; including perceptions of pain, and interference of 

pain with daily life, but there was little impact on psychological morbidity. 

Suggestions were then made regarding how to deliver psychological intervention to 

the programme. 

Key Words: Back pain; psychological intervention; mood 
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INTRODUCTION 

Chronic back pain is a health care problem of considerable proportions. It is 

estimated that 60% of adults will experience low back pain during a given year, and 

of these, 30% will seek treatment [1,21. Although only a minority of 34% will 

become cases of chronic pain and accompanying disability[31, the implications for the 

provision and cost of treatment are substantial[4]. 

It is now widely accepted that pain is a personal experience influenced by a variety of 

psychological factors. Mood, cognitive appraisal, self efficacy, perceived control, 

and prior learning history have been shown to influence reports and experience of 

pain[51. Although psychological factors rarely cause the pain, they can trigger and 

exacerbate a pain episode, and contribute to the distress and disability often 

associated with chronic pain conditions [6]. 

The Victoria Infirmary; Glasgow, offers a six week "Back to Fitness" programme for 

individuals with chronic back pain, based in the physiotherapy department. The 

programme provides information on back pain, and an exercise programme. The aim 

is to encourage patients to increase fitness levels, and back strength. The current 

programme primarily addresses the physical rehabilitation of pain, and staff running 

the group are concerned that this is not fully meeting the needs of patients. 

Studies have indicated that people suffering from chronic pain experience a variety of 

associated phenomena which may include anxiety, depression, social difficulties, and 

general problems coping with pain [7,8]. As such it is vital that suffers of chronic pain 



5 

receive a full and comprehensive treatment that meets both physical and 

psychological needs. There is a growing body of evidence supporting the efficacy of 

psychological interventions with chronic pain patients, often delivered as part of a 

multidisciplinary package (9). Accordingly this study was set up to assess the need 

for psychological intervention in the Back to Fitness programme. 

AIM OF STUDY 

To carry out an audit of a- physiotherapy led chronic back pain programme to 

detennine the need for psychological intervention. 

Questions addressed: 

1. What are the main characteristics ofpeople accessing the Back to Fitness 

programme? 

i) What are the demographic characteristics of service users? 

ii) What is the nature and extent of psychological morbidity within the group? 

iii) "PaiW' Profile: 

9 What are service users perceptions of their pain? 

* To what extent does this impact on their daily life? 

2. Does the Back to Fitness programme have an impact on psychological morbidity, 

and the pain profile variables? 

3. Does the service match client aspirations? 
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METHOD 

Subjects 

The study population comprised of a survey of all initial attendees of two consecutive 

Back to Fitness programmes. Participants were referred to the programme by their 

GP or physiotherapist. The only entry criteria for the group was the presence of back 

pain. 

Procedure 

Subjects were administered with questionnaires prior to commencing the first session 

of the programme (Appendix 1.2), and immediately on finishing the last session 

(Appendix 1.3). The author remained present throughout to deal with any queries 

subjects had. 

Measures 

Two forms of questionnaire were drawn up, for pre and post administration. 

Information regarding demographic, back pain and psychological variables was 

sought: 

i) Demographic Information: 

Name, age, sex, marital status, employment status 

ii) P§Xchological Morbidill 

Hospital Anxiety and Depression Scale (HADS, Zigmond and Snaith, 1983) 

iii) Pain Profile 
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* Current level of pain (from McGill Pain Questionnaire, Melzack 1975) 

e Perceived control over pain (from Pain Coping Strategies Questionnaire, 

Rosenthal & Keefe, 1983). 

* Effect of pain on every day activities (from the Nottingham Health Profile, Hunt et 

al., 1989). 

iv) Aspirations of the Back to Fitness Programme 

What benefits do users want from the programme? 

What benefits do users report on completing the programme? 

RESULTS 

Service User Characteristics 

The service user profile was based upon all initial attendees of the programme (n = 

23). However, therevas an unexpectedly high rate of non completion, with 39% of 

initial attendees dropping out of the programme, an issue which will be looked at. 

DemQgLaphic Characteristics 

14 male subjects, and 9 female subjects were surveyed as initial attendees of the Back 

to Fitness programme. The average age of participants was 44.1 years (SD = 12.1). 

What is perhaps somewhat surprising, is the age range of participants (Figure 1), with 

people aged from 27 up to 70 Years, attending the programme. 
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Insert Figure I about here 

52% of participants were in full employment, with a large minority (22%) currently 

absent due to ill health (Figure 2). The majority were married (65%; Figure 3), while 

22% were single. Overall, a broad range of people were accessing the service. 

Insert Figures 2&3 about here 

Psychological MorbidiU , 

The extent of psychological distress in the study population was assessed using the 

HADS (Figure 4). The percentage of subjects scoring in the moderate to severe 

categories was low. However, 35% of subjects reached borderline criteria for 

anxiety, whilst 26% reached borderline for depression. In total, 57% of attendees had 

some degree of clinically significant anxiety, and 43% depression. Thus a substantial 

proportion of subjects were experiencing symptoms of psychological distress. 

Insert Figure 4 about here 
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Pain Profile 

Perceptions otpain: 

Subjects were asked to rate the level of intensity of pain they experienced on a scale 

of I (mild) to 5 (excruciating). Overall, the perceived intensity of pain was low; 65% 

of subjects gave their pain a rating of 2 (discomforting; Figure 5). Control over pain 

was rated from 0 (no, control) to 6 (complete control). Nearly 50% of subjects 

reported some control over pain (Figure 6). However, 30% of subjects rated control 

as 2 or lower, indicating a proportion of subjects experienced little control over their 

pain. 

Insert Figures 5&6 about here 

Inter: Lerence oýpain in dai. 1 
.y 

life:, 

The key areas of daily life in which back pain was causing disruption were; work, 

domestic tasks, and for over 90% of subjects, hobbies (Figure 7). Overall it would 

appear that the experience of pain was causing considerable disruption in almost all 

areas of life. 

Insert Figure 7 about here 
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Pre/Post Comparison of Psychological and Pain Variables 

Pre/post comparison of the impact of the back pain group was carried out on all 

subjects who completed the programme (n--14). 

Psychological MorLi: dity 

At the end of the programme there was a higher percentage of subjects falling into 

the normal category for both anxiety and depression; both showing an increase of 

around 12% (Figure 8). The percentage of subjects scoring as borderline anxiety 

dropped from 36% to 14%, while the percentage scoring as borderline for depression 

also fell. While these differences are small, they do indicate that participation in the 

programme had, if anything, a positive effect on psychological well-being. 

Insert Figure 8 about here 

Pain Profile 

Perceptions oýpain: 

Attending the back programme had a positive effect on perceptions of pain (Figure 

9). 43% of subjects on finishing the programme report pain of mild intensity, 

compared with only 14% prior to starting. At the end of the programme no subjects 
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rated their pain as horrible or excruciating. Similarly, there was a positive increase in 

perceptions of control over pain (Figure 10) the improvement is not so marked as for 

level of pain, a higher percentage of subjects rated control at 4, as opposed to 3 on 

completing the programme. 

Insert Figures 9& 10 about here 

Interference with dail y life: 

On completing the programme fewer subjects indicated interference with work or 

hobbies (Figure 11), the two main areas of disruption. Overall, subjects reported 

less interference, indicating the programme had a positive impact on the quality of 

attendees life. 

Insert Figure 11 about here 

Aspirations of Back to Fitness Programme 

On commencing the back pain programme subjects were asked to indicate what they 

would like to get out of attending the programme. Subjects were able to tick more 

than one category. While 43% indicated they were unsure what to expect, the 
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majority wanted to receive information regarding back pain (71%), exercises (86%) 

and an increase in fitness (79%; Figure 12). 

Insert Figure 12 about here 

On completion of the programme subjects were asked what they felt they had gained 

from attending the programme. The main areas of reported benefit were getting 

information about back pain, instruction in exercise, and improved fitness. As these 

were the main areas in which subjects wished to benefit it can be concluded that 

client aspirations of the programme were met. 

Non Completers of the Back to Fitness Programme 

Overall, very few differences were revealed between those who completed the 

programme (C), and those who did not (NC). There was no difference between C 

and NC with respect to demographic characteristics, psychological status, or intensity 

of pain. The two main areas of differences were; control over pain, and interference 

of pain in daily life. 89% *of NC rated control over pain as 3 (some control), 

compared with only 57% of C who gave control a rating of 3 or above. This creates 

the impression that NC had more control their over pain. However, NC indicated 

higher rates of pain interfering in their daily life than did C. Thus, findings regarding 

those who drop out from the group are somewhat equivocal, with no clear differences 

emerging. 
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Summary of Results 

A wide age range clients accessed the service. Within this group most reported some 

control over pain, and the intensity of reported pain was quite low. The level of 

psychological morbidity in the group was quite high, and back pain was causing 

considerable disruption to daily life. Attendees who completed the programme 

reported lower pain intensity'at the end of the programme, compared to when they 

started. They also indicated a slight increase in perceived control over pain, and less 

interference with daily life. Participation in the group had only a slight impact on 

psychological morbidity. The findings regarding C and NC were mixed; NC reported 

higher levels of control over pain, but also increased interference from pain in their 

daily life. 

DISCUSSION 

The study posed three specific questions which are examined in turn; with respect to 

the results obtained, and regarding the implications for psychological intervention 

with the Back to Fitness programme 

"at type ofpeople are accessing the Back to Fitness programme? 

The results obtained in the course of this audit indicate a broad range of people are 

attending the Back to Fitness programme. Users range in age from 20 years, right up 

to 70 years. While service users were characterised by relatively low levels of pain, 
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back pain was causing considerable interference with daily life. Furthermore, there 

was considerable variation among attendees, with some individuals presenting with a 

far more disabled profile than others. These findings, coupled with high rates of 

psychological symptoms, suggest a need for psychological input to the programme. 

Of those who dropped out of the programme, no clear differences emerged between 

C and NC. Non completers perceived themselves as having a higher level of control 

than did completers, but reported higher levels of pain interfering in various areas of 

their life. Given the small numbers involved, it is difficult to draw conclusions from 

these findings. A possible explanation for the high drop out rates may be the broad 

variety of people accessing the service, which make it difficult to devise a 

programme that meets the needs of everyone. A potential solution might be to target 

a more specific back pain population. 

2. nat is the effect of attending the Back to Fitness programme on service users 

psychological status, andpain profile? 

Attending the programme appears to have had a positive impact on clients. Pre / post 

measures indicated lower levels of pain, increased control, and an improved quality 

of life at the end of the programme. However, there was only a small impact on 

psychological morbidity; with a large proportion of subjects still experiencing 

symptoms of psychological distress. 

So do these findings imply that there is a need for psychological intervention, over 

and above the treatment already being provided? The answer to this question would 



15 

have to be yes. The results highlight three specific areas of concern: 1) a substantial 

proportion of clients were still experiencing symptoms of psychological distress at 

the end of the programme; ý) A number of these clients reach criteria for severe 

anxiety and/or depression; 3) there is a minority of subjects reporting pain of severe 

intensity, and marked interference in daily life, a population likely to be at risk of 

coping and adjustment difficulties 1101. 

3. Are client aspirations of the backprogramme met? 

On completing the programme, a high percentage of subjects indicated benefit on a 

variety of dimensions, and desired outcomes were met. Thus the Back to Fitness 

programme appears to successfully in meet client aspirations of the programme. 

The need for psychological intervention 

From these findings it is clear that the Back to Fitness programme is providing a 

quality service which is largely meeting the needs of service users. However, the 

results also indicate there is still a need for psychological input. The next question is 

of course; how best to provide such a service? While there is clear evidence for the 

efficacy of specific group based psychological interventions for sufferers of back 

pain, such as cognitive therapylIll, and cognitive behavioural therapy [12,131, it is 

unlikely that resources would. available for such a service. If this is indeed the case, 

alternative options might include: 
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1) Provision of psychological input at a consultative level: including training in 

principles of psychological management of pain; and in the detection of 

psychological distress, to physiotherapy staff running the group. 

2) Have one session taken by a psychologist. This would allow education on 

effective pain management, and adaptive coping strategies. This option could be 

viewed as a brief intervention strategy targeting those at risk of developing 

problems. Again, with appropriate training and support, this is something that 

could then be taken over by the staff running the group 

3) A screening process, using an instrument such as the HADS, could be used to 

detect cases of severe distress and disability, which could then be referred on for 

individual therapy. 

There are several weakness in this study. The first of these is the small sample size. 

Not only does this limit the generalisation of findings, but as a result descriptive 

statistics were the only method of data analysis employed. Due to the high drop out 

rate, numbers were insufficient to allow the employment of non-parametric tests. 

This meant the statistical significance of results could not be assessed. However, 

clinically significant gains did appear to be demonstrated. A second area for concern 

was the lack of findings regarding the characteristics of those who did not complete 

the group. Again, the relatively small numbers obtained made the drawing of any 

conclusions regarding this population difficult. In order to provide a service that best 

meets the needs of users, this is an area that will require attention in future service 

audits of this kind. 
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Despite these limitations, this study does answer important local questions. 

Furthermore, although set up as an audit of a very specific service, the study has 

broader implications. Consistent with the literaturelO. 141, it highlights that sufferers 

of chronic back pain do experience significant levels of psychological distress. 

While there is a large body of evidence supporting the role of psychological 

interventions with such a population 191, there are a lack of guidelines in the literature 

on different ways to implement such a service. This study considered several 

options. However, further research is necessary to determine how best to provide 

psychological intervention to suffers of chronic back pain, and at what level this 

intervention should take place. 

CONCLUSIONS 

This study posed the question "Is there a need for psychological intervention in a 

physiotherapy led back pain programme? ". The results indicated that indeed there 

was such a need. While attending the progrannne had a beneficial effect on 

perceptions of pain, and interference with daily life, there was only a small impact on 

psychological morbidity. Several options were presented on how to provide such a 

psychological service. However, the lack of literature to guide such decisions was 

highlighted, and a call for more research in this area was made. 
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Intereference of Pain in Daily Life: Pre/Post Comparison 

100% 
90% [Ire 

80% opost 
700N, 
60% 
50% 
4V/, ý 

I 

30% 
2 0'/, ý 
10 (, //, ý 

Job ic Social I lonle - S, xL ife I lobbies I loh(taý S 
Life r/s 

Figure 12 Aspirations of the Back to Fitness Programme 

Desired/Reported Benefits of Programme 

90(vo 

800N, m Pre 

700/,. [3 Post 
600/,, 

.0 50 (ý/(, 
40'Y,, 
30 
201),, ý 
100/11 

r 
ID a 

T ID 1 -0 
3 a, 

T 
, 

5W 
Vý 

1 0. V. , % ID 
0V 'A 



23 

REFERENCES 

1. Horal J. The clinical appearance of low back disorders in the city of Gothenburg, 

Sweden. Acta Orthopaedica Scandinavica 1969; 18; entire supplement. 

2. Bonica J J. Pain research and therapy; past and current status and future needs. 

In: LKY Ng &JJ Bonica (Eds) Pain Discomfi)rl and Humanilarian Care. 

Elsevier, Amsterdam, 1980. 

3. Berquist-Ullman M, Larsson U. Acute low back pain in industry: a controlled 

prospective study with special reference to therapy and confounding factors. Acta 

Orlhopaedica Scandinavica 1977; 170; 4-117. 

4. Altmaier E M, Lehman T R, Russell D W, Weinstein J N, Kao C F. The 

effectiveness of psychological interventions for the rehabilitation of low back 

pain: a randomised controlled trial evaluation. Pain 1992.49; 329-335. 

5. Turk D C, Fernandez E. Pain: A Cognitive Behavioural Perspective. In: M 

Watson (Ed. ) Cancer Patient Care: Psychosocial Treatment Methods. 

Cambridge: BPS Books. 1991; 15-44. 

6. Turk D C. Perspectives on Chronic Pain: The Role of Psychological Factors. 

Currew Perspectives in Psychological Science 1994.3,45-48. 

7. Holzman A D, Turk D C. Pain Management; a Handbook qf Psychological 

Approaches. Pergammon, New York. 1986. 

8. Sofaer B, Walker J. Mood assessment in chronic pain patients. Disability and 

Rehabilitation 1994; 16; 35-38. 

9. Morley S. Pain Management. In: A Baum, S Newman, J Weinman, R West &C 

McManus (Eds. ): Cambridge Handbook qfPsychology, Health and Medicine. 

Cambridge University Press, 1997. 



23 

REFERENCES 

1. Floral J. The clinical appearance of low back disorders in the city of Gothenburg, 

Sweden. Acta Orthopaedica Scandinavica 1969; 18; entire supplement. 

2. Bonica J J. Pain research and therapy; past and current status and future needs. 

In: LK-Y Ng &JJ Bonica (Eds) Pain Discomfort and Humanitarian Care. 

Elsevier, Amsterdam, 1980. 

3. Berquist-Ullman M, Larss'on U. Acute low back pain in industry: a controlled 

prospective study with special reference to therapy and confounding factors. Acta 

Orthopaedica Scandinavica 1977; 170; 4-117. 

4. Altmaier E M, Lehman T R, Russell D W, Weinstein J N, Kao C F. The 

effectiveness of psychological interventions for the rehabilitation of low back 

pain: a randomised controlled trial evaluation. Pain 1992.49; 329-335. 

5. Turk D C, Fernandez E. Pain: A Cognitive Behavioural Perspective. In: M 

Watson (Ed. ) Cancer Patient Care: Psychosocial Treatment Methods. 

Cambridge: BPS Books. 199 1; 1544. 

6. Turk D C. Perspectives on Chronic Pain: The Role of Psychological Factors. 

Current Perspectives in Psychological Science 1994.3; 45-48. 

7. Holzman A D, Turk D C. Pain Management, a Handbook of Psychological 

Approaches. Pergammon, New York. 1986. 

8. Sofaer B, Walker I Mood assessment in chronic pain patients. Disability and 

Rehabilitation 1994; 16; 35-38. 

9. Morley S. Pain Management. In: A Baum, S Newman, J Weinman, R West &C 

McManus (Eds. ): Cambridge Handbook of Psychology, Health and Medicine. 

Cambridge University Press, 1997. 



24 

10. Jensen M P, Turner J A, Romano J M, Karoly P. Coping with chronic back 

pain: a review of the literature. Pain 1991; 47; 249-283. 

11. Turner J A, Jensen MP. Efficacy of cognitive therapy for chronic low back pain. 

Pain 1993; 52; 69-177. 

12. Nicholas M K, Wilson P H; Goyen J. Comparison of cognitive behavioural 

group treatment and an alternative non-psychological treatment for chronic low 

back pain. Pain 1992; 48; 339-347. 

13. Williams AC DE C, Nicholas M K, Richardson P H, et al. Evaluation of a 

cognitive behavioural programme for rehabilitating patients with chronic pain. 

British Journal of General Practise 1993; 43; 513-518. 

14. Sullivan MJL, Reesor K, Mikail S, Fisher R. The treatment of depression in 

chronic low back pain: review and recommendations. Pain 1992; 50; 5-13. 



2. MAJOR PROJECT LITERATURE REVIEW 

The responses of staff towards people with intellectual disabilities who engage 

in challenging behaviour: from a behavioural to a cognitive behavioural 

analysis. 

Lilian K. Wanless 

Department of Psychological Medicine, University of Glasgow 

Prepared in accordance with guidelines for submission Journal ofApplied Research 

into Intellectual Disability (Appendix 2.1). 



26 

The responses of staff towards people with intellectual disabilities who engage 

in challenging behaviour: from a behavioural to a cognitive behavioural 

analysis. 

Lilian K. Wanless 

Department of Psychological Medicine, University of Glasgow 

Address for reprints: Lilian K. Wanless, Department of Psychological Medicine, Gartnavel 
Royal Hospital, 1055 Great Westem Road, Glasgow, G12 OXH; Tel: 0141211 3920, Fax: 
0141357 4899 



27 

ABSTRACT ' 

Research suggests -that the behaviour of staff towards people with intellectual 

disabilities who engage in challenging behaviour can play a significant role in the 

development and maintenance of such behaviour. As a consequence there has been a 

steady growth in literature which seeks to identify the factors which influence the 

responses staff make to challenging behaviour. Studies to date have been carried out 

from a behavioural, and more recently a cognitive behavioural perspective. 

Significant advances in developing models of staff behaviour have been achieved; in 

particular the beliefs held by staff, and the emotional impact of challenging 

behaviour, have been identified as important sources of influence. Existing research 

has focused on the immediate interpersonal context surrounding challenging 

behaviours. However, it is suggested that there has been a tendency to overlook the 

individual who engages in the behaviour, and their relationship with staff. As such, 

this paper aims to critically review the existing literature, and suggests how such 

research might be further developed. 

Key words: staff behaviour, challenging behaviour, attributions, emotions 
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INTRODUCTION 

Studies investigating staff ýehaviour in services for people with intellectual 

disabilities and challenging behaviour (CB) have been subject to a number of 

reviews. In general, a rather bleak picture is painted. It has been identified that staff 

spend little time interacting with service users, and that the quality of such 

interactions are poor (e. g. Woods & Cullen 1983; Repp et al. 1987; Hastings & 

Remington 1994a). Social contact between staff and client most often compnses 

personal care, or staff directing clients (Clegg et al. 1991; McConkey et al. 1999). 

With respect to staff behaviour towards individuals who engage in CB, similarly poor 

patterns of interaction have been identified, however the suggestion is that 

individuals with the most CB tend to lead the most impoverished social lives (Felce 

et al. 1995). 

Research investigating interactions between staff and service users emphasises the 

significant role staff can play in the development and maintenance of CB (Hastings & 

Remington 1994a). Observational, experimental, and self report studies of responses 

to CB have identified that staff often act in a manner that serves to reinforce the 

behaviour displayed (e. g. Carr et al. 1991; Taylor & Carr 1992; Hastings & 

Remington 1994b). Organisational strategies targeting such responses have provided 

staff with extra training, or formal behavioural management programmes to use with 

clients. However, staff training can fail to take account of the reasons underlying 

staff behaviour (Hastings & Remington 1994b; Hastings et al. 1995a), while barriers 

preventing effective implementation of behavioural programmes remain (Emerson & 

Emerson 1987; Hastings & Remington 1993). Examples of such barriers might 
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include constraints on staff time, a lack of staff belief in the efficacy of a programme, 

or failure to co-ordinate a programme across a staff team. Reaching a more 

sophisticated understanding of staff performance offers the potential to develop 

enhanced models for working with staff, by overcoming some of these barriers to 

effective care. 

The primary conceptual framework which seeks to understand the responses of staff 

to CB is the behavioural. model (Hatton & Emerson 1995). From this perspective a 

substantial proportion of challenging behaviours (Cl3s) are suggested as serving a 

social function, such as attention seeking, or attention avoidance (Carr 1977; Carr & 

Durand 1985). As such, the actions of significant others, especially caregivers, are 

likely to constitute the antecedents and consequences of a large proportion of such 

CB (Hastings 1997). Accordingly behavioural. models of CB have expanded to 

account for the actions of staff, and the principles of behaviour analysis have been 

applied to the relationship between staff behaviour and CB (Hastings & Remington 

1994b). Recently this model has been developed to include a cognitive behavioural 

perspective, which explores the beliefs and emotions evoked by CB, and the impact 

of these on staff performance (Kushlick et al. 1997). Central to this account are the 

appraisals staff make when faced with CB, and the potential these have to influence 

staff behaviour. 

Behavioural and cognitive behavioural. models have developed from a focus on the 

immediate interpersonal context surrounding CB. From a behavioural perspective 

this interpersonal context is expressed in terms of staff behaviour comprising the 

antecedent or consequence to much CB. From the cognitive behavioural viewpoint 
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interpersonal appraisals made by staff are viewed as central in predicting staff 

behaviour. There is a growing body of research in both these areas, resulting in 

considerable advances in the development of models of staff performance. It is the 

aim of this paper to review this progress. It shall also be suggested, however, that 

existing research has a tendency to overlook the individual who engages in the CB, 

and their relationship with staff. As such, the aims of this paper are as follows. -First, 

to summarise the behavioural account of staff responses to CB. Second, to provide a 

critical analysis of studies investigating the determinants of staff responses to people 

with intellectual disabilities and CB. ý Third, to present recent developments carried 

out within a cognitive behavioural framework. , In conclusion the implications from 

this review for future research and clinical practice shall be discussed. 

THE BEHAVIOURAL PERSPECTIVE 

From a behavioural perspective, staff behaviour is viewed as part of the enviroriment 

surrounding CB; functioning as an antecedent and / or consequence to CB, which in 

turn may contribute to the development and maintenance of the behaviour displayed 

(Hastings & Remington 1994a). The behaviours of staff and clients are considered to 

be part of a dynamic system in which the behaviours of both parties are reinforced 

(Carr et al. 1991; Taylor & Carr, 1992; Oliver 1995). For example, a client's self 

injurious behaviour may have the function of securing staff attention, and if staff 

experience this behaviour as aversive, they will intervene as quickly as possible. 

This provides positive reinforcement for the CB, while staff behaviour is negatively 

reinforced by the termination of the aversive experience. This process of mutual 
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reinforcement serves to increase the likelihood of similar patterns of interaction in 

the future. According to such a view, staff behaviour can function as a means of 

avoiding or escaping the aversive nature of many CBs (Hall & Oliver 1992). 

Hastings & Remington (1994b) provide a conceptual analysis of factors which might 

determine staff behaviour. In total, four main sources of influence are identified: i) 

contingencies associated with the CB itself (e. g. the emotional impact of the CB on 

staff); ii) staff s own beliefs about the causes of the behaviour, and how best to 

respond; iii) formal aspects of the service environment (e. g. policy and guidelines); 

and iv) informal aspects of the service culture (e. g. the unwritten rules of the 

workplace). These sources of influence are grouped into two categories: the 

contingencies associated with the CB itself; and indirect contingencies which take the 

form of internal "rules" which staff hold regarding CB. These rules represent verbal 

descriptions, or beliefs held by staff, of the consequences associated with CB. They 

can be learned from external sources (e. g. service documents, health professionals, or 

colleagues), or they can be self generated. 

DETERMINANTS OF STAFF BEHAVIOUR 

Recent research has started to examine the influence of rule-governed, and 

contingency-shaped, behaviour on staff responses to CB. In particular there has been 

an emphasis on the staff members' emotional reactions to CB, and their underlying 

beliefs about CB, as mediating factors which help to determine their behavioural 

responses. 
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The Emotional Impact of Challenging Behaviour 

The negative emotions evoked by self injurious, aggressive, and stereotypical 

behaviour are increasingly recognised as potentially powerful sources of influence 

over how staff respond to such behaviour. Table I summarises the findings of the 

three studies to date which have investigated emotions generated by CB. Each study 

reported similar patterns of emotional responding to CB: annoyance and anger being 

the most common responses to aggression; with sadness and despair the most 

frequent reactions to self injury (Bromley & Emerson 1995; Hastings 1995; Hastings 

& Remington 1995). 

Insert Table 1 around here 

Despite variations in methodology between studies, the consistency of the results 

suggest that the findings are quite reliable. However, the validity of the results is 

more questionable. None of the studies determines the emotional response of staff to 

an actual person, or directly following an incident of CB. It is likely, therefore, that 

the strength of emotions reported are diluted. In addition, it is not possible to 

determine whether the relationship a staff member has with a client can moderate, or 

exacerbate, the negative emotions evoked. For example, if staff know a client well, 

and have a good relationship with that person, they might be less likely to react with 
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anger to an incident of aggression. To date, the literature has not addressed this 

question. 

The studies described above refer to discrete instances of CB, however, an 

examination of the literature suggests that the impact of negative emotional reactions 

to CB extend beyond the interaction taking place. The most significant sources of 

stress reported by staff were the cumulative effects of coping with people's 

behavioural difficulties (Bromley & Emerson 1995); the emotional impact of 

working with people presenting with CB (Hatton et al. 1995); and having no effective 

strategies in place for dealing with the behaviour (Bromley & Emerson 1995). Staff 

working in houses with residents who show CB have been found to be significantly 

more anxious, and report lower levels of job satisfaction, compared to staff working 

in houses where residents do not have ongoing behavioural difficulties (Jenkins et al. 

1997). High staff stress, in turn, is associated with lower levels of staff - resident 

interaction (Jenkins & Allen 1998; Rose et al. 1998). 

In general, stress is believed to have a significant effect on staff performance, 

including the quality of the interactions with clients. In turn, this affects the quality 

of service those with CB receive (Rose et al. 1994; Hatton & Emerson 1995; Hatton 

et al. 1999). Consequently it is clear that the emotional impact of CBs extends 

beyond the immediate interaction, to influence the behaviour of staff more generally. 

This is particularly relevant for community settings, in which resident characteristics, 

as opposed to organisational characteristics, are more often cited as a source of staff 

stress (Rose 1995). 
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Beliefs Regarding Challenging Behaviour 

The verbal rules, or beliefs, staff hold regarding CB are suggested as exerting an 

extremely powerfW influence over staff behaviour. These beliefs are also thought to 

be quite inflexible (Allen 1999). It is clear, therefore, that exploring the beliefs that 

lead to counterhabilitative behaviour in staff is an important area of study. In- a 

recent review of the literature, Hastings (1997) identified three domains of beliefs 

which are thought to influence staff performance. First, staff beliefs about what 

constitutes CB (definitions) will help to determine which service users are perceived 

as challenging, and/or are referred on to specialist services (Lowe & Felce 1995; 

Lowe et al. 1995). Second, beliefs regarding the cause of CB are hypothesised to 

have an important effect in establishing how staff respond to CB (Hastings & 

Remington 1994a & b). And third, staff beliefs about what to do in the case of a 

given CB might affect not only their own response, but also their acceptance and 

implementation of treatment programmes drawn up to reduce CB (Emerson et al. 

1993; Hastings & Remington 1994a; Bromley & Emerson 1995). 

i) StaffDefinitions of Challenging Behaviour 

Generally, it has been found that definitions of CB given by staff are not consistent 

with definitions developed in the literature, or in service documents. These formal 

definitions of CB attempt to avoid a culture of blame; emphasising the potential of 

harm to self or others, and/or behaviour which prevents services being accessed 

(Emerson et al. 1987). However, staff definitions indicate a view that CBs are 
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behaviours which constitute management problems for staff (Hastings 1995; Lowe & 

Felce 1995; Lowe et al. 1995; Hastings 1997). 

Heymann et al. (1998), in a qualitative analysis of staffs' understanding of what 

constitutes CB, found respondents abstract definitions of CB to be vague; staff 

having difficulty in defining CB as a concept. Yet staff readily cited concrete 

illustrations of CB; including verbal or physical assault, non-compliance, and 

exposure to danger. Collectively, these results were taken to indicate the tendency of 

staff to locate CB within the service user. This is despite attempts to create 

definitions which place an emphasis on services meeting the needs of people with 

CB. The findings of Heymann et al. also suggest that staff definitions of CB are 

likely to be unreliable, requiring selection and value judgements. Thus it becomes 

important to understand what causes staff to define a particular incident (or person? ) 

as challenging: is it the actions displayed; the consequences of the action; or the way 

the behaviour made staff feel? 

ii) Beliefs regarding the cause of CB 

Studies that investigate staff beliefs about causes of CB (Table 2) indicate a variety 

of attributions are made (Berryman et al. 1994; Bromley & Emerson 1995; Hastings 

1995; Hastings et al. 1995b; Hastings et al. 1997). The most common beliefs 

reported were: social reinforcement (e. g. attention seeking), communication, and 

physical envirorument (e. g. noise, crowded area). Overall, it is suggested CBs are 

largely attributed to causes over which staff perceive themselves as having little 
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control, such as past environment, and internal psychological state (Bromley & 

Emerson 1995). 

Insert Table 2 about here 

If CBs are seen to be caused by factors over which staff feel they have little control, it 

is likely this will affect staff morale, and consequently the quality of service people 

with CB receive (Bromley & Emerson 1995). In addition, Heymann et al. (1998) 

found that staff generally did not reference their own actions in explanations of an 

incident of CB. This is in obvious contrast to findings of literature which suggest 

staff have a significant role lo play in the maintenance and development of CB 

(Hastings & Remington 1994a). If staff do not perceive themselves as having a role 

to play in service users' behaviour, this may contribute to resistance on their part 

towards staff training, and interventions which seek to modify staff behaviour 

(Dunne 1994). To date staff perceptions of their responsibility for a) contributing 

towards CB, and b) participating in interventions aimed at the alleviation of CB, have 

not been formally assessed in care staff (cf. Millar 1995). 

In an examination of the causal attributions made by community residential care 

staff, Hastings et al. (1997) suggest that staff might come to form particular 

explanations regarding the causes of CB in three ways. First, general beliefs 

regarding CB may determine attributions made in a particular situation. Second, staff 

might make attributions on the basis of the information that is most readily available 
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in the situation, e. g. the type of behaviour displayed. Third, it is proposed that staff 

may attend to contextual information related to the event, i. e. take account of what is 

happening around the person. What is not included in this discussion is the role 

played by the person engaging in the behaviour. For example, staff attributions' may 

be based on a history of previous interactions with the person displaying the CB. 

Also, staff may form judgements on the basis of the person's reputation as a 

"challenging" individual. Furhtermore, characteristics such as the severity of the 

person's disability may influence 
-the attributions- made (Fenwick 1995). Indeed 

knowledge of the person may well drive causal attributions made in a particular 

situation, independent of the circumstances at the time. 

iii) Beliefs regarding intervention behaviour 

Hastings and colleagues examined the intervention behaviour of staff, both in the 

immediate situation, and over a longer time course. Hastings (1995) identified a 

mismatch between the immediate responses to CB reported by staff, and their 

descriptions of how CB should be responded to in the long-terin. On dealing with 

challenging behaviour in the here and now, staff described strategies which 

emphasised control and prevention of harm, despite the potentially reinforcing 

properties of such interventions. In the long term the problematic environments in 

which people with CB live were emphasised, a view ýrnore consistent with 

behavioural models of challenging behaviour. This suggests that lack of knowledge 

regarding how to respond to CB is not at the root of staff responses in the immediate 

situation, but rather staff are responding to sensible short term concerns regarding the 

safety of those in their care. 
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Investigation of staff explanations for their intervention strategies in institutional 

(Hastings 1996), and community (Watts et al. 1997) settings identified a similar 

pattern of results. A questionnaire format was used to ask staff about their immediate 

and long term intervention strategies for a fictitious young man's CB. Again staff 

descriptions of long term intervention strategies were largely consistent with the aims 

of psychological intervention. However, immediate strategies were similar to the 

counterhabilitative strategies. identified in the earlier study; "relatively few staff 

indicated their immediate concern would be to understand the functions of the 

challenging behaviour" (Hastings 1996, p172). When asked to explain their choice 

of intervention strategy, the creation of a positive enviromnent, and prevention of 

harni were the most significant considerations. These findings suggest a central 

conflict between the needs of staff, and professional understanding (Hastings 1996). 

The demands of dealing with the immediate situation outweigh theoretical 

considerations of what might be the optimal response to make. 

Overall, work carried out within the behavioural paradigm represents a 

comprehensive body of work, which systematically investigates determinants of staff 

performance. This work has focused primarily on the setting conditions associated 

with CB, and staff reactions to such behaviour. Staff behaviour has typically been 

conceptualised as responding to contingencies associated with the behaviour: 

whether these contingencies are experienced directly, for example the emotional 

impact of the behaviour; or indirectly via the internal beliefs staff hold. What is not 

included in such an analysis are the appraisals that staff make about the behaviour, 

and the person they encounter. However, the interpretations people make are seen as 
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having a central role in predicting their emotional and behavioural responses to a 

situation (Heider 1958; Weiner 1980; 1986; Fiske & Taylor 1991). 

THE COGNITIVE BEHAVIOURAL PERSPECTIVE 

The cognitive behavioural perspective offers the potential to investigate the influence 

of interpersonal evaluations on the behaviour of staff. Furthermore, rather than 

treating emotion as a separate source of influence over behaviour, the complex 

relationship between the beliefs of staff and their emotional reactions to CB can be 

investigated. In particular it has been suggested that Weiner' s attributional model 

of helping behaviour (Weiner 1980; 1986) is a useful framework in which to link the 

cognitive, emotional, and behavioural responses of staff to CB (Sharrock et al. 1990; 

Fenwick 1995; Allen 1999). This model proposes that attributions of stability 

(whether the cause of a behaviour is viewed as being the same each time) and 

controllability (whether the cause of a behaviour is seen as under the control of the 

person being observed) are the primary determinants of the emotional reactions of 

sympathy or anger. These emotions respectively promote or reduce the likelihood of 

helping behaviour. Thus if a person's CB is seen as under their control (e. g. they are 

'seeking attention'), then Weiner's model would predict that staff would be more 

likely to react with anger, and less likely to help the person. 

In a direct test of this model, Dagnan et al. (1998) asked 39 care staff to rate six 

scenarios describing different examples of CB. Responses were then summed across 

these measures and subjected to path analysis. Results were largely consistent with 
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Weiner's model; negative emotions were found to have a key role in predicting 

behaviour, however optimism regarding the potential for change in the behaviour was 

also found to be important. Specifically, staff s pessimism regarding the person's 

potential for change reduced their willingness to help. Pessimism, in turn, was most 

predicted by negative emotions, such as anger and disgust. The prime determinant of 

negative emotion was the staff member's attribution of the person's control over their 

behaviour. 

Dagnan et al. (1998) also found a pattern of results that suggested when the person 

was perceived to be in control of their behaviour, they were held to blame, and 

person and behaviour were evaluated equally negatively. This is an interesting 

finding, yet staff perceptions of the person engaging in the CB have typically been 

overlooked in the existing research. There is a danger, however,, that this finding is 

an artefact of the design. Staff are being asked to make evaluations of a person, 

however, the only information available in making this judgement is the person's 

behaviour. Therefore, it is perhaps not surprising that both are evaluated equally 

negatively. It would perhaps be more informative to explore this finding in relation 

to a person actually known to staff. 

Overall, this study draws attention to a number of interesting interpersonal appraisals 

surrounding CB. However, the conclusions that can be drawn from Dagnan et al. are 

limited. Evaluations of the ýIient engaging in CB are generated with respect to a 

hypothetical client. Furthennore, no account is taken of characteristics of the client 

which might influence the attributions staff make when faced with CB. However, 

Fenwick (1995; p. 31) suggests "similar types of behaviour may be ... attributed to 
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different causal factors depending on the judged severity of the individual's learning 

disability, resulting in differing emotional responses from staff'. 

A recent study to examine the role of Weiner's model of helping behaviour used 

expanded vignettes to investigate the influence of client factors on staff responses to 

CB (Stanley & Standen 2000). The interaction between behaviour topography 

(aggression,, self injury, destructiveness) and level of functioning (dependent / 

independent) on attribution, emotion, optimism, and behaviour ratings was 

systematically examined. It was found that the more independent the client, and 

outer-directed the behaviour described, the greater the carers' attributions of control 

and negative affect, and the less the likelihood of carers offering help. The more self 

directed the behaviour, and dependent the client, described, the greater careW 

attributions of stability, positive affect, and likelihood of helping. These findings 

suggest that carers are more likely to perceive, and react to, aggressive and 

destructive behaviours negatively, compared to their responses to self injurious 

behaviours. Furthermore clients of 'high ability' tended to generate more negative 

responses in staff than clients of 'low ability. 

These developments in the cognitive behavioural field represent a significant advance 

on a number of fronts. First, the studies carried out provide systematic exploration of 

the links between staff beliefs and their behaviour. Second, identification of 

variables which may potentially mediate between attitudes and behaviour enhances 

understanding of the factors influencing staff behaviour. Third, attention is focused 

on subjective and evaluative aspects of the interaction taking place. Fourth, the 
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studies'draw attention to the characteristics of the individuals involved in the 

interaction, particularly the person displaying the CB. 

Overall, the cognitive behavioural approach to understanding staff behaviour allows 

the specification, and testing, of cognitive behavioural interventions which might be 

effective in producing beneficial changes in staff behaviour (Kushlick et al. 1997). 

For example, when working with people who present with aggressive behaviour staff 

could be encouraged to explore their attributions of control regarding the behaviour. 

This may help reduce negative emotions such as frustration and anger, thereby 

promoting the likelihood of a more positive response to the client, and also carer 

well-being. However, as discussed in the following section, where these analyses fall 

short, is the reliance on vignettes as a means of gathering information about the 

cognitive and emotional responses of staff to CB. 

FUTURE RESEARCH 

In the course of this review it has been suggested that research has focused overly on 

the behaviour of staff and service users at the expense of the individuals involved. 

This is particularly true of the service user engaging in the CB. The literature 

typically refers to staff behaviour in response to CB; not staff responses to a person 

engaging in CB. Moreover, it has been identified that the emotional and cognitive 

responses of staff are frequently generated in response to hypothetical instances of 

CB. The person engaging in CB has been effectively partialled out of the research 

methodology. While the use of vignettes does offer greater stimulus control, their 
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external validity has yet to be proven. A further drawback of the use of vignettes, is 

the fact that they represent very general situations. As such, they will tap into very 

general beliefs held by staff. However, evidence suggests that general beliefs about a 

course of action actually have little correspondence to what people actually do in a 

given situation (Ajzen 1982). 

A further difficulty in relying on vignettes is that they limit investigation into the 

effects of the client's characteristics on attribution fonnation; characteristics such as 

temperament, typical behaviours displayed, communication skills, interpersonal 

skills, and level of disability. It would also be interesting to look at the impact of 

specific diagnoses, such as autism, on staffs' cognitive and emotional responses to 

CB. More detailed research is required to determine what aspects of the client 

influence how staff respond to them, when they engage in CB: is it personality 

characteristics; behaviour characteristics; or disability-related characteristics that are 

important in determining how staff respond to incidents of CB? 

Removing the person engaging in CB takes away a potentially rich source of 

information regarding factors which are likely to influence the judgements staff 

make. While vignettes are undoubtedly useful in the early stages of information 

gathering, and hypotheses testing, caution must be exercised so that research in the 

field of staff responses to CB does not become overly reliant on such methods. What 

is required now are: 1) controlled evaluation of the validity of vignettes as a means of 

accessing the beliefs, and emotional responses of staff. and 2) closer inspection of the 

impact of client characteristics on staff responses to CB. Furthermore, given the 

reliance on staff self-report it is vital to examine what drives the causal attributions 
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staff make when faced with CB, and the emotional and behavioural sequelae of these 

in vivo. Does what staff say actually correspond to what they do? 

Existing research also overlooks the perspective of the staff member, as a person in a 

social interaction. Hastings (1996) rightly draws attention to the conflict between 

professional understanding and the practical necessities of coping with a difficult 

situation. What this conflict also highlights are the competing roles of staff 

responsible for the care of the person engaging in the CB. On one hand staff are 

expected to be part of the social network of people with intellectual disabilities, and 

to build relationships with those in their care. Indeed this a common measure of the 

quality of care provided (Hatton & Emerson 1995). On the other hand, staff have a 

professional role which requires boundaries, a certain amount of objectivity, and may 

involve the implementation of formal treatment programmes. If staff have built a 

relationship with an individual, it might be hard for them to ignore the strong 

emotions which can be evoked by CB, and act in an objective and 'habilitative' 

manner. It may be that in these circumstances it is difficult to ignore the personal 

element to the interaction, in favour of the professional approach. If this is the case, 

then helping staff explore the conflicts within their role could potentially form an 

important component of staff training programmes. Further exploration of staff 

perceptions of their own interpersonal roles within services is an area of research 

which could provide extremely useful information. 

Following such an argument through to conclusion, it becomes apparent that the 

nature of the professional relationship between staff and client may well influence the 

reactions of staff towards people engaging in CB. To date, nearly all the research in 
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the area of staff behaviour is carried out with residential care staff, be it in a 

community or institutional setting. It is likely that care staff experience the largest 

conflicts between caring for the person with CB, and being a professional helper. 

Yet it would be informative to determine how staff in other settings or professions 

respond to CB, and to determine the impact of these different roles on the cognitive, 

emotional, and behavioural reactions to CB. 

The issues raised within this review have more than theoretical relevance. In order to 

understand why staff act as they do it is important that studies employ ecologically 

sound methods of data collection. Once such measures have become established they 

can then be transported into clinical settings, to aid in the development of 

interventions aimed at promoting positive behaviours; in both staff and clients. 

Furthermore, it is important to understand which aspects of client behaviour 

contribute most to negative appraisals and emotional reactions in staff. This will 

allow specific strategies to be developed and implemented to help staff cope with 

what can be an inherently demanding occupation. This in turn should help promote 

positive interactions / relationships between staff and clients. 

CONCLUSIONS 

Hastings & Remington's (1994b) model of staff behaviour represents a significant 

advance compared with more traditional behavioural frameworks. By drawing 

attention to the internal, as well as external factors which can influence staff 

behaviour, the model moves beyond a mechanical description of staff behaviour 
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(Remington 1993), to a position of attempting to understand the motivation behind 

staff responses to CB. This model of staff behaviour has created a comprehensive 

framework in which a broad range of factors which impact upon staff behaviour can 

be systematically evaluated, and has also opened new avenues of investigation. The 

recent developments from a cognitive perspective have fin-ther enhanced models of 

staff behaviour by beginning to address the types of appraisals staff make, and the 

influence of these on emotional and behavioural responses to CB. 

To build upon this base the scope of existing research requires to be broadened. 

Perhaps of most crucial importance is research which addresses factors which impact 

upon the ongoing relationship between staff and client. Given that CBs may persist 

through life (Emerson 1992), it is vital that even when these remain, opportunities for 

a high quality of life are still offered to people with CB. For this to happen, positive 

relationships with staff need to be maintained (Bromley & Emerson 1995), and areas 

of stress and difficulty which impact on this relationship identified. Perhaps then the 

negative patterns of interaction between staff and clients identified at the outset of 

this review can be overcome. 
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SUMMARY 

There has been a steady growth in literature identifying factors that influence' staff 

responses to, challenging - behaviour in adults with a learning disability. The first 

study to apply a specific psychological model of cognition, emotion, and behaviour in 

an attempt to help explain the responses of care staff to challenging behaviour was 

carried out by Dagnan et al. (1998). The current study proposes to replicate and 

extend this study, to determine. if Weiner's attributional model of helping behaviour 

(Weiner 1980; 1986) generalises to staff working in a day centre setting. In common 

with much research in this field, Dagnan et al. generated data in response to 

hypothetical vignettes describing incidents of, behaviour. The validity of this 

methodology has yet to be established in a controlled study. Therefore, this study 

also aims to compare staff responses to vignettes, with their responses to actual 

incidents of challenging behaviour. Towards this end, 6- 10 individuals who engage 

in frequent aggressive behaviour will be identified via the four community teams in 

Glasgow. Staff working with these individuals will then be approached and asked to 

participate in the study. Participants will be asked to f ill in questionnaires relating to: 

1) the, vignettes; 2) a specific incident of aggressive behaviour in which they were 

involved; and 3) a more general view of the person and their behaviour. Data will be 

analysed to determine if Weiner's model of helping behaviour is upheld. Data will 

also be examined for significant differences between staff responses to the vignettes 

and the actual incidents of aggressive behaviour. The results obtained will have 

implications for the ecological validity of existing research. They will also have 

implications for designing cognitive behavioural interventions aimed at staff who 

work with challenging behaviours. 
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see if this, rather than sympathy or anger, would be the principal determinant of 

helping behaviour. 

Contrary to Weiner's model, Sharrock et al. (1990) did not find a mediating role for 

emotion in the prediction of helping behaviour. Rather they found optimism, which 

was negatively related to attributions of stability and controllability, to be the most 

important determinant of helping behaviour. However, in their replicating of this 

study, Dagnan et al. (1998) found a key role for negative emotions in predicting 

helping behaviour. Specifically, staff s pessimism regarding the person's potential 

for change, reduced their willingness to help. Pessimism, in turn, was most predicted 

by negative emotions, such as anger and disgust. The prime determinant of negative 

emotion was the staff member's attribution of the person's control over their 

behaviour. 

This discrepancy in the findings of Dagnan et al (1998), and Sharrock et al. (1990), 

may in part be attributable to methodological differences. Throughout the literature, 

there have been two approaches to studying the reactions of staff to CB. One has 

been to ask staff to generate hypotheses with respect to a known person (Bromley & 

Emerson 1995); whilst the most commonly utilised approach has been to generate 

responses to a fictional person with CB, described in a brief vignette (e. g. Hastings 

1996; Hastings 1997; Hastings et al. 1997). Sharrock et al. based their study round 

one person known to all participants. Carers were then asked to make causal 

attributions about the person's behaviour, while emotion, optimism etc. were rated 

with respect to the person. Thus it was unclear how consistent the attributions about 
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the person's behaviour would be with the evaluations of the person. In order to 

circumvent this difficulty, Dagnan et al. (1998) generated responses to six vignettes 

containing examples of CB. The differing methodologies of these two studies 

highlights an important issue. 

While vignettes offer greater stimulus control, their external validity has yet to be 

proven. One could argue that staff beliefs regarding the causes of CB, and their 

reactions to such behaviour, are unlikely to be independent of their knowledge and 

evaluation of the person displaying the behaviour. It is important, therefore, to 

examine what drives the attributions staff make when faced with CB; and the 

emotional and behavioural sequelae of these in vivo. If it should be found that data 

collected using hypothetical vignettes do not generalise to real settings, then the 

information gathered in such studies is of limited value. However, this is an issue that 

has not, as yet, been specifically addressed in a controlled study. 

In their study, Dagnan et al. (1998) asked staff to evaluate the behaviour, and the 

person described. A pattern of significant correlations was found which indicated 

that when the person was perceived as being in control of their behaviour, the 

negative evaluations of the behaviour and the person were equally high. This 

suggested that if the client was seen as in control of their behaviour, they were held to 

blame, and both the client and their behaviour were perceived negatively. This is 

reported as an example of an "erroneous and dysfunctional global attribution (Trower 

et al. 1988)" (Dagnan et al. 1998, p65). Such evaluations are at the core of cognitive 

behavioural therapies, and if this finding were held to be the case then it would 
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suggest a possible focus for' cognitive interventions aimed at working with staff. 

However, there is a danger that this finding is an artefact of the design. Staff are 

asked to make evaluations of a person, however, the only information available in 

making this judgement, is the person's behaviour. Therefore, it is perhaps not 

surprising that both are evaluated equally negatively. Again it would be interesting 

to explore this finding in relation to a person actually known to staff. 

The aim of the present study is to replicate and extend the work of Dagnan et al. 

(1998) to include a cognitive emotional analysis of the responses of staff to a known 

person who engages in CB. The analysis of responses to a known person will be 

restricted to target individuals who display aggressive behaviour. This is to facilitate 

comparisons bf responses across staff-, and allow an examination of the effects of 

different forms of the same behaviour on staff. To date, the majority of research into 

staff responses to CB has been carried out within a residential care setting. Thus it is 

important to investigate if the findings of such research generalises into other 

settings. Accordingly, this study aims to determine if Weiner's model of helping 

behaviour is upheld with respect to staff working in a day centre setting. It is hoped 

to include in this analysis health professionals, such as community nurses, who are 

not involved in the hands on care, but do work with the individuals and staff in the 

centre. This will allow systematic investigation of the response patterns of different 

staff groups, and may yield interesting information on factors associated with 

differences in responses. 
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RESEARCH QUESTIONS 

* Does Weiner's model of helping behaviour generalise to staff working in a day 

centre setting for adults with a learning disability? 

* Are similar responses generated by staff to hypothetical and real incidents of 

aggressive behaviour? 

* Do the responses of day centre staff to CB differ compared with those of visiting 

health professionals working in the day centre setting. 

METHODS 

Subjects 

1) Individuals who engage in aggressive behaviour 

This study will identify individuals presenting with frequently aggressive behaviour 

attending day centre services in Glasgow. This will be done via one of the four 

community learning disability teams within Glasgow. This study will only include 

individuals with mild to moderate learning disabilities, between the ages of 16 - 65 

years old. Behaviour will be classified as frequently aggressive using the Checklist 

of Challenging Behaviours (Harris et al. 1994). It is estimated 6-10 clients will be 

required. Limiting the number of target individuals, will minimise variations in 

attributions that are due to stirhulus rather than rater variability. 
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2) Staff 

This study will then identify centre staff WOrking with the target individual, and ask 

them to participate in the study. Only those staff who have worked with the person 

for more than three months will be included. it is expected this will result in 6-8 staff 

members and health professionals per person. Advice regarding carrying out a power 

calculation was sought from Dr James Curral (User Services Manager, Department of 

Computing Services, University of Glasgow). Dr Curral advised that path analysis 

did not fit into existing frameworks for power calculations. He recommended that 

the study base sample size on, previous studies in this area. Therefore, based on 

Sharrock et al. (1990; n= 34), and Dagnan et al. (1998; n= 40), the current study 

aimed to recruit 40 participants in total. 

Measures 

The framework for assessing cognitive and emotional responses of staff to CB draws 

upon that used by Dagnan et al. (1998). ' However, it is expanded to accommodate 

responses to an actual incident of aggressive behaviour. 

1. The Attributional Style Questionnaire (ASQ) modified by Peterson (1982) allows 

open-ended identification of causes, and fixed scale ratings on four attributional 

dimensions. Examples of CB are given, and staff are asked to suggest possible 

causes for the behaviours. Staff then have to select the most likely cause, and rate 
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their attributions of this cause on a seven point bipolar scale for locus of control, 

stability, globality and controllability. 

2. Staff will be asked to score the behaviour from completely neutral to extremely 

bad on a seven point bipolar scale. The evaluation of the person exhibiting the 

behaviour will be scored in the same way. 

3. Staff will be asked to indicate their agreement or disagreement with three 

statements concerning the potential for changing each behaviour on a seven point 

bipolar scale. This method was derived from the Optimism-Pessimism scale used 

by Sharrock et al. (1990); which in itself was derived from work by Garety & 

Morris (1984). 

4. Staff will be asked one question regarding their willingness to provide extra effort 

to help a person showing each behaviour (Sharrock et al. 1990; Weiner 1980). 

This will be scored on a seven point bipolar scale. 

5. Staff will be asked for their emotional response to each behaviour by rating seven 

emotions (angry, disgusted, sympathetic, sad, fearful, happy, relaxed) on a seven 

point bipolar scale from 'not at all' to 'extremely'. 
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Procedure: 

Participants in the study will be assessed using an interview and questionnaire 

format. There will be two questionnaire formats; one for the vignettes (Appendix 

3.2), and one relating to the target individual (Appendices 3.3-3.4). The 

questionnaire relating to the known person will be preceded by a brief semi 

structured interview (Figure 1). This aims to gather information on incidents that 

have occured, and to enhance the recollection of thoughts and feelings that occurred 

at the time. Staff will then be* asked to recall a specific incident of aggression during 

which they were present and to recall how they felt and behaved at the time. They 

will also be asked about their general views of the person, and their behaviour. This 

general section will be included for several reasons. Firstly it is less likely that 

visiting health professionals will have been directly involved in any aggressive 

incidents. Secondly, it will be interesting to compare the responses of day centre 

staff to a general, versus a specific, incident of CB. Thirdly, it will increase the data 

pool collected with respect to actual behaviour, which will enhance statistical 

calculations. 

Data Analysis 

Figure I provides a schematic outline of the framework within in which data will be 

collected and analysed. Data will be stored in a locked filing cabinet within the 

Department of Psychological Medicine 
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Stage 1: Predictors of Helping Behaviour 

The first stage of data analysis will follow the models of Sharrock et al. (1990) and 

Dagnan et al. (1998), by carrying out a path analysis to determine the role of the key 

variables (Figure 1) in predicting helping behaviour. This part of the analysis will be 

based primarily on the vignettes of CB. 

Figure 1: Methodology 
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Path Analyses 
Comparison of responses to vignette and actual incident of aggression (MANOVA) 
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Stage 2: Comparison of responses to hypothetical and actual incidents of CB 

The next stage of data analysis will be to compare the findings for hypothetical and 

real to investigate significant differences. In the first instance the study will do this 

I- by determining if Weiner's model is supported with regard to the recalled incidents 

of aggressive behaviour. Secondly, MANOVA will be used to compare the specific 

components of the model across the two conditions. The dependent variables will be 

the staff ratings on the measures of the helping behaviour model (Figure 1). The 

within group independent variable will be whether responses were made with respect 

to the hypothetical vignette, or actual instance of aggression. The between group 

independent variable will be staff group (health professional / day centre staff). 

Stage 3- Comparison of responses made by day centre staff and health professionals 

Responses to the challenging behaviour vignettes will then be compared across the 

two staff groups, again using MANOVA. The dependent variables will be the 

responses to the vignettes. The between group independent variable will be staff 

group (health professional / day centre stafo. 
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IMPLICATIONS 

This study will: 

* Expand upon existing literature by broadening out settings in which responses to 

challenging behaviours are examined. 

* Begin to investigate links between staff attributions and behaviour in response to 

adults with a learning disability engaging in CB. 

* Pave the way for designing specific cognitive behavioural interventions tailored to 

meet the needs of staff, by examining staff responses to CB within a systematic 

framework 

* Compare responses to real and hypothetical incidents of CB. This will have 

important methodological implications for the ecological validity of much of 

current literature in this area. 

ETHICAL APPROVAL 

This study will seek ethical approval from Greater Glasgow Primary Care NHS 

Trust. 

TIMESCALES 

Proposal Submitted: 31/3/99 

Ethics Submission: 31/3/99 
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Pilot study data collection: 1/6/99 - 1/7/99 

Pilot study completion 31/7/99 

Main study data collection: 1/8/99 - 31/12/99 

Data Analysis: l/l/00 - 31/3/00 

Draft: 31/6/00 

Final Draft 31/7/00 

AMENDMENTS TO MAJOR RESEARCH PROJECT PROPOSAL 

1. Vignettes 

Initially the intention was to administer six vignettes covering two examples of the 

three main topographies of CB (aggression, self injurious behaviour, stereotypy). 

This would replicate the procedure used by Dagnan et al. (1998), and aimed to 

determine if Weiner's model of helping behaviour generalised to a day centre setting. 

However, after developing all the measures it became clear that the interview was 

very lengthy, and there was serious concern that the staff would be unwilling to 

provide responses to all six vignettes. 

The focus of the study is CB in the mild to moderate learning disabled population, 

the most common category of learning disability in community services. As self 

injurious behaviour and stereotypy are less prevalent in this client group, it was 

thought likely that staff would have considerably less experience of working with 
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such behaviours, compared to aggression. Experience has a significant effect on the 

attributions staff make regarding CB (Hastings et al. 1995). Therefore, rather than 

cutting the number of vignettes by generating responses to only one example of each 

behaviour, it was felt a focus on aggression would generate more valid results for this 

sample of staff. Therefore, two vignettes describing incidents of physical and verbal 

aggression were retained in the assessment. This would determine whether different 

presentations of aggressive behaviour had an effect on staff responses. 

It was also suggested that staff recall a specific incident of aggression, as well as 

describe a more general 'typical' incident. Responses would then be compared 

across these two conditions. However, it was thought that in practice staff would 

find it difficult to differentiate between a specific and typical incident, and again it 

would prove time consuming. Piloting of the revised measures (demographic 

information, two aggressive vignettes, a semi-structured interview, and rating the 

recalled incident of aggression) indicated this process took approximately one hour. 

This confirmed the decision to keep the measures as they stood. 

2. Helping Professionals 

Recruiting helping professionals was part of the study design. However, this 

proposal was not followed through, because of the amount of time necessary to 

identify and interview the appropriate individuals, and the limited time available for 

data collection . It was also thought likely that only a small sample would be 

obtained, making results analysis difficult. Furthermore, in light of the relatively 
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small numbers -of staff on community learning disability teams, it was likely that 

staff might be involved with more than one target individual. Interviews carried out 

with the same staff member would again complicate data analysis. 

3. Data Analysis 

a) Path Analysis 

As per Dagnan et, al. (1998), it was originally proposed that path analysis would be 

used to investigate the relationships between attributions, emotions, optimism and 

helping behaviour. However when these relationships were examined, it was clear 

that they did not support the model. Therefore path analysis was not pursued. 

b) Comparison ofresponses to vignettes and recalled incidents of CB 

The study planned to use MANOVA to compare responses across these two 

conditions. However when advice was sought from Professor Dave Dagnan 

(Consultant Clinical Psychologist, West Cumbria Health Care NHS Trust), he 

suggested that MANOVA would add little to the analysis. Professor Dagnan advised 

that MANOVA requires the clear inter-relation of outcome variables. This would 

require separate analysis for attributions, emotions, optimism and helping behaviour 

(the latter two would be ANOVA). Thus multiple analysis would still be required. 

Furthermore, MANOVA determines a main effect only, and individual ANOVAs are 

still required to determine the nature of any significant findings. In light of these 
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factors, and to keep the analysis as straightforward as possible, it was decided to use 

one way repeated measure ANOVAs to investigate for significant differences across 

the two vignettes and the recalled incident of aggression. 
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ABSTRACT 

Recent studies have investigated the links between the attributions, emotions, and 

behaviour of staff in response to challenging behaviour; drawing upon Weiner's 

attributional model of helping behaviour. Typically the responses of staff have been 

generated in response to vignettes, however the validity of such a method is yet to be 

established. The aims of the present study were twofold: 1) to compare the cognitive 

and emotional responses of staff between vignettes and actual incidents of 

challenging behaviour; and 2) to test the application of Weiner's model of helping 

behaviour to staff working in day centre settings. Staff (n--38) who worked with 

frequently aggressive, clients were asked to complete ratings in response to two 

vignettes, and an incident of aggressive behaviour in which they had been involved. 

When responses were compared across the hypothetical and'real scenarios, using a 

series of one way ANOVAs, it was revealed that staff experienced more negative 

emotions in response to an actual incident of aggression. Relationships between 

variables were examined using Spearman Correlations. It was found that staff 

perceptions of the client engaging in the behaviour were linked to their cognitive and 

emotional responses to the behaviour. However, there was little evidence to support 

Weiner's model. Reasons as to why this might be the case were examined, and the 

implications for clinical practice discussed. 
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INTRODUCTION 

Challenging behaviour (CB) in people with intellectual disabilities is often viewed as 

being a function of the social environment (e. g. Carr & Durand 1985; McGill 1993). 

Therefore, the actions of significant others, especially caregivers, are thought to 

constitute the antecedents and consequences to a large proportion of such behaviour 

(Hastings 1997a). Research into the interactions between carer and client emphasises 

the significant role that staff can play in the development and maintenance of CB 

(Hastings & Remington 1994a). Consequently, much effort has gone into identifying 

factors which can influence staff performance. Traditionally this research has been 

carried out from a behavioural perspective (Hatton & Emerson 1995), with the 

principles of behaviour analysis applied to the relationship between staff and client 

behaviour (Hastings & Remington 1994b). More recently it has been suggested that 

to develop a comprehensive account of staff performance, the incorporation of 

cognitive components into such models is necessary (Kushlick et al. 1997). 

In particular the causal explanations, or attributions, staff make regarding CB are 

seen as having a central role in predicting their emotional and behavioural responses 

(Dunne 1994). Weiner's attributional model of helping behaviour (Weiner 1980; 

1986) has been suggested as a useful framework in which to examine staff responses 

to CB (Sharrock et al. 1990; Fenwick 1995; Allen 1999). This model proposes that 

attributions of stability (whether the cause of a behaviour is viewed as being the same 

each time) and control (whether the cause of a behaviour is seen as under the control 

of the person being observed) are the primary determinants of the emotional reactions 

of sympathy or anger. In turn, these emotions are thought to promote or reduce the 
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likelihood of helping behaviour being offered. Thus if a person's CB is perceived to 

be under their control (e. g. they are 'seeking attention'), then Weiner's model would 

predict that staff would be more likely to react with anger, and less likely to help the 

person. 

In a direct test of this model, Dagnan et al. (1998) asked 39 care staff to rate six 

scenarios describing different- examples of CB. Results were largely consistent with 

Weiner's model, although staff s optimism regarding the potential for change in the 

CB was also found to play an important role in predicting staff s willingness to help. 

Specifically, staff s pessimism regarding the potential for change in the behaviour 

reduced their willingness to help. Pessimism, in turn, was most predicted by negative 

emotions, such as anger and disgust. The prime determinant of negative emotion was 

the staff member's attribution of the client's control over their behaviour. 

Dagnan et al. (1998) also found that when clients were perceived to be in control of 

their behaviour, they were held to blame, and they and their behaviour were 

evaluated equally negatively. This is an interesting finding, as staff perceptions of 

the person engaging in CB have typically been overlooked in the existing research. 

However, the conclusions that can be drawn from Dagnan et al. are limited. 

Evaluations of the client engaging in CB are generated with respect to a hypothetical 

person. Furthermore, no account is taken of characteristics of the client which might 

influence the attributions, or evaluations, that staff might make when faced with CB 

(Wanless 2000). 
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A recent study to examine the role of Weiner's model of helping behaviour used 

expanded vignettes to examine the influence of client, factors on staff responses to 

CB (Stanley & Standen 2000). It was found that when the behaviour was described 

as being directed towards staff and other clients, and the more able clients were 

described to be; the greater the carers' attributions of control and feelings of negative 

affect, and the less the likelihood of carers offering help. Thus aggressive and 

destructive behaviours in clients of 'high ability' were more likely to be perceived 

and reacted to negatively, than similar behaviours in clients of 'low ability'. 

From the studies discussed above it'is clear that significant progress is being 

achieved in developing an understanding of the potential determinants of staff 

behaviour in response to CB. Nonetheless, a serious limitation regarding the 

applicability of such analyses is that they are based on carer responses to theoretical 

rather than real life situations (Allen 1999; Wanless 2000). In common with many 

studies carried out in this area, hypothetical scenarios are used to evoke staff 

responses to CB (e. g. Oliver et al. 1996; Hastings 1997b). Such vignettes offer good 

stimulus control, and are a useful research tool. However, they represent an abstract 

event which may not have a great deal of personal significance to staff. Vignettes are 

unlikely, therefore, to evoke the same range and depth of cognitive and emotional 

reactions as actual incidents of CB, and their ecological validity has yet to be 

determined. 

The present study aimed to build upon existing research by comparing the cognitive 

and emotional responses of staff to vignettes, with their reactions to incidents of CB 

in which they were personally involved. To compare responses across hypothetical 
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and real incidents of behaviour, these scenarios were matched for topography of CB, 

and level of disability. Accordingly, staff responses to aggression in people with 

mild to moderate intellectual disabilities were focused upon. It was predicted that in 

response to an actual incident of CB, staff would be more likely to rate the client as 

having control over their behaviour, and would report more negative emotions. It 

was also predicted that actual incidents of CB would evoke more negative 

evaluations of the client, and their behaviour. A second aim of the study was to 

examine Weiner's model of helping behaviour with regard to staff working in day 

centre settings. It was predicted that staff responses to vignettes and actual incidents 

of aggression would be consistent with Weiner's model. 

METHODS 

Participants 

A total of 38 staff working in six centres providing day activities for adults with 

intellectual disabilities participated in the study. All staff approached agreed to take 

part in the study, however two staff members did not complete all measures due to 

constraints on their time. The demographic characteristics of participants are 

represented in Table 1. Staff were included in the study on the basis of having 

worked for six months or more with particular clients identified as engaging in 

frequently aggressive behaviour. 
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I Insert Table I about here ,, 

A modified version of the Harris Checklist of Challenging Behaviours (Harris 1994) 

was used to identify clients who presented with three or more incidents of verbal or 

physical aggression over a three month period. Eighteen day centres in a Scottish 

city were surveyed, and 45 clients with mild to moderate intellectual disabilities who 

met the above criteria for frequently aggressive behaviour were identified. For the 

purposes of the present study, seven centres were approached. One centre declined to 

participate due to the demands on staff time, however six agreed to take part and 

nominated a client from the survey. Table 1 summarises the main demographic 

characteristics of these clients. After obtaining each client's consent, their key 

worker was then asked to nominate staff members who worked with the client on a 

regular basis, and had witnessed at least one incident of aggressive behaviour in the 

last 3 months. The number of staff interviewed per client ranged from 5-8. 

Measures and Procedure 

Participants were first asked to complete questionnaires containing 2 brief vignettes, 

describing an incident of physical and verbal aggression respectively (Appendix 4.3). 

Each vignette was-followed, by a, series of seven-point bipolar scales. Ratings were 

obtained for: attributions (control, stability, internality, globality); emotions (angry, 

disgusted, sympathetic,, frightened, sad, happy,, relaxed); optimism (three items 

concerning potential, for change, in the behaviour)-, and helping behaviour (one item 

regarding willingness , to,, provide extra, effort to help the client). -Staff were 
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also asked to rate the behaviour described, and the person engaging in the behaviour, 

from completely neutral to extremely bad. These measures were derived from 

Dagnan et al. (1998). 

The next phase comprised of a cognitive behavioural. interview adapted from a 

format developed by Trower et al. (1988; Appendix 4.4). The interview was 

designed to elicit emotions experienced in a situation of conflict, and the 

interpersonal appraisals which follow. Staff were asked to describe an incident of 

aggression involving themselves and the client in question, and to talk through the 

feelings they experienced at the time. Once the key emotions were identified, staff 

were then questioned regarding their perceptions of the client, and what they thought 

motivated the client to act as they did. The purpose of the interview was to make the 

recalled incident more immediate to staff. Following the interview, staff were then 

asked to complete the same ratings as for the vignettes, but this time regarding the 

incident just discussed. 

Data Analysis 

Data analysis was conducted in two stages. The first stage of analysis examined 

differences between the, hypothetical and real conditions. A series of one-way 

ANOVAs with repeated measures were carried out for response type. There were 

three levels of the independent variable; responses to physical vignettes, verbal 

vignettes, and the actual incident of aggression. Post hoc analyses, using the 

Bonferroni adjustment for multiple comparisons, were conducted to test whether staff 

reacted more strongly to the actual incident of aggression compared to the vignettes. 
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Predictions regarding differences in the global ratings of the behaviour and the 

person were also tested at this stage. To determine if there was an effect due to the 

type of aggression experienced in the recalled incident, a series of Wilcoxon Signed 

Rank Tests were carried out. These tests compared responses to the physical 

vignettes with responses to actual incidents of physical aggression, and similarly for 

verbal aggression. In the second stage of the analysis Spearman correlations were 

used to examine the relationships between attributions, emotions, optimism and 

helping behaviour with regard to the vignettes, and to actual incidents of aggression. 

Optimism was included as part of this -analysis, to determine if the results of the 

present study were consistent with the findings of Dagnan et al. (199 8). 

RESULTS 

Responses to Vignettes Compared to Recalled Incidents of Aggression 

Comparisons of attributions, emotions, optimism, and helping behaviour are 

presented first, before going on to compare global evaluations made regarding the 

behaviour, and person engaging in the behaviour. The means and standard deviations 

in response to the two vignettes and recalled incidents of aggression are represented 

in Table 2. 
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-Insert Table 2 about here 

i) Attributions, Emotions, Optimism, and Helping Behaviour 

a) Overall Comparisons of Responses to Vignettes and Recalled Incidents : 

Significant main effects of response condition were found for: anger, F(2,70) = 

6.375; p=0.003; and sympathy, F(2,70) = 4.731; p=0.012. Post hoc analyses 

revealed that in all cases there were no significant differences between either of the 

vignettes, however both vignettes differed significantly from the recalled condition. 

Specifically, participants rated experiencing more anger, and less sympathy in 

response to an actual incident of aggression. 

b) Comparisons Controlling for Topography of Aggressive Behaviour - 

To determine if there was an effect according to the type of aggressive behaviour 

being responded to, recalled episodes of conflict were categorised according to 

topography (verbal, n= 22; physical, n7-15). When responses to verbal vignettes 

were compared to responses to the recalled incidents of verbal aggression, it was 

found that participants experienced more anger (z = 2.025; - p=0.021), and less 

sympathy (z = 2.626; p=0.009) in response to the actual incident. When physical 

incidents were compared to physical vignettes, the same differences were obtained 

(anger, z=2.303; p=0.021; sympathy, z=2.263; ý p=0.024). Staff also indicated 

greater disgust (z=2.539; p=0.011); and feeling less relaxed (z = 3.079; p=0.002) 

in response to the real incident of physical aggression. 
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ii) Global'Evaluations ofBehaviour and the Person 

When perceptions of the hypothetical person and their behaviour were compared to 

perceptions of the real client and their behaviour, ANOVA revealed a main effect for 

evaluations of the person, F(2,70) = 13.707; p< . 0001. Post hoc analysis indicated 

that the person engaging in the behaviour was perceived more negatively in the recall 

condition than -in either of the vignettes. The comparisons were then matched for 

topography. Ratings in response to verbal vignettes and actual incidents of verbal 

aggression were compared with each other, as were ratings for physical vignettes and 

actual incidents -of physical aggression, again using Wilcoxon Signed Rank tests. 

Both sets of analyses indicated that the person engaging in the behaviour was 

evaluated more negatively in response to an actual incident of aggression (verbal, z 

1.973; p=0.048; physical, z=2.284; p=0.022). Global evaluations of the 

behaviour were significantly more negative in response to actual incidents of physical 

aggression, compared to the physical vignettes (z = 2.690; p=0.007). 

The relationship between attributions, emotionst optimism and helping 

behaviour 

Weiner's model identifies sympathy and anger as the emotions which respectively 

promote or reduce the likelihood of helping behaviour. In keeping with Weiner's 

model, the previous analysis indicated that anger and sympathy were key emotions 

for staff when responding to an incident of aggressive behaviour. Accordingly these 

two emotions were retained in the subsequent analysis. The relationship between 

attributions, emotions, optimism and helping behaviour are examined firstly with 
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respect to vignettes, then recalled incidents of aggression. Significant relationships 

between these variables, and global evaluations of the person and behaviour, are then 

presented. 

i) Vignettes 

As there were no significant differences between responses to the physical and verbal 

vignettes,, data -were collapsed into one group for subsequent analyses. Table 3 

represents the 'bivariate correlations between the key measures of attributions, 

emotions, optimism, and helping behaviour; staff age; and length of service. 

Insert Table 3 about here 

A number of significant correlations was obtained. Consistent with Weiner's model, 

attributions of control were positively correlated with anger (r, = . 419; p <0.0 1); and 

negatively correlated with sympathy (r,, = -. 336; p<0.05). Contrary to Weiner's 

model, control was not associated with optimism or helping behaviour. Similarly, 

levels of anger and sympathy were not associated with optimism. Anger and helping 

behaviour were related, but in the opposite direction that predicted: anger being 

positively correlated with helping behaviour (r,, = . 410; p<0.0 1). 
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ii) Recalled Incidents 

Responses to incidents of physical and verbal aggression were compared using a 

series of Mann-Whitney U tests. Results indicated that staff involved in an incident 

of physical aggression were significantly more frightened than staff who experienced 

verbal aggression (U = 87.5; p=0.012). No other significant differences between the 

two behaviours; were revealed. Therefore, in subsequent analyses responses to 

recalled incidents of physical and verbal aggression were collapsed into one group. 

Table 4 shows bivariate correlations between the key variables, staff age, and length 

of service for responses to the recalled incidents of aggression. 

Insert Table 4 about here 

A similar pattern of correlations to those found in response to the vignettes was 

obtained. Consistent with Weiner's model, attributions of control were positively 

correlated with anger (r., = . 454; p<0.01), and negatively correlated with sympathy 

(rs=-. 43l; p<0.0l). Optimism did not show any significant relationships. Control, 

anger, and sympathy were all related to helping behaviour, but again in opposite 

directions to those predicted by Weiner's model. Attributions of control (r. = . 495; p 

< 0.01), and anger (rs, = . 450; p<0.05) were both positively related to helping 

behaviour. Sympathy was inversely related to helping behaviour (rs = -. 372; p< 

0.05). 
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iii) Global evaluations ofthe behaviour and the person 

Examining the relationships between attributions, emotions, optimism and helping 

behaviour; similar results were obtained for staff responses to hypothetical and actual 

behaviour. Where the two conditions differed most was in the associations between 

these variables, and evaluations of the person and their behaviour. When responding 

to vignettes and a hypothetical client, Table 3 shows that few variables were 

significantly correlated with evaluations of the person and their behaviour. In 

contrast, responding to an actual client, and situation of conflict, negative evaluations 

of the person, and their behaviour were positively correlated with: attributions of 
I 

internality and control; anger; and also with each other (see Table 4). Evaluations of 

the client were also negatively correlated with sympathy. In addition, Tables 3 and 4 

show that the age of staff was negatively correlated with evaluations of the person 

and their behaviour; younger staff tending to evaluate the person and their behaviour 

more negatively. 

DISCUSSION 

The present study found that when staff responses to hypothetical and real scenarios 

of CB were compared, there were few significant differences. Differences identified 

were in the expected direction: a stronger emotional response was evoked, and more 

negative evaluations of the client and their behaviour were made, in response to 

actual incidents of aggression. Little evidence was found to support Weiner's model; 
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for both vignettes, and actual incidents of aggression. However, in response to actual 

incidents of aggression, staff perceptions of the client were closely linked to their 

cognitive and emotional responses to the behaviour. These relationships were not 

identified in response to vignettes. 

The findings of the present study were in contrast with previous studies which have 

been supportive of Weiner's model (Sharrock et al. 1990; Dagnan et al. 1998; 

Stanley & Standen 2000). In response to recalled incidents and vignettes, the 

relationships between attributions and emotions were consistent with Wiener's 

model; when staff perceived clients as being in control of their behaviour, this was 

associated with increased feelings of anger, and less sympathy in response to the 

aggressive behaviour. However, optimism and helping behaviour did not 

demonstrate relationships as predicted. In fact associations were obtained that were 

in direct contrast to the model; for example, an increase in staffs' helping behaviour 

was associated with higher levels of anger, and the view that clients were in control 

of their aggressive behaviour. 

One explanation for these counter-intuitive findings could lie at a methodological 

level. Staff responses to the rating scales (Table 2) indicated that positive emotions 

were as highly endorsed, if not more so, than negative emotions. Such results imply 

that staff felt relaxed and sympathetic, rather than angry or. fearful, in response to 

aggressive behaviour. A situation of conflict would not be expected to make staff 

feel relaxed, yet to indicate otherwise might suggest that the staff member felt out of 

control. Overall, there appears an unwillingness to report negative reactions. This 

was particularly evident with regard to optimism, and helping behaviour; responses 
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to these two items were extremely skewed towards the positive ends of the rating 

scales. Such a response pattern suggests a tendency towards socially desirable 

responding (Rajecki 1990), on the part of staff 

Another reason for the lack of confirmation for Weiner's model may well lie at a 

conceptual level. In past studies, optimism has been consistently associated with 

staff attributing a clients' behaviour to a stable cause (Dagnan et al. 1998; Stanley & 

Standen 2000), such as a their level of dependency. For example, optimism is 

suggested to be most relevant to staff responding to clients with high dependency, 

who engage in self injurious behaviour (Stanley & Standen 2000). As the present 

study investigates staff attributions towards clients with low dependency, who engage 

in aggressive behaviour, it is not surprising optimism did not demonstrate significant 

relationships. With regard to staff likelihood of helping, this co m1prised of a rating of 

willingness to offer extra help. However for paid carers, not offering to help is 

perhaps not a readily available option (Dagnan et al. 1998). Thus, the relevance of 

helping behaviour as a concept in day care settings becomes open to question. 

As anticipated, staff were more angry, and less sympathetic, in response to actual 

incidents of aggression than to the vignettes. However, there were no differences in 

the attributions staff made regarding causes of the hypothetical or real behaviour. 

Where, perhaps unsurprisingly, responses to vignettes differed most from responses 

to actual incidents of aggression, was with regard to staff perceptions' of the client 

engaging in the behaviour. Actual clients with difficult behaviour were in fact 

viewed quite negatively by staff; siglif-Icantly more so than was apparent when staff 

were asked to evaluate people who engage in CD at an abstract level. Furthermore, 
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these negative appraisals of the client were associated with increased attributions of 

control, and stronger emotional responses to the situation by staff. These 

relationships were only found in response to real situations, not vignettes. Overall, 

these findings suggest that vignettes are a valid measure of staffs' attributions, 

however, they are not as emotive as actual incidents of aggression. This is 

particularly the case with regard to staff perceptions' of the person engaging in the 

behaviour. 

Existing research has focused mainly on the relationship between attributions and 

staff behaviour (Hastings & Remington 1994b; Hastings 1997ab). The results 

described above might indicate that staff attributions' represent a general cognitive 

style, which applies across incidents of CB. In contrast, evaluations of the person 

may be a more immediate cognitive response to an actual. incident of CB. Such 

cognitions are likely to represent specific negative thoughts about the client in 

question. If such cognitions are more immediate, and specific to the situation, they 

could be more closely linked to staff s behaviour in that situation (Ajzen 1982). 

There are limitations to the current study, which constrain the conclusions that can be 

drawn. Aggression is an interpersonal behaviour that is likely to impact directly 

upon staff (Emerson & Bromley 1995). As such the relationship between staff 

evaluations of the client, and their response towards that client, may be heightened. 

Further investigation is required to determine if the interpersonal appraisals made by 

staff have a significant role to play in response to other forms of CB, such as self 

injury. It has also been suggested that the accuracy of Weiner's model in predicting 

staff responses to CB is increased by including a broad range of 
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challenging behaviours, and levels of dependency (Stanley & Standen 2000). The 

current study was designed to control for such variation, to compare responses across 

vignettes and actual incidents of aggression. As a consequence there was less 

variability in staff responses, making the detection of significant relationships less 

likely. Nonetheless, one would still expect the overall pattern of relationships 

predicted by Weiner's model to be upheld, if not significant. 

Despite these limitations, the findings of the present study suggest there is perhaps a 

need to move away from Weiner's model per se, towards a more general cognitive- 

emotional analysis relevant to staff working with people who engage in challenging 

behaviour. In future studies it may be useful to explore how the different cognitive 

responses staff make to CB affect their emotional and behavioural responses to the 

behaviour in question. It will also be useful to begin to investigate the links between 

cognition, emotion, and forms of behaviour directly relevant to the job in question; 

for example whether, or how, staff intervene in an incident of challenging behaviour. 

Such work has clear implications for current clinical practice. The analysis of the 

cognitive and emotional responses of staff to challenging behaviour allows the 

specification of cognitive behavioural interventions which might be effective in 

producing beneficial changes in staff behaviour (Kushlick et al. 1997). For example, 

when working with'people who present with aggressive behaviour, staff can be 

encouraged to explore their attributions of control regarding the behaviour. This may 

help reduce negative emotions such as frustration and anger, thereby promoting the 

likelihood of a more positive, or adaptive, response to the client when they engage in 

CB. Exploring staffs' subjective feelings towards the client in question, may enhance 
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staff motivation and participation in - such interventions: staff who are positively 

disposed towards to a client, or who have worked through some of their negative 

feelings, may be more likely to engage in work around a person and their CB. 

As well as investigating the impact of client characteristics on staff behaviour, future 

research would also ý benefit from investigating the relationship between staff 

characteristics and their responses to CB. The present study found that younger staff 

tended to evaluate both the client, and their behaviour more negatively. This 

suggests that older staff members, are more tolerant of difficult behaviour, and less 

likely to react negatively to the person. Previous work has also identified that 

experience has an effect on the causal attributions made by staff (Hastings et al. 

1995). There is a need to determine if, and how, such variables relate to staff 

performance. Such research would have important implications for planning services 

for people with difficult behaviour, and would also allow staff training to be tailored 

to the needs of specific staff groups. 

CONCLUSIONS 

The present study did not find the expected relationships between the cognitive, 

emotional, and behavioural responses of staff to incidents of aggressive behaviour. 

However, this may have been a result of conceptual and methodological difficulties. 

What is required now are studies of cognition, emotion, and behaviour that are 

directly relevant to staff working with clients who engage in CB. However, studies 
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will need to pay close attention to how this research is to be carried out. The current 

practise is to use hypothetical descriptions of incidents of CB. However, vignettes by 

their very nature focus attention on the behaviour, at the expense of the individual 

engaging in the behaviour. This implies that characteristics of the behaviour are the 

most important influence on staff performance. However, the results of the present 

study suggest otherwise. While vignettes undoubtedly have their uses, caution must 

be exercised so that research in this area is not overly reliant on, and therefore 

restricted by, such methods. 

While it is important to understand what drives staff responses to incidents of 

difficult behaviour, it is also important not to lose sight of the broader social context 

in which CB is embedded. The findings of the current study suggest that how staff 

feel about a client may be an important source of influence over how they respond to 

an actual incident of aggressive behaviour. Such feelings are likely to also influence 

how staff respond to the client in general, outwith incidents of CB. Given that many 

CBs persist through life (Emerson 1992), it is vital that even when these remain, 

opportunities for a high quality of life are still offered to people with CB. For this to 

happen, positive relationships with staff need to be maintained (Bromley & Emerson 

1995), and areas of stress and difficulty which impact on this relationship identified. 

Acknowledgments 

I would like to thank Professor Dave Dagnan (University of Northumbria) for his 

help and advice during the development of this study. 



96 

LIST OF TABLES 

Pages 

Table 1 Demographic Characteristics of Staff and Clients 97 

Table 2 Mean Scores on Key Variables 98 

Table 3 Spearman Correlations Between Key Variables - Vignettes 99 

Table 4 Spearman Correlations Between Key Variables - Recalled 100 

Incident 



97 

TABLE 1: Demographic Characteristics of Staff and Clients 

STAFF VARIABLES DESCRIPTIVES 

Age (mean) 42.7 years (SD = 9.67; 24-60) 

Gender Female = 22 (57.9%) 
Male = 16 (42.1%) 

Length of Service (mean) 8.4 years (SD = 5.01; 1-17) 

Position Day centre officers = 33 (86.8 0/6) 
Management =5( 13.2%) 

Time worked with client 
(mean) 

4.04 years (SD = 3.95; 0.5-15) 

Contact with client/ week Frequent = 22 (57.9%) 
Occasional = 15 (39.5 0/6) 

Infrequent 1 (2.6%) 

CLIENT VARIABLES 

Age (mean) 41.6 years (SD 5.64; 3449) 

Gender Female =2 
Male =4 



98 

TABLE 2: Mean Scores on Key Variables 

Physical Vignette Verbal Vignette Recallof Incident 

Mean SD Mean SD Mean SD 
Attributions 

Internality 4.34 1.32 4.19 1.24 4.24 1.83 
Stability 3.71 1.64 3.73 1.66 3.84 1.80 

Globality 4.50 1.74 4.41 1.50 4.70 1.65 
Control 3.18 1.75 3.54 1.50 3.81 1.85 

Emotions 
Anger 2.71 1.61 2.89 1.49 3.84 2.05 
Happy 2.13 1.21 2.49 1.15 2.14 1.21 

Sad 2.89 1.75 2.89 1.76 2.68 2.03 
Sympathy 4.58 1.48 4.51 1.33 3.70 1.61 

Fear 2.92 1.71 2.95 1.67 2.92 2.07 
Disgust 1.61 . 92 2.32 1.45 2.70 2.03 

Relax 3.16 -1.33 3.32 1.38 2.43 1.30 

Optimism 
18.18 3.56 18.00 3.89 17.89 4.67 

Helping 
Behaviour 1.34 . 75 1.49 . 93 1.76 1.38 

Evaluations 
haviour 4.55 4.27 4.27 1.63 4.78 1.83 
Person 3.03 3.43 3.43 1.61 4.43 1.99 
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ABSTRACT 

Controversy surrounds the efficacy of behavioural versus cognitive behavioural 

interventions in the treatment of depression (Jacobson & Gortner 2000). It has been 

identified that behavioural activation techniques result in treatment gains of the same 

magnitude as schema focused cognitive therapy (Jacobson, Dobson, Truax, Addis, 

Koerner, Gollan, et al. 1996). This has considerable implications not only for 

treatment, but also underlying theoretical models of depression. This study adopted 

single case methodology to investigate the competing theories of change put forward 

by behavioural and cognitive models of depression. An ABC design was utilised to 

systematically investigate changes associated with behavioural and cognitive 

interventions across the outcome measures of affect, behaviour, and cognition. In the 

first phase of treatment (B), behavioural techniques were associated with substantial 

improvements in mood, and moderate changes in behavioural and cognitive 

variables. However, these appeared vulnerable to external stress. In the second 

phase of the design (C), the introduction of cognitive techniques was associated with 

further improvements across all outcome measures. These improvements showed 

less reactivity to external pressures. These findings highlighted the potential of 

single case methodology to investigate processes of change in therapy, and the 

implications for clinical practise were discussed. 

KgMords: 

Behaviour therapy, cognitive therapy, treatment outcome, process, depression 
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APPENDIX 1.1 

NOTES FOR CONTRIBUTORS 
Disability and Rehabilitation seeks to encourage a better understanding of all aspects of disability and to 
promote the rehabilitation process. Papers on the severity and magnitude of disability, clinical medicine 
including gerontology, psychosocial adjustment, social policy issues, vocational and educational training, 
rehabilitation engineering, and on all other relevant subjects are encouraged. 
Disability and Rehabilitation is an international interdisciplinary journal and particularly 
welcomes contributions from a wide range of professional groups, including medical prac- 
titioners, occupational therapists, physiotherapists, speech and language therapists, clinical 
psychologists and those involved in nursing, education, ergonomics, and engineering. 
Review articles, experimental and clinical Research Papers, Case Studies. Clinical Commentaries, 
reports on Rehabilitation in Practice, Rehabilitation Engineering, and major Book Reviews will be 
included in the journal. 

Submissions 
" Three copies of a paper should be submitted with the originals of any tables, figures, or 

photographs, all of which should be of high quality suitable for reproduction. Submissions should be 
in English presented on one side of the paper in double line spacing. All tables, figures, and 
photographs should be marked in pencil on the back identifying the author(s) and the order of 
appearance in the text. 

" The submission should include a separate title page with the namc(s) and affiliation(s) of the 
author(s) and the name and address for offprint requests with a telephone and fax number (includ- 
ing country and area codes). 

" There should follow another separate page listing key words and a summary. Up to rive keywords or 
short phrases should be provided. Summaries should be no more than ISO words. 

" Authors should use non-sexist language. 
" References should be numbered consecutively in the order in which they are first cited and should 

appear in numerical order at the end of the paper. The format of the references is based on that given 
by the International Steering Committee of Medical Editors, except that titles of journals should be 
cited In full. 
All authors should be listed when six or less; when seven or more list only the first three 
followed by et a/. The following styles should be adhered to: 
article in ajournal 
12 Stein R B, Walley M. Functional comparison of upper extremity 

amputees using myoelectric and conventional prostheses. 
Archives of Physical Medicine and Rehabilitation 1983; 64. 
243-248. 

chapter in an edited book 
13 Bach-y-Rita P. Processes of recovery from stroke. In: Basmajian 

JW& Brandstater ME (eds) Styvke Rehabilitation. Baltimore: 
Williams & Wilkins, 1987; 80-108. 

book 
14 Heath I Disability in the Pacific Islands. Oaklands Park: 

McDonald-Heath, 1987; 79-109. 
0 Submissions should be accompanied by a covering letter signed by every author and should include 

where appropriate a formal statement that ethical consent for the work to be carried out has been 
given. Recognizable photographs of patients should be avoided, but if essential patients' consent in 
writing must accompany manuscript. 

9 Artwork submitted for publication will not normally be returned and will be destroyed after 
publication. Whilst every care will be taken of artwork, neither the Editor nor Taylor & Francis shall bear any responsibility or liability for non-return, loss, or damage of artwork, nor for any associated 
costs or compensation. Authors are strongly advised to insure appropriately. 

0 Authors are encouraged to request blind refereeing and should prepare the manuscript accordingly, 
0 Proofs are sent to the corresponding author who must return them to the publisher, by post or fax, 

within three working days of receipt. 
0 Following the proof stage authors are not at liberty to alter papers other than in response to 

additional requests for information from the copy editor. Changes introduced by authors will be 
charged in order to reduce the costs of the Journal and to maximize subscriptions 

0 There are no page charges. Three complimentary copies of the issue in which your article appears will be sent to the principal or sole author of the article. Largcr quantities may be ordered at a special discount price. An order form will accompany the proofs, which must be completed and returned, irrespective of whether you require additional copies. 
0 Submissions should be sent to: 

Professor Dave Willer 
Disability and Rehabilitation 
University College Suffolk 
Rope Walk 
Ipswich IN I LT, UK 
Tel: +44 1473 296521 
I: - LA 41 All INI^- - 
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APPENDIX 1.2 

Back Pain School; C ient Survey 

We are interested in finding out more about the people who attend the Back school. This 
will help us in providing a service that matches the needs of users. We would therefore be 
grateful if you could answer the questions set out below. 

Please circle the relevant answers 

Date of Birth ................................ Sex: Male 

1. Occupation: Employed Unemployed 

Absent due to ill health 

2. Marital Status: Single Maffied/ 
Cohabiting 

3. What is your current level of pain? 

Female 

Retired 

Divorced 

Housewife 

Widow/er 

We are interested in the level otpain you are currently experiencing. People agree that the 
five words below represent pain of increasing intensity. 

Which word describes your pain right now? 

12345 
Mild Discomforting Distressing Horrible Excruciating 

4. How much control do vou have over your pain? 

Based on the things you do to cope or deal with your back pain, on an average day, how 
much control do you feel you have over it? Please circle the number which best describes 
your current 12ain contro level. 

01234 
-L-ý6 No control Some control Complete control 
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5. How phvsically active are you at present? 

Please tick the description that best describes your current level of exercise. 

Fairly inactive (e. g. little or no exercise at all) 

Moderately active (e. g. walking, swimming, gentle exercise 
once or twice a week) 
Very active (e. g. weight training, running, 

digging the garden more than twice a week) 

6. We would like you to think about activities in your life which are affected by your back 
pain problems. In the list below, tick YES for each activity affected by your pain, NO for 
those activities unaffected, and DOES NOT APPLY for those activities not relevant to 
yourself 

I 
At present is your pain causing problems with your 

Job (i. e. paid employment) 

Looking after your home (i. e. cleaning, cooking, 
repairs, etc. ) 

Social life (i. e. going out, seeing friends) 

Home life (i. e. relationships with people at home) 

Sex life 

Interests and hobbies (i. e. sports, crafts, DIY) 

Holidays 

Does Not 
Yes No Anniv 

7. What would you like to get out of attending the back school? Please the tick the line next 
to whichever answer(s) apply to you. 

Not sure what to expect 
A reduction in the amount of pain I am in 

" Information about the physical aspects of back pain 

" Information about how back pain might affect my life 

" Exercises to help me cope with back pain 

" An increase in the flexibility and strength of my back., 

" Support from health professionals 

" Support from other people with back pain 

Other (please specify in the space below) 
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Emotions can play a large part in most health problems. It is therefore important we identify 
what emotions are typically experienced by people using the back pain school, so that these 
emotional needs can be met. This part of the questionnaire is designed to help us know how 
you feel. Please read each item below and tick the reply which comes closest to how you 
have been feeling in the last week. 

I feel tense or 'wound up' 
Most of the time 
A lot of the time 
From time to time, occasionally 
Not at all 

I en'ov the thines I used to eneov 
Definitely as much 
Not quite as much 
Only a little 
Hardly at all 

I feel as if I am slowed down 
Nearly all the time 
Very often 
Sometimes 
Not at all 

I get a sort of frightened feelinLy as if 
somethine verv awful is about to hannen 
Very definitely, and quite badly 
Yes, but not too badly 
A little, but it doesn't worry me 
Not at all 

I can lauah and see the funnv side of thines 
As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all 

Worrvint! thouizh s-2o throuah mv mind 
A great deal of the time 
A lot of the time 
Not too often 
Very little 

I feel cheerful 
Never 
Not often 
Somethnes 
Most of the time 

I can sit at ease and feel relaxed 
Definitely 
Usually 
Not often 
Not at all 

I 2et a sort of fri6tened feelin2 
like 'butterflies' in the stomach 
Not at all ..... 
Occasionally 

..... 
Quite often 
Very often ..... 

I have lost interest in mv annearance 
Definitely 
I don't take as much care as I should 
I may not take quite as much care 
I take just as much care as ever 

I feel restless as If T have to be on the move 
Very much indeed 
Quite a lot 
Not very much 
Not at all 

1 look forward with enjovment to thines 
As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all 

I eet sudden feelings of panic 
Very often indeed 
Quite often 
Not very much 
Not at all 

I can en*ov a good book, radlo or TV 
mogramme 
Often 
Sometimes 

.... Not often .... Very seldom 

.... 
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APPENDIX 1.3 

Back Pain School; Client Survey 

We are interested in finding out more about the people who attend the Back school. This 
will help us in providing a service that matches the needs of users. We would therefore be 

grateful if you could answer the questions set out below. 

Please circle the relevant answers 

Date of Birth ................................ 

1. Occupation: Employcd Uncmploycd 

Absent due to ill health 

2. Marital Status: Single Married/ - 
Cohabiting 

3. What is your current level of pain? 

Sex: Male Female 

Retired Housewife 

Divorced Widow/er 

We are interested in the level ofpain you are currently experiencing. People agree that the 
following five words represent pain of increasing intensity. They are: 

12345 
Mild Discomforting Distressing Horrible Excruciating 

Please answer the questions below by writing the number of the most appropriate word on 
the line beside the question. 

Which word describes your pain right now? ...................... 
Which word describes your pain at its worst? ...................... 
Which word describes your pain at its least? ...................... 

4. How much control do you have over your pain? 

Based on the things you do to cope or deal with your back pain, on an average day, how 
much control do you feel you have over it? Please circle the number which best describes 
your current ability to control your pain. 

0123456 
No control Some control Complete control 

Based on the things you do to cope or deal with your pain, on an average day, how much are 
you able decrease it? Please circle the number which best describes your current ability to 
control your pain. 

0123456 
Can't decrease Can decrease Can decrease 
it at all , it somewhat it Completely 
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5. How physically active are you at present? Please tick the description that best describes 
your current level of exercise. 

Fairly inactive (e. g. little or no exercise at all) ....... 
Moderately active (e. g. walking, swimming, gentle exercise 

once or twice a week) ....... 
Active (e. g. sport, or light gardening about twice a week) oo 
Very active (e. g. weight training, running, 

digging the garden more than twice a week) .... 

6. Does your back pain affect different activities in your life? In the list below, tick YES 
for each activity which is being affected by your pain, and NO for each activity not affected, 
or that does not apply to you. 

At present is your pain causing problems with your 
Yes No 

Job (i. e. paid employment) ...... ...... 
Looking after your home (i. e. cleaning, cooking, 
repairs, etc. ) ...... ...... 
Social life (i. e. going out, seeing friends) ...... ...... 
Home life (i. e. relationships with people at home) ...... ...... 
Sex life ...... 0 ... 00 
Interests and hobbies (i. e. sports, crafts, DIY) o. o. o. - 
Holidays 

...... ... o.. 

7. What would you like to get out of attending the back school? Please the tick the line next 
to whichever answer(s) apply to you. 

"A reduction in the amount of pain I am in 

" Information about the phys. ical aspects of back pain 

" Information about how back pain might affect my life 

" Exercises to help me cope with back pain 

An increase in the flexibility and strength of my back 

Support from health professionals 

Support from other people with back pain 

Other (please specify in the space below) 
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Emotions can play a large part in most health problems. It is therefore important we identify 
what emotions are typically experienced by people using the back pain school, so that these 
emotional needs can be met. This part of the questionnaire is designed to help us know how 
you feel. Please read each item below and tick the reply which comes closest to how you 
have been feeling in the last week. 

I feel tense or 'wound up' 
Most of the time 
A lot of the time 
From time to time, occasionally 
Not at all 

I feel as if I am slowed down 
Nearly all the time 
Very often 
Sometimes 
Not at all 

I en'ov the thines I used to en*ov 
Definitely as much 
Not quite as much 
Only a little 
Hardly at all 

I i! et a sort of frialitened feelinz as if 

something very awful is about to happen 
Very definitely, and quite badly 
Yes, but not too badly 
A little, but it doesn't worry me 
Not at all 

I can laueh and see the funnv side of thinas 
As much as I always could 
Not quite so much now ..... 
Definitely not so much now 
Not at all ..... 

Worrying thoughts go through Mv mind 
A great deal of the time 
A lot of the time 
Not too often ..... Very little 

I feel cheerful 
Never 
Not often 
Sometimes 
Most of the time 

I can sit at ease and feel relaxed 
Definitely 
Usually 
Not often 
Not at all 

I get a sort of frightened feeling 
like 'butterflies' in the stomach 
Not at all 
Occasionally 

..... Quite often ..... Very often ..... 

I have lost interest in mv appearance 
Definitely 
I don't take as much care as I should 
I may not take quite as much care 
I take just as much care as ever 

I feel restless as ir I have to be on the move 
Very much indeed 
Quite a lot 
Not very much 
Not at all 

I look forward with enioyment to things 
As much as I ever did 
Rather less than I used to ..... Definitely less than I used to 
Hardly at all ..... 

I izet sudden feelin2s of nanle 
Very often indeed 
Quite often 
Not very much 
Not at all 

I can eniov a good book. radio or TV 
programme 
Often 
Sometimes 
Not often 
Very seldom 

Thank you for taking the time to complete thi gestionnaire 
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APPENDIX 2.1 

NOTES ON THE SUBMISSION OF MANUSCRI71"S 

I.. The journal aims to draw together the findings derived from original applied research 
undertaken in the UK and overseas, by authors from all professional disciplines, and 
to make these available to an international, multidisciplinary, readership. Theoretical 
papers will also be considered provided the implications for treatment are clear and 
important. The text should be written in the third person, in'plain English'; descrip- 
tions should be clear and concise and terminology specific to a particular profession 
should be explained for the benefit of people in other professions. The term'inteUec- 
tual disabilities' should be used in preference to 'mental retardation', 'mental handi- 
cap', 'learning disabilities' or 'developmental disabilities'. Other terms may 
occasionally be acceptable under certain conditions. Full references to the sources of 
all statistical measures used must be supplied. 

2. Articles should not normally exceed 7000 words. 
3. Brief Reports should not normally exceed 2000 words. 
4. Submissions for the Letters to the Editor section should be no more than 750 words 

in length. 
5. Manuscripts should be typed, double-spaced on A4 paper, with ample left- and right- 

hand margins, on one side of the paper only. A cover page should contain only the 
title, thereby facilitating anonymous reviewing by three independent assessors. The 
first name and surname of each author, with details of their respective professional 
addresses, should be given on a separate page. Where there is more than one author, 
the address for correspondence should be indicated. 

6. If presented on disc, we require files to be saved on an IBM-PC compatible 3.5 or 5.25 
inch disc, or a 3.5 inch high-density Appleviac disc. Material should be saved in the 
author's normal word-processor format, together with a note of the name of the 
word-processor used. Tables and Figures should be saved in separate files from the 
rest of the manuscript. 

7. An abstract should be included. This should not exceed 200 words. 
8. To facilitate the production of the annual subject index, a list of key words (not more 

than six) should be provided, under which the paper may be indexed. 
9. Four copies of the article must be submitted. 
10. Footnotes should be avoided. Essential notes should be numbered in the text and 

grouped together at the end of the article. Diagrams and Figures, if they are considered 
essential, should be clearly related to the section of the text to which they refer. The 
original diagrams and figures should be submitted with the top copy. It is the 
responsibility of the author(s) to obtain all necessary permissions to reproduce copy- 
righted material, and to confirm in writing that such permissions have been granted. 

11. References should be set out in alphabetical order of the author's name in a list at the 
end of the article in APA style (see Publication Manual of the American Psychological 
Association, 4th edn, 1994, published by the APA, Washington DC). 

12. References in the text of an article should be by the author's name and year of 
publication, as in these examples: Jones (1987) in a paper on ... ; Jones (1978c) states 
that ... ; evidence is given by Smith et al. (1984)...; further exploration of this aspect may 
be found in many sources (e. g. White, 1981a; Brown & Green, 1982; Jackson, 1983). 

13. The Editors reserve the right to edit any contribution to ensure that it conforms with the 
requirements of the journal. The author of an article accepted for publication will receive 
page proofs for correction but this stage must not be used as an opportunity to revise the 
paper, because alterations are extremely costly, extensive changes will be charged to the 
author and will probably result in the article being delayed to a later issue. Speedy return 
of corrected proofs is important. 

14. Copyright in any article accepted for publication in the journal is assigned to the 
publishers (BILD Publications) by the author(s) at the time of acceptance. The 
author(s) must confirm in an accompanying letter at the time of submission that the 
paper has not been published previously and will not be submitted for consideration 
elsewhere. 

15. Authors %Vill receive 5 copies of the journal, free of charge. Additional copies may be 
ordered when returning corrected proofs and a scale of charges %Vill be sent at the 
appropriate time. 

16. Contributions and queries should be sent to the Editors: 
clo Multilingual Matters Lid, Frankfurt Lodge, Clevedon Hall, Victoria Road, Clevedon BS21 7HH, England. 
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APPENDIX 3.1 

Applicants - names and addresses including the names of co-workers and 
supervisor(s) if known 

1.2 Title - no more than 15 words 

1.3 Summary - No more than 300 words, including a reference to where the study 
will be carried out. 

1.4 Introduction - of less than 600 words summarising previous work in the field, 
drawing attention to gaps in present knowledge and stating how the project 
will add to knowledge and understanding 

1.5 Aims and hypotheses to be tested - these should wherever possible be stated 
as a list of questions to which answers will be sought. 

1.6 Plan of investigation - consisting of a statement of the practical details of how 
it is proposed to obtain answers to the questions posed. The proposal should 
contain information on Research Methods and Design i. e. 

1.6.1 Subjects -a brief statement of inclusion and exclusion criteria and 
anticipated number of participants 

1.6.2 Measures -a brief explanation of interviews / observations / rating 
scales etc. to be employed, including references where appropriate. 

1.6.3 Design and Procedure -a brief explanation of the overall experimental 
design with references to comparisons to be made, control 
populations, timing of measurements etc., A summary chart may be 
helpful to explain the research process. 

1.6.4 Settings and equipment, - a statement on the location(s) to be used and 
resources or equipment which will be'emiploy-ed (if any) 

1.6.5 Data analysis -a brief explanation of how"data-will be collected, 
stored and analysed 

1.7 Practical Applications - the applicants should'state the practicaluse to which 
the research findings could be put 

1.8 Timescales - the proposed starting date and duration of the project 

1.9 Ethical ApprOVal 7 stating Nyhether this is necessary and if so, whether it has 
been obtained 
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APPENDIX 3.2 

A person with a learning disability is aggressive to others bypulling hair, or hitting 
out 

Write down the vossible causes of this behaviour 

Underline what you think is the most likely reason: thinking of this reason please show vour 

agreement with the following statements by cireling one number, 

1. Was this due to the person. or due to other ReoRle or circumstances? 

It is totally due to others 1234567 It is totally due to the person 

2. If this behaviour haRpens over a long period of time will it be for the same reason? 

Never for the same reason 1234567 Always for the same reason 

3. Does this reason gpply to just this situation or all situations in the Rerson's life? 

Just this situation 1234567 All situations 

4. Is the reason under the person's control? 

Not under his control 1234567 Totally under his control 

How would this behaviour make you feel? Circle one number 

Not angry at all 1 2 3 4 5 6 7 Extremely angry 

Not happy at all 1 2 3 4 5 6 7 Extremely happy 

Not sad at all 1 2 3 4 5 6 7 Extremely sad 

Not sympathetic at all 1 2 3 4 5 6 7 Extremely sympathetic 

Not frightened at all I- 2 3 4 5 6 7 Extremely frightened 

Not disgusted at all 1 2 3 4 5 6 7 Extremely disgusted 

Not relaxed at all 1 2 3 4 5 6 7 Extremely relaxed 

Given vour experience with this type of problern, how much do you agree with the followl 

statements? 

All one can do for a person with this behavioUr is look after their bisi 

Strongly agree 1234567 

A person will always have this behaviour once they have developed it 

Strongly agree 1234567 

This We of bebaviour is usually so wel established that it will not rca 

Strongly agree 1234567 

physical needl 
Strongly disagree 

Strongly disagree 

)Ond to treatment V 
Strongly disagree 

Given vour exnerience with this type of behaviour how much extra Wort 
- 
woul(I V()Il lie 

prepared to put in to help the person 

As much extra effort 1234567 No extra effort at all 
as possible 
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A person with a learning disability is aggressive to others by pulling hair, or hitting 
out 

How bad is this behaviour? 

It is not bad at all 1234567 It is totally bad 

How bad is the person when they show this behaviour? 

They are not bad at all 1234567 They are totally bad 

How responsible do vou think the person is for the development of this 

behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible do you think-other people have been for the development of 
this behaviour? 

Other people are totally Other people are not 
responsible 1234567 responsible at all 

How responsible-is-the person for any future change in the behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible are you for future change in this behaviour? 

I am totally I am not responsible 
responsible 1234567 at all 

What would you do about this behaviour? Please write the first thing you can 
think oL 
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A person with a learning disability repeatedly hits themselves hard on the head, so 
that they cause bruising 

Write down the Dossible causes of this behaviour 

Underline what vou think is the most likelv reason: thinkina of this reason please show vour 
nereement with the following statements bv circlina one number, 

1. Was this due to the person. or due to other 12eoRle or circumstances? 
It is totally due to others 1234567 It is totally due to the person 

2. If this behaviour hgpRens over a long Reriod of time will it be for the same reason? 
Never for the same reason 1234567 Always for the same reason 

3. Does this reason apR]y to just this situation or all situations in the Rerson's life? 

Just this situation 1234567 All situations 
4. Is the reason under the person's control? 

Not under his control 1234567 Totally under his control 

How would this behaviour make you feel? Circle one number 

Not angry at all 1 2 3 4 5 6 7 Extremely angry 

Not happy at all 1 2 3 4 5 6 7 Extremely happy 

Not sad at all 1 2 3 4 5 6 7 Extremely sad 

Not sympathetic at all 1 2 3 4 5 6 7 Extremely sympathetic 
Not frightened at all 1 2 3 4 5 6 7 Extremely frightened 

Not disgusted at all 1 2 3 4 5 6 7 Extremely disgusted 

Not relaxed at all 1 2 3 4 5 6 7 Extremely relaxed 

Given vo r experience with this type of problem. how much do you agree with the followin 
statements? 

All one an do for a Derson with this behaviour is look after th ir basic t)hvsical needs 

Strongly agree 1234567 Strongly disagree 

A person will alwas have this behaviour once they have developed it 

Strongly agree 1234567 Strongly disagree 

This We of behaviour is usually so well established that it will not respond to treatment Proj! rammes 
Strongly agree 1234567 Strongly disagree 

Given your exDerience with this type of behaviour how much extra effort would you be 
prepared to put in to help the person 

As much extra effort 1234567 No extra effort at all 
as possible 
A person with a learning disability. repeatedly hits themselves hard on the head, so 

that they cause bruising 
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How bad is this behaviour? 

It is not bad at all 1234567 It is totally bad 

How bad is the person when they show this behaviour? 

They are not bad at all 1234567 They are totally bad 

How responsible do you think the person is for the development of this 

behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible do vou think other people have been for the development of 
this behaviour? 

Other people are totally Other people are not 
responsible 1234567 responsible at all 

How responsible is the person for any future change in the behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How resDonsible are, 6ý for future chanae in this behaviour? 

I wn totally I am not responsible 
responsible 1234567 at all 

What would you do about this behaviour? Please write the first-thing 
_Vou can 

think of.. 

A person with a learning disability repeatedly rocks their body by moving their 
weightfrom onefoot to another 
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Write down the possible causes of this behaviour 

Underline what you think is the most likely reason: thinking of this reason please show your 
amement with the followine statements bv circline one number 

1. Was this due to the person, or due to other people or circumstances? 

It is totally due to others 1234567 It is totally due to the person 
2. If this behaviour happens over a long period of timg will it be for the same reasonZ 

Never for the same reason 1234567 Always for the same reason 
3. Does this reason apply-to just this situation or all situations in the person's life? 

Just this situation 1234567 All situations 
4. Is the reason under the person's control? 

Not under his control 1234567 Totally under his control 

How would this behaviour make vou feel? Circle one number 

Not angry at all 1 2 3 4 5 6 7 Extremely angry 
Not happy at all 1 2 3 4 5 6 7 Extremely happy 

Not sad at all 1 2 3 4 5 6 7 Extremely sad 
Not sympathetic at all 1 2 3 4 5 6 7 Extremely sympathetic 
Not frightened at all 1 2 3 4 5 6 7 Extremely frightened 

Not disgusted at all 1 2 3 4 5 6 7 Extremely disgusted 

Not relaxed at all 1 2 3 4 ý5 
-6 -7 Extremely relaxed 

Given your experience with this type of problem, how much do you pLyree with the followina 
statements? 

All one can do for a iDerson with this behaviour is look after their basic bvsical need 
Strongly agree 1 2,3 -'. 4567 Strongly disagree 

A person will alwUs have this behaviour once they have developed it 

Strongly agree 1234567 Strongly disagree 

This We of behaviour is usually so well established that it will not respond to treatmtnLprQgLammes 
Strongly agree 12345 

ý6 
7, 

, 
Strongly disagree 

Given your experience with this 
-type of behaviour how much extra effort would vou be 

prepared to put in to belp the person 

As much extra effort 1234567 No extra effort at all 
as possible 
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A person with a learning disability repeatedly rocks their body by moving their 
weightfrom onefoot to another 

How bad is this bchaviour? 

It is not bad at all 1234567 It is totally bad 

How bad is the person when they show this behaviour? 

They are not bad at all 1234567 They are totally bad 

How responsible do vou think the person is for the development of this 

behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible do you think other People have been for the development of 
this behaviour? 

Other people are totally Other people are not 
responsible 1234567 responsible at all 

How responsible is the person for any future chanj! e in the behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible are vou for future change in this behaviour? 

I am totally I am not responsible 
responsible 1234567 at all 

What would you do about this behaviour? Please write the first thiniz you can 
think of... 
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APPENDIX 3.3 

Recall of a Specific Incident of Aggression 

1. When was the last time X behaved aggressively when you were present? 

2. Can you describe what happened? 

3. Why do you think X behaved as he did? 

4. How did you feel at the time this incident happened? 

5. What do you think made you feel like this ? 

6. What did you do about X's behaviour? 

7. Why did you choose this form of response? 
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With the incident you havejust described in mind, can you complete thefollowing 
questions 

What is the most likely reason for X's behaviour? 

Thinking of this reason Wease show your agreement with the followine statements bv circlina 
one number. 

1. Is this due to X. or due to other people or circumstances? 

It is totally due to others 1234567 It is totally due to X 

2. If this behaviour haRRens over a long 12eriod of time will it be for the same reasonz 

Never for the same reason 1234567 Always for the same reason 
3. Does this reason gpl2ly to just this situation or all situations in X's life? 

Just this situation 1234567 All situations 

4. Is the reason under X's control? 

Not under their control 123456 7Totally under their control 

How did this behaviour make vou feel? Circle one number 

Not angry at all 1 2 3 4 5 6 7 Extremely angry 
Not happy at all 1 2 3 4 5 6 7 Extremely happy 

Not sad at all 1 2 3 4 5 6 7 Extremely sad 
Not sympathetic at all 1 2 3 4 5 6 7 Extremely sympathetic 
Not frightened at all 1 2 3 4 5 6 7 Extremely frightened 

Not disgusted at all 1 2 3 4 5 6 7 Extremely disgusted 

Not relaxed at all 1 2 3 4 5 6 7 Extremely relaxed 

How much do you agree with the following statements? 

All one can do for X is look after his basic r)hvsical needs 

Strongly agree 1234567 Strongly disagree 
X will alwgys have this behaviour now he has developed it 

Strongly agree 1234567 Strongly disagree 
This ! ne of behaviour is probably so well established that it will not re. ond tr at-, -nt 
programmes 

Strongly agree 1234567 Strongly disagree 

Given your exverience with this behaviour how much extra effort would you be prevared to 1)ut In to help X 

As much extra effort 1234567 No extra effort at all 
as possible 
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Still thinking of the behaviour you have described, can you answer thefollowing 
questions 

How bad is X's behaviour? 

It is not bad at all 1234567 It is totally bad 

How bad is X when he showed this behaviour? 

He is not bad at all 1234567 He is totally bad 

How responsible do you think X is for the development of this behaviour? 

He is totally He is not responsible 
responsible 1234567 at all 

How responsible-do vou think other people have been for the development of 
this behaviour? 

Other people are totally Other people are not 
responsible 1234567 responsible at all 

How responsible is X for any future change in his behaviour? 

He is totally He is not responsible 
responsible 1234567 at all 

How responsible are vou for future change in this behaviour? 

I am totally I am not responsible 
responsible 1234567 at all 
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APPENDIX 3.4 

Recall of an incident of aggression 

1. Can you describe a typical example of X when he behaves in an aggressive 
manner 

2. Have you been present during such an incident? 

3. Why do you think X behaves aggressively? 

How would you feel during such an incident? 

5. Why do you think you would you feel like this ? 

6. What would you do abo ut this behaviour? Please write the first thing you can 
think of.. 

7. Why would you choose this form of response? 
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Thinking of X, when he behaves in an aggressive manner, please complete the 
following questions 

What is the most likeiv reason for his behaviour 

Thinking of this reason please show your agreement with the following statements by circling 
one number. 

1. Is this due to X. or due to other people or circumstances? 
It is totally due to others 1234567 It is totally due to X 

2. If this behaviour happens over a long period of time will it be for the same reason? 
Never for the sarne reason 1234567 Always for the same reason 

3. Does this reason apply to just this situation or all situations in X'j life? 

Just this situation 1234567 All situations 
4. Is the reason under X's control? 

Not under their control 1234567 Totally under their control 

How would this behaviour make vou feel? Circle one number 

Not angry at all 1 2 3 4 5 6 7 Extremely angry 
Not happy at all 1 2 3 4 5 6 7 Extremely happy 

Not sad at all 1 2 3 4 5 6 7 Extremely sad 
Not sympathetic at all 1 2 3 4 5 6 7 Extremely sympathetic 
Not frightened at all 1 2 3 4 5 6 7 Extremely frightened 
Not disgusted at all 1 2 3 4 5 6 7 Extremely disgusted 

Not relaxed at all 1 2 3 4 5 6 7 
, 

Extremely relaxed 

How much do you agree with the following statements? 

All one can do for a person with this behaviOUT is look after their basic vhvsical need 
Strongly agree 1234567 Strongly disagree 

A person will always have this behaviour once they haye developed it 
Strongly agree 1234567 Strongly disagree 

This We of behaviour is usually so well established that it will not resPond to treatment 12rogr-ammes 
Strongly agree 1234567 Strongly disagree 

Given your experience with this type of behaviour how much extra_effort would you be 
prepared to put in to help the Person 

As much extra effort 1234567 No extra effort at all as possible 
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Still thinking ofX, can you answer thefollowing questions 

How bad is X's behaviour? 

It is not bad at all 1234567 It is totally bad 

How bad is X when he shows this behaviour? 

He is not bad at all 1234567 He is totally bad 

How responsible do vou think X is for the development of this behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible do vou think other people have been for the development of 
this behaviour? 

Other people are totally Other people are not 
responsible 1234567 responsible at all 

How responsible is X for any future change in his behaviour? 

He is totally He is not responsible 
responsible 1234567 at all 

How responsible are-vou for future chanize in this behaviour? 

I am totally I am not responsible 
responsible 1 2' 34567 at all 

I 
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APPENDIX 3.5 

GREATER GLASGOW PRIMARY CARE NHS TRUST 

AMC/mk 

Trust Headquarters 
Gartnavel Royal Hospital 

1055 Great Western Road 
GLASGOW 
G 12 OXH 

TeL 0141-2113824 
Fax: 0141-2113971 

I September 1999 

Ms L Wanless 
Academic Centre 
Gartnavel Royal Hospital 
1055 Great %ýestem Road 
Glasgow 
G12 OHX 

Dear Ms Wardess 

PROJECT. The responses of diky centre staffto challenging behaviour in adults with a learning 
disabiliV: a cognitive emotional ana4ws 

Man), thanks for sending the required amendments to the Research Ediics Committee. Tlicsc were discusscd at 
the Cominittee meeting onTliursday 12'h August 1999. lampleascdtobe able to tell you thattlic Committce 

now has no objections from an eti-dcal point of view to this project proceeding and ethical approval is formally 

granted. 

I would also like to take this opportunity to remind you that you should notify the Conunittce if there are anv 
changesoruntoward de-%-Clopmcnts connected witli the stud%. TlieCoininittcc%i-oulddicnrcquirctofurtlicr 

reconsider your application for approval. The Committee would be 
_=tcfW 

if a brief final report on your 
project couidbe fonvardedto the Coirunittee when the project reaches its conclusion. TheCommitteewould 

also be grateful to rcccivc regular reports on your submission and failure to do so could result in ethical approval 
being withdra%%m. 

May I wish you every success with your studN. 

Yours sinccrcl3 

AW McMAHON 
Administrator- Research Ethics Committee 
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APPENDIX 4.1 

NOTES ON THE SUBMISSION OF MANUSCRIPTS 

I.. The journal aims to draw together the findings derived from original applied research 
undertaken in the UK and overseas, by authors from all professional disciplines, and 
to make these available to an international, multidisciplinary, readership. Theoretical 

papers will also be considered provided the implications for treatment are clear and 
important. The text should be written in the third person, in'plain English; descrip- 
tions should be clear and concise and terminology specific to a particular profession 
should be explained for the benefit of people in other professions. The term'intellec- 
tual disabilities' should be used in preference to'mental retardation', 'mental handi- 
cap', 'learning disabilities' or 'developmental disabilities'. Other terms may 
occasionally be acceptable under certain conditions. full references to the sources of 
all statistical measures used must be supplied. 

2. Articles should not normally exceed 7000 words. 
3. Brief Reports should not normally exceed 2000 words. 
4. Submissions for the Letters to the Editor section should be no more than 750 words 

in length. 
5. Manuscripts should be typed, double-spaced on A4 paper, with ample left- and right- 

hand margins, on one side of the paper only. A cover page should contain only the 
title, thereby facilitating anonymous reviewing by three independent assessors. The 
first name and surname of each author, with details of their respective professional 
addresses, should be given on a separate page. Where there is more than one author, 
the address for correspondence should be indicated. 

6. If presented on disc, we require files to be saved on an IBM-PC compatible 3.5 or 5.25 
inch disc, or a 3.5 inch high-density AppleMac disc. Material should be saved in the 
author's normal word-processor format, together with a note of the name of the 
word-processor used. Tables and Figures should be saved in separate files from the 
rest of the manuscript. 

7. An abstract should be included. This should not exceed 200 words. 
8. To facilitate the production of the annual subject index, a list of key words (not more 

than six) should be provided, under which the paper may be indexed. 
9. Four copies of the article must be submitted. 
10. Footnotes should be avoided. Essential notes should be numbered in the text and 

grouped together at the end of the article, Diagrams and Figures, if they are considered 
essential, should be clearly related to the section of the text to which they refer. The 
original diagrams and figures should be submitted with the top copy. It Is the 
responsibility of the author(s) to obtain all necessary permissions to reproduce copy. 
righted material, and to confirm in writing that such permissions have been granted. 

11. References should be set out in alphabetical order of the author's name in a list at the 
end of the article in APA style (see Publication Manual of the American Psychological 
Association, 4th edn, 1994, published by the APA, Washington DC). 

12. References in the text of an article should be by the author's name and year of 
publication, as in these examples: Jones (1987) in a paper on ... ; Jones (1978c) states 
tha t ... ; evid ence is given by S mi th et a 1. (1984) ... ; further exploration of this aspect may 
be found in many sources (e. g. lVhite, 1981a; Brown & Green, 1982; Jackson, 1983). 

13. The Editors reserve the right to edit any contribution to ensure that it confornis with the 
requirements of thejournal. The author of an article accepted for publication will receive 
page proofs for correction but this stage must not be used as an opporturdty to revise the 
paper, because alterations are extremely costly; extensive changes will be charged to the 
author and will probably result in the article being delayed to a later issue. Speedy return 
of corrected proofs is important. 

14. Copyright in any article accepted for publication in the journal is assigned to the 
publishers (BILD Publications) by the'author(s) at the time of acceptance. The 
author(s) must confirm in an accompanying letter at the time of submission that the 
paper has not been published previouslý and will not be submitted for consideration 
elsewhere. , 15. Authors will receive 5 copies of the journal, free of charge. Additional copies may be 
ordered when returning corrected proofs and a scale of charges will be sent at the 
appropriate time. 

16. Contributions and queries should be sent to the Editors: 
17/0 M"Itilingual Matters Lid, Fnmkfurt Lodge, Clevcdon Hall, Victoria Road, Clevedon 
BS21 7HH, England. 
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APPENDIX 4.2 

Ccntrc: 

Information Sheet 

Profession/ position: 

Initials: Age: 

WORK HISTORY 

1. How long have you worked in the centre? 

< lyr 1-5yrs 6-10yrs >I Oyrs 

2. How long have you worked in learning disability services? 

I< lyr I 1-5yrs 6-1 Oyrs >I Oyrs 

Mate / Female 

3. What doyou regard as the key aspects of your role in the centre? 

...................... . ....................................................... . ........................... . ................ . ........... . ... ...... .... Traincr / Instructor ... Provider of practical support 

Supervisor ... Provider of emotional support 

Creation of positive social environment ... Planning and development of services / activities 

Identification of needs of client ... Advocacy 

....................... ..................................... ..... ................. . ................................ ......... ...... . ... . 

4. What do you enjoy about your work? 

................................................................................................. . ........... .............. ........... Social interaction with clients ... Developing activities 
Variety of job ... Opportunity to learn new skills 
Helping / supporting others ... Work atmosphere 

.................................................................................................... 

5. What are the challenges you face working In this centre? 

Organisational 

... Staff shortages 

... Lack of support from management 

... Lack of involvement in decision making 

... Lack of facilities 

Personal 

... Boredom 

... Lack of skills for demands ofjob 
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TRAINING 

1. What formal training in CB have you received? 

.......... -- ------------------------ - None I .. Distance 

In house training ... Other 

Workshops 

2. Is this sufficient for the work you carry out? Yes / No 

3. What has been the most useful information source with regards how to respond to an 
incident of CB? 

Personal Experience ... Other staff 

Formal Training ... Management 

... Outside professionals e. g. Nursing, Psychology etc. 

WORK WITH X 

1. How long have you worked with X? 

6 -12 mths 1-5 yrs 6 -10 yrs > 10 yrs 

2. On average how much contact do you have with X? 

K; ýýtýridgrovp --- activities 

... Frequent contact every day 

... Occasional contact every day 

... Every other day 

... Once / twice a week 

... < once a week 

-------------- - ------- Informal social interaction 

... Frequent contact every day 

... Occasional contact every day 

... Every other day 

... Once / twice a week 

... < once a week 
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APPENDIX 4.3 

A person with a learning disability is aggressive bypullingyour hair, or hitting out atyou 

Write down the imssible causes of this behaviour 

Underline what you think is the most likely reason: thinking of this reason please show Vour 
agreement with the following statements by circling one number, 

1. Was this due to the person, or due to other people or circumstances? 
It is totally due to others 1234567 It is totally due to the person 

2. If this behaviour happens over a Iona 12eriod of timg will it be for the same reason? 
Never for the same reason 1234567 Always for the same reason 

3. Does this reason gV121y to just this situation or all situations in the person's life? 

Just this situation 1234567 All situations 
4. Is the reason under the person's control? 

Not under his control 1234567 Totally under his control 

How would this behaviour make vou feel? Circle one number 

Not angry at all 1 2 3 4 5 6 7 Extremely angry 
Not happy at all 1 2 3 4 5 6 7 Extremely happy 

Not sad at all , 
1 2 3 4 5 6 7 Extremely sad 

Not sympathetic at all 1 2 3 4 5 6 7 Extremely sympathetic 
Not frightened at all 1 2 3 4 5 6 7 Extremely frightened 

Not disgusted at all 1 2 3 4 5 6 7 Extremely disgusted 

Not relaxed at all 1 2 3 4 5 6 7 Extremely relaxed 

Givcn vour experience with this type of moblem. how much do you agree with the following 
statements? 

All one can do for a person with this behaviour is look after their basic r)hvsical need 
Strongly agree 1234567 Strongly disagree 

A 12erson will alwgys have this behaviour once they have developed it 

Strongly agree 1234567 Strongly disagree 
This We f behaviour is usually so well established that it will not reMon-Uo treatment pro-grammcs 

Strongly agree 1234567 Strongly disagree 

Given your experience with this type of behaviour how much extra effort would you be 
prepared to 1)ut In to heliD the person 

As much extra effort 1234567 No extra effort at all 
as possible 
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A person with a learning disability is aggressive by pulling your hair, or hitting out at you 

How bad is this behaviour? 

It is not bad at all 1234567 It is totally bad 

How bad is the person when they show this behaviour? 

They are not bad at all 1234567 They are totally bad 

How responsible do you think the IDErson is for the development of this behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible do vou think other people have been for the development of this behaviour? 

Other people are totally Other people are not 
responsible 1 2.3 4567 responsible at all 

How responsible is the person for any future change In the behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible areNou for future change in this behaviour? 

I am totally I am not responsible 
responsible 1234567 at all 

What would vou do about this behaviour? Please write the first thing you can think of 
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A person with a learning disability is aggressive by swearing at you, and being abusive 
towards you 

Write down the possible causes of this behaviour 

Underline what you think is the-most likely regson: thinking of this reason Wease show your 

agreement with the following statements by circling one number, 

1. Was this due to the person. or due to other people or circumstances? 

it is totally due to others 1234567 It is totally due to the person 

2. If this behaviour hapl2ens over a long period of time will it be for the same reason 

Never for the same reason 1234567 Always for the sarne reason 

3. Does this reason apply to lust this situation or all situations in the person's life? 

Just this situation 1234567 All situations 

4. Is the reason under the person's control? 

Not under his control 1234567 Totally under his control 

How would this behaviour make vou feel? Circle one number 

Not angry at all 1 2 3 4 5 6 7 Extremely angry 

Not happy at all 1 2 3 4 5 6 7 Extremely happy 

Not sad at all 1 2 3 4 5 6 7 Extremely sad 

Not sympathetic at all 1 2 3 4 5 6 7 Extremely sympathetic 

Not frightened at all 1 2 3 4 5 6 7 Extremely frightened 

Not disgusted at all I. 2 3 4 5 6 7 Extremely disgusted 

Not relaxed at all 1 2 3 4 5 6 7 Extremely relaxed 

Given voUr exnerience with this type of problem. how much do you agree with the following 

statements? 

All one can do for a person with this behaviour is look after their basic physical needs 

Strongly agree 1234567 Strongly disagree 

A person will alwgys have this behaviour once they have develol2ed it 

Strongly agree 1234567 Strongly disagree 

This twe of behaviour is usualiv so well established that it will not remond to treatment iDroffammes 
Strongly agree 1234567 Strongly disagree 

Given your experience with this tviDe of behaviour how much extra effort would you be 
iDreiDared to iDut In to helt) the iDerson 

As much extra effort 1234567 No extra effort at all 
as possible 
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A person with a learning disability is aggressive by swearing at you, and being abusive 
towardsyou 

How bad is this behaviour? 

It is not bad at all 1 2.3 4567 It is totally bad 

How bad is the person when they show this behaviour? 

They are not bad at all 1234567 They are totally bad 

How responsible do you think the mrson is for the develonment or this behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible do vou think other people have been for the development of this behaviour? 

Other people are totally Other people are not 
responsible 1234567 responsible at all 

How resnonsible is the mrson for anv future chanize in the behaviour? 

They are totally They are not responsible 
responsible 1234567 at all 

How responsible are vou for future chanee in this behaviour? 

I am totally I am not responsible 
responsible 1234567 at all 

What would vou do about this behaviour? Please write the first thine you can think or.. 
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APPENDIX 4.4 

RECALL OF AN INCIDENT OF AGGRESSION 

Think of an incident involving X that still bothers/upsets you when you think about it. 

ACTIVATING EVENT 

Can you tell me what happened? 

On a scale of 1 -10, how aggressively would you rate X's behaviour? 

123456789 10 
(Not at all (Extremely 
aggressive) aggressive) 

EMOTION 

How you were feeling as X? 

4 

Again on a scale of 1 -10, how strong would you say that feel ing was? 

123456789 10 
(Neutral) (Max. ) 



140 

BELIEFS 

OTHER-SELF: 
What was it about X' s behaviour that made you feel 

When X was doing ... how do you feel you were being treated / s/he was treating 
you? (Perceived motivation behind X' s behaviour) 

SELF-SELF: 
Did you think X's behaviour was understandable? 

How justifiable did you feel X's behaviour was? 

SELF-OTHER: 
What did you think of X for behaving as s/he did? / When you were feeling really 
... what kind of person did you think X was? 
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ACTION 

Given that you were feeling ... about X'doing ... what did you want to do at that 
moment in time? 
[What was instinctive / impulsive reaction to that feeling? (E. g. If angry feeling what 
was the angry impulse that went along with that? )] 

What might have happened if you had done that? 

What stopped you from reacting like this? 
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APPENDIX 4.5 

Keeping in mind the incident you havejust described, and how it made youfeel and react, 
please complete thefollowing questions. 

What do vou think is the most likeiv reason for X's behaviour 

Thinking of this reason Wease show your agreement with the following statements by circling 
one number. 

1. Is this reason for X's behaviour due to X. or due to other people or circumstances? 

It is totally due to others 1234567 It is totally due to X 

2. If this behaviour happens over a long period of tirný will it be for the same reason? 
Never for the same reason 1234567 Always for the same reason 

3. Does this reason applY to just this situation or all situations in X's life? 

Just this situation 1234567 All situations 
4. Is the reason for X's behaviour under X's control? 

Not under his control 1234567 Totally under his control 

How did this behaviour make you feel? Circle one number 

Not angry at all 1 2 3 4 5 6 7 Extremely angry 
Not happy at all 1 2 3 4 5 6 7 Extremely happy 
Not sad at all 1 2 3 4 5 6 7 Extremely sad 
Not sympathetic at all 1 2 3 4 5 6 7 Extremely sympathetic 
Not frightened at all I- 2 3 4 5 6 7 Extremely frightened 
Not disgusted at all 1 2 3 4 5 6 7 Extremely disgusted 
Not relaxed at all 1 2 3 4 5 6 7 Extremely relaxed 

How much do you agree with the following statements? 

All one can do for X is look after his basic lDhvsical needs 
Strongly agree 1234567 Strongly disagree 

X will alwqys have this behaviour now he has developed it 

Strongly agree 1234567 Strongly disagree 
-Mis We of behaviour is probably -o well established that it will not respond to treatment 
programmes 

Strongly agree 1234567 Strongly disagree 

Given your experience with this behaviour how much extra effort would you be VrelDared to Dut in to helD X 

As much extra effort 1234567 No extra effort at all as possible 
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Still thinking of the behaviour you have described, can you answer thefollowing questions 

How bad is X's behaviour? 

It is not bad at all 12 34 567 It is totally bad 

How bad is X when he showed this behaviour? 

He is not bad at all 123 45 67 He is totally bad 

How responsible do v ou think X is for the develo pment of this behaviour? 

He is totally He is not responsible 
responsible 123 45 67 at all 

How responsible do v ou think other peop le have been for the development of this behaviour? 

Other people are totally Other people are not 
responsible 123 45 67 responsible at all 

How responsible is X for any future chan ge in his behaviour? 

He is totally He is not responsible 
responsible 123 45 67 at all 

How responsible are vou for future chan ge in this behaviour? 

I am totally I am not responsible 
responsible 1 2- 3 45 67 at all 


