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New Ways of Predicting Aggressive Incidents in Clinical Settings

Abstract

Aggressive behaviounipeople with intellectual disability is a far reaching
problem, estimated to be expressed by 7% of the population of people with intellectual
disability. People with intellectual disability who are aggressive often experience an
inequality in service prasion. Carers who work in aggressive environments can find
the management of aggression an overwhelming challenge and may suffer.lAtrnout
a service level, providing suitable care for people who may be aggreshilat also
providing a comprehensive reapackaggs very difficult. Aggression in people with
intellectual disability is more prevalent than in equivalent cared for grbupthere is
little research to date on the sequential nature of that aggression. Like all behaviour,
aggression occuis part of a sequence, and a crucial part of understanding violent
behaviour in people with intellectual disability is to understand the natuheir
aggressionand especially the (temporal) structure of these episodes, as well as the
potential factorgnvolved. Current research in aggression in people with intellectual
disability focuses on the natuoéstatic risk factors, mental health issues and the

function that aggressive behaviour provides for the individual expressing it.

The main aim of thishesis is talocument the patterred aggressie
behaviour in pedp with intellectual disabilityn order to examine what factors may
be involved in increasing the risk of aggression in this population. Guidance as to
what those factors may be was takeanf research into aggression in the general and

intellectual disability population.

The first phase of this study involved creating a database of violent incidents
from the health care records of 18 participadtawn from three BtionalHealth
Serviceunits for Intellectual Disability. These were collated into an aggressive

incident database that brought together information from different sources about
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individual incidents. The patterns in the incidents were used to construct a typology of

aggression.

The second phase of the study formed the main focus of the reseaich
involved analysing the aggressive incident database using Sequence Analysis
methods. The pattern of these results indicated that reports focused mainly on
aggression that involved stafnd found visits, outings and denial of requests by

participants were significant factors in the sequence of an aggressive incident.

The third phase focuden data drawn from a risk management system called
Sentine] and examined all aggressive inaitie occurring across three units for people
with intellectual disability over four and a half years to investigate temporal patterns
of aggression usingme intervalanalysis. This was used to identify distinct temporal

patterns of aggression for eachtted three units involved in the study.

The resultsndicated thavisits and outings, meal times and requests were part
of the sequence of aggression behaviour in people with intellectual disdlility.
possible implications of this were discussaddthese findingselatedto the wider

literature.
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Chapter 1

1.1 Introduction
This thess aims to document the patterfsaggressivéehaviour in people
with intellectualdisability in order to examine what factors may be involved in

increasing the risk of aggression in this population.

This chapter will provide an overview of the literatamacerning aggressive
behaviour in people with intellectual disabilitgnsideringthe problems that
aggressive behaviour may caugeories of aggression in both the general and
intellectual disability populatics) ways that aggressive behaviouvbheen
conceptualised in people with learning disabilitesdresearchmethodologies

applied tathis area.

This chapter will first introduce thepic ofintellectual disability, noting
some of the characteristics and issues that people in this popiegor©ne of the
issueghathas been at the forefront of research in intellectual disability is aggressive
and challenging behaviour. Aggressive behaviour will be defined, and a discussion of
the problems it causes in intellectual disability will be pnésg. Two major current
approaches to aggressive behaviour in intellectual disability will be introdiineed,
provide options for assessment, treatment and management of aggressive behaviour.
Thelimitations of these approaches will also be discusseanodel of aggression for
the general populatiahatcombines factors from a variety of research disciplines will
be introduced. These factors are discussed in the light of evidence from a variety of
populations and the possible ways these factors mightfertantwhenconsidering
aggression in intellectual disability. A method for examining these factors,
Behavioural Sequence Analysis, will be introduced as a potential way ofréogb

these factors.

16



New Ways of Predicting Aggressive Incidents in Clinical Settings

1.2 Introduction to Intellectual Disability

Intellectual Disability, also referred to as Learning Disability, Learning
Difficulties and, in the US, Mental Retardation, are terms applied to those who score
below 70 on standardtelligenceQuotient (IQ)testsand have arange of adaptive
behaviour impairmetsthat affect theirability to selfcare Gillberg & Soderstrom,
2003 Bhate &Wilkinson, 2006;Lundstrom, Saveman, Eisemann & Astrom, 2007
order to be classed aaving arintellectual Disability, these deficits need to be
apparent before the inddual becomes an adult (Lundstrom et2007). An
L Q GLY L G XdbfongtioniddHdrag<as their IQ score lowers, which can cause
adaptive behaviour problems in a number of areas. This quality makes those with 1Q
scoreaunder 70 a very heterogeneousup, as this encompasses a group of people
with avad range of abilities. To better describe functioning levaé®ple with
IntellectualDisabilitiesare sometimes described as having mild (I¥65 moderate
(1Q 3555), severe (IQ 2@5) or profoundIQ 0 <20) intelectual disabilies (Gillberg
& Soderstrom, 2003). Theriish PsychologicalSociety, however, recommends the
use of two distinct terms, Significant (IQ-89) and Severe (IQ <53People with
mild or moderate Intellectual Disabilities malke 85% of the Intellectual Disability

population(Bhate &Wilkinson, 2006).

Intellectual disability has varying causes, both geraett environmental
(Gillberg & Soderstrom, 2003) and in many cases its pathogdoesigarticular
individual isunknown Due to problems with definitions and study design, prevalence
rates for intellectual disability vary, but it is estimated in the UK th24lof the
population have an fellectual disability (Bhate &Vilkinson, 2006). Some adults
with mild intellectualdisability may not require specialist care services, whereas those
with more severe intellectual disability or complex social needs may live at home with

parents/relativeor make use of care services (Healthcare Commission, 2007).
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Services are usually argised bythegovernment and can be provided by tragibhal
HealthService local councils or private organisations. These can take a number of
forms,such agesidential homes, supported living, day care or adult placement
schemes. Such services areighhdemand: over 169,000 people over the age of 20
use learning difficulties services (Healthcare Commission, 2008). During 26
alone, there were ove0,000 temporary admissions of people with intellectual
disability to residential care serviceslbgal council providers (The Information
Centre, 2007)People with intellectual disabilitiesho use these services, as
previously mentioned, are a diverse graumgl this diversity can plaammplex
demands on service providers (Campbell, 2007). Natidaalth spending on people
with intellectual disability is £3000 millioper year (Department éfealthcitedin

Reed, Russell, Xenitidis &lurphy, 2004).

,Q D ZKLWH SDSHU WLWOHG p9DOXLQJ 3HRSOHY
aimed to increase the lifaiglity of those with intellectual disability by focusing on
the principles of inclusion, rights, choice andépdndence (Department of Health,
20017). One of the major practical outcomes of Valuing People has been an emphasis
on moving peopleavith intelledual disabilitiesfrom long termresidential care to
supportediving in the community. This waseen as way of de-institutionalising
people withintellectualdisabilities and providing them with chogabouttheir
lifestyle, whilstencouraging integrin into society (ManselKnapp, Beadle Brown
& Beckam,2007). Consequentlypeople with intellectual disabilities are becoming
PRUH PYLVLEOHYT LQ WKH FRPPXQLW\ DQG DUH PDNLQJ

ever before (Arthur, 2003).
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1.3 AggressionViolence and Challenging Behaviour

$JIJUHVVLYH EHKDYLR X Uanl¢ BeYasodrHiigeceditow@®dH G DV 3
another individual that is carried out with the proximate (immediate) intent to cause
harm. In addition, the perpetrator must believe that the b@lvawill harm thetarget
and that the target is motivated toRL G WKH EHKD Y L RBxishmarigQQ@ HUV R Q
p.28. The most extreme form of aggression is considered to be violence, which is
behavioutthathas serious harm as the intent, for example my&teterson&
Bushman, 2002). Aggression is a serious problem, both for society as a whole and for

people with intellectual disabilities.

The above definitions, utilized by aggression researchers from a variety of
disciplines, were designed to apply unaadly to those who display aggressive and
violent behaviourHowever these definitions anet commonly used iresearchinto
aggressiomisplayed bypeople withintellectualDisability. These definitiongdescribe
aggression as an action that involvesithent to cause harm. In the general and-non
cognitively impaired populationassessingehaviour thatesulsin harm @ injury to
another person usirigtentas a motivatois accepted. However, in the cognitively
impaired, such as people witfitellecual disability, aggressive acts are often

examined under the broader banner of challenging behaviour.

Challengingbehaviour is defined agulturally abnormal behaviour of such
intensity, frequency or duration that the physical safety of the personeos @gh
placed in serious jeopardy, or behaviour which is likely to seriously limit or deny
access to the use of ordinary community faciliti@&@merson, 2001p.44.
Challengingoehaviourfjs a term used tdescribeany behaviouthatpresentsa
managemedifficulty to thefamily, school orservice thaprovides care for the

person withintellectualdisabilities. This definition was originally developed to
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replacethe pejorative and judgemental terms being usedeszidbe behaviours
displayed by people it intellectual disabilities. The termiallengingbehaviouriis
used instead of otherrtas as it recognises hdvehavious which cause problems
mayalsobe a useful adaptation to the environmeather than a psychological
disorganisationBy recogning that a behaviour is challengitmgothersthis widens
the focus of enquiry away from the individual to place them in the context of the

serviceor carethey receive (Emerson, 2001).

1.3.1 Challenging Behaviour

In common with aggression, there areariety of theories as to how
challenging behavious developed and maintaingdlements and Marti(2001)
argue that challenging behaviour will arise framinterplayof multiple factors:

biologicd and social, past and present

Challenging behaviowan refer tssuchactions as behavioural excesses, i.e.
screaming, stereotyped behaviours, poor social interaction and lack-cduselhs
well as aggessive behaviour (Zeller, Dassen, Kok, Needham &dnal 2011). The
focus of this thesis is solely @ygressive behaviour. Aggression is so problematic in
this population that researchers have called for a focus on aggressieiflatmsay et
al., 2004) However, much of the current research, especially large scale research,
discusses aggression alomgsother challenging behaviours so much of the literature

reported here will reflect this.

At the beginning of this sectioa definition of aggression was introduced by
Anderson and Bushman (2002) which plaeetphasis omtent to harm behind an
aggressie action. However, due to the difficulties that people with intellectual
disabilitiesface both with understanding the world around them and getting their
needs recognised is inappropriate to define all their aggressive acts as always
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having intentd harm. A more appropriate definition for the examination of aggressive
EHKDYLRXU LQ SHRSOH ZLWK LQWHOOHFWXDO GLVDELOI
of noxious stimuli (but not necessarily aimed at) another organism, object or self,

whichisé HDUO\ QRW D FF LHapeQ99D, P.12)3D W H O

Aggressive behaviour in people with intellectual disabilities is thought to have
the same complex influencing factors that aggression in the general population has.
Allen (2000) suggested that theresva reason to suggest that the factors which
precipitate aggression in intellectual disability are any different from those of the
general population. Howeve$ OOHQ DOVR SRVWXODWHG WKDW 3WKH
intellectual disability may, however, introduadditional risk factors that increase the
probability of aggression. These factors can be viewed as setting conditions for
aggression, and may be related both to individual characteristics and to characteristics
of the environments in which people are tifdd O O\ V X@I&R, Q0AHE58) This
means that some researctoimtellectual disabilities has, out of necessity, moved
away from mainstream research trends of aggressive behaguioswjngresearch
avenues which actively try to account for thifuance of intellectual disability while

trying to avoid diagnostic overshadowing.

1.3.2 Aggressive Behaviour as a Problem in Intellectual Disability
Aggressive behaviour is a major problem for services that provide care for
people with intellectual disdtty (Tyrer et al., 2006; Tenneij &oot, 2007).
Aggressive behaviour can include verbal aggression (Croklecier, Allaire &
Roy, 2007), assaults on staff (Reet al, 2004),sdf-injury (McClintock, Hall &
Oliver, 2003) and sexual aggression (Craakeal., 2006). It is demonstrated by 10
15% of people with ID who use social care services (Emerson et al., 200dh)

translatego around 12,000 people using intellectual disabdéye presenting
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aggressive behaviour at any given point in time @#tpent of Health, 2007).
Aggressive behaviour is the most challengingrfaf behaviour encountered in
intellectual disabilityservices (Allen, 2000) and has a number of serious consequences
and implications for service users and carers. In terms otsgowovision, those who
display aggressive behaviour are often denied access to wider seegpesially

those located in the communitgs they are seen as presenting a threat (Crocker et al.,
2006). Within services, care provision for aggressive iddiais can be reduced to
strategies that minimise the risk of violenbat without the inclusion of other

fulfilling activities (Macmillan, Hastings & ColdwelR004). Finally, those who

display aggressive behaviour may be kept in unsuitable placemdratgena delayed
discharge into the community due to a lack of suitable services, resulting in further

obstructions to resettlement (Reed et al., 2004).

For the person engaging in aggressive behaviour, this can cause difficulties in
forming interpersonal tationships(Jahoda, Pert, Squire &ower, 1998) and failure
in employment placement schemes (Allen, 2000). People with intellectual disability
who are aggressive are more likely to be physically abused by their care givers
(Emerson et al., 2001) and emeuhe use of intervention strategies such as restraint or
sedationwhich are stressful and do rlmgnefit them (Allen, 2000; Wilcox, Finlay &
Edmonds, 2006 The stress of working in an aggressive environment can lead to staff
injury and increased sickéve, which can strain an already stretched work force
(Winstanley, 2005). Those individuals with ID who exhibit aggressive behaviour
would benefit from staff who develop a caring and empathic relationship with them,
however, these fragile interpersonahte are often put under strain by the mixed
feelings aggressive individuatan elicit (Strand, Benzein &veman, 2004). Staff
members who are involved with aggressive incidents have to deal with feelings of

guilt, anger and fear wisit playing the confliting role of the calming agent
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(Lundstrom et al.2007). This can cause them to avoid service users who they feel
they should care for but harbour feelings of animosity towards. The presence of
aggressive behaviour within a service means that a greatfdsaint resources will

be channelled into its prevention, with detrimental effect on the functioning of the
therapeutic environment (TenneijKoot, 2007). Aggressive challenging behaviour is

a serious problem in ID services, causing problems at alsle¥@volvement.

1.4 Theories of Aggression in Intellectual Disability

Aggression is the most destructive form of human behaviour. It is part of the
human condition and evidence of these types of behaviours is present in every past
society, and in evergurrent one. This prevalence has made aggressive and violent
behaviour worthy of detailed attention and study from a diverse arragezrah

disciplines (Anderson &luesmann, 2003).

Aggression and violence are seen as the product of a number of complex
interacting influences which increase the likelihood that a person may become
aggressive (Leary, Twenge@uinlavin, 2006). These factors include ones relevant to
the individual and the situation they are in as well as genetic, development, hormonal

and ailtural factors.

Two major theories about aggression and challenging behaviour in people
with intellectual disability will now be reviewed: behavioural approaches and mental
health perspectives. These theories form the basis of the majority of aggoach
assessmestand interventioafor challenging and aggressive behaviour in the field of

intellectual disability
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1.4.1 Behavioural Models of Challenging Behaviour and Aggression: The
Importance of Function

Since the early 1940behavioural theories of pdyalogy and learning have
been applied to challenging behaviour and aggression in people with intellectual
disability (Emerson, 2001). Behaviourist approaches have been veryinseful
promoting a conceptual understanding of aggression and challengingdaghavi
people with intellectual disabilities as a response to their environment rather than as an
expression of an internal pathology (Sturmey, 2007). These ideas have been developed
through research and applied behavioural designs to become the mdistsigwiay
of theorising and intervening in challenging behaviour in current intellectual disability
practice (Department of Health, 2001). This section will discuss the ideas behind
behavioural approaches to challenging behaviour, review the evidenbederideas
and discuss some of the limitations. It is important to note here that although this
thesis is focused on aggressive and violent behaviour in people with intellectual
disabilities, from a behavioural perspective, aggression and violence idviswder
the banner of challenging behaviour. When the research reviewed here is discussing
aggression or more general challenging behaythig distinction will be made clear

in the text.

1.4.1.1 The Functional Nature of ChallenginBehaviour

Behavioual theorists see all behaviour as a result of environmental forces.
First, the behaviour is shaped by environmental forces; these forces maintain this
behaviour through reinforcement patterns (Bush, 20A@3itive reinforcemerwill
increase the rate ofteehaviour when presented afiside the behaviour (Ferster &
Skinner, 1957). An example of positive reinforcement would be being presented with
D GULQN ZKHQ RQH DVNV IRU RQH 7KH EHKDYLRXU uDV!

positively by the presence ofdaink, so one would expect to see an increase in asking
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behaviourNegative reinforcemenmtill increase the rate of a behaviour when it is
withdrawn while the behaviour is present. An example of negative reinforcement
would bewhen a child screams at theepence of an unwanted food on their plate. If

the carrots are removed , the behaviour of screaming is negatively reinforced.

When the idea that the environment could play a part in shaping and
maintaining behaviour was applied to challenging behaviopeople with
intellectual disability, this opened up new ways of thinking about challenging
behaviour. Prior to this point, challenging behaviour was viewed as an expression of
the internal pathology of intellectual disability and somethingdiand unicangeable
(Emerson &Einfield, 2011). The idea that there was an environmental influence on
this behaviour suggested that challenging behaviour was an exanopleraht
behaviour That is, challenging behaviours are a form of behaviours which are shaped
and maintained through their environmental consequences. Carr (1977) argued that
this meant that challenging behaviour can be seen as functional and adaptiiat and

they are behaviours through which the person can exert control over their social world.

Bush (2012) outlines three principles which are essential when looking at
challenging behaviour as an operant behaviour. The first is that there must be a
functional relationship between the behaviour and the environment. Therefore,
reinforcing stimuli musbe shown to have an impact on the rate of the behaviour.

What is reinforcing cannot be identified independently of funcitamust be proven

to show an increase or decrease in behaviour. Behaviour is described as being from a
response classThis meas that a behaviour is present because it serves a particular
function. For some peopldifferent types of behaviour will sex the same function

and sdit into the same regmse class (Hanley, lwatalcCord, 2003). For example,

turning on a light swich to make a room brighter serves the same function, whether a
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SHUVRQ GRHV WKLV ZLWK WKHLU ILQJHU HOERZ FKLQ F

challenging behaviour may take several forms which achieve the same function.

The second principle isnderstanding the context within which the behaviour
occurs. Context provides a motivational basis for behaviour, and will indicate the
likelihood of a particular behaviour occurring. Context will often define whether a
stimulus can become a reinforcemennot. For example, food may only act as a
positive reinforcement when someone is hungry. Context is created from personal,
biological, historical, and environmental factors, which then establish the reinforcing
potential of an otherwise neutral stimulliis has also been called establishing
operation(McGill, 1999). The context willsoaffect the likelihood of a particular
behaviour occurring through being reinforced. This notion is caltigcaiminative
stimulus which enables the person to learwhat situations they are likely to be
given a particular stimulus. For exampesmall child may learn that they are more
likely to be given sweets (positive reinforcement) if they beg for them (behaviour) in a
sweet shop (presence of sweadgscriminative stimulus and context) than in a

butchers shop (context).

The third principle is to consider operant behaviour as the product of a
dynamic system. This means that people engage in a huge range of behaviours which
are under the control of differerginforcement patterns. Therefore, a behaviour is not
due to one discreet reinforcement contingency but part of a complex and dynamic

system.

These principles have been used to develop a number of assessment,
measurement and intervention techniguesst notaby Applied Behaviour Analysis,
Functional Analysis and Positive Behavioural Support, which focus on the function of
FKDOOHQJLQJ EHKDYLRXU ZLWKLQ D SHUVRQYY HQYLUR
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approaches are that challenging behaviour is a leaespdnse which is evoked and
maintained by environmental conditions, and is influenced by establishing operations,
antecedents and consequences (Did2led7). Establishing operations are things

which mediate the response to the environment which wipresent in some
situations for examplebeing tired, being prenenstrual or the presentation of

demands.

The above section described elements from behavioural theory which suggest
that challenging behaviour can be seen as an example of operant belmndmome
of the key principles that are involved in this approach. However, Emerson (2001)
advised caution when thinking about challenging behaviour from this perspective. As
people live in dynamic systems there will be a number of variables influencing

behaviour, as well as a complex set of reinforcements.

1.4.1.2 A Behavioural Paradigm for Conceptualising Challenging

Behaviour

Carr, Innis, BlakelySmith and Vasdev (2004) outlined a paradigm of
challenging behaviouhatattempts to capture the compheriety of antecedents,
contextual issues and reinforcement patterns which may account for challenging

behaviour when viewed as an operant behaviour

Systems Factom  Setting Eveats  Discriminative Stiauli Challenging

Behavioursy Conseguces

System factorare aspects of the environment, such as rules, regulations and
policies, which influence the nature of setting events. For example, a care agency
which mandates single seakcommodatiomay indirectly reduce the level of sexually

aggressive behaviour between sexes.
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Setting events are the motivational context or establishing opetiasitmay
alter the discriminative stimulugchallenging behaviour relationship. For examiile
someone is hungry and in an environment wittiood, this may alter their activity

when someone else brings food into the room.

The discriminative stimulus, as mentioned previously, istimuluslearnt
in the environment which may indicate whether a particular behaviour will be
rewarded by a particular stulus. For example person may have found that when
WKH\ DUH DVNHG WR FOHDQ WKHLU URRP LI WKH\ ELWH
to do this taskThe person then learns that biting will stop the requests to clean their

room.

Consequences atiee reinforcing stimuli which provide a functional, useful
result. For instangén the example mentioned abowee consequence of not having
to clean on& room is a reinforcement for biting behaviour, and one would expect to

see the amount of biting baviour increase.

Carr et al(2004) suggested that all these stages will influence one another in
affecing the likelihood of the behaviour occurring. For exampleetting event or
establishing operatigsuch as being unwell, may make a discriminagitauli such
asbeing asked to clean offeroom more aversive. To escape
(reinforcement/consequence) from this aversive, @s&is more likely to bite the

person asking.

1.4.1.3 Evidence for Behavioural Models of Challenging Behaviour

There are a numbef experimental and research designs which have been
employed to provide an evidence base for behavioural models of challenging
behaviour. Emerson and Einfield (2011) outlined four possible types of evidence.

These are: descriptive studies which desdtileecontext in which behaviour occurs;
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experimental designs where challenging behaviour is shown to fluctuate under
different experimental conditions; experimental manipulation of the reinforcing
variables; and experimental functional replacement of hehes; where a function of
challenging behaviour is identified and replaced by a more acceptable one. These
studies often focus on one or a few participants, as reinforcement structures are
usually only applicable to one person, depending on their owvatiotial setting

events andstablishing operations (Carr &t, 2004).

This section will review findings from this area. The potential antecedents and
reinforcing consequences of challenging behaviour from a behavioural or functional
perspective have ba extensively studied in the literature on challenging behaviour.
Thereforgthe literature relating to this topic is incredibly vast and varied (Carr et.al.,
1999), with a focus on an individual or small number of participants per research
paper. This setion will focus on metanalysis and systematic review papers which
have begun to pull together a variety of research with small sample sizes to investigate

what are the most salient antecedents and reinforcements of challenging behaviour.

Carr (1994) pdormed a systematic review examining research into the
functional analysis of behaviaufunctionalanalysisis a technique of assessment
where the function of a challenging behaviour is identified through the experimental
manipulation of antecedent andnsequenceariables (Paclawskyj, Kurtz &

O'Connor, 2004). The information from this is often augmented through direct
observation and interviews with care givers. Ga894)noted that research using
functional analysis had identified four controllingnfercements for challenging
behaviour. These were positive reinforcement in the form of increased attention from

care giversand access to tangible items such as sweets and preferred leisure items.
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Negative reinforcement came in the form of escape betssieither as a way of

avoiding task demands or avoiding social contact.

Hanley, lwata and McCord (2003) reviewed all papers using functional
analysis from 1961 to 200 which a functional assessment of challenging
behaviour using direct observatiamas used to inform an experimerhavean
environmental variable was manipulated in at least two conditions. This resulted in the
identification of 277 papers, 91.3% of which were investigating challenging
behaviours in people with intellectual disabilifshe majority of the behaviours which
were being assessed involved $&fm behaviours, and aggression or disruption.
32.2% of the research outcomes suggested that behaviour was maintained by the
withdrawing of social attention such as esecapeidance otaskdemand escape, and
that 25.3% of behaviour was maintained by positive social reinforcement in the form
of receiving attention. 10.1% of the research outcomes showed that behaviour was
maintained by access to tangible items. For aggressive behavijmarticular, escape
was the main form of reinforcement, however this result was drawn from a small

number of studies.

Matson et al(2011) identified 173 papers from theurnal of Applied
Behavioural AnalysiandResearch in Developmental Disabilitegich used a
functional analysis assessment method to identify the functions of challenging
behaviour. Four main reinforcements for challenging behaviour were identified.
Attention, from care givers, was reinforcing and took the form of reprimands, las wel
as positive statements and affection such as hugs. A second class of reinforcement was
when the person is alone. In this situation, challenging behaviour may occur due to
internal reinforcement such as sensory issues or may be due to another envilonmenta

factor independent of social presence such as hearing a particular sound. A third class
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of reinforcement was escape from demands, either a task or environment. A fourth
reinforcement class identified was access to tangible objects. A successful
reinforcanent schedule could also be a combination of the four reinforcement classes.
In 97% of the studies reviewed, presentation or access to reinforcing stimuli caused an

increase in challenging behaviour.

Carr, Homer, and Turnbull (1999) performethataanalysison all papers
examiningPositive Behavioural SuppoffPBS) from 19850 1996. Positive
behavioural Support is an intervention technique for challenging behaviour which uses
behavioural principles to decrease the rate of challenging behaviour andéntrea
rate of socially appropriate behaviours through reinforcement. Positive behaviour
support utilises a number of methods to do this, such as changing the type of
reinforcement after challenging behaviour, altering the environment to change the
influence of setting events, establishing operations and discriminative stimuli, and
teaching and reinforcing more appropriate behaviours. PBS does not always utilize a
functional analysis of challenging behaviour when developing intervention techniques,
sometims relying on the manipulation of consequence reinforcement alone. The
results of this metanalysis have been an influential factor in the increasing
recognitions of PBS and the implementation of these technigadsin America and
the United Kingdom (Asociation forPositiveBehaviour Support, 2008). Caet al.
(1999)found that, in half of all the papers reviewed, there was a 90% decrease in the
rate of challenging behaviour. There was also a small amount of evidence that these
decreases could be mairted in 60% of these cases. However, a reduction in
challenging behaviour was more common in papers which functionally assessed
behaviour prior to interventigmnd was more successful when focused on one type of

behaviour rather than a combination.
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Greyand Hastings (2(®) systematically reviewed the papers published in
2004thatexamiredthe effect of behavioural interventions on rates of challenging
behaviour. They found that studies identified eseamgdance as a major
reinforcement when people aretask demand situations or social situations. These
situations often resulted in the reinforcement of aggressive behaviour. Interestingly
this aggression was reduced when people where taught functional communication
techniques which allowed them to usst a break or another activity. Grey and
Hastings postulated that functional communications skills could be an establishing
operation or setting event which then changed the impact of the task or situation

(discriminative stimuli).

The above reviews fos on challenging behaviour as whole, and the majority
did not divide these behaviours into topographies. One review has focused solely on
aggressive behaviour in intellectual disabilByosran and 2 flealy (2011) looked at
research from 1980 to 2009 irstigating the efficacy of behavioural interventions to
reduce aggressive behaviour in children aged between three and eighteen years who
also had an intellectual disability. This yielded 18 papewelving a total of 31
participants. All of the interveitns had been somewhat successful in either reducing
or extinguishing aggressive behaviour. When examining interventions which
manipulated antecedents (setting events and establishing operatiddsdn were
less likely to be aggressive when they hatkar schedule to their day or were given
choices in what they did when moving from one activity to another. In studies where
reinforcement was manipulated, there was a reduction in aggressive behaviour when a
functionally equivalent behaviour was taughtgositively reinforced. For example,
if a child demonstrated aggressive behaviour when they wanted to escape from a task
demand, they were taught to indicate that they needed a Bxeai time they did

this, it was reinforced through being given a reta
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The above systematic reviews and rreatalysis suggest that behavioural
approaches to challenging and aggressive behaviour is a large and well researched
area. By combining the results of experimental manipulation and successful
interventions with smbnumber of participants, a growing body of evidence has been
amassedhatsuggests several key elements in the shaping and maintenance of
challenging and aggressive behaviour in people with intellectual disability. Potential
functions of challenging bekimur include escape from tasks and social interaction, as
well as increasing access to social interaction and tangible items. There have been
many examples of a reduction in challenging behaviour through using differential
reinforcement patterns, and raping problematic behaviour with a more acceptable

one with a similar function.

1.4.1.4 Limitations

1.4.1.4.1 Limitations of the Evidence Base

The majority of the research literature has the strongest findings when looking
at classes of reinforcement.this way, behaviour could be increased or decreased
depending on the amount and type of reinforcement which was presented alongside it.
Although many of the papers concluded that this evidenced a function to the
challenging behaviour, such as escape fremahds, for some of the evidence a
functional assessment had not taken place. In studies where functional analysis had
not taken placechallenging behaviour was increased or decreased through
reinforcement schedules. Without a clear, defined functiotheobehaviour, changes
in the rate of challenging behaviour could be due to simple reinforcement patterns. As
there was little data which was longitudiniawas difficult to assess the maintenance

of any change in behaviour from using behavioural inteigas.
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A great deal of evidence from the research suggéisstbur classes of
reinforcement were involved in the maintenance of challenging behaVioer.
systematic review conducted Barr (1994)ndicated that escape and access to
attention and iteis were major reinforcements of challenging behayiana this
trend continued through the more recent reviews. However, as researchupoiids
the finding of previous researchgitamay be that as these reinforcement classes began
to build up an evidere base, subsequent research has focused on those rather than
other types, or researchers have tried to incorporate the reinforcement class found in
their study to those which are most sucfids&or example, in Matson et 41§{2011)
review, although remarch was subdivided into the four common reinforcement
classes, the definitions used by researchers varied wilgjgedng that there is a
possibility when researchers believe they are reinforcing a behaviour with an escape
reinforcement that this cadilactually be another type of reinforcement class. This
point is not made to try to deny the large amount of evidientteatingthe
importance of these reinforcement classes, but to suggest that there may be other
reinforcement classes which have not bessearchedr that current research may

not always be reflecte ofthe reinforcement class it states it is.

One of the major issues with looking at published evidence, both as
standalone evidence and as part of a reyigwositivepublication biagMatson et al.,
2011). Paperthatshow a positive or efficacious result are more likely to be
published which makes estimation of the number of studies using behavioural
approaches to challenging behavithatwere not successful very difficult to
estimate. Positive selection bias may have also taken place at various stages
throughout resear¢kuch as choosing participants who seemed to have clear functions
or reinforcement patterns in their behaviour rather than those who were very

disorganised. It ifeasible thereforeto hypothesise that there are people who display
34



New Ways of Predicting Aggressive Incidents in Clinical Settings

challenging behaviour for whom a behavioural or functional approach was not
successful or did not have clear environmental antecedent and consequences

surrounding their behaviour.

While the majority of the reviews identified important functions and
reinforcement of challenging behaviours, there was little evidence regarding the
antecedents, setting events, establishing operations, systems factors or general context
that have also bednypothesised to play an important role in behavioural theories of
challenging behaviour (Carr, 1994; Carr al., 1999). Systems factors have been
particularly neglected (Carr «dl., 2004). Although Brosnon an2ifiealy (2011)
identified a numbeof paperswith positive results which had looked at manipulation
of antecedents by providing information about the $iaghedule to participants, this
was only in a small amount of research and fedas a specific area. As Emerson
and Einfield (2011) stated, baWiour arises from a complex and competing system of
antecedents as well as reinforcement classes. Many functional assessment tools do
examine setting events by asking questions about physical events, social events an
physiological events (Carr @l., 2004). While research has examined the effect of
some setting events on challenging behaviour, such as activities asng se¢nt
(McGill, Teer, Rye 8Hughes, 2005), menstrual ipgCarr, Smith, Giacin, Whelan &
Pancari, 2003) and the presence of othetsiiacting (Taylor, Sisson, McKely &

Trefelner, 1993), a research synthesis in this area has not yet taken place.

1.4.1.4.2 Limitations of Behavioural Approaches to Challenging Behaviour

While popular, especially in clinical practideehavioural andunctional

approaches to challenging and aggressive behaviour do have limitations.

On a practical note, a thorough functional analysis is a lengthy process, often

involving direct observation, interviews and experimental procedures in order to
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identify the antecedents and consequences of behaviour. This has made this approach
difficult in community settings and although a number of tools have been designed to
make this process easier, this approach can still be time consuming or, when

performed in an attemmted pattern, risk missing particular variables of importance.

Emerson (2001) noted that there is a motivational aspect to challenging
EHKDYLRXU VLPLODU WR &DUUTV QRWLRQ RI V\VWt
discriminative stimuli, where envirorental, biological, historical and personal factors
combine to produce a motivational state which will affect how much influence a
neutral stimuli will have on the presence of challenging behaviour. Although this has
become recognised in theoretical literatas essential to the understanding of
challenging behaviour, these factors are rarely studied wathinctional framework
(Carr etal., 2004). By not studying these factors and their relation to challenging
behavioursclear functional frameworks fahis behaviour cannot be established.
There is a large amount of research into some of these factors, such as sleep
deprivation and pain (discussed elsewhere in this reylewever this has not been
linked to behavioural approaches in a way that all@sgsarchers to systematically
investigate their influence. One exception to this is the research intoaido
reinforcement (Emerson &infield, 2011). Automatic reinforcement occurs internally
as a response to events, for exampleen people with senspprocessing issues or
unmet sensory needs may engage infsain behaviours, which are then positively
reinforced due to their biological reaction. Automatic reinforcement presents its own
challenge to researchers as it is very difficult to determinehgh¢his is occurring
However, research into interventions in sensory processing issues have noted a
reduction in selnjurious behaviour that was automatically reinforced when it has

been replaced functionglby other actions (Emerson Einfield, 201).
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There is also a danger that some of the results found in research into
behavioural approaches to challenging behaviour are false positives. Rooker, Iwata,
Harper, Fahmie and Camp (2011) noted that in studies where there was a tangible
reinforcement cadition, a high proportion of these studies reported that tangible
reinforcement was the primary reinforcement class. Also, in research that was
investigating behaviours which were reinforced through multiple reinforcement
classes, 41 out of 49 of the stesliwhich used tangible reinforcement reported that it
was one of the sources of behaviourmtemance. Rooker et al. (20Xkl)ggested that
rather than all of these studies showing evidence for tangible reinforcement,
potentially providing a person with @ess to highly desired item (as identified by
preference assessment) during an experimental condition may produce a false positive
outcome in some cases. In order to investigate this point they performed an
experiment with six adolescents who had intellattisability. The participants were
reinforced for performing a simple task (either button pressing or card touching) either
with attention, tangible objects, play, demands or an alone condition where the
participant was left with the materials for thesponse. In five of the six participants,
the tangible reinforcement condition was the amtgwhich caused an increase in the
target task. This either occurred immediately or increased dramatically after the initial
sessions. For the participant who diot respond to tangible reinforcement, he did not
respond to any of the other conditions apart fromglenefpne, where his button
pressing may have been reinforced due to an automatic reinforcement. Tangible

reinforcement therefore rapidly increasegraviously uneinforced behaviour.

Rooker et al. (2011then tested how this worked in adults who displayed
stereotypic (a form of challengingghaviour. Rooker et al. (201ibentified, by
preference assessmgiite favourite food item of three adult#thwintellectual

disability and stereotyped behaviour (chocolate, mint chocolate and yogurt). They also
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identified the most common tangible items presented to the adults after stereotyped
behaviour. These items were presented relatively infrequentlytiof@ participant
received no tangible reinforcement in a four hour observation period and consisted of
a magazine, a puzzle, juice, ancharker pen. This led Rooker et al. (201d)

conclude that the behaviour was automatically reinforced, a conchktsgmgthened

by the behaviour occurring mostly when the participants were alone rather in other
conditions. The experimental conditions were being alone, being presented with the
highly preferred item or an item from the observations of commonly presented
tangible reinforcements. In all three cassreotypy occurred more often and more
consistently when it was reinforced with a highly preferred item, than in the alone
condition or the condition where they were given an item from the observation. These
experiments suggest that tangible reinforcement conditions may give a false positive
result for tangible reinforcement for either a response with no history of reinforcement
or a response with a different history of reinforcement. For example, in the second
study, preference assessment indicated what the participants preferred foods were
However these were never given during the times the challenging behaviour oc¢curred
S0 using this as a reinforcement condition gave a false impression about what might be
driving the challengindpehaviour. Rooker et al. (2014)ggested that access to

tangible items should not be included as a condition when examining reinforcement
unless there is a strong indication that this is important for the individual. Also

caution siould be taken during preference assessments as a fqueefierred item

may be one that is never presented during the time of challenging behaviour, for
example, access to chocolate during lessons. This research suggests that there is a
potential for resarch using tangible reinforcement conditions to provide false positive

results. Although there is no research on this area to date, it is possible that other types
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of reinforcement may provide false positive results and so research evidence, even

with thorough functional analysis should be taken with caution.

The behavioural approach to challenging behaviour has been revolutionary in
the assessment and intervention of challenging behaviour in people with intellectual
disabilities. However, approaching bhaviours in thisvay, including aggressive
and violent behavioumakes the assumption that behaviour is always functional in
nature. These functions have often been suggested to be escaping demands, both task
and social and increasing access to prefkitems or social content. However, as
suggested earlier in this chapter, violent and aggressive behaviour is thought to be the
product of interacting forces, both personal and environmental. Some aggressive and
violent behaviour is not used in a traditadly functional way, but may be an
expression of angga response to provocation or frustrationas a result of a history
of sociceconomic deprivation (Emerson Binfield, 2011). Behaviourakpproaches
to aggressiomlsofocus on immediate antecedemand consequengesd therefore
may miss more complex causes of aggressive behaviour. Approaches that can capture
longer sequences of antecedents and their interactions would be useful when exploring
aggressive behaviour in people with intellectuahiikty, as it may better describe
how aggression arises. A focus on antecedents as opposed to functional consequences

may also aid in developing predictive and preventativategies

Now this review will turn to the second major approach to challeraying

aggressive behaviour in intellectual disability reseamsdntal health problems.

1.4.2 Mental Health and Aggressive and Violent Behaviour

Mental health problems have often been linked with violent and aggressive

behaviour in the social arailtural conscience (Elbogen &hnson, 2009). Public
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conceptions about the risk posed by people with mental health problems have been
shown to increase stigma about mental health and decrease the likelihood that the
general population would engage with peopléhwitental health problemgik,

Phelan, Bresnahan, StueveP&scosolido, 1999).

While there is a suggestion that some mental health problems may be
implicated as a causal factor in the aggressive behaviour of the people experiencing
them (Buchanan, 1993yany researchers have questioned the idea that mental health
problems lead to an increased risk of becoming violent or being frequently violent
(Stuart, 2003). Although there is a high rate of violent and aggressive behaviour when
people are admitted intcute inpatient wards, this is potentially due to aggressive
behaviour being a common reason for admission, rather than this behaviour being a
fundamental part of the mental health probleim@pexperienced (Steadman et al.,

1998) Indeed Steadman et a{1998) found that 12 months patischarge from an
inpatient treatment facility, violent and aggressive behaviour by former inpatients with
a singular mental health diagnosis had fallen to the same rates as a comparable

community sample.

Some researchehave suggested that those experiencing particular types of
mental health problems may lead to an increased risk of violent and aggressive
behaviour. For instance, it has been argued that people experiencing psychosis or
schizophrerd symptoms involving dlusions are more likely to be violent if those
delusions are threat/control aviele in nature (Link, Stueve &helan, 1998).
Threat/controbverridedelusions are ones in which the person believes that they are
under threat from another person or thairtininds are being controlled by outside
forces. However, in a longitudinal survey of 852 discharged psychiatric inpatients,

Appelbaum, Clark Robbins and Monahan (2000) found those with any type of
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delusion were no more likely to have been violentjoestharge than fellow patients
without delusionsAlthough Appelbaum et al. (2008pncluded that delusions
potentially played a part in a small amount of aggressive and violent behaviour, they
also showed that when results were controlled for anger andsinipy this wiped

out the effect of delusions on the violent and aggressive behaviour in the sample.

The MacArthur Violence Risk Assessment Studlgléznik, Appelbaum,
Frank & Clark Robhbins2001) looked at, 136 people admitted to inpatient facilities
for mental health problems from three sites in America. Participants were assessed on
134 potential risk factors for violent behaviour and followed up-gisstharge into the
community for a period of up to 12 months (depending on attrition rates). @ of
original sample, 18.7% of participants were violent at least once in the first 20 weeks
postdischarge. Out of the original risk factors identified, a history of prior violence,
childhood experiences of abuse, high psychopathy and anger scored were al
associated with being violent post discharge, as waswocbid substance abuse
problem. Diagnosis of a major mental health problem and the experience of delusions

and hallucinations were not associated with violent behaviour.

Cao-morbid substance abussues have been suggested as a potential link
between violent behaviour and mental health problems. Elbogen and Johnson (2009)
looked at data collected by the National Epidemiological Survey on Alcohol and
Related Conditions, a face to face survey whadk place in two waves from 2001
2003 and 2004005 and involved 34,653 adults over the age of 18. Measures
included those of substance abuse, mental health issues, violence between waves and
the risk factors used by the MacArthur Study. Multiple regozsanalysis revealed
that the most robust predictors of whether the participant sample had been violent

between waves one and two were age (younger), gender (male), history of violence,
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history of juvenile detention, divorce in past year, history of bbitdi abuse,
unemployment, conorbid substance abuse and mental health problem and
victimization in the past year. In fact, mental health probletttsout thepresencef

a camorbid substance abuse issuere not a predictor of violent behaviour and risk

estimates were at a similar level to those without any diagnosis.

Steadman et a[1998)used the data from the MacArthur study and compared
it with a community sample from the same neighbourreratfound that, as
previously mentioned, 12 months paétcharge from inpatient facilities, violent
behaviour had decreased to levels seen in the comparable community sample for
people with a singular mental health diagnosis. Those participants witmarbad
substance abuse problem remained elevated in thesr shviolence and aggressive
acts even at 12 month follow up. Interestingly, the elevated rates of violence in the co
morbid substance abuse group were similar to those in the community sample who
demonstrated signs of substance abuse. Stuart (2008)dgested that substance
abuse may be linked to violence in people with mental health issues as it could lead to

less medication adherence and poor insight.

Current research suggests that while mental health problems may have a
causal link with some viehce and aggression, it is unlikely all people with mental
health problems are going to be at higher risk of being violent or with more frequency.
Many of the identified risk factors for violent and aggressive behaviour in those with
mental health problenare dispositional, historical andmtextual in nature (Elbogen
& Johnson, 2009and are typical of risk factors for violence in those without a mental
health problem. Substance abuse appears to have a mediating link in whether someone

with a mental he#h problem is violent and aggressive.
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1.4.2.1 Mental Health, Intellectual Disability and Aggression

The above section examined the link between mental health problems in the
general population and violent and aggressive behaviour. Research findinggeate mi
but researchers do not deny the possibility that for some people the presence of a
mental health problem may have a link to their violent and aggressive behaviour

Howeverit is very important to takether risk factorsnto account.

In the intelleatial disability population, it is only fairly recently (past 25
years) that the concept of mental health problems has been applied to people with
intellectual disability (Holden &itlesen, 2003). Prior to this pojigsues which may
have arisen from merithealth problems were treated as part of the intellectual
disability itself, a concept called diagnostic overshadowing. Currently, mental health
issues are coming to the fore of thinking about challenges which people with
intellectual disability facgbut this area is one of research amdjoingchallenge for

clinicians (Hurley, 2008).

Dagnan and Lindsay (2012) identified five ways in which people with
intellectual disability were more at risk than the general population for developing

mental health probims

. Some intellectual disabilities with a genetic cause, such as
'RzQYV VIAQGURPH DUH DVVRFLDWHG ZLWK
psychological profiles. People wibown{V V\Q@egRPH
more likely to develop depressi@and dementia (White,
Chant, Edwards, Townsend\&aghorn, 2005).

. People with intellectual disabilities have deficits in emotional
regulation, communication and problem solvimich can

make their interactions more complex and demanding.
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. People with intellectual disabilities often have particular
attachmat experiences which are linked with the
development omental health problems (Schuengal, Schipper,
Sterkenburg &ef, 2013).

. People with intellectual disabilities are more often exposed to
negative social experiences such as bullying, sexual abuse and
loss(Tsakanikos, Bouras, CostelloRolt, 2007).

. People with intellectual disabilities are exposed to many of
the social factors associated with low social economic status

such as unemployment, poverty and social isolation.

Although people with intellecal disabilities are likely to have a high
vulnerability for developing mental health problertiee actual prevalence rates of
mental health problems have been difficult to determine (Cooper, 2004). In a
systematic review of the data on prevalence rateseatal illness in intellectual
disability, Whitaker and Rad (2005) found that the data used to estimate prevalence
rates was flawed due to a number of issaash as relying on administrative samples
which may be biased towards showing higher rates otahélness a lack of
reliability in diagnosisanda lack of consistency in the use of diagnostic categories.
For exampleWhitaker and ReG IRXQG WKDW PDQ\ RI WKH VWXGLHV
SUREOHPVY DV D SV\FKLDWULF GL \diRddertdudliredHnvttd WH WK
Diagnostic and Statistical Manual of Mental Disorders (D3M) or the International
Classificationof Diseases (ICELO), the two most commonly used diagnostic texts. A
variety of studies have found varying prevalence rates d@mgnon the population
and sampling method usdebr exampleDeb, Thomas and Bright (2001) found a
16% prevalence of mental health problems in 101 registeredseisécs in South

Wales White et al(2005) found a 23.3% prevalence rate in 554 peopta &0
44



New Ways of Predicting Aggressive Incidents in Clinical Settings

community sarple in Australiawhile Cooper et a2007) found a 52.2 %revalence
rate in 131 people with severe intellectual disabilities taken from a whole population
survey in West Scotland. Despite the difficulties in assessing prevalence rates,
research does suggest that people with intellectual disabilities do experience mental
health issueghatthe prevalence rate is possibly higher or at least equal to the rate
seen in the general populati@nd that proper assessment and treatment of menta
health issues is essential to thellbeingof the intellectual disability gpulation

(Dagnan &Lindsay, 2012).

In some cases, aggressive and challenging behaviour has not been found to
have a recognisable function or environmental cafiseghermorethe majority of
people with intellectual disability do not show aggressive or challenging behaviour.
Due to the recognition that mental health problems are prevalent in people with
intellectual disability, some researchbes/e been letb suggest that meaithealth
problems may be a causal factor in aggressive and challenging behawobakk&
Tetzchner, 2008 Emerson, Moss andi&nan (1999) identified three ways in which

aggression and challenging behaviour may be associated with mental headth issue

. Aggression may be an atypical presentation of a core
symptom of a mental health problem in people with
intellectual disabilities (Allen, 2008).

. Aggression may be secondary features of mental health
problems in people with intellectual disabilities

. Mental health problems may act as establishing operations for

operant maintained aggression

Bhaumik, Tyer, McGrowther and Ganghadar@®08) havelso suggested

that the expression of aggressive behaviour should constitute a mental health problem
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in its ownright, while Lowry (1993) argued that mental health problems are setting

events for aggression as they reduce the tolerance for aversive events.

Since the early 1990there has been a steadily growing body of research
which has investigated mental hbghtresentation and challenging and aggressive
behaviour. However, the majority of this research has not focused on the potential
hypothesis outlined aboyeut rather on a variety of hypotheses depending on the

stance of the researcher. A brief review wfrent research findings will now follow.

Dura (1997) examined 67 adults with intellectual disability. Dura compared
levels of expressive communication, psychiatric symptoms as measured by the Brief
Psychiatric Rating Scale (BPRS) and aggressive behatmmasds others. Dura
found that the higher the score on the BPtR8 higher the incidence of aggressive
behaviour and the lower the expressive communication ability. Bihm, Poindexter and
Warren (1998) looked at 170 people with severe and profound attellaisability,
rates of aggressive behaviour and scores on the Reiss Screen, which is a 36 point scale
designed to screen for mental health problems in people with intellectual disability
(Gustafasso& Sonnander, 2002). Using multiple regression amglyisey found that
28% of the variance of aggressive behaviour could be accounted for by high score of
the Reiss Screen, indicating that high levels of mental health symptoms were
associated with some aggressive behaviour. The specific subscales fReisthe
Screen which were predictive of aggressive behaviour were dep@mgesrsonality,

psychosis and depression.

Holden and Gitlesen (2003) found that mental health symptoms were
significantly more present in a sample of 105 people with intellectuatbitity who
displayed challenging behaviour thiwat of60 people with intellectual disability who
had not displayed challenging behaviour. Mental health symptoms were measured by
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the Psychiatridssessmenbchedules for Adults with Learning DisabilityAB-

ADD), a 25 item questionnaire designed for use with care staff (Moss, P&osser
Goldberg, 1996). Subscales measuring psychotic and anxious disorders were rated
significantly higher in the challenging behaviour group than people who were not

challenging

Hemmings, Gravestock, Pickard and Bouras (2006) examined 214
participants with intellectual disabilities scores on the A&D levels of social
impairment and challenging behaviour. Using multiple regression anahesysfound
that aggressive behaviowas predicted by the presence of three items from the PAS
ADD: low energy, early waking and irrittlomood. Hemmings et al. (20069ted that
these itemsvere similar to the symptoms of affective disorders such as depression in
the general population.dwever, the predictive profile of another type of aggressive
behaviour fproperty destructiordid not fit the profile of a mental health diagnostic
structure, so it may only be some types of behavimatare influenced by mental

health issues.

Myrbakk and Tetzchner (2008) compared 71 people with intellectual
disability and challenging behaviour against 71 matched controls. Psychiatric
symptoms were assessed using the Reiss ScreerABB%nd Diagnostic
Assessmenif the Severely Handicapped Il (Daghl) (Sturmey, Matsor& Lott,

2004). Those with higher rates of challenging behaviour scored higher for the
presence of mental health problems on all measures than those with low rates of
challenging beaviour. Also in 2008, Felce, Keand Hastings lookedt the

relationship between severity of intellectual disability, challenging behaviour, social
skills and mental health issues as measured by the Psychopathology Instrument for

Mentally Retarded Adtd (PIMRA).Using multiple regression analysielce el
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(2008)found that high PIMRA scores were predictive of higher levels of challenging
behaviour. However, more severe disability, poor social skills and less adaptive

behaviours were also highly predictive of the presence of challenging behaviour.

McCathy et al.(2010) compared the challenging behaviour rates of 124
adults with intellectual disabilities and autistic spectrum disorders and 562 adults with
intellectual disabilities. They found no evidence that mental health issues, as measured
by ICD-10 categorieswere predictive of challenging behaviour. However, they did
find an association with severe intellectual disabilities, autistic spectrum disorder and

challenging behaviour.

Kearney and Healy (2011) examined the saocial skills, challenging foemavi
rate and scores on the DASiHN 39 people with severe to profound intellectual
disabilities. Those with high rates of challenging behaviour scored significantly higher
on the DASHII than those with moderate or no challenging behaviélso in 2011,
Tsiouris, Kim Brown and Cohen examined scores on the Modified Overt Aggression
Scale, which includes a scale for psychiatric diagnosis. Out of those participants who
were violent or aggressive, 59% had a diagnosis of at least one psychiatric disorder.
However aggression was also highly correlated with age, level of intellectual disability

and the presence of an autistic spectrum disorder.

The above studies used a variety of scales which attempt to capture a range of
psychiatric symptoms. Some of thesalss, such as the PAADD and DASHII
include subscalehatcorrelate with DSM diagnosis for specific psychiatric disorder.
However, specific diagnostic labels were applied post analysis and the above research
was not attempting to look at whi@tany) challenging and aggressive behaviour may
be related to specific diagnostic categories. If challenging and aggressive behaviour is
related to the expression of mental health problems, some researchers argue that there
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might also be specific subtypes of ckaljing behaviour associated with them, such

as depression and psychosis.

Hurley (2008) compared the rated challenging behaviour in 85 people with
intellectual disabilities and a diagnosis of depression against 70 people with bipolar
disorder, 30 with angity and 27 controls. Information about participants was collected
from the reports of initial psychiatric screening from a specialist psychiatric clinic.
Hurley found that the majority of those diagnosed with depression were angry,
anxious and withdrawn.lile major referral issue for the depressed patients had been
their aggressive behaviour. Those in the depressive group were also classed as being

more aggressive than those in the anxious and control conditions.

HD\HV OF*XLUH 271HLOO (2001 fohhd tiapeoplkervithJ L V R Q
severe and profound intellectual disabilities who had low scores on the Mood Interest
and Pleasure Questionnaire (MIPQ), a measure of depression in people with severe
and profound intellectual disabilities, were ratediaglaying higherdevels of

challenging behaviour.

Thorson, Matson, Rojahn and Dixon (2008) compared the rates of challenging
behaviour in 14 people with intellectual disabilities and psychotic spectrum disorders
against 22 people with intellectual disalis and another kind of mental health
issuesand 22 controls subjects who were people with intellectual disability and no
mental health problem. Psychiatric symptoms were assessed using IDASH
difference in the rates of aggressive behaviour betweethtee groups was noted
but there was significantly more stereotyped challenging behaviour in the psychotic

spectrum group.

The above studies indicate that some people with a mental health problem and

intellectual disability also display challengingdaaggressive behaviour. However
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there are a number of limitations with these studies, both methodologically and
conceptuallywhich make conclusions about the strength and nature of the association
between challenging and aggressive behaviour, mentahlawitintellectual

disability problematic

There are a variety of measurement instruments used in the studies. This
makes standardisation across results diffi@anidthere are also flaws with the
instruments themselves. The RABD is not appropriate fouse with severe and
profound inellectual disability (Holden &itlesen, 2003)although it was used with
some of these populations in the studies. None of the measurement instruments used
were directly comparable with DSM and I€ID disorders (standadiagnostic
criteria for mental health diagnosighd many of the instruments use behavioural
indicators of mental health issues within their scales. This creates a circular problem
when trying to determine the link between mental health hatleniging blhaviour
(Holden & Gitlesen, 2001 If people are diagnosed as having a mental health issue
when displaying challenging behaviour, any further challenging behaviour they
display will strengthen or contribute to a mental health diagnosis. The majority of the
studies which used these instruments relied on untrained informants such as the care
staff who have been working with participants for some time. Although care staff are a
useful source of information, untrained informants can enter measurement bias to
results. For exmple, Holden and Gitlesen (200&sked informants to rate the level of
mental health symptoms their clients were experiencing using theAB&Gand to
justify how they had observed this. They found that 73% of all symptoms on the
checklist wee marked as present due to the presence of challenging behaviour rather
than by other issues. As this checklist is reliant on observational means, it is perhaps
understandable that informants used concrete examples of behaviour to justify the

presence ofertain symptoms, however, Holden and Gitlg@809)also found that
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there was a misunderstanding of diagnostic criteria when attributing certain mental
health symptoms. Holden and Gitleg2009)found thatparticular aspects of a
SHUVRQYV E H Beihy titBdxas azyirigtdm of a mental health problem when it
bore no relation to the symptom class being described. For example, an item on the
scale which asked the informant to rate whether someone haslfdstlpskills such

as eating and getting diged, which is a symptom of affective disordesss rated as

being present for a person due to them having a lack of general motor skills.

These measuring instruments also do not capture the potential fluctuations in
the status of mental héfalin partiégpants (Hemmings etl., 2006). Fluctuations would
be useful to capture as if there is a link between mental health and challenging
behaviour one would expect there to be corresponding increases and decreases in
challenging behaviour rates with mentakstas of yetthis has not been

investigated.

Other studis (for example, Hurley, 2008; McCarthyadt, 2010) have tried to
move away from the potential problems of using measuring instruments by following
the diagnostic criteria for mental health peybk as outlined in the DSM or ICID.
However, this has also been criticised as diagnostic categories often rely on verbal
reports of symptoms which are not suitable for those with moderate to profound
intellectual disability. Meins (199&ound it imposdile to apply the majority of
criteria for depression, as outlined in DSMo people with severe and profound
intellectual disability. White et a]2005) also discussed the idea that mental health in
intellectual disability does not correlate to the diagfic criteria in the DSM or ICD

10 which provides a challenge for researchers investigating this area.

Research which has compared more than one variable in the investigation of
challenging behaviour and mahtealth (Felce et al., 2008; McCarthy et 2010;
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Kearney etl., 2011 Tsiouris et al., 200)1such as poor social skills, communication
skills or the presence of autistic spectrum disorder has found evidence to suggest that
these areas also play a part in the expression of challenging beh@tisuis.

consistent with research into challenging behavioutheroresearch domains

(McCarthyetal., 2010).

The majority of the studies discussed above had very small sampleasides
all participants were recruited from services for people wittladtual disability. A
major factor in whether a person with intellectual disability acsessvices is
whetheror notthey display challenging behaviour. Whitaker anadr@005)
highlighted that although roughly 1% of a general population will haveteltectual
disability, only 0.25% of this 1% are known to services. This means that samples
drawn from service user populations are unlikely to be representative of the number of

people with intellectual disability who have a mental health problem.

Ross and Oliver (2002) have suggested an alternative explanation for the link
between mental health and challenging behaviour. Ross and diverxamined the
effects that being challenging has on a person with intellectual disability and their
environmentAs mentioned in the introduction to this chapter, being challenging or
aggressive can cause a nhumber of problems for the person with intellectual disability,
the people they live with and who care for themd service provision. This may
cause lack of mourcesuch autings being given to the pers@md long times spent
socially isolated because others withdraw from the behaviour. Ross and Oliver
suggested that these results of challenging behaviour could cause low mood and
mental health issues in tperson with intellectual disabilityrhereforeintervention
aimed at reducing the negative effects of being challenging would be more beneficial

to this group than medication for mental health issues.
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1.4.2.2 Mental Health, Challenging Behaviour and Migdtion

When examining the idea that aggressive behaviour might be a mental health
problem, it is useful to look at the wide prescription of-gsiichotic and anti
depressant medication to people with intellectual disability who have no formal
mental hedh diagnosis. If aggressionpsirt of a mental health probleone would
expect to see a reduction in these behaviours when prescribed therapeutic doses of
antipsychotic and antilepressant medications. However, there is a lack of evidence
of efficacy ofthese drugs fareducing challenging behavioheyond their sedative
and suppressiveffects (Allen, 2008; Matson & Neal, 2009). Bhauratlal. (2008)
found no difference in rates of reduction of aggression in people with intellectual
disability who werdreated usingdaloperidol,Risperidone (two commonly prescribed
antipsychotics) or a placebo. Valdovinos, Caruso, Roberts, Kim and Kennedy (2005)
found that in some cases what was being interpreted as aggression was actually a side
effect of taking antpsychotic medication. These side effects tended to be treated with

the prescription of more medicatiomhich increased leve of problematic behaviour.

In conclusion, the link between mental health and challenging behaviour in
people with intellectualidability is unclear. While people with intellectual disability
are at increased risk of developing mental health issues, research into prevalence is
inconclusive and dogged by issues of validity of diagnosis. Evidence from research
suggests that some pdepvith mental health issues and intellectual disability are
more likely to be challenging in their behaviour, however samples may be biased,
measuring instruments are not consistent or valid across staidieg/hen other
variables are introduced theawe been more accountable for challenging behaviour
than mental health issues. When looking specifically at aggression, there was a
suggestion from the research that people with intellectual disability and depression or

low mood may be more likely to displaggressive behaviour than other kinds of
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challenging behaviour. However, this was not supported by studies looking at a

variety of challenging behaviours and mental health symptoms.

Mental health problems are often cited as a cause for aggressive belravio
people with intellectual disability, or the aggressive behaviour is named as a mental
health problem in its own right. However, this approach does not take into account
other factors, such as environmental varighldsch are also important when
corsidering the risk of a person acting aggressivelglinical settings where the
majority has anental health problem and intellectual disabitityt different levels of
aggressive behaviour, mental health issues alone are not a good predictor of
aggressin. Approaches that examine how environmental variablesergsin

aggressive behaviour would be useful when considering these settings.

1.5 General Aggression Model

The above sections reviewed two of the major approaches to assessment,
intervention ad managemerntdf aggressivand challenging behaviour in intellectual
disabilities. Although these approaches have been influential in the field of intellectual
disability practice, both approaches consider challenging behaviour more consistently
than aggessive behaviour. As mentioned previously, aggression is thought to be the
product of a number of factgnmanyof which are not accounted for by the

behavioural and mental health approacesen in intellectual disability

The GenerlbAggression Model (Aderson & Bushman, 20Dproposes a way
of integrating the different facets that may affect aggression into a comprehensive
model of aggressive behaviour. Personal factors such as age and gender are thought to
combine with situational determinantsto inAILQFH D SHUVRQYVY FXUUHQW LC
cognitive statearousalevel and emotionThis then influence WKH SHUVRQYV GHFL)
making processvhich may make them more or less likely to engage in aggressive
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action. The General Aggression Model is a useful frannke¥ay considering factors
which may be involved with aggression in intellectual disability but are not covered
by the two dominant models of aggression in people with intellectual disability.
Factors of the General Aggression Motheltare potentially irportant in

understanding aggression in people with intellectual disability will now be reviewed.

1.5.2 Personal Factors
The personal factors in the GAM are now discussed, examining the literature

for evidence supporting them in the intellectual population

1.5.2.1 Age and Gender

Age hasheen cited as a major factor in aggressive behaviour in the general
population with younger people more likgto be aggressive (Andersontfuesman,
2003). Gender has also been cited as a major risk factor for aggrdsgiierboys
start by displaying more aggressive behavtban little girls, and these differences
increase with age until beginning to decrease arourtD3@arswith men and
women showing different patterns of aggressive behaviour aitfeaent frequencies

(Cross &Campbell, 2011).

Aggression in people with intellectual disability hitem the result of a
number of metanalytical studies, been suggested to increase in age from child to
adulthood in a similar pattern to that of the general pojpulat his aggressive
behaviour then appears to decrease after the age of 40 (Ra@ieger, 2013). Other
studies have supported the link between younger age and aggressive behaviour

(Tenneij& Koot, 2008).

Studies examining the effect of gender on agavesbehaviour in people with
intellectual disability have been inconclusive. McClintock, Hall and Oliver (2003)

conducted a metanalysis of all literature dealing with aggression in people with
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intellectual disability. This identified gender (male) agg one of two factors likely
to increase the risk of engaging in aggressive behaviouretgwMcClintock et al.
(2003)did not find an effecby age. An effect of gender was not tiepted in Crocker
et al.{ ¥2006) study on people withtellectual dsability using care services in
Montreal (n = 3246)wherein ducators of the participants filled in tModified Overt
Aggression Scale, a measurement of the expression of aggressint2 months.
However, this relies on recollections from a possdugrworked and stressed group
who may selectively remember incidents that were damaging or harmful to them.
Lowe et al(2007) conducted a survey on all users of seven services for Intellectual
Disability in Wales. They found no gender bias in the exprassi aggressive
behaviouybut did find a link between age, aggressive and destructive behaviour
younger people with intellectual disability were more likely to exhibit these

behaviours.

1.5.2.2 Level of Intellectual Disability

The level of intellectuatlisability of a person has been shown to correlate
with different rates of challenging behaviour. The more severely impaired a person is
the more assistance they require from othEngir level of cognitive deficit also
increases. The higher the leveloofgnitive deficit the less that person will be able to
understand their own needs and the actions of people around them. Higher rates of
deficit also lead to an increased impairment in communication,skiish may make
the risk of challenging behaviowith a functional component more prevalent

(Emerson2001, Emerson & Bromley, 1985

1.5.2.3 Autistic Spectrum Disorder

There is a high frequency afitistic spectrumdiagnosis in people with

intellectual disability (Matson &hoemaker, 2009). Autist8pectrum disorders have
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been linked with higher rates of challenging behaviour in people with intellectual
disability. In a total population study of people with intellectual disabiktglden and
Gitleson (2006) foundhatthose with autistic spectrunistrders were significantly

more likely to be challenging in their behaviour than people with intellectual disability
who did not have this disorder. Autistic spectrum disoveggalso implicated aa

factor in aggressive behaviour in a matalysis of 8 years of cohort studies on

challenging behaviour in people with intellectual disapiicClintock et al.2003).

1.5.3 Situational Factors

1.5.3.1 Frustration

JUXVWUDWLRQ KDV EHHQ & HRD)HGVDW DVIQHP HBWR F § Q
& Bushman, 20011 and has been considered a proximal precursor of aggression
against both the frustrating agent and others who were not responsible for the
aggression (Fortman, 2005). Frustrating situations are common-io-day life,
which can evoke a primary agson response (Kah@reene eal., 2000).
,QGLYLGXDOVY SULPDU\ DJJUHVVLYH UHVSRQVH WR IUX\
by their individual characteristics, such as their ability to weigh up the benefits and
consequences of short to leterm actons within the bounds of socially accepted
behaviour in their culture. These abilities can be mediated by other proximal
precursors of aggression, such as lack of sleep, mood and alcohol use (Baas, Muller,
Gallhoffer & Netter, 2011). The ability to mediaaggressive responses to frustrating
situations can also be affedtbyfactors such as high trait anger in people with

psyclopathy (Harenski &eihl, 2010).

Although frustration as a precursor to aggression in the general population has
been extensivelgtudied, this has not been the case in the intellectual disability
population. However, in a study of 443 people with intellectual disability who were
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aggressiveTyrer et al. (2006jound that experiencing frustration was significantly

predictive of aggresive behaviour.

It has been suggested that the lives of people with intellectual disability are
characterised by situatiomdich are frustrating (Black, Cullen Blovaco, 199).
Strand et al(2004) asked staff members from a variety of services in Swiedgetail
the kinds of violent incidents they had witnessed or been invitveidring their
employment. Three situations were described that were commonly associated with
physical aggression toward staff members by service users. Thesélalpiag
Situations when service users required assistance from stafstation Situations
when staffmembersvere attacked with no obvious precursor; Reductance
Situations which occurred when people with intellectual disability demonstrated
against their earyday living demands. Strand and colleagues highlighted that the
PKHOSLQJ VLWXDWLRQY GXULQJ LQWLPDWH FDUH LV DQ
intellectual disability may not want the hebnd feel forced into these situations
They may also disaUHH ZLWK pUXOHYV {nikdtidsthat b atcéripayR FL D O
these areas. Staff members can find these tasks difficult or unpleasant as they involve
GLVWDVWHIXO WDVNV 6WDII PHPEHUYV VXJJHVWHG WKD\
EDFNLTWRDWLRQV RI phUHOXFWDQFHY WR DVVHUW WKHLU
means. These two situations, although common in the lives of people with intellectual
disability, are similar in their general tone to situations that might provoke frustration
in the general population. These situations involve the removal of power and, choice
which may be very frustrating as well as preventingess to goals (Lawrence, 2006).
TenneijDQG .RRW DOVR IRXQG PpUHOXFWDQFH VLWXDW
aggessive behaviour. When staff members were asked what they thought had caused
people with intellectual disability in their care to become aggressive, nearly half of all

incidents were attributed to having a request denied. Aggression may occur in these
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situations as a result of frustration about not being able to access what one desires.
This may be exacerbated by cognitive deficits preventing an understanding of why the

request cannot be met.

1.5.3.2 Provocation

Interpersonal provocation has been citeéa important fetor in aggression
(Anderson &Bushman, 2002). Provocation causes levels of negaffieet, which
then activateaggression networks in the brain, causing feelings of anger and wanting
to aggress (Berkowitz, 1993). Being provoked throinghlts has been shown to
cause both retaliation aggression and displaced aggression hours after the provoking
evert (Vasquez et al2013). Provocation is thought to increase rumination about the
incident, which also causes negatiffects This may leado displaced aggression
triggered by another provoking incident whiotcurslater ands of less significance

(Denson, Pedersen, Friese, HahniR&berts, 2014).

As with frustration, aggressive resses are mediated lgctors such as
levels ofself-control (Denson et al., 201)aTraining inself-controlhas been shown
to reduce levels of aggressive behaviour to provocation in people with high trait anger
(Denson, Capper, Oaten, Fries&g&hofield, 201h). People with high tragelf
controldo not respod to provoking situations with aggression as much as people with

low trait self-control(DeWall, Baumeister, Stillman &aillot, 2007).

Very little research has been done into provocation as a cause of aggression in
intellectual disability. Teneij and Kaot (2008) found that in 48% of outwardly
aggressive incidents by people with intellectual disability, provocation was suggested
as the cause of the behaviour by staff reports. However, provocation was defined as
HMGHQLDO Rilsitudiantiadhass been useds an examplef afrustrating
situation by the same authors.
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There is certainly potential in the living situations of people with intellectual
disability to beprovacative,such as competing for shared resources, prabath
interpersonatelationships with staff members and pearsd bullying. Provocation
can take many forms, including s and rudeness (Denson et 2011b). People
with intellectual disability can be verbally aggressive to their peers and staff members.
Research it rates of verbal aggression towards staff members has been mentioned
earlier in this chaptebut residento-resident aggression is an understudied problem.
This ispartially due to the difficulty of observing and recordinglsirecidents (Rosen,
Pillemea & Lachs, 2008). Howevet is feasible to assume that provocation between

peers occursandthis kind of environment could lead to retaliation aggression.

Daffen, Mayer and Martin (2004) found there was a reduction in resident
resident aggression wh residents moved into a unit where they were able to access
their rooms independently. In their previous home, avoidance of irritating or disliked
fellow residents and staffho may have provoked a resident haen impossible as
they were not allowed taccess the first floor bedrooms before bedtifiés could
also be seen as an example of a frustrating sityasoresidents were unable to access

the rooms they wished to.

There is also little research into the effects of staff responses and approache
as a provocation of aggression in intellectual disability. There is a high level of
burnout, stress and staff turnover associated with working in intellectual disability
settings, especially with those people who are defined as challenging. Potahgally
psychological effects of these problems could havienpacton the personal
interactions between staff members and those they care for, perhaps causing sharpness
in tone or language. It is not the aut§antention to suggest that staff members do

not work hard when caring for people with intellectual disability, however there has
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been a lack of research examining how staff and service user interpersonal interactions
may be perceived as provoking, either because of stress and burnout causing
interpersnal problems or because of the person with intellectual disabiididag

issues with assessing provoking stimuli. Staff attributions about the causes of
challenging behaviour have been linked to placement breakdown and levels of
challenging behaviouDjlworth, Phillips & Rose 2011). If challenging behaviour is
believed to be under the person with intellectisabilitiesfcontrol, then less help is
provided by staff and placements are more likely to break down, as compared to
people with similar levs of challenging behaviour whose behaviour is attributed to
external influences (Rose, 2010). These attributions may be one mechanism in which
provoking situations occur. For example, if a staff member believes a person is in
control of their behaviour ahis acting out to annoy others, they may respond towards
their requests or attempts at interactions in a pejorative fashion. However, there has

been no research linking these concepts at present.

1.5.3.3 Sleep

Sleep is essential f@reservingmany phy#logical functions. In current
society getting adequate amounts of sleep is problematic and researchers have begun
to question the impact sleep issues have on a number of areas, including aggressive
and violent behaviour. In a systematic review of evigegxamining sleegeprivation
as a causal factor for impulsive reactive aggressioriahehce, Kamphuis, Meerlo,
Koolhaas and Lancel (2012) suggested that sleep deprivation may cause poor pre
frontal cortex functioning, resity in an inability to inhbit inappropriate responses
and cause poor emotional intelligence. People with sleep deprivation are then less
likely to be able to inhibit reactions to provocateurs of aggressianisinterpret

othersfactiors as threateninthusleading to more reactivaggression.
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Sleep deprivation studies have shown people with even a small amount of
sleep deprivation may take part in more risky and aggressive behaviours, experience
higher levels of stress and irritability, have longer reaction times and reduggi/atte
focus as well as experiencing a high number of hormonal changes and immune system
issues (OrzelGryglewska, 2010). Sleep is important for regulating our emotional and
cognitive ability and mood. Problems with getting enough sleep or having disturbed
sleeping patterns have been suggested as a proximal predictor of aggassgéemple
will struggle to regulate their emotional reactions toward aggression provoking

stimuli.

Cote, McCormickGeniole, Renn and MacAulay (2012redicted that sleep
deprivdion would cause an increase in reactive aggression in provoking situations due
WR VOHHS GHSULYDWLRQ DIIHFWLQJ D SHUVRQVY DELOL
stimuli. 20 participants were deprived of sleep for 33 hpasscompared to 23
controls whoexperienced ormal sleep. Cote et al. (201f2und that participants in
the experimental condition described themselves as feeling more negative in mood
than the control group. Men in the experimental condition also experienced dips in
testosterone rateslowever, when taking part in a computer task designed to provoke
reactive aggression, the men in the control condition were more likely to act in a
reactively aggressive way. The men in the control group experienced a surge in
testosterone while taking gian the task which the experimental participants did not.
Women did not show any difference in reactive aggression between the two groups.
Sleep deprivation also leads to an inability to inhibit aggressive responses when faced
with frustration situationsKahnGreene, Lipizzi, Conrad, Kamimon and Killgore
(2006) found that after 55 hours of sleep depriva@énparticipants were more likely
to respond with outwardly directed aggression and blame when presented with

hypothetical frustrating situations that baseline.
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Sleep problems have been suggested as being more prevalent in the
intellectual disability population than in thergeral population (Brylewski &V/iggs,
1999). However prevalence rates have been difficult to determine due to variations in
ddfinitions and sample participants across studies. Sleep issues are difficult to detect in
people with intellectual disability as they often lack the cognitive skills to describe
thar quality of sleepand so information is often based on observationsiisimy
staff. People with intellectual disability may also live in situations where adequate
sleep is difficult to achieve. For example, a shared living environment may be noisy,
HVSHFLDOO\ LI RQ Hfo/lodRXisidbP éhiddeVh ieyhbideour.
In acute wards, night observations where a nurse enters a bedroom to check on a
patientare commonWhile these checks are important for safety, they may also

disturb sleeping patterns.

Van de Wouw, Evenhuis &chteld (2012) performed a systematiview on
research into sleep in people with intellectual disability and found that people with
intellectual disability have a higher prevalence of sleep problems than the general
population with problemsinclude settling problems and night waking. \GmWouw
and colleagues concluded from the evidence reviewed that sleep problems were
associated with challenging behaviour. However these results were not supgorted
Boyle et al.f §2010) cohort study on, 123 people with intellectual disabilitwho
found prevalence rates for sleep problems in people with intellectual disability to be
the same as for the general population. However, they did find a strong correlation
between sleep problems, mental health issues, challenging behaviour and taking

psychotrgic medication.

There is a growing body of evidence which links sleep problems with

challenging and aggressive behaviour. Brylewski and Wiggs (1999) compared 79
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adults with intellectual disability and sleep problems with 121 adults with intellectual
disablity and no sleep problesnParticipants with sleep problems were significantly
more irritable, and displayed significantly more aggressive behaviowgediridjury.

There was no difference between the two grompaking medication. Didden,

Korzilius, van Aperlo, van Overloop and de Vries (2002) found that in 286 children
with intellectual disabilities, 99.4 % of them were reported to have at least one type of
sleep problem by their parents. Children with sleep problems were more likely to be
taking medktation, be irritable, stereotyped in their behaviour, be aggressive, have

temper tantrums and be roampliant.

Rzepecka, McKenzie, McClure and Murphy (2011) found a high correlation
between sleep problems and rates of challenging behaviour in 16/2ohilidh
intellectual disabilitya multiple regression analysis found that sleep problems
accounted for 42% of the variance in challenginigav@ur. Rzepecka et al. (2011)
also found that taking medication had an impact on the presence of sleep prablems,
children who took medication were more likely to have a sleep issue. Rates of
prescribed medication are high in people with intellectual disability who are also

aggressiveso this relationship is important to note.

In a total population study in Swed, Lurdqvist (2013) found that risk of
aggressive behaviour was predicted by having shorter sleep duration than the average
seen in people with intellectual disability who were not aggressive (7.5 hours vs. 8

hours).

Interventions for sleep problems iegple with intellectual disability have
been limited. Pharmacological interventions which increased sleep duration and
quality have shown reductions in challenging behaviour when compared with
treatment i placebo (Braam et aR010).
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The above evidenceiggests a link between sleep problems and aggressive
behaviour in both the general and intellectual disability population. Sleep problems
DIIHFW WKH JHQHUDO SRSXODWLRQYV H[SUHVVLRQ RI Ul
emotional regulation and decreasing maddwever the mechanisof sleepn
intellectual disability have not been extsively researched. Aggressive and
challenging behaviour, taking medication and mental health issues have all been
linked with sleep deprivation in people with intellectual tikaes, but the
mechanisms which link these have not bemmestigated as of yet (Boyle @t, 2010).

It has been suggested that sleep problems may cause challenging and aggressive
behaviour, be a result of challenging and aggressive behaviour oates rtel a tind
unknown variable (Didden al., 2002). Medication use has also been linked to poor
sleep. Many people with intellectual disabilities have health problems which require
medication. Aggressive and challenging behaviour is also often tnedbed

medications. Medication could be a cause of sleep problems in people with intellectual
disability, or sleep problems may result in medication being preschiethere has

been little research investigating this link.

1.5.3.4 Other Situational Factrs

1.5.3.4.1 Pain

Pain has been defined as an unpleasant sensory and emotperadee
(Janseen, Spinhoven Brosschot, 2001). Pain has been cited as a factor in aggressive
behaviour as it maycrease discomfort (AndersonBushman, 2001 putit may also
increase anger or increase the focus on amgemoking stimuli in people
experiencing pain. Studies on patients with chronic pain have found that the
HISHULHQFH RI ORQJ WHUP SDLQ ZLOO LQFUHDVH SHRSC

(Gaskin, Greeg, Robinson &Geisser, 1992Rndthat theyare more likely to report
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feeling angry and hostile than community pasemtnon-patients(Fishbain et al.,

2011).

In adults with dementia who are aggressive, pain management has been shown
to reduce aggressvbehaiours (Husebo, Ballard &arsland, 2011Ballard, Smith

Husebo, Aarsland & Corbett, 2011; Bradford et al., 2012

For many yeargeople with intellectual disability were not thought to
experience pain in the same way or to the same extent de petpe gneral
population (Meir, Strand &lice, 2012). However, this idea has now been recognised
as untrue and that people with intellectual disability experience pain to the same extent
as the general populatigihoughresearch into thiarea remais limited (Knegt &
Scherder, 2011). People with intellectual disability are at risk from undiagnosed health
issues which may cause pain due to being unable to communicateardenis
internal causes of pain going unneticby others (Kastner, Walsh&aser, 2001). A
systematic review of the physical conditions associated with challenging behaviour by
de Winter, Jansen and Evenhuis (2011) found that challenging behaviour was
associated with a number of undiagnosed medical problems, however the evidence
base was very small and mostly came from case study or secondary study data.
study of 753 people with intellectual disability found that 15.4% of thesplehad
been experiencing chronic pain for at kthsee months (Walsh, Morrison &
McGuire, 2011)The group that was experiencing pain was more likely to be

challenging in their behaviour.

The experience of pain may cause increased anger, hostility or discomfort
which may in turn create an internal state in which aggressive behaviour is more
likely. In people with dementia, untreated pain has been associated witmgimajle
and aggressive behaviodhere have been some associations found between the
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experience of pain and challenging behaviour in intellectual disahibugsesearch

has so far een limited.

1.5.3.4.2 Crowding

Living in a crowded environment has been shown to be a risk factor for poor
socicemotional development and increased physichl signs of stress (Evans &
English, 2002). Being in a crowded situation may increase cegmitimplexity the
brain has to work harder to interpret social information (Regoeczi, 2003). To reduce
the pressure of processing so much social information, aggression may result as a way
of dispersing the crowd or escaping from it. Nijman and Rect@9)1€uggested that
crowding leadto aggression on inpatient wards due to a lack of psychological space

to rest and have privacy, as well as to avoid unwanted interactions.

Ng, Kumar, Ranclaud and Robins(2001) found that there was significantly
more agressive behaviour from patients on acute wards when there was a high patient
occupancy as compared to low patient occupancy. They suggested that increases in
stress and increased frustration from forced socialisation might be the causes of these
increasedates as well as a possible evolved mechanism to use aggression to disperse
others in order to increase access to resources. Similar results have been found in
studies of emergency department wards where higher rates of occupancy were

significantly relagéd to higher incidences aggression (Medley et a012).

Units for people with intellectual disability vary in capacity and occupancy
rates. Theaumberof people present in a unit will depend on current occupancy,

activities provided outside of the inandthenumber of staff on shift.

Frustration due to lack of resources, withdrawal from social complexity and

discomfort due to lack of space have all been suggested as possible links between
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crowding and aggression. Although there have been no stotbdbe effect of

crowding on aggression in intellectual disability, the effects noted for crowding in
other patient populations could be applicable to people with intellectual disability. For
example, staff attention or assistance could be viewedesoarce which causes
frustration when it has to be shared. Crowding on wards may cause those with a low
tolerance for social interaction to try and escape. A large number of service users in
one room may cause discomfort due to noise, lack of spaceisad r@mperatures.

Times where withdrawal from a crowded situation may prove problematic for staff
and organisations, such as mealtimes when all staff are needed, may also be
implicated in challenging behaviour as the person feels overloaded but cannot

withdraw from the situation due to situational demands.

People with intellectual disabilities, especially those who are challenging in
their behaviour or have just been admitted to a unit for assessamewftenplaced
under observation (Macheie-Daviesand Mansell, 2007). This can involve various
levels of increased contact with staff memb&ws instancetwo staff members may
EH DVVLIQHG WR EH ZLWKLQ DUPYV,@wdréas\ahktherl DQ LQGL
resident may be checked on once every hélile observation is not a typical
example of crowding, observation may cause an issue in the person being able to
obtain psychological spacehich may increase aggressive behaviour in an attempt to

gain it.

1.5.3.4.3 Time of Day/Week

There have beereseral studies which have suggested temporal patterns of
violence in a variety of health care settings. Aggressive incidents were found to be
most common in psychiatric inpatients during the morning shift when 49% of
recorded incidents occurreg86% of inadents occurred during the afternoon shift
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(Barlow, Grenyer &llkiw -Lavalle, 2000). These results were replicated by Grassi,
Peron, Marangoni, Znachi and Vanni (2004ho duringa five year study of the
characteristics of violence in an acute ward fotnad45.6% of violent incidents

occurred between 8 am and 1,;and 35.9% happened between 2pm and 8pm.
Incidents were distributed evenly through the days of the week and months. Frequency
of incidents during the morning was relatedtat being whemew amissiongook

place Verbal aggression was found to be at its highest rate during the afternoon in
psychiatric inpatients in an acute wardy(dt al.,2001). In a twenty year analysis of

staff assaults in both community and inpatient settings for mesthhatients,

Flannery, Flannery &Valker (2010) found assaults in inpatient units were more likely
to occur during the morning shift at breakfast time, and in community settings during
the morning shift at midday. Some studiearfd that aggressive behaur is not

always common in the morning.-Badri and Mellsop (2006) found that 52% of
aggressive incidents occurred in the evening in a psychiaipiatiant population.
Temporal patterns of aggression have also been noted in nursing home residents who
were often agitated. Aggression occurred more frequently at meal times and in the

evening (®henrMansfield, Marx, Werner &reedman, 1992).

Despitethe prevalence and frequency of challenging and aggressive behaviour in
people with intellectual disabili, analysis of the time of day or day of wedilen
aggression occurs has been limited. Times when service user demand is high have
been suggested as a possible reason for the temporal patterns of aggresdmn (Bar
et al.,2001). Meal times have been Highted as a potential area when challenging

or aggressive behaviour may occur due to the level of need of support that many
people with intellectual disability geiire when eating (Ball et al011). Meal times
have also been found to times of high aggien in inpatient pagations (Bowers et

al., 2009). Shift change patterns may also be an area of interest for a number of
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reasons. Hand over times, as previously mentioned, may increase crowding on units,
or conversely reduce the number of availablefstaiich may increase frustration.
Prolonged shift work has been shown to cause chronic fatigue in some health care
assistants andurses (Samaha, Lal, SamahaMyndham, 2007). This increased level

of tiredness may mean staff members at the end of thitéasie less able to deal

with the possible signs of early challenging behaviour effectively, or have less

patience for social interactions.

1.5.3.4.4 Staff Members

A number of factors related to staff members may be considered when examining

aggressivdoehaviour.

Members of staff are a crucial partliéé for people with intellectual
disability, as their influence will affect how people with intellectual disability access
the community, engage in activity and provide reinforcement for behaviours (IManse
Elliot, BeadleBrown, Ashman &acdonald, 2002). Staff numbers on shift are meant
to represent the number needed to fulfil care requirements for the number of service
users. This logic would assume that the more staff on shift, the more involvement,
interaction and opportunity for engagement would be given to service users. Those
who have the most severe needs would therefore need the most staff members on shift
to fulfil this. The care provision for people with intellectual disability also has a duty
to help support those with ID in their chosen activjteeslto encourage the
development of adaptive skills such as cooking, cleaning, budgeting, hygiene as well
as the mental skills needed to cope with these activities. Increased staffing levels have
notbeen found to mean increased service user contact, interaction and assistance,
especially in those with severe ID (Felce et al., 1998). When comparing group homes
with a heterogeneous group of service user needs and abilities, Felce and Perry (1995)
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foundthat there was no consistent relationship between service user ability and the
amount of time spent with staff, and that generally across all the houses staff
assistance and resident interaction was very low, in some cases only amounting to a
couple of mnutes per hour. Although staffing needs to be of a certain level to ensure
activities can take place, the above research shows that this does not translate into
increased quality of care. Low staff involvement means that servic§ isbaviour

and skillsare not being actively developed and negative behaviours may be
reinforced. This situation does not allow relationships between staff and service users

to developwhich might also lead to negative behavioural outcomes.

ID care often has a high staff tanrer, which introduces a lot of
inexperienced staff into care situations (Campbell, 2007). New staff will require time
to become familiar with residents and procedural training before they can become a
full member of the care team (Department of Health,720ID care also uses a high
number of agency staff to cover sickness and staff shortfalls, which again introduces
inexperienced or unfamiliar staff into the care environment. Inexperienced staff
members can be unaware of triggers of aggression or dokeunaffectively
implement interventiorandstaff who do not know residents will also be unable to
pick up on their idiosyncratic expressiorfghings such as pain (Foley &
McCutcheon, 2004). People with intellectual disability living in care nornmeld
accompanying when accessing the commumitich means when there is a high
number of inexperienced staff, community access and activities may be limited. This
may also apply to family visits and holidayghich limits the people with intellectual
disability quality of life and freedom. Occupation in activity and the impact of
boredom will be discussed latéut issues surrounding the number of staff on shift,

the type of staff involvement with service users and the level of experience that those
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staff have all impact on the service user, which might be expressed in aggressive

behaviour

.1.5.3.4.5 Activity Levels

Meaningful activity is a term applied to activities that stimulate and develop
abilities, including adaptive behaviour skills and socidlskivhichpromote
meaningful interaction between staff and service users. Examples of meaningful
activities might be learning to get dressed with lower levels of staff assistance,
promoting independence and control over morning routines. Meaningfubyactwi
be effectively implemented in all people with intellectual disability, including those
with severe needs, and has been shown to improve engagement, adaptive behaviours
and independence (Mansell et al., 2002). However, although these improvements are
known, what constitutes meaningful activity and how to implement strategies to
facilitate this has proved difficyland in many residential services, there is not only a
lack of meaningful activity but no activity at all (Mansell et al., 2002). Thditlés
research as yet on how boredom and a lack of activity might affect the expression of
aggression. There have been positive results with people with intellectual disability
who are able to go into paid work through agencies such as Interwork (aryempto
agency for people with intellectual disability) showing a reduction of aggressive and
challenging behaviour (Allen, 1995). However, there is little research on those with
more severe needs, who are often the most difficultgto engage with (Feld
Perry, 1995). Meaningful and enjoyable activities reduce boredom, increase skills and
quality of life for people with intellectual disabilitgnd a lack of available

opportunities for this might be a factor in aggression.

1.5.3.4.6 Environment
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Thelocation a person is in can have a positive or negative effect on their
health, welbeing and bhaviour (Schweitzer, Gilpin &rampton, 2004). In the
general populatigraccess to living environments with plenty of light, ventilation and
access to the edoors has been shown to increase healthwaatitbeing(Jackson,
2003). Wells (2000) found that living in high rise buildings is related to limited
physical activity, behavioural problems in children and mental health issues in adults.
A systematic revievef research into buildings and mental health found that noisy,
dark, humid, draughty residenoghich are crowded and poorly maintained have a

negative impacbn mental health (Chu, Thorne@uite, 2004).

There has been a suggestion that building desgmell as affecting mental
health, may also affect aspects of aggressive behaviour, such as what makes it more
likely to be expressed, the type of aggressiol the locations where aggression is
most frequent. Carter (2007) suggested that the buddirgexist in are stable
elements of our daily life, influencing patterns of social coexistence. The buildings or
locations we are in set the social context for aggressive behaviour, which interacts
with personal determinants ofigression (Leonard, Quigle Collins, 2003).

Building design can also create situations of discomfort through crowding, heat and
noise which, as previously discussawy be a faor in aggression (Macintyre &

Homel,1999).

Corridors were found to be the location of the most aggre®ehaviour in
Grasi et al.{ §2001) study of psychiatric inpatient aggression. This was hypothesised
to be due to lack of space causing increased opportunity for aggression. However,
when corridors were widened, this did little to reduce the ovexi@srof violence in
the ward. Changes in accessibility to unit areas have been associated withiskgher r

of aggression. Bowers et §2009) found that when psychiatric inpatients were

73



New Ways of Predicting Aggressive Incidents in Clinical Settings

restricted from accegy areas such as kitchens and bedrooms wloens were
locked, there was an increased risk of aggressive behaviour. Bowers and colleagues
suggested this was due to access being allowed at certain times but restotbeds,

however they were not able to conclude why this would lead to aggressiseiour.

Daffen et al(2004) examined the rates and type of violence in an inpatient
wardfor psychiatric patients. Daffen et al. (20@d)jowed the inpatients as they were
moved from a traditionally built large forensic hospital to a purfiask forensic
unit. A review of incident forms for the last two years of residence in the forensic
hospital and the first two years of residence in the purpaseunit found no
difference in the overall rate of violence. However, the type of violence oagtnaith
changed. For exampleesidentto-resident violence had been found to decrease
following the move to the new unit. Daffen et al. (2084ygested that this was due to
the building move changing the need for particular types of violence. In theigld un
patients were not allowed to access their bedrooms during thesdagy weren
another floor. In this unit there was a high rate of aggression between peers when they
were in communal spaces. In the new unit, patients were able to access theimsedro
whenever they wanted to which correlated with a significant reduction in petient
patient aggression. In their previous home, avoidance of irritating or disliked residents

andunwanted social interaction had been impossible.

The services and locatie which provide care for people with intellectual
disability have undergone a complete restructuring in the past 30 years, beginning
with the closing of large institutions and campus provision where more than 40
residents may have shared a room at a titnavision of care was then moved to
residential homes. Currentlyupported living environmentehere a small number of

people share a house in the community and receive support from staff when they
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require it has become standard. Supported living sewiare typically normal houses
which have been bought for this purpose. These changes have resulted in increased
quality of life for people with irdllectual disability (Allen, 199). Smaller units with

small staff groups have been shown to increasestedd of activity and engagement

in activity by people with intellectual disabiliti€gelce, Repp, Thomas, Ager &

Blunden, 1991). Not all people with intellectual disabilities who live in residential care
live in supported living environments. Some ligeassessment and treatment units,
institutions or remain in what is left of the large residential homes, although these are

being disbanded.

There is little research looking at the effect of building or location on
aggressive and challenging behavioupé@ople with intellectual disability. It has been
noted that there are higher rates of challenging behaviour in institutional settings than
in supported living or family type support, however this may be due to challenging
and aggressive individuals beinwre likely to be referred to these types of units
(Emerson, Robertson, Gregory, Haltork&ssissoglou, 2000). Different types of units
may have different ways of managing challenging and aggressive behaviour.
Seclusion has been shown to be utilised méenas a response to challenging
behaviour in community settings than iatidbnalHealthServicecampus provision
and antipsychotic medication and physical restraint were used more as a response to
challenging behaviour in &ionalHealthServicecampusprovision (Emerson et al.,

2000.)

The locations where people with intellectual disability live create the context
for their behaviour, as suggested by behavioural approaches to challenging behaviour.

These contexts involve the rules, regulations and reutitithe agency which controls
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it, provides opportunities for interpersonal acts, and determines access to resources

such as attention and material objects.

1.5.5 Internal States
Internal states are created and influenced by a combination of personal and
environmental factors. These internal states then make the expression of aggression

more or less likely

1.5.5.1 Mood and Emotion

Mood states are a set of feelings, usually involving one or more emotions
which influence thought processes and subsegespbnses to a range of situations
over a period of time (Lane &erry, 2000). Emotions are distinct short term
emotional states which have a distinct cause and are more extreme thanmtbed
expression (Smith &irby, 2000). Moods and emotions areetitly affected by
personal andigiational factors (Anderson &ushman, 2002and may act as a

setting event for later aggressive behaviour.

There has been little research into the experience of mood and emotional
states in people with intellectual diskities (Argus, Terry, Branston Rinsdale,

2004).

Tenneij, Didden, Stolker and Koot (2009) found that mood swings, sudden
mood changes and becoming easily upset were associated with higher rates of
challenging behaviour compared to those who were ndiealgang or had low rates
of challenging behaviour. People with intellectual disabilities who were rated as
having low mood by their key workers had a higher frequency and severity of
challenging behaviour when compared to a group with normal mood, tifegrrisk

factors such as presence of autisrd baen controlled (Hayes et &011).
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This research suggests that mood and emotion may be linked to challenging
behaviour in people with intellectual disabilities. However, as mood and emotional
states haveot been investigated in depth in this group, the mechanikindi moods,

emotions and challenging behaviour are unknown.

1.5.5.2 Anger

Anger is a subjective emotional state which involves physical arousal and
cognitions of hostility (Navaco, 1994). &fe is mixed evidence for a direct
relationship between anger and aggressive beha¥augxample, anger does not
always lead to aggressive behavi@amdself-reportedanger is weakly correlated with
aggressive betviour (Hortensius, Schutter BarmonJones, 2012). The experience
of anger can lead to verbal and physical aggressive outbursts, but also to more socially
accepted reactions such as assertiveness and problem orientated communication
(Deffenbacher, Oetting, Lynch Rlorris, 1996). Anderson andu8hman suggested
five ways in which anger was implicated in aggressive behaviour: as a justification of
aggressive behaviour; helping a persmintainaggressive intenti@over time;
providing a cue to respond; priming aggressive thoughts and scrigtsicaeasing

arousal levels.

Anger can bestate angerwhich is a subjective experientt®&tfluctuates
depending on situational variables such as frustration (Krieglmeyer, Witstadt
Strack, 2009). Alternative)yrait angeris part of the general tem@anent. People
with high trait anger may have a low threshold when responding to a variety of
innocuous stimuli (Ramairez &ndreu, 2006). People who are high in trait anger are
more likely to be reactively aggressive. Anger may also increase focus diveega

stimuli such as that which causes pain. Participants who had been harassed prior to
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experiencing experimentally induced pain had decreased tolerance and a lower

threshold for pain (Jessen et al2001).

Just as little is known about the emotioneé$ of people with intellectual
disability, there is also little known about experience and expression of anger, and its

relation to aggression (Taylor, 2002rguset al,2004).

A systematic review of anger management training has suggested that for
somepeople with intellectual disability, anger management training can reduce rates
of aggressive behaviourut the amount of research was smaith only a few papers
providing follow-up data on treatment gains (Taylor, 2002). More recently there has
beenevidence for individual cognitive treatment of anger (Taylor, Novactméil
Robertson &horne, 2005) and mindfulnebsised anger reding techniques (Singh
et al.,2011). Although anger management training has been shown to lower rates of
aggression isome people with intellectual disability, it is unclear whether this
UHGXFWLRQ LV GXH WR UHLQIRUFHPHQW HIIHFWV RU D |
ability to maintain low arousal levels. If change is due to reinforcertient this may
indicate diferent processes than a reduction in artgéngresponsible for changes in

behaviour.

Anger has also been shown to increase hostile cognitions in people with
intellectual disability who are frequently aggriesesMacMahon, Jahoda, Espie &
Broomfield, 2@6). Hostile cogitionsinvolve negative evaluation of people or things,
negative beliefs, migust and suspicion (Ramirez&ndreu, 2006). These hostile
cognitions can then cause someone to focus more onatged stimuliwhich can
lead to psychologal arousal. This creates a feedback loop whereople are biased

to react in an aggressive fashiomwards angeprovoking stimuli
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Anger can cause an increase in physical arousal and cognitive hostility, which
in some people can cause an aggressagiom. Some people are more prone to
anger due to high levels of trait anger, while state anger can be caused by exposure to
aggression related risk factors. How anger works in relation to aggression in people
with intellectual disability is not clearofhe anger management interventions have
shown results in reducing aggression. However, there have been no investigations to
asses individual differences in trait and state anger in people with intellectual
disability, or of how anger may be implicated &ggression in the ways outlined by

Anderson and Bushman (2002).

1.5.6 Conclusion

The General Aggression Model represents an attempt to distil research
evidence from a variety of disciplines about factors that are important to the
expression of aggressibehaviour. Using this model as a guide suggests important
areas which are relevant to aggression in the intellectual disability population
However, major research trends in intellectual disabilities have not, on the whole,

focused on these areas.

1.6 Rik Assessment

The risk assessment of aggressive behaviour is essential for any agencies that
work with people who are aggressive. Risk assessment meagerapt to predict the
likelihood that a person will become aggressive in order to provide bettegemeat
and intervention structureandto protect the individual and others from harm. Risk
assessment structures attempt to use a variety of evidence about aggression in order to

predict aggrssive behaviour more accurately

Forensic, inpatient and irkectual disability populations are often noted for
their rates of aggressive and challenging behaviour. Risk assessment has become a
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crucial part of the approach to ey for these individuals (Ogloff & Daffa, 2006).
Risk assessment is important fdioamulation of a treatment and managemgan
(Snowden, Grey, Taylor &itzgerald, 2009)it is also important for promoting safety
on the ward and in the community poslease (Vitacco et aR009). Risk assessment
may involve structured tosland actarial judgementas well as clinical decisions
which are combined to suggekerisk of aggressive behaviour by an individual
(Nicholls, Brink, Desmarais, Webster Martin, 2006). Structured tools that have
good evidence bases for predicting risk of aggion are the Psychopathy Checklist,
Violence Risk Appraisal Guide and Historical Ctiai Risk (HCR20) (Doyle, Dolan

& McGovern 2002).

Static and historical methods of predicting risk sucthasise ofge, gender,
andhistory of violence are esseritiar evaluating risk. There are a number of
structured tools which enable clinicians to make risk assessments based on static risk
factors (Rogers, 2000). While these factors are important in assessment of risk, they
do not vary over time, so cannot prdeiinformation about when a personyma
become aggressive (Ogloff Raffern, 2006). The tools have also been shown to
differ widely in terms of their predictive validity. In a comparative study of 68
investigations of the predicting ability of risk assesstaethose that were designed
for highly specific populations and looked at older participants were found to have

more pedictive ability (Singh, Grann &azel, 2011).

However, in forensic and inpatient populations there has been a move to
increase the fmus on dynamic risk predictors. Dynamic predictors of risk are those
which may change over time. These have been suggestetigghbevariable and
include but are not limited to: selieglect; sbsiance abuse; mental state; other

challenging behaviouinsight; attitudes; negative attitudes and impulsivity;
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irritability; sensitivity to provocation; becoming easily angered when requests are
denied; unwillingness to follow direction; becoming loud and verbal; have threatening
stances; confusion (Whittingh & Patterson 1996AImvik, Woods & Rasmussen,

200Q Doyle et al., 2002; Nicholls et ap06G Ogloff & Daffern, 200§. Daffern et al.
(2004)have stated that while a lot of research into risk assessments have stressed
importance ofncluding thesedctors into risk assessment, there is little research

examining the effects when they do.

Risk assessments which include dynamic factors in thdiqbian of
aggressive behaviotmave shown strong predictive validity. Whittington and Patterson
(1996) found that 30 out of 31 inpatients became aggressive within three days of
becoming more active and verbally abusive. The Broset Violence Chdgkiis/ik,
et al., XVHV FKDQJHV LQ SDWLH,Qush\aE cBniusichlfiD EOH EHK
irritability, to predict the likelihood of aggression in the next 24 hours. Patients are
assigned a rating from 1 (low risk) tqttigh risk) which describes their likelihood of
becoming aggressive. The Dynamic Appraisal of situatidggression (DASAV)
(Ogloff & Daffern,2006) is an assessment of dynamic risk factors. Patients are
assigned a rating of low, medium to high risk of aggression. When comparing 482
studies using the DASK/ with 997 using other clinical methods, the DABAwas
found to be more accurate at drithg risk of aggression than when using a
structured clinical judgement tool or clinical judgent alone (Griffin, Daffern &
Goodbar, 2013). Findings from risk assessments which have included dynamic risk
factors have led to the suggestion that dynamédiptors of risk should be prominent

when conducting risk assessments in inpatient populations (Daffern, 2007).

In people with intellectual disability, risk assessment of aggressive and

challenging behaviour is particularly important, as aggressivavilalr can have such
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a negative impact on the services available. Research into risk assessment in forensic
intellectual disability has suggesttatutilising dynamic risk variables is important.
Lindsay and Beale (2004) highlighted the need for forisklassessments in this
population a®pposed taelying solely on clinical judgemeyds the areas

investigated may have no predictive validity in relations to aggressioh

judgements of risk can vary between professionals and service gnovithdsg et

al. (2004) investigated the predictive capacity of Dynamic Riskessmerand
Management System (DRAMS) in five offenders with intellectual disabilities. Mood,
psychotic symptomself-regulationand compliance with routine were highly

correlated wih aggressive incidents. Research using the Adult Behavioheaklist
(Achenbach and Rescarl2003) found that out of a group of 48 people with

intellectual disability in inpatient treatment facilitighosewho displayed serious
aggressive behavioureke DVVRFLDWHG ZLWK WKH LWHPV pDUJXLQJ

LPSXOVLYLW\Y HGLVRUJDQLVHGY pPRIRBGaNBARIVY DQG |

Although research into static risk factors has been extensive, research into
dynamic factors in the inteltéual disability population has been limited and focused
in forensic intellectual disability populations who tend to have higher 1Q and different
patterns of challenging behaviour than tloe-offendingintellectual disability
population Johnston, 2002;0D4 Lindsay 2002vicMillan et al., 2004. However, in
the limited amount of research focusing in this area, similar dynamic risk factors as in

forensic inpatient populations have been suggested.

In thenonoffendingintellectual disability population, fisassessment of
aggression has focused on static variables such as gender, degree of intellectual
disability, autism, living situation and expressive communication iteefilcClintock

et al., 2003; Tyrer et al., 2006; Cooper et2009). The identificabn of static risk
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factors is important in intellectual disability, just as in other populations where
aggressive behaviour is a problem. Dynamic risk factors have proved useful in
predicting aggressive behaviour in both forensic populations and foretediedgtual
disability populations. Dynamic risk factors have not been investigatatien

people with intellectual disability and investigation into these factors may prove useful

in the prediction of aggressive and challenging behaviour.

1.7 Conclwsions from the Literature Review on Aggression

The potential to be aggressive in the general population is thought to be due to
an interaction of a number of personal and environmental variables. Personal variables
like levels of trait anger, gender andeagpmbine with environmental causes of
aggressionsuch as frustration and provocatitm create situations where people are
more likely to be aggressive. In people with intellectual disabilities, research into
aggression has often been examined unddsahaer of challenging behaviour, but
there has been some research focusing specifically on violence and aggression.
Although the causes of aggression are thought to be similar in people with intellectual
disability as the general population, researchdsdrave been quite different. The
largest research area by far concerned with aggressive and challenging behaviours
have been behavioural approaches, concentrating on reinforcement patterns of
challenging behaviour as well as the function of behavioursle\iths has been an
incredibly influential area within intellectual disability practice, there has been
concern at the lack of research examining antecedents such as setting events, systems
factors and contextual issues. Aggressive and violent behadsurden seen as the
most detrimental of challenging behavigeth for the individual and the system
they are in. Aggressive behaviour in intellectual disability therefore merits a research
focus of its own, as in the general population. There is evidvat personal and

environmental precursors to aggression, as well as proximal factors seen in the general
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population are present in the lives of people with intellectual disability. Evidence also
suggests that people with intellectual disability areigh risks of experiencing these
precursors, in part due to the pathology of intellectual disability but also because of
the situations that people with intellectual disability are placed into. Research which
explores possible antecedents of aggressidesetent behaviour, drawn from

research in the general and intellectual disability populatvonld be useful in

adding to the understanding of aggression and violence in intellectual disability.

1.8 New Methods for Exploring Violence in People with Irgllectual
Disability

Research in people with intellectual disability and aggression has indicated a
number of areas that might cause and maintain aggressive behaviour. Aggressive
behaviour appears to be very complex and unlikely to be the product ofctore fia
has been recommended that rather than look at these factors in isolation, a method that
combines the knowledge from existing research as well as the possible biological,
social and environmental coifitutors is needed (Murphy, 1997; Griffiths@ardner,

2002).

Griffiths and Gardner (2002) have also raiseddhestionghat if there is
more than one direct influence on aggressive behaviwene needs to be
consideration oivhat the effect of each omeould be,and how would they interact
with each othe? One method that seeks to investigate the factors which may lead to a
behaviour is Sequence Analysis. Factors that can be investigated using sequence
analysis methodology can be both personal and environmental, making it an ideal
technique for asessing a variety of risk factors. Sequence Analysis works on the
principle that by examining sequences of events that are related to a behaviour, non

random patterns that describe thatdgour will emerge (Gottman &oy, 1990). The
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basic technique of b method involves looking at the probability of one event type

following another, which is then used to create a complex pattern of probabilities

detailing which events or factors are most likely to lead to a specified outcome.
Understanding how patter@l HYHQWYVY XQIROG RYHU WLPH FDQ DOV
to be discovered and new intervention strategies created that will minimise risk.

Sequences can be used to examine the social and environmental contexts that might
increase the probability of anew occuring (Emerson et al1996). This technique

has already been applied very successfully to two areas of interpersonal vipldnce

fights ard rapes (Beale, Cox, Leatherl&wrence, 1998; é5si, Clarke & awrence,

2005). In both these examples, thsult was a vivid picture of how those incidents

unfold over time.

Aspects of the Sequence Analysis technique, such as time lag sequence
analysis, have already been demonstrated as a successful method when studying single
case populations in intellectudikability. This analysis involves looking at the
probability of aggression occurring after a previous event, such as being given a task
to do or being put ifsolation (Emerson et al., 1996; Whitaker, Walkek&Nally,

2004). Emerson et al. (1996sedobservational data from videos to identify situations

that increased the likelihood of challenging behaviours in 3 children with intellectual
disability. Each child exhibited problematic behaviours after being placed in different
conditions For example, 8san displayed several séljurious behaviours when

being placed in demand conditions and when in isolation. This was different tq Vicky
who spat and climbed on surfaces when in isolation. Emerson and colleagues used this
information in a functional a@ssment framework to identify areas where negative

reinforcement might be maintaining theK L O Ghaleqoing behaviour.
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Whitaker, Walter &cNally (2004)used data from observational reports to
examine low frequency challenging behaviour. Low fregyeshallenging behaviour
is thought to be influenced by many variables which do not need to be present at the
time of the behaviour, which increases the complexity of understanding what might
have influenced that behaviour to oc§Whitaker et al., 2004)Vhitaker et al. (2004)
used time based sequential analysis as a method of investigating the likelihood of low
frequency challenging behaviour to occur hours, days or weeks before the behaviour
appeared in 3 adults with intellectual disabilityitg thistechnique Whitaker et al.
(2004)were able to identify two things that were increasing challenging behaviour,
YLVLWYVY WR SDUHQWY DQG FRQWDFW ZLWK D VXEMHFW T

WKDW OLQNHG RQH SDUWLFL &pléepie §aizuedd KDYLR XU WR WK

Sequential Analysis has also been applied to a larger sample of the intellectual
disability population as a means of predicting-gglirious behaviour (SIB).
DeBoard, Marion, Touchette and Sandman (2003) observed videos of 14naifults
long term SIB going through their daily routine. DeBoat@l. (2003found evidence
that there was a sequential pattern unique to the expression of SIB. They also found
from these patterns that the largest predictor of whether someone was geiifig to
harmwas a previous SIB event. The abaesearch demonstrates hBaguence
Analysistechniques can be usefully applied to intellectual disability research, and its
flexibility as a method. This research has highlighted the need for more research focus
to be placed on sequential data in intellectual disability as a means of understanding

aggressive behaviour (Emerson et al., 1996; Whitaker et al., 2004).

Observational data is the main data source for Sequence Analysis. This can
take the form of videoand written observationbut this technique can also be

applied to observations not originally made for that purpose. Witatiohal Health
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Services, a great deal of behavioural data on individuals, such as everyday activities,
medication, medical repaitvisitors, incidents and outings is made. Thetent of
theserecord are highly detailednd observations are timed and davdaich make it

a suitable data source for Sequence Analysis. Using these existing records means less
strain on staff membeend a cheap, convenient data source. Records arewhade

an event, such as a violent incident ocasarsire unlikely to have the problems of
retrospective survey data. There are issues that this data might not be reliable or
scientific due to the natud recording, or that there might be a lack of detailed
information. Hovever, as Whitaker et g2004) argue, records about this kind of
behaviour are likely to be accurate because of their importance to the staff producing
them, and a possible lack afisntific reliability does not mean the data is not

clinically relevant and suitable faise inresearch. Challenging behaviour, aggression
and vioknce are important issues in National Health Serdagesfor people with
intellectual disabilityand thee are a hnumber of electronic data recording packages
designed to capture and analyse information about aggressive incidents which the

author believes will provide the right level of detail required for this analysis.

Sequence Analysis would be a usefehtgique to apply to aggressive
behaviour in people with intellectual disability for a number of reasons. Sequence
Analysis can examine the impact of a variety of factors, including reinforcement of
behaviours and environmental issues, and put them irgefalsequential framework
allowing for intervention strategies and service improvement. It would also enable the
LQYHVWLJDWLRQ RI pW\SLFDOY HYHQW SDWWHUQV LQ W
disability, enriching understanding of what it is like ®dperson with intellectual
disabilities, which is especially useful when considering people with limited

communication. Applying this technique to aggression in ID would enable the
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investigation of environmental contributors in a Aovasive manner thaapitalises

on existing information sources.

1.9Thesis Aims

Research into aggressive behaviour has highlighted a wide variety of factors
which need to be considered when assessing the risk of aggressive behaviour, in both
the general population and timeellectual disability population. Although research
trends in aggressian intellectual disability haveroved very useful for explaining
aggressive behaviour in some individyaese approaches have not incorporated
findings from research into aggeisn from the general population, which may make

a valuable contribution tthe understanding of this behaviour.

This thesis aims to doment the patternsf aggressivéehaviour in pedp
with intellectual disabilityusing Behavioural Sequence Analysisorder to examine

what factors may be involved in increasing the risk of aggression in this population.

Chapter 2 Data Collection

This chapter will explain the way the datascollected for the research,

illustrating the type of data available and thegedures taken to obtain access to it.

2.1 Overview

Sequence Analysis is based on the observations of behaviour or interactions
unfolding over time. In this researdhe observations were taken from health records
on people with intellectual disabiligdiving in NationalHealthServiceresidential
units. Access to any health record in thetidnalHealthServiceis a lengthy
procedure involving many ethical issues. Involving people with intellectual disability

in the research compounded this. Thisvsimerable and complex group of people
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whaoseneeds and best interests were carefully considered in the course of gaining

access to their information.

The type of information contained in the records, although following some
standardised criterjavas vaied in form and content across the units involved in the
study as each followed idiosyncratic recording conventions (within record taking

guidelines). The types of data collected will be discussed.

2.2 Health Records and the National Health Service

2.2.1Health Records.

When anyone in Britain uses some part of the health service, a written record
is kept about why that service was consulted and what treatment or care resulted from
doing so. This record is calledHealthRecord and is defined by the Ddteotection
$FW RI DV VRPHWKLQJ ZKLFK pFRQVLVWYV RI DQ\ LQIF
PHQWDO KHDOWK RU FRQGLWLRQ RI DQ LQGLYLGXDOY D
KHDOWK SURIHVVLRQDO LQ FRQQHFWL RRptectioV K WKH FDU
Act, 1998). Health records are a vital means of tracking the care of a patient,
communicating information about the patient to different care providers, facilitating
detection of problems such as early changes in condition and as a meaxngf hol
those who provide care to account. The person who administers care or treatment to a
patient writes health records. As people see a wide variety of health care professionals
throughout their lres records can contain reports from therapists, doctonrses and
dentists. Guidelines and best practice formats for record keepiegaenoss health
care professionals andahionalHealthServicetrusts and there are no national
standardised formats for writing a health record. However, all recordiegiréor the

purposes of safeguarding the patient, keeping an accurate record of care and to enable
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care planning so across disciplines and trdgtere is an emphasis on accuracy, dates,

accountability and readability (Nursing and Midwifery Council, 200

Health records contain a great deal of sensitive information about a patient.
Who has access to these recasdsdso gverned by the Data ProtectiorttA Health
care professionals involved in the care of the patient can access their records and the
responsibility of keeping these records safe and confidential belongs to the health
service. Currently the majority of records are kept on paper. Paper records are kept in
the location they are written, for instance at the doctors surgedyyhen thesera
out of date or a patient leaves the sendiceyare moved to a safe archive. This
method is bulky, which can make records difficult to transport, share with other health
care professionals/providers and cause problems accessing a particular record.
Therefore, the practice of keeping paper records is being changed to electronic
records, which are intended to make patient information easier to access and share

(NationalHealthService 2010).

2.2.2 Health Records and People with Intellectual Disability.

Record keeping guidelines apply to all healthcare users. People with
intellectual disability who live in residential care are users of both external and
internal services. For example, external services could be primary care, and internal
services refeto the nurses and healthcare assistants who support them in their
residential unit. The care and interventions or treatment received by people with
intellectual disability in residential care is subject to the same guidelines as external
care and so alscerd to be documented. This means people with intellectual disability
who live in NationalHealthServiceUnits have extensive records kept about their

lives, which fall into three distinct categories.
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2.2.2.1 Multidisciplinary Team Notes (MDT).

MDT notesare an archive of important information abayerson. Although
each one is slightly different depending on the needs of the service user, they will
generally contain life history information, results of assessments and medical
investigations, correspoadce relating to the pers@rhealthcare and social care
situation, old medical cards, and archived notes from their psychiatrist and
psychologist. They may include information about risks in the form of risk analysis
documents or formalised risk assesstaenhey might also contain the results of
assessments suchtdsNOSLD (Holloway, 2002), which is an outcome measure of
treatment specifically designed for use with people with intellectgabdity (Roy,
Matthews, Clifford, Fowler & Martin2002). Thse records are written by a variety of

health care professionals and staff from social care agencies.

2.2.2.2 Care Plans.

AcarepODQ LV D pZULWWHQ GRFXPHQW WKDW DUWLFX
with intellectual diD EL O L W L HV EDdnhb 8Gatgs/ PO¥a)N These plans are
based on the abilities and needs of a person with intellectual disability and list what
support they might need in a particular area. @knes would also list the objectives
and purpose of that particular plan, for exampletiér it is to reduce an undesirable
behaviour or contribute to life skills. These plans are drawn up using the findings and
guidance of a variety of health care professionals, labelled thedMdiflinary Team.
They are reviewed regularly at pset dées and are also evaluated for their

effectiveness at regular intervals.

2.2.2.3 Environmental and Goal Orientated Care Plans.

Careplans are related to the specific needs of the individual when living in a

particular environmenincorporating their pigent and future goals. An example of
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this would be a locked door policy care plan. Many units keep their doors locked to

protect vulnerable adults and to redtiverisk of absconding. However, this could be

seen as a reduction in civil liberty for the pkowith intellectual disability. A locked

door care plan would detail the problem, outline possible situations that might arise

from this and describe how these should be handled. Plans generally include a space

for staff to record if and when these sttoas had arisen, and how efforts to manage it

worked. An example of a care plan that related to a life goal of the people with

intellectual disability would be a meaningful activity plan. This would detail an

activity plan for the people with intellectudilsability, written with consideration for

their likes and dislikes, possibly with contributions from the people with intellectual

disability, ways to encourage them and an observation sheet to record any issues that

arose. There might also be an agreelverRU pFRQWUDFWY IRUP WKDW WK
intellectual disability could sign to say they were happy for this to be handled in this

way. Care plans are person centred so the content varies from person to person.

However, there might be a care plan thatsttadf members of a specific unit feel

QHHGYV WR EH LQFOXGHG LQ HYHU\ UHVLGHQW(fV ILOH V

shows an example of an activity care plan
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Figure 2.1.

Example of an Activity Care Plan

1.1.1Name Jane 1.1.2D.0.B 1.1.3Hospital
Number

1.1.4Date and Time Plan Commenced

1.1.5Need
1.1.6Jane is a person who should be offered meaningful activity while st:
in the unit.

1.1.70Dbjective

1.1.7.1.1. To offer Jane a number of activities.

1.1.7.1.2. To encourage Jane to take part in activitieasto
have a productive day and apportunity to socialise.

1.1.7.1.3. 7R LQFUHDVH -DQHYV DFWLYL\

to take part in her preferred activity she will have other
possibilities available to her.

1.1.8Action Steps

1.1.8.1.1. Jane should be offered activity appropriate to her
needs wheneverogsible.
1.1.8.1.2. Jane should be offered alternative activity and

appropriate support if the preferred activisyhavailable.

1.1.9. Data Collection

1.1.10. Monitoring Chart
1.1.11. Implementation Record
1.1.12. Running Record

1.1.13. Evaluation
1.1.14. Weekly

2.2.2.4 Violence and Aggression Caans.

Careplans also contain information on violent incidents, when they occur and
how they are managed. Often violence, distresshagth and restlessness are

FRQYHQWLRQDOO\ UHFRUGHG LQ WKH p'LVWUHVYV DQG $.
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would detail the risks of certain behaviours in the people with intellectual disability,

and what guidelines for proactive and reactive strategies staff can use to manage this.

Some of the guidelines will refer to individual strategies based on observatibias of
SHUVRQYY EHKDYLRXU ZKLOH RWKHUV ZLOO UHIHUHQFF
aggressive behaviour. Behaviours relevant to this care plan would be recorded when

they occurred, possibly with how the belwrwas managed and staff

explanations/sggestions for the occurrence. Other recording systems for violence

NHSW LQ WKH SHUVRQYV ILOH LQFOXGH WKH %HKDYLRXI
and Restraint records. Both of these are termed as ABC records, looking at the

antecedent, behaviour,dnonsequences of the violent incident. These ask the person

ZKR LV ZULWLQJ WKH UHFRUG WR GHVFULEH WKH SHUVR
prior to the incident, what their violent or problematic behaviour was and how it was

dealt with. When ihas been the case that a physical intervention has been required

(where a person has been physically restrained to stop or contain their behthgur)

would be detailed in the Control and Restraint record. The recording of measures that

can prevent ostop violent or problematic behaviour is particularly important for

devising management systems to deal with these behaviours. Physical restraint is seen

as the last resort when managing violent behaviour, due to the potential dangers

involved in performig this action (NICE, 2005). The NICE guidelines on ohepl

with violent behavioualso recommend that any incident involving restraint should be

recorded immediately after occurrence using a service specific tengpidtthat the

incident should be repad to the MtionalHealthServicesecurity management

service. Figure 2.2. provides an example of a distress and agitation care plan.
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Figure 2.2.

Exampleof aDistress and Agitation Care Plan

Name Jane D.O.B Hospital Number

Date and Time Plan Commesd

Need

Jane is a 3¢earold woman who experiences visual and auditory
hallucinations. Jane can be physically aggressive when experiencing these
hallucinations.

Objective

To be preactive in reducing the amount of untoward incidents
involving Jane.

To define a consistent approach to dealing with risky scenarios w
physical restraint is a last resort.

To generate expertise and recommendations for future service
provision.

Data Collection Methods
Behaviour Baseline Monitoring Record
Restraint Monitoing Record

Evaluation Forms

Definition of Behaviour

Jane experiences hallucinations which for most of the time she lives with
SHDFHIXOO\ RFFDVLRQDOO\ DQVZHULQJ pPYRLFH
can. Staff should be aware when Jane lstirpay more attention to the
hallucinations than her surroundings.

Triggers

Changes in routine
Anniversaries
Lack of Activity

&RQTW
Cues
Cues are early low risk behaviours that indicate general mood state. It is

95



New Ways of Predicting Aggressive Incidents in Clinical Settings

this point where interventioncan VHG WR DYHUW FULVL)
include:

Becoming withdrawn
Lack of attention/concentration with activities
Being distracted while in conversation

Behaviours
Behaviours are the responses that put Jane or others at risk of harm.

Flailing of arms ad legs

Spitting

Loud shouting and screaming
Barricading herself in her room

Slapping herself in the face and on head
Throwing furniture and property

Post Behaviour

$IWHU DQ LQFLGHQW -DQH RIWHQ VHHPV WEF
responding to halcinations. She is often highly upset at her own behaviour and t
damage it may cause to others and property so will be crying and very apologeti

Action Steps For Proactive Strategies

Unit Environment should strive to reduce risk of stressors.

Low Arousal Approach

Distraction

,] SRVVLEOH WU\ WR PHHW -DQHfV UHT

Action Steps for Reactive Strategies

Guide Jane to a less stimulating environment
Remove potential hazards

Physical Strategies

Medical Interventions

A distress and agitation careaplwould also have an observation sheet where
any occurrences of the detailed behaviour would be recorded. Figure 2.3. provides an

example of a written observation of distress and agitation.
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Figure 2.3.

Example ofa WrittenObservation of Distress and Aation

3 DP ,Q WKH OLYLQJ URRPNReR@H VWDUW
then began to shout. She slapped herself in the face several times. Staff KT asked her
to come and join her in playing a game but Jane did not attend and continued to slap
herself. Staff KT then asked her if she would like to go to her bedroom where it was
quieter. Jane started to follow Staff KT to her bedroom continuing to slap herself in
the face. In her bedroom she started to cry and continued to slap, but with a lower
frequency. Staff KT offered her PRN diazepam that Jane took. Jane then lay on her
bed while KT chatted with her. After 5 minutes Jane calmed and came back to the

living room to watch TV.

2.2.2.5 Running Records/General Communications.

Running records ar& record of the general dég-day life of people with
intellectual disability. These records are written three times a day, at times when the
staff members on shift are replaced by new staff. Although the exact times of writing
vary from unit to unit, thy are generally written after lunch (as a commentary on the
mornings activities) in the evening (discussing the afternoon andlpwer period),
and in the very early morning (observations of how the person was through the night).
The information contaied in these records usually details the general mood of the
person, whether they engaged in or refused activities, how they ate, slept and what
their activity was during the shift. These records are written by nurses and health care
assistants who are @hift, but can be added to by members of the MDT. Figure 2.3.

showsan exampl@f a running record.
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Figure 2.4.

Example of Running Record

3 -DQH ZzDV XS DW DP DQG VHHPHG LQ I
had breakfast and then a bath with assgg#aBuring the morning Jane started to
EHFRPH DJLWDWHG WDONLQJ ORXGO\ WR WKH DLU VD\I
\RX WRGD\T DQG p, KDYH ORVW P\ SHQ , NQRZ \RX WRRN
louder and then Jane began to slap herself ifatfeewhile standing in the middle of
the living room. She was encouraged to go to her bedroom that she did but continued
to slap herself in the face. She was offdPeld.N* Diazepam with good effect. Jane is

currently eating her lunch in the dining roo@a& DSSHDUV VHWWOHG -~

*P.R.N refers to medication which is taken as needed.

These three types of records contain a great deal of information about the
people with intellectual disability who live in residential care. These records create a
narrative aboutW K H SdhistdrR @ofiditions, relationships and behaviours as well
as providing information about their everyday lifestyle and activity. The format of the
records is standardised within units and to a lesser extent across units, so not only do
theserecords supply huge amounts of information about a person using the service,
the similarities in the kind of information keglisomake it suitable for comparison

across individuals and services.

2.3 Data Collection

2.3.1 Recruitment of Units.
Three regiential units for people with intellectual disability were involved in

the research. The managers of each unit were initially approached and agreed to take
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part pending ethical approvdlhese units were run by Nottingham NHS Trastd

had initially beerapproached to take part in the study as they had the highest level of
incidentsin the trust which providetherich data sourceeeded for Sequence

Analysis Another unit was excluded due to it being investigated following a serious
incident and so couldot provide a suitable location for researh.other residential
units for people with intellectual disabilityithin the trust were in the process of
closure as part of a campigprovision projectwhich caused major disruption in the
provision of sevices within these units. As these units were not able to provide a
stable or usual service, the units were not included in the research as incidents may

have been due to these disruptions.

2.3.1.1 Unit A.

Unit A was a shorterm assessment and treatrinenit adapted in 2006 from
a longstay unit for 25 residents with intellectual disability built in 1985. It had 12
beds, two of which were only used when patients became acutely disturbed. Patients
were admitted by psychiatrists, approximately half ursgetions of the Mental
Health Act. The ratio ofen: womenis generally 6:4. Reasons for admission varied
widely, with the only common factor being a marked change in behaviour er well
being that required investigation. Some were aggressive or violettiérs and had
diagnoses of autism, personality disorder or mood disorder. Others were confused and
sometimes psychotic, saikeglectful in terms of hygiene or nutrition, or actively self
harming. Most had mild intellectual disability, but those presgritie highest rates of
violence and aggression were most likely to be diagnosed with severe intellectual
disability and autism. Abuse, neglect and loss featured in many personal histories.
Unit A drew flexibly on a range of models and types of intervengiccording to
individual need, but a newaevelopmental perspective delivered by a

psychologicay PLQGHG HQYLURQPHQW IUDPHG 8QLW $TV SUDF
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been admitted more than once. Patients usually stayeebfondths but occasionally
overa year: longer stays were associated with placement breakdown when social
workers encountered lengthy delays as they attempted to identify and fund a suitable
alternative home. Unit A followed a shift pattern where morning staff started work at
7am and fiished at 3pm. Staff handover took place at 2pm. The afternoon shift ran
IURP SP XQWLO SP 7KH XQLW zZzDV VWDIIHG ZLWK pZDN
shift at 8pm and finished at 7am. Waking night staff members remain awake
throughout the night tassist and observe service users. Staff members were
registered intellectual disability nurses and health care assistants. Staff could also
work all day shifts covering the morning and afternoon. The residehbsipA

received visits from health caregbessionals such as psychologists, psychiatrists,
speech and language therapists and physical therddistéthe residents of unit were

included in the study.

2.3.1.2 Unit B.

Unit B was an eighbedded unit for people with relatively severe intellelctua
disability and challenging behaviour, created within a large Victorian house. It had
been a permanent home for these residents since the early 1990s when the nearby
Victorian asylum closed. Unit B was part of a campupgrovision project which
requiredall long-stay NHS residents to move into RNIHS accommodatianlt
closed during this project. Assent for study participation was obtained from next of kin
on behalf of two men still living there at the time of the study: they were middle aged
and had moerate intellectual disabilities. Unit B followed a shift pattern where
morning staff started at 8am and finished at 2.30 pm. Handover took place at 2pm.
The afternoon shift started at 2pm and finished at 9pm. The unit was staffed with

MV OHHS L Gfarédthizirishift KtDpvh and finished at 8am. Sleep in staff sleep
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over night in units to provide assistance if needed. Staff members were health care

assistants. Staff could also work all day shifts covering the morning and afternoon.

2.3.1.3 Unit C.

Unit C was a locked, eigiitedded unit for men with mild to moderate
intellectual disability, most in their 30s. The majority of the men living in the unit had
been involved with the police due to unlawful activity. Residents were referred there
by otherNHS intellectual disability professionals and stayed approximat8lyears,
or until they had developed their living skills and were considered able to live in the
community. Unit C provided therapy groups that followed the Good Lives model
(Ward & Ganron, 2006). Only four of these residents were considered to have the
capacity to consent to this research by the responsible psychiatrist, who refused to
forward details of the research to next of kin for the others and so prevented the study
seeking assemt their participation. All four who were approached agreed to
participate, three of whom were detained under a section of the Mental Health Act.
Unit C followed a shift pattern where morning staff started at 7.30 am and finished at
2.30pm. Handover wag apm. The afternoon shift ran from 2pm until 9pm. The unit
had waking night staff that started at 9pm and finished at 8am. Staff members were
registered intellectual disability nurses and health care assistants. Staff could also
work all day shifts covenig the morning and afternoon. Unit C also had a number of

in-house professionals such as a speech and language therapist and psychologist.

2.3.2 Data Collection: Recruitment of Participants.
Prior to any of the residents of these units being approdoltalle part in the

research, an application to NHS Research Ethics was made and approved.

Individuals who had been violent or aggressive were identified by the staff
team in each unit. In Units A and hese people were given an informal assessment
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of whether they could understand research by their consultant psychiatrist. Those who

could understand the research processeapproached by their named nurse (nurse

UHV SRQVLE GMeliixd). Fhishikse@gnt through some specially prepared

written information about the research with the person with intellectual disability (see
appendix). The person with intellectual disability was given a week to think about the
research and whether they would like to take part. If they said yes they signed a

consat form to opt into the stugyf they said no their records were not examined. If

after the informal assessmehé persomvas thought not to understatitkresearch,

their next of kin was contacted with information about the research and asked if they
waQWHG WR DVVHQW RQ WKHLU UHODMW peopldifonEHKD Ol  VH

Unit A and two people from Unit B had their health records examined.

In Unit C, it was felt by the managers, therapists and psychiatrist that it would
not be appropriatetinvolve those who could not understand research. This left four
people who were classed as being able to understand research. These people went
through the same consent procedure as Units A and B. They all congdritéd
resulted in 18 participants aas three units who allowed the researcher to examine

their records.

2.4 Participant Characteristics

As mentioned there were 18 people with intellectual disability who consented
to have their records examined by the researcher. Each participant widegreith
an alias to prevent thebeing identifiedTable 2.1 provides more details about the

participant group.
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Table 2.1

Characteristics of the Participant Population

Participant Gender Age (at start Unit Sectioned Level of Impairment

of study) -
ID
Yes/No

Alan Male 30 A No Mild Intellectual
Disability

Beverley Female 28 A Yes Moderate Intellectual
Disability

Claire Female 19 A Yes Mild Intellectual
Disability

Deborah Female 19 A No Mild Intellectual
Disability

Edward Male 32 B No Moderate Intdectual
Disability

Frank Male 30 A Yes Mild Intellectual
Disability

Gina Female 33 A Yes Unspecified with
ChallengingBehaviour

Helen Female 47 A Yes Moderate Intellectual
Disability

lvan Male 45 A No Mild Intellectual
Disability

Jeremy Male 36 A No Mild Intellectual
Disability

Kirk Male 42 B Yes Moderate Intellectual
Disability

Louis Male 20 A No Mild Intellectual
Disability

Melanie Female 28 A Yes Mild Intellectual
Disability

Neal Male 31 A Yes Moderate Intellectual
Disability

Patrick Male 36 C Yes Mild Intellectual
Disability
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Quentin Male 43 C Yes Mild Intellectual
Disability
Rob Male 35 C Yes Mild/Moderate
Intellectual Disability
Steve Male 28 C Yes Mild Intellectual
Disability
2.4 Summary

7R REWDLQ DFFHVV WR Heddrds aSeDginy préce QBeQM TV K H D (
to be followed. This is understandable when the sensitivity of the information held in

the record is taken into account. This,didwever influence the course of the

research by limiting the number of units and therefloegoarticipant information

being involved in the research.

What is to follow is a description of how the health records themselves were
treated in a way that made them suitable for Sequence Analysis to take place, through

the construction of a databasevaflence.
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Chapter 3 Database

3.1 Overview

6HTXHQFH $QDO\VLV XVXDOO\ EHJLQV E\ puFKRSSLQJ
into chunks. These chunks are then coded. However, in this research there was an
additional stage that happened prior to codirgs Was a construction of a database
wherén each entry represented a violent incident, constructed from the various

existing accounts of each incident.
3.2 Database Attributes

3.2.1 Purpose.

In the health records of people with intellectual disahithigre is a large
variety of information covering a number of areas such as behaviour, healthcare,
history and lifestyle. The focus of this research project is the aggressive incidents that
occur in residential homes for people with intellectual disabifitthough there are
special recording conventions for these incidents, such as Behaviour Baseline
Monitoring Records and the Distress and Agitation Care Plans, these focus on a fairly
short period of time, usually the brief moments prior to the incideshtfze incident
itself. This leads to very brief observations about the incident being recorded. This
briefness and the tendency to discuss only the event itself (rather than the events
surrounding the incident) mean that many of the health recordsywédialone, could
give a misleading picture about aggression, as well as being too brief for Sequence
Analysis purposes. On the other hand, when these records are viewed collectively they
contain a huge amount of information that may or may not be relevte research.
There are therefore two problems when examining these records on aggressive
incidents one is having aggressive incident reports that are too brief for Sequence

Analysis, and the other is having many records on everything else whicmare ve
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detailed. The challenge when looking at data of this kind is to find a way to draw a
line which will provide the researcher enough information for useful research without

being overwhelmed.

One way to approach this problem is by constructing a datadastabase is
a structured collection of records that is stored on a compaotecan be displayed
and searched in a variety of formasce constructed and the information is entered,
databases are very useful and quick ways of collating and seancfungation. By
creating a database for aggressive incidetitthe information pertaining to a single
case can be brought together into one entry which provides enough detailed
information for Sequence Analysis. The database is also a useful rese#yci @st

own right as it allows for detailed searching of incidents.

3.2.2 Unit of Analysis.

Sequence analysis examines many examples of an interaction or behavioural
episode to discover if there are pairs of events that are occurring more commonly tha
chance. Therefore, the behavioural episode itself becomes the unit of analysis, rather
than tke person/people doing the behaviour. Consequently, in this research the
aggressive incident became the unit of analysis, rather than the people who were being
violent. This is in contrast to traditional research trends in intellectual disability and
aggressiopwhich examine the individual characteristic of the person doing the
aggressive agsuch as their mental health diagnosis or the reinforcements of this

behaviour.

Sequence Analysis is a data hungry method, and becomes manersthere
aremore categories of events included in the sequendesh means many
observational examples of behaviour are needed to perform it (Clarke, 1982). As this
research is oaggressive incidentg meant that many examples of aggression were
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required for the method. Furthermore as the research was faqusealggressive
behaviour in people with intellectual disabilitywas important that examples of
aggression were from variety of participants rather than one or a couple of people. If
the number of examples were from a very limited pool of participdrgsechnique
would have still worked but the research would have been different in focus.
However, as the aggressitself is the unit of analysjshe participant number does

not have to be as high as it would have been in quantitative research.

3.3 Data Base: Pilot

3.3.1 Pilot Study.

A database contains a number of fields. A field is a place which holds a
specificpiece of information, for instance the day of the week the violent incident fell
on. The field headings which are entered into a database define the type of information
held there, so it is important that the fields are pertinent to the research aim before
information is entered. Before the fields could be finalisetbmparison of what was
actually contained in the records against the aims of the research needed to take place.
In this early stage, an efficient way of accessing the information relevimg wiolent
incident was also required. As previously discussed, the records do hold a lot of
information, some of which will be relevant to aggression and some which will not. In
order to use time efficiently and get the most from the recardsffectve way of

accessing aggressive incidents in the records needed to be written.

3.3.1.1 Data Base: Pilot Study Aims.

The main aims of the pilot study were to

Examine the details of the information contained in the records.

Develop an effective strategy faccessing violent incidents.
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Determine what fields, based on the available information and project

aims should be in the database

3.3.1.2 Health Record Content.

When the research was in the conceptual stage of development, there was an
awareness of the geral types of information contained in the health records to the
extent that the records were judged a suitable data source for Sequence Analysis.
However, due to confidentiality and ethical constraints, specific records could not be
examined until partipants or their representatives had agreed to have their records
studied. When a record set was released, a selection of running records, care plans and
MDT notes that covered the last three months of the participants residence were
copied. The first wavef recruitment resulted in five participants agreeing to have
their health records examined. These five sets of records formed the basis of the pilot
study. By reading these records several tiftfesresearcher became familiar with the
kinds of informatim kept about these people, the format of the information and which

kinds of records might be most useful for this research.

3.3.1.3 Effective Strategies for Accessing Aggressive Incidents.

The next stage of developing the database was to find what kinds of
information about violence were written, and where in the records was this located.
This knowledge would help to use research time effectively and inform which fields

should be in theélatabase

Timelines were constructed for each of the five individémghe three
month period which their records covered. The timelines displayed the available
information about activities and events in the people with intellectual disability from
the different record types alongside each other. Where each piece ofatifor had
come from was also shown. An example of the timeline can be seen in Figure 3.1.
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Figure 3.1.

Example of a Time Line for Jane.

Date and Time | Source Event

25/5/2007 Running Recordy 10 pm Jane was loud and vocal and threw a
picture from the wall in the games room dow|

06:00 the corridor. PRN given and Jane slept for fg

and half hours.

P.R.N Record Night Sedative given at 11:15.

Distress and

Agitation Care | From 21:00 Jane started to talk and shoutex
Plan air. She was gesticulating and began to flail
arms. Staff tried to distract Jane through 1:1
but this did not work and Jane was encoura
to go to her bedroom. Jane refused to go an
moved to the games room. She continued td
shout and other servieesers were cleared
from the room. She began to pace the game
room and started to pick up objects. She be
to take pictures off the walls. Staff intervene
verbally but at this point Jane picked took a
picture off the wall and threw it down the
corridorwhile shouting loudly. Jane was
encouraged again to go to her bedroom. At
10:15 she went to her bedroom still talking b
lower in volume. She was pacing round her
room for half an hour and was offered her
night P.R.N. She accepted this and allowed
staffto assist her get into her night things. S
calmed and was asleep by 12:00.

Jane is on general observation.

Observation
Levels

13:05 Running Recordy Jane was awake at 4:30 but remained in be
until 9am. She bathed with assistance and 3
breakfast she went out with ftéor a drive to
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the shops. She bought a chocolate bar that
ate on return. Jane appears settled and in g
spirits. She is currently eating her lunch.

19:30 Running Record{ Jane has had a mostgted afternoon. She
was visited by her mum who she talked with
the Y L V L aor UASter her mum left she
became tearful, staff talked to Jane about w
she was upset. Jane said she wanted to go
her mum and did not like living at the unit.
ReasorV IRU -DQHYV VWD\ LQ
discussed with her and she seemed to acce
this. Later Jane became very vocal shouting
and screaming at nothing in particular. She
spoken 1:1 to by staff and remains agitated
calmer. Jane refused her dinner sgyshe had
eaten some snacks with her mum and did n
feel hungry.

Mum visited Jane from 14:15 until 15:30.

Jane became agitated at 17:00 shouting ang
screaming loudly in the corridor. Staff gave
verbal intervention that seemed to calm Jan
Visitor Record | little but & time of writing is still agitated.

Distress and

Agitation
23:30 Distress and Jane was agitated (see previous entry) and
Agitation pacing her room occasionally shouting. She

moved into the corridor and began to screan
while pacing up and down the corridor while
circling her hands in the air. When a staff
member approached Jane, she hit him in thg
face with her hand due to her circling her arf
6WDIIl WULHG WR YHUEDOGO
behaviour as her screaming was disturbing
other residents but she refused to loher
voice or go to her room. At this point she wa
physically escorted to her bedroom where s
calmed.
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When viewing these time lines, the types of information about participants
that was available became apparent. Care Plans and Running Recordsiprovide
LQIRUPDWLRQ DERXW WKH pFRQFUHWHY HYHQWYV WKDW
disabilities lives such as activity, visits, outings, Doctors appointments and reviews.
Although this information was often replicated in the MDT notes, these notes wer
seen as a secondary or supplementary form of information so it was decided it was not
necessary to examine those records when credditadpasentries. When looking at
information on aggressive incidents, the majority of information about aggressive
behaviour was recorded, albeit in a brief form in the Distress and Agitation Care Plan.
A discussion of the aggressive incident would often be in the Running Records, but as
asupplement rather than primary information. There were also occasions when
aggres®n would be mentioned only in the Distress and Agitation Care Plan. Due to
this, it was decided that the Distress and Agitation Care Plan entry would provide the
starting point when investigating an aggressive incident. However, as these entries are
oftenbrief, the date and time information from the Distress and Agitation Care Plan
would then be used to build up an account of an aggressive incident. This information
was used to write a strategy for entering aggressive incidents irdattiteasevhich

can be seen in Figure 3.2.

Figure 3.2.

Strategyfor Assssing Violent Incidest

. *R WR WKH &DUH 30DQ (QWU\ IRU p'LVWUH'
. Create a newlatabasentry and add up what is described

there to the Incident Database. Include any information

written in Baseline Behaviour Monitoring Records and

Restraint Monitoring Records if applicable.
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. For each of the other care plans, look for details on the date
the incident occurred from the time of the incident up to the
24hour period prior to that incident.

. Go to the running records and find the entry that corresponds
to the date and time of the incident. Add any additional
information that appears.

. Note any inconsistencies in the narratives between records in
red in thedatabase

. If there has been a recoofithis incident sent to the Sentinel
System, get a copy of that record and add tal&tabase

entry.

3.3.2 What fields should be in the database?

The fields that comprise a database determine what information will be
available for analysis later. Therawas to create as comprehensive as possible
account of the events that were involved with the aggressive incidents observed in the
records within the constraints of the records content and the aims of the research itself.
A comprehensive database woulén allow for events which are significantly
involved in violence to be found using Sequence Analysis. Any events which are
irrelevant but included in the database would not emerge during Sequence Analysis so

would not distort the results.

The literatureeview identified a number of variables and factors that are
important when considering aggressive behaviour. These included personal factors
such as gender, age, level of intellectual disability, mental health diagnosis and the
presence of autistic speatn disorders. Environmental factors such as setting events,

reinforcing stimuli, provocation, frustration, hours of sleep, crowding, pain, number of
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qualified staff, location qualities, mood, time and day of the week and activity. Other
risk factors weredentified from research into forensic inpatient populations who
aggress, and suggested dynamic factors such as a change in state, for example

becoming confused or agitated.

Personal factors that were available in the records were age, gender, level of
intellectual disability and presence of autistic spectrum disorders. These were

identified and recorded in the participalatabasésee section 3.4.1).

The patient records allowed access to a number of the environmental and
dynamic risk factors identifieith the literature review as important. These were time
of day, location, hours of sleep, levels of observation (related to crowding), mood,
pain, activities and change of state. Fields were created dathbasén order to
capture these. Activities, wtth may cause environmental disturbance such as visits
and outings were also recorded. The records also contained descriptions of the
aggressive incidents, which held information that was potentially informative about
provoking and frustrating events likancellations and denial of requests, and other
variables such as changes in state, so a field was created to hold a narrative of the

incident.

There were a number of fields identified in the literature review as important
for considering when examiniragggressive behaviour that were not accessible
through patient records. Information about staff qualifications and who was on shift at
the time of aggression was not noted in the patient records and this information was
not available to the researcher thgh other means. Information about the number of
other service users and staff members present was also not available. This is due to the
way patient records are constructed around an individual. Limited information is
recorded about other service usersliant records due to confidentiality issues.
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Therefore information about potential crowding factors was not available to the

researcher.

Record keeping is done for a number of clinical, ethical and legal purposes.
Research into clinical record keepingslsiggested that this is influenced by the
demands of the organisation and may inhibit the recording of the anything which goes
against theR U J D Q L YwpaseR(Refkkainen, BondasE&iksson, 2005). There is
often an assumption that what has not beeonded has not happened, but there are a
number of studies which suggest clinical records are often missing essential parts of
information about client care amairsing activities (Adamsen &ewes, 2000). De
Marinis et al.(2010) found that only 40% of rging activities were recorded in
clinical records. Clinical records, due to the nature of the information required by
organisations, can often exclude the caring part of nurse/service user interactions and
record only concrete nursing care such as wharesane was bathed or ate a meal

(Kirrane, 2001).

There are also issues with the record keeping which means that although
theoretically information should be present in the records, human error and memory
means some information will not have been inclutRstord keeping is usually
performed at the end of a shift when nurses and health care assistants may be tired.
There has also been research which suggests some nurses hold negative attitudes
towards clinical records, as they do not reflect the wloely door assist it (Lee, Yen
& Ho, 2002). These negative attitudes and levels of tiredness may affect the accuracy
or length of records. Nurses and health care assistants can only record what they see,
and are also not permitted under record keeping guid@lirecord any subjective

judgements about why an incident has occurred. Potentially, aggressive incidents may

114



New Ways of Predicting Aggressive Incidents in Clinical Settings

have gone unnoticed and unrecorded, as well as important information regarding the

causes of incidents.

It is important to note here that whilag thesis is investigating the sequence
of aggressive incidents in people with intellectual disability, these sequences have
been gleaned from observations made by care staff. There are benefits and limitations
to using this type of information which witle discussed in more detail in the

conclusions chapter of this thesis.

The layout and fields in thdatabasean be seen in figure 3.3.
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Figure 3.3

Fields Included in th¥iolent Incident Dathase

Identifier Jane
Date of Incident 25/05/2007
Time of Incident 23:30
Day of Week Monday
Year of Birth 25/12/74
Location Corridor, Bedroom
Mood Prior to Incident AM Settled PM Agitated,
Upset
Preceding Event Visitor Yes, mother
Preceding Event Outing Yes, Drive to Shops
Preceding Event Cancellation No
Precaling Event Refused Medication No
_ Preeding Event Taken P.R.N Yes, Night P.R.N previous
evening
Preceling Event Had Request Denied No
Preeding Event Refused Something No
Incident Type Physical Aggressiotowards
Staff

What Happenedbhne was agitated and was pacing her room shouting. She
moved into the corridor and began to scream while pacing up and down the corridor
circling her hands in the air. A staff member approached Jane, who she hit in the face
whilecircOLQJ KHU DUPV 6WDII WULHG WR YHUEDOO\ LQWH!
lower her voice or go to her room. At this point she was physically escorted to her
bedroom

Duration 15 minutes

Outcome Verbal Intervention, Physical Escorting,
Consequecres Calmed

Gender Female

Current Observation Level  General Observation
&RQIW
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Contributors to Report KT

Source Reports Distress and Agitation Record, Running
Records

Misc. After her mother visited Jane became upset

and agitated. She was calmed somevolya
staff but had spent the afternoon agitated.

Phone calls

My View Point Jane seemed to start having hallucinations after she saw her
mother *could this be a demonstration of her distress about her living situation? Did
the explanation given for stang in the unit satisfy her was it unrelated.

Incident Information Type A

3.4 Participant Data Base

3.4.1 Purpose.

As discussed in 3.2.2 the unit of analysis for this study is the aggression
incident itself, rather than the participants who contribtitedexamples of aggression
from their health records. However, personal factors are also important when
considering aggressive incidents sodaltabasentries were labelled with an identifier
as to which participant they came from. A secdathbas&vascreated holding
details about the participants. This was to allow the investigation of personal factors,
or in case the majority of incidents came from a small proportion of the participants in
which case a case study approach where individual factotsedaken into account

might be appropriate or informative.

This database contained information about the conditions, life history and risk
status of the participants, alongside conditions that lead to their admittance to the unit
and any problematic behawur. A full list of the databaskelds can be seen in Figure

3.4
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Figure 3.4.

Fields Included in th@articipant Data Base.

Identifier

Year of Birth

Date of Entry into Unit
Date Left Unit

Gender

Type of Intellectual Disability
Mental Health Problems
Genetic Disorders
lllness

Unit

Known Triggers
Anniversaries

Lack of Activity

ProblemBehaviour

Reason For Admission

IQ

Score on HONOS
Thoughts

Ethnicity

Identifier

Psychiatrist

Previous Living Situation

Areas of Note
118

Jane
25/12/74
03/09/2006
N/A
Female
Mild

Hallucinations +Auditory and Visual

Diabetic
A

Changes in routine

Shouting angcreaming very loudly.
Self harm by slapping herself in the
face. Property destruction. Physical
harm to staff and service users.

Reached a crisis point where her
hallucinations were so severe that she
was refusing teelf-careand wa
attacking carers.

60

White
Jane
Dr KT

Living with elderly mother.



New Ways of Predicting Aggressive Incidents in Clinical Settings

3.4.2 Participant Demographics from the Database

There were 18 padipants in total. Their demographic details can be seen in
Table 3.2. The participant group consisted of 12 men and 6 women. The majority of
the sample had been classed as having a mild or moderate intellectual disability. Mild
intellectual disability refes to an 1Q assessment®8-70 and associated adaptive
behaviour problems. Moderate intellectual disability refers to an 1Q assessment of 40
55 and associated adaptive behaviour problemggBPsychologicabociety, 2000).
6 of the participants weresd classed as having an autistic spectrum disorder. The
participants experienced a range of physical health problems and illnessé®with

the participants having hearing problems, epilepsy or illness.

Mental health problems were prevalent in the samyte 12 out of the 18
participants being diagnosed with a psychiatric probeai.the participants had a
personality disordeB of the participants had bipolar disorder &wf the participants

had experienced or were experiencing psychotic symptoms.

Each of the participants had been described as having problem behaviours and
specific personal triggers to these behaviours by the-disttiplinary team. The
problem behaviours will be discussed belbwt there was a range of triggers
described. The nst common of these were changes to routine and environmental
disturbance that could include changes to staff and noise. Pressures of group living
and interactions were also noted as possible triggers of problematic behaviour. All but
one of the participan had been noted as having problematic behaviours. The most
common of these were classed as property destruction and verbal aggression or
threatening behaviour. Participants were also noted to be at risk displayihgrse|f
physical aggression and pragtog loud or disturbing behaviours. Further information

about the participant database can be seen in Table 3.2.
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Table 3.2

Participant Data BaseFields and Characteristics

Participant Name  Number of Gender Intellectual Disability Known Triggers Problem Behaviours
Incidents
Alan 6 M Mild Personal Space Issue¢ Verbal Aggression, Throwing
objects
Beverly 95 F Moderate with autistic spectrum  Changes to Verbal Aggression, Physical
disorder environment, Staff ~ Aggression, Screaming/Louc
intervention and Noises, Obsession,

instruction, personal
hygiene issues,

distressed stat

&RQIW
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Claire 2 F Mild, Atypical Autism Rejection, Money Physical Aggressiort
issues, Obsessions especially to men who have
with men, pregnancy, rejected her, lappropriate

relationship, marriage sexual behaviour,

Deborah 10 F Mild Anniversaries, Family SelfHarm, Verbal

Contact, Christmas, Aggression, Property

Birthdays, Destruction, Loud Noises
Boyfriends,

Edward 75 M Moderate Changes in Routine, Verbal Aggression, Physical
Unfamiliar carers, Aggression, Throwing

Personal spadssues, Obijects,
Loudness, Obsessior Screaming/Loudness,

with female staff, Inappropriate Sexual

&RQIW
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Pressures Behaviour

Frank 21 M Mild Situations which Physical Aggression,

cause arousal, Elatiol Property @estruction, Verbal

Aggression,
Gina 70 F Unspecified with Challenging Changes of routine, SelfHarm, Property
Behaviour Changes of staff Destruction, Stripping in

team, needs not met, public, Stealing food from

vulnerable peers, others, targetig vulnerable
jealousy peers

Helen 0 F Moderate SeltHarm

Ivan 10 M Mild Relationship issues,

Panic Attacks,

122 &RQITW
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Anxiety

Jeremy 22 Mild with Autistic Spectrum Changes to Suicidal Ideation, firowing

Disorder environment, Objects, Property

Obsessions, Noise, Destruction, SelHarm
Living in group through neglect
homes, anxiety

Kirk 17 Moderate with Autism Pain, Noisy Verbal Aggression,
Environment, Mood Gesturing, Stereotyped
Change Behaviour

Louis 1 Mild with Autism Disturbed Sleep, SelfHarm, Threatening,
Mood Change, Gesturing, Suicidal Ideation
Challenged,
Rejection, Anger,
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&RQIW



New Ways of Predicting Aggressive Incidents in Clinical Settings

Frustration,

Confrontation

Melanie 7 Mild Poor SelfCare Skills, Sel
Harm,

Neal 12 Moderate/Severe with Autism Social Contact, Pain, Property Dstruction, Sel
Loud Noise, Poor Harm,
Communication

Patrick 11 Mild/Moderate Breaking of Verbal Aggression, Physical
relationship, anxiety, Aggression, SelHarm,
stress, frustration, Property Destruction
misunderstanding

Quentin 20 Mild Sexual Behaviour,  Verbal Aggression, Physical
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Need not met, Aggression, Threatening
Complicaions with Behaviours, Inappropriate
diabetes, Lack of Sexual Behaviour
motivation,

Confrontation, Noise,

Room Search,

Boredom
Rob 8 M Mild/Moderate Stress, Boredom, Threatening, SelHarm,
Bullying, Physical Aggression,

Misunderstanding, Property Destruction

Alcohol Dependency

Steve 11 M Mild Boredom, Asked to  Threatening, Property

do things, Peer Destruction, Physical
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Pressure Aggression, Theft,
Inappropriate Sexual

Behaviour
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3.5 Summary

The obserational data that was detailed in the health records of people with
intellectual disability provided a large amount of information, some about violence
and some about the wider lifestyles of people with intellectual disability living in
residential unitsThere was a variety of observational data about violence in the data,

which was collated using a database entry system. The advantages of this are:

. Large amounts of information could be held together,
increasing suitability for sequence analysis

. Observabns that were traditionally too short for sequence
analysis or too lacking in details could be added to make a
complete account

. Theories about violence in both the general and intellectual
disability population could be used to inform field creation

. Time effective method of looking at and searching through a

large amount of observations

The next step from this is to investigate the content of this database. This
would enable a picture of violence iratibnalHealthServicefacilities to be

constructed.
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Chapter 4 What Does an Aggressive Incident Look Like?

4.1 Overview

The health records of people with intellectual disability living in NHS units
formed the observational data used in this research. Before Sequence Analysis
methodology was applied todfuata, the health records were collated into a database
of aggressive incidents, producing a more thorough account of the incident then if just

based on one part of the available information.

An important part of understanding violence it to know what #olent act
itself looks like, when it occurs, where it occurs etc. The database, as well as
providing a means of preparing the observations for Sequence Analgsiprovided
a representation of what violence looks like iatidnalHealthServicereddential

facilities for people with intellectual disability in the Nottinghamshire area.

Once an incident has occurrelde only physical part of it which remains for
examination is the record created about it. Another important part of understanding
whata violent incident might look like is the consideration of how that incident was
recorded, such as what was included and what was missing. Looking at the database in
detail also sheds light on the kinds of information recorded and raises possible

questios about those recording methods and the clinical utility of them.

This chapter will present the findings from that database. The first part will
concentrate on the incidents themselgash as the type of violence and when it
occurred. The second paftthis chapter will look at the way the incident was

recorded.
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4.2 Violent Incident Database

4.2.1. Type A and Type B Incidents.

The violent incident database fields are discussed at length in section 3.3.4.
When a new violent incident was added to thialiase it was designated as Type A or
Type B. Type A entries were those which had a large amount of narrative detail or
were comprised from several observations. These incidents had enough detail to
perform Sequence Analysis. Type B entries had fewerldstacould not be deemed
suitable for Sequence Analysisit provided many details about violent incidents and
rich contextual information so were included in the database. The violent incident
database contained 403 incidents in {dt&D of these wer€ype A and 253 were

Type B.

4.2.2 Comparison of Type A and B Records.

Initially records were split into Type A and Type B based on the level of
FROQOWHQW WKH UHFRUGY FRQWDLQHG ZLWK WKH LGHD \
patterns found in the Pg A incidents. In order to be able to do this, it was important
to check whether the Type A records were representative of the Type B records. This
was assessed by looking at the percentage of the records that were written about each

type of violence (se€able 4.1).

There were several differences in the types of violence reported in the Type A
and Type B records. The most reported types of violence were physical and verbal
aggression to staff (See section 4.3.1). This is reflected in the Type A an8 Type
recordsas both types have physical and verbal aggression to staff as the most
commonly reported types of incident. However, when looking at the other types of
violence in these two record types, Type A incidents are more commonly those that
have invohed staff as a target in some way or have involved verbal aggression. Those
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incidents that are related to violence from one peer to another tend to be in the Type B
category. This is especially noticeable in those incidents involvingnaath. None of

thes incidents were in the Type A category, which in real terms means that there was
very little detail written about the incidemossibly only mentioned in one record

source with sparse information about antecedents and consequences. It is important to
note here that many of the many of the comparisons being made are regarding very
low percentages, equalling the difference between no mentions-biseifin the

Type A incidents compared to nine incidents of-kelfm in the Type Bs. However,

even with thes very low numberghe consistency of the differences across the

categories of violence is striking.

Type A incidents were those that, in the health records, contained more
information to put into the database. This meant that Type A records wouldrée mo
suitable for coding. The Type A records drew from more detailed incident reports, and
were mentioned in more sources of information like a variety of reports ratheashan,
in the case of Type B records, one care plan entry. From a comparison of the
percentages of types of violence in the two record typeguld appear that the Type
A and Type B records are not directly comparathileughthere seesito be distinct
patterns in which types of violence have more detail recorded about them. This non
representativeness will be discussed later in this chapter. However, while the Type A
records might not be directly representative of the Type B records, when viewed as a
whole, the database still provides interesting information about the patterns of
violence in care for people with intellectual disability, and these will be explored

below.
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Table 4.1.

Percentage of Type A and Type B records by Type of Violence.

Type of Violence

Type

Staff

Peers

Verbal Aggression to Staff

Physical Aggression® Staff

Verbal Aggression to Staff, Property Destruction

Verbal and Physical Aggression to Staff

Property Destruction

Verbal and Physical Aggression to Staff, Property Destruction
Verbal Aggressbn to Staff and Peers

Verbal Aggression to Peer

Verbal Aggression to Staff and Peers, Property Destruction
Physical Aggression to Staff, Property Destruction

Verbal Aggression to Peer, Physical Aggression to Staff

Verbal and Physical Aggression to Peers, Verbal Aggression to

Physical Aggression to Peer
Physical Aggression to Staff and Peers
Verbal Aggression to Peers, Property Destruction

Verbal and Physical Aggression tc&taff, Verbal Aggression to

Verbal Aggression to Staff, Physical Aggression to Peers,

Property Destruction

Physical Aggression to Peers, Property Destruction
Physical Aggression to Staff and Peers, Property Destruction

Verbal and Physical Aggression to Staff, Verbal and Physical

Aggression to Peers

&RQIW
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17.3%
16.6%
16.6%
16.6%
6.6%
6.6%
6%
4%
3.3%
2%
2%
2%

0.6%
0.6%
0.6%
0.6%

0.6%

0.6%
0%
0%

0%
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Sel-Harm

Property Destruction and SelfHarm 0%
Verbal Aggression Property Destruction and SelfHarm 0%
Verbal Aggression to Saff, Physical Aggression to Peer 0%
Verbal Aggression to Staff,SelfHarm 0%
Verbal Aggression to Staff and Peers, Physical Aggression to 0%

Staff

Type A incidents weréhosewhich contained a lot of recorded information,
while Type B irtidents were limited in the amount of information contained about an
incident. In both classifications of incidents, the highest proportion of incidents
recorded were those which involved staff members. Tenneij and Koot (2008)
suggested that staff membarg more often the target of aggressive behaviour than
peers, although this pattern has been suggested to be due to other types of aggression
occurring out of sight of sthtimnembers (Harris, Humphreys Bhomson, 2004). The
above patterns are similarthose found in other studies which have examined the

targets of aggressive behaviours.
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4.2.3. Number of Incidents per Unit.

There were three units that contributed records for the research
from a variety of participants. Each unit contributed a differentamo  unt of
violent incident data to the study. This was due to the number of
participants from each unit and the time span of data collection differing.
The time span of data collection and the number of incidents in each unit

can be seen in Table 4.2.

Table 4.2.

Number of Incidents per Unit.

Unit Time Data Type A TypeB Total
Spanned

Unit A 18 months 97 157 254

Unit B 2 years 18 73 91

Unit C 6 months 34 16 50

Unit A had the highest number of recorded incidents per participants in the
sampleduringthe time the unit was included in the study. The number of reported
incidents per unit is similar to the prevalence data from other studies, which has found
higher number of incidents in inpatient settings when service users have been admitted

after placerant breakdown thaim residential units (Lowe et.aP007).
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4.3 Type of Incident

4.3.1 Type of Incident: Whole Sample.

Property destruction referred to any attempt to break or destroy property
regardless of size. Verbal aggression referred to swedhireptsandloud aggressive
words that were aimed at another. Physical aggression referred to any attempt to
physically harm another person. Skirm referred to harming oneséif this sample,

it was cutting oneself or irritating wounds by puttinghtis into them.

The kind of incidents occurring was fairly varied. Incidents were split into
those which were singulare. one type of aggressive was documeraed mixed
incidents, where more than one type of aggression was documented. The most
commontype of singular aggression was that of physical aggression towar,chgtiaff
verbal aggression toward staff occurring second most frequently. Singular incidents

involving peers were infrequent.

When looking at mixed incidents ,there was a variety of com binations of
aggression, most of which happened infrequently. The most common of

these was verbal aggression to staff combined with property destruction

and verbal and physical aggression to staff. Verbal aggression toward s staff
members and property des truction was the most common type of mixed
aggression documented. The frequency with which these incident s

occurr ed in the sample can be seen in Table 4.3 and 4.4.
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Table 4.3

Type of IncidenttSingular Ranked by Frequency.

Type Of Incident

Frequency%o)

Physical Aggression to Staff
Verbal Aggression to Staff
Property Destruction
Physical Aggression to Peer
Verbal Aggression to Peer

Verbal Aggression to Staff
and Peer

76 (19%)
59 (14.75%)
40 (10%)
20 (5%)

15 (3.75%)
8 (2%)
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Table 4.4

Type of IncidenttMixed Ranked by Frequency.

Type of Incident

(%)

Frequency

Verbal Aggression to Staff, Property Destruction
Verbal and Physical Aggression to Staff

Verbal and Physical Aggression to Staff, Property
Destruction

Physical Aggression to Staff, Property Destruction
Verbal and Physical Aggression to Staff, Sé#rm
Verbal Aggression to Staff, Setfarm

Physical Aggression to Staff and Peers

Property Destruction,ef-Harm

Physical Aggression to Staff, Séffarm

Verbal Aggression to Peers, Property Destruction

Verbal and Physical Aggression to Staff, Verbal Aggressic
to Peers

Verbal Aggression to Peer, Physical Aggressio8tadf
Physical Aggression to Staff and Peers, Property Destruc
Verbal Aggression to Peer, Physical Aggression to Staff
Verbal Aggression to Staff and Peers, Property Destructic

Verbal and Physical Aggressiao Peers, Verbal Aggressior
to Staff

Verbal and Physical Aggression to Staff, Verbal and Phys
Aggression to Peers

Verbal Aggression to Staff, Physical Aggression to Peers,
Property Destruction

Verbal Aggression to Silaand Peers, Physical Aggression 1
Peers

Physical Aggression to Peers, Property Destruction

38 (9.5%)
29 (7.25%)
17 (4.25%)

7 (1.75 %)
5 (1.25%)
5 (1.25%)
5 (1.25%)
2 (0.5%)
2 (0.5 %)
2 (0.5%)
2 (0.5%)

1 (0.25%)
1 (0.25%)
1 (0.25%)
1 (0.25%)
1 (0.25%)

1 (0.25%)

1 (0.25%)

1 (0.25%)

1 (0.25%)
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4.3.2 Type of Incident By Unit.

The type of incident occurring in each unit was examined. In Urptwsical
aggression to staff remaid the most frequent, while the most commonly documented
mixed incident was verbal aggression towards staff combined with property
destruction. The frequencies for Unit A can be seen in Tables 4.5 and 4.6. In Unit B
property destruction was the most fueqt incident, with verbal aggression towards
staff and property destruction being the more frequent mixed incident. This can be
seen in Tables 4.7 and 4.8. In Unjtv@rbal aggression to staff and peers occurred
most frequently, and while there were oalgmall number of mixed incidentse
most frequent of these were verbal and physical aggression towards staff. These can

be seen in Table 4.9 and 4.10.

Table 4.5

Type of Incident FrequencyUnit A

Type Of Incident Frequency (%)
Physical AggressiorotStaff 64

Verbal Aggression to Staff 23

Physical Aggression to Peer 17

Property Destruction 15

Verbal Aggression to Peer 4

Verbal Aggression to Staff 1

and Peer
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Table 4.6

Type of Incident Frequency, MixedlUnit A

Type of Incident Frequency (%)
Verbal Aggression to Staff, Property Destructio 24
Verbal and Physical Aggression to Staff 10
Physical Aggression to Staff, Property Destruct 4
Verbal and Physical Aggression to Staff, Prope 3
Destruction

Verbal and Physical Aggression to $t&felf- 3
Harm

Verbal Aggression to Staff, Setfarm 3
Property Destructior§elf-Harm 2
Physical Aggression to Staffel-Harm 2
Verbal Aggression to Peer, Physical Aggressiol 2
to Staff

Physical Aggression to Staff and Peers 1
Verbal Aggression t®eers, Property Destructior 1
Verbal and Physical Aggression to Staff, Verba 1
Aggression to Peers

Verbal Aggression to Peer, Physical Aggressiol 1
to Staff

Verbal Aggression to Staff and Peers, Property 1
Destruction

Verbal and Physical Aggressitm Peers, Verbal 1
Aggression to Staff

Verbal Aggression to Staff and Peers, Physical 1

Aggression to Peers
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Table 4.7

Type of Incident FrequencyUnit B

Type Of Incident Frequency (%)

Property Destruction 24
Verbal Aggression to Staff

Physi@al Aggression to Staff
Physical Aggression to Peer

Verbal Aggression to Peer

o O P+ 0 N

Verbal Aggression to Staff
and Peer

Table 4.8

Type of Incident Frequency, MixedlUnit B

Type of Incident Frequency (%)
Verbal Aggression to Staff, Property Destron 14

Verbal and Physical Aggression to Staff 3

Physical Aggression to Staff, Property Destructior 2

Verbal and Physical Aggression to Staff, Property 1

Destruction

Verbal Aggression to Peers, Property Destruction 1

Verbal Aggression to Staff, Phgsil Aggression to 1

Peers, Property Destruction

139



New Ways of Predicting Aggressive Incidents in Clinical Settings

Table 4.9

Type of Incident FrequencyUnit C

Type Of Incident Frequency (%)
Verbal Aggression to Peer 9

Verbal Aggression to Staff 8

and Peer

Verbal Aggression to Staff
Physical Aggression to Peer

Physical Aggression to Staff

R R, NN

Property Destruction

Table 4.10

Type of Incident Frequency, MixedUnit C

Type of Incident Frequency (%)
Verbal and Physical Aggression to Staff 3

Verbal Aggression to Staff, Property Destructiol 2

Verbal and Pysical Aggression to Staff, Verbal 1

Aggression to Peers

Verbal Aggression to Peer, Physical Aggressiol 1

Staff

Verbal Aggression to Peer, Physical Aggressiol 1

Staff

4.4. Time of Incident

4.4.1 Time of Incident By Unit.

In Unit A, the majoriy of the incidents recorded happened in the PM or

afternoon shift. In Unit Bincidents happened more in the AM or morning shift
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peaking aroundnid-morningand lunchtime. In Unit C, the majority of the incidents in
the sample occurred in the PM shift.elnequency distribution of aggression over the

shifts can be seen in Table 4.12.

Table 4.11

Frequency of Aggressiguer Shift in Each Unit

Unit Unit A Unit B Unit C
Shift

AM 85 49 18
PM 131 29 29

N 33 6 1

Aggressive incidents were more liggb occur during the day than at night
which is similar to findingsn psychiatric populationsB@rlow et al., 2000&rassi,
Peron, Marangoni, Znachi ¥anni, 2001). Ung A and C both had more aggressive
incidents in the afternoon than in the morningitB had more incidents in the
morning. This difference is potentially due to the different patterns of staff and client

interaction and need in each unit

4.5 Hours of Sleep

Sleep disturbances have been suggested as a possible influence on aggressive
behaviour in both the general and intellectual ity population (Brylewski &
Wiggs, 1999). In residential units for people with intellectual disability, hours of sleep
are recorded for some service users. These service users may be new to the unit,
experencing agitation or mania, or on a high level of observation. However, it is not

routine to record the sleep data for all participants in all units. Due to the importance
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of sleep in aggressive behaviour, where the information was avaséd#e data wa

included in thedatabase

There was a sukampleof 108 incidents where the hours of sleep the night
before the incident had been recorded. In nearly half of the incidents that had sleep
information (51) the aggressive individual involved had sleptdbfeast hours.6
hours of sleep has been suggested to be the minimum that scsheoldehave in
order to function to theimaximum potential (Anderson Rickinson, 2010). The rest
of the protagonists of aggression in the sample had had less hbars sleep or
where experiencing disturbed sleep (repeated waking). The number of hours of sleep

prior to incidents or the sleep assessment can be seen in Table 4.13.

Table 4.12

Hours of Sleep before Incident

Hours of Sleep Frequency
Good Sleep 22
Night Waking 3
9 Hours 2
8 Hours 6
7 +8 Hours 14
6 *7 Hours 7
5 +6 Hours 13
4- 5 Hours 10
3 +4 Hours 8
2 £3 Hours 5
1-2 Hours 1
Few 7
None 1
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There is no control information about hours of sleep needed by each
participant or theaverageamountof sleep they would havead,which makes the
interpretation of these results in relation to how sleep might affect aggressive
behaviour difficult. Alditionally, some participants were recorded as simply having
MJRRG VOHHSY DV RS SR Vdfl®uw. RabofGhd InciQdn&/werB PR X Q W
preceded by night waking or short amounts of sleep. This may indicate agitation,
mental health issues or the effects of medication within the participant, or
environmental issues which prevent prolonged sleep on theHanvever, as there is

no control dataonly speculations may be made.

4.6 Location: by Unit
Each of the Units involved in the study had a different layout. Units A and C
ZHUH PpEXLOW IRU SXUSRVH XQLWVY ZKLOH BifdigW % ZDV
layout has been implicated as important when considering aggressive behaviour as it
may cause particular conditions which make aggression more (Kiggan &
Campo, 2002). Examining the location of an incident provides useful information
about tke context of an aggressive incidamhich can indicate factors as to why it
occurred. The locations where the most frequent amount of aggressive incidents in
each unit will be presented and discussed in terms of their distinguishing
characteristicswith a potential hypothesias towhy aggression may occur in that

context.

In Unit A, the majority of incidents occurred in the dining room or the acute
area. The acute area is where individuals who are experiencing extreme agitation or
crisis spend time antbnsists of a locked area with two bedrooms. There were also a
high number of incidents occurring in the bathrooms and bedrooms of the unit. There

ZHUH IDU OHVV LQFLGHQWY ZKLFK pWUDYHOOHGT RU WF
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Table 4.13

Location of Inciégnt £Single, Unit A

Location Frequency

Dining Room 17
Acute Area 16
Bathroom 11
Bedroom 10
Lounge
Corridor
Outside
Female Area
Male Area

Games Room

N N = T = T =< e o)

Visitors Room

Office 1
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Table 4.4

Location of IncidentxMixed, Unit A

Location

Frequency

Bedroom/Corridor

Dining Room/Lounge
Bedroom/Lounge

Bedroom/Bathroom

Dining Room /Bathroom

Acute Area/Corridor

Lounge Bedroom Corridor Male Toilet
Corridor guadrangle

Activity Room/Lounge

Bedroom Corridor Qadrangle Dining
Room

Toilet/Corridors

Bedroom/Dining Room

P P PP, N N DN N DN W

Meal times have been suggested as a time of high service user demand due to

preferred items.

problems with eating, as well as a time when there are a high concentration of service
users and staff membersadne area. The high rate of incidents occurring in the dining

room could be due to issues with crowding or frustration at not gaining access to

A high proportion of incidents occurred in the acute area. The acute area was
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utilized inUnit A when a service user was agitated, distressed or aggressive. The acute
area was also used as a seclusion area to allow people to calm down after incidents.
The high level of incidents in this area is potentially due to the fact that it was

occupied by lghly aroused service users who were already being aggressive.
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Alternatively, characteristics of the acute area may increase the risk of aggression,
suchbeingminimally furnished with little opportunity for activity, and involves being

highly observed bytaff.

In Unit B, the majority of incidents took place in the games room. The lounge

was also a common place for incidents, especially when they were of mixed locations.

Table 4.5

Location of IncidentxSingle, Unit B

Location Frequency
Games 17
Room

Lounge 5
Kitchen 3
Outside 3
Bedroom 2
Dining 1
Room

Day care 1
Office 1
Porch 1
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Table 4.16

Location of IncidentxMixed, Unit B

Location Frequency
Lounge/Games 3

Room

Lounge/Toilet 1

Dining 1
Room/Bedroom

Lounge/Bedroom 1

The most coomon location of aggression init B was the games room.
During the time of data collgoh, Unit B was being prepared to be closed down and
SO was operating at a reduced capacity with dmbsidents as opposed8oAs the
unit was large and running der occupancy, it is unlikely that aggression in the

games room was due to crowding or lack of access to resources.

In Unit C, there was a slightly more varied pattern of locations for the
incidents. The corridor was a common locatiout it appeared #t there were less

typical places for incidents to occur.
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Table 4.17

Location of IncidentxSingle, Unit C

Location Frequency

Corridor
Bedroom
Lounge
Dining Room
TV Room
Kitchen

Activity Room

P R R R RPN W O

Front Entrance

Table 4.18

Locaion of Incident +Mixed, Unit C

Location Frequency
Bedroom/Corridors 6

Lounge /Corridors/ Bedroom 1

Activity Rooms/Gardens 1
Kitchen/Bedroom 1
Lounge/Bedroom 1
Lounge/Corridors/Bedroom/Dining 1

Room

Lounge/Corridor 1

In Unit C, no location has particularly high number of incidents. This could

indicate that the particular room the incident took place in had little influence on the
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aggressive acbr that the number of incidents reviewed in this research was not high

enough to reveal patterns.

4.7 Mood Assessment

It was conventioal in theunits studied to record a mood assessment of the
participans. This was done either through the person writing the running record about
the individual$ behaviouduringthat shift making a judgement on themood, or for
other participants whose mood was a particular focus, a purpose designed grid with
mood states pertinent to the individual was created. Some incidents did not have mood
assessments writteB20 of the 400 incidents had a mood assessment of the
protagonist. In nearly half of these assessmémgprotagonist was classed as being
calm before the incident occurred. The next most common mood noted was being
elated. It was far rarer for the protagonist to appear to be unsettled or agitated. The

recaded mood fregency can be seen in figure 4.1.

Figure 4.1Frequiency of Observed Mood State

90
80 -
70 -
60 -
50 -
40 -
30 -
20 -
10 -
0' — - o - — o o' o U)ml-lml T ICDI-OI
— S = —_—
033885528880 25085£525232558¢%g2¢
_— = S ] =8 _ —
E 8o S 8EZSESS B 8c0Y88Ex0BHR O
P SEE =35 sl oVg< PocEcogonDdD0O
o v < = > © £ noe=<gsxr=2 ZCK
= 0 .2 a) @ o~ c £ Q@
) o 208 a o2 O

149



New Ways of Predicting Aggressive Incidents in Clinical Settings

4.8 Observation

4.8.1 Observation: Whole Sample

In the residential units in the study, each of the participants is placed into an
observation category dependiog their needs. This observation category determines
how the participant is observddr instance how many times per hour, by how many
people and at what distance from them. Research on the function of observations for
the service user is limited (JanoysR009) but it could provide many functions for
the person experiencing it, such as feelings of safety, being afiteartion, or
producing irritation. It is also an indicator of the level of need of an individual or the

resources of a unit.

Out of the403 incidents recorded, there was an observational style recorded
for 211. The most frequent type of observation style Wwessmittent This means that
a named person checks the participant several times an hour. The next two most
frequent observation dg8s wereGeneral, where a service user is free to be alone
within a unit andLevel 2Intermittenf where checks are made at a higher frequency
thannormal The more intense the observation stiffe less frequently participants
experienced it before agegsion. The frequency of observation types can be seen in

Table 4.22.
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Table 4.19

Type of Observation and Frequency

Type of Observation Frequency
Intermittent 69
General 40
Level 2- Intermittent 36
Intermittent (11 in acute area) 20
30 minobs 16
1:1 with hourly checks 12
15 minute obs 11
EyesightSsUPTV OHQJV 4
lto1l 2
10 min obs/Level 2 Intermitten: 1
Total 211

The majority of incidents took place while the participant was on a level of
observation where theyould be checked upon several times an hour. There has been
little research into the effects of observation levels on any aspects of service user
experience. Observation levels are assigned to the need level of the serviaihuser
so those who are modistressed or challenging in their behaviour assigned higher
levels of observation. As observation levels were recorded, it is difficult to know
whether the assigned level reflected the actual amount of contact that staff members
had with service users. Fexamplea person may be recorded as receivingtone
one observation where a staff member is assigned to them at all timesditin what
this actually looks likés impossible to gaugee. if the staff member engagjhe
service user in activityalks to them, or keepthem in eye sight wist doing other

tasks Research has suggested that psychological space is essential in reducing
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aggression in inpatient environments. High levels of observation may prevent the
access of psychological or everrgmnal space for the service user, which reguilt
aggressiofntendedo get staff members away or to access seclusion. Escape from
task demands and social interaction has also been suggested as a reinforcement of
challenging behaviour. Howevex higherate of observatiorwasnot correlated with

higher rates of challenging behaviour in this sample of recorded incidents.

4.9 Typography

A typography is something whicuggests the characteristingolved in a
particular type of entity. In terms of tlgata involved in this research, which was
looking at lots of different kinds of aggression as a whole, typography can be a
particularly useful way of pulling out the most pertinent parts of information related to
each type of aggression, therefore givingradication of the things which have been

involved in that particular kind of aggression previously.

The most commonly occurring types of aggression in the data set were
examined for the mood of the protagonist, the time of day, the gender of the
protagmist, the location of the aggression, the observation level, the preceding events
and the outcome. The most commonly occurring factors were noted and can be seen in

Table 4.23.

Each of the different types of aggressiondslightly different things
assoaated with it. This provides a snap shot of what each type of aggression would

most commonly look like.

4.9.1 Physical Aggression towards Staff.
When people with intellectual disability were physically aggressive towards
staff, they tended to be women where elated or distressaddbeing observed

intermittently. Physical aggression towards staff occurred more often in the morning,
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in bathrooms or bedrooms. Prior to the incident the protagonist was experiencing
intimate care, had been asked to do somethirvgas behaving unusually. The
aggression would involve hitting out or slapping staff. The outcome of this incident

would either be physical restraint usifignian or being taken to the acute area.

4.9.2 Verbal Aggression towards Staff.

When people withritellectual disability were verbally aggressive towards
staff, they tended to be male who were calm or elated, being observed intermittently.
Verbalaggression towards staff occurred more often in the late afternoon, in the
dining room, lounge or bedroordrior to the incident the protagonist had been spoken
to by staff regarding their behaviour, or had been asked to do something. The
aggression would involve verbal abuse and personal threats. The outcome of the

incident would be verbal intervention, isatat in their bedroom or medication.

4.9.3 Property Destruction.
When people with intellectual disability destroyed property, they tended to be
male, either agitated or calm, on general observation. Property destruction occurred
more often around lunch ting early afternoon, in the games room or dining room.
Prior to the incidenthe protagonist had been involved in another incident, been
UHIXVHG VRPHWKLQJ E\ VWDII RU EHHQ DQJHUHG RU XS\
aggression would involve throwirfigrniture and other items or pulling curtains down.

The outcome of the incident would be verbal intervention or medication.

4.9.4 Physical Aggression to a Peer.

When people with intellectual disability were physically aggressive to a peer,
they were mogy female, elated or agitated, on intermittent observation. Physical
aggression to a peer occurred more often around lunchtime, in various locations in the
units. Prior to the incidenthe protagonist had behaved unusually or been angered or
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upset by oth) SHRSOHYV EHKDYLRXU 7KH DJJUHVVLRQ ZRXO(

pushing over peers. The outcome of the incident would be taking to the acute area.

4.9.5 Verbal Aggression to a Peer

When people with intellectual disability were verbally aggrestie peer,
they were mostly male, calandon intermittent observation. Verbal aggression to a
peer occurred more often in the afternoon, in various locations in the units. Prior to the
incident WKH SURWDJRQLVW KDG EHHQ D Q@ehdvibbrGTheU XSV HW
aggression would involve being verbally abusive. The outcome of this incident was

verbal intervention.

4.9.6 Verbal Aggression to Staff and Peers.

When peop with intellectual disability were verbally aggressigestaff and
peers, they we mostly male, at artf lengths observation. Verbal aggression to staff
and peers occurred throughout the day, in corridors or dining rooms. Prior to the
incident the protagonist had been spoken to about their behaviour. The aggression
would involve beig verbally abusive. The outcome of this incident was verbal

intervention or being isolated in their bedroom.

Each of the incident types involved a slightly different combination of
protagonist qualities and environmental factors. This will be discussadrindetail
in Chapter 9but it seems to indicate that there are different factors involved with

different types of aggression which would be useful in management and risk.
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Summary of factors involved with Aggression by Aggression Type

Verbal Aggression Verbal Aggression Physical Property Verbal Aggression Physical
to Staff and Peer  to Peer Aggression to Peer Destruction to Staff Aggression to Staff
Mood Agitated Mostly Calm Mostly Elated or Either Agitated or  Calm Mosty elated or
Agitated Calm distressed
Time During Day Afternoon/Evening During the day, During the Day During Day During Day, more
around lunchtime common in
Morning
Gender Mostly Male Mostly Male Mostly female, few Mostly Male Mostly Male Mostly Female
male
Location Corridors, Dining ~ Various Various Games Room or Various Various
Room Dining Room
Observation Level $UPTV /HQJ\ Intermittent Intermittent General General or Intermittent

Proceeding Event

Outcome

Verbal Intervention Peer Behaviour

Verbal Intervention, Verbal Intervention

Isolation

Unusual Behavior,
Peer Behaviour

Taken to the Acute
Area

Being Refused
Something by Staff

Verbal Intervention
P.R.N

Intermittent

Verbal Intervention,

Asked to do
Something

Verbal Intervention

Asked to do
Something, Intimate
Care, Unusual
Behaviour

Timian, Taken to
Acute Area

&RQIW



4.11 Recording Style

The previous sections focused on the physical properties of the violent
incidents as indicated by the information held in the health care records and
transposed to the violemicident database. This section will now turn to look at the
actual records themselves and what they might indicate about the way in which people

record violent incidents.

4.11.1 Type A and Type B.

In section 4.2.1the type of aggression recorded conagkto the type of
record i.e. detailed versus netfetailed was discussed. What was demonstrated was
those incidentfmvolving staff were more likely to be classed as Typamrdtherefore
weremore detaidthan Type B incidents. Type B incidents were enlikely to

involve peetto-peer aggression, property destructioseli-harm

In order to explore this pattern furtheontributions and contributors were
looked at. For each of the database entries recorded, the source health care records
(contributions) and authors of these records (contributors) were noted. When looking
at the total number of incidents in the databt#smaverage number of contributions
that source health care records apart from general communications for each incident
was 1.7. Whetthis was split into Type A and Type B inciderttsee average number of
health care records written about each incident for Type A wasan8Zor Type B

1.7.

When looking at the total number of inciderte average number of
contributors to the soae records wa8. When this was split into Type A and Type B
incidents the average number of authors of health care records forA ypedents
was 2.02 and for Type B incidents 1.97. Both of these findings indicate that, on

averagethe same number obgrce records and same number of authors contribute to
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the Type A and Type B records. Therefore, when considering representativeness Type
A does seem to be representative of Type B records in regards to the contributors and

numbers of health care recordsalved.

The criteria on which database entries were categoftised was the length
of the recordspecificaly WKH OHQJWK RI WKH p:KDW +DSSHQHGY H
alongside other information fields being completed. This was done at the disofetion
the researcher based on her knowledge of the type of record needed for Sequence
Analysis. More incidents involving staff members were reported than those involving
other types of aggression. What this might mean in terms of how people report
incidents vl be discussed latebut there is an indication that more detail and

reporting effort might be given to those incidents involving staff members.

4.12 Summary

7KLV FKDSW HWhdtDodd /wleniNr@itie@tLpokLLNHY DQG VHW R X
to produce a rapsentation of the reported aggression happening in residential units
for people with intellectual disability. Frequencies of various factors involved in the
aggression have been presented, both looking at the whole database and from a unit by
unit perspetive. The picture that is starting to emerge from these descriptions is that
aggression in intellectual disability is not homogenous, just like the people that
produce this aggression. Aggression data in intellectual disability is often collected in
largescale surveys, or through recording systems that require tick boxes or categories
to be chosen. These are understandable methods to use in a difficult research area like
aggression and intellectual disabilibut these methods can make it difficult to
understand the interactions between things occurring which might be more pertinent to
understanding aggression than looking at something&daloneentity. By

producing a typography of aggression based on very detailed accounts drawn from a
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number of sarces, such as the one presented in this chapter, we have a way,,perhaps
notjustof understanding why aggression has occytvatiknowing what it looks like.

It is too ambitious to suggest that this typography, drawn from only 40( casdd

provide giidance on management to people involved with intellectual disability care,
but it does point out areas of consideration for the units involved. Although there is an
acknowledgement that the records used in this sttgly no means a perfect data
sourcethey are still representative of a system of record keeping very much alive in
the NationalHealthService It is indicated by the length and depth of detail involved
thatthe type of aggression has an influence on the records content. The possible
reasms and explanations for this are manifold and will be discussed, alongside the

other questions raised in this chapter, later in this thesis.

Thedatabasef aggressive incidents produced a great deal of detail which has
been described in this chapter. Tthigsis willnow move to analysing this detail. The
first step in the analysis is coding the written detail of aggressive incidents, and the

process that this involves is detailed in the next chapter.

158



New Ways of Predicting Aggressive Incidents in Clinical Settings

Chapter 5 Coding Scheme

5.1 Overview

Sequencé\nalysis uses many observations of the same interaction or
behavioural episode to discover groups, usually pairs, of successive events that
reoccur mee often than would be likely by chance Ghapter 2 the observational
data on violent incidents in peepwith intellectual disability that will be analysed

using sequence analysis was introduced.

There are three stagimvolved in Sequence Analysis methodologgitising,
classification and statistical analysis. In this chapter the practicalities afstisvb
stages, unitising and classification, will be introduced and discussed in terms of their

application to this data.

5.2 Stage 1: Unitising
When examining a behaviour or interaction from a Sequence Analysis
perspective, the behaviour itself is fidgfined. In this thesjshe sequence being
studiedinvolvedrecorded incidents of aggression carried out by peaipte
intellectual disability who live in residential caendwascreated by the staff and
health care assistants who work with them. Séguence of this aggression is in the
database of aggressive incidents which has been formed from the written observations
of health care professionals. These sequences of recorded violence detail chains of
events that occur one after the other. Unitisenthhe process where these chains of
HYHQWY DUH pFKRSSHG XST RU VHSDUDWHG LQWR WKHL

events have beeseparated that the links between recorded events can be examined.

In many case®bservational sequences have fuzeyndaries between

events. For example, it might not be clear when one event ends and another begins, or
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if two might be occurring simultaneously. This presents a challenge for the researcher
in how to approach the unitisings there is a possibility thavent information may

be lost. The observations of violence that are used in this thesis often hatlitlear
boundaries due to the reporting style of the records. For example, some of the records
were specifically designed to include concrete events asiefisitors, outings and

other activities. In these caséise sequence was already unitised in a very clear way.
The format of the database itself unitised the observations further as the fields

included looked for specific events. This was an intentidasign feature of the

database. Other parts of the sequence were not as straightforward to unitize due to the
written accounts containing less obviously unitized information. However the writing
conventions of the records, such as short passages, ahtemnces and reliance on
observable events rather than conjecture about the internal processes of the individuals
involved, meant that in most cases the accounts contained a clear cut event structure.
While this does not suggest that there were no otregrte happening at the same time

as the ones mentioned in the accoaneven that all the possible information would

be contained in the sequence, the sentence structure of the accounts recorded events

sentence by sentence.

5.3 Stage 2: Classification

5.3.1 Classification.

In sequence analysis, each sequence of recorded behaviour is seen as unique
due to its occurrence in a unique time period and under a unique set of circumstances.
For exampletake the sequence of driving to work. Although the réaiten and time
set off every day might be the same, each journey is unique due to all the things that
have the potential to be different. These might be the weather, other road users, the

condition of the car, whether there is a school holiday, the moite afriver, the
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condition of the road, what the driver had for breakfast and many other issues.
Therefore while each of those drives to work might involve the same route and the
same actions, the circumstances and the time that the journeys occumigaee u

This unigue quality of an individual sequence makes it impossible to replicate.

If sequences are unique, comparing them asftikdike entities in order to
find a nonrandom pattern of events is not possible. Neither is tryingtoaate the
conditions of a sequence for comparishnstead of approaching sequences as
comparable or repeatable units, Sequence Analysis theory contains the view that each
time a behavioural or interactive sequence ogdLissone example of the many
possible wayshat a sequence could take plaa®l although those examples might
contain a huge number of events, the pattern of events that are the essence of that
sequence will be present in those examples in some form. By comparing many of
these examples, the noandom patterns (the essence) within those sequences will

start to emerge.

If an observation is a unique example of a sequence, the events that comprise
it are also unique to that observation. However, if these events share enough
characteristics with evenits other observed sequence® can group them together
into broadly similar groups. These groups of broadly similar events then become the
beginnings of comparison in order to find those-ramdom patterns of events. This

process is called classificatio

Classification means that each event in a sequence is assigned to a group or
category. For example, listening to the radio, watching TV and playing computer
JDPHVY FRXOG DOO EH DVVLIJQHG WR WKH HordughvWLILFDWL
classificdion, the unique events in each sequence are placed into groups with which
they share similar or common characteristics. It is the transitions between these groups
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which are then compared, rather than the single events themselves, providing a large

enoughsample size to allow the patterns to emerge.

When classifying events, each classification group is given a code. A coding
manual is then writtethatlists the classifications, their corresponding code and
examples of these. This process converts thereason of behaviour into a

sequential list of codes that represents the classified events.

5.3.2 Classification SchemeExisting or Written for Purpose: the
Distinction.
When using classification schemes, researchers can either use an existing
scheme pdevelop their own. An existing classification scheme will have been
developed by other researchers for thgin aimse XwW LV DOVR VXLWDEOH IRU
GDWD 8VLQJ DQ H[LVWLQJ VFKHPH RU GHYHORSLQJ RQF
advantages and disadvageés, but the decision of which to use comes down to the
aims of the researcher and the research question itself. The advantage of using an
established scheme is primarily that it should be reliable and valid, with cleaneeid
to prove this (Bakemann &ottman, 1997). Writing a scheme can be time consuming
and difficult, so using an existing one would avoid this. However, a classification
scheme is usually written by a researcher to answer a specific questicmcould
limit its application to otherasearch. Unless the aims of an established scheme are
very similar to a present research questiowould not be appropriate to use it. When
conducting novel research it is hard to find an established scheme that would be
suitable to apply to the datéhis could be because there was a new research
population being studied or new research parameters. In these cases it is more

appropriate for the researcher to write their own scheme.
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In this research it was felt more appropriate to write a classificatibeme.
This was due to a number of factors. Classification schemes, while often used in
research, frequently go unpublished or documented in papers as it is the results of the
work rather than the scheme itself that is the focus of interest. In resegpelople
with intellectual disability, classification schemes focusing on observations of
behaviour are rare and fairly specific to purpose. Although a scheme could have been
drawn from another populatipthis might be too removed from the lifestylepsiople
with intellectual disability to truly reflect their lives. In order to fulfil the aims of the
research correctly, it was decided a purposele scheme should be develgpelich
would be tailored specifically for the research populationtatestanswer the

research question.

5.4 Development of the Coding Scheme/Manual

5.4.1 Step One: Research Question.
The coding scheme was developed using the guidelines in Bakemann and
Gottmann (1997). The first stage of this development is to decide upaara cle

research question.

The research question chosen was

What events are involved prior to and during aggressive incidents?

This question was seen as a distillation of the aims of the thesis, fitting the
research endeavour as well as setting out the iclesntion to look at the events. The
WHUP pHYHQWVY ZzDV SXUSRVHIXOO\ OHIW ZLWK D YHU\
initial draft of the codes to encompass the very varied nature of the events involved in
the incidents. In this initial stage, tterm pventfreferred to anything that had

happened which was recorded in the database.
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5.4.2 Step Two: Draft Coding Manual.

Once the research question had been established, a selection of 20 records was
taken from the 150 type A records in the databBkese records were reviewed and
all novel events were documentedhich resulted in a list of events that had occurred
over the 20 incidents. These events were grouped under common headings that formed
the first draft of the classifications. There wergadome classifications included that
had been mentioned specifically in the thesis aims, such as parental interaction. These
classifications were each assigned a unique letter from the alphabet. These were then
drafted into a coding manual. This manuaswaed to codé entries from the
database. Thegkcoded entries were then used as a comparison set in the following

reliability checks.

5.4.3 Step Three: Reliability Checks.

Judge A was recruited to test the intater reliability of the coding scham
Judge A is a 2§earold woman working as an assistant psychologist with people
with intellectual disability. She was instructed to codatbasentries (ones coded
by the researcher in the previous section) using the coding manual provided, but to
add or amend codes if she felt that there were no suitable ones to use (Instrtictions
see appendix). She was also asked to comment on the codes themselves about any

issues that she felt were important.

Judge Af sbdes were compared to the codes assigpdde researcher. 28 of
the codes given by Judge A matched the researcher assigned codes. 20 codes given by
Judge A did not match the researcher assigned codes. 15 of the codes in the researcher
assigned codes did not appear in Juddeshdes. This restdd in a 52.8% agreement

between Judge A and the researcher when the percentage agreement was calculated.
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When the differences between the two raters codes were investigated further,
this revealed problems in the coding scheme. Judge A had assignedddesto the
databasentries than the researcher. It was felt that this might be due to not having
enough examples in the coding scheme to alert the Judge to what they needed to code.
6KH RIWHQ XVHG WKH FRGH IRU pSK\VRKFBHH® UGV W BDLQW
versa. The code ophysical restrainfwvas meant to indicate when someone was held
in one place to restrain them from acting further, while physical movement was meant
to indicate when someone was lead or moved by staff to another agetn e
confusion shown by Judge A with these two cotiesy were refined with more
examples to make them clearer. When comparing Judgggponses with the
researcher assigned codes, it became apparent that some of the classifications could
onlyoccud LQ WKH SUHVHQFH RI DQRWKHU HYHQW IRU H[DF
UHSULPDQGHG"™ :KHQ WKH UHVHDUFKHU KDG EHHQ FRGL
went unnoticed, but when Judge A coded some of the eatrias unfamiliar
observerthis nonindependency of codes was highlighted. It was felt that
classifications that relied on the presence of other events were not appropriate, and
that classifications should be independent of one another. When a classification relies
on the presence of two ewstor it to occur, when analysed it can indicate a circular
relationship between the everite. that one always follows the other indicating a
very strong relationship, when it is actually only present because of dependent

classification schemes.

JudgeA also mentioned that she struggled to make a distinction between
severe and mild types of violenaghich was reflected in the disagreement between
Judge A and the researcher for these classifications. Examples of severe or mild
violence were expanded fhe coding manual to give a clearer guédéo which was

which.
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The researcher also tested her own irditer reliability by calculating her
percentage agreement of her own ratings over time. A week after édiatgbase
entries, these were-moded. htrarater reliability was poor. Intra and inteater

reliability measures indicated that the coding manual was not yet fit for purpose.

5.4.4 Step Four Revised Coding Scheme One.

Due to the above issues with reliability, the coding manual was revised. Mo
examples of events were added to the manual to make it easier for people to use.
Examples of mild and severe violence were made clearer as this was something that
Judge A had highlighted as a difficult distinction to make. Some of the codes had
reliedon previous events to make sense of them. These were either removed or
revised so they could occur independently of other codes 6 @ambasentries were
re-coded using the revised manual by the researcher. In total there were 46 codes

applied to thes entries.

The reliability experiment used in stage one was repeated using the revised
coding scheme. Instructions remained the same. The raters in this experiment were
Judge B, a male 2fearold PhD student at the University of Manchesieidge C, a
mde 22yea-old PhD student from the University of Nottinghaand Judge D, a

female 24yearold PhD student from the University of Nottingham.

Judge B+JudgeB assigned 52 codes to thentries. Judge B and the
researcher assigned codes matched 14tiB®codes did not match the researcher
assigned codes, which resulted in a 30.4 % agreement between Judge B and the

comparison set.

:KHQ -XGJH %YV UHVSRQVH Vit @as$ tbbndHh@ ® e G | XUWK
database entry he had assigned three codes beginning of the sequence thatrev

not mentioned in the entry. These were the codes for mood change, mood
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deterioration and disruptive behaviour. Due to this and the large disparity between
Judge B responses and the researcher assigned codes, Juagpdsibly inferring

what had occurred in ttdatabasentry rather than coding it explicitly. For example,
when reading an entry about how someone had attacked a member of staff, one might
infer that this person was in an agitated mood even if this atastated. Howevethe

object of the coding schedule was to code what was stated rather than to make a

judgement about what had happened before the entry.

In the comments sectipdudge B mentioned that the passages he had been
asked to code were ofteard to read and had grammatical errors which could make
their meaning ambiguous. The passages that had been provided to the judges to code
were taken straight from tldatabasentries, which in turn were occasionally taken
verbatim from the original recdrthatalready contained LQJXLVWLF HUURUV - X(
comments suggested that, although true to the original matkisaljd not make it an

easy task when trying to code this information.

Judge C+Judge C assigned 35 codes toGhd QW U LHV esidasedagdV U
the researcher assigned codes matched 15 times. 20 codes did not match the researcher
assigned codesvhichresulted in a 32.6% agreement between Judge C and the

researcher assigned codes.

Judge C had fewer responses than both Judge B aresdacher assigned
codes. Often this seemed to be due to Judge C missing details in the passages. For
LOQVWDQFH ZKHQ WKH UHVHDUFKHU BywopertyQHG FRGH VW
destructontFDOPHG EXW ODWHU KDG DQRWKERUrektQIRLLGHQ W |
+tDJLWDWHGYT ,Q WKLW¥adsipDdd Siildr bt Gal the &ardd-codes to
MSK\WLFDO PRYHY DQG upFDOPHG ,bxWd Qissed the) d&t®G DQR W I
of property destruction completely. This may have been due to the kesaimphe

167



New Ways of Predicting Aggressive Incidents in Clinical Settings

manual not being explicit enough and the level of detail in the passage not being clear

enough to be read properly.

In the comments sectipdudge C mentioned that he often wanted to code
PRUH DERXW WKH SURWDJRQ Lan¥ey/ hutHdariwhatRher® O DQG YH

were not the codes available to him to do this.

Judge D+Judge D assigned 32 codes to@hentries. Judge D and the
researcher assigned codes matched 20 times. 13 codes did nowhatkhresulted
in a 43.5% agreement betareJudge D and the researcher assigned codes. Judge D
shared many of the same issues as Judge C. She had a lower level of detail and
DVVLIQHG VLPLODU FRGHV IRU H[DPSOH VWDWLQJ VRPEL

UDWKHU WKDQ WKH p@MYHUH YHUEDO DJJUHVVLR

5.4.5 Step FivetBack to the Drawing Board.
The stage 4 reliability tests using the revised coding manual were as
disappointing as with the original. It was at this point that a number of issues that

might be problematic with the coding manual wexekted.

5.4.5.1 Coding Manual

The coding manual currently being used was presented as a list of codes.
However, this method of presentation is botimnceptually ambiguous and visually
unclear, as people have to search through the lists to find whatebdyBakemann
and Gottman (1997) highlight the distinctions between classification schemes which
look at physical gestures, such as walking, sitiindfacial expressionsand those
that are socially basesiich agooking at things like interactiorendfriendly or
aggressive gestures. The classification scheme being evaluated here, although often
looking at very physical gestures, is based on social behaviours. The physical gestures

often represent something that can only be made sense of when soetimns and
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understanding are applied to them. For example, when someone walks away from a
social group and goes to a space on their, e can see the physical gestures
involved but conclude, in social terms, that the person is isolditérgselves
Conceptually, social behaviours can be thought of as occurring in different groups,
such as interventions or interactions, and the classifications were not currently

reflecting that.

The coding manual was reorganised so that groups of codes wheregutesent
in conceptual classification groups. For example, all codes representing violence
FODVVLILFDWLRQV ZKHUH SXW WRJHWKHU LQWR D puYLR(
researcher into what was being covered by the classificatiorssamell asareas
wheremore or reorganised classifications would be appropriate. A new sample of
incidentswasexamined to help facilitate this and to make sure the classification
scheme was as comprehensive as possible. Shorter classification schemes are often
preferable as #y lend strength ahpower to analysis (Bakeman@ottman, 1997).
However, when devising a classification scheme it is advisable to have a
comprehensive set of classifications that, if necessarybe reduced later, for
example by collapsing coded evetdgether. This led to an increase in the number of
classifications, especially those of interactions between protagonists and their peers
and the staff that worked with them. It was at this point that more environmental
features were included in the cldissition scheme. The time of day of the incident
was part of the original coding scheme, but now meal times, times of care and therapy

were also included.

By organising the coding manual into conceptual hierarchies, it became much

easier to read, undeasid and use. Instead of searching for a code through a large list
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anyone using the scheme could go to the classification group that was relevant to

search for a suitable code.

5.4.5.2 Judges.

The previous reliability experiments showed only low agreefnetween the
researcher and the Judges coding. There were several possible reasons for this. The
first was that the coding manual itselés not adequate for purpose. This issue was
resolvedthroughthe inclusion of more classifications, which were presgim the
coding manual with more examples and in a clearer structure. Judges also mentioned
some issues with the nature of how the task was presented tonthieimis discussed

in the presentation section below.

There may have also been some issuestivtlJudges themselves. The
Judges were all from a similar high achieving educational backgrbundnly one of
those Judges had had any experience with people with intellectual disability and/or
aggressive behaviours. None of the Judges were famitiarecord keeping. The
researcher has experience with working with people with intellectual disability and
record keeping independent from the extensive experience ightitebis provided.

While reliability of coding schedules is very important, tryingnake a coding

scheme that anybody could reliably use to codel#tabasenight not be as important

as making one which was reliable for the researcher and relevaetrtwork. By

making the scheme too relial{o alaymanwould beable to use jtalot of important

detail might be removed from the incidents. Therefore, it was decided that people of a
similar background to the researcfiez. those who had worked with violent people

with intellectual disability or had experience of using and writieglth records

would be a better pool to draw the Judge group from. In this way, any discrepancies

EHWZHHQ UDWHUV FRXOG EH VHHQ DV WKH IDXOW RI WK
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differences, as well as a means of keeping as much detail in theicddissifscheme

as possible.

5.4.5.3 Presentation.

The material to be coded and the instructions given were evaluated in light of
the various comments made by the Judges. In the first two stiwdiéeges had
mentioned that they found the passages hardad. This might have affected their
ability to pick up on details in the passages as detail was masked by poor grammar or
poor spelling. To solve this issue the passages wesgitten from paragraphs into
lines that were doublspaced. They were alstightly re-written to avoid any

ambiguous grammar whifgreservinghe essence of the events that were occurring.

The instructions were made more explicit. For example, Judges were
instructed to read each sentence and the coding manual carefullyv@iteetold that
each sentence would require at least one code, and there should be as many as they felt
necessary. There was also a short questionnaire added to the instructions designed to

capture the experience level of the Judge (see appendix).

5.4.5.4 Rliability.

There were several issues that have already been mentioned with the
reliability of the coding manuahamely that there has been low intra and irdéer
agreement. Percentage agreement had been used to examine how similar each raters
set ofcodes were. However, percentage agreement measures tend to be misleading as
they can indicate that raters had a higher rate of agreement then they a@ually d
This is due to the way percentage agreement only looks at the overall level of
agreement betvem two raters rather than their level of agreement on individual items.
In this way, even if two raters disagree on every single item, if overall they both rated
5 items out ofLtOthe same way they would be said to have 50% agreement. A more
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precise way bexamining rater agreemethiatindicates the extent to which the ratings
overlap, as well as agree, leKappacoefficient (Howitt & Cramer, 2008).
Subsequentlywo more reliability experiments were suggestate for intrarater
reliability and one fointer-rater, both of which would be assessed usindgéygpa

coefficient

5.4.6 Step Six Revised Coding Scheme/Manuel Two
The first test for the revised coding manual was to assess itsdtdgra
reliability. This was done by the researcher codiigpe Adatabasentries. A week
HODSVHG bQG WKH UHVHDUFKHU FRGHG WKHVH HQWULH
be 0.93which LQGLFDWHY D VWURQJ DJUHHPHQW EHWZHHQ W
There were slight differencés the codes for phical intervention and physical
movement. Originalla distinctionwas maddetween these two types of physical
intervention as they differ in intention and severity. For instance, if someone is
physically escorted it means that they are held on the aondogr two staff members
in a loose hold and walked to another part of the buildimjreleasedpon arriving
there (Timian Training and Development, 2008). Physical restraint refers to a number
of techniques where an individual is held by one or moférsembers in an effort to
prevent harm, both to the individual and others until the behaviour that is causing
issue ceases. The disagreement in coding shown by the kappa occurred when the
researcher had labelled physical restraint as physical movensarhacases in the
first coding andhenin the second coding reversed this. This indicated to the
researcher that she needed to be especially vigilant and clear in her inclusion criteria

when coding these types of events.
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5.4.6.1 Judges Results

Judge Es a26yearROG IHPDOH DVVLVWDQW SV\FKRORJLVW
services. She is educatedMaD VWHUVY OHYHO DQG KDV ZRUNHG ZLWI
with intellectual disability and challenging behaviour for over three ygaver the
course of this wik, shehas writterbehavioural reports and ABC forms for the
aggressive and challenging behaviour she withessed. The Kappa coefficient between
this Judge and th& H V H D tbHés MvasTP\8 Indicating a strong agreement between

the two.

Judge F is a 3@earold female Occupational Therapist trainee. She is
HGXFDWHG WR PDVWHUVY OHYHO DQG KDV ZRUNHG ZLWI
over a year. As part of her duties in this post and in other clinical areas in which she
has written behavioural perts and reported aggressive and violent behaviour. The
Kappa coefficient between this Judge and the resed§atmaes was 0.8#hdicating a

strong agreement between the two.

JudgeGisa25year ROG IHPDOH DVVLVWDQW SV\FKRORJLVW
SHUYLFHYVY 6KH LV HGXFDWHG WR PDVWHUVY OHYHO DQG
intellectual disability for six months. As an assistant psychologist she writes and reads
behavioural reports and has written some about violent behaviour. The Kappa
coefficient ketween this Judge and théH V H D thBés MvasP\B3ndicating a strong

agreement between the two.

In all three cases, thladges showed strong agreement with the researcher on
the codes that they assigned to the events in the sequences. Disagreetmezhbne
codes dealing with different types of violence and the type of intervention that had

been implemented. However, these aredsalr@ady been recognised as prokd¢im

173



New Ways of Predicting Aggressive Incidents in Clinical Settings

andmeasures put in place to combat this the agreement was so strpting @ding

scheme was accepted as reliable over time and aktrdgss.

5.4.7 Step SevenGroup Violence Ratings.

The most problematic classifications to clarify had been those that related to
the level of aggressigpmamely whether the physical, verbal amolence to property
being displayed were mild or severe. It was felt that this distinction was important to
make, as there may be specific event patterns that lead to different types of aggression.
Therefore, these distinctions were included in the ciaasidbn scheme but, due to the
very nature of aggression, the distinction between severe and mild aggression could be

idiosyncratic to the person judging the violence.

Often, when a classification scheme is being devisésidone by a team of
researches. In this way classifications can evolve through discussion, argument and
collaboration. The classification scheme for this research was devised by one
researcherso when issues argsecollaborative way of solving these was not
available. To overcomihis problema study was devised to get an alternative

viewpoint on the issue of severity of violence in the database.

Examples of verbal and physical aggression where taken frodathbase
entries. These examples were listed in a random sequengsida Likert rating
scale. Undergraduate students fromuiméversity of Nottingham were approached to
take part. 25 third year psychology students (20 femal® amale, mean age = 22)
were asked to read a vignette describing Bgumkrson with mild itellectual
GLVDELOLWLHY OLYLQJ LQ D UHVLGHQWLDO KRPH 7KH C
brief description of his dago-day life. The description was included to set the
behaviour in a context. Participants were then asked to rate how sevettreotigt
7HG TV E Héwardd &sxath mémber was on &éiit scale (47). There was no
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UHDVRQ JLYHQ IRU 7HGYVY EHKDYLRXU LQ RUGHU WR UHC
UDWLQJ 7THGYTV EHKDYLRXU DV OHVV VHYHUHs GXH WR KD
were asked to think about the aggression happening to another, parfantifying

with the victim when rating violence may lead to higher rates of blame, and therefore

a lower severity rating (Lawrence Keather, 2003). The examples of verbal and

physcal aggression were kept separate and the students were asked to rate the verbal
aggression first. A mean result of severity was calculated for each example of

violence. This resulted in a hierarchical list of violent acts, where the higher the mean

score the more severe the violence watedas. This list could be consulted when

there was doubt about the classification of a particular type of violence (see Table 5.1.

and 5.2. for classification hierarchy). Students where approached rather than people

who had experience working with intellectual disabilities, as those working with

people with intellectual disability who are aggressive have been shown to habituate to
aggression in some cases or to view aggression as more severe if they attribute

intentionwithin the service usgbDagnan, Trower &mith, 1998).
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Table 5.1

Verbal Aggressiomierarchy

Aggression Place in Hierarchy Overall Score Mean Variance
6WDWLQJ u, DP JRLQJ WR NL 1 126 5.25 3.69
Racist Comments 2 123 5.13 3.11
7HOOLQJ @RishHeuQfémily member 3 122 5.08 5.33
ZDV GHDGT

Threats to physically harm 4 121 5.04 2.08
TKUHDWYVY WR p6PDVK IDFHY 5 116 4.83 4.06
TKUHDWY WR p6PDFN 6RPHR 6 113 4.71 3.21
Threats to hit someone 7 113 4.71 3.12
Scream and Shout verbal abusecahsone 8 113 4.71 2.87
Swear repeatedly at someone 9 108 4.5 2.79
Threats to tip wardrobe on someone 10 107 4.46 2.33
7TKUHDWY WR GHVWUR\ VRPF 11 107 4.46 3.17
Bullying someone 12 105 4.38 3.07
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Calling someone a fat bitch 13 98 4.08 3.08
Verbally Aggressive 14 93 3.88 2.18
Swear repeatedly 15 91 3.79 2.42
Threats to destroy bedroom 16 90 3.75 2.44
Threats to kick off 17 84 3.5 2.83
Shout at someone 18 81 3.38 2.23
Swore at someone 19 80 3.33 2.56
Making Accusations 20 80 3.33 1.64
Call someone names 21 78 3.25 2.35
Stating you hate someone 22 77 3.21 2.08
Belligerence 23 74 3.08 1.83
Shouting/Screaming Loudly 24 73 3.04 2.21
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Table 5.2

Physical AggressioHlierarchy

Aggression Place In Hierarchy Overall Score Mean Variance
Hit on Body Repeatedly 1 136 5.44 2.97
Hit Someone on Face 2 124 4.96 4.48
Slapped and Hit Several Times 3 124 4.96 4.36
Bite Someone on Breast 4 124 4.96 4.36
Attempted to Punch Someone 5 116 4.64 4.31
ThrewKey in theFace 6 115 4.6 3.48
Throw Plate 7 114 4.56 3.85
Attempt toPull Sink Off Wall 8 113 452 3.85
Attempt to Bite 9 112 4.48 3.45
Spat atSomeone 10 109 4.36 4.07
'XJ 1DLOV LQWR 6RPHRQHT 11 103 4.12 3.23
Threw Chairs 12 101 4.04 3.39
Tipping Chairs and Tables Over 13 101 4.04 3.24
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3XOOLQJ 6RPHRQHYV +DLU
Pushed Someone Over

Scratch

Pushing Someone Out of the Way
Throw Drink over Someone
Throw Slippers at Someone

Hit Out

Kicking Doors

Banging Furniture

Slamming Doors

Pinched Someone

Throwing Belongings Around

14
15
16
17
18
19
20
21
22
23
24
25

101
100
98
98
94
90
88
86
82
79
77
76

4.04

3.92
3.92
3.76
3.6

3.52
3.44
3.28
3.16
3.08
3.04

2.76
3.56
3.19
3.19
3.70
2.96
2.59
2.81
1.48
2.53
1.99
2.44
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5.5 Coding

5.5.1 Results.

In total there were 147 violent incidents in ttetabase that were suitable for
coding. Once coded, this resulted ib556 codes being applied to the data, at an
average of 17.39 codes per entry. The frequencies of how these codes were distributed

can be seen in Table 5.3.

Table 53

Coding Distributian.

Code Classification Number
A Start 147
B End 147
C Start Incident 147
D End Incident 147
K Staff intervention/Verbal 126
\% Verbal Aggression/Mild 124
AG Moves 112
AC Property Destruction/Mild 88
PM Afternoon 80
Q Isolation 80
E Mood Change 80
Y Physical Aggression/Mild 70
P PRN 61
G Agitated Mood 59
BJ Makes Request 54
X Verbal Aggression/Severe 54
BN Refuses to do what is asked 48
AM Morning 45

o Move/Physical 45
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BM

BS

AE
BB

BH

BK

Al

AN
AY
BR

Su

BC

BD

AD

AK

AT
AL

Is asked to do/refrain from something 44

Calm

Time Passe

Staff Intervention/Physical
Challenging Behaviour

Visit

Tuesday

Belligerent

Friday

Monday

Request Denied
Wednesday

Accusation

Withdrawn

Meal Time

Given Alternative

Saturday

Sunday

Escalation

SelfHarmMild

Outing

Negative InteractiontSU to Peer
Property Destruction/Severe
Night Time

Room Cleared

Pain

Physical Aggression/Severe
Cancelled

Apologetic

37
37
34
33
28
27
25
25
24
24
24
24
23
23
23
19
19
19
18
18
18
16
16
16
15
15
12
11
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AQ
AW
Al
AX
BP

BE
BO
Th
BL
AZ
BF

BQ

AF
AP
BG
Bl

BA
BT
BV
AR
AB
AO
AS
AU
AV
BX

Earlier Incident

Care

Suicidal Ideation

Therapy

Need not met immediately

Tearful

Negative InteractiontPeer to SU

Does what is asked
Thursday

Request Met

Day Centre

Argument Peer
Request PRN

Privilege Removed
Sexually Inappropriate
Incontinent

Peer Interaction/Neutral
Peer Staff Interaction
Phone Call

Handover

MDT Attended
Environmental Disturbance
Sdf-Harm/Severe

Day Sleep

Routine Change
Incident

Peer Agitation

Staff Entered Space

e T
O O O k Rk

N N DN DN N WO W 0o o0 o o o o O N N 0o 0o o o o o

=

182



New Ways of Predicting Aggressive Incidents in Clinical Settings

5.5.2 Sequence Example.
The codes are an attempt to turn a recorded observatiragfjressive
incident into a coded sequence reprasgrthe events that were recorded as part of
the incident. Below is an example of an observation and what it would look like when

coded.

Observation

Another service user was involved in a violent incident.

CC was asked to stay in the lounge for safetgoas, due to already

happening violent incident.

CC ignored staff requests to stay in the lounge and went to her bedroom.

6KH WKUHDWHQHG WR pPNLFN RIIT WR VWDII

She went to the male toilet and tried to lock herself in.

CC was moved back to the lounge bgfusing physical restraint techniques.

While CC was being escorted she dug her nails into staff members arm.

When in the lounge she remained belligerent and moved to her bedroom as

soon as it was safe to do so.
Coded Sequence
AU =A violent incidentwith a peer occurred
BM +ls asked to do/refrain from something
BN *Refuses to do what is asked

AG tMoves
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V +Mild Verbal Aggression

AG tMoves

AE zChallenging Behaviour

O #Physically Moved

Y +Mild Physical Aggression

BH Belligerent

AN *Withdraws

5.6 Summary

When working with observational data, the type of coding scheme used is
crucial to the analysis succeffsthe coding scheme isd broad then the level of
detail in the data could be lositif the coding scheme is too detailed then tlaree

too manycategories for a useful analysis.

The classification scheme went through several different manifestations. The
aim was to create a classification scheme that would then form the basis of a coding
manual that would code tliatabasentriesand make them suitable for sequence
analysis. As the aim of this thesis is to explore the event sequences that lead to violent
and aggressive behaviour, classifications were devised to focus on these events. The
coding manual has proved suitable for purgmséeing reliable, both inter and intra,
holding detail from back translation and being comprehensive enough to code the

variety of incidents that have occurred in the data.

The next stage of analysis was to take the coded sequences of violence and
analyse them withSequenceéAnalysis techniques. The methodology and rational for

this is discussed in the next chapter.
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Chapter 6 Methodology of Sequence Analysis

6.1 Overview
Sequence Analysis methodology consists of three stageizing, classifying
and analysis. This chapter focason the third stage of this proce#ise analysis
technique. The theoretical background, principles and aims of Sequence Analysis will

be presented and the methodological techniques used discussed.

6.2 Sequence Analysis Aims: Introduction

The aim of Sequence Analysis is to discover-raomdom patterns in
sequences of behaviour. This is done primarily by looking at the transitions between
events in many observations of similar behavioural sequences. Thereesition]
refers to a pair of events that occurred in chronological order within a sequence. In
Chapter 2the observations of behaviour and their qualities was discussed, including
how the sequences were unitised. In Chapter 5, the process of how the unitised
sequencebad their component events classified was described. This process of
unitising and classification resulted in a set of qualitative records about violent
incidents being transformed into coded sequences representing many examples of

violent incidents. It ishese codes that are used in Sequence Analysis.
6.3 Transitions as a Unit of Analysis

6.3.1 Event to Event Transitions in Sequences.

As discussed i€hapter 5there vasa total of 150 Type Alatabasentries
that were suitable for coding. Each of théatdase entries regarding a violent incident
were coded into component events. This meant that each violent incident was

WUDQVIRUPHG L QW Reegektmuhe QhrdhdibbidalR Gdduéential events
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that occurred in the incident. Within this sgj each event could be considered as part

of two pairs, one with the preceding event and one with the proceeding event.

For example in the code sequence belmde * forms a preceding pair with

code “and a proceeding pair with code

(n:o9 M7

It is this transition from one event to another in the sequence that forms the
unit of analysis in Sequence Analydisis is the place where tmature of the

sequence, the chain reaction as it were, is captured.

6.3.2 Eventto-Event Transitions in the Data Set.

Section 6.3.1 discusses the transitions that occur between events in single
sequencedor examplethe sequence of events that occuewla service user hits a
member of staff. This transition or pair of events has been noted as the unit of analysis
for Sequence Analysifowever this technique is not applied to single sequences. As
Sequence Analysiseekgo find the norrandom patterni sequences, looking at the
transitions within a single sequence, although interesting, does not provide enough

information to discover the nenandom patterns in that type of behaviour.

In order to find these narandom patterns in sequences of behavyia large
enough set of transitions need to be analysed. If single sequences were examined in
isolation this information woulchot be indepth enough to allow certain events or
transitions to be ruled out as noisestead single sequences, such asobeviolent
incident, are viewed as a possible example of one of the ways in which an incident of
that type could unfold. This property of sequences is discussed in section 5.3.2 but

what is important to note here is that if sequences are viewed indfjshen the
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number of transitions that are available for analysis increases to the point where non

random patterns might start to emerge.

Sequence Analysis looks for noandom patterns.e. in these event pair
transitions are there events which amere likely to be proceeded by another event,
over am above what we would expect? This idea might be made clearer by

considering the null hypothesis of Sequence Analysis.

The null hypothesis of Sequence Analysis is that the probability of finding a
givenevent is always the same regardless of the previous events. Sequence Analysis
DVNV WKH TXHVWLRQ pZKDW LI WKHVH WZRJANSHQWY DU
is not to claim that an interdependence of one ewasnt another would imply
causality but it would indicate that the two events are part of a recurring pattern for a
particular kind of behaviour. For exampifiewe go back to our drivingequencethe
HYHQW pWXUQ RQ WKH ULJKW LQGLFDWRU OLJKWY PLJK'
This GRHVQMTW LPSO\ WKDW WXUQLQJ RQ WKH LQGLFDWRU
strongly interdependent with the action of turning right. The statistical methodology
behind this idea will be discussed later in this chaptgressentially Sequence
Analysis seeks to find the probability of one event following another through
examination of transitions. This can happen in two wBy®llows A because it is the

most common sequitur to Aor B is more common after A than otledternatives

6.4 Finding the Pattern: Sequence Analysis Technique

The process of Sequence Analysis consists of several steps, which help
transform raw coded data strings into statistical results whicthenénterpreted.
This next section describes each @stthmethodologicadteps, with pauses along the

way to examine the statistical reasoning behind these steps.
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6.4.1 Finding Transitions: the ATAT Program.

All the transitions between events in the coded data set need to be tallied. To
find these transitions by hand woudd time consuming and prone to human error. A
more convenient way of doing this is to use a concordance program. A concordance
program is a way of analysing text to find particular letters, words or phrases and the
immediate context that they appear imnCordances are often used in the study of
linguistics toperformsuch activities as comparing how a word is put to different uses
or word frequencies. A famous example of this is work done on the word frequencies
RI WKH ODWH ,ULV 0XUM&EiK ved iddehbyUdverlgdhatasy
OXUGRFK HQWHUHG WKH HDUO\ VWDJHV RI $O]KHLPHUTV
EHFDPH PRUH OLPLWHG DV FRPSDUHG WR KHU HDUOLHU
might have limited her creative output bef she was showing any diagnostic
symptans (Garrard, Maloney, HodgesRatterson, 2005). Concordance programs can
also reduce the complexity that comes from looking at large paper work by converting

it into a readily searchable data format (Davidson, 1990

The Adelaide Text Analysis Tool (AdTAT, 2007) was used to search for all
the possible transitions that had occurred when the data were coded. This was done by
searching for each of the codes in turn. This produced a list of the all the transitions in

the data.

6.4.2 Transition Matrix and Standard Normal Residuals.

The results from the AdTat tool were entered into a transition matrix. The
transition matrix produces a list of all the possible transitions which could occur and
shows how often each ofam did. Each cell in the matrix therefore represents a
possible transition and how many time it actually happeide. transitional matrix

represents transitions which are chronological in nathet is, the events that go
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down the left hand side of tmeatrix are antecedents and the events that go across the

top of the matrix are sequiturs, as in Figure 6.1.

Figure 6.1

Example Transition Matrix

A B C Total
A 5 7 2 14

4 11 3 18
C 6 0 67 73

A Chi-Square calculation was run on the whlatrix. The Chi-Square value
indicates whethethere are cells in which transitions are occurring more often or less
often than chanceithin the matrix The nexistep to finding these interesting
transitions is taeterminewhich individual cells in the matrix edributed to thi<hi-
Squared valueTo do this, when running the C8iuare calculation in SPS8struct
SPSS to display the standard normal residuals for each cell. This number represents
how much each cell (or transitional pair) has contributed tokeall ChiSquare
statistic. A higher number indicates more contribution and conversely a lower number
indicates less contribution. This means that individual cells with a high standard
normal residual are representative of transitions which occur negredntly than one
would expectand large negative values indicate which transitions occur less

frequently than one would expect.

6.4.3 Criterion Number.
The standard normal residual is a nunmbatrepresentfiow much the
observed frequency of that misition differs from the expected frequenapder the

null hypothesighat events within a transition are interdependent on one another. A
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high standardised residual indicates that transitions from one event to another would
have a high degree of interdglenceDue to the chronological nature of the

transitional matrixthis means that when a cell in the matrix is indicated as being
interdependent it is the second event (the one from the rows) which is viewed as being

interdependent on the first.

Although a high standard normal residual value indicatastendependent
transition and a lownegativestandard normal residual value indicates those
transitions where one event might inhibit another, how is it known what counts as a
high or low value? This idone by calculating a criterion value (Figure 6.2). The
criterion value represents a value which the standard normal residual of a cell would
have to be the same as or higher to be judged as making a strong contribution to the

significance of the Chi Squa

Figure 6.2.

Criterion Value Equation.

df Chi S L
=—————— = Criterion Number
nofcell

The result of this equation was a criterion number of 1.03. Thissieain
any pair of events which had a standard normal residual number higher than 1.03 was

worthy of investigation.

6.45 Criterion Number: Problem of a Sparse Data Set.

The criterion number is dependent on the number of cells in the matrix, as this
determines the value of the degrees of freedom. When the matrix is exceptionally
large, as was the case of this one, theeehigih degree of freedom value. When

calculated from such a large value, the criterion number was quite low. This coupled
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with the fact that the data was strongly sequenced meant that the more interesting
transitions in the data set (based on unexpecssjineight beobscuredIn order to be

able to see the transitions that are interesting in terms of the story that they may be

able to tell abouaviolent incidentit was felt the selection criteria needed to be more

stringent than this criterion numbdihie number of cells in the matrix was reduced by

creating a new code to replace any code that appeared 10 times or less. These
LQIUHTXHQW FRGHY ZHUH WKHQ FROODSVHG LQWR RQH
or both of this kind of code was removed frime transition matrix and +entered as

pisT 7KLV UHGXFHG WKH QXPEHU RI FRGHV WR 7KH Pl
to one of 2809 cells.The criterion number was recalculatesilL.86.As this analysis

uses standardised normal residuz¢so co@s in a cell are not an issue as the overall

p-value, which would be affected, is not of interest.

To make sure the indicators of dependence were strong, transitions were only
reported if they met two criterighe first was that the standard normal realdad to
be equal or above 2 as this was the criterion value rounded to a whole number. The
second was that the observed values neededttothe value 65 or more This
method stopedthe criterion value being misleading as in some cases the standard
residual was high, but this was based only on one observed case. If the data set was
larger, these high standard normal residual but low observed/expected pairs of codes
might have shown more robust respiitst to prevent the results from being
misleadingthey were not included in further discussibrmbserved values were
chosen as a criteria because it was large enough to remove isolated events which are
likely to be random noise but small enough so that many transitions exist to be
analysed, therefordlawing richer sequences of events to be discovekad.

additional reason for choosing the valué&oélates to the assumptions of Egquare
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testing. These assumptions recommend that for results to be valid, there needs to be

expected values & or morein 80% of the cells (Bryant & Satorra, 2012).

6.5 Principles of Sequences

So far the aims of Sequence Analysis and the technigues used in the
methodology have been outlined. At this ppihe researcher has a list of transitions
between pairs of eventghich are occurring more than one would expect, and are
potentiallyinterdependent of one anothetow does this list of interdependent
transitions become something which might be used to assist in understanding
behaviourThe diagrammatic side of Sequerasalysis will be discussed later in this
chapterbut as an introduction as to how patterns can be discovered in human

behaviouytwo important principles of sequences need to be mentioned.

6.5.1 Principle 1: Stationarity.

Stationarity means that theggence is described by a set of transitional
probabilities which are consta@akeman &Gottman, 1997). This means that the
interdependence of events are constant characteristics of sequence, no matter when
they occur. For instance in the sequence befaive data is stationary, Event B will
follow Event A with the same level of dependency whether Event A occurs at the

beginning, middle or end of a sequence.

6.5.2 Principle 2: Homogeneity.

Homogeneity means that the lee¢ldependence between two events, i.e. the
degree to whiclievent A will be followed byEvent B, is the same across sequences
(Gottman and Roy, 1990). For example in the sequences kaldwtransibn from
Event A toEvent B haghe same amount of dependg no matter whictorderthey

occur in.
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These two principles of sequences means thatahsitions which emerge as
interdependerdre not just relevant for considering the links within the data analysed,
but also for thinking abouhé patterns which might be constant in other examples of

this type of behaviour.
6.6 Sequence Diagrams

6.6.1 Introduction.

Sequence Analysis methodologgsults in statisticdhdicators of which
transitions, from many exampletransitions, are part dfie pattern or script of a
behaviour While these transitions are interesting in their own right, one of the unique
benefits of using Sequence Analysis to investigate behaviour is that it is used to
produce visual results in the form of Sequence Diagr@&eguence Diagrams use the
information about interdependence of transitions to create diagrams that represent the

nonrandom patterns in the data.

6.6.2 Diagram Construction.

The most basic way to construct diagrams is to take the transitions between
two events and to build them up into event strings. For examplee diagram below
the transitions from eve-) event-nd their subsequent transitions have

been noted.

/
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H—H

H— i

.

The arrows on theiglgrams represent the sequential direction in which the

HYHQWY RFFXUUHG Yl iHtY segBeddel by IDAWikD gt EhE L O W
relationships between those pairs which have high criterion values. This can be done
HMIRUZDUGVY 7KLV L ‘ak&Kad thebdignittoHh@atuénde, and all the

subsequent sequiturs from that event are mapped in the diagram.

6.7 Summary

In this chaptertheaims, principles, data analysis and data presentation
methodsof Sequence Analysisave been introduced duliscussed, both in general
terms and with examples from the research presented in this thesis. Sequence Analysis
looks for patterns, and these start to emerge from the application of statistical
techniques to coded data. The most interesting patterrs ftrom those transitions
which are unexpected, or which do not make sense when thinking about the sequence
involved. If we go back to the driving example mentioned previoustymight
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H[SHFW WR VHH D VWURQJ LOQWHUGHSHR\G fi ©\Y GV W\I RV QW
ULJKWY +RZHYHU LI WKH VWURQJ LOQWHUGHSHQGHQFH
DQG MHPHUJHQF\ VWRSY WKHQ LW PLIJKW OHDG WR TXHYV
the sample. The next step to getting the rich contextuaksesubequence Analysis

was introduced in section 6.6 and regards diagram construction. Chapter 7 goes on to

introduce and discuss the diagrams which resulted from this work.
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Chapter 7 Sequence Analysis Results

7.1 Overview

Sequencé\nalysis produaes a statistical value that indicates which transitions
occur more or less frequently than one would expect. This is called the standardised
residual. These values are used to represent the transitions graphically in a Sequence
Diagram. In this chapter ¢hsequence diagrams that resulted from the analysis will be

presented and discussed.

7.2 Sequence Diagrams

As mentioned previously, the diagrams were constructed from the results of
the sequence analysis that took place on the ctetathasentries of volent
incidents. Transitions between events were included if they had a standardised residual
value of 2 or abovavith an observed value of 5 or abo¥ey values thatvere below
this would be based on such a small amount of real world data thatfeéltvas
including them in the diagram would present a distorted picture. Each rectangle on the
diagram represents a coded event. The arrows indicate the direction of the transition
between two events. As the coded events could, on the whole, happen anpwthere i
sequence, occasionally there are interesting transitions both ways between events. For
example, A followed by B and B followed by A. If this occurs this is represented on

the diagram by two arrows.

The transitions between pairs of events will beussed in terms of
antecedent event and sequitur. If an antecedent has more than one sequijttirezvent
these will be presented in order of the strength of the relationship between the two.
The relationships between antecedents and sequiturs will huessistin terms of the
HUHDO OLIHY PHDQ L @IWhyRtImigHbe paticubaty Qritislial for an

event sequence to emerge. In all sequences of behawerg are things that one
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would expect to follow another. However, of particular intehese are the events

which follow another that one would not expect to seeotit significance for a

particular behaviour. It is these types of events that will be remarked upon here. Next
to the arrows are numbers that represent the standardised rgaideallhe higher

this number, the more unexpected this transition is statistically.

The sequence diagrams presented here are based on first order trattsitions
transitions are from one event to another, for example A being followed by B. The
sequenceGLDJUDPYV DUH WKHQ PEXLOWY EVFoOdxample®J WKH WL
A followed by B is an unexpected transitji@md B followed by C is an unexpected
transition, in the sequence diagram this would appear as A followed by B followed by
C. This pocess produces the sequence diagram, a representation of some of the event
chains thought to be a key part of that particular behaviour. However, it is important to
note here that this can produce a slightly misleading picture. Although A followed by
B is a likely transition, and B followed by C is a likely transiti@irdoes not
automatically mean that A followed by B followed by C would be likely to happen. In
order to do this, higher order transitions would need to be examined. This would take
into accaunt the likelihood of A and B being followed by C and so on. This would be
an incredibly complex procedure and very data hurggryvas not possible to perform
on the data used in this research. First order sequences like those that are presented
here arevery useful for indicating the initial sequence chains important for

understanding behaviour (Dawkins, 1976).

The sequence diagrams are based on the values of the standardised residuals,
the critical value having been set by the criterion number ane icatbe of this
research, a further condition of liag an observed value of 5 or mofdiis means

that, to some degree, the format of the diagrams is not absolute, and could take a
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QXPEHU RI SRVVLEOH IRUPV 6RPH IRUPDtEn BldoH HDVLH!I
be constructed in a variety of ways. For transparency of meaning, what is being

presented and how will be introduced before each diagram in this chapter.

7.3 Start of Entry to Start of Incident
When compiling the database entries, events g@ieinto those that had
occurred in the previous 12 to 24 hour period before the incident, and the incident
itself. The incident itself was classed as the stesrh violent incidenti.e. a period
which included less than one hour before the incideshtlag incident itself. Anything
EHIRUH WKLV PLQFLGHQWY SH Uk &Curdng befor©theR FRGHG ED
incident started. These evemiere often those that are longer term or less detailed
V X F K D VrgthéiltNaln Wid] short term ones whiabuld be included in the incident
itself, VXFK DV uSRVLWLYH LQWHUDFWLRQ ZLWK SHHUY )LJ

WUDQVDFWLRQV IURP pVWDUW RI HQWU\Y &RGH $ XQWlI
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Figure 7.1

Sequence Diagram of Traneits from the Start of an Entry to the Start of an

Incident.

The most striking thing about this diagram is that the most common sequitur
DIWHU WKH VWDUW RI WKH HQWU\ LV pVWDUW RI LQFLGE
from clinical records abot aggressive behaviour, namely the distress and agitation
record (se€hapters 2 and 3). This type of record required a description of the
aggressive incident but did not ask for information prior to the incident occurring. This
property of the distressd agitation record may have biased the type of information
available, leading to a suggestion that there were not many events occurring prior to a

recorded incident of aggression. Lack of events before aggression starts could also be
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dueto theincident keing in the early morning before there has been much opportunity
for action or it maybe an indicator of a lack of activity, which has been suggested as
a reason for challenging behaviour in this population (MkrBeadleBrown,

Macdonald &Ashman, 2008

The second striking thing about this diagram is that the third most frequent
sequitur of violence is the protagonist already having been involved in an incident
earlier in the day. Although violence is more common in people with ID than other
clinical groups andthatsome people are more violent than others, one would expect
from a management perspective that if someone had an incident earlier there would
have been measures put in place to calm or correct the situation. This could indicate
that managenmd strategies for violence, while being effective at preventing further
violence during the moment, are not as effective at preventing violence later. Or it
could indicate that the individual responsible for the violence is in a particularly
volatile posiion such as being inmanic phase, where their actions are hard to
predict. It is most likely a combination of both of these things as well as other factors
but from a management perspective it might indicate certain time periods where

violence is moreikely.

Services for people with intellectual disability living in care are often
criticised for not providing enough meaningful activity forgaon their charge
(Mansell, etal., 2003). This is often cited as a reason for violent or challenging
behaviar, so it is very interesting to note that two common antecedents to a violent
incident were receiving visitors and going on outings. This would go against the
expected results that the more visits and outings someone had the less violent
incidents they wold be involved in. This may also be an artefact of the observations

used in the research. Visits and outings are concrete events, with their own monitoring
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forms. It may have been easier or more appropriate for the writers of the records to
note these eves down rather than others. However, when looking through the daily
communication records regarding the lives of the participants, visits and outings

appear to be a fairly limited occurrence.

On the diagram, the code for therapy (including occupatiopsply,
SV\F KR O R J Laromatieraply ¥ridwhisic therapyindicatedas occurring prior
WR YLROHQW LQFLGHQWY EXW GRHV QRW KDYH D pQHIV
diagrams are constructed, with the previously mentioned inclusion criterenadistl
residuals and observed values. What this indicates is that therapeutic activities are a
common part of the lives of the people with intellectual disabilities that were in the
sample. However, this also indicates that within the range of eventsi@stivhich
took place after therapy, the transitions between therapy and other events did not reach
the inclusion criteria. This could potentially be because the range of events following
therapy was particularly diffuse. In this sequetice code forlterapy referred to a
number of therapeutic activities such as music therapy, a psychologist visit or working
with the occupational therapist. Different therapeutic activities may have be followed
by different events, which meant when therapies were corhbbiggether the events
which followed them did not show up as significant. Very little is known about the
effects of different types of therapy on aggressive behaviour in people with intellectual
disability. Targeted therapeutic interventions to reduceesggre cognitions (Ros
West,1999) and behavioural therapy (<&eapter 1) have been efficacious, however
the therapeutic activity of the participants in this sample was not aimed at challenging
and aggressive behaviour. The various therapies beingictaadin the units were
collapsed into one category as there were not enough examples of each individual type
of therapy to include in the analyséd so individual effects of the event of therapy

upon following events could not be examined.
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7.4 Violene Collapsed
In the initial coding scheme, violence was coded into subcategories such as
mild verbal aggressiofor gel-harm{ However, the sample size for each
subcategory was fairly small, so in order to look at the chains of events that might be
relevant to violence as a whole, the violence subtypes were collapsed into a Violence
Code (V). When the diagram wasmpiled, it sizemade it venyifficult to observe
so infor clarity WKH GLDJUDP KDV EHHQ VSOLW IURP pu6WDUW F
(Code V) in Figure 7.2 and Violence (Code V) to End of Incident (Code D) in Figure

7.3.

Figure 7.2

Sequence Diagram of Violence Collaps8thart of Incident to Violence
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7.4.1 Violence Collapsed: Start of Incident to Violence
Some of the moshteresting event transitions here seem to be ceotred
MPDNLQJ D UHTXHVWY ODNLQJ D UHTXHVW LV D FRGH Wl
protagonist asked for or to do something. When this is met with a negative reaction
i.e. the requested item is nobpided immediately, this is linked strongly to an act of
violence. However, when the protagonist is given an alterndtigetransitions to
another pathway. It is also interesting to note that there was a code for request met in
the scheme, however asstidoes not make an appearance tiereould indicate that

not having a request satisfactorily met is an important factor in violence.

Example from violence observations

3$JQHV DVNHG WR FDOO KHU PRWKHU 7KLV ZDV GH

AgnespXVKHG D vwDII PHPEHU RYHU DQG ZHQW WR KHU UR

Making a request is transitioned with the eveitigal times and “agitated
mood’. Units often provide menu choices and diet plans for those in their care, and
involve them in meal planning. However, issuéth catering and healthy eating mean
WKDW QRW HYHU\ ZDQW FDQ EH SURYLGHG IRU ODNLQJ
D GLITHUHQW VRXS"Y RU pFDQ , KDYH DQRWKHU SXGGLQ.
option not being availabler someone beingn a diet plan that excludes that
particular food. This might provide a particular challenge to services as they cannot

provide all options for all people.

Example from violence observations

Brenda was eating her supper at 9 pm. She asked for somis sB@ff

reminded her of her diet plan and Brenda became verbally abusive
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AgitatedMood is linked to the events of making a request and violence.
AgitatedMood refers to when someone is emotional, distressed, or acting in an
agitated manner such as agthe unit. This agitation may lead to them making
unreasonable requests or by providing a management challenge as to how to deal with
the behaviour. It may also point to an underlying dissatisfaction with the situation that
they are in, which is espetiiarelevant to those people with intellectual disability who
have poor verbal communication skiks those who have poor relationships with

staff members and peers and cannot discuss their problems.

Example from violence observations

Clive* became elad. He moved to the lounge area where he began to swear

at staff. He then kicked the doors in the unit and broke his bed.frame

Verbal Intervention ismplicatedin transitions to violent events, mood
change, and movement. Verbal Intervention refeetattempt from a staff member
to calm or discuss a problem with the protagonist. Verbal Intervention is the
recommended initial stage of intervention, before isolation, PRN or physical restraint.
However, in the above diagram it appears to have dilbett aveak, transitions to
violence as well as instigating mood change and movement. Of course, this method
does not take into account how many times verbal intervention was successful, as it
only looks at event chains of violence rather thanviolence but it does appear that
it is not successful in every case. This also indicates that when another trigger or
sequence leading to violence has occurred, verbal intervention fails to prevent

violence.

Example from violence observation
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3'H OstabDed clainng peers belongings as her own. Staff intervened and
explained these were not her things. Delia started swearing and shouting and moved to

the lounge where she threw a beaker at a staff member.

Movement was another interesting transition that emergetgieMent refers
simply to the protagonist moving to another area of the unit. However, it is interesting
as this could indicate that protagonists are moving themselves to an area where
violence can take place because it is less observed, easier to pedaren,the target

of aggression, or to get away from a difficult situation.

Example from violence observations

3 (U Wwas verbally abusive and staff verbally intervened. Eric was encouraged
to go and calm down. Eric then went to the bathroom. Aftehthisformed staff that

he had flooded the bathroom and defecated on towels.

One event transition that was surprising because of absence was that of care
situations. Care situations such as intimate bathing, toilet use and dressing have been
implicated inviolent behaviouboth in literature (Strand at., 2004) and in the
database discussed in Chapter 4. This could indicate that care situations are not written

about with much detail in the records used for this study.

Figure 7.3

Sequence Diagram ®iolence Collapsedviolence to the End of the
Incident.
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7.4.2 Violence Collapsed: Violence to End of Incident.
Understanding the sequence of events that is involved in violence can be

useful for management and prediction purposiesvever, because ttiata collected
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often included how violence wasanagedthere is an opportunity to obsemich

the most common ways of managing violenceaai@ potentially, which events
seenedmore effective in bring an incident to a cloBele to the nature of thecord
format in the observationsin incident was judged to have ended when the violent act
ended There were many cases where additional information about the aftermath of
violence was recorded, such as Behaviour Monitoring Forms and General

Communicatios.

Violent behaviour was most typically followed by some sort of intervention
This is to be expecteds this is the recommended strategy for dealing with violent
behaviour. As one would also expgbe most common of these was verbal
intervention fdlowed by physical movemenihich meant removing the person from

the situation to one where they could calnmavetheir needs met.

Example from violence observations

3) H O lwas iMdoing the bolts on doors. She was asked to stop this and she
becameagitated. She threw a cup that hit a staff member in the eye. She was escorted

to a low stimulus environment away from peers. She calmed.

What is interesting about this diagranwisat it tellsus about how violence is
reported. The intervention usedrt@mnage violence was commonly noted, however it
is hard to discern what effect this intervention might have iladhere was little post
intervention follow up noted in the records. This is demonstrated by the lack of event
transitions between interveati and end of incident. Out of the interventions
mentionedonly isolation and verbal intervention have transitions associated with
them, and these are state changes of the protagonist such as becoming calm or
apologetic. This observation is not a critinisf the records, or those who write them

but without the information about how particular interventions work for the
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protagonists of violence being noted, there would be no evidence of what the most

suitable way of managing that particular behavisauld be

7.5 Violence SubTypes

There were eight codes that covered the various types of violence that were
reported in the health records. The above diagrams represent the analysis when these
subtypes of violence were collapsed together to form a sepadge Different types
of violence are often thought to have differentivetors or causes (Emerson &
Bromley, 1995)and so the sequences that are related to them might also be different.
Incidents are recorded after the event and so there is potentilgtéil to be missed
or recalled differently. There is also the potential ¥®cording fatiguéto set in
which may meamhatcertain acts of aggression, especially those that have been
frequent and not seriougo unrecorded (Shah, 1999). Recordiny mzo be
weighted in favour of incidents that are seen as sersmgh as physical aggression or
extreme property desiction (De Niet, Hutschemaekersl&ndemeijer, 2005). For
example when recording behaviour involving mild verbal aggression andragtre
physical aggression, staff may only recordri@eaggressive of the two behavisur
Staff beliefs about aggression and challenging behaviour may also influence the type
and amount of behaviour that is recorded (Hastings, 1995). This means thatirehavio
that was seen as being out of control of the individual was not recorded as frequently
as behaviour that was deemed to be the indivildault. However, clinical guidelines
for record keeping in intellectual disability state that all challenging betiashould
be recordegdso it is impossible within the scope of this research to estimate what
proportion of aggressive incidents were not recorded from the three units involved.
Behavioural approaches have stressed the importance of examining types of
behaviour, as well as potential functions of that behaviasithey can reveal

important factors in the shaping armhintenance of that behaviour (Emerson, 2001).
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When the violence sulypes were collapsed, this meant those types of
violence with very snmbasample sizes such asl-harmcould still be included
meaningfully in the analysis. However, when looking attyyles of violence, those
that had very small numiswere excludedThe subtypes that diagrams could be
constructed for were mild verbal@gssion, mild property destruction, mild physical
aggression and severe verbal aggression. For eadhmthe antecedents and

sequiturs will be presented in two separate diagrams for clarity and discussed.

7.5.1 Mild Verbal Aggression.
Mild verbal aggession refers to when a protagonist swears, makes mild
threats or insults someone. Figure 7.4 is a sequence diagram of the transitions that

occur before mild verbal aggression.

Figure 7.4

Sequence Diagram of Antecedents to Mild Verbal Aggression.
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Like violence in generamild verbal aggression is commonly preceded by
movement, verbal intervention and having a request denied. When considering the
latter two event categories, what is classed as mild verbal aggression could be
retaliationto theverbal intervention and requedgnial The way the records are
constructeasfolders or dossiers kept on individuals does not promote the recording
of interactions, either between staff and the individual or peer to peer, so it is difficult
to understanthe manner in which these denials or interventions are handled. It is also
not clear from these results whether requests were appropriate in nature, and whether
verbal intervention was justified for a certain behaviour. It may be that for some
individualsthe loss of perceived liberty experienced by living in a unit, especially one
such as Unit Awhich is short term, might mean efforts to curtail behaviour is reacted

to negatively with verbal aggression.

There is little evidence of reactive aggressiomals peers. Sharing an
environment with others is often fraught with difficulties and this is compounded
when both the individuals and those he/she shares with have complex needs (Low,

Draper &Brodaty, 2004). However, this was not evident in this reseditiis could
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be due to there not being enougkdaepth records to provide this type of information,
as discussed in Chapter 4, but could also be evidence of individuals preferring to take
out their frustration and aggression about not being able to halgetbings on staff

members.

Example from violence observations

3*HRUJH FDPH RXW RI KLV EHGURRP DW SP GHPD
night. Staff explained to him that this was not possible. George then began to swear
and shout at staff, stating haldiot like the rules on the unit, and wanted to watch

'9'V DOO QLJKW OLNH KH GLG DW KRPH ~

Figure 7.5

Sequence Diagram of Mild Verbal Aggression

Figure 7.5 shows the sequiturs of mild verbal aggression. What is striking
about these transitions is thatldnverbal aggression escalates to mild physical
aggression and mild property destruction but not severe verbal aggression. One might

expect to see an escalation of verbal aggression if behaviour is escalating in the same
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modality. It may be that in reponty verbal aggression, if it gets worse or more intense

this is not noted when other behaviours are also occurring alongside it.

7.5.2 Severe Verbal Aggression.
Severe Verbal Aggression refers to when a protagonist makes sustained
threats, racial insultgnd shouts or screams while doing so. Figure 7.6 is a sequence

diagram of the antecedents to severe verbal aggression.

Figure 7.6

Sequence Diagram of the Antecedents of Severe Verbal Aggression.
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As seen in Figure 7.5 there is no direct escalationdmvmild verbal
aggression and severe verbal aggression. Severe Verbal Aggression does not seem to
occur directly after verbal intervention, but after the protagonist has moved as a result
of verbal intervention. This could indicate that after a protagbais been
reprimanded for behaviour, they move away from the person who did this, or towards
a target (who could be the person who reprimanded them or another) to then become

severely verbally aggressive.

Example from violence observations.

3 + D Waeinto the dining room at lunch time. He began to shout and swear
at staff when he saw there were no free seats. Staff tried to discuss this with him but
he ran to his room where staff could hear him screaming and shouting. He then made

racial slurs and thegs to staff member A.
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Figure 7.7

Sequence Diagram of the Sequiturs of Severe Verbal Aggression.

Severe Verbal Aggression is most likely to be followed by verbal intervention
and mild physical aggression. Having an awareness that severkaggiession is
likely to be followed by physical aggression is important from a management
perspective as it opens the potential for management systems to be put in place.
Violence subtypes or typographies are often examined in isolation of one another
with expected escalations taking place through the poteatiatity of the subtype
(Lowe etal., 2007) so a method which can link more than one subtype to another

sequentially is useful.

It is important to note that verbal aggression of all types iscededmore

with people who are classed as having mildliattual disability (Croker «dl., 2007).
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In this researchverbal aggression has been the most common form observed, which
fits with the characteristics of the research population. Therefexwes examplesf
physical aggression, property destruction s@léharm which means it was harder to

draw links between these, although they might exist.

7.5.3 Mild Physical Aggression.
Mild physical aggression refers to when a protagonist hits, slapsatcises
another once, or pushes at someone with gentle force. Figure 7.8 shows the

antecedents to mild physical aggression.

Figure 7.8

Sequence Diagram of the Antecedents to Mild Physical Aggression
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Interestingly mild physical aggression is precedsdbeing physically
moved. This is when a protagonist is physically escorted to a different area, usually to
remove them from a situation. This could be a physical reaction to the act of being
forcefully moved. Being physically moved is a very disempovggsituation, and it
has been suggested that when people with intellectual disability are shown their lack
of power in such situations such as being forcefully bathed or mtheadreact
against this with aggression (Brockman, 2002). This could also b thefact that
when people are physically movehley are often removed from an area where they
are trying to damage property. Frustration at not being able to achieve their goal, or
the thing that was causing them to try to damage property in thpléicg may make

them turn to being physically aggressive to others.

Example from violence observations
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3,DQ KDG EHFRPH DJLWDWHG DQG ZDV NLFNLQJ WKF
the lounge. lan was escorted to a quiet area to reduce the risk amstakers. He

then attempted to punch a staff member and slapped staff meniber B.

Both mild and severe verbal aggression is followed by mild physical
aggression. This might be indicative of a pattern of escalation if these go unchecked,
ormaybe a patten of how some people with intellectual disabilittes theiviolent

behaviour evolgin certain situations.

Figure 7.9

Sequence Diagram of Sequiturs to Mild Physical Aggression.

Mild physical aggression is more likely to result in some sort of phihiold,
be it Timian physical intervention or physical movement. Timian physical intervention
refers to a set of physical interventions commonly used in care units for people with
intellectual disabilitieswhich avoids being painful or punishing andeatpts to

maintain the dignity of those involved while managing behaviour. Physical movement
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refers to a specific type of Timian hold which enables people to be escorted with
minimal risk to another area. Although physical interventions are recommended as
the last course of action, it occurred frequently in the reports of aggressive incident.
This may be due to physical intervention being regarded as such a last resort form of
intervention, which is high in health care risks to the service user, that ibés t

used it is more often documented than less risky interventions. Owsefttho
responses, physical movement is likely to result in isolation, whereas physical
intervention did not seem to have any statistically significant sequiturs. This might
make being moved physically away from a situation into isolation a more preferable
response for protagonists and staff. Physical intervention is found to be unpleasant
those involved (Sequeira Blalstead, 2004), dangerous, and of little meaning to the
person with learning difficulties (Hawkins, Adh & Jenkins, 2005). As both physical
interventiors and isolation l& to the same end state (i.e. the end of the incident) and
because of the associated problems with physical interverg@ationmay be a

more appropriateesponse to physical violence when possible.

7.5.4 Mild Property Destruction.
Mild PropertyDestruction refers to tipping furniture, banging on doors,
pulling down curtains and throwing items. Figure 7.10 shows the antecedents to mild

property destruction.

Figure 7.10
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Sequence Diagram of Antecedents to mild Property Destruction.

Mild property destruction has the least direct transitions associated with it
when compared to the other kinds of violence. Displaying mild verbal aggression

seems to be the biggest risk factor for someone becoming destructive of property.

Example from violence observations

3-DFN EHJDQ WR EHFRPH PRUH HODWHG GXULQJ WK|
staff, saying he was going to punch them. He was also s\gaarder his breath. He

then began to kick and bang the corridor doors

Figure 7.11
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Sequence Diagram of Sequiturs of Mild Property Destruction.

Mild property destructiomnvas associated with the widest range of
interventions when compared to othguayg of violence, but was not significantly
followed by physical intervention. This could be a reflection of the fact it was
prevalent in all the units, and so was tackiethe way most appropriate to each unit.
If the property destruction is mild in typleen the risks to others would be low,
negating the use of physical restraint. It is also the only type of violence out of the four
subtypes that is likely to be followed by the administration of PRN. PRN refers to pro
re nata medication, which is givess and when required. In the records there was
evidence ofelfmedicationcycles ZKHUH DQ LQGLYLGXDO ZKR UHIXVHYV
PHGLFDWHVY E\ UHTXHVWLQJ 351 7KH UHFRUGV VKRZH(
their general medication being offered PRNew they are distressed. Mild property
destruction, such as throwing a cup or tipping a chair, with the associated low risk and
low concern about it, might bring about being offered PRN. This might be especially
useful to those with poor communicationliskand more moderate types of
intellectual disability who may lack the cognitive capacity to request medication

verbally.
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7.6 Summary
This chapter has presented sequence diagrams based on the most likely event

transitions in violent incidents found byetisequence Analysis methodology.

The sequence diagrams have highlighted several event chains that might be
important for understanding violence in people with intellectual disability, both as a

whole and when split into stdategories of violence.

Peoplewith intellectual disability who are violent are often experienced as
being unpredictable, with no reason or pattertheir behaviour (Bromley &
Emerson, 1995). These sequences show that there are potential patterns to this
behaviour, for example, by ting the frequency that visits and outings, in a world
where these are uncommon, occur prior to violence. The sequences also show how the
causes of violence in people with intellectual disability are similar to those of the
general population, by their ftration with not having their requests fulfilled and by
being potentially provoked in the form of verbal intervention. However, unlike the
general population, the aggressive response of a person with intellectual disability are

stronger and need to be naged in some way.

Common strategies used to deal with this violence were highlighted, with a
notable lack of management strategies such as losing privileges, having outings
cancelled or rooms cleared out. P.R.N medication was used primarily after property
destruction. Property destruction did seem to escalate to other forms of violence, so
P.R.N might have been a useful response towards this type of violence in order to
avoid escalation. However, due to the great deal of evidence which suggests
medicationfor violent behaviar is ineffective (Brylewski &uggan, 1999), as well
as the time delay in taking a medication before it can become effective, it might not be
the medication itself which is causing the escalation or ending of violence but rather
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anothertype of process. This process could be placebo in nature, or a reinforcement of
a procedure wérethe person with intellectual disability believes thaedication

will help them and so ceases their behaviour.

The sequences presented here focusedobenee as a whole and four
subtypes of violence, mild and severe verbal aggression, mild physical aggression and
mild property destruction. This is due to there being very few examples of the other
subtypes of aggression in the data set. However, tlisatses as a demonstration of
what the inside of a unit for people with intellectual disability is like, for both staff and
service users. People who live and work in these units may have to experience being
sworn at, threatened and slapped. Althouglhb#teavious detailed here are not
always serious offences, they are very different to what many of people would call
tolerable and those who live and work in these units should be accorded respect for

the difficult situations they navigate on a daily basis

The sequences of aggression described here are based on written reports by
nurses and health care assistants rather than direct observations. Issues with clinical
record keeping such as recording fatigue may have influenced what information was
availabk, which may make the sequendessaccurate in documenting the sequences
of aggressiothan wagossible. This limitation will be discussed in more detail in

Chapter 9.
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Chapter 8 Temporal Patterns of Aggressive Incidents

8.1 Overview

Log Survivoranalsis uses the information about intervals between target
incidents to try and discover patterns in their occurrence. The distribution of time
intervals between incidents is highlightgtbwing patterns to emerge, which could
then potentially be used tofoxm when an incident is most likely to happen after a
previous one has occurred. Thispker discusses work using log survieoalysis on
an alternative data source to contribute to the knowledge about violence in people with

intellectual disability.

8.2 Log Survivor Analysis

So far discussion has been concerned with understanding and predicting
violent incidents through the sequences of events that occur prior to them. Health
record information has been examined to discover those sequences, which rely
event information to show the typical V F WiLsedehces involved in violent
behaviour. Another way of investigating and understanding violence is by looking at

the temporal patterns of this behavioue(®bn, Bromley & Thomas, 2001

Log Survivoranalysis is used to look at events that occur periodically, from
volcanic eruptions to microbe death. This involves using the length of time between
events to investafe the pattern of reoccurrenddese patterns can indicate the
likelihood of another eant occurring, while taking into account delayed effdats.
whethera volcano erupting increasthe likelihood that anothesruptionwill occur in

three\HDUVYSY WLPH

Sequences of events are part of a complex amount of information that can be

used tgpredict violence. There are examples that suggest that an important factor in
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predicting when another incident might occur is the presence of a previous one. An
example on an individual level would be that the main predictaseidharm

behaviour is whiher a person haelf-harnmed recently. This would indicate that the
occurrence of selfiarm was, at least in part, interdependent on a previous occurrence
of seltharm. Knowing that an incidetttat occurreaarlier in the day is a possible
predictor offurther violence from the same person is a useful way of being able to set

up management strategies.

7KH LGHD WKDW D YLROHQW LQFLGHQW PLJKW pVvVHYV
be indicative of a change of state in the individual that mean furithlence is likely
is a useful thing to know in terms of prediction and management. This idea could also
be extended to a whole unit or system level. By examining the violent incidents in a
whole unit, all incidents by all residents are included in arsalyghout distinction
EHWZHHQ LQGLYLGXDOV 8QLWY PLIKW KDYH D pVWDWF
incident, combined with the environment of the unit and after a certain time interval
has elapsed, where violence is more likely. Looking at tmpadeal patterns across
units is informativeasif these different units have different patterns of violeitce
would indicate an influence of the dynamics of the unit on whether violence might
occur. This could also be a useful source of informatiomfiandividual unit as it
would indicate when the risk of violence might be high in that particular environment

(Beale, Clarke, Cox, Leather Bawrence, 1999).

Log Survivoranalysis is used to discover the temporal patterns in event
occurrences. Asiscussed irfChapter 1this technique is used in a wide variety of
areas and is performed on real world observations of temporal data. This technique,
although used in some psychologicedearchis not widespread in the discipline (see

Whitaker et al., Q06 for an example)However, it seems an appropriate way of
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investigating temporal patterns in violent incidents, complementing results from the
other stands of the study. Log Survivanalysis would also be a new way of using the
Sentinel database (disgsed below) that could prove fruitful for other health and

NationalHealthServiceresearchers.

8.3 The Sentinel Database

8.3.1 The Sentinel Database: Introduction.

As discussed i€hapter 2there are a large number of health records written
about peom@ with intellectual disability. In residential units for people with
intellectual disability there are various mechanisms for recording violent behaviour.
These include care plans relevant to violence and aggression, ABC forms and
intervention reports. T@se health care records, although required legally, are
idiosyncratic in format to the individual unit they are written in. A health record that is

standardised across units is the Sentinel System.

Sentinel is an incident reporting and risk managemengesyftational
HealthService,2008). Violent incidents have been recorded using this system in the
units involved in this research from October 206k(table 18.1or alist of what is
classed as a violent incident). Sentinel Records differ from usakhtoare records in
that they are specifically designed to look at risk, aather than being kept in a

patient$ file, they are stored in a central database.
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Table 8.1

Violence listed in the Sentinel System

Violence

Threat of Physical Violence
Physical Assault

Verbal Abuse
Aggressive/Hostile
Attempted Assault
Inappropriate Behaviour
Racial Harassment
Sexual Harassment
Damage to Property
Sexual Assault

Alleged Assault

Injury During Restraint
Harassment

Restraint of a Pant
Play Fighting

Other

When an incident occurs it is recorded as soon as possible onto an IR1 form
which is a recording form for any untoward incident. An untoward incident could be
anything that is classed as a risk issue, including medicat&takes or physical risks
such as accidents. This form is then sent to the risk department of Nottinghamshire
NationalHealthServiceTrust and entered in a centralised system that holds all

records from the trust. The Sentinel database therefore habdsatfon about the
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incident who was involved, the actions taken by those involved and any other
information that was thought relevant. This could include dates, times, the unit it
occurred in, victim status and location. Sentinel is used within thefornstumber

of purposes, including audit and research.

8.3.2 Participants.

The Sentinel System is designed for risk management, audit and evaluation.
Whenever an incident is entered onto a Sentinel form it receives a serial number
which, if it is relate to a violent incident, is recorded in the healthcare records of
whoever it concerned. However, when the incident is processed into the centralised
system, the details of those involved become anonymised. Due to this, and the access
the researcher alreatiad to many of the health care records in eachalhitiolent
incidents byall residents were searched for. This means that for this section of the
research, there was a different participant group than the one discussed in previous
chapters, althougih encompasses those participants. This provided a much larger
sample of dategsneeded for this type of analysis, but it means that potential

comparisons between the two data sets were limited.

8.3.3 Search Strategy.
The Sentinel Recording system wagplemented in 20040 all incidents
classed as violent from October 2004 until December 2008 where searched for in the

database.

For the purposes of this study, the following information was accessed from
the database about the three units discuss€bdpter 2: the date of the incident; the
time; incident location; and the incident reference number. The number of incidents

occurring in each unit over the search period can be seen in Table 8.2.
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Table 8.2

Frequency of Incidents in Each Unit

Unit Frequeng of Incident
UnitA 605

Unit B 1564

UnitC 606

8.4 Analysis/Results

Time interval analysis was the proposed method to examine the data from the
search. However, in order to build a clear picture of the data and to examine other
kinds of temporal iformation, frequency data regarding days of the week and time of

day of violent incidents was also calculated.

8.4.1 Frequencies

8.4.2.1 Time of Incidents

Figures 8.18.2. and 8.3. show the frequencies of the time of day that
incidents occurred in théree units. In Unit Aincidents peaked during timaid-
morning(10am to 11am) and around late afternoon/early evening (5pm to 7pm). The
rate of incidents dropped during night hours and there were no incidents in the early

hours of the morning.
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Figure 8.1.

Frequencies of Incident on Time of DayUmnit A

In Unit B, incidents peaked at midday (12pm to 12.30pm) and also in the early
evening (6pm to 7.30pm). As in Unit A, there were very few incidents during night

hours but the rate of incidents deelhearlier, from 10pm onwards.

Figure 8.2.

Frequencies of Incident on Time of Day in Unit B
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In Unit C, the rate of incidents peaketid-morning(10.45am to 11.15pm)
and in the late afternoon (5pm). In Unitt@e rate of incidents was lowest during th

night, with no incidents in the early morning (6am to 7am).

Figure 8.3.

Frequencies of Incident on Time of Day in Unit C

All of the units had a higher number of incidents during the day than at night.
This is consistent with findings from other stuglieto the daily frequencies of

aggressive incidents. In each of the yratkservice users had their own bedrooms
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which other service users were discouraged featering and staff did not routinely

enter senge usebedrooms. This may have accountedthe lack of recorded

LQFLGHQWY GXULQJ WKH QLJKW $OVR DV VHUYLFH XVH
during the night, there may be incidences of aggression which go unreagiviegl a

misleading prevalence rate.

Each unit had a pattern okfjuency of aggression peaking in the morning and
in the early evening. These were not times of handewgch had been hypothesised
as being potential factors in aggression. However, the early evening peak coincided
with the time of the evening meal in ahits, and the point when all residents would
be on the unit. For those Wnit A, day services provided outside of the residence
ended before 5pm, which was the casdJoit B. In Unit C, day care was provided
onsite but residents were able to leawe tinit during the day for a variety of
activities. The peak in evening aggression therefore may be due to a high number of
staff and service users all being in the unit at the sameadimdealso have links with
mealtimes. The peaks in the AM of each @mé harder to hypothesis as there is no

supporting information about timetables of activities in each unit at those times.

8.4.2.2 Day of the Week.

Figures 8.4., 8.5and8.6. show the days on which incidents occurred in the
three units. In each of thumits the number of incidents per week day was evenly
spread with few peaks or troughs shown by visual inspection. There was no
statistically significant difference between any of the days and the frequency of

aggressive incidents, in any of the units.

Figure 8.4.

Frequencies of Incident on Days of the Week Unit A
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Figure 8.5.

Frequencies of Incident on Days of the Week Unit B

Figure 8.6.

Frequencies of Incident on Days of the Week Unit C
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There was no distinctive pattern of incidents inuhés when the frequency
of incident was compared over the days. This finding is contrary to research which has
examined the frequency of aggressive incidents on different days of the week. A
number of papers have found higher rates of homicide in prigoumations on
Fridays, Sattdays and Sundays (JayewardenB@&herty, 1995)and higher rates of
aggressive incidents in generalnaekends (Porporino, Doherty Sawatsky, 1987).
In psychiatric populations findishave been mixedvith little evidence tsuggest
patterns across days of the weekggressivdehaviour (Gaddon, JohnstonGboke,
2006).Studieswhich have examined time of day of aggression have been more robust
in their findings (Daffern et al2003). The differences in prison violence otrer
days of the week was suggested to be due to availability of activity. This may not have
had as much of an effect of the incidents in this study as activity patterns may not be
as affected by the weekend as in prison populations. For instance, rtbae of
residentf the unit work and external day care services are not provided every week

day, which may minimise the differences between week and weekend days.
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8.5 Log Survivor Analysis
The next stage in understanding the temporal nature of violgdemts

occurring in these uts was by applying Log Survivanalysis.

Log Survivoranalysis works on the principal that when events of a single type
are randomly distributed through time, the intervals between these events will follow a
negativeexponetial distribution i.e. that events occur continuously, independently
and at a constant average rate (Phillips, 1981). When this distribution is plotted as a
log survivor function graph, it would appear as a straightiitie a slope proportional
to the pobability of a new event occurring with the passage of time since the last

event.

However, the intervals between behavioural events do not follow such simple
distributions andisually occur in bouts, with brief intervals being common and long
intervalsbeing rare (Slater & Lester, 1982). This means that when the Log Survivor
function is plotted on a graph, the line changes shape. Concave lines indicate that there
is a high probability of another event, while gentler slops indicate a low probability of

arother event occurring.

A bout of behaviour can be thought of as a behaviour pattern which occurs in
a temporal clustemwhere the same act is repeated several times in succession (Martin,
1993). By plotting the Lg Survivor function on a graph, bouts @haviour which do
not fit the negativexponentiadistribution can be clearly seen as deviations from a
straight line. This then indicates dependence between the timings of consecutive

events (Martin, 1993).

Research into temporal patterns of aggresisawe indicated that certain types
of aggression may lead to further aggression in the absence of other factors

(Katerndahl, Burge, Ferrer, Becho & Wood, 2010). By investigating whether bouts of
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aggressive behaviour are occurring in the units in this stbywould indicate that
aggressive behaviours are not occurring independently, and may also indicate periods

of high risk for individual units.

8.5.1 Procedure

The time intervals between violent incidents were calculated in minutes, hours
and days foeach of the units involved in the study. The survival rate of incidents
happening over time was calculated as a percentage of the total number of incidents.
For exampleif the percentage of the total number of incidents that were classed as
having occurrd a minute or more apart was calculated it would have been 100%. If
this was calculated for 15 minutes apart that percentage would drop and so on. This
resulted in a list of percentages that decreased the longer the interval between
incidents was. If thesealues had been plotted straight onto a graph they would have
formed an exponential curemder the null hypothesis that the second event occurs

with constant probabilitywhate\er the interval since the first

The survival rate of the intervals betweanidents was converted into log
values. These were then plotted onto graphs. Owing to the great number of incidents
in this study, there were a lot of data points to be plotted. All of the units had a high
frequency of incidents that occurred less thah@4rs apartso it was decided that
they should be split to make interpretation easier. The time intervals that were under
24 hours where plotted for each yititen the time intervals that were over 24 hours

between incidents were plotted for each unit.

8.6 Time Interval Analysis Results

8.6.1 24 Hours
JLIXUHYV DQG VKRZ WKH ORJ SORWYV RI HI

intervals when the interval between each incident was 24 hours or less. In each graph
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the small box represents where 50% of tumge fell. The larger box represents

where 90% of the sample fell. After 90% the sample size becomes so low (due to the

survival analysis) that results might be misleading. Discussion will focus primarily on

the first 50% as it is the most robust. Thaigint line is the comparison line for the

null hypothesis

In Unit A, 50% of the incidents occurred less than six hours apart. Grom
hours to6 hours the intervals between incidents appeared to be happening at a
constant average. Aftérhours the interva between incidents start to space out,
which indicates thab hours after an incident, there is less likelihood of another

occurring, than when the time interval between incidents is les$thaunrs.

In Unit B, as in Unit A, 50% of incidents had amearval of6 hours or less
between them. However in Unit B there was an increased rislotierimcident
occurring up t@®.5hours aftelan incidentafter which chance falls back to average
rates. Unit B, again as in Unit A, shows a pattern of intery@sSDFLQJ RXW
thatthere is less risk of an incident following another after&theur mark has been

reached.

In Unit C, 50% of incidents happen with a less thdmour interval between
them. In fact, 30% of the total number of inciderapiiens with an interval of less
thanl hour between them. This risk of an incident occurring after a previous one

begins to lessen after tAehour mark.
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Figure 8.7.
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Figure 8.9

Unit C Lag of Incidents in a 24 Hour Peric
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8.6.2 Days

Figures 10, 11 and 12 show the log plotstdrvals of more than 24 hours.
In Unit A, after the first 24 hours, which is where 50% of the intervals were, there is a
decreased risk of an incident occurring. In Unit B, as in Unit C, the risk of an incident
occurring seems to be consistent with tmvauld be expected if the incidents had
been occurring at a constant average. An interesting point that this result raises is that
Unit B had a total of 564 incidents over the search period, which on average is just
under one per day. However, mostlod intervals between incidents are much lower
than this period, indicating that although there might be a few incident free days, in
this unit, there is a pattern of repeated incidents occurring with little space between

them.
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Figure 8.10

Unit A Lag of Incidents Over Day:
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Figure 8.12

Unit C Lag of Incidents Over Days
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8.7 Unit Profiles

The frequencies and time interval analysis has shown some interesting
patterns about the time violent incidents occur in the three units. A way of examining
these patterns usefully might be by constructing Unifilpso These are similar to the
Violence Typographies demonstratedCimapter 4and help draw the strands of
information together. Table 8.3. contains a summary of the temporal patterns of

violence in the three units.
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Table 8.3.
Unit Profiles.
Time of Day Time Interval Between
Incidents
Start to increase around 6am, tw Most incidents occur

nit peaks, one at 11am and 6pm, fairly stea( with 6 hours or less between

A in-betweerthese times, start to fall after | them but with no specific
6pm intervd of increased risk
Start to increase around 5.30 am Increased risk of one

nit B | steady rise to first peak at 12.30, sharp | incident occurring up t@ and a
decrease at 1pm followed by steady half hours after another
increase to second peak at 7pm, sharp

decrease in incidents after 8pm
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Start to increase around 7.30 am Very increased risk of
nit C | increase to peak to 10.30 am, remain fai| one incident occurring one hour
steady until second peak at 5.30 pm, afteranother, lesser but still
remain steady until peak at 10.30 pm increased risk up to four hours

after another

8.8 Summary

'LWKLQ D UHVLGHQWLDO HQYLURQPHQW D SHUVRQ"
This makes temporal aspects of aggression important to understanding aggression.
Focusing orthe time that an aggressive incident occurs allows the identification of

MKRW VSRWVY ZKHUH LQWHUYHQWLRQ FDQ EH GHOLYHUL

The analysis detailed in this chapter examined all of the aggressive incidents
that had occurred ibnits A, B and C from October 2004ntil December 2008. The
frequency of aggressive incidents over times of the day revealed similar patterns to
those in other inpatient units where aggression is a problem. This information could be
used to highlight times when there is higher risk ofdenis occurring. There was

little difference in the frequency over aggression during the days of the week.

Log Survivoranalysis is a way of looking at the temporal patterns of
incidents, which might help to indicate, after one incident has ocgtinesboint
whenthere is most risk of another incident occurring. This data potentially provides
the most robust indication of temporal patterns of violence in these units, and as it is
collected as a matter of good clinical practiogght be a very useful ate for units to

start investigating how to predict and manage violence. The analysis performed on this
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data has provided a profile of incident occurrence for eachwimith could be used
as a means of investigating why violence happens in that uhatgtarticular time,

day or posincident interval.
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Chapter 9 Discussion

9.1 General Introduction

The main aim of this thesis was to document the patterns of agggessi
behaviour in people with intellectual disability in order to examine what factays
be involved in increasing the risk of aggression in this populd®im@vious research
into aggression in people with intellectual disability has tended to focus on aggression

as a communication or as a result of mental health issues.

This thesicorsisted of three parts whichvestigated patterns of factors
involved in aggressive incidents people with intellectual disability. The first part
examined the frequency of the types of events recorded, as well as the locations of
aggression, sleep data andod. The second part analysed reports of aggressive
behaviour using sequence analysisthodology, lookingt the recurring events
within the recorded sequence of aggression. This enableadapiih examination of
the types of factors involved in aggsive behaviour in units for people with
intellectual disability. The third part of the study examined temporal patterns of

aggressive incidents.

This discussion is split into several parts. The first will examine the aims of
the thesis, and consider ttiedings of each phase of the research in terms of those
aims. The research findings will be placed in the context of existing research
literature. The second part will discuss the research process and the implication this
might have for the findings ohis research and research into people with intellectual
disability as a whold_imitations of the research will be discussed, along with how

this may affect the findings and how they could be addressed in future research.
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9.2 Thesis Aims

The main aim ofhis thesis, as has been mentioned, was to document the
sequences of aggression in order to investigate what factors might be involved with
increasing the risk of violence in this population. The study was split into three parts.

The findings from each othese will now be discussed.

9.2.1.1 Part Onelndividual Event Frequency

In Chapter 4, the records of people with intellectual disability were entered
into adatabasand the kinds of information they held was explored. This method of
looking at the fequencies of factors associated with aggression is common both in
learning disabilities research and psychiatric inpatientarebgSigafoos, Elkins, Kerr

& Attwood, 1994).

The main things that emerge from this analgs&information about what is
recaded in aggressive incident reports, the time that incidents occurred, the main

locations of incidents and the mood of the aggressor prior to incident.

As discussed ihapter 4, violent incidents were split into two types, Type A
(in depth incident regrts) and Type B (brief incident reports), depending on the level
of detail contained in the source repohtsboth types of incidents, the number of
contributors and source data was around the siagndoth long and short incidents
were compiled from aimilar number of sources from a similar number of
contributors. What was interesting about the Type A and Type B incidents is that the
majority of recorded incidents involved verbal or physical aggression aimed at staff

members.

There are several reasowhy this might have occurred. The most practical is
that violence involving peers selfharmmay be done in private, or deliberately out

of sight of staff members. This would make it difficult for staff to report in any detail
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what had happened withoiatbrication. Another practical reason is the level of
FXOSDELOLWN\ DQG UHVSRQVLELOLW\ LQ ZKLFK VWDII DU
members are often held to account falence on their shift (Allen &'ynan, 2000)

and may feel they need toFeRUG WKHLU RZQ RU RWKHU VWDII PHPEI

order to safeguard themselves and service users.

At this point it is interesting to note research by Findoff, McGovern, Wall and
Gerberich (2005) that indicated that even when reporting sgst&re in place for
recording violencgthere were certain characteristics or qualities in a range of health
care workers that made it more likely violence would be reported. For exaimple
someone experienced verbal aggression, asked the perpetrdldRdss DQG WKH\ GLG
it would be more likely that this incident would be recorded than if the perpetrator had
stopped. Although there was an overall trend for violence towards staff to be reported
in more detail, this could be an artefact of the peomerding i.e. some people
would write more in general no matter what kind of violence was occurring and some
ZRXOG ZULWH OHVYV 7KH W\SH RI GHWDLO UHFRUGHG FF
attributions about the protagonists. There are a numbectof$ahat influence how
staff members attribute the causes of violence in people with intellectual disability.
These include the level of intellectual functioning of the protagonist, an assessment of
intent and gender of those invely (Dilworth et al.2011). It is not known how these
attributions, usually found by asking staff members to rate causes of violence in
fictional individuals WUDQVODWHY LQWR WKHLU;iBWWthée EXWLRQV
people that they work with. However, it is reagble to argue that, in part at least,
these attributions would be presenti’PHPEHU RI VWDIIfV IHHOLQJV WRZ
are caring for. This factor could also, across individual reporters, affect the amount of

detail recorded. Members of staff andvéee users build up relationships which can
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be positive or negative, just as in any work place, which might have an influence on

recording style.

In this research, there were a higher number of incidents recorded which
involved staff members. Staff membanay be a target for aggressive behaviour as
they are the potential sources of frustration in units, which has been cited as a factor in
increasing the likelihood of aggressive behaviddahinGreene eal., 2000 Tyrer et
al.,2006).For example, servecusers may have to ask staff members for access to
items, their bedrooms, for outings and food. If these things cannot be delivered for any
reason, service users may become frustrated and lash out at staff to release this
frustration. Therefore, the higlumber of incidents involving staff may indicate

frustration as an antecedent to aggression in this population.

Incidents were more common during the day than at night, consistent with
findings in both aggressive intellectual disability populations dhdraggressive
inpatient population§Grassi, etl., 200]). This has been suggested to be the result of
increased staff and service user interactions. These interactions may have increased
the possibility for frustrating and provoking incidents to talee®, as well as more
demands being placed on the people with intellectual disability have needed to

use aggression as a means of escaping.

The main incident locations recorded were the dining room and games room.
These are areas where there is angased risk of interaction, both with peers and
staff members. High levels of interaction lead to crowding and forced interaction with
other peopleNg et al.,2001). This high frequency could also be due to a recording
convention in the aggression regiCommon rooms are more likely to have staff
members in them than the private spaces of bedroom and bathrooms, and so
aggressive incidents could be more visible in these spaces. However, as there was a
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high number of incidents recorded where staff mesbare targeted, it would be

less likely that they would go unrecorded, even in more private situations. There were
not a high number of incidents recorded as taking part in bathrooms. Intimate care has
been suggested as an area of high frequency of sgaltebehaviour but this was not

found using this analysis.

The mood of the aggressor was recorded prior to the incident in 320 of the
total incidents recorded. In 39.1% of these incidents the protagonist was rated by staff
members as being settled orgdant prior to an incident, and in 21.9 % of the
incidents the protagonist was rated as being elated. Mood has been suggested as an
important factor in why someone becomes aggresaigit is a product of personal
and environmental factors related to agggion. Elated mood has been suggested to be
a dynamic risk factor in aggressive behaviour as it may indicate a change in mental
state and was indicated in 21.9% of these incidents. Elated mood has been suggested
as a dynamic risk factor when predictaggressive behaviou®gloff & Daffern,

2009. However, the mood state recorded prior to aggression was not one that has
been linked to aggressive behaviour in the majority of incidents. This could be for
several reasonsnood judgements were made by sttfthe end of a shiftmood or
emotion may have changed a couple of times throughout thebshithe last one
noted by a staff member was the one recorded. Another explanation is that when
people were classed as being settled or pleasant they wetteeteuivas an incident
which occurred, such as provocation or frustratidmch caused an aggressive
response. This finding is in contrastMcGill et al.(2003), who found a high

association between challenging behaviour and sad, depressed and artyy moo
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9.2.1.2. ParfTwo: Sequence Analysis

Phase two of the research formed the main body of the thesis. This was an
attempt to use a method of data analysis, Sequence Analysis, which has not been
applied to this particular data source previously, toaepthe sequential nature of
recorded aggressive incidents. People with intellectual disahiitpften described as
beingunpredictable in thelbehaviour by staff (Bromley &merson, 1995). This can
make it difficult to conceptualise ways of managing @redicting violence, as if one
views a group as inherently unpredictable treatment methods might be reactive rather
preventative. This also can lead to negative appraisals of those who display behaviour
termed as unpredictablMégliano, e Rosa, Fiorib, Malangone, &Vaj, 2004.
There are severahtterns of evergairs resultingrom this analysis which may be
important for understanding the factors involved in aggressive behaviour in people

with intellectual disability.

9.2.1.2.1 Impact of Visits drOutings

One of the most interesting findings was that visits, outings and visits
followed by an outing were implicated as often happening prior to violent behaviour.
Examples of visitors would include parents and siblings, friends and carers from
previaus placements. Although there was an option in the coding scheme to include
visits from professional these were so rare that they were collapsed into the general
visit category. Generally within the sample of observations, visits were a rare
occurrenceThis was similar for outings. Outings could include a drive to the park, a
trip to the shops or a visit to day care. Although visits and outings formed part of the
general inpatient experience in the three units in the study, they were not particularly

routine.
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Meaningful activity is often suggested to be lackinghim lives ofpeople with
intellectual disabilitiesand making sure this is incorporated into any care package i
seen as important (Mansellat, 2002). It could be possible, at least irs ttudy, that
activity in the form of outings was not a satisfactory event for those involved or that
the outing itself was problematic. This happened in several of the t@sesample,
one individual was cautioned for shop lifting, while another hdzbtbrought home
early as they had made inappropriate sexual advances to a member of the public. This
might also be the case for the visits which people received. In some cases these visits
from parents with whom the protagonist had a fractured relatipestted in tears
and frustrationin other cases the protagonist did not want their loved one to leave.
These outings and visits might stir up emotions which are difficult to manage and
express, which coupled with lack of power over §riwing situationmight lead to
lashing out. However, it should be noted that some of the participants in this study
were under a section which meant they could not leave the unit without special
assistance, and some were unable to leave the unit alone due to theirdogitéiye
capacity. This limit of recorded visits and outings does not mean there was a lack of

other, unitbased activities.

9.2.1.2.2 Meal Times

Meal times combined with making a request were implicated as being
important factors prior to violent beHaur. Eating behaviours in people with
intellectual disability are often classed as dysfunctional, including such behaviours as
HI[FHVVLYH HDWLQJ pPEROWLQJY RQHYV IRRG DQG UHIXV
times (Fonna, 2006). Eating in people witkellectual disability is also coming under
increased scrutiny as understanding about how morbidity and food intake increases.

People with intellectual disability have high levels of preventable diseases, often
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caused by a lack of health behaviours sudkeaping weight down or physical
activity (Bhaumik, Watson, Thorp, Tyrer & cGrother, 2008). Therefore, with meal
times, people with intellectual disability and those who care for them are faced with a

situation that ipotentially difficult to manage.

Meal times present the opportunity for challenging behaviour; they are in a
group setting so there are many service users to monitor at once and who need
provision for their complex needs. This is therefore a situation where there is
crowding, and a high le¥ of demands being made on staff members. Unusual eating
behaviours might present risks such as choking, and individuals may need assistance
in cutting and eating their food. Staff are spread most thinly atiitinés so anything
else that needs dealingthy such as answering the door or phone or doing paper
work, may push the delicate balance of staff to service user ratio. In the units in this
study, meals were provided byluse catering, either by a membésiaff or by
service users with staff astnce. Although meals are planned in advance, there are
occasions were the meal is not quite what is written on the menu. There are also
occasions where one service user might have a different meal to another, possibly due

to a healthy eating plan.

Foodand meal times can be important for people with intellectual disability
forming an exciting part of their day. In the study data, when a service user made a
request during a meal, they were often requesting something different, more food, or
another desst. More food was a request often denied service users who were on
healthy eating plans or when more food was unavailable. This mayduteea
situation of frustration for the service user as they were unable to access their goal.
Aggression may havesulted as the service user expressed their frustration. There

were also times when the menu stated that a particular food item woaNdilzble
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In these situations, service users expected a particular food and another was served.

This also may have cated a frustrating situation for those involved.

Meal times are a situation that has the potential to be fraught, tense and full of
dissatisfaction, where there is a strain on staff to manage a challenging situation while
negotiating the balance of thedith needs of service users with their desirethdn
aggressive incidentecorded in this researcimeal times were not only potentially

difficult, they weredifficult, with service users often disgruntled about food.

9.2.1.2.3 Requests

When requestaere made and not met immediately or were denied outright,
there werestrong links with aggressive behaviour. However, when an alternative was
offered this seemed to lead to another pathway of behaviour that, potentially, could be
nonviolent. Request deai has been linked to theories of frustration and aggression in
thegeneral population (Anderson Bushman, 2002). In these cases, frustration at not
being able to have/do what an individual wants leads to a feeling of powerlessness
which in turn causesggressive behaviouthe lives of gople with intellectual
disabilities are characterised by a lack of power, both in the choices they are able to
make about their own life styles and the influence which they have over the people
who male decisions for tha (Strand eal., 2004). When people with intellectual
disabilitesbecame aggressive after having a request denied or detaisstbuld
potentially be due to frustration at their own lack of power in their living situations.
Having a request denied ddwalso be a provocation, depending on how this was
suggested to the service user. The way in which a request is denied and alternative
contingencies provided can have an effect on subsequent accegtimséMace,

Pratt, Prager & Pritchard, 201Theways these denials wepbrased was not
detailed in the records and may have had different implications for how a person
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would reactfor examplein a cruel and dismissing way his is difficult to ascertain
from the recordswWhen people with intellectbidisability made requests, the most
common reaction was to deny this outright. This may indicate that the request was
denied as itvas impossible or totally inappropriate. For example, one violent situation
took place after a male service user wantedtmtp the female area at nigint

another example, a service user wanted to get up and eat breakfast at 3.308am. Bot
these requests were denleztause they were not possible in the situatimwever,

the manner in which this was done may have alsoeglRated the situation.

In terms of management of violence, the notion that being given an alternative
is a possible route away from violence is useful. Although there are always going to be
times when a request can neither be fulfilled or a satisfactmmnative given, it
appears that this might be the most appropriate way of preventing this frustrating
situation. When a need is not met immediately, such as by stating to someone they can
go out later, this understanding of time can be difficult for soraewth a limted

cognitive capacity (Owen &Vilson, 2006)andso might lack meaning.

Overall what is important to note is that the Sequence Analysis of the
recorded incidents of aggression did indicate some factors which are linked to
aggressive behawmir, which have also been implicated in other research populations
and research in to aggression. These factors were situations that were potentially
frustrating, provoking and during times of high demasuth as mealtimes. Although
environmental factoreave been suggested as important areas of research in
aggression in intellectual disabiljitthere has been little investigation into when these
factors actually occur. Although the amount of influence these factors may have in
aggressive behaviour canrg calculated using the above research findings, the

exploration of factors involved in aggression has suggested areas of further

254



New Ways of Predicting Aggressive Incidents in Clinical Settings

investigation. The most robust findings were linked to factors which could be

considered antecedents or proximal factors gfegsion, those which happened just

before an aggressive act. This could also be of benefit to researchers using functional
approaches to aggression as possible antecedents to aggressive behaviour are complex,

and research into these is a useful startmigtgor experimentation (Carr, 2004).

9.2.1.3 Part Three Temporal Patterns of Aggression

The third phase of thiswatly used a method call&ag Survivor analysis to
investigate the temporal nature of aggressive incidents. Within a residential unit such
as the ones in this study, time and space are organised by the organisation which
controls the unit. Therefore, the time an incident takes place becomes a dynamic risk
factor, as different times of day, week and month present different patterns o activit
opportunity, staffing patterns and occupancy. Understanding the temporal nature of
incidents provides another way of describing aggressive behaviour in people with
intellectual disability. However, rather than looking at the frequency of events in an
incident, or how those events might occur sequentially, this method examines how the
incidents themselves are distributed over time. Looking at the frequency of aggression
over time allows for the times most associated with incidents to be identified. Units
were considered on an individual basis due to the large amount of data that was
available about aggressive incidents. Looking at patterns in individual units may

provide useful for information management.

All three units were more likely to have aggressivcidents during the day
than at night. This is consistent with findings from a number of populationss and i
potentially due to increased interactions taking place between peers and staff
members. Simply having more interactions may increase the btkelithat more

aggression will occur in an aggressive population as it presents more opportunity.
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Increased interaction also increases the potential for frustrating and provoking

situations, difficult situations such as mealtimes, and more demands anstseque

Log Survivoranalysis was also used to investigate times of greatest risk after
an aggressive incident had occurred. Knowing when an aggressive incident is likely to
follow a previous one would be useful information for units in predicting riskystime
as well as for management and intervention strategy. Each unit had a unique pattern of
elevated risk after an aggressive incident. What contributes to this risk will be specific
to the individual unit, the resident characteristics, the staff membevsadgression
is managed by the team and a host of other factors. The data presented here may
provide a useful starting point for moredepth analysis of these factors, as welhas
providing a way of monitoring efficacy of intervention strategies bysimf risk

being decreased.

9.2.3 Management Recommendations

Information about risk factors involved in aggressive behaviour is often
utilised to help predict the risk of future aggression, and create management and
intervention guidelines. This reseh was exploratory, and sought to investigate the
presence of factors involved with aggressive incidents rather than assess how they
might be utilised in interventiotdowever, a consideration of the practical
applications of these findings can be helpéadpecially when considering dynamic

risk factors.

In terms of how incidents are recorded, there are potential additions or areas
of importance which could be added to recording systems. Recording sleep and mood
data for all individuals may provide hélipinformation about dynamic risk. Although
sleep information was recorded for some individuals in the study, this was done when
SUREOHPVY EHJDQ UDWKHU WKDQ WKURXJKRXW WKH FRX
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was recordedhen deterioration in slpepatterns could indicate that increased
assistance is needed, as well as track whether sleep is associated with aggressive
behaviour in that person. This would also be the case for mood. Mood, especially
when a person has been diagnosed with a mentahlprablem, may indicate when
that person is more likely to be at risk of being aggressive, especiallyimrtesiate

future (Nicholls, etl., 2006).

The Sequence Analysis of aggressive incidents suggested strong associations
with outings and visits, pal times and denial of requests. Requests were often made
around meal times and were associated with a high amount of aggressive behaviour.
To reduce aggression at meal times, extra staff may be required to cope with demands
there may need to be moreXileility and choice in the food available to counter
frustration and quiet areas offered as an alternative place to eat to allow escape from

noxious stimuli.

Denials of requests and how they were managed were linked to aggressive
incidents. Being offeredn alternative reduced the risk of immediate aggression
compared to the request not being met immediately or denied. In people with
intellectual disability, a concept of time is not always well devedof©wen &

Wilson, 2006) so providing alternative waysunderstanding the concept of later,
such as a visual time table, may be helpful in reducing frustration at this point. Within
the records, how denials of request were made was not reported. It may be helpful for

the exact wording used to be documented.

The time series analysis suggested that it was possible to estimate the risk of
an aggressive incident occurring after another for a particular unit. This information is
easily accessible if kept on a large scale recording system such as Sentinath, and ¢
provide useful information about risky times on units following an aggressive
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incident. This information could be used to create management systems relevant to the

people and environment of a particular unit.

One of the findings from looking at the @pgational records was that,
generally, although the type of intervention was ndieere was little detail regarding
how that intervention was carried out or the efficacy of that intervention. How

interventions are carried out will impacin their effedveness

There are several possible interventions recommended in national guidelines,
and there is an emphasis on persentred approaches to dealing with violent or
aggressive behaviour. In the research literature there is debate over what axe effecti
interventions, with most evidence highlighting the lack of efficacy of natidic
interventions (Kiernan, Reeves & Alborz, 199 this research, P.R.N intervention
did come at the end of some incidents, however, as there was little written eviflence o
what happened after the interventipihss difficult to assess what might be the
process that emsdhe violent incident. It might be that when P.R.N is provided this
VLIQLILHYV DQ pHQG RI LQFL ®HIGWE FPRNP. Ho@dMct ®ed WKH Z U |
L Q GLY lbéhxvib@r.Wore focused recording of how interventions and more
generally how incidents are resolved may provide evidence for effective strategies for

the ending of violent behaviour.

9.3 Limitations
There were a number of limitationstinis research which should be taken into

account when looking at findings.

9.3.1 Record keeping
Clinical records are a legal requirement for services that provide care, both to
document the care that is providaadto provide information about what typé care

is appropriate for that individuaHowever, the form, function and what is contained
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in the records is down to the service that is creating them. The records used in this
thesis therefore differed in content and style across the units. Recoedalsee

written by different members of staff, who will have had different styles of recording
as well as different perceptions of what was important to be documantedifferent
levels of detail were included by different writers. Interpersonal relshiips between
staff members and service users may have also been influential in the way incidents

were recorded.

Although this research was interested in what factors contribute to aggression
in people with intellectual disability, there were certaictdas with an evidence base
which were not included in the records, such as the number and qualifications of staff.
This information although ethically availabjevas almost impossible to obtain as
records were kept progressively (who will be on shithie next month) rather than
retrospectivelyand not kept on record at the unit. There was also a lot of missing
data, such as the time of the incident, the location or the mood of the person involved.
Recording was not consistent across individuals @s,uahich give a misleading
picture of what may be involved. There may be certain issues which are thought to be
more important to be recorded than others. For instance, nurses and health care
assistants may feel it is more important to record times wiegtication was refused
than when someone had an argument, as the medication is part 8fihdtvV R Q § V

medical care.

All of the units recorded a proportion of aggressive behaviour in Antecedent,
Behaviour, Consequence forms (ABC). This technique deriges functional
analysis and is designed to capture the immediate antecedents and consequences of a
behaviour in order to determine the function and reinforcement factors involved. This

reflects an ideology of behavioural approaches to aggressive behavibarunits in
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this study as forms designed to capture this information was being used. This way of
recording data also encourages a focus on immediate antecedents and consequences
(Emerson, 2001). While this is perhaps useful from a behavioural pevepétcti

potentially encourages entries which only focus on those areas, resulting in entries

which were very short and lacking in detail. For example, an entry into the recording

sheet for distress and agitation may tea QQ ZDONHG DFURWyedW KH URRP
staff member BB. She was taken to the acute re@aD Q\ HOQWULHYV GLG QRW H®
the detail to assess immediate antecedents and consequences. Clinical record
FRQYHQWLRQV DOVR HFKXQN XS GDWhbiclsidakésU WR WKH |

addingadditional factors to the sequence difficult.

This research was interested in patterns of aggression and this data source may
have not been the most suitable to provide this information. Clinical records do not
always provide the level of detail requirkd sequence analysias there is a tension
for what needs to be included in a clinical record and the level of data required for
sequence analysis. Prior to the research beginning, the suitability of the records were
assessed for this purpose by a higitperienced clinical psychologist and an expert
in sequence analysis research who both felt that the level of detail would be sufficient
to reveal patterns. However, just after data collection had been completed, Care
Quality Commission reports were camated on Units A and C. The Care Quality
Commission reviews how units meet a number of standards proscribed as needed for
good levels of care. Both Units A and C failed on the standard of record keeping
which is a public acknowledgement that the inforomatiecorded was not detailed

enough to provide the information for quality care.

Alternative ways of collecting data for this research could have been to design

a structured recording system or to look at different ways of collecting observational
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datg such as through video recording. Both of these methods also carry limitations.
The construction of a structured recording system would have involved a great deal of
research which would have been outside the scope of this study. Usingritiere

system wald have added extra burden to the staff members involved in data
collection and would not allow for the retrospective examination of incidents. When
different recording systems are introduced alongside an existing one, an initial
increase then drop in iments is observedg Niet et al.2009. This has been

suggested to be due to the novelty of new methods, as well as the performance effect
caused by taking part in research. As these effects wear off, the rate of recording
incidents also reduces. Obsations made by other means such as videoing or placing
a researcher in the unit would have provided more detailed observations, but also had
a number of ethical and practical issues. Video observations would have required the
consent of the entire univhich was not available in this case (See section Access to
SDUWLFLSDQWYV 7TKHUH ZRXOG DOVR KDYH EHHQ HWKLF
bedrooms and bathrooms. Following an incident from room to room would have also
proved difficult. Placing theesearcher in the unit would have changed the conditions

in the unit by introducing a stranger, which may make people uneasy, or people may
have wanted to interact with the researcher. Researching within the unit would have
also made observing more thareaervice user at a time extremely difficult and there

would have been times when this observation was not appropriate.

The aims of this study were to document aggressive incidents in people with
intellectual disabilities and the factors that were ingdlwith them. Clinical records
were chosen as a data source because they had been assessed as beiransuitable
guidelines for content are followgithey should contain a great deal of information.

By using an existing data source, research in uaitsstll take place without

increasing burden on staff members. While the data has a number of short comings as
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an exploratory analysis, a number of factors which may be important for considering

in future investigations have been identified.

9.3.2 Acces to Participants
Due to the research being based atibhalHealthServiceunits using the
health records of vulnerable adykshical approval was sought. However this did not
PHDQ WKDW WKH UHVHDUFKHU KDG D F FofitevunivmirkasD OO UH V
asked if they wanted to opt into the research. If they were not judged capable of

making that decisiartheir next of kin was asked.

This lead to several areas of concern when trying to get a representative
sample. The majority of the ganipants in the study i€hapter 3 would be classed as
having a mild to moderate intellectual disability. This means that their IQ would be
around 5669, as well as having some adaptive behaviour skill deficits. This group is
classed as having the capgd¢it make their own decision about taking part in
research. It could be that the high proportion of mildly impaired participants was due
to them being more straightforward to entice into the study. Often when next of kin
were contacted they were slow tepend, or chose not to. In some cases the identity
of the next of kin or responsible adult representative was unclear and so there was no
person to contact. These two issues might have skewed the sample of participants to
be more representative of mildimpaired people with intellectual disability. This
could be problematj@s people with different levels of impairment have shown
different types of violent behaviguior example people who have limited
communication are nme physically violent (Tyrer «dl., 200§. However, the data
came from 75% of the residents of Unit A and 2 out of 3 residents at Unit B (during

the time data was collectedp whilstthe sample might be focused more on mild than
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other types of intellectual disability, it is represéineof the kinds of people using

those services at that time.

Another practical issue regarding recruitment of participants is concerned with
Unit C. In Unit C the management felt that those who were unable to consent to
research should not be approactethke part. Although there were clauses written
into the ethical procedure to account for this, it did not fit with the ideology of the unit
and so these residents did not have their next of kin approached. Again, these residents
were those who were mmintellectually impairedwhich might havdedto the violent
incidents being examined being slightly skewed in favour of those being displayed by
people with mild impairment. This also leads to a problem noted by other researchers,
where people who aregerel impaired with no next of kifall through the net of
research (Stalker, 1998). As there is no one to assist with their assent, their views and
experiences cannot be accessed by researchers, leading to a hidden part of the
intellectual disability ppulation. However, this does not invalidate the findings and
recommendations of this researohly highlightsthat caution needs to be taken when
applying the findings, as it needs to be taken with all intellectual disability research to

a very heterogemais group.

9.3.3 Sequence Analysis Methodology

Sequencénalysis methodology requires a large number of observational
sequences in order to discover the-nammdom patterns in the data. If the amount of
data entered into the analysis is not large endigin, important pairs of events may
be missed. The results of this research focus on first order sequércesans that
interesting event transitions from A to B are identified in the data. Second and third
order sequences would identify whether A +rB more likely to be followed by C,

and A + B + C are more likely to be followed by D, respectively. Identifying these
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types of sequences in the data would be useful for considering the interactions of
factors which led to aggressive behaviour beyond inime@ntecedent analysis.

However, the higher order the sequences, the more data which is required for analysis.
Although the three units involved in the study had been identified as having the most
aggressive behaviour out of services for intellectualdiiy in the healthcare trust

taking part in the research, the number of incidents recorded combined with the low
level of detail regarding descriptions of how aggressive behaviour occurs meant this

analysis was not possible.

As there was no control gup or control incidents studigitl was very
difficult to make any definite conclusions about the observed findings. Using a control
condition would have enabled the amount of times a factor implicated in aggression,
VXFK DV GHQLDO RI t0¥dlextHh&havious, therefdrevhelpiddie
establish the importance of this factor. This could have been done by comparing times
when a factor happened to a particular individual and it resulted in aggression or no
aggression. However, as data was catlédtom clinical records, which were in part
designed to focus on the factors causing aggression, it is doubtful that the times this
GLGQTW OHDG WR DJJUHVVLRQ ZRXOG KDYH EHHQ GRFX

problem focused.

This methodology identifiesequential pairs of events which are highly
correlated with one another. In order to do this, the unique events which are observed
in each sequence are put into a coded category of highly similar deemsample
verbal aggression, meal times, andhigggiven medication. Some events which were
described in the aggression reports happened very .ratedge were collapsed into a
single category to reduce the number of statistical test being carriethduherefore

increase statistical power. Howevetis meant these events could not be investigated
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as part of the final analysis. This is a limitation of the analysis techragieame

events which may be revealed as important with a larger data set cannot be revealed
here. In particularthe coding fo severeself-harmwas collapsed as there were only

two examples of this behaviour in the data set. As this is an event with potentially
serious outcomes, it would be advantageous to investigate what events precede it.
Using a larger data seinewould beable to investigate these sequences further. If

this event is particularly rare, then a combination of methodologies may be more
appropriate to investigate this, such as functional assessment, measures of trait anger

and coping skills with dynamic risk ssssment.

9.4 Final Conclusions

The three parts of this thesis have identified potential risk factors which are
associated with aggressive behaviour in people with intellectual disability. These risk
factors areconsistentvith factors identified in reearch into aggression in the general
and intellectual disability populations. Most recorded incidents of aggression involved
staff members and took place in crowded locations. Meal fvists and outings
were associated with aggressive acts. Denied@ifiests was also correlated with
aggression, however it appeared offering an alternative may help prevent immediate
aggression. Finally, it was seen that after an aggressive incident there was an elevated
risk of further aggressiofThe duration of elevat risk varied between units. These
factors may be useful areas for further research and informing management

considerations of aggression.
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Appendix A

Participant who can consent Information Sheet

New Ways of Predicting Violent Incidents

I would like you to take part in aresearch study at the
University of Nottingham. | am doing this for PhD, which is a
university degree that shows | know how to do good research.
Before you decide whether or not to take part you to be in it
you need to understand what the study is and what it involves
for you. Your key worker is going to go through some of the
information about the research with you.

Ask your key worker if you need them to explain
anything or tell you more about it.

I know that people who live in (the Old Hall/the ATU)
find it very difficult when people they live with get angry. This
study wants to find out more about what causes people to get

angry.

Why me?

| will be asking everybody who lives in the Old Hall/ the
$78 LI WKH\ ZLOO WDNH SDUW to,tdk§V XS WR \
part. Your key worker will tell you about the study and at the
end there will be a form for you to sign. You will have a week
to think about it, so you can talk to staff or family or friends
EHIRUH \RX PDNH XS \RXU PLQG ,paktRX GRQT
RU \RX FKDQJH \RXU PLQG ODWHU GRQTW Z
and it will not make any difference to the way you are treated
on the unit.
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What will happen if | agree?

| will look at your file and make a photocopy of parts of
it. | will read the notes made each day about what has
happened in your life, and how you have been. | will put all
the things that happen to you and the other people in the
study into a computer. Your name will not be in the computer,
so nobody will know it is about you. Then | will look at
everything that has happened to all the people in the study, to
see if | can learn useful lessons about why people get angry
from time to time. | will write a book about what | find out.
Your name will not be in the book so no one will be able to tell
it is about you.

What Happens if | Say Yes?

If you say yes, that means | have your permission to
look at your file. If you say yes now, but later on change your
PLQG WKDWIV RN , ZLOO VWRS UHDGLQJ \R
be analysing the information that has already been put into
the computer as | go along, it will not be possible to take out
the information | have already stored.

What if | have Questions?

If you are worried about the study or have questions
you can ring me or tell a member of staff to ring me for you on
, I \RX GRQTW ZDQW WR WDON WR F
ask a member of staffor ring 3$/6 WKH\JOO JLYH \
direct no.

Will Anyone Else Know | Am Taking Part?
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No one else that you know, apart from the staff, will
know you are taking part. When | copy your records | will
keep them in a safe place that no one else can get too. If |
write anything down about you in my book | will make sure no
one can tell it is you that | am writing about. When | finish my
book, parts of it might get published so other people can read
it. | will write what | found out down for you to look at with a
member of staff.

Thank you for reading this.

Version 2 Prepared 23/04/2008
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Appendix B

NHS Ethics Documents

Information about the Research

Study Title: New Ways of Predicting Violent Incidents in Learning
Difficulties

| would like to ask you to assent tgotential participantaking part in a
research sudy. Before you decide | will explain why the research is being done
and what it would involve for you andpotential participantPlease take time to
read the following information carefully. Talk to others about the study if you
wish.

(Part 1 tells youthe purpose of this study and what will happen to
potential participanif you agree to taking part. Part 2 gives you more detailed
information about the conduct of the study).

Part 1

What is the Purpose of the Research?

The aim of the research is invstigate violent behaviour by people with
learning difficulties in an effort to understand and predict these behaviours. It
will be submitted for an academic qualification (PhD) with the University of
Nottingham. The research will be done by using a methoehlled Behavioural
Sequence Analysis. This takes information like daily records, codes them into
events and then enters these event into a computer program in order to work out
ZKDW HYHQWY DUH puWULJJHUVY RU FDXVHV RI YLROHQW
triggers over a longer term than is usually possible can then be incorporated into
prediction strategies which enable care teams to manage and prevent further
violent incidents.

Why Have | Been Contacted?
You have been contacted because pstential partF L S Dn@x\o¥Kin, you

are deemed able to make the decision as to whether or not they take part in the
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research. All residents or their representatives of (name of unit) between dates x
& y are being approached to take part.

Doespotential participanbave to take part?

It is up to you to decide. The study will be described in full in this
information sheet. If you do wish forpotential participantt be included in the
study there is a form for you to sign and return in this pack. You are free to
withdraw potential participantrom the research at any time, without giving a
reason. If you do not wishfor SRWHQWLDO S bhbsrickides eV GDWD
study this will not affect the standard of care they receive or have any
repercussions on you.

What will happen if | agree for potential participanto take part?

If potential participanis included in the studytheywould not be required
to do anything to take part in the study as it is using record data alreadigept by
the care team The researcter will simply access and analyse their data. This
would be their daily report files, any incident reports and other information such
as diagnosis and life history information. The researcher will photocopy this
information, anonymise it and input it into a computer program for analysis.
Anonymization will be done by assigning each participant a code identifier. This
will only be used as a means of recognising each pattD QWVY{ UHFRUGV DV D
set. Data will be entered into the computer without identirs and the results
produced will not be about specific participants Only the researcher will have
access to these files and all informatiowill be anonymous if results are shown to
any other groups.The information used would span from the date of admison
to the unit up to either potential participantsermination of stay at the unit or the
end of the study (approximately 04/10), whichever came first.

Are there any risks topotential participanif | consent on their behalf?

As the research is examning routine record data, it does not create any
risks to potential participant.

What are the potential benefits of taking part?

There are no benefits tgpotential participanif you agree to them taking
part. It is hoped the findings from the researchwill aid understanding of the lives
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of those with a learning difficulty so it may benefit people likepotential participant
in the future.

What happens when the research stops?

When the research finishes, all photocopies of data will be kept in a
lockedfiling cabinet by the researcher. Only the researcher will have access to
the data. When the researcher finishes her PhD and moves on, the data will pass
into custody of Dr Jennifer Clegg who will keep it in a locked cabinet for 7 years
before it is destioyed.

Will my decision about potential participantaking part be kept
confidential?

Yes. | will follow ethical and legal practice and the decision you make will
be handled in confidence. If you do chose fqotential participanto take part then
this will only be known to the care team at the unit and the researcher, other
residents will not be aware of your decision.

If the information in Part 1 has interested you and you are considering
consentingonS RW H Q W L D Obehalf| bidsé teSd@adtifidnal information
in Part 2 before making any decision.

Part 2

:KDW KDSSHQV LI , GH padténtial pagidp@riiodarzyd i
the research?

,] DW DQ\ SRLQW \RX GH FL @dtentioKganiciparix taBR Q TW ZDQ
part in the research, you are free to withdraw them at any point without having
to give a reason. However, because the data will be being entered into a computer
program, it will not be possible to remove the data entered about a participant.
Therefore, any data enteredup to the point of withdrawal from the study will
remain in it.
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What if | have a complaint, enquiry or there is a problem?

If you have a concern about any aspect of this study you can contact the
researcher, Katie Turner on 0115 9515294 or by email at
[lpxkt3@nottingham.ac.uk| If you would rather talk to an independent party you
can contact PALS (Patient Advisory Liaison Service) on 0115 9770000. PALS
works to sort out queries and complaints on an informal basi

What will happen to the results of this research study?

This research is primarily being undertaken for an academic
qualification (PhD). Initially the results will be written into a thesis by the
researcher to qualify her for her PhD. It is also prgosed that results from the
study will be written into several papers for publication in journals and also
presented in the form of posters and speeches at academic conferences. The
results of the research will also be presented to the care team and nekkin of
participants in the form of information sheets and a possible minconference.

Who is organising and funding the research?

7KH UHVHDUFKHUYfYVY 3K' LV EHLQJ MRLQWO\ IXQGHG
Nottinghamshire NHS Trust. The ESRC stands for European Soal Research
Council and it is a very common funder of PhDs in psychology.

Who has reviewed the research?

The research was thoroughly reviewed by the ESRC before the grant was
awarded. All research in the NHS is also looked at by independent group of
pemle, called a Research Ethics Committee to protect your safety, rights,
wellbeing and dignity. This study has been reviewed and given favourable
opinion by Nottingham 1 Research Ethics Committee

Further Information and Contact Details

General Information about Research in the NHS
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http://www.dh.gov.uk/en/Policyandguidance/index.htn

The Department of Health
Richmond House
79 Whitehall
London SW1A 2NS

020 7210 4850

Information about the Reserch Project
Katie Turner

Room 208

School of Psychology

University of Nottingham

University Park

Nottingham

NG7

Version 2 Prepared 23/04/2008
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