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In het kader van dit proefschrift,
vraag ik in 2 0 7 7 aan Michel
Beerens om een schilderij te maken
waarop ik kan zien wat een
goede/ideale begeleider is in de
ogen van Michel. Michel ontwerpt
de tekening die is afgebeeld op de
kaft. Hierbij legt hij mij het volgende
uit: "Mijn ideale begeleider en ik
staan 'back to back' (met de ruggen
tegen elkaar). Als mijn begeleider
stevig staat, mij kent en respecteert
en weet wat hij doet, hoef ik niet in
gevecht met mijzelf".
In het midden van de tekening staan
twee mensen met de ruggen tegen
elkaar. De ideale situatie is de
combinatie van de twee mensen in
het midden (Michel staat links met
het zwaard, de ideale begeleider
met het schrift in de hand, staat er
stevig tegen aan). Helemaal rechts
staat een begeleider die onzeker
is en niet weet wat hij moet doen.
Helemaal links staat het evenbeeld
van Michel. De twee zwaarden
beelden het interne gevecht uit waar
Michel in zijn citaat naar verwijst.
Michel Beerens is een kunstenaar
die woont en werkt bij Amarant.
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Chapter 1
General introduction

Care staff serving people with intellectual disabilities (ID) and challenging behaviour
(CB) are confronted with highly demanding jobs. Both within research and clinical
practice, the need to support care staff is fully acknowledged. As a consequence,
the focus of CB treatment has been expanded from people with ID and CB and their
characteristics to care staff and their behaviour, knowledge, and attitudes towards CB.
Amarant, a Dutch health-care organisation in the south-east of Brabant, recognised
the vital importance of paying attention to competencies and wellbeing of care staff.
Amarant provides care to 5100 individuals with profound to borderline ID, with
and without CB, and with all ages. About 5000 care staff are employed within this
organisation and a broad range of self-developed staff-training programmes is offered
by the Amarant-Staff Academy. The need to obtain more insight in staff variables and
the wish to develop, standardise, and investigate the effectiveness of some of their
staff-training programmes resulted in their funding of the present thesis. This thesis
deals with a variety of aspects related to care-staff training. In particular, we focus on
training of care staff serving clients with mild to moderate ID and severe forms of CB.

1.1

People with mild to moderate intellectual disabilities and
challenging behaviour

At least 150,000 people in the Netherlands have an intellectual disability (ID) and
within this population it is estimated that at least 55,000 people are diagnosed with
mild to moderate levels of ID (Ras, Woittiez, van Kempen, & Sadiraj, 2010). Although
exact numbers are difficult to provide, investigators expect these numbers to be an
underestimation rather than an accurate appraisal of the prevalence of ID in the
Netherlands (Ras, et al., 2010). A common definition of the term intellectual disabilities
is cited from the American Association on Intellectual and Developmental Disabilities:
"Intellectual disability is a disability characterized by significant limitations both in
intellectual functioning and in adaptive behavior, which covers many everyday social
and practical skills. This disability originates before the age o f 18". In terms of IQ
ranges, mild ID ranges between IQ 5 0 /5 5 and 70, moderate ID ranges between IQ
3 5 /4 0 and 5 0 /5 5 (APA, 1994). In the Netherlands, people with ID are considered
full-fledged citizens with the same rights as people with average intelligence scores
(van Gennep, 2009).
Next to limitations in both intellectual functioning and adaptive behaviour, individuals
with ID also have an increased risk of developing CB compared to individuals without
ID (Einfeld et al., 2006; Emerson et al., 2 00 1 ; Emerson, Robertson, & Wood, 2004;
10
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Wallander, Dekker, & Koot, 2003). The term challenging behaviour refers to a broad
range of disordered, unusual, abnormal, dysfunctional, and problematic behaviours.
CB is among others manifested in forms of verbal aggression, physical aggression
towards others or self, and destruction of objects. CB has been defined as: "Culturally
abnormal behaviour(s) o f such an intensify, frequency or duration that the physical
safety o f the person or others is likely to be placed in serious jeopardy, or behaviour
which is likely to seriously lim it use of, or result in the person being denied access to,
ordinary community facilities" (Emerson, 1995).
The prevalence of CB within the population of people with ID has been estimated at
several different occasions by Emerson, Kiernan, and colleagues (e.g., Emerson et
al., 1 99 7a/b; Kiernan et al., 1997 a /b ). Prevalence rates of Kiernan et al. (1997a),
indicate that CB, such as destruction of property, threatening others, and self-injury is
shown by 10-15% of all people with ID. CB is defined to be more severe if people:
at some time caused more than minor injury to themselves or others, or destroyed
their immediate living or working environment; or showed behaviours at least once
a week that required the intervention o f more than one member o f staff to control, or
place them in danger, or caused damage which could not be rectified by care staff,
or caused more than one hour's disruption; or showed behaviours at least daily that
caused more than a few minutes disruption" (Emerson, et al., 2001). 'More severe'
levels of challenging behaviour are shown by 5-10% of all people with ID.
The most common form of CB is aggressive behaviour, albeit researchers have
indicated that the co-occurrence of different forms of CB was reported the most
frequently (Emerson, et al., 2001). Regarding the occurrence of particular forms of
CB, aggression occurs more often in people with mild levels of ID, whereas selfinjurious behaviour is more likely in people with severe levels of ID. Severe forms of
CB appear to be persistent over time, with persistence rates from about 63 to 80%
(Einfeld, et al., 2006; Emerson, 2001; Eyman, Borthwick, & Miller, 1981; Kiernan et
al., 1997). In general, Einfeld and colleagues (2006) showed that CB persevered in
the entire population of people with ID, albeit percentages of persistence were higher
when the level of ID was more severe.
The presence of severe CB has consequences for individuals with ID. First, severe
forms of CB can result in significant physical damage as a consequence of self-injury,
mechanical restraint, inappropriate defence methods of care staff, an increase in the
administration of psychotropic medication sometimes resulting in sedation, and abuse
from care staff (Feldman, Atkinson, Foti-Gervais, & Condillac, 2004). Second, severe
11

forms of CB are also associated with inappropriate, usually avoidance behaviour
of staff. Compared to people with ID, but without severe forms of CB, they receive
less supportive attention because of avoidance by staff (Felce & Perry, 1995). Third,
severe forms of CB may result in exclusion from community-based services (Lakin,
1983; W ing, 1989). For example, individuals with ID and CB are more likely to
be placed in institutional settings. Even within the institutional setting they are at
risk of being excluded from social services and they often live in barely furnished
surroundings. People with ID who are able to take part in the community also have
limited opportunities to participate. Their chances for developing social relationships
are small and exclusion from school-based services is often reported (e.g., Allen,
Lowe, Moore, & Brophy, 2007; Radema, van der Steenhoven, & van Veen, 2003).

1.2

Staff serving clients with mild to moderate intellectual disabilities
and challenging behaviour

Care staff play a crucial role in the lives of people with ID (Forrester-Jones et al., 2006;
Van Asselt-Goverts, Embregts, Hendriks, & Frielink, 201 1). Therefore, like people with
ID and CB (see Paragraph 1.1), care staff are at risk of being injured and /or affected
by CB as well. Compared to other groups of professionals, care staff in mental health
care experience relatively high levels of work-related stress (Edwards & Burnard, 2003).
When on top of that care staff also need to deal with severe forms of CB, stress levels
appear to be particularly high (Bersani & Heifetz, 1985; Hatton, Brown, Cairney, &
Emerson, 1995; Jenkins, Rose, & Lovell, 1997; Mitchell & Hastings, 2001). Moreover,
staff serving clients with CB are more likely to report negative emotional feelings, such
as sadness, fear, anger, irritation, and disgust in response to CB of clients (Bromley &
Emerson, 1995; Lambrechts, Kuppens, & Maes, 2009; Zijlmans, Embregts, Bosman,
& Willems, 2012). Coherently, Mitchell and Hastings (2001) concluded that negative
emotional reactions have a cumulative effect in predicting work-related wellbeing.
It is known that stress and emotions may result in irrational thoughts, problems with
memory recall, and facilitated information processing relevant to failure (Frijda,
1987). Not surprisingly, other investigators found that staffs' emotional reactions were
associated with emotional exhaustion, depersonalised burnout, absenteeism at work,
staff turnover, and decreased staff interaction behaviour (Gerits, Derksen, Verbruggen,
& Katzko, 2005; Hastings, 2002; Mitchell & Hastings, 2001; Rose, Horne, Rose, &
Hastings, 2004). The more frequent and the more severe the client's CB, the more staff
experience stress, burnout, and mental health problems (Chung & Harding, 2009, Hastings
& Brown, 2002b; Jenkins, et al., 1997; Lambrechts, et al., 2009; Mills & Rose, 2 0 1 1;
Mitchell & Hastings, 2001; Raczka, 2005; Rose, et al., 2004; Rose & Cleary, 2007).
12
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Despite the serious impact of CB on staff wellbeing, staff reactions appear to have
an important role in the maintenance and increase of CB of their clients. For a better
understanding, four perspectives to explain staff behaviour towards clients with CB
will be considered here: behavioural perspectives, cognitive-emotional perspectives,
psychological
perspectives.
1.2.1

stress

and

coping

perspectives,

and

interpersonal-relationship

Behavioural perspectives

First, behavioural approaches like those of Skinner (1969) have explained the
occurrence and maintenance of human and animal behaviour. These approaches
assume that behaviour is learned in response to a preceding stimulus (i.e., called
antecedent) because it results in the appearance of a rewarding stimulus/outcome
(i.e., called consequence). Research has demonstrated that care-staff behaviour might
serve both as an antecedent and a consequent of CB. For example, Oliver (1995)
showed that the deprivation of care-staff attention and the presence of demands have
functioned as antecedent variables in the development of CB. Thereupon, social
reinforcement (e.g., attention) by care staff appeared to represent the main part of all
functions of CB (Embregts, Didden, Huitink, & Schreuder, 2009; Hastings & Remington,
1994; Lambrechts, Van Den Noortgate, Eeman, & Maes, 2010). Even low rates of
staff attention are effective in maintaining this behavioural function (Skinner, 1969).
This means that CB is often maintained or even increased as a result of care-staff
attention in response to CB. Hastings and Remington (1994) reviewed patterns in staff
behaviour, and found that the relationship between staff behaviour and short-term
client behaviour significantly differed from the relationship between staff behaviour
and long-term client behaviour. For example, when aggressive behaviour is maintained
by an increase of social reinforcement (e.g., attention), ignorance of this behaviour by
care staff would be preferred, because the aggressive behaviour will then extinguish
in the long-term. In the short-term however, ignorance of aggressive behaviour may
initially cause an outburst of aggression, which is rather unpleasant for the staff
member. In the short-term, staff will thus prefer, for example, to verbally respond to
the aggressive behaviour in order to stop that behaviour as soon as possible. By
choosing this strategy, care staff is released from the behaviour immediately. The
dient's aggressive behaviour, however, is now socially reinforced by the attendance
of the staff member and thus the client's aggressive behaviour will occur as soon as
the client needs attention again.
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1.2.2

Cognitive-emotional perspectives

A second perspective that is used to explain care-staff behaviour focuses on the
relationship between staff cognitions, staff emotional reactions, and staff behavioural
responses. These cognitive-emotional models assume that emotional reactions of
care staff are driven by the way they think about causal explanations of the client's
challenging behaviour (i.e., attributions). For example, the Weiner's (1980, 1986)
cognitive (attribution)-emotion-action model of motivated behaviour. This model about
help-giving supposes that emotional reactions and willingness to help are determined
by attributions of controllability, internality, and stability of the causes underlying the
behaviour examined. Several research teams (Bailey, Hare, Hatton, & Limb, 2006;
Dagnan & Cairns, 2005; Dagnan, Trower, & Smith, 1998; Felce et al., 2000; Sharrock,
Day, Qazi, & Brewin, 1990; Stanley & Standen, 2000; Zijlmans, et al., 2012) used
Weiner's model in their work about staff attributions, emotions, and behaviour towards
episodes of CB. Dagnan, Trower, and Smith (1998), for example, concluded that the
use of Weiner's model was possible and consistent with their findings in the field of
staff serving clients with CB. Staff with more experience and knowledge regarding
causes of CB feit more positive and were more willing to help compared to staff with
no experience regarding client with CB. If the cause of CB is considered beyond the
client's control (e.g., medical cause), care staff feel relatively more sympathy and
are more willing to help. On the other hand, when CB is considered to be under the
client's control (e.g., he is doing this to provoke me), care staff feel more angry and
are less willing to help. Moreover, Dilworth, Phillips, and Rose (2010) and Stanley and
Standen (2000) found that the type of CB affected the perception of controllability.
Aggression was more likely perceived as controllable, whereas self-injury was more
likely perceived as stable.
1.2.3

Psychological stress and coping perspectives

In the theory of Lazarus and Folkman (1984) on stress, appraisal and coping, the
amount of stress that people experience and the coping strategies selected depend
on the person's process of cognitive appraisal of emotional situations. Cognitive
appraisal has been referred to as a process of evaluation regarding significance
for wellbeing. Within the appraisal theory of Lazarus and Folkman (1984), a basic
distinction is made between primary and secondary appraisal. Primary appraisal
refers to the evaluation regarding an encounter with the environment that has
implications for the person's wellbeing (i.e., Am I in trouble?). Secondary appraisal
refers to the action that should be undertaken when the person feels actually threatened
(i.e., a complex evaluative coping process). The interaction between the primary
14
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appraisal of threat and secondary appraisal of coping strategies shapes the intensity
of the stress response, which is different for each individual, because the individual
evaluates the significance of the situation with respect to his or her own wellbeing.
Personality and personal history provide the input for appraisal processes, which
thereupon shape stress responses, particular emotions, and coping strategies. This
assumption shaped research regarding emotional intelligence profiles of care staff
(e.g., Gerits, Derksen, & Verbruggen, 2004; Zijlmans, Embregts, Gerits, Bosman, &
Derksen, 2011). Emotional intelligence profiles (Bar-On, 1997) of care staff predict
individual differences in functioning and wellbeing of care staff and are unique for
each individual (Goleman, 1995). Emotional intelligence is also related to individual
stress responses and selection of coping strategies (Gerits, et al., 2004; Matthews &
Zeidner, 2000; Por, Barriball, Fitzpatrick, & Roberts, 2011). Thus, individual care-staff
responses towards clients are unique and different and therefore, personal challenges
in serving clients with CB are different as well. Mills and Rose (2011) therefore,
suggest that stress levels of staff might be effectively decreased by supporting care staff
in modifying their individual appraisals about CB of clients.
1.2.4

Interpersonal-relationship perspectives

The fourth perspective on staff behaviour towards clients with CB has been developed
in response to the behavioural and cognitive-emotional models discussed above.
Although these models have been used frequently and are supported by several
investigators (e.g., Dagnan & Cairns, 2005; Dagnan, et al., 1998; Sharrock, et al.,
1990), one might argue that the behavioural and cognitive-emotional models are too
simplistic and too linear to explain the complexity and dynamics in staff emotional
reactions (Jahoda & Wanless, 2005; Wanless & Jahoda, 2002). The interpersonalrelationship perspectives suggested that it is not the CB in general, but the staff's
interpersonal perception of the client with CB that is strongly linked to staff emotional
responses. Based on this model, investigators argue that staff behaviour towards
an individual client should be understood within the context of a unique staff-client
relationship. Emotional responses and attributions are shaped by characteristics of the
individual care-staff members (e.g., age and experience) and individual perceptions
of the history with a particular client (Hastings, 1995; Wanless & Jahoda, 2002).
Not accidentally, emotional responses appeared to change and attributions became
contradictory when real-life responses were compared to staff-responses to vignettes
(Jahoda & Wanless, 2005). This difference can be explained by the presence of
interpersonal relationships between clients and staff in real-life situations, whereas
vignettes do not contain or evoke elements of the interpersonal relationship. Although
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dynamic and complex, it is recommended to take into account the character of the
interpersonal relationship between staff and client when explaining staff behaviour
(Hastings, 2010; Wanless &Jahoda, 2002).
1.2.5

Interpersonal conflicts regarding roles and responsibilities

Apart from the perspectives of explaining staff behaviour towards CB, it is important
to consider two examples of interpersonal conflicts that may occur daily in the service
for clients with mild to moderate ID and severe CB. This illustration of interpersonal
conflicts regarding roles, responsibilities, and emotion regulation explains why care
staff are sometimes situated in rather complex contexts in which the choice of the best
behavioural response is a severe challenge.
Care staff need to deal with a complex set of roles in their work. Not only are they carers,
they need to be a companion, a teacher, a friend, and sometimes even a therapist as well
pahoda & Wanless, 2005). Whittington and Burns (2005) summarise the occurrence of
interpersonal conflicts by stating that: “ it is difficult to respond in a human but effective wa/ '
(pp 73). Interpersonal conflicts due to a complex set of roles might especially occur when
staff serve clients with mild to moderate levels of ID. Care staff are for example confronted
with the dilemma of feelings of responsibility, aiming at the protection of the client and
holding on fixed routines versus encourage and engage the client to explore, practice,
make mistakes, and improve and express autonomy (Antonsson, Graneheim, Lundström, &
Aström, 2008; Embregts, 2011). Based on the present perception of people with ID being
full-fledged citizens with the right to choose and the right to increase autonomy (Embregts,
2011; Van Gennep, 2009), people with ID deserve opportunities to practice with choice
making, explore personal liberties, and increase their empowerment (Van Regenmortel
& Embregts, 2012). Moreover, research has indicated that people reduce their CB and
are more willing to participate in situations in which they have a choice (Bannerman,
Sheldon, Sherman, & Harchik, 1990). The provision of opportunities for choice making
and autonomy should be accompanied with the intention of care staff to encourage where
possible but protect if necessary. While encouraging autonomy, the vulnerabilily and need
for support of people with ID should not be forgotten (Embregts, 2009). Staff, however,
should find a way to provide opportunities for choices and liberties accompanied with
an attitude of loving care (Embregts, 2009; Hermsen, Embregts, Hendriks, & Frielink,
2012). On the other hand, emotional over-involvement is unwanted as well and does not
support the client's empowerment (Adshead, 1998; Van Regenmortel & Embregts, 2012).
The challenge to find an optimal balance between rights and responsibilities illustrates
possible interpersonal conflicts of care staff.

16

General introduction

1.2.6

Interpersonal conflicts regarding emotion regulation

Dealing with emotional over-involvement of care staff is related to professional but
complicated skills regarding the regulation of emotions. Dilemmas of care staff in the
regulation of emotions for example became apparent in work of Jahoda and Wanless
(2005). Care staff reported strong emotional experiences during interviews when they
were asked to recall an incident involving themselves and one of their clients with CB.
In the same interview, however, care staff also indicated that they tried to temper their
reactions because of their professional attitude.
High levels of expressed emotions (EE) towards clients with ID are undesirable (e.g.,
Tattan & Tarrier, 2000; Van Audenhove & Van Humbeeck, 2003; Van Humbeeck et al.,
2001). People with ID show deficiencies in their executive verbal functions and social
information processing, which leads to problems in the perception, understanding
and control of emotions (e.g., Schuengel & Janssen, 2006; Van Nieuwenhuijzen et
al., 2006; Van Nieuwenhuijzen & Vriens, 2012). The relationship between staff levels
of EE and behaviour of clients seems to be complex and circular. Client's behaviour
causes changes in staff's EE and staff's level of EE in turn affects changes in the
clients behaviour (Hooley & Richters, 1995). Understandably, clients who resided
in a climate with low levels of EE had better behaviour outcome compared to clients
who resided in a climate with high levels of EE (Ball, Moore, & Kuipers, 1992). To
conclude, emotion regulation may result in interpersonal conflicts of care staff because
it is difficult to regulate emotions while being simultaneously confronted with a stressful
and emotional event.
Summarised, care staff experience a number of negative consequences of CB of clients
with ID. Simultaneously, care staff risk maintaining and increasing CB by choosing
interventions that are ineffective in the long run. The work of serving clients with ID
and CB is highly demanding and care staff are confronted with complex interpersonal
conflicts for example regarding roles, responsibilities and emotion regulation.

1.3

Importance of relationship between care staff and client

A meaningful relationship between care staff and people with ID is important (Embregts,
2011, Hastings, 2010; Hastings & Remington, 1994), because core quality-of-life
domains such as interpersonal relationships, personal development, self-determination,
autonomy, and the emotional wellbeing of people with ID directly depend on what
happens in the interaction between staff and clients (Schalock, 2004).
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More specifically, a meaningful relationship between care staff and clients is of vital
importance for experiencing security by the client (e.g., Moses, 2000; Schuengel, Kef,
Damen, & Worm, 2010). People with ID, especially when severe CB is present, often
appear to have histories of insecure attachment characterised for example by, neglect,
loss of parents, chaos, rejection, and anxiety (Maier, 1994; Wallis & Steele, 2001).
Individuals, who did not experience a secure base during their childhood, appear to
have problems in their regulation of anxiety and the development of future, secureattachment relationships. These histories of disordered attachment reveal themselves in
the behaviour of clients towards their care staff (Janssen, Schuengel, & Stolk, 2002).
Researchers agree that the relationships between care staff and clients with ID could
be characterised as attachment relationships (Adshead, 1998; De Schipper, Stolk, &
Schuengel, 2006). Clients with ID strongly seek proximity and contact with their care
staff, particularly in situations of arousal and anxiety (Weiss, 1991). The quality of
response from the care-staff member to the proximity- and contact-seeking behaviour
of clients will manifest itself in the quality of the relationship between care staff and
client.
Finally, a meaningful relationship between care staff and clients is of vital importance
with regard to the client's social network. Social networks of individuals with ID are
relatively small compared to people with average-intelligence scores (e.g., Lippold &
Burns, 2009; Robertson et al., 2001; Rosen & Burchard, 1990; Van Asselt-Goverts, et
al., 2011; Verdonschot, De Witte, Reichrath, Buntinx, & Curfs, 2009). Forrester-Jones
and colleagues (2006) and Van Asselt-Goverts, Embregts, and Hendriks (in press)
provided a detailed description of the quality and composition of social networks
of people with ID. Their analyses revealed that social support is derived from both
formal and informal sources. Remarkably, most of the members are other service users
with ID, and, for the largest part are care staff. Care staff not only dominate the
composition of social networks, they also provide highest levels of support in various
domains (e.g., personal care, decision making, confiding, and company). Van AsseltGoverts, Embregts, and Hendriks (in press) further investigated the importance of care
staff in social networks by interviewing clients with ID themselves. Clients indicated
that they highly appreciated their care staff regarding affection, preference, practical,
and informational support. Care staff were even valued higher by clients than family
members.
The relevance of meaningful relationships and good-quality interactions is clear. The
need to understand CB in the context of staff-client relationships and interactions
is relatively young within the field of ID literature (e.g., Embregts, 2011; Hastings,
18
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2010). Until today, research regarding care staff serving clients with ID and CB was
mainly focused on (1) limitations in staff behaviour (e.g., communication strategies or
engagement behaviour), (2) the recovery of problematic staff behaviour (e.g., staff
training studies), and (3) emotional needs of staff (Hastings, 2010). Although we
acknowledge the importance and relevance of the knowledge that can be derived
from this work, these studies remain unidirectional. When reasoning from bidirectional
models, the occurrence of CB is considered to be the result of the interaction between
client and staff variables, instead of solely internal factors (e.g., client's level of ID,
psychiatrie illness) or external ones (e.g., staff age, staff grade, staff gender see
Duxbury, 2002; Nijman, a Campo, Ravelli, & Merckelbach, 1999). Bidirectional
models focus on the bidirectional relationship between behaviour and wellbeing (e.g.,
Duxbury, 2002; Hastings, Daley, Burns, & Beek, 2006). Bidirectional models regarding
clients with ID and CB provide new entry points for the future research agenda in the
field of research regarding care staff (Embregts, 201 1; Hastings, 2010).

1.4

Training staff serving clients with mild/moderate ID and CB

Staff need specific and intensive training in working with clients with mild/moderate
ID and CB for several reasons. First, a lack of staff training risks ineffective and
unnecessary restrictive interventions regarding clients with CB (Feldman, et al., 2004).
Second, a lack of training, self-efficacy, and behavioural knowledge predict negative
emotional reactions (Allen & Tynan, 2000; Chung & Corbett, 1998; Chung, Jenner,
Chamberlain, & Corbett, 1995; Hastings & Brown, 2002a). Moreover, negative
emotional responses increase the risk of staff behaviour that maintains CB of clients
(Hall & Oliver, 1992; Hastings & Remington, 1994). Third, the more accurate and
extended beliefs and behavioural knowledge about CB are, the less staff show
avoidance-motivated behaviour (Dagnan, et al., 1998; Hastings & Remington, 1994).
And finally, chances for individuals with ID and CB to live in the community increase
with the right support from their care staff (Broadhurst & Mansell, 2007). In other
words, today there is no discussion about the need for training programmes to support
staff serving clients with ID and CB.
The goals and content of existing programmes vary considerably. First of all, it is
recognised that staff need acquisition of reactive restrictive strategies because CB is
seldom reduced tozero-frequency levels and untrained restrictive interventions may lead
to larger injuries than trained interventions (Allen, McDonald, Dunn, & Doyle, 1997;
Murphy, Kelly-Pike, McGill, Jones, & Byatt, 2003). In dealing with CB, implementing
positive strategies is difficult because staff feel threatened, insecure, or scared by
19

the CB of the client (Allen & Tynan, 2000). In response to such particular situations
of threatening and danger staff might be suggested to use physical interventions.
Murphy, Kelly-Pike, McGill, Jones and Byatt (2003) showed that education in physicalintervention techniques is rare in staff working with clients who display CB. Lack of
this specific training component may have serious consequences for clients, such as
having an increased risk of physical injuries because of illegal restraint techniques.
Rather than responding ad hoc or avoid CB, staff need to have appropriate physicalintervention techniques at their disposal (Allen & Tynan, 2000). According to Allen
and Tynan (2000), these techniques should follow four guidelines. Techniques should
be (a) effective in managing the typical pattern of assaultive behaviours experienced
by service personnel, (b) consistent with the legal principle of minimum force, (c)
"socially valid" (in that they were viewed by community agencies as being preferable
to pain-compliance procedures and enabled community services), and (d) possible to
be implemented by all caregivers irrespective of their size and strength.
Next to the use of reactive strategies, many training programmes focus on preventive
strategies. Roughly three types of training can be distinguished. The first type of
preventive-strategy training focuses on increasing knowledge about behavioural
principles and the use of applied-behaviour-analyses techniques (e.g., functional
analysis, e.g., Allen, 1999; Grey & Hastings, 2005). Staff should have knowledge
and understanding of challenging behaviour functions in order to select the right
intervention and decrease staff emotional reactions (Hastings, 1996, Hastings &
Brown, 2002a).
The second type of preventive-strategy training is based on a frequently and welldocumented recommendation to provide positive behaviour support (PBS) for people
with ID (Carr et al., 2002; Carr, Horner, Turnbull, & colleagues, 1999; Koegel, Koegel, &
Dunlap, 1996; McGill, Bradshaw, & Hughes, 2007). PBS is a behavioural intervention
that is derived from applied-behaviour-analyses approaches. PBS is mentioned here
because of its popularity among staff training. Instead of consequence manipulation,
PBS provides strategies of behavioural interventions (1) to change the environmental
conditions before CB has occurred and (2) to teach alternative, appropriate behaviour
to reduce unwanted behaviour. The aim of PBS is not simply the reduction of CB,
but improving the client's quality of live. PBS approaches empathetically distinguish
between reactive approaches that involve the use of medication (pharmacotherapy)
and the use of aversive procedures (Carr, et al., 1999).
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The third type of preventive strategy training is related to stress management of care
staff. Professional improvement of care staff should not be restricted behavioural
knowledge, attributions and simple skills (Bloom, 1956; Bromley & Emerson, 1995;
Carr, et al., 1999; Dagnan, Grant, & McDonnell, 2004; Embregts, 2011; Rose,
David, & Jones, 2003). Several researchers have supported the need for additional
training in the understanding and awareness of stress-related symptoms, appraisal
processes, and coping abilities regarding stressful events (Allen, 1999; Bailey, et al.,
2006; Lazarus & Folkman, 1984; Mills & Rose, 2011; Van der Hek & Plomp, 1997;
Whittington & Wykes, 1994). Training programmes that focus on stress management
of care staff themselves aim at improving stress-related knowledge and skills in order
to prevent, deal with, or recover from stressful situations. Based on the findings thatCB
causes increased levels of stress in combination with findings that CB can be persistent
over time (Robertson et al., 2005; Thompson & Reid, 2002), these programmes
teach staff how to deal with stressful situations (Mills & Rose, 2011). The term stress
management is, however, broad and implies many different types of programmes.
For example, Tierney et al. (2007) developed a one-day training about symptoms of
stress and ways of dealing with it. Hastings and Remington (1994) proposed a form of
stress-inoculation training thatfocuses on coping strategies like self-instruction, problem
solving, and relaxation. Examples of recently recurring models are Cognitive Behaviour
Therapy (Roth & Fonagy, 1996), Acceptation and Commitment Therapy (Lappalainen
et al., 2007), Mindfulness Based Stress Reduction (Schenström, Rönnberg, & Bodlund,
2006), The Thorn initiative programme (Willetts & Leff, 1997), and Wellness coaching
(Wright, 2007).
When developing interventions to support staff, it is important to realise that threat
perception differs among individuals, as does the ability to deal with threat (Lazarus
& Folkman, 1984). Moreover, different individuals use different learning styles to
integrate new knowledge and skills (Kolb, 1976b). Rose and colleagues (2003)
recognised these individual differences and argued that staff training needs to
provide different entry points to knowledge and coping strategies, to help alter the
way different care staff view and cope with particular stressors and CB of clients.
In the selection of training components, it is thus important to realise, that the use of
only one component might not be enough when dealing with severe CB of clients
(Bromley & Emerson, 1995; Edwards & Burnard, 2003; Farrell, Shafiei, & Salmon,
2010; Van der Hek & Plomp, 1997; Waldron & Bolman, 1979; Whittington & Burns,
2005). Therefore, a number of programmes used multi-component training. Pugliesi
(1999) suggested that staff training can be physical, behavioural, and cognitive of
character. Likewise, Jones and Johnston (2000) described that programmes should be
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particularly effective when containing coping training, relaxation, problem solving,
and cognitive self-management. Regarding the use of reactive strategies, Allen, Mc
Donald, Dunn, and Doyle (1997) recommended using reactive strategies within a
broader framework as well. Hawkins et al. (2005) suggested a combination of reactive
strategies and staff emotion-focused coping strategies in order to reduce levels of arousal
during physical intervention. Grey, Hastings, and McClean (2007) reason that effective
staff training requires both preventive and reactive strategies. Moreover, work-related
stress management interventions often seem to use an eclectic mix of meditation, time
management, relaxation, cognitive coping strategies, bio-feedback, practical exercises,
and individual counselling (Edwards & Burnard, 2003; Jones & Johnston, 2000, Van
der Hek & Plomp, 1997).
Possibly, the multi-component character of training is not only relevant regarding the
content of training. Choices and preferences regarding the setting in which care staff
are educated might be comparable. Each type of setting seems to support another type
of learning. In-service training is a popular setting with a classical character. Repeatedly,
care staff spend a period of one or a few days in a classroom to follow lectures, receive
instructions, and take part in discussions and role-play practice. In-service training
is relatively orderly, simple, and affordable for the organisation. However, research
emphasises that in-service training might fail to apply newly acquired skills in daily
interactions with clients (e.g., Reid & Whitman, 1983). An alternative setting is
coaching. The use of coaching is common in fields such as business management and
sports, and the range of coaching methods in these fields is enormous (e.g., Cöté &
Gilbert, 2009; Joo, 2005). Although less frequent, coaching has been applied in healthcare services (e.g., Embregts, 2003; Harchik, Sherman, Sheldon, & Strouse, 1992,
Schepis & Reid, 1994). Coaching is provided both individually and teamwise and can
be used proactively during performance and in retrospect (Whitmore, 2009). Coaching
explicitly focuses on performance rather than the acquisition of theoretical knowledge
(Arco & du Toit, 2006). This is important, because care staff do not automatically transfer
knowledge and skills that were enhanced in an in-service setting to daily practice (Jahr,
1998). Although there is a raised interest in coaching, it is not clear yet if coaching
should be combined with in-service training or not.
Research in the field of staff training regarding clients with severe CB and ID is still
warranted. The number of training programmes that are offered within care-organisations
and training institutions is rising. And the need for evidence regarding the content of
programmes, choices in setting, and educational techniques is growing too. Training
should no longer solely focus on the recovery of clients or increase in staff knowledge.
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1.5

Present thesis

The present thesis deals with a variety of aspects important for care-staff training. In
particular, we focus on training of care staff serving clients with mild to moderate
ID and severe forms of CB. Chapters 2 and 3 contain literature studies regarding
staff training. In Chapter 2 a meta-analysis on aspects determining the effectiveness
of staff training is conducted. Chapter 3 addresses the present content of training
programmes designed to support care staff who work people with mild to moderate
ID and severe CB. Moreover, Chapter 3 considers how clients with mild to moderate
levels of ID are involved in the evaluation of staff training effectiveness. Chapters 4 to
6 concern the evaluation of three types of staff training that were developed within the
organisation of Amarant. In Chapter 4, the effectiveness of an aggression-management
training is examined. This in-service training focuses on the improvement of reactive
strategies and aimed at increasing knowledge of staff regarding CB. In Chapter 5,
the effectiveness of a stress-management training is examined. This in-service training
focuses on the awareness of stress symptoms and stress triggers of care staff and
provides intervention techniques that staff can use to deal with stressful situations.
Chapter 6 addresses processes during coaching-on-the-job of three individual care-staff
members. In Chapter 7 verbal and nonverbal emotional behaviour will be considered
as a first attempt in the development of an observation instrument to provide new
information about staff behaviour. In Chapter 8 we conduct a video-review procedure
to compare observations made by three different groups - care staff, clinicians, and
lay people - of the quality of interactions between care staff and clients with mild
intellectual disabilities. In this study intuitively acquired knowledge about care-staff
relationships will be assessed and implications regarding the training of professionals
are addressed. Finally, the general discussion in Chapter 9 summarises the results,
limitations and implications from the theoretical and empirical studies presented in the
Chapters 2 to 8.
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Abstract
The last decades have seen increased emphasis on the quality of training for directcare staff serving people with intellectual disabilities. Nevertheless, it is unclear what
the key aspects of effective training are. Therefore, the aim of the present metaanalysis was to establish the ingredients (i.e., goals, format, and techniques) for staff
training that are related to improvements of staff behaviour. Our literature search
concentrated on studies that were published in a period of 20 years. Fifty-five studies
met the criteria, resulting in 502 single-subject designs and 13 N > 1 designs. Results
revealed important information relevant for further improvement of clinical practice:
(a) the combination of in-service training with coaching-on-the-job is the most powerful
format, (b) in in-service formats, one should use multiple techniques, and verbal
feedback is particularly recommended, and (c) in coaching-on-the-job formats, verbal
feedback should be part of the programmes, as well as praise and correction. To
maximise effectiveness, programmes developers should carefully prepare training
goals, training format, and training techniques, which will yield a profit for clinical
practice.
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2.1

Introduction

Research over the last decades clearly shows an increased emphasis on the quality
of training for care staff working with people with intellectual disabilities (e.g., Allen
& Tynan, 2000; Cooper & Browder, 2001; Feldman, et al., 2004; Hastings &
Remington, 1994; Jahr, 1998; Reid, Parsons, Lattimore, Towery, & Reade, 2005;
Repp, Felce, & De Koek, 1987). Although care-staff training is generally well
evaluated by the staff involved, there is limited evidence that training alone improves
care-staff performance, because training has not been linked to quality of outcomes
for service users or maintenance of behavioural gains after treatment (Campbell,
2007; Cullen, 1988). Although it is not yet clear what the key ingredients of effective
training are, some factors frequently prove to play an important role. For example, in
case of in-service training, packages of training techniques (e.g., instruction, roleplay,
feedback) are often conducted, whereas the use of single training techniques seems
to be more common in a coaching-on-the-job format. Because staff training is vital to
good practise, it is necessary to establish evidence for the effectiveness of particular
elements of training such as goals, format, and techniques. Therefore, the aim of
the present meta-analysis was to establish the elements of care-staff training which
are significantly related to improving care-staff behaviour. This meta-analysis aims at
supplementing to existing reviews about care-staff training, by focusing on specific
training aspects in relation to training effectiveness.
A number of methods of carrying out a meta-analysis in this field have been applied.
Visual analysis as the only assessment of treatment effect is frequently reported in
single-subject studies. One of the reasons for not using single-subject data is that singlesubject designs often violate some of the assumptions required for statistical analysis.
Applied research limits experimental control, and therefore, limits internal validity
and induces the use of visual analysis as the only measure of training effectiveness
(Kazdin, 1982). This led to the preference for the use of a statistical measure of
training effectiveness within the current meta-analysis.
In most meta-analyses, in which N > 1 studies are compared, the standardised-mean
difference Cohen's d (Cohen, 1988) is used as a measure of training effectiveness.
Cohen s d in single-subject designs, however, has a number of limitations: (1) the
Standard deviation represents a different variability for single-subject comparisons than
for N > 1 designs, (2) Cohen's d does not respond to trends in the data, and (3) small
numbers of baseline and treatment-data points can affect the outcome dramatically,
because differences between effect sizes become relatively meaningless with d values
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greater than two. Problems with the application of Cohen's d in a meta-analysis with
single-subject data has also been acknowledged by Campbell (2004). The use of
regression-based effect sizes, like r, is dissuaded because single-subject designs do
not meet the assumption of linearity in the data (Olive & Smith, 2005).
A frequently used non-regression alternative is the percentage of nonoverlapping data
(PND). This type of effect size is easy to compute, scores vary between 0 and 100,
and thus are easy to interpret. PND takes into account changes in slope and variability
in the baseline. Both Campbell (2004) and Olive and Smith (2005) support the use
of PND in meta-analysis with single-subject data. In the present study, we will conduct
a meta-analysis to assess staff training effectiveness in single-subject data using PND.
The aim of the present meta-analysis is to assess whether specific training elements (i.e.,
goals, format, and techniques) affect the effectiveness of staff training. Three research
questions have been formulated. Is training effectiveness affected by (1) the goal of
staff training, namely, interventions that aim to change client skills or client behaviour
vs. those that do not have this aim? (2) training format, namely, in-service vs. coachingon-the-job training? (3) training techniques, for example, use of a single technique
only vs. use of a package? The present research questions set out in this study aims at
identifying effective elements of staff training over the last 20 years, thereby helping to
guide future staff training programmes. Goals, format and techniques were analysed
per study and effect size PND was used to assess training effectiveness.

2.2

Method

2.2.1

Literature search and criteria for inclusion

Our literature search was concentrated on studies that were published in a period
of 20 years and based on two different search strategies. First, we systematically
screened all papers of ten scientific journals that we considered most relevant,
based on the content of the journals. The following journals were selected: Behavior
Interventions, Behavior M odification, Behavior Residential Treatment, the British
Journal o f Clinical Psychology, the Journal o f A pplied Behavior Analysis, the Journal
o f A pplied Research in Intellectual Disabilities, the Journal o f Intellectual Disability
Research, the Journal o f Organisational Behavior Management, M ental Retardation,
and Research in Developmental Disabilities. The mean impact factor of these Journals
was 1.31, which indicates that a reasonable level of quality is guaranteed. Studies that
met the following quality criteria were included: (a) data were presented graphically
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with at least two baseline and at least two treatment-data points, (b) with the aim to
train professionals who work with individuals with intellectual disabilities (ID), and
/ or special educational needs, and (c) data were reported at the level of care-staff
performance. The following studies were excluded: (a) with the aim to train parents,
(b) in which specific training and coaching techniques failed to be reported, (c) in
which causal relationships between care-staff beliefs and care-staff behaviour were
reported, and (d) in which data were only reported at the level of supervisor or client
performance. As a result of these criteria, articles from two journals (i.e., British Journal
o f Clinical Psychology, and Journal o f A pplied Research in Intellectual Disabilities)
were excluded from data collection. The second phase of the search strategy was to
conduct an electronic search by PsychINFO database. This involved the search terms
'staff training and intellectual disabilities'. Finally, a total of 55 studies met the criteria,
resulting in 502 single-subject designs and 13 N > 1 designs. Note that unpublished
papers, such as dissertations, were not included in the present meta-analysis.
2.2.2

Data extraction

Goals o f staff-training
Basic staff and client characteristics (e.g., number involved, age) were collected
for each selected study. Two types of staff-training goals were distinguished. First,
interventions that aimed at changing the skills or behaviour of the client. This might
include positive interactions with the client or engagement of the client in an activity.
Alternatively care staff might improve client behaviour or skills through behaviour
management or the use of a token system. Secondly, we distinguished interventions
that were not aimed at changing client skills or client behaviour. This might include:
(a) implementation of care plans, (b) focus of practical staff skill concerning the client
(e.g., medication management, nutrition skills), or (c) correctly executing procedures
(e.g., correctly conducting preference assessment). The first author and an observer
independently recorded all staff skills to assess inter-rater reliability. To control for
chance agreement, the reliability score was converted into Kappa (Cohen, 1988).
Reliability was 88%.
Format
Three types of training format were recorded: In-service training (i.e, classroom /
workshop training), coaching-on-the-job (COJ), or a combination of in-service training
and COJ.
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Techniques
The techniques used to carry out the training were also recorded. These included:
providing literature, instruction, video demonstration, prompting, modelling, feedback,
role play, self-monitoring, rehearsal, rewards (e.g., money), practice, discussion,
and goal setting. Regarding feedback, the form in which feedback was given (i.e.,
verbal, written, graphic and /or video) and the type of the feedback (i.e., corrective,
constructive, praise, encouragement, neutral) were recorded.
2.2.3

Training effectiveness

Foreach single-subjectcomparison one effect size was calculated. Training effectiveness
was assessed by calculating PND, which determines the amount of overlap of data
points between two phases (Scruggs, Mastropieri, & Casto, 1987). If the main aim
of the training was to increase staff skills, the following formula was used: ([sum of
treatment-data points higher than the highest baseline-data point] / [sum of treatmentdata points]) x 100. In case the aim of the training was decreasing skills, we used
an adapted formula: ([sum of treatment-data points lower than the lowest baselinedata point] / [sum of treatment-data points]) x 100. The latter formula adjusts for the
problem that baseline-data with a value of zero leads to a PND value of zero. Thus,
the number of zero-value data points in the baseline phase were subtracted from the
total number of zero-value data points in the treatment phase before the formula was
calculated.
When multiple-treatment phases (e.g., reversal design) were used, the last treatment
phase was compared to the first baseline phase, whereas in case of alternating
treatments (e.g., ABC design) each separate treatment phase was compared to the
first baseline phase. For studies with follow-up data, an additional PND effect size
was calculated by comparing the follow-up phase to the first baseline phase. In cases
where a range of skills or behaviours were trained (e.g., multiple baseline design
across behaviours), effect sizes were calculated for each skill or behaviour separately.
Because only 13 studies reported data with N > 1, we decided to exclude these from
effect-size calculation.
2.2.4

Reliability of scoring

The second author randomly selected and analysed ten of the 55 studies. Agreement
between the first and the second author for categorical variables (e.g., training
techniques, goals, format) was calculated by dividing the number of agreements
by the number of agreements plus disagreements, multiplied by 100. Reliability for
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categorical variables was 77%. To calculate inter-rater reliability of scale variables
(e.g., number of subjects involved, number of data points, PND), we used Pearson's r.
Inter-rater reliability on scale variables was 95%.

2.3

Results

2.3.1

Descriptive analysis

Staff characteristics
Mean age of staff was 33 years (SD = 7.49). Most subjects worked as care staff
(P = 68%, n = 352) or as a teacher (P = 11%, n = 57). The remaining 21 percent of
the subjects had several functions, such as, psychology student and teacher aid. The
majority was working in residential homes (P = 57% , n = 292), schools [P = 17%,
n = 85), or day<are centers (P = 12%, n = 63). The remaining 14 percent of the
subjects worked in other settings, for example, a hospital.
Client characteristics
Eleven percent of the 55 studies did not report descriptive-client statistics and 73
percent failed to report inferentiaklient statistics. Five clients (P = 1%) had normalintelligence scores, 15 clients were (P = 3%) diagnosed with mild ID, 55 clients
(P = 11%) had moderate, 152 clients (P = 29%) had severe, 36 clients (P = 7%)
had profound, and 253 clients (P = 49%) had an unknown level of ID. Diagnoses
reported most frequently were Autism (P = 69%) and Down Syndrome (P = 24%).
Frequently reported challenging behaviours were aggressive behaviour (P = 78%),
and self-injurious behaviour (P= 67%),
2.3.2

Inferential analysis

To establish which training elements affected training effectiveness, the variables
regarding the treatment of studies (i.e., goals, format, and techniques) were analysed
inferentially. Results are presented in Tables 1 to 5.
Goals o f staff-training
Studies in which the goal of staff training was to increase staff skills that were not
aimed to improve client skills or behaviour (n = 258; M = 87.0; SD = 25.0) were
trained more effectively (/(500) = 4.68; p = .0001) than studies that aimed to increase
staff skills that improved client skills or behaviour (n = 244; M = 74.4; SD = 35.0).
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Format
Staff training that was not aimed to improvG skills or behaviour of the client was more
effective in an in-service format and in a combined in-service with COJ training than in
COJ only. However, in case staff training was aimed to improve the skills or behaviour
of the client, the combination of in-service and COJ was significantly more effective
than both in-service and COJ training only. Descriptive and inferential statistics are
presented in Table 1.
Table 1
Differences in Training Effectiveness Between In-service, COJ, and the Combination o f
In-service and COJ Formats
n

M

SD

F

df

p

Aim at changing the skills or behaviour of the client
13.03°

Format
a) In-service

16

50.6

44.4

b) COJ

133

68.2

39.1

c) Irvservice & COJ

95

87.1

21.6

2 ,2 4

.0001

No aim at changing the skills or behaviour of the client
19.06

Format
a) In-service

145

93.9

17.3

b) COJ

69

72.9

34.1

c) bservice&COJ

44

86.7

20.4

Note. a a = b < c.
k a = c > b.
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.0001

M etaonalysis o f staff-h-aining effectiveness

Techniques
With respect to an in-service training, the use of a package of training techniques was
more effective than the use of just one training technique (Table 2).
Table 2
Differences in Training Effectiveness Between One Technique O nly and Package o f
Techniques for In-Service and COJ Formats
n

M

SD

In-service technique(s)
One training technique

38

66.8

35.2

Package of training

239

92.5

18.7

F

df

6.77

275

P
.0001

.55

338

.58

techniques
COJ technique(s)
One training technique

242

77.4

32.3

Package of training

145

93.9

17.3

techniques

Effectiveness did not differ between programmes including instruction, role play,
feedback, or self-management or not including these training techniques (Table 3).
With respect to training effectiveness of feedback procedures, both single forms (e.g.,
verbal or video) and packages of feedback forms (e.g., verbal and video) had relatively
high PND scores (93.9 and 91.7 resp.), that failed to differ significantly. Programmes
with verbal feedback were more effective than programmes without. No difference
in effectiveness was found between programmes that used or did not use graphic
or video feedback. Due to insufficiënt data points, training effectiveness of written
feedback could not be determined (Table 4). No difference in training effectiveness
was found between procedures using one type of feedback (e.g., praise or corrective)
versus the combination of different types of feedback (e.g., praise and corrective).
With respect to the use of corrective, praise, or neutral feedback styles, no differences
in training effectiveness were found either in in-service training formats (Table 5).
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Table 3
PND Values for Different Forms o f Training Techniques in In-service and COJ Formats
n

SD

M

t

df

P

.70

2 75

.48

.03

275

.98

.21

275

.83

1.14

275

.26

6.22

339

.0001

.76

339

.45

4.53

339

.0001

In-service formats
Feedback
Yes

105

90.2

22.7

No

172

88.2

23.8

Self-management
Yes

10

88.8

20.8

No

267

89.0

23.5

Role play
Yes

87

88.5

23.2

No

190

89.2

23.5

Instruction
Yes

161

87.6

25.6

No

116

90.8

19.9

COJ formats
Feedback
Yes

268

82.2

29.9

No

73

56.8

34.5

Self-management
Yes

90

79.0

28.6

No

251

76.0

33.9

Yes

__ a

__ a

__ a

Role-play
No
Instruction
Yes

32

53.6

32.2

No

309

79.3

31.6

a Insufficiënt datapoints
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Table 4
PND Values for Different Forms o f Feedback in In-service and COJ Formats
Form of Feedback

n

SD

M

t

df

P

2.81

74

.01

74

.80

3.23

251

.0001

.690

251

.50

1.55

251

.12

1.20

262

.23

In-service formats
Verbal feedback
Yes

62

96.6

14.6

No

14

81.1

29.8
__ a

Written feedback
Yes

9

73.1

35.8

No

67

96.1

13.8

Graphic feedback

.264

Yes

22

92.5

22.2

No

54

93.8

17.8
.. a

Video feedback
Yes

9

100.0

.00

No

76

91.1

20.4

COJ formats
Verbal feedback
Yes

230

85.5

27.4

No

23

62.6

47.3

Written feedback
Yes

42

78.7

26.6

No

211

82.2

30.9

Graphic feedback
Yes

74

77.0

36.1

No

179

83.5

27.3

Video feedback
Yes

36

87.9

23.2

No

228

81.5

30.7

a Insufficiënt datapoints
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Table 5
PND Values for Different Types o f Feedback in In-service and COJ Formats
n

SD

M

t

df

P

.70

67

.48

1.35

67

.18

.70

67

.48

1.02

67

.31

2.99

228

.0001

4.81

228

.0001

2.44

228

.02

4.66

228

.0001

In-service formats
Feedback type
18

97.2

8.1

Package 51

94.1

17.9

One type
Corrective feedback
Yes

55

96.2

10.9

No

14

89.9

28.2

Praise feedback
Yes

51

94.1

17.9

No

18

97.2

8.1

Neutral feedback
Yes

9

100

.0

No

18

94.2

17.0

COJ formats
Feedback type
One type 58
Package

172

72.0

33.7

85.3

27.7

Corrective feedback
Yes

107

91.6

16.0

No

123

73.5

35.9

Praise feedback
Yes

198

83.9

27.6

No

32

70.1

39.3

Neutral feedback
Yes

47

64.6

44.2

No

183

86.4

34.0

Coaching-on-the-job did not differ in effectiveness using one technique versus a
package of techniques (Table 2), albeit using instruction appeared to be less effective
than not using instruction. Feedback was significantly more effective than other training

50

Meto-analysis of staff-training effectiveness

techniques (Table 3). Feedback procedures using single forms (e.g., verbal or video)
did not differ in training effectiveness from procedures using combinations of feedback
forms (e.g., verbal and video). In line with in-service training, programmes with
verbal feedback were more effective than programmes without verbal feedback; no
differences were found with respect to written feedback, graphic feedback, or video
feedback (Table 4). Using different types of feedback (e.g., praise and corrective)
was more effective [t( 288) = 2.99, p = .005) than using just one type of feedback
(e.g., praise or corrective). Corrective feedback or praise were more effective than
procedures excluding corrective or praise feedback (Table 5).

2.4

Discussion

The present results have important implications for care staff serving people with
intellectual disabilities. Before we discuss the results of our meta-analysis we would
like to acknowledge some caveats. One is that the social validity of a treatment and
its clinical relevancy mainly depends on changes in client outcome variables and long
term staff behaviour (Arco & Birnbrauer, 1990). Studies in our meta-analysis mainly
focused on short-term changes in staff performance (e.g., knowledge and behaviour in
the workshop classroom), rather than on client outcome variables and /or maintenance
of staff performance in the long-term. Secondly, because most intervention studies used
training packages, it was not possible to determine which aspect of the training was
essential and which was perhaps superfluous (Jahr, 1998). Thirdly, because of the
ambiguity of some of the descriptions of the feedback procedures, it is not always clear
how to interpret the effectiveness of feedback (cf., Jahr, 1998). Fourthly, as a result of
two exclusion criteria, reports without quantitative data and unpublished manuscripts,
we have run the risk that interesting and important effects and for that matter the
absence of effects in case of many unpublished reports have gone unnoticed. Note,
however, that we still finished with a relatively large data set (i.e., 502 single-subject
comparisons), a number that warrants a discussion of the present findings for external
validity.
To recapitulate, our meta-analysis aimed to assess whether specific training elements
(i.e., goals, format, and techniques) affected the effectiveness of staff training. Findings
and implications of our research questions for clinical practice will be considered
shortly here.
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2.4.1

Goals of staff-training

Results revealed that staff skills not aimed to change client skills or client behaviour,
were trained more effectively than skills that were. An explanation for this finding
might be that skills that are not directly related to the client (e.g., nutrition skills) are easier
to teach than skills that are directly related to the client (increase positive interactions).
This explanation is supported by the finding that in-service training only was sufficiënt
for effective training of skills that not aimed to change client behaviour, whereas the
combination of in-service and COJ is necessary when skills were directly related to client
behaviour. Summarised, the type of skills one wants to increase, will stipulate the preferred
training setting.
2.4.2

Format

Our second question concerned training format. What is more effective: in-service training,
coaching-on-the-job, or a combination of both? The combination of in-service training and
COJ is preferred, particularly in case of increasing staff skills aimed to change client skills
or client behaviour. This finding is interesting, because descriptive results showed that this
combination of training settings was conducted in only 29% of the cases. Most of the
time in-service (P = 31%) or COJ (P = 40%) was conducted as the only training format.
Future staff training should thus preferably combine in-service with COJ more frequently to
achieve more effectiveness and improved maintenance.
2.4.3

Techniques

One technique only vs. packages o f techniques
Our final goal was to establish what type of training techniques affect staff-training
effectiveness? In the in-service format, the use of a package was more effective than the use
of one technique. There were no differences in effectiveness when different combinations of
techniques were compared. Actually, this finding is reasonable assuming that people learn
the most when the information is presented to them in different ways, for example through
instruction, modelling, and role play. In the COJ format, we did not find differences in
effectiveness between one or more training techniques, in contrast to the in-service format,
where the package of techniques was the most effective. Considering specific techniques
in COJ settings, we dissuade the use of instruction, but recommend the use of feedback as
one of the techniques. An explanation for differences in effectiveness of these techniques
might be that instruction fits better with aims in in-service formats where people learn new
information. In COJ, however, the experimenter perhaps supposes that staff do have some
basic knowledge and skills and now will start to coach them in implementing this.
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The role o f feedback
With respect to feedback forms in in-service formats, verbal feedback appeared to be
the most effective feedback form. Effectiveness did not increase when verbal feedback
was combined with other feedback styles such as written feedback. The specific type
of feedback in the in-service format failed to play a significant role. Especially in COJ
formats, feedback appeared to play an important role. In accordance with in-service
formats, there was no difference in using one or more forms of feedback such as verbal
and written feedback. When using feedback in COJ, verbal feedback should again
be part of it. In contrast to in-service formats, the combination of different types of
feedback was more effective than the use of one type of feedback. V^hen combining
different types of feedback, praise and correction were the most effective, whereas the
use of neutral feedback was clearly ineffective.
The results of this study highlighted a number of effective training elements that have
the potential to further improve clinical practice. O f course, one should bear in mind
that the extent to which staff training alone can affect the quality of outcome for
individuals with intellectual disabilities remains somewhat unclear. Factors such as
the way staff view and respond to the behaviour of the client will also depend upon
a mixture of dynamical influences, for example, personal (e.g., staff motivation,
staff learning capacity) and contextual (e.g., support, quality of organisational
management) variables (Campbell, 2007; Cullen, 1988). However, this should not
discourage us to develop new staff training programmes. To maximise effectiveness,
programmes developers should carefully prepare training goals, training format,
and training techniques, which will probably yield a profit. In particular, we want
to focus attention on the combination of in-service and coaching-on-the-job training.
When training programmes succeed in bridging the gap between simple classroom
knowledge and skills, and daily working practice and attitudes the clinical value of the
training programmes will certainly improve.
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Chapter 3
Evaluating staff training: Taking account of
interactions between staff and clients with
intellectual disabilities and challenging behaviour

This chapter is accepted for publication as:
Van Oorsouw, W.M.W.J., Embregts, PJ.C.M., & Bosman, A.M.T. (in press). Evaluating
staff training: Taking account of interactions between staff and clients with intellectual
disability and challenging behaviour. Journal o f Intellectual and Developmental Disability

Abstract
Hastings (2010) has recently emphasised three aspects in the training of staff, who
serve clients with mild to moderate intellectual disabilities and challenging behaviour:
Staff attitudes, self-awareness, and clients' perspectives. This study investigates whether
programmes include these aspects. A systematic search yielded eleven relevant
articles. Generally, all programmes mainly aimed at improving staff knowledge and
skills. Client variables concerned frequencies and severities of challenging behaviour.
None of the studies included clients' perspectives or staff attitudes and self-awareness.
The fact that staff attitudes and awareness or clients' perspectives were not among the
main goals of the training studies suggests that recent views of effective treatment of
challenging behaviour are not yet object of scientific study. Given the acknowledgment
of these aspects, it is warranted that future research focuses upon these recent insights.
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3.1

Introduction

It is commonly acknowledged that staff need training to be able to provide sufficiënt and
suitable support to clients with intellectual disabilities (ID) and challenging behaviour
(CB) (e.g., Campbell, 2007; Clarkson, Murphy, Coldwell, & Dawson, 2009; Hastings
& Remington, 1994). Staff are at risk of injury and feeling threatened, or develop
anxious and negative emotions in the presence of CB (Bromley & Emerson, 1995).
They also tend to avoid clients with CB and are inclined to select treatments which are
known to work for clients with CB in the short term but not the long term (Hastings &
Remington, 1994). Stated differently, the need for staff training is clearly warranted
for staff serving clients with ID and CB.
As a consequence, the development and evaluation of staff training has received
considerable attention during the last decades (e.g., Grey, et al., 2007; Riches et
al., 2011; Van Oorsouw, Embregts, Bosman, & Jahoda, 2009). However, training
programmes for staff serving clients with ID and CB have shown a wide variety of
goals, variable content, and different lengths. For example, many programmes are
aimed at increasing basic knowledge and the intervention skills needed to manage
a client with CB (e.g., Allen & Tynan, 2000). The focus of the training programmes
also varies from communication training (e.g., Smidt, Balandin, Reed, & Sigafoos,
2007) to the provision of a broad framework for positive behavioural support (e.g.,
Grey & McClean, 2007). Furthermore, training can be anywhere from one day (e.g.,
Dowey, Toogood, Hastings, & Nash, 2007) to a five-day in-service training (e.g., Van
Oorsouw, Embregts, Bosman, & Jahoda, 2010) or a ten-day course which includes
homeworkandthewriting of portfolios (e.g., Loweetal., 2007). Despite this variation,
the available intervention studies provide some useful insights for the developers of
staff-training programmes and future research on the training of staff who serve clients
with ID and CB.
Along with research on the training of staff who serve clients with ID and CB, an
increased interest in understanding CB within the context of ongoing staff-client
interactions has emerged (e.g., Hastings, 2010). This research trend includes the
presentation of a situational/bidirectional model about CB. This model assumes that
the occurrence of CB can often be seen as an outcome of the interaction between client
and staff factors as opposed to only internal/client factors (e.g., client's level of ID,
psychiatric illness) or only external/staff factors (e.g., age, gender, grade, experience)
(Nijman, et al., 1999)
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Referring to staff training, the increased research interest in bidirectional models used
to explain the occurrence of CB is also changing views of the content and goals of
staff-training programmes. Staff training aiming at the improvement of knowledge
and skills alone may no longer be sufficiënt. The need to address emotions of staff in
addition to knowledge and skills has been acknowledged recently by, for example
(Farrell, et al., 2010). Staff and other care professionals should not only recognise
how the behaviour of clients and CB in particular influence their values, emotions,
and interactional style, they also benefit from the knowledge how their own values,
emotions, and interactional style influence the CB of clients (Bloom, 1956). Emotions
can influence the sense of control and sense of competence with consequences for the
quality of staff-client interactions as a result (Breeze & Repper, 1998).
In evaluating the quality of staff training, it is thus imperative that not only the
perspectives of staff and other professionals are considered but also the perspectives
of the clients themselves. Just as any other client in need of care, clients with ID and
CB have opinions about the quality of the support they receive and the nature of the
interactions with their staff. Clients with mild ID, for example, have indicated that they
value interactions that are characterised by honesty, trust, caring, and a feeling of
being both emotionally and physically protected (Clarkson, et al., 2009; Roeleveld,
Embregts, Hendriks, & Bogaard, 2011).
In the present study we made an inventory of training programmes regarding staff
serving clients with mild-moderate ID and severe CB. We chose to exclude training for
staff, who serve clients with severe to profound intellectual disabilities, because they
usually require a different training, due to different forms of challenging behaviour
and differences in communication abilities of the clients. The increased interest in
the Hastings model (2010) warrants a systematic investigation concerning the goals,
measures, and effectiveness of staff training. Our goal is not to systematically compare
studies that aimed at improving staff-client relationships/interactions. Instead, this
study investigated to what extent training programmes pay attention to staff attitudes,
staff self-awareness, and client perspectives when aiming at support staff, who serve
clients with ID and CB. The present study also aims at providing new starting points
for the improvement of effective staff training in the future.
The present brief report, thus, concerns a 20-year inventory of staff-training research with a
particular focus on (1) staff attitudes towards clients with ID and CB, (2) staff awareness of
the impact of their own emotional processes and interaction styles on clients with ID and CB
and (3) the inclusion of client perspectives in the evaluation of staff training programmes.
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3.2

Method

3.2.1

Search strafegy

Two search strategies were applied to identify training studies which were published
between 1991 and 2011 and concerned staff working with clients with mild to moderate
levels of ID and CB. First, five key journals were searched manually. American Journal
on Intellectual and Developmental Disabilities (previously titled: American Journal on
M ental Retardation), Journal o f A pplied Research in Intellectual Disabilities, Journal o f
Intellectual and Developmental Disabilities, Journal o f Intellectual Disability Research,
and Research in Developmental Disabilities. This resulted in 43 potentially relevant
articles. To assess whether it was legitimised to limit the manual search to these four
journals a reliability check was conducted by a second, additional electronic search.
The electronic search of the PsychINFO database was conducted using the following
keywords: staff AND training OR coaching AND intellectual disabilities OR mental
retardation OR learning difficulty OR complex needs OR cognitive impairments
AND challenging behaviour OR problem behaviour OR aggressive behaviour OR
self-injurious behaviour OR self-injury OR disruptive behaviour AN D /O R social OR
interaction OR communication OR interpersonal. Both US and UK terminology were
considered and, where necessary, both singular and plural forms of terms.
This resulted in an overlap between the manual and the electronic search of 60%.
The remaining 40% consisted of 4 articles not detected in one of the four manually
searched journals and 13 articles that were published in ten different journals. The
electronic search provided many different journals with only one or two potentially
relevant articles. The authors agreed that based on these small frequencies, an
additional manual journal search would probably not add a significant number of
new references. In both search strategies, potential studies were selected on the basis
of the title and/or abstract. The application of the two search strategies yielded an
initial sample of 60 studies for further consideration.
3.2.2

Inclusion criteria

The full texts of the 60 studies were next screened to see if they met the following
six inclusion criteria: (1) participating staff served clients with mild to moderate
ID; (2) the majority of the clients showed severe forms of CB; (3) the content of the
publication concerned a training study to assess the effectiveness of staff training; (4)
the effectiveness of the staff-training programme was evaluated alone as opposed to
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a package of organizational measures such as those used in Sanders (2009) (e.g.,
action plan, staff training, management support and specific monitoring); (5) the
content of the staff training specifically concerned dealing with the CB of clients; and
(6) the design of the study involved at least pre/posttest measurement.
With regard to the first inclusion criterion, the screening process revealed that many
of the studies described their client sample in relatively general terms as 'people with
ID'. In these reports no information about the level of ID was provided. To obtain
more precise information, the authors of those studies which presented only general
information were approached by email and asked: 'M ight it be possible for you
to give us a rough indication o f the level o f ID? M ainly m ild/m oderate or severe/
profound ID?'. In their response, authors indicated the levels of ID of clients with
specific detail (e.g., tests used, IQ numbers, numbers of clients per severity range of
ID) or provided a rough indication (e.g., all clients had severe to profound levels of
ID). This inventory was sufficiënt regarding the estimation whether to study focused
on clients with mild/moderate ID or not. Only those studies in which the majority of
the clients were reported to have mild to moderate levels of ID were then accepted
as meeting the first inclusion criterion. From the original 60 studies, 1 1 studies were
found to meet all inclusion criteria. The remaining 48 studies were mostly excluded
because they either did not meet the first inclusion criterion (e.g.,Singh et al., 2006)
or did not meet the third inclusion criterion (e.g., Campbell, 2010). In Table 1, an
overview is presented of the number of participants, study design, training format,
training content, main objectives and outcome measures for all 11 studies included
in the final selection of studies.
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Table 1

Inventory o f Training Programmes for Staff Serving Clients with ID and CB
Authors

Participants

Design

Training format

Training content & mair

Campbell

2 7 6 staff;

P re/ posttest.

Open-learning

University-accredited coui

& Hogg

# clients

W ith FU.*

university

(2008)

unknown

Two control

course,

groups

accredited at

behavioural principle:

(untreated vs.

15 ECTS.

aversive approaches.

representations of CB

Main goals: increase kno

alternative
treatment).
Embregts

7 staff; 5

(2002)

clients

MBLD* across
subjects. N o
FU.

Person-focused.
16 Feedback
sessions across
16 weeks.

Behaviour modification
appropriate behavic
along with response

M ain goals: Promotion c
attention to all types

which might serve ai

Embregts

6 staff; 6

(2003)

clients

MBLD across
subjects. With
FU.

Person-focused.
1ó feedback
sessions across
16 weeks.

Behaviour modification 1
appropriate behavio
reviewed along with

M ain goals: Promotion c
attention to all types
which might serve ai

Authors

Participants

Design

Training format

Training content & main goals

Grey,

34 staff;

P re/ posttest.

Person-focused.

Training in multi-element behaviour si

9 days of

M ain goals: knowledge regarding th

McClean
& Barnes-

# clients
unknown

Holmes

N o FU.
N o control

in-service

elements o f positive behaviour su|

group.

training across

explanation of behaviour assessrr

6 months.

reports, support plans and progr«

(2002 )

reviews; w riting skills; promotion

preventions with attention to all ty
of staff behaviour which might se
antecedents for CB.
Grey &
McClean
(2007)

6 0 staff;
6 0 clients

Pre/posttest.
N o FU.

Person-focused.
9 days of

Training in core elements o f positive
behaviour support.

M ain goals: knowledge regarding th

W ith control

in-service

group.

training across

elements of positive behaviour su

6 months with

explanation of behaviour assessn

interspersed

reports, support plans and progri

assignments.

reviews; w riting skills; promotion

preventions with attention to all t>

o f staff behaviour which might se

antecedents for CB; reactive stral
physical intervention training.

Authors

Participants

Design

Training format

Training content & mair

Lowe

2 0 5 staff;

P re/ posttest.

10 days o f

Training in 10 different

et al. (2007)
# clients
unknown

W ith FU.

in-service

N o control

training, home-

group.

and w ork

elements o f positive

based study,

explanation o f behc

finished with a

reports, support plai

portfolio.

reviews; informatior

behaviour support,

M ain goals: knowledgi

communication proc
active support; writii

skills; promotion o f |
attention to all types
w hich might serve a
CB; reactive strategi
intervention training
fundamentals of cari
community profiling
positive public awar
foundations of comn
motivation to commi
with understanding).

cn

UI

Authors

Participants

Design

McClean

177 staff;

Pre/posttest.

et al.

177 clients

(2005)

W ith FU.

Training format

Training content & main goals

Person-focused.

Training in core elements of positive

9 days of

support
M ain goals: knowledge regarding th

N o control

in-service

group.

training across

elements of positive behaviour su

6 months with

explanation of behaviour assessn

interspersed

reports, support plans and progre

assignments.

reviews; w riting skills; promotion

preventions with attention to all t)

of staff behaviour which might se
antecedents for CB; reactive strat
physical intervention training.

Smidt et al.
(2007)

1 8 staff;

MBLD across or-

3 clients

ganiza-tions.
W ith FU.

Person-focused.

Communication training programme

4 days of

M ain goals: knowledge regarding a

in-service

of communication and the model

training across

communication the training was I

4 weeks.

promotion of preventions with att
all types o f staff behaviour which
serve as antecedents for CB; wril
attitudes and beliefs about cause

management of communication c
rather than just a formal assessm
of communication skills and belie
external professionals.

Authors

Participants

Design

Training format

Training content & maii

Stancliffe

5 managers;

22 clients

2 days of

Training in active supp<

et al.

31 staff;

(2007)

MBLD across

in-service

group homes.

training;

attention to all typej

100 minutes

which might serve c

W ith FU.

of on-site

M ain goals: promotion

w riting skills.

training.
Van
Oorsouw
et al.

7 0 staff;

P re/ posttest.

# clients

W ith FU.

in-service

W ith control

training across

group.

5 weeks.

unknown

(2010)

5 days of

Training regarding beh
physical interventioi
M ain goals: knowledge
behavioural princip
aversive approache
and physical interve

Zijlmans
et al.
(2011)

6 0 staff;
31 clients

Pre/posttest. N o
FU. W ith con
trol group.

Person-focused.
2 days of
in-service
training;
3 coaching

intelligence and relc
behaviour and EQi

M ain goals: improve stc

by improving their e

sessions across

based on domains c

4 months;

mood, stress manag

1 evaluation
session.
Nofe. FU = follow up; MBLD = M ultiple Baseline Design

Training regarding the <

adaptability, intrape
interpersonal abilitie

3.3

Results

The results presented in Table 1 will be summarised below.
3.3.1

Participants

Participant numbers of intervention studies vary considerably across studies. Studies of
Campbell and Hogg (2008) and Lowe and colleagues (2007) for example included
more than 200 care staff, whereas Embregts (2002, 2003) focused at the effects
of respectively 7 and 6 care staff. The number of clients that were involved varied
comparably. Note that some studies did not report the number of clients involved.
The main reason is perhaps, because not every study related the effectiveness of
programmes to progress in client variables.
3.3.2

Design

Although only eleven studies were selected, a broad variety of designs was conducted
to assess training effectiveness. Overall, all studies used pre- and post-tests, and seven
studies also conducted follow-up measurements. Four studies involved external control
groups and four studies used multiple baselines, three studies did not report control
conditions.
3.3.3

Training format

Studies described different but also overlapping types of training format. Eight studies
used in-service/classroom training with varying lengths from 2 to 10 days. Two of
these eight studies offered additional forms of on-the-job coaching. The intervention
studies of Embregts (2002, 2003) concerned the effectiveness of coaching sessions
only. Moreover, three programmes required interspersed assignments or portfolio
writing. Interestingly, seven of the eleven programmes used person-focused training.
This means that participants focused on one or a few particular clients with CB during
the programmes. For example, the client's functional analysis of CB, support plan, and
individual challenges of care staff with that particular client had a central position in
these programmes. The study of Campbell and Hogg (2008) was the most different.
Their programmes concerned an open university course that was accredited with 15
ECTS.
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3.3.4

Training content and main goals

Knowledge
Seven articles aimed at increasing knowledge of care staff. Due to the selection criteria,
the content of theories overlapped to a large extent. Four programmes focused on
the core elements of positive behaviour support, such as behavioural assessment,
functional assessment, and the development of interventions. These programmes also
provided explanations about behaviour assessment reports, behaviour support plans,
and periodic progress reviews. Two programmes mainly provided knowledge that
explicitly focused on the CB of clients (e.g., behavioural principles, aversive, and nonaversive approaches) and excluded the development of health care plans or service
reviews. One programmes also provided information about recognizing symptoms
of trauma and the do's and don'ts of after-incident care. Finally, Smidt et al. (2007)
conducted a communication training. Knowledge was, therefore, limited to aspects of
communication model.
Skills
Nine studies aimed at improving skills. The type of skills varied, but could roughly
be divided in three categories: (1) preventive skills to treat CB, (2) reactive strategies
regarding CB episodes, and (3) skills in writing treatment plans. Preventive skills
contained all types of staff behaviour that might serve as antecedents of CB such as,
positive interaction, particular responses to resident's social behaviour, communicative
strategies, analysis of CB, client engagement in activities, and preventive acting
following the PBS plan. Reactive strategies and physical intervention training were
provided in four programmes. Training of reactive skills was never separated from
the provision of preventive strategies. Writing skills concerned a broad range like,
behaviour support plans, communication plans, basic behavioural recording, activity
and support plans, implementation plans, daily participation plans, and contribution
to period-service reviews.
Attitudes
Two studies explicitly paid attention to attitudes of staff regarding people with ID
and CB. Explicit means that attitudes were a separate and particular element in
the training programmes. Lowe et al. (2007) included elements that were related
to fundamentals of care (e.g., respecting service users), community profiling (e.g.,
promoting positive public awareness), and so called foundations of communication
(e.g., defining the communication process, motivation to communicate, and difficulties
with understanding). Smidt et al. (2007) emphasised that their communication
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training programmes was based on stafPs own beliefs on causes and management of
communication difficulties rather than just a formal assessment of communication skills
and beliefs of external professionals.
Staff awareness/reflection
Zijlmans et al. (2011) published the only study that mainly aimed to improve staff's
personal reflections. Their goal was to improve emotional intelligence, based on
domains concerning general mood, stress management capacity, adaptability,
intrapersonal skills, and interpersonal abilities.
3.3.5

Measures

Measures o f staff variables
Nine studies assessed treatment effectiveness based on changes in staff variables,
such as, attributions of CB, knowledge regarding CB, confidence in dealing with CB,
emotional responses to CB, emotional intelligence, the quality of physical intervention
techniques, the use of communication systems, use of praise and inappropriate
language of staff, responses contingent upon social behaviour of clients, staff help in
relation to client engagement, and satisfaction about the training programmes.
Measures o f client variables
Six studies assessed treatment effectiveness based on changes in client variables, such
as, observation of (in)appropriate target behaviour, recording of CB frequencies and
severity, and the use of psychotropic medication.

3.4

Discussion

The need for training to support staff serving clients with intellectual disabilities and
challenging behaviour is widely acknowledged. Staff intervention studies have indeed
contributed to evidence-based programmes aimed at establishing the necessary
knowledge and intervention skills. The present brief report took stock of 20 years of
staff-training research with particular attention to (1) staff attitudes towards clients with
ID and CB, (2) staff awareness of the impact of their own emotional processes and
interaction styles on the occurrence of CB and (3) the inclusion of client perspectives
in the evaluation of staff training programmes.
The present inventory revealed two trends. First, attention to staff-client relationships
is rarely part of staff-training programmes. That is, consideration of staff attitudes and
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staff awareness were not among the main issues of the staff-training programmes that
were examined in this study. As long as the main focus of staff-training programmes
remains upon knowledge and skills alone, it is debatable whether optimal staff-client
interactions can be achieved by training. After all, staff-client interactions are reciprocal
of nature. That is, client behaviour (e.g., CB) can affect staff reactions (e.g., stress,
anxiety) but, also conversely, staff behaviour (e.g., emotional behaviour) can affect
client reactions (e.g., misunderstanding of emotions and CB, see Hastings, 2010). CB
is thus the outcome of the interaction between client factors and staff factors (Nijman,
et al., 1999). To improve the quality of the interaction and relationship between client
and staff, staff must therefore be aware of not only isolated client variables (e.g.,
knowledge about psychopathology or how to control physical outbursts) but also
relevant staff variables (e.g., staff emotional behaviour, staff stress triggers).
The second trend was that there was no attention whatsoever to the perspectives
of clients in the evaluations of the staff training programmes. Clients with mild to
moderate ID are certainly able to express their feelings about the quality of the care
they receive from staff (e.g., Clarkson, et al., 2009; Roeleveld, et al., 2011), but the
present inventory showed none of the reviewed studies to include outcome measures
which take the perspective o f the client into account. Some 50% the studies measured
the frequency and severity of CB, but the experiences of the clients themselves were
not considered or reported. This finding supports one of the recommendations made
by Hastings (2010) for future research on support services for clients with ID. Hastings
maintains thatvarious dimensions of the relationship between clients and staff should be
measured in addition to existing staff measures. The perspective of the client regarding
the quality of the interactions and relationships with staff and other care professionals
should thus be incorporated into staff-training programmes, staff management, and
the evaluation of such.

3.5

Conclusion

Based on a 20-year inventory, the content and evaluation of staff training might not
yet be suitable for optimal improvement of staff-client interactions. Aspects raised by
Hastings (2010) considered important for the improvement of staff-client interactions
do not belong to the main focus of programmes yet. As long as programmes mainly
aim at increasing knowledge and skills alone, it is debatable whether improvement
of staff-client interactions are achievable by education. Also, clients should no longer
be excluded in the evaluation of education since an unknown and rich source of
information might be missed.
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Training staff to manage challenging behaviour

This chapter is published as:
Van Oorsouw, W.M.W.J., Embregts, P.J.C.M., Bosman, A.M.T., &Jahoda, A. (2010).
Training staff to manage challenging behaviour. Journal o f A pplied Research in
Intellectual Disabilities, 23, 192 - 196

Abstract
A training package for staff working with clients presenting challenging behaviour was
developed to 1) increase their knowledge regarding challenging behaviour, and 2) to
improve the quality of physical intervention techniques. The latter aim was intended
to reduce staff anxiety about dealing with incidents and limit physical risk of injury to
both clients and themselves. Sessions concerning theories of challenging behaviour
were combined with physical intervention training. Effectiveness was assessed using
knowledge questionnaires and observation of staff skills. Training effectiveness was
tested in a pre-posttest control group design. The training programmes proved to
be effective. Staff knowledge of challenging behaviour and the quality of physical
intervention techniques increased significantly. Scores remained above pre-test levels
at follow-up. Care staff evaluated the training positively.
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4.1

Introduction

Prevalence rates of severe challenging behaviour in populations of individuals with
intellectual disabilities (ID) range from 7.8 to 12.1% (Emerson & Bromley, 1995).
Staff have consistently stated that clients' challenging behaviour is one of the
most stressful aspects of their job (e.g., Hofton, et al., 1995). Those working with
individuals presenting frequently challenging behaviour have also been more likely
to report feelings of emotional exhaustion, depersonalisation, and irritation (Mitchell
& Hastings, 2001), and are at greater risk of burnout and physical health problems
(Jenkins, et al., 1997).
Staff who lack knowledge about the possible causes of people's challenging behaviour
and lack confidence to deal with incidents are more likely to be negatively affected
when working with challenging clients (Allen & Tynan, 2000). Therefore, effective
staff training requires both preventive and reactive strategies (Grey, et al., 2007).
Increasing staff s level of knowledge and understanding of challenging behaviour may
help them to reduce the likelihood of incidents occurring in the first place. Moreover,
if staff are more sensitive to clients' needs this might lead to better relationships (Carr
et al., 1994). However, implementing positive strategies is difficult when staff feel
threatened, insecure, or scared (Allen & Tynan, 2000). Consequently, it is generally
recognised that staff also need skills in reactive strategies when, despite their best
efforts, more proactive strategies have failed to prevent challenging behaviour
(Murphy, et al., 2003).
In the present study, we developed an in service training for staff working with clients
who present severe challenging behaviour. Lessons concerning theories of challenging
behaviour were combined with training in the use of physical interventions. The aim
was to increase staff's knowledge of challenging behaviour and to improve the quality
of their physical intervention techniques. Due to the fact that staff appraisals of the
training would be likely to affect their willingness to put into practice what they have
learned (Lazarus & Folkman, 1984), an additional aim was to assess whether or not
the staff approved of the course.

4.2

Method

4.2.1

Participants

Participants were 70 care-staff members (19 men and 51 women) working in residential
homes (n = 60) or daycare centres (n = 10) for clients with ID in the South-West of
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the Netherlands. Their ages ranged from 20 to 55 years (M - 31.46, SD - 8.89),
and their experience of working in services for people with ID ranged from 0 to
38 years (M = 8.36, SD = 6.69). None of them had participated in a comparable
training programmes regarding the management of challenging behaviour for at least
two years. Participants in the experimental (n = 35) and control groups (n = 35) were
matched in terms of i) their particular role (e.g. regular staff vs. personal tutor), and ii)
the level of intellectual disability of the individuals they were supporting. There was also
an attempt to have a similar gender balance across groups (Experimental: 10 men, 25
woman; Control: 9 men, 26 woman), and ensure that they worked in similar settings
(Experimental: 32 home, 3 day care; Control: 28 home, 7 day care), and were of a
similar age (Experimental: M = 31.0, SD = 8.6; Control: Al = 31.9, SD = 9.5).
It was the policy of the Institute where the participants worked that all untrained
care staff and all new care staff were required to enrol in the training programmes.
Managers were asked to assign their care staff to the training course. Care staff were
enroled on a first come and first served basis. Care-staff members 1 to 17 constituted
the first training group, and care-staff members 18 to 35 constituted the second training
group. From the remaining group of untrained care staff, we selected 35 care staff,
who made up the two non-intervention groups (17 and 18 participants, respectively).
All members of the control group were trained after this study was finished.
Participants all worked with clients with ID and severe forms of challenging behaviour.
The level of clients' ID was assessed by means of the WISC-RN, the Kaufman
Intelligence Test, or the Vineland Adaptive Behaviour Scale. Severity of ID ranged from
mild (25%), to moderate (40%), to severe (36%). Clients' chronological ages ranged
from 12 to 71 years (M = 36.6; SD = 15.1). Psychiatric diagnoses most prevalent
were autism (53%), mood disorders (22%), and impulse control disorders (17 %).
4.2.2

Measures

Challenging-behaviour knowledge
Existing questionnaires regarding knowledge of behavioural principles did not address
the specific topics covered in this training programme. The questionnaire used in this
study was developed with the help of a group of experts including clinicians, managers,
teachers and researchers. In-depth interviews and discussions about the aim of each
topic covered in the training resulted in a list of seven questions (e.g., 'W hy is it difficult
for clients with ID to control their impulsive behaviour?') and a manual for scoring. Raw
scores for each of the seven topics were transformed into standardised scores for each
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question from 0 - 1 , with a possible overall score from 0 - 7. Inter-rater reliability was
calculated for the scores given to a quarter of the sample's responses, and a kappa
coëfficiënt of 0.80 was obtained.
Q uality o f physical intervention techniques
To our knowledge, there is no existing standardised observation manual for the
assessment of the staff physical intervention skills. Consequently we developed
one ourselves. Each participant was asked to demonstrate six physical intervention
techniques in front of a video camera. Prior to the demonstration of each technique,
the experimenter gave a Standard instruction. For example, 'In a minute, I w ill play
the role o f an aggressive client and I w ill try to hit you with my right arm. Please
respond to me in a way that seems appropriate to you'. Video analysis required the
development of an event recording registration form. Each technique consisted of a
number of elements that were evaluated separately. The total score for each of the six
techniques was the number of correctly executed elements.
Raw scores for the quality of each of the six techniques were also transformed into
standardised scores ranging from 0 - 1, with a possible overall score ranging from 0 6. Inter-rater reliability was obtained between two of the authors on 12 observations,
with a kappa coëfficiënt of 0.93. To assess the clinical validity of the observation
manual a quarter of the videotaped observations of the experimental group (9 video
tapes) were reviewed by three licensed and clinically experienced trainers. The scores
given by each trainer for the observations were significantly correlated with the scores
given by the researcher, with a mean Pearson's r of 0.59 (min. = .52 and max. =
•62). The significance level of p < .01 indicated a reasonable overlap between the
evaluations of the researcher and those of the clinical experts.
Acceptability o f training
Participants' satisfaction with each of the training topics was assessed by asking them
to rate their level of agreement with the following statements: (1) I have learned a
lot about this topic, (2) The theory was clearly explained, (3) This topic is relevant to
the management of challenging behaviour, (4) Sufficiënt time was given to this topic.
Agreement was expressed on a 5 point Likert scale (1 = absolutely disagree, 2 =
disagree, 3 = neutral, 4 = agree, 5 = absolutely agree).
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4.2.3

Training

The training programmes consisted of seven sessions of three and a half hours
concerning the theory of challenging behaviour and five sessions of one and a half
hours concerning physical intervention training. Clinical experts carried out the
training, which included small group exercises, guided discussions and role play. The
theoretical issues concerned (i) thecauses of challenging behaviour, (ii) the topography
of challenging behaviour and signs of escalating problems, and (iii) recognising the
symptoms of trauma and how to care for colleagues after incidents have occurred.
The physical intervention skills were taught by two clinically experienced trainers,
with the aim of improving the following six areas: (1) basic posture, (2) transfer, (3)
sidestep, (4) how to respond to a client who attempts to hit a staff member, (5) how
to respond to a client who attempts to grasp a staff member by the throat (6) how
to respond to a client who attempts to grasp the wrist of a staff member. The trainer
explained the techniques verbally and demonstrated them. Participants then practiced
the techniques while the trainer observed. By means of modelling and the provision
of verbal feedback the participants were helped to acquire the desired techniques.
4.2.4

Design

A quasi-experimental pretest-posttest control group design was used. The experimental
group consisted of the two intervention groups and the control group consisted of the
two non-intervention groups. The pretests in the experimental group were conducted
prior to the start of training and on the first day of training. In the sa me week, the pretests
were administered to each of the participants in the control group. The experimental
group then received in service training, one day a week for five consecutive weeks.
Each training day lasted 6.5 hours. Both training groups received identical training
programmes, presented by the same trainers. The control group did not receive any
intervention. At the end of the last training day participants from the experimental
group completed the posttests. Control group participants completed the post test at
approximately the same time as the experimental group. A three to five month followup assessment was only carried out with the experimental group. Training acceptability
forms were completed at the end of the training days by participating care staff.
4.2.5

Fidelity to the training manual

The researcher attended all the training sessions and recorded which theoretical topics
and physical intervention techniques were actually taught. This allowed the content
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of the training sessions to be compared with the scheduled training programmes
characteristics. Results showed that all of the theoretical topics and physical intervention
techniques were introduced and discussed as planned, indicating a high level of
training fidelity.

4.3

Results

Data were collapsed across the two training groups, to increase the power of the
analysis. A 2 (group: experimental vs. control) X 2 (assessment scores: pretest vs.
posttest) analysis of variance (ANOVA) on the mean standardised scores was used
to examine the impact of training. Group was treated as a between-subjects variable
and assessment scores as a within-subjects variable (repeated measure). Follow-up
data was only collected for the experimental group. Therefore, a repeated measures
(pretest vs. posttest vs. follow-up) one-way ANOVA was conducted with the follow-up
data.
4.3.1

Knowledge regarding challenging behaviour

The effect o f training
Table 1 shows the groups' mean scores on the knowledge questionnaire. Significant
main effects were found for group (F(l, 68) = 27.35, p < .001) and knowledge
scores (F(l, 68) = 85.69, p < .001). There was also a significant interaction (F(l,68)
= 82.58, p < .001) between group and knowledge scores. Post-hoc t tests were
conducted on the experimental and control groups' assessment scores. For the
experimental group, posttest scores were significantly larger (t\34) = 11.35, p < .001)
than pretest scores. For the control group, no significant differences (/(34) = .14, p
= .89) were found between pretest and posttest scores. Mean pretest scores of both
groups were comparable (/(68) = .00, p = 1.00), posttest scores of the experimental
group were significantly larger (t[68) = 7.90, p < .001) than posttest scores of the
control group. Thus participants who were trained demonstrated an increase in their
knowledge of challenging behaviour.
The experimental groups' knowledge at follow-up
A significant main effect was obtained (F(l, 31) = 54.15, p < .001). Post hoc t tests
indicated that follow-up scores were significantly larger (f(31) = 5.68, p < .001) than
pretest scores and significantly smaller (f(31) = 5.36, p < .001) than posttest scores.
This suggests that the participants' level of knowledge remained significantly higher
than it had been before the start of training, but that there had been a deterioration
since the end of training.
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Table 1
Pretest, Posttest, and Follow-up Scores on the Knowledge Questionnaire and the
Physical intervention Test (PI)
PI

Knowledge
n

M

SD

M

SD

Pretest

35

2.20

1.01

1.96

.56

Posttest

35

2.22

1.04

1.98

.61

Pretest

35

2.20

.71

2.17

.62

Posttest

35

4.52

1.37

4.27

.85

Follow-up

32

3.26

.97

3.31

.45

Control Groep

Experimental groep

4.3.2

Quality of physical intervention techniques

The effect o f training
Table 1 shows the mean skill scores for the groups' physical intervention techniques.
Significant main effects were found for group (F(l, 68) = 54.99, p < .001) and skill
scores (F{1, 68) = 176.67, p < .001). A significant interadion (F(l ,68) = 171.78, p < 001)
was obtained between group and skill scores. Post-hoc Mests were conducted on the
scores of the experimental and control groups. For the experimental group, posttest
scores were significantly larger (f(34) = 15.61, p < .001) than pretest scores. For the
control group, no significant differences (/(34) = .17, p = .86) were found. Mean
pretest scores of both groups were comparable (f{68) = 1.52, p = .13), yet posttest
scores of the experimental group were significantly larger (/(68) = 12.96, p < .001) than
those of the control group. Thus training appeared to increase participants' skills.
The experimental group's intervention skills at follow-up
A significant main effect was found for participants' skills scores (F(l, 31) = 1 15.54,
p < .001). Post hoc t tests indicated that follow-up scores were significantly larger
(f(31) = 9.16, p < .001) than pretest scores and significantly smaller (f(31) = 6.50,
p < .001) than posttest scores. Thus, in a similar vein to the knowledge scores, the
participants had retained some benefit from their training but their skills had eroded
with the passage of time.

86

Aggression-manogement training

4.3.3

Acceptability of training

The 5-point Likert scales were completed anonymously, and only group-level data
can be reported. The mean score for the item 'I have learned a lot about this topic'
was 3 .8 7 (SD = .39); for 'The theory was clearly explained' it was 4 .0 7 (SD = .34);
for 'This topic is relevant to the management o f challenging behaviourJ itw as 4.14
(SD = .32), and for 'Sufficiënt time was given to this topic' it was 3.32 [SD = .25). Thus,
care-staff members' evaluation of the training programmes ranged from acceptable
to good.

4.4

Discussion

The findings showed that the present training resulted in increased knowledge about
challenging behaviour and led to improvement in the participants' observed skills in
using physical intervention techniques. However, the knowledge and skills that were
obtained had deteriorated somewhat by the three to five month follow-up assessments.
This suggests that further short courses may help care staff to maintain the gains they
make in training. Maintaining engagement with staff should not be a challenge as the
participants were satisfied with the course, and said that they would recommend the
training to their colleagues.
This study has a number of implications for future research. Firstly, if possible, a
replication of this study should use an improved design in which participants are
randomly allocated to experimental and control groups. Secondly, it would be helpful
to examine whether participating in a training programme of this nature actually helps
to improve care-staff members' self-confidence and wellbeing, as suggested by Allen
and Tynan (2000). The other key question concerns the transfer of the knowledge and
skills from in service training to everyday practice. In particular, it would be interesting
to investigate whether additional coaching in the workplace helps to achieve this
transfer (Van Oorsouw, et al., 2009). Finally, knowing what one should do is quite
different from putting knowledge or skills into practice in highly charged and emotional
situations, when challenging behaviour is occurring. As mentioned earlier, severe
challenging behaviour causes an increase in emotional exhaustion and burnout of
care staff (Jenkins, et al., 1997; Mitchell & Hastings, 2001). This emotional context
is another consideration for future research into training about the management of
challenging behaviour. The challenge is to help staff learn how to maintain control
over their emotions in challenging situations, without reducing their sensitivity to and
respect for the individuals that they are working with.
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Chapter 5
Writing about stress: The impact of a stressmanagement programme on staff accounts of
dealing with stress

This chapter is accepted for publication as:
Van Oorsouw, W.M.W.J., Embregts, P.J.C.M., Bosman, A.M.T., & Jahoda, A. (in
press). Writing about stress: The impact of a stress management programmes on staff
accounts of dealing with stress. Journal o f A pplied Research in Intellectual Disabilities

Abstract
Helping staff serving clients with ID and challenging behaviour to cope with stress
has implications for their own wellbeing and for the lives of those they support. This
study examined care-staff members, views of stress and the effectiveness of a stressmanagement intervention. Effectiveness was assessed using written assignments
regarding stress-management and changes in views presented were tested in a preposttest control-group design. In the first phase, a content analysis was conducted
across groups, which revealed that participants expressed a broad variety of views
about stress and coping mechanisms, with considerable individual differences. In the
second phase, a more fine grained quantitative analysis was conducted to assess
training effectiveness. Results showed an increase in the proportion of copingstrategies
referred to by the experimental group post training. This positive change remained at
follow-up. The results of the content analysis and the outcome data have implications
for staff training.

92

Stress-management training

5.1

Introduction

Compared to other groups of professionals, care staff in mental health care appear
to have one of the highest levels of work-related stress (Edwards & Burnard, 2003).
Frequently reported organisational sources of stress include job demands, poorly
defined roles, and the team climate within the organisation (Rose, 1993; Rose, et
al., 2003; Rose & Schelewa-Davies, 1997). Stress levels of staff serving clients with
intellectual disabilities (ID) and challenging behaviour appear to be particularly
severe/high (Jenkins, et al., 1997; Mitchell & Hastings, 2001).
The negative impact of staff stress on their own wellbeing and that of their clients has
been the subject of a great deal of discussion. Paradoxically, high levels of stress,
linked to negative emotional reactions to challenging behaviour, may increase the
risk of staff responses that help to maintain clients' challenging behaviour (Hastings &
Remington, 1994). Moreover, such negative emotional reactions can have a corrosive
effect on staff's wellbeing (Mitchell & Hastings, 2001; Olshevski, Katz, & Knight,
1999). Therefore, it is commonly acknowledged that staff need specific and intensive
training to manage their feelings and behaviour in relation to the challenging behaviour
of the clients they support. Goals of professional training should not be restricted to
improved behavioural knowledge and more positive attributions (Bromley & Emerson,
1995). Additionally, staff might also need training in understanding and awareness of
stress-related symptoms, appraisal processes, and coping abilities regarding stressful
events (Lazarus & Folkman, 1984; Olshevski, et al., 1999; Van der Hek & Plomp,
1997; Whittington & Wykes, 1996).
Psychological support programmes to alleviate staff stress, based on the principles
of behavioural analysis, sometimes in combination with models of positive behaviour
support, have already been evaluated (Whittington & Burns, 2005). These intervention
studies usually focus on staff behavioural knowledge, staff attributions about causes
of challenging behaviour, self-efficacy, causal beliefs, and staff emotional reactions
(Tierney, et al., 2007). Tierney et al. (2007) added a day's training about symptoms
of stress and ways of dealing with it. In line with Tierney et al. (2007), Hastings and
Remington (1994) have proposed a form of stress inoculation training that focuses on
coping strategies like self-instruction, problem solving and relaxation. Threat perception
differs among individuals, as does the ability to deal with threat (Lazarus & Folkman,
1984). Moreover, different individuals use different learning styles to integrate new
knowledge and skills (Kolb, 1976a). Rose et al. (2003) recognised these individual
differences and argued that staff training needs to provide different entry points to
knowledge and coping strategies, to help alter the way different care staff view and
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cope with particular stressors. The variation among individuals is also reflected in the
fact that work-related stress management interventions seem to use an eclectic mix of
meditation, time management, relaxation, cognitive coping strategies, bio-feedback,
practical exercises, and individual counselling (Edwards & Burnard, 2003; Van der
Hek & Plomp, 1997).
In the present study we designed and evaluated a 4-day in-service stress-management
training for staff serving clients with IDand challenging behaviour. Staff who participated
were familiar with programmes based on behavioural principles (see Van Oorsouw, et
al., 2010). However, they had not yet participated in programmes regarding stressrelated symptoms, causes, consequences, and coping abilities in stressful situations.
The training covered relevant theory as well as consisting of practical exercises. Our
programme drew on on different publications about the effectiveness of in-service
training for staff (Lazarus & Folkman, 1984; Tierney, et al., 2007; Van Oorsouw, et
al., 2009). We did not assume that our programmes would lead to changes on distaloutcome variables such as emotional reactions and feelings of burnout. Such outcomes
require in-service training combined with more intensive coaching-on-the-job. From this
perspective, the main goal of our in-service training was to affect changes in carestaff members' insight into their own stress management, thereby making them more
receptive to future coaching-on-the job.
Two groups of participants took part in this study, an experimental group who received
the stress management intervention and a waiting list control group. The participants
views about stress were obtained using a novel written assignment, which simply
involved them being asked to write about how they dealt with stress. This resulted
in the study having two phases. The first phase involved a content analysis to obtain
staff's own views about stress. The second phase consisted of a quantitative analysis
of the content of the participants' accounts, to examine whether this changed as a
consequence of taking part in the intervention.

5.2

Method

5.2.1

Participants

Sixty-two care-staff members participated in this study. All participants were working
in residential homes or daycare centres for clients with ID run by a service provider in
the South-West of the Netherlands. None of them had participated in a comparable
training programmes regarding management of stress in the past. Participants in
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the experimental (n = 31) and control groups [n = 31) were matched in terms of i)
their particular role (e.g., regular staff vs. personal tutor), ii) work setting, and iii)
the severity of ID of the individuals they were supporting. Demographic information
about the entire sample, the experimental and control groups, are presented in Table
1. The two groups had a similar gender balance and were of similar age. It is also
noteworthy that the two groups had similar levels of educational attainment.
All care staff participating in the study worked on a daily basis with clients with ID.
Scores derived from WISC-RN and Kaufman Intelligence Test assessments indicated
that 48% the clients had mild to moderate levels of ID (IQ scores between the range
of 4 0 to 70). Developmental ages derived from Vineland Adaptive Behaviour Scale
scores were available for the remaining clients (52%), and indicated that these clients
were functioning at severe levels of ID. Based on clinical records, daily reports and
assigned financial support scales from the Dutch government, the clients' challenging
behaviour was categorised as being severe. Challenging behaviour mainly consisted
of physical and verbal aggressive threats and acts that were aimed at both care
staff and other clients. Clients with more severe ID also presented with self-injurious
behaviour. Due to the longstanding nature of these clients' difficulties, it could not be
expected that their challenging behaviour would decrease in the near future. Care
staff, therefore, had to learn how best to deal with it.
The policy of the service provider was to send care staff to the stress management
course, managers assigned care staff to the training. The course adopted a group
format and staff were enrolled in groups as they were sent for training. As a result,
care-staff members 1 to 8 constituted the first training group, care-staff members 9 to
23 constituted the second training group, and care-staff members 24 to 31 constituted
the third training group. Based on a number of matching criteria, we selected 31
care-staff members from the remaining group of untrained care-staff members, who
constituted the three non-intervention groups (8, 15, and 8 participants, respectively).
Although participants were not assigned on a random basis to the experimental
and control group, it is unlikely that motivation to participate affected the outcomes
differentially because eventually all care staff had to be trained. The members of the
control group thus received their training after the study was finished.
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Table 1
D em ograph ic Inform ation o f Participants

Whole sample

Experimental group

Control group

62

31

31

Men

15

8

7

Women

47

23

24

M

34.28

33.9

34.7

SD

10.26

9.6

11.0

M

11.2

11.2

11.2

SD

9.3

9.2

9.6

Intermediate vocational

43

21

22

Univ. Applied Sciences

17

8

9

Univ. Master's degree

2

2

0

Regular staff

23

12

11

Personal tutor

39

19

20

Homes

49

25

24

Daycare

13

6

7

n

Gender

Age (years)

Working experience (years)

Level of education

Role

Work setting

5.2.2

Measure

Self-aw areness re g a rd in g p e rso n a l stress m anagem ent

To our knowledge, there is no standardised measure that assesses self-awareness
regarding personal stress management. We, therefore, developed an instrument to
establish feelings, experiences, and/or insights dominating the participants' thinking
with respect to stress management. To avoid biasing participants' responses through a
particular line of questioning, a more open-ended written assignment was developed.
The assignment was introduced with a short narrative, explaining that all human
beings sometimes experience events that cause feelings of stress and loss of control.
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After this brief introduction, participants were invited to write down in their own words
h°w they observed, analysed, and/or reacted to stress. The instruction emphasised
that all responses, of whatever length and content, were allowed. An example of a
completed assignment at pre- and posttest is shown in Table 2.
Table 2
Example o f Responses on the W riting Assignment. Pre- vs. Post-test
Pre-test

Post-test

I become insecure and feel myself

When I lose my balance, I do feel

little and vulnerable. A feeling o f

myself little and vulnerable and alone.

discomfort... Ibreath quietly. I increase

I have created a defence mechanism.

my power by imaging myself as being

By using aggression, I keep people

self-assured. A kind o f arrogance,

at a distance when I am afraid

which can lead to a stoic attitude

that they w ill try to hurt me. This is

a n d /o r behaviour.

based on experiences from the past.
Nowadays, I try to stay calm and to
trust on my im agined self-assurance.

5.2.3

Training

The intervention consisted of a 4-day in-service training programmes for care
staff. Training days were scheduled over a period of three months to provide the
participants some time in between sessions to reflect on the different topics covered in
the programmes and apply the ideas in practice. The four training days were divided
in to eight times three hour sessions. The training was provided by two trainers, who
both worked at the institute. One was a clinical therapist and the other a manager
with ample coaching and training experience. Knowledge, insight, and skills were
taught by using a varied package of training techniques, such as lectures, modelling,
role play, verbal feedback, and group discussions. Lessons about relevant theory
were alternated with physical and cognitive exercises (e.g., breathing techniques,
role-plays). Using this range of approaches helped to maintain the participants'
engagement and concentration.
The course content is described in Table 3. Six sessions were spent on topics regarding
observation of stress signals and analyses of stress triggers. The goal of the sessions
was to make staff realise (a) what they feel, do, and think when they are stressed,
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and (b) what factors might trigger their individual stress reactions. Topics that were
taught and discussed in these sessions were stress physiology, thoughts and feelings,
transference/countertransference, and pitfalls. Four sessions were spent on practical
exercises to combat stress, with regular short practice sessions interspersed throughout
the rest of the programme. The aim of the sessions on intervention was to provide staff
with strategies they could use to prevent stress or recover after stressful situations have
occurred. In these sessions, participants were made familiar with different techniques,
like heart rhythm variability coherence feedback (McCraty & Childre, 2010) breathing
techniques, relaxation, resolving conflicts, personal values, and the effect of practical
actions like doing sport, sharing, and being aware of personal boundaries. Heart
rhythm variability coherence feedback is a form of biofeedback training that has
been pioneered in the USA. This biofeedback training aims to facilitate the learning
of self-regulation skills regarding stressful situations (McCraty & Childre, 2010). The
last session provided an overview of what was taught in the programme and aimed to
bring the different elements together as an integrated whole.
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Table 3
Course Content
Day 1

Day 2

Day 3

Day 4

Morning programmes
•

Introduction

•

Stress

to notice

/ counter-

action,

physiology

thoughts,

transference

setting goals

•

Learning

•

Tranference

•

Committed

feelings and

according to

sensations

values1

without
judging1
Afternoon programmes
•

Strengths and

•

•

Recognise,

pitfalls

accept and

Lecture

embrace

•
•

Resolve

•

Review, bring

conflicts

together the

Clarify

different
elements as

heart rhythm

previous

personal

variability

private events 1

va lues1

integrated

coherence

whole

feedback
Practice during the entire day
•

Breathing
techniques

•

Heart rhythm

•

Heart rhythm

•

Heart rhythm

variability

variability

variability

coherence

coherence

coherence

feedback
training

O

feedback
•

•

training

9

feedback
training2

Note. 1 Elements from the Acceptance and Commitment Therapy (Hayes, Strosahl, & W ilson, 2 0 0 4 ),
Note.

5.2.4

which is based on the Rational Frame Theory
Using^the emW ave Personal Stress Reliever (www.heartm athbenelux.com ; (M cCraty & Childre,

Fidelity to the training manual

One of the authors and a master student in psychology were present during all training
sessions. These observations allowed us to compare the content of the training sessions
with the scheduled training programmes. The data showed that all of the sessions were
introduced and discussed as planned, indicating good fidelity of the manual.
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5.2.5

Design & procedure

A quasi-experimental pretest-posttest control group design was used. Pretests of the
experimental group were conducted before the first day of training. In the same week,
the pretests were administered to each of the participants in the control group. Before
the assessments, participants were informed about the fact that their assignments
wou ld remain anonymous. The experimental group then received their 4-day training.
All training groups received identical training programmes, conducted by the same
trainers. The control group did not receive any type of intervention. At the end of the
last training day participants from the experimental group completed the posttests.
Control group participants completed the posttest at approximately the same time as
the experimental group. A 6-week follow-up assessment was only carried out with
the experimental group. Questionnaires about the acceptability of training were
completed at the end of each training day. The data from the three training groups
were collapsed to increase the power of analysis.

5.3

Phase 1: Qualitative analyses

5.3.1

Preparing data for qualitative content analysis

To prepare data for analyses, written assignments were uploaded into Atlas-ti, a software
package for qualitative data analysis (Friesse, 2012). A categorisation system was
developed to code the content and meaning of utterances that participants made when
writing about their stress-management processes. The first step of the categorisation
process was to divide the written story in separate, meaningful utterances. This resulted
in 727 different utterances in the Atlas-ti database. Next, all utterances expressing
similar views were grouped together. For example, the utterances 'talking to others is
my solution' and 'it helps me to talk with family and friends' were combined under the
heading 'talking with others'. As a result of the categorisation process, 727 utterances
were grouped in 48 clearly defined headings. Then, related headings were grouped
under broader categories. For example, the headings 'talking to others and asking
and accepting help' were combined in the subcategory labelled 'social support. This
third step in the categorisation process grouped all 48 headings under 13 different
subcategories. Finally, the 13 subcategories were merged into three main categories.
The content of the final categorisation process is described in the results section, and
short quotes from the assignments will be used to illustrate some of the types of view
expressed.
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5.4

Results and conclusions

Content analysis: This will present the findings from the content analysis of the
participants' accounts under the three broad categories of: (1) Stress Signals, (2)
Stress Triggers, and (3) Coping Strategies.
5.4.1

Stress signals

Subcategories and related headings of main category 1 are listed in Table 4. The
main category is called Stress Signals and concerns signs of any kind that were
interpreted by participants as symptoms of stress. The main category Stress Signals
consists of the four sub-categories described below.
Table 4
Categorisation o f Stress Signals
Sub categories___________ Headings
Physical symptoms

Breathing; Heart; Sleep; Sweating/getting hot; Physical
discomfort; Restlessness; Appetite; Speech.

Cognitive signs

Brooding; Problems with concentration.

Emotional signs

Feeling uptight; A rush of adrenaline; A lack of energy;
A sense of being out of control; Unhappy; Feeling
restless; Feeling anti-social; Moody/emotional.

Environmental signals_____ The environment responses
Note 1. A ll utterances from the written assignments were grouped under one o f the headings. Headings
were then grouped under one o f the subcategories. The subcategories in Table 4 belonged to
the main category Stress Signals. Examples or accom panying utterances are described m the
resultssection o f study one.
Note 2. Assignments were written in Dutch. The Table shows the best fitting translations.

Physical signs
Physical signs of stress were descriptions of typical physical sensations such as pain,
discomfort, or other bodily changes. References to these symptoms were grouped into
eight different headings. (1) Breathing (my breathing stops now and then); (2) Heart
( my heart beats faster); (3) Sleep (/ find it difficult to get to asleep); (4) Sweating
/ getting hot; (5) Physical discomfort (my legs feel weak / I get a headache); (6)
Restlessness (/ find it difficult to sit still); (7) Appetite (/ cant eat much); and (8) Speech
(/ talk more loudly).

101

Cognitive signs
The subcategory cognitive signs contained utterances and headings referring to
problems with thinking and changes in thinking style. Two headings emerged: (1)
Brooding (/ am worried); and (2) Problems with concentration. Utterances regarding
concentration difficulties were more focused on problems with thinking clearly, such as
my mind wanders or I am confused.
Emotional signs
Participants described eight different types of emotional signs: (1) Feeling uptight (like
I am out ofbreath); (2) A rush of adrenaline; (3) A lack of energy (/ can't be bothered
to do things); (4) A sense of being out of control (/ need to try and stay in control);
(5) Unhappy (/ dont feel at ease anymore / l've lost my sense o f humour); (6) Feeling
restless (/ need to do something / 1become impatienl); (7) Feeling anti-social (/ want to
cut myself o ff from other people); and (8) Moody / emotional. The latter subcategory
contained a large number of references to feeling angry, agitated or irritated.
Environmental signs
This subcategory concerns participants' reflections that other people's behaviour
towards them had made them aware of their level of stress. This includes the examples.
I notice that people have stopped listening to me / other people notice that I am
stressed and they ask whether I want to talk about it.
5.4.2

Stress causes

The possible causes of stress described by the participants are listed in Table 5 under
three subcategories, namely, work-related triggers, home-related triggers and personal
characteristics.
Work-related triggers
The three types of work related stress mentioned by participants were: (1) Workload (/
feel under pressure to finish jobs); (2) Colleagues (there's a lot o f negativity in our team
/a la c k o f back up from my colleagues); (3) Client's challenging behaviour (a serious
incident / working with a new client with possible challenging behaviour).
Home-related triggers
Participants identified two causes of stress linked to their personal lives: (1) Distressing
life events; and (2) A lack of leisure time / relaxation (/ don't have time to see my
friends).
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Table 5
Categorisation o f Stress Causes
Sub categories

Headings

Work-related triggers

Workload; Colleagues; Client's challenging behaviour.

Home-related triggers

Distressing life events; A lack of leisure time / relaxation.

Personal characteristics

A wish to remain in control; Perfectionism; Painful past
experience; Social sensitivity; Difficulty coping with
uncertainty.

N ote 1. A ll utterances from the written assignments were grouped under one o f the headings. Headings
were then grouped under one o f the subcategories. The subcategories in Table 4 belonged to
the main category Stress Signals. Examples or accompanying utterances are described in the
resultssection o f study one.
N ote 2. Assignments were written in Dutch. The Table shows the best fitting translations.

Personal characteristics
Participants described five types of personality traits and past experiences that they feit
contributed to their stress: (1) A wish to remain in control (/ become upset when things
don't go according to plan); (2) Perfectionism {/ want everything to be perfect, and I
put myself under a lot o f pressure); (3) Painful past experience; (4) Social sensitivity
(/ om sensitive to other people's reactions / 1don't feel understood); and (5) Difficulty
coping with uncertainty (/ feel insecure when I don't know what to expecf).
5.4.3

Coping strategies

The third and final category is about how participants talked about preventing stressful
situations or coping, and recovering from such situations. We grouped the headings
into six different subcategories listed in Table 6.
Physical interventions
Three types of physical intervention were described: (1) Breathing techniques {/ try
to reduce my stress by controlling my breathing); (2) Physical activity (taking my dog
for a walk); and (3) Heart Rhythm Variability Coherence feedback training (/ practice
improving my heart-rhythm variability coherence (McCraty & Childre, 2010)).
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Table 6
Categorisation o f Coping Strategies
Sub categories

Headings

Physical interventions

Breathing techniques; Physical activity; Heart Rhythm
Variability Coherence feedback training.

Cognitive interventions

Think / rationalise; Reflection; Put in perspective;
Recognising the signs.

Seek distraction / wait

Distraction; Time out / distance; Time for myself/
relaxation.

Planning and priorities

Making priorities; Making plans; being organised.

Confrontation

Dealing with it.

Social support

Talking with others; Ask for help from others or accept
help; Teil other people what you can cope with.

Note 1. A ll utterances from the written assignments were grouped under one o f the headings. Headings
were then grouped under one o f the subcategories. Tne subcategories in Table 4 belonged to
the main category Stress Signals. Examples or accom panying utterances are described in the
resultssection o f study one.
Note 2. Assignments w ere written in Dutch. The Table shows the best fitting translations.

Cognitive interventions
There were four types of cognitive interventions: (1) Think / rationalise (/ try to work
out what went wrong); (2) Reflection; (3) Put in perspective (/ have learned to take
things with a pinch o f sali); (4) Recognising the signs (knowing the signs o f becoming
stressed helps me prevent a build up).
Seek distraction / w ait
This subcategory is about the avoidance of stressful situations and three types of
approaches were described: (1) Distraction (thinking about something pleasanfj; (2)
Time out / distance (/ count up to ten / I take myself out o f the situation and find
somewhere quiet and I literally say 'stop' to myself); (3) Time for myself / relaxation (/
take some rest / 1go shopping with a friend).
Planning and priorities
This subcategory concerns ways of preventing stress: (1) Making priorities (/ make a
list o f a ll my tasks and then decide what to do firslj; (2) Making plans (/ plan to take
days o ff / 1plan to do something enjoyable when I know that l'm going to be facing a
tough time); and (3) Being organised (/ make sure I deal with things in a timely fashion
to avoid becoming stressed about them).
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Dealing with it
This subcategory concerned the participants' attempts to deal directly with the
perceived causes of stress (/ just keep going / 1 try to sort things oufj.
Social support
The final type of coping strategy participants described concerned social support: (1)
Talking with others; (2) Ask for help from others or accept help (asking my colleague
to take on some o f my work load); and (3) Teil other people what you can cope with.
Not only does the content analysis reveal the type of views presented by the participants
in both groups, but it also shows that staff came up with an impressive variety of
utterances when reflecting on their stress-management processes. The broad range
of headings is important because it indicates that the content of reflections regarding
stress- management processes varies for each individual participant.

5.5

Phase 2: Quantitative analyses

The quantitative analysis involved a more rigorous fine-grained analysis of the data
to examine changes in the assignments over time and between groups. This analysis
was based on the same broad coding frame that emerged in the content analysis of
1) Stress Signals, 2) Stress Triggers, and 3) Coping strategies.
5.5.1

Preparing data for quantitative analyses

Two procedural steps were taken to reliably prepare the written assignments for
quantitative data analysis. First, we developed a coding scheme that enabled us to
divide each written story into clauses (i.e., a group of words containing a subject
and verb which forms part of a sentence). Rules in the coding scheme were based
on basic grammatical sentence constructions (i.e., subject, adjunct, subordinated
clauses, and enumerations). Based on the coding scheme, the following piece of text:
When a colleague accuses me undeservedly, I start to feel uncomfortable and tense
in my shoulders. I recover by concentrating on my breathing and considering the
situation from a distance.' was subdivided in the following five clauses: (1) 'W hen a
colleague accuses me undeservedl/ ; (2) 'I start to feel u n co m fo rta b le (3) 'a n d tense
in my shoulders.’; (4) 'I recover by concentrating on my breathing'; (5) 'and consider
the situation from a distance.'. To test inter-rater reliability, one of the authors and a
master student in psychology independently coded 20 % of the assignments. There
was agreement on 97%, which indicated high inter-rater reliability for this random
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sample of assignments. Thereupon, the rest of the assignments (i.e., the remaining
80 %) were independently coded by both the author and the student. There was
87% agreement between them, which again indicated high inter-rater reliability.
Afterwards, the coding of all disagreements (i.e., 13%) was discussed until consensus
was reached. To reduce potential biases, both the author and the master student were
blind to the participants' group membership (i.e., control or experimental; pretest or
posttest) during the coding of the assignments.
In the second step, each clause generated from the grammatical coding scheme was
categorised based on its content, according to four categories. The first clause category
concerned the observation of internal or external signs of stress. Clauses were labelled
as iStress SignalsT when the content of the clause gave a description of what care staff
feel, think or do during stressful situations. Descriptions that were quite abstract (e.g., il
feel strangeï) were not excluded as long as the description was related to the observation
of stress signals. Examples in the category Stress Signals were '/ become chaotic'; ‘hAy
breathing changes'; and '/ find it hard going to sleep'. The second clause category
was about the triggers of stress responses. Clauses in this category were labelled as
'Stress Triggers' when the content of the clause gave an explanation or cause of the
staff member's stress response. A range of explanations were allowed, we applied
this code if staff mentioned anything about factors contributing to their stress reactions.
Examples from the Stress Triggers category included, 'I planned too many things in a
rush', to ' When there is a lot ofnegativity in the group (for example a negative attitude
from parents)', to 'W hen someone is becoming increasingly aggressive and I am not
sure how it w ill turn out.' The third clause category focused on coping strategies that
staff use when they want to prevent, decrease and /or recover after stressful situations.
Clauses were labelled 'Coping Strategies' when the description was related to what
staff did or wanted to do, to manage stressful situations. No judgements were made
about the quality or efficiency of the strategies that were mentioned. Examples in the
category Coping Strategies included: 'Mosf o f the time, it helps to talk with others';
'Take pleasure from little things in life'; and '/ ask colleagues to take over some o f
my tasks'. The final 'other' clause category included all clauses that did not fit the
categories described above. Clauses in the category Other were for example I do not
often feel stressed', and 'I do regularly think about this'.
One of the authors and a master student in psychology independently used the
categorization scheme on 24 (20%) of the assignments. They reached agreement
on 94% of the categorizations, which again indicated high inter-rater reliability.
Thereafter, the rest of the clauses were independently categorised by both the author
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and the student. Any disagreements were discussed and consensus was reached
about the code to be applied. Again, both the author and master student were blind to
the participants' group membership (i.e., control or experimental; pretest or posttest)
during the coding of the assignments.
Raw data consisted of the number of clauses that each written assignment
contained within each clause category. An average assignment consisted of
13 clauses (SD = 6.8), which were attributed to one of the four categories. Absolute
values were converted into proportions by calculating the proportion of total clauses
within each clause category.

5.6

Results and conclusions

5.6.1

The effect of training

A 2 (group: experimental vs. control) X 2 (assessment scores: pretest vs. posttest)
X 3 (clause category: stress signals vs. stress triggers vs. coping strategies) analysis
of variance (ANOVA) on the mean proportions on the written assignment was used
to examine the impact of training. Group was treated as a between-subjects variable.
Assessment scores and clause category were treated as within-subjects variable
(repeated measure). Means and SDs are presented in Table 7. The significant interaction
between group, assessment scores and clause category resulted in separated analyses
for both the experimental and control group {F[2, 120) = 5.81, p = .004).
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Table 7
Pretest, Posttest, and Follow-up Scores on the Written Assignment 'Self-awareness
Regarding Personal Stress Management'
Composition o f the written assignments in percentages
Stress signals

Other / rest

Stress

Coping

triggers

strategies

n

M

SD

M

SD

M

SD

M

SD

Pretest

31

28.4 8

2 1 .3 0

15.42

11.32

40.11

18 .3 7

15.98

17.39

Posttest

31

28 .4 3

19.0 0

13.19

13.19

4 2 .5 8

15.19

1 5 .8 0

17.8 6

Pretest

31

3 9 .3 8

2 1 .5 3

16.95

1 5.84

2 8 .8 6

12 .1 0

14.81

19.76

Posttest

31

2 0 .6 4

16.6 6

2 1 .9 4

20.81

39.21

16.74

18.22

2 1 .4 6

Follow-up

30

3 0 .8 0

19.39

14.61

18.76

3 6 .7 3

16.58

17.8 6

17.66

Control
group

Experimental
group

5.6.2

Pre- and post comparisons within the control group

A 2 (assessment scores: pretest vs. posttest) X 3 (clause category: stress signals vs. stress
triggers vs. coping strategies) analysis of variance (ANOVA) on the mean proportions
was used to examine the impact of non-training on the control group. No significant
interaction between assessment scores and clause category occurred, indicating that
the composition of the assignment (i.e., the different clause categories) was similar on
pretest and posttest. Stated differently, the control group had not changed, thus testretest effects did not emerge.
5.6.3

Pre- and post comparisons within the experimental group

A 2 (assessment scores: pretest vs. posttest) X 3 (clause category: stress signals vs.
stress triggers vs. coping strategies) analysis of variance (ANOVA) on the mean
proportions was used to examine the impact of training on the experimental group.
A significant interaction was found between assessment scores and clause category,
(F(2,60) = 10,71, p < .001). Post-hoc Mests were conducted to test for differential
effects between pretest and posttest scores. Regarding the pretest scores, clauses
on stress signals were reported more frequently than both clauses on stress triggers
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(/(30) = 3.71, p = .001) and clauses on coping strategies (/(30) = 2.77, p = .030).
Clauses on coping strategies occurred more often than clauses on stress triggers
(f(30) = 3.35, p = .002). Regarding the posttest scores, the composition of the
assignment changed. The percentage of clauses on stress signals was similar to the
percentage of clauses on stress triggers. In contrast to the pretest, clauses on coping
strategies occurred more often than clauses on stress signals (/(30) = 4.57, p < .001),
and on stress triggers (/(30) = 2.93, p = .006). This means that the number of clause
categories (i.e., stress signals vs. stress triggers vs. coping strategies) in the written
assignments changed when pre- and posttest scores were compared. In the pretest,
the most dominant clauses concerned stress signals, whereas in the posttest clauses
regarding coping strategies were proportionately higher.
5.6.4

Follow-up effectiveness in the experimental group

Follow-up data were collected for the experimental group only. Therefore, a
3 (assessment scores: pretest vs. posttest vs. follow-up) X 3 (clause category: stress
signals vs. stress triggers vs. coping strategies) analysis of variance (ANOVA) on
the mean proportions was used to examine the follow-up effect of training on the
experimental group. This analysis revealed that the interaction between assessment
and clause category was significant (F(4,116) = 5.60, p < .001). Therefore, we
analysed the effect of assessment timing for each clause category separately. Post-hoc
t-tests indicated that the percentage of clauses on stress signals during pretest was
higher than the percentages during posttest and follow-up. There was no difference
in the percentage of clauses on stress signals between posttest and follow-up scores.
Regarding the clauses on stress triggers, there was no main effect of assessment,
which means that the percentages of clauses on stress triggers did not change over
time. Finally, the percentage of clauses on coping strategies was higher in the posttest
and follow-up compared to pretest. Posttest and follow-up scores were similar. This
means that the decrease in percentage of clauses on stress signals and the increase of
clauses on coping strategies over time was maintained at follow-up.
In conclusion, no changes occurred in the composition of writing assignments of the
control group, but in the experimental group a decrease in the proportion of stress
signals and an increase in the proportion of coping strategies emerged. These positive
changes in the experimental group were maintained at follow-up.
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5.7

General discussion

In this study we evaluated the effect of a 4-day stress-management training for care
staff serving clients with ID and challenging behaviour. The findings are based on the
written assignments of staffs' reflections about how they deal with stress. Original data
from the assignment were analysed using two linked phases.
In the first phase, we analysed the content of the assignments. This qualitative analysis
revealed a detailed insight in the broad variety of views that participants put forward
when writing about how they dealt with stress. Although this study focused on a particular
group of staff in mental health care services, the outcomes correspond with the typical
description of symptoms, factors and strategies described in most common texts about
stress (Ross & Altmaier, 1994). However, as might be expected, the content of views
expressed varied considerably across the participants in both groups, suggesting that
people had their own 'personal approach' to dealing with stress. Hence, it cannot be
said that there is one typical combination of stress signals, triggers and coping strategies
for staff working with people with ID presenting challenging behaviour. This means that
when investigators develop and evaluate training for care staff, they need to take these
individual coping styles into account. Doing so, will help staff to find the most effective
ways of coping with stress that are appropriate for them. This finding is related to
the notion that people have different learning styles (Kolb, 1976a), and Rose's (2003)
suggestion that staff should be offered different entry points to knowledge and coping
strategies when being trained to deal with stressful situations.
In the second phase of the study, we conducted a more fine-grained quantitative analyses
of the written assignments to compare their composition within and between groups.
These analyses revealed that the content of the control group's written assignments did not
change over time, whereas those written by the experimental group did. After training,
participants of the experimental group devoted more attention to coping strategies,
which resulted in a decrease in the amount written about stress signals.
This study provides cautious optimism that the positive changes in the experimental
group's written assignments were an effect of the in-service training programmes. It
might also be suggested that the open ended nature of the written assignment helped
to reduce the possibility of the experimental group participants producing socially
desirable responses at the post training stage. Nor could the findings be explained by
differences in the literacy skills of the two groups, as they both had very similar levels of
educational attainment. However, careful interpretation of the data is required, because
proportions of the clause categories were not fully independent.
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The choice of measures to assess the effectiveness of training could be regarded
as a limitation of this study. We did not use standardised measures like coping
questionnaires, nor did we observe staff behaviour. It is, however, debatable whether
changes on such distal levels of outcome could be expected after four days of inservice training. Based on the meta-analysis of Van Oorsouw, Embregts, Bosman,
and Jahoda (2009), we know that the effectiveness of training is much stronger when
in-service training is combined with coaching-on-the-job. The increased focus on
coping strategies is potentially important in its own right, and it may help to prepare
the ground for additional, more individualised, coaching-on-the-job regarding stress
management. Thus, if the changes in the participants' written assignments reflect
changes in the thinking of care staff and a greater awareness of what causes their
stress, then in-service training may provide an important starting point for achieving
positive change.
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Abstract
Staff training is one of the interventions that managers can embed in their organizations
to help staff improve their professional competences related to challenging behaviour
of clients with intellectual disabilities. Individual coaching adds learning opportunities
that are feasible but difficult to achieve in an in-service setting. In the present study, we
have followed the coaching process of three care-staff members. Based on differences
in the Linell balance of power across sessions, we explored the question: Do
different coaching processes have similar patterns in the development of dominance
and coherence in interactions between coach and staff? Additionally, a qualitative
approach was conducted to illustrate and enrich the meaning of quantitative outcomes.
Processes were different regarding the balance of power at the start of the coaching,
probably due to differences in resistance and insecurity. As a consequence of different
starting points and differences in leaning styles, each coaching process had its unique
development over time. A t the end, all dyads were comparable in the sense that all
dyads were highly satisfied about the outcomes and process of coaching. This is in
line with similar levels of power at the end of the coaching sessions suggesting equal
contributions and leadership. The present findings suggest some relevant competencies
of coaches within health-care services. Due to the small number of participants, the
results have to be interpreted with caution. The present study provides suggestions for
future research and clinical practice.
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6.1

Introduction

To date, there is common agreement about the need for support of care staff in clinical
settings. Particularly care staff serving clients with intellectual disabilities (ID) and
challenging behavior (CB) report high levels of workplace stress (Jenkins, et al., 1997;
Mitchell & Hastings, 2001). CB of clients with ID cause negative emotional reactions
in staff and may induce avoidance behavior o f staff towards their clients (Bromley
& Emerson, 1995; Hastings & Remington, 1994). Supporting staff by offering staff
training is one of the interventions managers can embed in their organizations to help
staff improve their professional competences related to CB of clients with ID.
Research has focused on the effectiveness o f staff-training programmes that aim at
improving staff competences (e.g., Van Oorsouw, et al., 2 0 1 0 ; Zijlmans, et al., 2011).
Training goals were related to an increase of knowledge, improvement in intervention
skills, and to a smaller extent to changes in attitudes regarding CB and staff's personal
awareness. The setting in which staff training is provided usually concerns in-service
training. In some cases a form o f coaching is added to in-service training, for example
by organising video-feedback sessions (e.g., Embregts, 2 0 0 0 /2 0 0 3 ).
The need for coaching combined with an in-service training is acknowledged in the
field of staff training in health-care services (Van Oorsouw, et al., 2009). In-service
training is usually presented groupwise, allowing for the enhancement of knowledge
and prelim inary practicing of skills in a secure and structured environment. Due to the
individual character of coaching, care staff are supported to more optimally discover
their self-motivation and challenged to bring out the best, to search for Creative
solutions to discover personal questions regarding interactions with clients, and to
develop consciousness about their competences (Whitmore, 2009). Coaching adds
learning opportunities that are feasible but difficult to achieve in an in-service setting.
The use of coaching is common in fields such as business management and sports
and the range of coaching methods in these fields available is enormous (e.g., Cöté
& G ilbert, 2 0 0 9 ; Joo, 2005). Although less frequent, coaching has been applied in
health-care services (e.g., Embregts, 2 0 0 3 ; Harchik, et al., 1992; Schepis & Reid,
1994). Studies with respect to coaching o f care staff usually provide information
about the number and length of sessions (e.g., Codding, Feinberg, Dunn, & Pace,
2005;

Embregts, 2000). Moreover, descriptions o f feedback procedures are

provided, usually with a focus on the types of feedback, for example 'corrective or
approving feedback' (Lavie & Sturmey, 2002), 'feedback without specific direction
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or correction' (Hundert & Hopkins, 1992), or 'always more positive comments than
corrective comments' (Schepis & Reid, 1994)'. Outcomes of coaching are presented in
terms of improved skills or behaviour of the client a n d /o r the staff member, for example,
'an increase of staff's training activities and a decrease of nonwork activities (Green,
Reid, Perkins, & Gardner, 1991), or 'adequate staff responding' (Embregts, 2000,
2003). The present collection of studies on staff training provides a collection of useful
information about possibilities and outcomes of staff coaching.
W hat is missing in these studies, however, is information about the process of coaching.
Technical details such as information about the length of coaching and types of feedback
provided do for example not contain information about the context in which the described
procedures were conducted. Questions like the following are lacking: Should the coach
be the leader of the conversation? Are both the coach and the staff allowed to bring in
new information and initiate suggestions? And, in what atmosphere is feedback given to
the staff member? In fact, information about interaction patterns between coach and staff
member during a series of coaching sessions is lacking in studies about staff coaching.
Because the form and quality of the interaction between the coach and the staff member
will probably determine the success of the intervention, it will be necessary to analyse
interaction patterns and the development of patterns over time, because it provides new
information about the context in which feedback procedures might best be conducted.
A method to analyse interaction patterns that occur over time is the Initiative Response
Analysis of Linell et al. (1988). This assessment analyses interaction patterns, indicates
which of two interaction partners is dominant (i.e., balance of power), and whether
there is coherence within dialogues. Informal friend conversations for example are more
coherent and equal than court-trails. The balance of power was already examined
in therapeutic interactions with individuals with ID Pahoda et al., 2009) and in
interactions between care staff and individuals with ID (Reuzel, Embregts, Bosman, Van
Nieuwenhuijzen, &Jahoda, 2012).
In the present study, we have followed the coaching process of three care-staff members
serving clients with mild ID and severe CB. Coaching sessions were provided by an
educated and experienced coach and sessions were structured by using the GRO W
model of W hitmore (2009). Based on the balance of power (Linell, et al., 1988) in
each individual coaching session, we describe staff-coaching processes regarding the
question: Do different coaching processes have similar patterns in the development of
interaction patterns between coach and staff? W e conducted a qualitative approach to
illustrate and enrich the meaning of quantitative analyses of Linell and colleagues (1988).
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6.2

Method

6.2.1

Participants

CoachJ
Coach J was a male senior care-staff member of 5 0 years old with 28 years of
working experience in serving clients with ID. His experience concerned clients with
mild to severe ID and showing mild to severe forms of CB, mainly verbal and physical
forms of aggression. Coach J was employed at the same health-care organization
as care-staff members A, F, and S. Moreover, he has supported the same clients as
care-staff members A, F, and S. During data collection, J was employed as a senior
staff member, as a coach to support staff serving clients with ID, and as a coach
to support teachers who worked at the staff-training academy. J has had a regular
nursing education and an accredited coaching education. He also participated in
several meditation courses, and in courses on supervision, didactical skills, aggression
management, and emotion management.

Staff member A
Staff member A was a female worker of 30 years old. A finished her vocational
studies in mental health care and had 12 years of working experience in the care
for people with ID. A served clients with moderate to mild ID and severe CB and had
particular experience in clients with Prader W illi Syndrome. A finished several inservice programmes that were offered by the institution, such as training regarding the
provision of medication, emotion management, aggression management, refresher
courses in physical-intervention techniques, psychopathology, Prader W illi Syndrome,
developing working schedules, stimulating client initiatives, and legal sanctions in
health care. Also A had 12 one-hour sessions of supervision six years ago to support
the transition from staff member to client tutor.

Staff member F
Staff member F was a male worker of 36 years old. Staff member F had experience
in serving clients with mild ID and severe CB for three years. Before, he had been
employed for five years in the army and for eleven years as a prison officer. F finished
his bachelor in social w ork and finished several in-service training programmes that
were offered by the institution, such as training about psychopathology, emotion
management, aggression management, nursing skills, and legal sanctions in health
care.

11 9

Staff member S
Staff member S was a female worker of 28 years old. S finished her vocational
studies in mental health care and had 7 years of working experience in the care
for people with ID. Five years of serving people with mild ID and severe CB,
one year of serving elderly people with ID, and one year of serving people with
profound intellectual and multiple disabilities. Next to her study, S finished several
in-service programmes that were offered by the institution, such as training regarding
the provision of medication, emotion management, aggression management,
psychopathology, communication skills with elderly clients and parents, account
booking, organisational security assistance, and legal sanctions in health care.
W ithin the organisation, S was also employed as a trainer in physical-intervention
techniques to manage episodes of CB.

Clients
Care staff served clients with mild to borderline levels of Intellectual Disability.
Scores regarding the severity of ID were derived from WISC-RN assessments. Most
clients were also diagnosed with a psychiatric disorder such as autism or psychosis.
All clients showed forms of CB. Based on clinical records and daily behavioural
reports, the clients' CB was categorised as being severe. Most CB included physical
and verbal aggressive threats towards staff and other clients. Table 1 provides more
detailed information about the clients involved.
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Table 1

Details about Staff-Client Pairs
Client

Gender

Age

#

(M /F )

(Years)

1

M

30

IQ

CB

Diagnoses

(form)
109

Physical aggression Autism & Conduct
Disorder

2

3

F

M

35

28

110

72

Verbal aggression

Autism & Bipolar

& running away

Disorder

Physical aggression Autism &
& running aw ay

Oppositional
Defiant Disorder

4

M

22

53

Physical aggression Autism

5

M

25

67

Physical aggression Autism &
& acting out

Oppositional
Defiant Disorder

6

M

37

52

Physical aggression Autism
& compulsive
behaviour

7

M

8

F

38

73

Physical aggression

Psychosis

9

M

37

72

Addictive behavior

Psychosis

10

M

28

66

Physical aggression Anti-social

33

52

Physical aggression Autism
and self-injury

& delinquency

Personality
Disorder

11

M

52

58

Anxious behavior
& running away

Anti-social
Personality
Disorder

12

M

27

100

Physical aggression Autism

13

M

34

78

Physical aggression Autism & Conduct

14

F

25

82

and self-injury

Disorder

Physical aggression

Bipolar Disorder

and self-injury
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6.2.2

Design and intervention

W e used a design with three single cases (Staff A, F, and S) to explore processes of
coaching. Each intervention session was video-taped. Raw data concerned transcribed
coaching sessions.
One-to-one coaching between the coach and the junior care-staff members

(i.e.,

coachees) was structured by using the GROW-model of W hitm ore (2009). In the
GROW-model, 'G ' stands for G oal setting. G oal setting means the coach helps
clarifying the goal and encourages the coachee to formulate his/her goal in SMART
terms (i.e., Specific, Measurable, Agreed, Realistic, Time phased). If helpful, the coach
distinguishes performance goals (i.e., subgoals) from general goals (i.e., overall
goals). 'R' stands for Reality. In this stage the coachee is invited to describe the current
situation (e.g., W h a t action have you undertaken so far and what were the effects of
that action?) without judging the outcome. 'O ' stands for Options. The coach helps to
try and consider conceivable possibilities to achieve individual goals. The aim of this
stage is not to find the right answer but to make a list of as many alternative actions
as possible. This is an exercise that stimulates and enhances Creative thoughts. 'W '
stands for W rap-up: W h at is to be done, W hen, by W hom , and the W ill to do it. The
latter stage is usually summarised and referred to with the term Actions. In this stage
the coach helps to convert a discussion about options into a decision about actions.
The goal is to construct a clearly specified action plan. In using the G R O W model,
coaching focuses on individual needs instead of prearranged general goals.

6.2.3

Measure

In this study, we evaluated processes of change during coaching by using a multimeasure approach (i.e., quantitative and qualitative).

Quantitative measure o f change during coaching.
Changes in interaction patterns during coaching were quantitatively assessed by using
the Linell et al. (1988) approach of Interactional Response Analysis. The explanation
of the Initiative Response Analysis method is derived from and, therefore, almost
identical to the description presented by Linell et al. (1988), Jahoda et al. (2009), and
Reuzel et al. (2012). W e refer to these reports for an extensive description of the aim,
background, and structure of this approach.
The Initiative Response Analysis aims to capture dominance and coherence in
dialogue. Interactional dominance includes the communicative actions, initiatives and
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responses taken by the interlocutors. The dominant party is the one who manages to
direct and control the other party's actions to the largest extent and who also avoids
being directed and controlled in her or his own interactive behaviour. Coherence is
created by communicative actions that are relevant to and link-up with the preceding
discourse.

An overview of turn types and brief definitions are given in the Appendix. The 18
categories can be ordered on a six-point ordinal scale from the strongest initiative with
no response properties, to the weakest response without any potential for promoting
the dialogue further (see Table 2). By coding each interactional turn in dialogue,
three particular measures of initiative response analyses can be computed: (1) The
level o f dominance of coach and staff member; (2) The level of asymmetry; (3) Turn
types coefficients used by coach and staff member required to examine interactional
patterns. Linell et al. (1988) distinguish four types of turn types coefficients: (a)
Expanded responses, this coëfficiënt shows how often an individual responds to what
has been said and provides sufficiënt initiative to allow the dialogue to continue on the
same topic; (b) Direct questions, this coëfficiënt shows how often individuals explicitly
solicit their interlocutors into responding on their initiative; (c) Abrupt topic shifts, this
coëfficiënt indicates how often parties perform abrupt topic shifts, thus contributing to
local incoherence or fragmentation of discourse; and (d) Implicit turns, this turn type is
designed to capture how often actors avoid linking up with the main content of their
interlocutor's adjacent turn, in spite of the fact that their contribution in question is
locally related.

One of the authors and a research assistant independently coded a random 29% of
the coaching sessions. A kappa coëfficiënt of 87% was obtained, which indicates a
high inter-rater reliability for this sample of sessions.
W e have conducted the Linell-coding system on transcriptions of the video-recorded
coaching sessions. To assess whether our written-based coding of dialogues was
valid, a research assistant independently coded two sessions (9%) based on the video
recordings of these sessions rather than the transcription. The Linell coding of one
of the authors (based on transcribed texts) was compared to the Linell coding of the
research assistant (based on the video-recorded sessions). Comparison was made on
two video recordings and revealed a Kappa coëfficiënt o f 75%, indicating sufficiënt
overlap.
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Table 2

Turn Categories and Interactional Strengths on the Six-Point O rdinal Scale and the
Proportions o f each Interactional Strength used by Coach and C areStaff Members
A

.. <

.. >

.A

:>

< = A
= >

<)
_ A

->

>

< = >
A

< >

< A

<

-

6

5

4

3

2

1

% used by coach

2.2

5.1

25.9

40.5

2 6 .4

0 .0

% used by staff S

0.3

0 .4

8.4

67.2

22.5

0 .0

% used by coach

0 .9

4.1

19.8

4 3 .6

3 1 .6

0 .0

% used by staff A

0.03

0 .6

5.2

52.8

4 1 .4

0 .0

% used by coach

0 .7

2.5

12.1

42.8

42.1

0 .0

% used by staff F

0.1

0.3

3 .7

5 9 .6

36.3

0 .0

International strength

(>

Coaching process S

Coaching process A

Coaching process F

Note.

The distribution o f percentages across the six categories constitutes an initiatïve response
profile. The mean value o f the interlocutors on the ordinal scale is the level o f interactional
dominance and indicates the amount o f dom ination o r being controlled during coaching
______
sessions.

Qualitative measure o f change during coaching
A qualitative approach was conducted to enrich the meaning of the quantitative
results of the Linell analyses. Therefore, all coaching sessions were video recorded
and transcribed verbatim. Because of the length of the original transcriptions (# words:
resp. 4 8 .2 8 9 , 6 0 .9 6 1 , and 65 .1 3 5 ) raw data were merged for peer debriefing. The
basis for merging the data was the GROW-model structure that was present in each
conversation (see paragraph 6 .2 .2 for an explanation of the model). The original
transcriptions were systematically screened on the search terms: goals, reality, options,
actions and on the synonyms: achieve, now, (has been) done, and (going to) do. As a
consequence of the marking of search terms and synonyms, particular paragraphs of
the original transcriptions were highlighted. Text passages without any w ord markings
appeared to be irrelevant regarding the coaching process (e.g., conversations about
the position of the video camera or illness of a colleague). Text passages around
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marked words were carefully read and selections of text were made from the first
sentence in which a highlighted content was started until the first sentence that started
another topic or contained an irrelevant repetition (e.g., the coach gives three times
the same summary in one session about the progress of the staff member). For each
dyad, this selection resulted in four chapters of text passages, namely, goals, reality,
options and actions. M erging the data resulted in considerably smaller lengths of
transcriptions (# words: 10.687, 16.569 , and 19.186, respectively), which were
more useful for peer debriefing. Merged data were peer debriefed during meetings
with three research colleagues with experience in qualitative research to verify the
quality o f interpretations regarding each coaching process. Each meeting concerned
the coaching process o f one participant. During these meetings, researchers discussed
which passages in the transcriptions clearly indicated a change during coaching until a
100% agreement was received. Text passages with a 100% agreementwere combined
to result in a summary o f the coaching process; this summary was verified with the
same research colleagues as a final check of agreement regarding interpretations.
For a better reading, the summary was build up chronologically and the development
during stages of the G R O W model was integrated instead of described separately on
goals, reality, options and actions.

6.2.4

Procedural reliability

One of the authors observed a random selection (i.e., 20%) of the video-recorded
coaching sessions. To assess procedural reliability, the author coded whether the
structure of the coaching session corresponded with the four stages of the GRO W
model. The author, therefore, registered whether each different stage (i.e., goal,
reality, options, actions) was explicitly raised by the coach. Data showed that 91%
o f the sessions followed the procedure of the G R O W model, indicating good fidelity.

6.2.5

Procedure

Preceding the start of data collection, the research team consulted a team of clinical
experts and managers that were employed at the care-institution that funded this
research. The consulted experts agreed that coach J was the most successful and
talented one within the organisation. Based on this practice-based evidence, coach
J was invited to participate in our study. After coach J accepted the invitation, one of
the authors planned a meeting in which the coach explained how he structured the
coaching sessions by using the GROW-model of W hitmore (2009). Next, three carestaff members were selected based on the following criteria: (1) the staff member had
finished an in-service aggression-management training (Van Oorsouw, et al., 2010);
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(2) the staff member had finished an in-service stress-management training (Van
Oorsouw, Embregts, Bosman, &Jahoda, in press); (3) the staff member was working in
one of the teams where the coach was employed as a senior staff member; (4) the staff
member was motivated or w illing to be involved in one-to-one coaching; and (5) the
staff member gave permission to use video recordings for research analyses. Following
participant selection, the coach invited the care-staff members for the first individual
coaching session. The duration of coaching sessions varied from 15 to 61 minutes
across sessions and across participants (i.e., Staff A: M = 45 min, SD = 12; Staff F: M
= 33 min, SD = 1 1; Staff S: M = 4 9 min, SD = 1 1). A series of coaching sessions was
finished when both, the coach and the coachee, agreed about the achievement of the
individual coaching goal of the participating staff. Consequently, coaching processes
had different lengths: Staff A had 8 sessions, Staff F had 7 sessions and Staff S had 8
sessions of coaching.

6.3

Results

Using a multi-method approach, allowed us to explore processes of change as a
consequence of on-the-job coaching in three cases of individual care-staff members.
W e will present the results for each staff member separately.

6.3.1

Results staff member S

Quantitative analyses o f change
Results in Table 3 show that dominance scores of the coach were higher than
dominance scores of staff member S, indicating that the coach was more dominant
during the interaction than S. Consequently, the strength of dominancy is expressed
in the level of asymmetry, which is based on the difference between mean individual
levels of dominance. The mean level of asymmetry of the Coach-S dyad was .30
(SD = .24). Figure 1 shows that the level of asymmetry decreased over sessions. In
sum, social interactions during coaching sessions were rather symmetrical. Although
the coach dominated the conversation, the balance of power was comparable with
informal conversations between friends (Linell, et al., 1988).
Table 3 presents the proportions of the four turn types (i.e., expanded responses, direct
questions, abrupt topic shifts, implicit turns). S more often responded to what had been
said right before and more often provided a sufficiënt initiative to allow the dialogue
to continue on the same topic. In line, the coach more often responded with direct
questions and started more topic shifts, whereas S preferred to stay on the same topic.
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Topic shifts mainly appeared when the content of the dialogue wandered and the
coach used the GROW-model to restructure the conversation, for example by saying

Okay, for now let's get back to the beginning o f this conversation, to your goal. Your
goal was to ...'. From Session 5 onwards, the difference in the percentage of expanded
responses between coach and S remarkably decreased, resulting in almost equal
levels during the last two sessions. Also, the proportions of direct questions from the
coach showed a visual decrease from Session 5. Moreover, S increased her number of
implicit turns during the process. The proportions of the last three sessions were about
three times higher than the first two sessions. This indicated that S increased her use of
monologues, mainly as a consequence of her increased participation and increased
contribution in the form of describing daily examples and experiments during the
process. Summarised, the balance within the dialogue improved during the coaching
process.
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Table 3

Mean, SD, Range for the Level o f Interactional Dominance and a ll Turn Types used by
Coach and Care-staff Members
Coaching process S

Coaching process A

Coaching process F

Coach

Staff S

Coach

Staff A

Coach

Staff F

M

3.2

2 .9

3.0

2 .7

2.8

2 .7

SD

0.3

0 .05

0.1

0 .0 4

0 .0 4

0 .0 6

Range

2.9-3.5

2.8-2.9

2.8-3.2

2.6-2.7

2.7-2.8

2.6-2.8

M

0.3

0.5

0.2

0.3

0.2

0.3

SD

0 .0 5

0.1

0.03

0.03

0 .0 4

0 .0 4

Range

0.2-0.3

0.3-0.7

0.2-0.3

0.3-0.3

0.2-0.3

0.2-0.4

M

0.3

0 .0 7

0.2

0.03

0.1

0 .0 2

SD

0.1

0.03

0.1

0.01

0.02

0.01

Range

0.1-0.5

0 . 0- 0.1

0.1-0.3

0 .0 0 .0 4

0.1-0.2

0 .0 0 .0 4

M

0.1

0.01

0 .0 4

0.01

0 .0 4

0.01

SD

0.03

0.01

0 .0 2

0.01

0.02

0.01

Range

0 . 0- 0.1

0 .0 0 .0 2

0 . 0- 0.1

0 . 00.01

0 . 0- 0.1

0 .0 0 .0 2

M

0.2

0.2

0.3

0.3

0.3

0.3

SD

0 .0 4

0.1

0 .0 4

0 .0 4

0.0 4

0 .0 4

Range

0.2-0.2

0.1-0.4

0.3-0.4

0.2-0.3

0.2-0.4

0.3-0.4

Level of dominance

Expanded responses

Direct questions

Abrupt topic shifts

Implicit turns
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Qualitative analysis o f change
Qualitative colleague debriefing resulted in collective agreement about the following
narrative summary.

A t the start, S s coaching goal is very general (i.e., S: 'an increase o f tension

sometimes with clients') and there is some resistance when the coach tries to
elicit a vulnerable and open form o f communication (e.g., S: '/ don't knov/ ;

This is d ifficu lf ; 'H ard question'). S wants to stay in control during all stages
of the G R O W model in the first two sessions. From the third session, S starts
to take initiatives, although these are quite general in the beginning. Her
answers become more extensive and goal-related. She examines: what is a
good staff member? And is it allowed to do things differently? Her training
goal starts to become more specific (i.e., S: 'Learning to let go control entirely

sometimes ). Until Session 5, S performs action in between coaching sessions
but does not really end up with clearly specified insights. In Session 5, S is
enthusiastic about a conversation she has had with one of her clients. For
the first time, she describes exactly what she has done and tells the coach
about her personal strengths and weaknesses (e.g., S: '/ try to do things

more consciously now and with times I give them more space'). The coach
and S agree that something has changed. Session 6 is about developing
consciousness (e.g., S: 'to be honest, sometimes I w antto control the situation

for my own needs and not because they need if ) . Dilemmas exist between ratio
and feelings and between control and exploration. Insights and developments
are emphasised (e.g., S: 'm y attitude has changed, I look different at certain

situations now') and S repeats an insight that the coach brought in during the
previous session. From Session 7, the conversation focuses on meta-cognitions
(e.g., S: I control less often than I did and actually it is quite easy'). The
resistance is gone and together staff and coach look for possibilities. A t the
end, both the coach and S mention they are satisfied about the coaching
process.

The present summary shows that the resistance of S towards change that was present
at start o f the process, decreased over time. Goal setting, options, and actions
became more specific and were more often initiated by S herself during the process.
In the end, both the coach and S agreed that the coaching had been successful.
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1

0,8

Figure 1. Development of conversational dominance during coaching processes.
Note. Yaxis = conversational dominance, X-axis = coaching sessions over time,
| = coach and Staff A , 4 = coach and staff F,
= coach and staff S

6.3.2

Results staff member A

Quanfitative analyses o f change
The coach was more dominant than staff member A during the coaching sessions. The
mean level of asymmetry of the Coach-A dyad was .34 (SD = .13). Figure 1 shows
that the level of asymmetry decreased over sessions. On average, social interactions
during coaching sessions were rather symmetrical. Although the coach dominated
the conversation, the balance of power was comparable with informal conversations
between friends (Linell, et al., 1988).
Table 3 shows that Staff member A also more often responded to what had been said
right before (e.g., answering to questions of the coach) and more often provided a
sufficiënt initiative to allow the dialogue to continue on the same topic (i.e., stay with
the topic that the coach has brought in). Coherently, in line with staff member S the
coach more often responded with direct questions, although the proportions slightly
decreased during the coaching process. Moreover, the coach kept using more abrupt
topic shifts than A, possibly as a means to structure the conversation. Regarding the use
of implicit turns, both the coach and A remained stable over time, although difference
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scores decreased somewhat in the last three sessions. Overall, the balance in dialogue
was stable during the coaching sessions.

Qualitative analysis o f change
Qualitative colleague debriefing resulted in collective agreement between researchers
(see Chapter 2) about the following narrative summary.

In the first two sessions the coach is talking a lot and A responses most of the
times with very short answers (e.g., A: 'hmm', 'rig h f, 'yes'). The goal of the
coaching process remains stable from the beginning (i.e., A: 'knowing your

are a perfectionist, learn to act towards the client with more self-efficac/).
Although staff and coach do not succeed to formulate it in SMART terms, they
agree that the goal fits with the problems described (e.g., coach: 'w e still d id

not succeed to make your goal SMART, but I do believe this formulation fits
with your s to r/). Before the start of the coaching A tried to improve herself
regarding this goal, but was never satisfied. A actively participates and is
in charge as long as conversations are about specific options and actions.
It seems to be difficult for A to make translations to the level o f generalised
meaning and learning processes. As soon as the coach tries to generalise
on meta-level, A withdraws. A t these moments it is unclear whether A directly
understands w hat the coach is talking about. However, the coach sticks to
his point at these moments (e.g., coach: 'You keep avoiding my question,

don'tyou?') and by using repeated confrontation, A makes a first step (e.g.,
A: Yeah, I think you're rig h f) in getting insight in her own behaviour: her
self-efficacy determines her attitude, her style and her connection with the
client. In general A is very open (e.g., A: 'okay, what do you want to know,

what is your question exactly?', cooperative and hardly resistant during the
sessions. Session 5 is a remarkable one in the overall line of sessions. A
suggests that things have changed and seems to have achieved conscious
competence. The coach is not very critical and even confirms w hat A is
talking about. In the next session the coach immediately resumes the process
(e.g., coach: 'w hile looking back at our last conversation, that was not very

good. I have been wondering how it fits in your process and prefer to do
a step back with your'). He acknowledges that he did apparently miss the
process o f change and suggest to start back where Session 4 had ended. ...
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... N o w things appear not to have changed as dramatically as it seemed in
Session 5. A is s till unsatisfied about her treatment of clients. The coach isdoing
a hard job and almost pushes on renewed insights. The process of change
seems to be difficult. The coach is leading too much and wants to guide A to
new insights. This fails and the coach takes a step back (e.g., coach: '/ have

said too much'). At the end of this session there is no change in insight, but
the coach and A agree: we did a hard job. Although Session 6 did not end
up with new insights, at the start of Session 7 the attitude of A seems to have
changed (e.g. A: 'A few weeks ago I really treated her differently, and now

she is quite nice to me'). However, A seems to play down the impact of her
changed attitude towards the client. Therefore the coach pays attention to this
by pointing out that even small changes are learning moments and steps in a
process of change. O nly in Session 8 the message of the coach has landed. A
and the coach reflect on their own behaviour and feelings and A uses the term
consciousness by herself. Both agree it is okay now. They do not have any
options left and agree that A need to keep practicing but that the coaching
process can end now.

The present summary shows that contrary to S, A was willing to participate in the
coaching process from the beginning, especially regarding the formulation and execution
of options and actions. The goal of coaching never became completely SMART and the
achievement of insights in her own acting took a lot of repetition by the coach. A t the end,
both the coach and A agreed about the success of the coaching.

6.3.3

Resuks staff member F

Quantitative analyses o f change
The SD1s in Table 3 show that dominance scores of the coach and staff member F were stable
during the coaching process. Differences in asymmetry were small, with a mean level of .08
(SD = .06), indicating an equal balance in dialogues (see Figure 1). The balance of power
was comparable with informal conversations between friends (Linell, et al., 1988).
Results in Table 3 show that similar to S and A, staff member F more often responded to
what had been said right before and more often provided a sufficiënt initiative to allow
the dialogue to continue on the same topic. The coach more often responded with direct
questions, although the proportions were relatively small. Finally, the coach showed more
abrupt topic shifts than F during the entire coaching process. The balance in the dialogue
was stable over time.
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Qualitative analysis o f change
Qualitative colleague debriefing resulted in collective agreement about the following
narrative summary.

In the first session F quickly takes the initiative and brings in specific ideas.
The coach seems to adapt a following role. In the second session the coach
suggest to refine the formulation of the goal and make it more specific (e.g., C
coach: 'Let's try to give a better, more detailed, description o f the goal').
Togetherthey thinkaboutpossible improvements. The coach makes suggestions,
but allows the staff member to be in charge. After two sessions the coaching
goal is clear and remains unchanged until the end (i.e., F: 'learn to take into

account long-term goals instead o f only short-term solutions'). F acknowledges
that something in his treatment could improve (e.g., F: ‘often, I act directly

and want to control the client, instead o fg iving him the opportunity to explore
and improve our relationship'). He recognises his goal in practice, which
feels confrontational. However, F acquires new insights and this changes his
attitude. This development has been made in two sessions of coaching. In
Session 3, insights improve: F does recognise his goal, but it still happens to
him (i.e., conscious incompetence). But at the same time, F indicates that he
would have acted differently a few months ago. In the period from Session 3
to Session 5, F changes his process and grows from conscious incompetence
(e.g., F: 'I can't stand itl I would have rather seen it earlier') to conscious
competence (e.g., F: 7 let him go, that was a very conscious consideration').
Every session, F brings in new cases and experiences and successfully relates
these to his developmental stage in the coaching process. In general, the
coach plays a role in the background, he mentions things and follows F
instead of pushing. Although this is a challenge for the coach himself, he
consciously leans backwards and supports the growth in consciousness. At
the end of each session F's action plans are far from specific (e.g., F: 'reflect

about my coping style1), but do fit with his goal. The coach let F explore his
goal in his own w ay (e.g., coach: '/ need to let go as well, I sensed thaf),
watches over the structure (e.g., coach: 'O kay, the last time we concluded...’),
but provides liberties in F's choices (e.g., coach: 'It is up to you').
Summarised, F was an equal conversation partner in all stages of coaching from the
first until the last session. Compared to S and A there was less resistance. Options and
actions that were initiated by F were not SMART but allowed by the coach because of
the insights that were achieved following every session.
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6.4

Discussion

W ithin the recent literature about staff coaching in health-care services, information
about the process of coaching is often missing. In the present study we described the
process of coaching based on information about interaction patterns between coach
and three care-staff members

during a series of coaching sessions. W e followed

three care-staff members working with people with mild intellectual disabilities and
challenging behaviour during a process of coaching. Care-staff members

were

carefully selected. The coach was a senior staff member, who was educated in
coaching and the use of the G R O W model (Whitmore, 2009) for structuring coaching
sessions. Based on differences in the balance of power (Linell, et al., 1988) across
sessions, we described staff-coaching processes regarding the question: Do different
coaching processes of three different care-staff members

have similar patterns in

the development of dominance and coherence in interaction between coach and
staff? Additionally, a qualitative approach was conducted to illustrate and enrich the
meaning of quantitative outcomes for three care-staff members.
Results of the quantitative Linell (1988) analyses showed that differences occurred
in conversational dominance and coherence between participants. Although the
interactional patterns of all dyads were comparable with informal-friends conversations,
the development of patterns over time was different. Figure 1, for example, clearly
showed that the coach started with a relatively dominant position with S, whereas
the coach and F were almost equal in their dominancy levels right from the start.
Interestingly, processes o f change in conversational power ended for all three dyads
around the same level. This raises the question whether a successful coaching process
results in an almost equal balance of power? In other words, although the situation
at the start of coaching was different between cases, the ending stage was quite
similar. Differences at the start of a coaching process might be explained by the fact
that people are different regarding their ability and willingness to adopt an open and
vulnerable attitude at the start of a coaching process. Similarities at the end might
indicate a changed attitude of care-staff members and their equal contributions to the
coaching process.
A second finding from the Linell analyses concerned the proportions of turn types.
The overall pattern revealed that the coach was more leading through asking direct
questions and bringing in new items to talk about, whereas care-staff members more
often responded to the previous turn in the conversation. Based on Linell's (1988)
reports, the interaction between coach and staff was comparable to informal
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conversations between friends. In other words the coach pushed kindly, while being
aware not to unbalance or strongly dominate the conversation like in criminal trials
and dyadic language lessons (Linell, et al., 1988).
The qualitative analyses revealed that the definition of a coaching goal seems to be
a crucial part o f the coaching process. This finding appears self-evident, because it
is inherent to the G R O W model that the progress of coaching goals is considered
during each coaching session; the goal is not just evaluated but also sharpened. A
clear description o f goals was thus not a condition for the start of coaching. Apart
from information about goal setting, the qualitative narratives showed processes of
change that explained the findings from the quantitative Linell analyses. Figure 1
showed differences in conversational dominance among participants at the start of
the coaching. Comparably, the narratives showed differences among participants in
their resistance and cooperation. A t the end, narratives showed that both the care-staff
members and the coach were satisfied about the coaching process, resistance had
decreased, and engagement increased. This illustrates the final situation in Figure 1 in
which the end-point of all three lines ended up at about similar values.
Returning to our research question, we wondered whether different coaching processes
have similar patterns in the development of dominance in interaction between coach
and staff? The answer based on the present results is twofold and based on the small
number of cases should be interpreted with caution. Processes were different regarding
the balance o f power at the start of the coaching, probably due to differences in
resistance and insecurity. As a consequence of different starting points, each coaching
process had its unique development over time. A t the end, all dyads were comparable
in the sense that all dyads were highly satisfied about the outcomes and process of
coaching. This is in line with similar levels of power at the end of the coaching sessions
suggesting equal contributions and leadership.
W hat is the meaning of variation in the balance o f power regarding the selection of
a coach and the expectation of coaching effectiveness? The present findings might
carefully suggest some relevant competencies of coaches within health-care services.
One, it seems to be preferred that a coach is able to ad just his or her coaching style
to the learning style of the participant. Although we did not assess learning styles, the
qualitative results showed differences in for example the initiatives regarding goal
setting and the discipline of participants to exercise in between sessions. Sometimes
the coach might permit liberties for exploration, while sometimes the coach might
confirm a more directive role with clear questions and assignments. Two, it seems
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to be preferred that the coach is able to sensitively create an atmosphere in which
the participant feels secure, supported, and allowed to freely talk about insecurities,
mistakes, and doubts. The latter seems to be vitally important, because otherwise some
participants might not be able to take a vulnerable position and open themselves up
for feedback.
The most important limitation of the present study is the small number of participants.
W e only studied three care-staff members in their coaching process. Generalisation
of these findings are difficult if not impossible and future large-case replication would
be warranted. In spite of the small size of the participant group, we are motivated to
present these results because we think this study might provide insight in the methods
we can use to analyses coaching processes and possible lessons we can learn from
such evaluations. The second limitation is related to the coach. The coach was rather
experienced using the GROW-coaching model. Present findings might be related to
the choice of the coaching model to structure sessions. W e did not compare coaching
processes across methods, but this is an interesting item for future research.
Despite the former caveats, the present study provides suggestions for future research
and clinical practice. Regarding research, the measurement of effectiveness based
on the achievement of coaching goals requires flexible and individualised use of
measures. The results showed that it is not always clear at the outset what the final
coaching goal w ill be and what kind of process the participant will go through.
Measuring the level of proximal goals is therefore only possible by following what
is happening and how the subject of conversation changes over time. O f course,
objective measurements at the distal level (e.g., decrease of challenging behaviour of
the client, or an improved relationship between staff and client) are still possible using
pre- and posttests. Regarding clinical practice the present results might be relevant
due to the fact that more and more care-organisations hire coaches and / o r select
employees for coaching and education in coaching. Present results suggest that not
only the feedback skills but also the attitude and sensitivity of the coach as a person
might be of vital importance. Translated to the present study, it is not sure that every
senior staff member who was trained to use the G R O W model might have achieved
comparable results, just because of using the G RO W model. The relationship between
the coach and staff member and the awareness of the coach about this is probably
as important. Second, the differences between coaching and in-service training are
emphasised in this study. In-service settings are mostly presented groupwise and usually
focus on achieving knowledge increase and skill practicing. Personal development
requires individual attention and careful alignment to the individuals needs. Third and
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final, when we refer to the process of goal setting again, the fact that staff do not have
clearly specified learning goals at the start of training cannot be a reason for coaching
rejection. In other words, it is not necessary to start a coaching process with a clear
and sharpened goal. The reality is that care staff are rather w illing to improve their
performances but are often unaware w hat they have to sharpen their goal; they start
out with a vague notion that can be clarified with the help of an experiences coach.
Coaching is similar to clarifying questions and clarifying questions should therefore
not be considered as a preparation to coaching. Coaching supports the clarification
of questions and challenges, through which a process of change is automatically
triggered.
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Appendix
Legend of the 18 Categories as designed by Linell et al. (1988)

Symbol

Description________________ _____________________________

< >

Turn with clear properties of both response and initiative, the
retroactive part (response aspect) being linked to the main content
of the interlocutor's preceding (adjacent) turn and the proactive
(initiating aspect) involving a strong initiative. By 'strong initiative'
the speaker explicitly solicits or demands a response from the
interlocutor.

< a

j urn same as < > except that the proactive part is a weak initiative.
By 'w eak initiative' the speaker asserts something or submits a
proposal for comment without explicitly soliciting or demanding
(but often inviting) a response from the interlocutor (prototypical
expanded response).

>

Turn involving a strong initiative on a new and independent topic
('free initiative' with no retroactive part).

A

Turn involving a w eak initiative on a new and independent topic
('free initiative' with no retroactive part).

<

Turn linked to the interlocutor's adjacent turn and involving no
initiating properties (minimal response).The turn is treated by the
interlocutor as satisfying the demands of (being conditionally
relevant to) his own preceding initiative (adequate response).

.. >

Non-locally linked strong initiative: turn with clear properties of both
response and a strong initiative, the retroactive part being linked
to a specific nonadjacent turn further back in the preceding
dialogue.

.. A

Non-locally linked w eak initiative, turn with clear properties of both
response and a weak initiative, the retroactive part being linked
to a specific nonadjacent turn further back in the preceding
dialogue.

.. <

Turn linked to and treated as satisfying the demands of, a
nonadjacent initiative and involving no initiating properties. This
is a non-local minimal response to a nonadjacent initiative, for
example to a question posed at an earlier point in the dialogue.
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Symbol

Description
Turn linked to the speaker's own preceding turn {rather than the
interlocutor's turn) involving a strong initiative. The turn is either
merely a repetition or simple reformulation of the speaker's
preceding initiative or (in case the interlocutor has only given or
tried to give a minimal response) a continuation of this preceding
turn. Typically occurs when the interlocutor's interjacent utterance
is not accepted as an adequate response.
Turn linked to the speaker's own preceding turn (rather than the
interlocutor's turn) involving a weak initiative. The turn is either
merely a repetition or simple reformulation of the speaker's
preceding initiative or (in case the interlocutor has only given or
tried to give a minimal response) a continuation of this preceding
turn.
Turn with clear properties of both response and strong initiative, the
retroactive part being linked to the speaker's own preceding turn
and clearly ignoring an interjacent initiative (strong or weak) by
the interlocutor. Ostentatiously self-linking initiative.
Turn with clear properties of both response and w eak initiative, the
retroactive part being linked to the speaker's own preceding turn
and clearly ignoring an interjacent initiative (strong or weak) by
the interlocutor. Ostentatiously self-linking initiative.
Turn with clear properties of both response and strong initiative,
the retroactive part being non-focally linked to the interlocutor's
preceding turn. A non-focal link usually involves remarking on,
or challenging, the form a n d /o r function of the interlocutor's
preceding turn.
Turn with clear properties of both response and weak initiative,
the retroactive part being non-focally linked to the interlocutor's
preceding turn. A non-focal link usually involves remarking on,
or challenging, the form a n d /o r function of the interlocutor's
preceding turn.
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Symbol

Description

.>

Turn linked to the interlocutor's preceding turn but deferring rather
than In itself providing the adequate response to that turn. This type
of contribution involves a very weak initiative, subordinated to the
interlocutor's preceding turn, and has no further initiating properties of
its own. This is a deferring question asking for repetition, confirmation,
or simple clarification of something contained in the interlocutor s
preceding turn.

(>

Turn lacking substantial content but involving an initiative (such as a
proposal) to open a new topic or subgame (the topic to be introduced in
the speaker's next turn). This is a preparatory initiative or preinitiative.

<)

Turn closing, or preparing to close, the current topic or subgame, and
involving no further new initiatives.

X

Turn miscarriage, turn which does not count to the dialogue at all, for
example when they are interrupted.
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Verbal and nonverbal emotional behaviour of
staff: A first attempt in the development of an
observation instrument

This chapter is published as:
Van Oorsouw, W .M .W .J., Embregts, P.J.C.M., & Sohier, J. (2011).

Verbal and

nonverbal behaviour o f staff: A first attempt in the development of an observation
instrument. Research in Developmental Disabilities, 32, 2 4 0 8 - 24 1 4

Abstract
It is common to use questionnaires and interviews to assess the emotions of staff
w ho serve clients with intellectual disabilities. Remarkably, observations of actual
staff behaviour and assessments of nonverbal expressions are usually not involved.
In the present study, we have made a first start in the development of an observation
instrument that registers both verbal and nonverbal expressions of emotion. Following
extensive literature reviews, interviews with clinical experts and pilot observations,
we have created an observation system and observed a team of care staff during
a period of three months. Results revealed sufficiënt to good interrater reliabilities
regarding the observation of the three forms of emotional expression: body movement,
facial expression, and verbal utterances. Low levels of explained variances between
the different forms of expression showed that predictive values were weak. This means
that there is a surplue value of the observation of nonverbal emotional expressions as
compared to existing instruments that base their assessment on verbal a n d /o r written
responses only.
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7.1

Introduction

Care staff serving people with intellectual disabilities (ID) frequently report negative
emotions that among others appear to be related to job demands, team climate within
the organization, and challenging behaviour of clients (Moore, Ball, & Kuipers, 1992;
Rose, 1993; Rose, et al., 2 0 0 3 ; Rose & Schelewa-Davies, 1997). In the last decade,
results regarding negative effects of staff emotions on staff behaviour towards their
clients have been reported frequently. High levels of so called ÏExpressed Emotionsï
from staff negatively affect both challenging behaviour and wellbeing o f clients (Tattan
& Tarrier, 2 0 0 0 ; Van Humbeeck & Van Audenhove, 2003). Care staff who experience
negative emotions regarding challenging behaviour of clients are less willing to help
their client, use less adequate coping strategies and as a consequence, show staff
behaviour that maintains or even increases the persistence of challenging behaviour
o f clients in the long term (Hastings & Remington, 1994; Lambrechts, Petry, & Maes,
2008). A part from the conclusion whether expressed emotions of staff are either
positive or negative, high levels o f emotional expression towards clients with ID are
undesirable. W e need to be aware of the fact that people with ID show deficiencies
in their executive verbal functions and social information processing, which leads to
problems in the perception, understanding and control of emotions (e.g., Schuengel
& Janssen, 2006).

Several measures are used in research regarding emotions of staff serving clients with
ID. W ithin studies regarding emotions, attributions and beliefs o f staff, it is common to
use questionnaires like the Emotional Reactions to Aggressive Challenging Behaviour
Scale (Mitchell & Hastings, 1998) and the Thoughts and Feelings Questionnaire
(Fletcher, 1989). W ithin studies regarding expressed emotions o f staff, investigators
frequently use interviews (e.g., Camberwell Family Interview [CFI], The Five Minute
Speech Sample [FMSS]) as well as questionnaires (e.g., Level o f Expressed Emotion
[LEE], The Perceived Criticism Scale [PCS]; (Van Humbeeck, et al., 2 0 0 1 ; Weigel,
Langdon, Collins, & O'Brien, 2006). Beyond all doubt, these studies lead to a broad
range of useful and interesting knowledge about emotional staff behaviour. It is however
remarkable, that most measures are based on written responses to questionnaires and
verbal utterances during interviews, instead of observations of actual staff behaviour
(for a review, see Lambrechts, et al., 2008). Measures that are solely based on verbal
or written expressions have some limitations. Emotions can be expressed in several
ways and the dominant influence of nonverbal expressions might be underestimated
(Navarro & Karlins, 2008). Besides, it is not yet clear, if and how different forms of
expression (verbal, face, body) cohere to each other. At present, a simple observation
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instrument that enables the observer to register both verbal and nonverbal expressions
of emotional behaviour is not available.
In the present study we made a first attempt in the development of an observation
instrument that measures both verbal and nonverbal forms of emotional expression.
Based on an extensive literature search, reviewing clinical experts and conducting
pilot observations, we developed and observation instrument. During a period of three
months, we conducted this instrument during shift change within one team of care
staff serving clients with mild ID and challenging behaviour. This exploratory study
was aimed to develop an observation instrument from which the content was based
on scientific research regarding emotional behaviour. Also, we aimed to develop
an instrument with sufficiënt to good interrater reliability scores. W e did not take
into account the nature (positive of negative) nor the type (fear, anger, happiness)
of emotions. W hen sufficiënt interrater reliabilities would be achieved, w e would
additionally analyse whether the observation of nonverbal emotional behaviours next
to verbal emotional behaviours would have a surplue value over the observation of
verbal forms of emotional behaviour only.

7.2

Method

7.2.1

Development observation instrument

Procedure
To our knowledge, there is no existing standardised observation instrument for
the simultaneous assessment of facial, body, linguistic and prosodie expressions
of emotions. Therefore, we cautiously attempted to develop one ourselves. The
development of this instrument consisted of four phases.
First, w e conducted two literature reviews. A preliminary literature review was
conducted to clarify the concept of emotions. This research revealed that aspects
of emotions can be divided into three categories (Frijda, 1987): the physiology of
emotions, the emotional experience, and emotional behaviour. W e focused on the
last one. Emotional behaviour represents the expression of emotion, which are not
mere movements, but various modes of interaction with the environment. Interaction
occurs through nonverbal and verbal expression. Nonverbal expressions are therefore
divided in facial expressions and body movements. Verbal expressions consist of both
linguistic utterances (i.e., the content of a message) and prosodie features (e.g., loudness
and pitch of voice). A secondary literature review was conducted to collect specific
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examples of expression of behaviour that contained verbal, facial, or body expressions.
Nonverbal elements of emotional expression were described in multiple studies. Facial
movement is the most extensively studied nonverbal expression. Movements of eyes,
eyebrows, and mouth are frequently related to emotional expression (e.g., Dornaika
& Davoine, 2 0 0 8 ; Frijda, 1987). The second form of nonverbal expression of emotion
is interaction through body movement. Basic emotions can be recognised according to
body movements such as shaking of the fists, raising the arms, and dropping the head
(e.g., Atkinson, Dittrich, Gemmell, & Young, 2 0 0 4 ; Frijda, 1987; N avarro & Karlins,
2008). Linguistic elements of verbally expressed emotions came from the CFI scale
(Brown & Rutter, 1966). The CFI aims to measure expressed emotions by assessing
the number of (a) critical comments, (b) hostile comments, and (c) emotional over
involvement (EOI). Prosodie features of verbally expressed emotions were defined on
the basis of a large body of research in this field (e.g., de Gelder & Vroomen, 2 0 00;
Frick, 1985; Frijda, 1987). The most frequently reported features of prosody are pitch,
loudness, rate, and quality of voice. Despite large inter-speaker variability, there is
general consensus that prosodie features of speech communicate emotions (de Gelder
& Vroomen, 2 0 0 0 ; Frick, 1985). The secondary literature review resulted in a list of
behaviour expressions that were found to be related to emotion. The behaviours on
the list were categorised in aspects of (a) verbal, (b) facial, and (c) body expressions.
Following the literature reviews, we conducted interviews with three senior care staff
to collect descriptions about communication outcomes of staff (phase 2). These clinical
experts had experience with staffs' communication of emotion on a daily basis and
were, therefore, considered to have valuable and useful information about specific
behaviour that might be related to staff emotion.
In the third phase, specific behaviour descriptions revealed from the interviews were
added to the list of behaviours that had been constructed in phase one. Then, we
conducted direct and indirect (i.e., video) pilot observations, to test whether we cöuld
recognise the defined behaviours on the list during observation of staff. The main
goal of this phase was to discuss each behaviour on the list. Was the definition of
this behaviour clear? Was this expression visible during observation of spontaneous
behaviour? And finally, we discussed whether we observed elements of behaviour that
could be relevant, but were not yet included and defined on the list. This phase also
provided information about the use o f a video-camera in the main study, for example
the position the camera should be placed in.
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In phase four, we compared oll the information we had collected so far and
conducted an additional literature search. All behaviours that could not be clearly
operationalised in observable terms (e.g., visible heart beat in the neck, making
controlled movements, quiet breathing) were removed from the list. Also, behaviour
that had a doubtful or ambiguous relationship with emotion (e.g., turning head aside,
speak quickly, repeating sentences, putting hands on hips) were removed from the
list. This reduction resulted in a list of behaviours that were (a) observable, (b) clearly
defined, and (c) had a clear relationship with emotion. Examples are: clenching hand
to fists, shrugging one's shoulders while the upper movement shoulders is visible. This
final list was the basis of the registration form and observation manual.

Registration o f nonverbal communication o f emotion
Three main criteria were developed. Criterion one: O nly behavioural expressions that
were included in the final list of observable, clearly defined behaviours with a clear
relationship to emotion (compiled in phase four) were to be registered. A description
of each of these behavioural expressions (e.g., tapping fingers, enlarge eyes) was
provided in the manual. Criterion two: Expressions selected on the basis of criterion
one, needed to be executed with a discernible amount of force. For example, pointing
to a direction is not necessarily associated with emotion. O nly when the behaviour
was accompanied with a powerful pointing together with a stretched finger it was
coded as an emotional behavioural expression. Criterion three: Expressions that were
not included in the final list compiled in phase four were only registered if these
expressions were very clearly related to emotion. W e added criterion three to account
for the possibility that a clearly emotional behaviour could occur that had not been
included in the list of expressions, due to its unusual character. Sometimes for example,
participants showed complex movements in the neck to indicate their disgust. Such
behaviours were registered in the category 'O ther'. These emotional behaviours also
needed a visible degree of force to be coded as an emotional expression. Figure 1
shows an overview of the nonverbal expressions that are described in detail in the
observation manual.

152

Verbal and nonverbal behaviour of care staff

Bodyzone

Specific behaviour

Forehead

Frown / wrinkles

Eyes

Enlarge eyes
Raise brows

Mouth

Laugh
Tight/purse lips

Head

Nod
Shake one's head

Hands/arms

Raise thumb
Make a fist
Beat table with plat hand

Shoulders
Note.

Raise shoulders

This is not a complete list o f all possible nonverbal emotional expressions that m ight occur
during observation. Figure one lists the nonverbal behaviours that w ere included in the
observation manual. A ll expressions in Figure one are described in further detail in the manual
and had a scientifically proven relationship with internal emotions o f people. Provided that
criterion three was met (see method), nonverbal expressions that w e not on this list could still be
registered.

Figure 1. An overview o f nonverbal expressions included in the manual

Observation manual
The observation manual explained the criteria for scoring with respect to every behavioural
expression in more detail. Regarding facial and body expressions, specific descriptions
of visible characteristics were given for each zone of the body (e.g., forehead, mouth,
arms). For example, clenches fist and hits the table; shrugging shoulders, with clearly
raised visible shoulders; eyes wide open with a size visibly exceeding its natural width.
In accordance with criterion two, nonverbal movements should be executed with force to
be registered for scoring as an emotional expression. Although, a watertight definition of
forceful reactions does not exist, it was certainly possible to reliably distinguish relaxed and
natural movements from forceful movements. Exclusion criteria for each body zone were
also included in the observation manual. For example, approving, but powerless shaking
the head is excluded from scoring as this movement appears to be a listening attitude
rather than an emotional response. There is no clearly defined set of vocal characteristics
regarding the prosodie features of verbal expressions. \A/e decided to include powerfully
sighing and sudden change in pitch as important prosodie features. Based on the review
by Van Humbeeck et al. (2002), scoring criteria for linguistic utterances (e.g., hostile and
critical comments) were based on the scoring criteria of the CFI (see Leff & Vaughn, 1985).
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Observation system
An example of the registration form is shown in Figure 2. The rows of the observation
registration form represent observational categories (i.e., body, facial, and verbal
expression) and the columns represent time segments. The observational system is
based on a 10-second partial interval recording. This means that the observer registers
whether each observation category has occurred in each ten second interval.
10-sec interval

Form of emotional communication
Facial expression

Forehead
Eyes
Mouth
Other
N ot observable

Body movement

Head
Hands
Shoulders
Legs/feet
Other
N ot observable

Emotional prosody

Pith
Sigh
Other

Linguistic Utterance

Critical comment
Hostile comment
Emotionally
overinvolved
Warmth
Positive remark
Other

Figure 2. Observation registration form.
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7.2.2

First application of the instrument: A pilot

Participants
The team of care staff that was involved in this study consisted of 2 men and 10
women, with an average age of 3 4 years [SD = 9; range: 24-49). All participants
worked as care staff in mental health care systems. The average number of working
experience in mental health care ranged from 0 to 25 years (M = 6 , SD = 8). All
care staff worked in one team and served 12 clients with mild ID and challenging
behaviour.

Procedure
Permission was obtained from the manager and the care staff to video tape them
during work. We chose to video tape during shift change, because care staff who
were finishing their shift and care staff who were just starting a new shift got together
to discuss the clients and the organization of the day, following regular routines. Staff
proxim ity to each other during shift change facilitated the collection of data.
Daily video recordings were made for a period of three months. Care staff were not
informed about the aim and content of the study, they were not aware of the fact that
researchers were observing forms of emotional behaviour. During shift change, two or
more care staff sat at a table. The video camera was placed on one side of the table
and the research assistant tried to get at least two care staff on the screen. A t least
the face and the upper part of the body were visible during 80% of the recording. In
general, legs and feet were not on the screen, because video taping of legs and feet
required more distance from the camera, which would be detrimental to the visibility
of facial expressions.
The first three recordings of every staff member were deleted to control for habituation.
Finally, we collected 11 hours o f video recordings. The behaviour of individual care
staff was observed for an average of 5 0 minutes (SD = 33).
In preparation to the reliability assessments, one of the authors extensively trained
two Master students in Psychology in the use of the observation system. During this
training, the author and both students paid extensive attention to the repetition of
behaviour definitions and differences in pilot observations between both students.

7.3

Results

7.3.1

Interrater reliability

The first aim of the present study was the development of an observation instrument with
sufficiënt levels of interrater reliability. Therefore, a total of 660 minutes of video material
was collected and interrater reliability was based on 22 % (i.e., 147 minutes) of the total.
The interrater reliabilities regarding the assessment of the three forms of emotional behaviour
were considered to be sufficiënt, with a Cohen's kappa of .75 for body expressions, .75
for facial expressions, and .70 for verbal expression (Cohen, 1988). This means that our
observation instrument provides the possibility to reliably observe and register all three
categories of emotional behaviour (i.e., face, body, verbal expressions).

7.3.2

Correlations between different forms of emotional behaviour

When sufficiënt interrater reliabilities would be achieved, we would additionally analyse
whether the observation of nonverbal emotional behaviours in addition to verbal emotional
behaviour would have a surplue value over the observation of verbal forms of emotional
behaviour only. Pearson correlations between different forms of emotional behaviour are
presented in Table 1. Results show that all forms of emotional behaviour are significantly
correlated, with the exception of the relationship between prosodie features and linguistic
utterances. Generally, this means that there is a coherence between different forms of
emotional behaviour. However, it is remarkable that all correlations were relatively small and
consequently, the

values were small. So, although there was a significant relationship

between most forms of emotional behaviour, one form could explain very little of the variance
of another form of emotional behaviour. This result indicates that our observations did in
fact tap different behaviours and therefore, the assessment of nonverbal forms of emotional
expression has a surplue value over the assessment of verbal of written expressions only.

Table 1

Pearson Correlations and R2 between Different Forms o f Emotional Communication
Expression

Facial
Body
Prosody
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Linguistic

Prosody

Body
r

R2

n

r

R2

n

r

R2

n

.3 7 6 * *

.141

437

.1 9 2 * *

.037

437

.1 0 2 *

.010

437

.2 1 3 * *

.045

459

.1 9 7 * *

.039

459

.053

.003
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7.4

Discussion

In the present study we made a first attempt in the development of an observation
instrument that measures both verbal and nonverbal forms of emotional expression. Our
first aim was to develop an observation instrument from which the content was based
on scientific research regarding emotional behaviour. Also, we aimed to develop an
instrument with sufficiënt to good interrater reliability scores. W e did not take into account
the nature (positive o f negative) nor the type (fear, anger, happiness) of emotions. When
sufficiënt interrater reliabilities would be achieved, we would additionally analyse
whether the observation o f nonverbal emotional behaviours would have a surplue value
over the observation of verbal forms of emotional behaviour only.
Results revealed that it is possible to register observations o f all three forms of emotional
behaviour (i.e., facial, body and verbal expressions) with sufficiënt levels of interrater
reliability. Pearson correlations showed that the different forms of emotional behaviour
do significantly correlate, but that correlation values were small. As a consequence,
explaining variances were small as well, which means that the presence of a certain
form of emotional behaviour can not predict the presence of another form of emotional
behaviour. This finding is interesting because measures in research regarding staff
emotions are mainly based on verbal a n d /o r written expressions only (Lambrechts,
et al., 2008). However, the present study shows that the observation of nonverbal
behaviour indeed leads to additional knowledge about emotional staff behaviour.
In this study, we made a first attempt in the development of an observation instrument.
Results, therefore, should be considered with some cautiousness. We have listed a
number of attention points that would further improve the instrument and research in
this respect. A t first, one should realise that the setting in which we collected our data
had consequences regarding the nature of our final data collection. All care staff were
videotaped during shift change. We have based the selection of this specific moment on
two arguments that would facilitate data collection, (1) care staff were sitting on a table
nearby each other and during a relatively long period of time, (2) our research assistant
was sure about the succeeding of daily recordings during a comparable, cyclic moment
of the day. As a consequence of this setting preference, the movement of staff legs and
feet often was not visible on the video screen, although legs and feet certainly do have an
influence in the nonverbal expression of emotions (Navarro & Karlins, 2008). In future
studies, investigators might consider increasing the distance between the video camera
and the persons being video taped. One should realise however, that an increase in
distance is to the disadvantage of the visability of facial expressions. Besides, the
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communicative contribution from facial expressions or body movement varies and
depends on the distance between the sender and the receiver of the message (Van
den Stock, Righart, & de Gelder, 2007). People are inclined to use body language
in their communication instead of facial expression when the distance is relatively
large. This finding will lead the investigator in his/her choice to either video-tape
the whole body and with a possible loss of information regarding facial expressions
(recommended when persons communicate on relatively long distances). O r to video
tape only the upper part of the body, with at least good visibility of movements in the
arms, hands and face (recommended when persons are located nearby each other).
Another consequence of the setting in which we have collected our data, was the fact
that we have only observed staff-to-staff interactions. The meaning of the present results
should, therefore, not be applied to staff-client interactions. A second consequence
of the choices in this study is related to criterion two in the observation of nonverbal
behaviour. To increase interrater reliability, criterion two indicated that nonverbal
expressions should be executed with a discernible amount of force to be registered. As
a consequence, the results are only based on strongly expressed emotions. The present
observation instrument is not sensitive for the registration of more subtle expressions
like a little smile or nod. Another point of improvement is the fact that the present
instrument is not yet suitable for large scale research and use in clinical practice. O ur
research assistants needed extensive training and observation was only possible by
using video-tapes. Both the observation manual as the registration form need further
simplification before we advise large scale use in research and clinical settings.
The present research offers a useful basis for further development of an observationinstrument regarding emotional behaviour. Some future possibilities will be considered
now. A more user-friendly instrument is preferred and will enable large-scale replication
studies. It is preferable to test the nature of correlations that have been found in this
study again in a replication study. Present results show that verbal forms of emotional
expression do not predict nonverbal forms of expression. Based on this finding one
could conclude that the observation of nonverbal emotional behaviour actually has
an additional value as compared to existing instruments that base their assessment on
verbal a n d /o r written expressions only. W e would prefer to support this finding with
new data. Future observation of nonverbal emotional behaviour will also provide new
information about staff behaviour. W ithin research regarding staff-client interactions,
we could examine the effect of nonverbal emotional staff behaviour on clients for
example. It is not yet clear how staff express themselves nonverbally towards their clients,
nor do we know how clients respond to nonverbal behaviour of staff. A user-friendly
version of the instrument would provide future research regarding specific emotional
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behaviour and related internal emotions of staff. Besides, a user-friendly instrument will
be of additional value within intervention studies and clinical evaluations, for example
regarding the effectiveness of staff training. The use of questionnaire is still common in
such intervention studies and clinical evaluations. The observation of actual emotional
behaviour will help to assess whether staff training lead to behavioural changes in the
daily interaction with the client. This study and related future research w ill contribute
to our knowledge regarding behaviour and emotions of staff serving people with ID.
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Chapter 8
Same view but different language: Perceptions of
staff-dient interactions

Abstract
This study, conducted in the Netherlands, used a video review procedure to compare
observations made by three different groups - care staff, clinicians and lay people
- on the quality of interactions between care staff and clients with mild intellectual
disabilities. In phase one of the review procedure, participants watched a compilation
of short video samples of staff-client interactions and indicated whether the interaction
had 'gone w ell' or 'less w ell' and, in phase two, explained their reasons for these
choices in their own words. All reviews were audiotaped and transcribed verbatim.
Surprisingly, training and w ork experience of care staff and clinicians did not appear
to have a strong differentiaI effect on their responses. All three groups described
similar behaviours and feelings about what they saw, but expressed this in different
words. This finding suggests that training and experience might not have as strong
an influence on people's perceptions of staff-client interactions as we might expect.
However, care staff and clinicians made more recommendations than lay people
about how the staff-client dyads might improve their interactions in the future. The
practitioners seemed to think about the implications of what they had seen, suggesting
that training may have a positive influence on how professionals use their observations.
However, their use of different language to describe the same events has the potential
to create misunderstandings about each other's perspectives of staff-client interactions
and this has salient implications for training.
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8.1

Introduction

People with intellectual disabilities (ID) depend on the support of others in many
aspects o f their lives and good quality interactions between staff and people
with intellectual disabilities are a vital part o f this (Hastings & Remington, 1994),
underpinning effective learning, understanding and social relationships. Care staff
often play a key role in the lives of people with ID (Forrester-Jones, et al., 2 0 0 6 ;
Robertson, et al., 200 1) and, for this reason, much thought and effort goes into
promoting good interactions between people with ID and care staff.
A common finding among studies assessing the nature o f interactions between
staff and people with ID is that these interactions tend to be asymmetrical and
not tailored to the communication needs o f clients. M cConkey et al. (1999) found
that staff tended to use verbal and directive communication strategies and failed to
adjust their language to the client's level of understanding. They concluded that staff
could further improve their strategies, for example, by increasing their use of non
verbal signals and using simpler sentences, to engage clients as equal conversation
partners. Bradshaw (2001) also reported a mismatch between the communication
styles o f staff and the communication needs o f their clients. Conversational analysis
of interactions between staff and clients in residential homes by Antaki et al. (2007a,
2 007b) and Reuzel et al. (2012) showed that staff tended to initiate, lead and direct
the conversation. For example, they used language styles that assumed greater
degrees o f impairment than necessary and there was a lack of encouragement for
clients to express their own views regarding d a ily choices. These studies provide
important insights into the nature o f interactions between care staff and people
with ID, particularly the specific shortcomings in staff skills. Antaki et al. (2007a,
2007b) did not blame staff for this behaviour, attributing it to the difficulty of finding
a balance between helping people to express their views and providing guidance.
Staff are faced with the challenge o f balancing the necessary support to help clients
communicate effectively with sufficiënt opportunity for clients' initiative and choice.
From care-staff members' experiences as participants in these interactions, w hat are
their perceptions o f them and how do they assess whether or not the interactions
are going well? Antonsson et al. (2008) interviewed care staff about their views on
their own interactions with clients with ID. Care staff clearly differentiated between
successful and unsuccessful interactions and indicated themes they considered
important in successful interactions, such as understanding cues and satisfying
needs. The im m ediacy of social interactions requires quick assessments and prompt
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responses and staff can provide an 'insider-view ' o f w hat they observe and act upon
during these encounters, giving insights into this more intuitive type of knowledge.
Clients are seen by different practitioners, such as care staff and psychologists,
in different contexts and the pooling of their intuitive opinions offers a potentially
helpful source of inform ation in efforts to assist and support care staff in attaining
good quality interactions. H ow do practitioners recognise whether an interaction
has gone well or not and on w hat criteria do they base their opinions? Perceptions
of effectiveness are not so clear in ID and tapping into experienced staff s intuitive
understanding might assist this. However, this begs the question of whether staff s
perceptions of interactions, w hich people do intuitively in their everyday lives,
w ould be different from those of a lay person. W ould video examples o f staff-client
interactions be reviewed differently by people w ho are not trained, or w ould the
essential components be similar?
A useful method that helps to exploit intuitively acquired knowledge is the Burford
Reviewing Process (BRP), which has been proven to be effective in tapping into the
intuitive knowledge and experience o f practitioners, carers and clients (Burford &
Jahoda, 2 0 1 2 ; Burford, Kerr, & M acleod, 2 0 0 3 ). In this procedure, participants
are invited to watch a series of videos in tw o stages. In the first stage, participants
are asked to give their immediate impression about w hat happened on the tape,
by marking the places that catch their attention. They are not asked to talk about
their selections during the first stage. In the second stage, participants are invited
to review all their selections and describe the events on the video that prompted
them. In the BRP it is im portant that investigators should make no assumptions
regarding the responses o f participants and should record, but not discuss, their
comments. The rapport between the researcher and the observer is a key factor in
the review sessions and it is im portant that the procedure is carried out in a nonjudgemental atmosphere.
Using an adapted version o f the BRP to review videotaped staff-client interactions,
the present study set out to com pare the perceptions of three different groups
of participants, 1) care staff, w ho had d a ily experience with people with ID, 2)
clinicians, w ho had extended training and counselling experience with people
with ID, and 3) lay participants, w ho had no experience in the field of ID or related
care.
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8.2

Method

8.2.1

Participants

Eighty-four participants were invited to review the videos. Participants were divided
into three groups (28 in each group): care staff, clinicians and a lay group.

Care staff (CSJ
All participants in this group (21 women, 7 men) were working as care staff in
residential homes and daycare centres for people with ID and cared for at least one
client with severe forms of challenging behaviour. The severity of the challenging
behaviour was based on the Dutch Protocol Severity of Challenging Behaviour (CB).
In this protocol care staff and therapists rate the frequencies and impact of different,
particular forms of CB (e.g., screaming, hitting others, throwing objects), resulting in
an overall indication of CB severity). W orking experience ranged from 1 to 22 years
(Mdn = 8, M = 9.1, SD = 5.7) and median age was 35 years (SD = 11.3, M = 36.7,
range 19 - 56). Their clients' chronological ages ranged between 15 and 5 0 years.
All care staff were fam iliar with clinical diagnoses of clients, e.g. autism, ADHD,
personality disorders and attachment disorders.

Clinicians (CL)
This group (23 women, 5 men) included clinical psychologists, case managers and
behaviour therapists with a related academic degree. All clinicians worked for the
Dutch Centre for Consultation and Expertise (CCE), which provides specialised advice
on clients with ID and challenging behaviour to Dutch healthcare institutions. W orking
experience ranged from 8 to 3 7 years (Mdn = 21.0, M = 2 2 .0 , SD = 7.4) and
median age was 5 0 years (/VI = 4 8 .2 , SD = 6.0, range 36 - 59).

Lay group (LG)
Participants in this group (16 women, 12 men) had no experience of working with
people who have ID. Occupations varied considerably (e.g. mailman, architect,
painter, project manager in the building industry) and education levels ranged from
vocational training to University master's degree. The median age in this group was
31.5 years (M = 35.5 , SD = 12.8, range 2 0 - 59).

Staff-client pairs
2 0 Staff-client pairs from Amarant, an institute for people with ID in the Southern
Netherlands, participated in the videotaping of daily interactions. Amarant also
funded the research. Ten care staff had more than 7 years of working experience and
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ten had less than 2 years of working experience. Both sets had an equal number of male
and female staff, a random distribution of staff age and a random distribution of client
age. The appendix provides more detailed information about the staff-client pairs.

8.2.2

Preparation of videotapes

Informed consent
Care staff working at Amarant were informed about the project and recruited by their
manager. All staff volunteers were asked for their permission to show the videotapes to the
three participant groups in the study. Clients, or clients' parents, were similarly informed
and asked to give consent for the clients to be videotaped. Videotapes were only shown
within the project and all were deleted when the project was completed.

Video recording
The interactions between care staff and clients were recorded over a three-month period.
To establish habituation to the camera, the researcher taped staff and clients on five
different days. No demands were made about how the staff and clients should interact, or
what they should talk about. Instead, the aim was to capture typical interactions between
staff and clients.

Selection o f video samples
A one-minute sample of the interactions was selected for each of the 20 staff-client pairs,
from the final taping session. To reduce possible bias, the samples showed the first minute
of tape in which both carer and client were continuously visible, independent of contact.

Review compilation
The final selection consisted of twenty one-minute sections of videotaped interactions of
staff-client pairs. Each pair was shown only once and samples were separated by a short
display of blank tape.

8.2.3

Review procedure

Reviews were conducted at a quiet location preferred by the participant (e.g., at home or
at their office). Each review session lasted between 60 and 90 minutes (90 minutes was
feit to be the maximum that could be asked of participants during their working day). All
participants were given a standardised explanation of what was going to happen before
the review procedure started. The rapport between the researcher and the observer was a
key factor in the review sessions, as participants are considered to respond especially well
in a relaxed, informal atmosphere (Burford, et al., 2003). Before beginning the reviews
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the participants were assured that they would not be judged on how well they performed,
but that they were valued as informants with needed expertise.
Reviews were divided into two phases. During the first phase, the participant watched the
compilation of video samples on a laptop. Normally in the BRP there are no interruptions
in viewing during the first phase. In this study, the researcher stopped the tape afler each
sample and asked the participant whether he or she thought the interaction had 'gone well'
or 'less w e ll'1 . If participants had difficulty in deciding, the researcher asked them, once
only, just to try and make a choice. In the few cases where this happened, participants
were able to come to a decision. Other than this, no discussion took place during this
phase.

During the second phase, the researcher replayed the compilation, stopping the tape
after each sample and asking the participant to explain in his or her own words why
he or she thought that the interaction had gone well/less well. The researcher did not
engage in discussion about the samples or ask extra questions, to avoid influencing the
participant's responses. After giving his or her explanations, the participant was asked if
he or she could identify specific events and behaviours on the tape that might add further
clarification. All reviews were audiotaped and transcribed verbatim.

8.2.4

Procedural reliability for video reviews

Eight master students in psychology were trained to conduct the video reviews. One of the
authors was present for 25% of their reviews, to observe whether they correctly followed
the procedure. The author did not interrupt or engage during the procedure. Mean
agreement was 96.2% (SD = 5.0) between the scheduled steps of the review procedure
and the observed procedures, indicating a high procedural reliability.

8.2.5

Data analysis

The immediate impressions of the three groups (CS, CL, LG) obtained during phase one
were compared using Chi Square. To prepare for analysis of phase two data, the transcripts
from the video reviews of all 20 video samples were first divided into clauses according
to basic grammatical sentence constructions (i.e., subject, adjunct, subordinate clauses,
and enumerations). Through a process of content analysis the clauses were assigned to
the three main categories of descriptors that emerged from the participants' responses Behaviour, Feelings, and Recommendations. Inter-rater reliability was conducted using
20% of the transcripts. Cohen's kappa (1988) was .91. Quantitative analyses compared
CS, CL and LG distribution patterns of these categories using M ANOVA and independent

t tests.
1 Nearest translation possible from Dutch
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8.3

Results

8.3.1

Phase one: Comparing immediate impressions of staff-client interactions

The first phase of the video reviews obtained the immediate impressions of the three
groups on whether the staff-client interactions had 'gone well' or 'less well,. Agreement
between the groups was assessed by calculating Chi Square for all 20 video samples.
Table 1 shows that the Chi-square analyses failed to be significant for 13 of the 20
samples (Table 1). This suggests that the immediate impressions of the CS, CL and LG
groups were similar for two-thirds of the video samples.

Table 1

Overview o f X2, dfs and p Values for each Video Sample

Video sample

X*

'

df

P

1

6 .3 7

2

.04

2

2 .35

2

.31

3

10.12

2

.01

4

1.04

2

.60

5

2 .52

2

.28

6

.63

2

.73

7

5 .4 0

2

.0 7

8

1.17

2

.56

9

9.91

2

.01

10

8.62

2

.01

11

4 .7 0

2

.10

12

1.51

2

.47

13

2 .5 0

2

.29

14

.96

2

.62

15

9.23

2

.01

16

.05

2

.98

17

6.43

2

.04

18

13.34

2

.001

19

.24

2

.89

20

.77

2

.68
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8.3.2

Phase two: Comparing participants' explanations of their immediate
impressions

Emergence o f categories
Three main categories of Behaviour, Feelings and Recommendations emerged from
the participants' explanations, with Behaviour as the predominant category.
Behaviour. This category referred to the behaviours of clients and care staff. It
contained two sub-categories, (1) Exact Behaviour, (2) General Behaviour (Table 2).
Exact Behaviour contained comments referring to specific, clearly described forms of
behaviour of staff and / or clients on the videotape, for example, 'the client is sitting

on his chair'. In contrast, comments in General Behaviour were more general and
multi-interpretable, for example, 'This staff member is enthusiastic'. Cohen's kappa
(1988) in main category one was .70.
Table 2

Examples o f Behaviour
Exact Behaviour:
'They were sitting next to each other on the couch'
'The staff member asks: what do you want to know?'
'He made a joke by saying: don't take my finger'
'The boy was smiling'
'That man was eating his sandwich'
'He stroke her arm'
General Behaviour:
'His body posture is relaxed'
'The staff member helped the client'
'He also calms her dow n'
'Yes, she is very patiënt'
'At the end, the staff is really doing his own things'

Feelings. This category reflected the feelings of the participant about the staff-client
interactions. It contained three sub-categories, (1) General Feelings, referring to
feelings that were related to the total situation, (2) Specific Feelings, referring to
feelings about particular behaviours of the staff member or client on the videotape,
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and (3) Interpretations, in which the participant interpreted the feelings of the staff
member or client. Table 3 shows examples of these sub-categories. Cohen s kappa
(1988) for the Feelings category was .70.
Table 3

Examples o f Feelings
General Feelings:
'Beautiful video fragment'
'Just a warm expression'
'I think, this interaction is quite okay'
'I really don't like this'
Specific Feelings:
'I really like the w ay she is helping instead of just giving the instructions'
'That man is doing a good job'
'The w ay she is behaving makes me agitated'
Interpretations:
'That client doesn't like it anymore'
'In fact, she wants him to go aw ay'
'He is really feeling comfortable'
'I think she liked it'

Recommendations. In this category the participants recommended how the carer should
behave or handle a situation. These included comments like 'The staff member should

support his communication by pointing to the objed', or 'The staff member should first
knock on the door before he comes in'. Cohen's kappa (1988) in this category was .76.
Redundant comments. Comments that were unclear or extraneous to the research question
were assigned to this category and excluded from further analysis. Examples in this
category are: 'I think that the dog belongs to the clienf, or 'I cannot further clarify this,
this is it'. Cohen's kappa (1988) in this category was .73. A small number of comments
by participants in the CS and CL groups were clinical, for example, referring to a clients
behaviour as autistic. These accounted for no more than 0.3% of all explanations and
were also excluded from further analysis.
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Comparing explanations o f immediate impressions between groups
The composition of the groups' explanations were compared using a 3 (Group:
CS vs. CL vs. LG) x 3 (Composition o f explanations: Behaviour vs. Feelings vs.
Recommendations) M A N O V A on the mean proportions of occurrence across all 20
video samples. The variable 'composition o f explanations' was treated as a withinsubjects variable (repeated measure) and 'group' as a between-subjects variable.
There was an interaction effect between 'composition of explanations' and 'group',

F[4, 162) = 2.81 p = .03), indicating that there were differences between groups in
the compositions of their explanations.
Independent t tests were conducted to identify the origin of the differences. The CL
group was found to use more Behaviour than the CS group (/(54) = 2 .9 2 , p = .005)
and both CL (#(54) = 3.27 , p = .002) and CS (f(54) = 2 .6 4 , p = .01) used more
Recommendations than LG. N o other significant differences were found. See Table 4
for the mean scores.

The three groups appeared to have a similar hierarchical distribution pattern of
Behaviour, Feelings and Recommendations. To establish whether this was the case,
paired-sampled t tests were conducted and revealed that the pattern of distribution was
comparable between the groups (Table 4). W ithin each group, Behaviour occurred
more frequently than Feelings (/(27) = 2 4 .1 3 , p < .001 (CL); t(27) = 13.66, p < .001
(CS); t{27] = 13.08, p < .001) (LG) and Recommendations (t{27) = 4 1 .7 5 , p < .001
(CL); 1(27) = 2 4 .8 0 (CS), p < .0 0 1 ; 1(27) = 2 9 .9 3 , p < .001) (LG), and Feelings
occurred more frequently than Recommendations [t\27) = 17.77, p < .001 (CL);

H27) = 15.51, p < .001 (CS); 1(27) = 13.57, p < .001) (LF).
Detailed comparison o f Behaviour
As shown in Table 4, Behaviour was the predominant category and so it was subjected
to further analysis, using ten randomly selected video samples, to gain more detailed
information about the aspects of behaviour that were considered by the participants
to be particularly relevant when judging staff-client interactions. Through content
analysis, the Exact and General Behaviours sub-categories were further divided into:
(1) Physical characteristics, (2) Verbal communication, (3) Activities, (4) Attitude, and
(5) Autonomy. In addition, the General Behaviours sub-category also included (6)
Atmosphere and (7) Connection. Inter-rater reliability (Cohen's kappa) was .90 for
Exact Behaviours and .89 for General Behaviours.
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Table 4

Proportions o f Sub-Category that Occurred in Explanations o f each Participant Group
LG

CL

CS
Ai

SD

M

SD

Al

SD

57 .3

10.5

64.1

6.8

60.8

10.2

General behaviours

3 4 .0

8.9

4 2 .0

6.1

37.2

8.6

Exact Behaviours

23.2

9 .0

21.9

7.5

23.6

10.7

21.5

6.0

20.1

4 .2

21.5

7 .7

General Feelings

12.5

5.2

11.5

3.6

12.5

5 .9

Specific Feelings

4.2

2.6

3.9

2.1

3.6

2.3

Interpretations

4.8

3.0

4 .7

2 .0

5 .4

3.9

3.0

2.6

3.2

2 .4

1.4

1.7

Behaviour Descriptions

Feelings Descriptions

Recommendations

Detailed analyses o f Exact Behaviour. Table 5 shows a similar pattern of distribution
across the participant groups. For each group, the m ajority of descriptions belonged
to Verbal Communication and Physical Characteristics (CS = 81.1% , CL = 80.2% ,
LG = 80.8%) and, for both, Table 6 shows that their four most commonly cited codes
were also comparable across the three groups. Participants thus not only considered
similar aspects of behaviour to be relevant, but also used the same language to explain
the behaviours of importance.
Table 5

Proportions o f for Exact Behaviour for each Participant Group
CS

CL

LG

Verbal Communication

5 9 .9

5 9 .9

61.4

Physical Characteristics

21.1

20.3

19.2

Attitude

9.1

10.6

11.2

Activities

7.1

7.2

5.2

Autonomy

2.8

2 .0

3.0
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D etailed analyses o f G eneral Behaviour. For G eneral Behaviour, tw o sub
categories, Verbal Com m unication and Connection, w ere the most frequently
mentioned (CS= 55.6% , CL= 64.7% , LG= 55.1% ), but the four most commonly
cited codes within these sub-categories varied between the groups, especially for
Connection (Table 8). Verbal communication and Connection were salient for all three
groups, but when the groups had to describe the behaviours, their use of language
diverged. Clinicians for example talked in terms of adapting and joining in, whereas
lay individuals used words as helping and communicating.
Table 6

Four most Commonly Cited Exact Behaviour Codes in the Sub-Categories o f Verbal
Communication and Physical Characteristics
Verbal Communication
CS
Rate Code

CL
%

Code

LG
%

Code

%

#1

Quote staff/client 42.1

Quote staff/client 39.3

Quote staff/client

3 3 .7

#2

Saying

2 6 .7

Saying

25.3

Saying

27.4

#3

Ask questions

2 2 .5

Ask questions

21.8

Ask questions

27.4

#4

Answering

5.8

Answering

8.7

Answering

8.1

Physical Characteristics
Rate CS

CL

LG

#1

Looking at

3 0 .9

Looking at

5 2.8

Looking at

4 1 .7

#2

Standing

2 2 .8

Standing

19.3

Standing

19.8

#3

Sitting

2 0.3

Sitting

13.7

Sitting

18.8

#4

Laughing

9.8

Laughing

11.2

Laughing

15.6

Note.

Data from the present study were collected in the Netherlands and the video reviews were
conducted in Dutch. Table 6 shows the best fitting translations, but it should be borne in mind
that the category labels and descriptions cannot De translatea exactly into English.
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Table 7

Proportions o f Sub-Categories for General Behaviour for each Participant Group
CS

CL

LG

Connection

2 7 .4

41.5

2 8 .4

Verbal Communication

28.2

23.2

2 6 .7

Attitude

15.0

10.4

19.2

Physical Characteristics

12.3

11.4

10.4

Atmosphere

9.1

6.3

2.8

Autonomy

5.3

2.5

6 .6

Activities

2.8

4 .7

6 .0

Table 8

Four Most Commonly Cited General Behaviour Codes in the Sub-Categories o f Verbal
Communication and Physical Characteristics
Connection
LG

CL

CS
Rate Code

%

Code

%

Code

%

#1

Know each other

13.9

Adapting

10.4

Reacting

16.6

#2

M aking contact

10.1

Joining in

9 .7

Helping

9 .9

#3

Reacting

9.1

M aking contact

9 .7

Communicating

9 .9

#4

Take over

7 .5

Reacting

8.6

Focusing on

7.2

Verbal communication
LG

CL

Rate CS
#1

Saying

5 1 .0

Speaking

4 5 .7

Saying

6 5 .9

#2

Clarifying

20 .3

Asking

15.7

Asking

10.0

#3

Asking

12.5

Informing

7.3

Clarifying

7.1

#4

Explaining

4 .7

Clarifying

5.3

Explaining

4.1

Note.

Data from the present study were collected in the Netherlands and the video reviews were
conducted in Dutch. Table 8 shows the best fitting translations, but it should be borne in mind
that the category labels and descriptions cannot De translated exactly into English.
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8.4

Discussion

This study compared the views of three groups, Care Staff, Clinicians and a Lay
Group with no background experience of people with intellectual disabilities,
about the quality of staff-client interactions. Their immediate impressions about the
videotaped staff-client interactions they reviewed appeared to be similar. The training
and w ork experience o f the clinicians and care staff did not appear to have had a
strong differential effect on their responses. The explanations given by participants
for their immediate impressions were also comparable. Participants described similar
behaviours and feelings about what they saw, but expressed this in different words.
A part from this difference in language use, care staff, clinicians and people in the
lay group generally agreed in their impressions and their explanations for them. This
finding suggests that training and experience might not have as strong an influence on
people's perceptions of staff-client interactions as we might expect.
Interpreting inter-personal interactions is an essential life skill, the building blocks of
which are likely to be hard wired (Trevarthen, 2005). According to Lim, Plucker and
lm (2002)), people share implicit theories about aspects of behaviour, including interpersonal interactions. It was noteworthy that participants used feelings to explain
about 20% of their judgements (i.e., CS = 21.5% ; CL = 20.1% , LG = 21.5%). Thus,
irrespective of their expertise, the participants were relying on intuitive judgements that
they were sometimes unable to explain, sometimes reporting that they 'just feit' that
something in the interaction did not 'feel right', even though they could not make these
feelings more explicit.

W hen the professionals and lay people did provide explanations for their judgements,
they based their accounts on similar aspects of observed behaviour. This adds
further credence to the notion that common elements of the interactions were salient
to all three groups of the participants. Romney, W eller and Batchelder (1986) and
D Andrade (1981), suggest that shared cultural understandings can lead to common
interpretations of behaviour. Yet, if this was the key factor then one might have also
expected the respondents to use a shared language to describe what they saw,
whereas the professionals and lay people sometimes described what they saw in
different terms. Table 8 shows that the three groups do focus on the same aspects
of behaviour (i.e., verbal communication and connection) but use different words,
related to their own jargon.
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Another difference in the responses given by the three groups of participants was that
care staff and clinicians made more recommendations than lay people about how the
staff-client dyads could improve their interactions in the future. Professionals seemed to
think about the implications of what they had seen. This is likely to be a result of their
training and experience, through which they consider it part of their job to translate
their observations into useful suggestions for improvement. For example, in one of the
video samples, the client was constantly moving and looking around while talking to
his carer. The carer did not make any comments about this to his client. One of the
CS group suggested that he should have said to his client: Please, look at me for a

momenf. Another participant in the CL group also commented on this sample that:
'This client is not looking at his carer. You cannot 'reach' this client with words only, you
know.' Although training may have a positive influence on how professionals use their
observations, the fact that they may use different language to describe the same events
has interesting implications for training, as this can be a barrier to clear communication.
Training needs to emphasise the importance of communicating recommendations and
action plans in clear language that fosters a shared understanding of human processes
with clients and their family and also with each other.
This is especially pertinent to w ork with people who have intellectual disabilities,
where a multi-disciplinary approach is commonly taken to help with difficulties they
may face. During multi-disciplinary meetings there is a risk of different professionals,
let alone care workers, family members or individuals with intellectual disabilities
themselves,

misinterpreting each other's terminology and

mistakenly assuming

differences in perspectives.
In this study, the discernible difference between the professionals and lay people was
the greater readiness of the former to make recommendations. In these instances the
professionals looked at interactions involving clients with a purposeful eye and this
role is worthy of emphasis in staff training. Perhaps the most interesting aspect of
the findings is the common w ay of looking at interactions found in the three groups.
Training courses could complement specialist knowledge by emphasising w hat is
shared with the lay public - a common w ay of looking at interactions - and the need
to talk about this in plain language. This is offers a good starting point when helping
family carers and relatives in their interactions with a fam ily member with ID.
There are a number of possible limitations to this study that need to be considered. The
interaction samples were very short, and the limited exchanges might have focused
the three groups' attention towards common factors when making their judgements
about what they had seen. If the participants had observed longer extracts there
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might have been greater variance in how the three groups judged the interactions
and the aspects o f the interactions that they focused on. However, even if this proved
to be the case, the fact that the three groups used different language to describe
common factors remains of interest. The finding that the professional groups produced
more recommendations than the lay group should also be treated with some caution.
This may have been an artefact of the review procedure, and given the professional
groups backgrounds and training they may have believed they were expected to
provide suggestions for improvement. Even though lay people may not have thought it
was part of their role to provide recommendations, they might have proved perfectly
capable of doing so if asked.

Future research could address the methodological issues raised above, and investigate
if longer extracts of interactions would yield a different pattern of results and what
recommendations lay people would make if asked. Another development of the
approach would be to ask individuals with intellectual disabilities themselves and their
relatives to carry out video reviews. A study by Burford and Jahoda (2012) showed
that clients with mild intellectual disabilities are able to participate in the BRP. The
involvement of clients and relatives would be interesting because recent studies by
Roeleveld et al. (201 1) and Van der M eer et al. (2011) involved interviewing clients
and relatives about characteristics of care staff they value most. W h a t the participants
highlighted were staff features like communication and contact, that are comparable
with the behaviour categories (i.e., verbal communication and connection) to emerge
from observations in the present study. This raises the question as to whether individuals
with intellectual disabilities themselves would focus on the same features of interactions
as experts and lay people.
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Appendix
Details about staff-client pairs

Staff member

Client
IQ

Diagnoses

28

60

Personality disorder

M

38

45

MCDD

21

M

50

40

Autism

M

36

M

55

40

Autism

5

M

48

M

45

35

6

F

27

F

52

46

7

F

33

M

40

42

8

M

56

M

26

85

Autism

9

M

32

M

43

62

Acquired Brain Impairment

10

M

45

M

49

60

11

F

28

F

56

45

12

F

51

M

47

50

13

F

21

M

45

45

14

F

28

F

36

57

15

M

56

M

21

43

16

M

42

M

22

64

17

F

33

M

53

43

Autism

18

M

52

M

55

55

Autism

19

M

26

F

42

55

20

M

28

M

21

50

Pair

Gender

Age

Gender

Age

#

(M /F )

(Years)

(M /F )

(Years)

1

M

32

M

2

M

40

3

F

4
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Autism & Attachment disorder

Klinefelter Syndrome

Attachment Disorder

Autism
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Chapter 9
General discussion

Individuals with intellectual disabilities (ID) have the right to receive the best support
achievable within health-care settings. The same rights are allocated to individuals with
ID and severe forms of CB. Care-staff play an important role in the lives of people with
ID. W hen CB is present, both clients and care staff experience negative consequences
of CB. Care staff need to deal with highly-demanding jobs. It is no coincidence that
the focus of a large number of reports aim at clarifying the complexity of staffs' workrelated challenges and at explaining staff behaviour towards clients with ID and CB.
Irrespective of which explanatory perspective was chosen and irrespective of which
dilemmas care staff are facing, researchers and clinicians agree that care staff need
the best support available to optimally support clients with ID and CB. Amarant, a
Dutch health-care organisation acknowledged this need and funded this thesis about
conscious care for complex clients.

9.1

Present thesis

The present thesis dealt with a variety of aspects important for care-staff training. In
particular, we focused on care staff serving clients with mild to moderate ID and severe
forms of CB. Summarised, three types of studies were conducted: literature studies
regarding staff training, intervention studies to evaluate the effectiveness of three stafftraining programmes, and exploratory studies to gain insight in the measurements and
judgements of staff emotions, behaviour, and staff-client relationships. The support of
care staff is the central theme of this thesis and the three types of studies reveal that
this subject has been considered from different points of view. This thesis contains an
eclectic mix of procedures, measures and analyses. W e used both qualitative and
quantitative procedures to analyze our data. Moreover, the implications are relevant
with respect to clinical practice as well as future research.

9.2

Results and interpretations

9.2.1

Literature studies

In the last decade, a large number of intervention studies about the effectiveness of carestaff training in the field of mental-health care have been published. O ur meta-analysis
revealed the impact of particular training elements on staff-training effectiveness (see
Chapter 2). In general, the complexity of staff-training goals seems

to affect the

effectiveness of staff training. Skills that were not directly related to the client (e.g.,
nutrition skills) appeared to be easier to teach than skills that were directly related to the
client (e.g., enhancement of positive interactions). Although less frequently conducted,
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the combination o f in-service training and coaching-on-the-job appeared to be the most
effective combination when programmes aimed to directly improve client behaviour
and client wellbeing. The use of a package of training techniques was more effective
than the use of one technique in in-service settings. Regarding coaching-on-the-job,
verbal feedback whether solely or within a package should be part of the intervention
techniques. The use of instruction was dissuaded during coaching. The findings of
the meta-analysis supported the suggestion that it is difficult for staff to transfer what
was learned in the classroom to daily interactions with the client. Summarised, when
developing staff training, it is important to be aware of the fact that in-service training
and coaching have their own characteristics, different preferences regarding the
use of particular training techniques, and different contributions to effectiveness. The
implications of these outcomes w ill be discussed in the fifth section of this chapter.
A part from the more technical and educational elements of staff training, goals and
evaluation methods were also assessed. The literature inventory focused on training
programmes that supported care staff, who served clients with mild-moderate ID and
severe forms of CB (see Chapter 3). Results revealed that until present the increased
attention in the ID literature to staff-client relationships is not yet represented in stafftraining programmes. Consideration of staff attitudes and staff self-awareness was
not among the main emphases of the staff-training programmes that were examined
in this study. The increase of behavioural knowledge and skills was dominant.
W hen assessing the variables that were included in the evaluation of staff training
effectiveness, the inventory indicated that no attention whatsoever was given to the
perspectives of clients. Although clients with mild to moderate ID are certainly able to
express their feelings about the quality of the care received from staff (e.g., Clarkson,
et al., 2 0 0 9 ; Roeleveld, et al., 2011), none of the reviewed studies included outcome
measures, that took the perspectives of the client into account.

9.2.2

Staff-training effectiveness

In this thesis we have evaluated the effectiveness of two in-service training programmes
that were developed to support care staff in dealing with clients with mild ID and severe
forms of CB. The intervention studies in the present thesis showed that short training
programmes are effective in improving staff competences. This finding corresponds
with work o f our international colleagues (e.g., Allen & Tynan, 2 0 0 0 ; Grey, et al.,
2 0 0 7 ; Tierney, et al., 2007). The aggression-management training (see Chapter 4)
clearly showed that behavioural knowledge and physical intervention techniques
improved after five days of in-service training, but had somehow decreased at three-
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to-five-month follow-up. Continuous reactivating of knowledge and skills is thus
needed. Because of the staffs' satisfaction about the training programmes, we
expect that participation in refresher courses w ould not be a challenge for the
organisation. The stress-management training (see Chapter 5) seemed to affect
a change in attention of participants from stress symptoms before training to
coping strategies after training. In line with existing literature the staffs individual
perspectives on stress symptoms, triggers and strategies varied considerably,
suggesting that people had their own 'personal approach ' to deal w ith stress
(Rose, et al., 2 0 0 3 ). The com bined provision of both in-service programmes w ould
be p articularly interesting fo r care staff serving clients with ID and severe forms
o f CB, because o f the different but supplementary contents and goals of both
programmes. The aggression-management training m ainly focused on the causes,
functions, and forms of the client's CB and physical intervention techniques to
safely control episodes o f CB. The stress-management training focused on the staffmember him -/herself and individual symptoms, triggers and strategies regarding
stress ca used by CB.
In addition to the two in-service programmes and in line with the recommendations
o f our meta-analysis in C hapter 2, w e conducted an intervention study to explore
the development of individual-coaching processes (see C hapter 6). Therefore,
three staff-members w ere carefully follow ed and videotapes o f coaching session
were analysed. The three care-staff members

and the coach previously finished

the in-service aggression- and stress-management training. Based on qualitative
analyses in com bination w ith quantitative interaction-response analyses (Linell, et
al., 198 8 ) we found that coaching processes were different regarding the balance
o f pow er at the start o f the coaching, probably due to differences in resistance
and insecurity of participants. As a consequence of different starting points, each
coaching process had its unique development over time. A t the end o f the coaching
sessions, all dyads had sim ilar levels o f pow er suggesting equal contributions and
leadership. Despite differences in processes over time, interactional patterns of all
dyads w ere com parable w ith informal-friends conversations. M oreover, all dyads
w ere com parable at the end in the sense that all dyads were highly satisfied with
the outcomes and process o f coaching.

9.2.3

Behaviour, interactions and relationships: Judgement and measurements

A long w ith our intervention studies regarding the effectiveness of staff training
w e have conducted explorato ry and prelim inary studies to gain more insight in
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staff's emotional behaviour and staff-client interactions. The need for these studies
appeared w hile we were searching for useful observation methods regarding
emotional behaviour and staff-client interactions. The results o f these studies are
relevant for multiple reasons and m ight for example provide input regarding the
development o f new measures in future staff-training intervention studies. In the
seventh Chapter, we made a first attempt to develop an observation instrument to
measure both verbal and nonverbal forms of emotional expression of care staff.
It was possible to register observations of facial, bodily, and verbal expressions
with sufficiënt levels o f inter-rater reliability. Analyses indicated that verbal forms
o f emotional behaviour might not predict the presence of nonverbal forms of
emotional behaviour. This finding is interesting because measures in research
regarding staff emotions are m ainly based on verbal a n d /o r written expressions
only (Lambrechts, et al., 20 0 8 ). The observation of nonverbal behaviour seems to
add useful knowledge about emotional behaviour of staff.
Finally, in line with the increasing interest in staff-client relationships, w e conducted
a video-review study to tap into intuitive knowledge of lay-group participants, carestaff members , and clinicians regarding the quality of staff-client relationships (see
C hapter 8). A ccording to Li m, Plucker and lm (2002), it was worth noting that
irrespective o f their expertise, the participants were relying on intuitive judgements
that they w ere sometimes unable to explicitly explain (e.g., they 'just feit', something
did not 'feel right'). M oreover, when the professionals and lay people did provide
explanations for their judgements, they based their accounts on sim ilar aspects
of observed behaviour. This finding corresponds with the suggestion of Romney,
W eller and Batchelder (1986) and D 'A n drade (1981), that shared cultural
understandings can lead to common interpretations o f behaviour. In contrast with
shared explanations, professionals and lay people sometimes used different terms,
related to their own jargon to describe w hat they saw. A second difference was
related to the finding that care staff and clinicians made more recommendations
than lay people about how the staff-client dyads could improve their interactions in
the future. Professionals reflected upon the im plications o f w hat they had seen. This
may be the result o f their training and experience. Although training usually has
a positive influence on how professionals use their observations, training needs to
emphasise the im portance o f communicating recommendations and action plans
in clear language that fosters a shared understanding of human processes with
clients and their fam ily and also w ith each other.
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9.3

Qualifications

There are a number o f aspects that qualify the findings of this thesis. Each separate
chapter deals with its particular limitations. In this general discussion we address
a number o f general aspects that reveal the constraints of practice-based research.
Q ualifications are related to choices about instruments, possibilities in the
observation o f staff-behaviour and client-outcome variables, the im pact of applied
research in a dynam ic context, and consequences of small sample sizes.

9.3.1

Instruments

In two intervention studies, w e did not use standardised measures because these
were not sufficiently specific for our purpose. As a consequence, we used selfdeveloped instruments; a knowledge questionnaire and an observation scale of
physical-intervention techniques in the aggression-management study and a written
assignment in the stress-management training. These measures w ere carefully
developed, systematically conducted, and inter-rater reliabilities were assessed
and appeared to be sufficiënt to good.

9.3.2

Observation of staff-behaviour and client-outcome variables

The social va lid ity o f treatment and its clinical relevancy depends on changes
in client-outcome variables and long-term staff behaviour (Arco & Birnbrauer,
1 9 90 ; Cam pbell, 2 0 0 7 ; Cullen, 1988). The effectiveness of staff training in
this thesis is not assessed through observation o f actual staff-client interactions.
W e did measure some direct effects of in-service training on staff variables (i.e.,
knowledge increase, physical interventions, focus o f reflection) and w e assessed
processes of change on staff behaviour during the coaching process. W ith respect
to in-service training it is, however, debatable whether such long-term changes are
feasible, because in-service training is mainly effective in increasing knowledge
and relatively simple intervention skills. Regarding coaching, this argument does
not apply. A fter all, the aim of coaching is to support the transfer o f knowledge
and simple skills to d a ily interaction w ith an individual client. Changes in staff
behaviour and client-outcome variables are possible and w ill hopefully be part of
training goals. W e w ill get into some more detail in the next paragraph.
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9.3.3

Applied research in a dynamic context

The present thesis was conducted in real-life health-care situations. Participants were
care-staff members w ho worked in staff-teams on a da ily basis. The advantage of
ecologically valid research is the fact that results have an increased chance to be
useful and applicable in real-life situations. The disadvantage o f this type of research is
that the research team has limited control over many variables during the preparation
of studies and during data collection. The context in which studies are conducted is
dynamic and to a large extent unpredictable. Care-staff members

may be absent

during training days, working schedules could change, and care-staff members
leave their jobs. Also, clients may not want to collaborate, clients can decide to stop
collaboration during data collection, clients also move or even leave the institution,
and clients may become sick. This list constitutes just a few examples of obstacles that
could occur. It was a challenge for the research team to find Creative solutions that did
not harm the design or data analyses. As a consequence, the research team sometimes
had to decide that measures were incomplete, and could therefore not be included
in the analyses of data. Regrettably, this happened to our project in which months of
observation of staff-client interactions appeared to be too incomplete to assess the
effectiveness of coaching on daily interactions. Also, we had incomplete data from
our self-developed questionnaire to assess clients' perspectives o f the quality of their
care-staff members' competences. A second choice that was affected by the reality
of uncertain research conditions was our decision to evaluate the effectiveness of the
aggression-management training, stress-management training, and coaching-on-thejob, separately, rather than combined. Although participants in the stress-management
training did finish the aggression-management training; participants in the coaching
process did finish both in-service programmes. Goals during coaching were related to
what was learned in the in-service, but longitudinal measurement of care staff during
their participation in several training programmes was not feasible.

9.3.4

Sample sizes

The findings of the present thesis are based on small sample-size data. The generalisation
of the results is therefore limited. To ensure scientifically valid conclusions we used
systematically conducted procedures with control groups if possible. Nevertheless, we
would like to add the caveat that the results should be interpreted with caution.
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9.4

Meaning and implications for research and practice

9.4.1

Development of staff training

W hen organisations decide to develop staff training, a number of decisions have to be
taken into account even before the concept of a training programmes is developed. First
of all, developers should have a clear goal of the training. Apart from a differentiation
of training goals between reactive (e.g., physical intervention training) and preventive
(e.g., positive behaviour support and stress-management training) strategies, training
goals and staff competencies could be distinguished at the level of knowledge,
skills, attitude, and self-awareness (Embregts, 2 0 0 9 /2 0 1 1 ). The competencies one
wants to achieve determine the elements of training that are needed. For example, a
combination of in-service training and coaching is required to make the transfer from
classroom knowledge and skills to daily interaction with individual clients. Training
of knowledge and skills is possible in an in-service setting, but preferably with the
use of many training techniques. Thus, developers must be aware of the fact that
knowledge and skills that concern the client's behaviour, causes, and interventions
(e.g., aggression-management training) are different from knowledge and skills that
concern the individual care-staff member's behaviour, causes, and interventions (e.g.,
stress-management training).
In addition to the improvement of different types of knowledge and skills that are useful
to deal with clients with ID and CB, the improvement of attitudes and self-awareness
is warranted as well. This need is supported by the clear trend that people with ID are
more and more considered fully-fletched citizens with the same rights as every other
human being (Embregts, 2 0 1 1 ; Van Gennep, 2009). Although people with ID are
limited in some respects, these people still have the right to be empowered, to increase
autonomy, self-determination, to make choices, and to be involved in the development
and evaluation of care (Van Regenmortel & Embregts, 2012). It is important to note
that in their desire to achieve these vital rights, people with ID and severe forms of
CB need love and support from professional care staff (Embregts, 2 0 1 1 ; Hermsen,
et al., 2012). The extent in which care staff succeed in providing professional loving
care depends on the attitude and self awareness of care staff. Developers should
however, realise that many training programmes still lack these components. Possibly,
because such goals require alternative and perhaps more complex forms o f training.
One effective addition to in-service training is individual coaching (Arco & du Toit,
2006). Evidence of effective support to increase staff attitudes and self-awareness
is still limited and clear recommendations are not yet available. W e do, however,
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acknowledge that these goals should no longer be excluded. Especially when we aim
at improving professional human loving care and the quality of relationships between
staff and clients, positive attitudes toward clients and self-awareness are required
training goals. The present thesis showed that it is possible to improve self-awareness
and attitudes by individual coaching. Coaching is needed to transfer the lessons from
classroom setting to individual behaviour, attitudes and awareness. In this thesis we
build up knowledge about coaching processes, but lessons about the best particular
coaching method and type of coach are not yet available.
Developers of training are thus recommended to make clear decisions regarding the
goals and setting of staff training. Moreover, choices should be made with respect to
training techniques that are used to improve goals, such as, instruction, modelling,
role-play, discussion, homework, exercise, feedback, and actors. Each technique has
a number of variations, but it is difficult to assess the effectiveness of each. A part from
details, we do know that a combination of techniques is helpful in increasing skills in
in-service because different people have different learning styles and need different
ways of offering newly knowledge and skills.
Considerations regarding the development of staff training may not be new for every
reader. The strength of the present thesis, we believe, is that the present findings
confirm the trends that appeared outside this research project in the field of mentalhealth care. M any organisations focus more and more on conducting coaching
programmes and training packages that aim at improving attitudes and staffs' personal
awareness. This could be considered a clinical validation of the relevancy of the
present findings. In other words, based on practice-based evidence the need to further
improve staff training is acknowledged. In this thesis we identify the elements that
need further attention in research and practice. In fact, the results of our intervention
studies correspond with the results o f our meta-analysis and therefore strengthen our
recommendations regarding training development.

9.4.2

Evaluating staff training

The upcoming trend to empower clients with ID as fully-fledged citizens along with
a careful attention for the quality o f the staff-client relationships has consequences
regarding the evaluation of staff training. First, our literature inventory showed that
perceptions of clients with mild to moderate ID are hardly included in staff-training
evaluation. People with mild to moderate ID are, however, capable of indicating
what is important in their lives and their relationships with care staff (Roeleveld,
et al., 2 0 1 1 ; Van der Meer, et al., 2011). Measuring client outcome is more than
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registering frequencies and severity of behaviour incidents. W hen people with ID are
truly considered as citizens with similar rights, there are no valid arguments to not
also include perceptions of clients more often. Especially when aiming to improve the
quality of relationships, in which clients themselves have the role of being one of the
two relationship partners.
This brings us to our second point of attention regarding the evaluation of staff
training. The interest in the quality of staff-client relationships as outcome measure
of interventions is increasing. A part from the inclusion of client perceptions, the
question arises how to include the relationship as an outcome variable. Observation
systems that relate staff behaviour to that of the client are upcoming. The work by
Reuzel and colleagues (2012) in which the interactional patterns between staff and
clients was assessed is a clear example. The availability of computer programmes
like The Observer (Noldus, 201 1) makes it easier to assess and analyse interaction
patterns between staff and client. It is noteworthy, that the measurement of staff-client
relationships and interactions -if available- are often operationalised as the interaction
a n d /o r correlation between staff behaviour and client behaviour. There is no doubt
about the usefulness and relevancy of this operationalization. W ork that is based on
systems like those of Linell (1988) and Felce (2000) have resulted in interesting patterns
of responses. On the other hand, one could also consider a relationship as a total
concept, which should be judged as an integrated phenomenon. In our video-review
study we noticed that only a small number of participants provided comments about
'the relationship' in the sense that two people together had created something. Most
of the time the observers focused on the behaviour of the client or the behaviour of the
staff. A part from the focus on one person or two people as a dyad, participants in de
video-review study used intuitive, subjective expressions to describe the quality of the
relationship. It 'just feit good' or 'the atmosphere was not pleasant'. Such explanations
indicate the togetherness within the relationship and correspond with the preference of
clients to achieve qualities like respect, similarity, and trust. Such qualifications require
other measures than common-valued interaction analyses.
A final relevant implication of the present thesis regarding the evaluation of staff
training is the outcome of the video-review study in which participants mostly used
behaviour descriptions to explain the quality of relationships. In total we had seven
different categories of behaviour descriptions, from which verbal communication
was one of the categories. Although verbal communication was often part of the
explanation, six alternative categories were also identified as indicators of staff
behaviour. This finding corresponds with the findings in our study of Chapter 7 in
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which we made a first attempt to observe emotional behaviour expressions of staff
other than verbal expressions only. Nonverbal emotional expressions appeared to be
far the most dominant and were, moreover, not strongly predicted by verbal emotional
expressions. Measurement of stafPs emotional behaviour, however, often focuses on
verbal expressions. Summarised, if the evaluation of staff training is based on changes
in staff behaviour, measures should contain much more than verbal information. The
present studies again support this impression.

9.4.3

Implementing staff training

The present thesis shows how difficult it is to achieve significant changes in the lives
of clients through staff training. W e do acknowledge that staff training should be an
essential element in the organisation's interventions, but this does not mean that it is easy
to optimally use the effects that can be achieved by staff training. Using the optimal effect
of staff training is more than just train and tick the box in your (employers) education
plan. An attitude of 'train and hope' will not bring further improvement to the quality
of staff training within organisations. Staff training and the attention to care staff as
valuable 'instruments' in the lives of clients should be part of the policy of a health care
organisation. The present thesis showed that research helps to support organisations to
explicate, standardise, and systematically evaluate staff training programmes. The key
to optimal implementation is a continuous co-creation made by clinicians, care staff,
clients, and researchers during all stages of development, application, evaluation and
improvement. All parties involved should be valued as equal partners during all stages.
Researchers help the organisations to work more academically and organisations help
researchers to detect the questions that are relevant in practice.
We take the liberty to recommend implementing staff training and conducting staff
training research with the following requirements: 1) a solid position of staff training
within the organisation, 2) a training that fits with the ideas of employers and organisation
regarding the support of people with ID and CB, 3) the ambition to continuously develop
and improve programmes based on scientific and clinical outcomes, 4) a distinction
between goals that could be achieved by training and goals that should be achieved
by alternative organisational conditions, 5) flexibility of researchers to adapt research
conditions and designs to the abilities of the dynamic organisation, 6) extensive
descriptions of programmes and populations that are accessible to other researchers
and clinicians, 7) continuous co-creation between research and practice, which requires
a shared and long-term policy on improvement, and maintenance o f staff competencies.
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9.5

Future research

The present thesis has resulted in many entry points for future research. In each of
the chapters, we have described them in more or less detail. W e will limit our ideas
regarding future research in this chapter to the more general and all-embracing ones.

9.5.1

Literature studies

Literature research is considered a solid and directing source in the development
and evaluation of staff training. W e, therefore, recommend conducting more literature
studies that could directly support the development and evaluation of staff-training
interventions. One suggestion is a comparable staff-training inventory study specific to
the target group of care staff serving clients with severe to profound ID and CB. This
would provide information about different and similar needs of staff serving different
target groups of clients.

9.5.2

Intervention studies

Next to literature studies, many possibilities regarding future intervention research
in the field of staff-training are feasible. First, intervention studies need to be further
optimised by conducting follow-up effects of staff training, because we lack knowledge
with respect to the need of refresher courses.
Second, more research about the effectiveness of different methods of coaching is
needed. The use of coaching is common in fields such as business management and
sports and the range of coaching methods in these fields available is enormous (e.g.,
Cöté & Gilbert, 2 0 0 9 ; Joo, 2005). Although less frequent, coaching has been applied
in health-care services (e.g., Embregts, 2 0 0 3 ; Harchik, et al., 1992; Schepis & Reid,
1994), but we lack specific information for example about the required characteristics
and competencies of the coach. Such information would be particularly useful for
health-care organisations that need to decide whether someone of their employers
has the competencies to be or become a good coach. We need more extensive
descriptions of coaching methods and models to structure coaching sessions. Also
we need more information about feedback procedures and outcomes of coaching.
Extended descriptions will help colleagues in research and practice to replicate similar
programmes. W e should also analyse coaching processes on a larger scale than
our present study. O f course, the latter two points regarding extensive procedure
descriptions and large-scale replications are also in effect for in-service studies.
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Regarding efficient organisational investment, it is worth investigating whether inservice training should be replaced by systematically offered forms of self-study. Selfstudy are cheaper, could be made flexibly available to care staff, and appeals to
the responsibilities to develop of care-staff members themselves. Consequently, saved
investments could be invested in qualified coaches. A specific example of an alternative
form of training is the professional collaboration center that is currently designed at
RINO-Zuid for health-care psychologists (Embregts, 201 1). Professional collaboration
centers provide possibilities for meeting, increasing, and sharing knowledge. Next
to in-service training, knowledge-exchange networks, intervision meetings, and interdisciplinary meetings between researchers and clinicians might improve professional
competencies. As far as we know there is no research about the effectiveness of selfstudy methods provided to care staff.
Another interesting point in staff-training research is the fact that we lack knowledge
about variables that mediate (follow-up) effects. It is for example not clear how
staff characteristics, organisational characteristics, manager characteristics, client
characteristics, and trainer characteristics mediate the (long-term) effectiveness of
training. After all, the extentto which staff training alone can affect the quality of outcome
for individuals with ID remains somewhat unclear. People have different learning
styles, different perceptions, different personalities, work in different circumstances,
and their behaviour towards the client depend upon a mixture of dynamical influences
(e.g., Allen, 1999; Bond & Bunce, 2 0 0 0 ; Edwards & Burnard, 2003). O f course this
should not discourage us to develop new staff-training programmes, but mediating
variables should be part of staff-training research. Future research needs to clarify
which types of organisations and policies are the most successful in the maintenance
and implementation of staff-training effects. This includes developing interventions to
support managers improving staff-client relationships and individual client needs.
Finally, clients with ID should be involved more often in the development of staff training,
as co-trainers, and during evaluation of training. People with mild ID are particularly
able to express what is needed in their lives (e.g., Roeleveld, et al., 201 1; Van der
Meer, et al., 2011). Moreover recent research has indicated that it is possible to
teach clients with mild ID to become an expert by experience and support other clients
and professionals in improving the quality of client's lives (Verbrugge & Embregts,
2012). Their experiences and knowledge is enriching and will for sure provide new
perspectives of staff training.
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9.6

Conclusion

The present thesis contains information on aspects important for care-staff training. We
acknowledge that care staff serving clients with mild ID and severe forms of CB need to
deal with difficult and demanding jobs. In the introduction we have extensively described
the explanations of staff behaviour and the dilemmas that appear in their work with
clients. Also we included upcoming trends -in literature and practice- regarding the
increased interest in improving staff-client relationships and the wish to empower clients
with ID as fully-fledged citizens. The recognition of these trends was translated in the
need to improve staff training and resulted in this thesis about conscious care for complex
clients. This theme of staff training was broadly considered by conducting exploratory,
literature, and intervention studies. The overall packages resulted in useful evidence
regarding the development, evaluation and implementation of staff training. The thesis
contains the state of the art regarding staff training and provides recommendations for
health-care organisations, developers, clinicians, managers, teachers, policy makers,
and investigators. W e hope these parties will become partners in the future of co-creation
to further optimise care-staff competencies and client's quality of life.
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Summary
Present thesis
The present thesis dealt with a variety of aspects important for care-staff training. In
particular, we focused on care staff serving clients with mild to moderate intellectual
disabilities (ID) and severe forms of challenging behaviour (CB). This group of care staff is
confronted with highly demanding jobs and their need to support is fully acknowledged.
Amarant, a Dutch health-care organisation in Noord-Brabant, recognised the importance
of paying attention to the competencies and wellbeing of care staff. The need to obtain
more insight in staff variables and the wish to develop, standardise, and investigate the
effectiveness of some of their staff-training programmes resulted in their funding of the
present thesis.

Chapter 1
The first chapter provides some background information that helps to understand the
relevancy of the present thesis. At least 150,00 0 people in the Netherlands have an ID
and within this population at least 5 5 ,0 0 0 people are diagnosed with mild to moderate
levels of ID. People with ID have an increased risk of developing CB compared to people
without ID and 'more severe' levels of CB are shown by 5-10% of the population with ID.
The presence of severe CB has consequences for people with ID themselves. Severe forms
of CB can result in significant physical damage, are associated with avoidance of staff,
and may result in exclusion from community-based services. On the other hand, care staff
are at risk of being affected by severe CB as well. Compared to other professionals, care
staff in mental health dealing with severe forms of CB experience high levels of workrelated stress, are more likely to report negative emotional feelings, emotional exhaustion,
burnout, and mental-health problems. Remarkably, despite the serious impact of CB on
their wellbeing, care staff risk maintaining and increasing CB by choosing interventions
that are ineffective in the long run. For a better understanding, different perspectives to
explain staff behaviour towards clients with CB were described in the first chapter. Aspects
included were occurrences of behavioural patterns and behavioural functions, emotional
reactions, coping strategies, the impact of interpersonal relationships, complex sets of
roles, feelings of responsibility and challenges in emotion regulation.
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Despite the challenges that staff need to deal with and the perspectives that explain
the difficulty of dealing with these challenges, a meaningful relationship between care
staff and people with ID is important. The core quality-of-life domains of people with
ID for example directly depend on what happens in the interaction between staff and
clients. The need to understand CB in the context of staff-client interactions is relatively
young within the field of ID literature. W hen reasoning from bidirectional models, the
occurrence of CB is considered to be the result of the interaction between client and
staff variables. Bidirectional models focus on the bidirectional relationship between
behaviour and wellbeing and provide new entry points for future research in the field
of staff training.
Chapter 1 results in the conclusion that staff need specific and intensive training in
working with clients with mild/moderate ID and CB. Research in the field of staff
training is still warranted and the number of training programmes that are offered
is rising. The goals and content of existing programmes vary considerably and may
contain both restrictive strategies and preventive strategies or combinations of both.
Preventive-strategy training does not only contain the increase of knowledge regarding
behavioural principles, but also knowledge and techniques regarding personal stress
management. A multi-component character of training is often recommended, not only
regarding a combination of strategies but also regarding a combination of in-service
and coaching-on-the-job (COJ). Present, the need for evidence regarding the content of
programmes, choices in in-service/COJ, and educational techniques is growing with
the added preference to no longer solely focus on the recovery of clients or increase in
staff knowledge.
In the present thesis three types of studies are conducted: Literature studies regarding the
effectiveness of training elements and the content of staff training, intervention studies
to evaluate the effectiveness of three staff-training programmes, and exploratory studies
to gain insight in the measurements and judgements of staff emotions, behaviour, and
staff-client relationships. The support of care staff is the central theme and the three types
of studies revealed that this subject has been considered from different points of view.

Chapter 2
Chapters 2 and 3 contain the section of literature studies regarding staff training. In
Chapter 2 we described a meta-analysis on aspects determining the effectiveness of
staff training. The type of skills one wants to increase appears to stipulate the preferred
training setting (in-service vs. COJ). In cases of increasing staff skills aimed to change
client skills or client behaviour, the particular combination of in-service training and
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coaching-on-the-job (COJ) is the most effective. Future staff training should thus preferably
combine in-service with COJ more frequently to achieve more effectiveness and improved
maintenance. For in-service, the use of a package of training techniques is more effective
than the use of one technique. Actually, this finding is reasonable assuming that people
learn the most when the information is presented to them in different ways. In case of COJ
(when knowledge transfer instead o f knowledge increase is emphasised), we did not
find differences in effectiveness between one or more training techniques. We dissuaded
the use of instruction in COJ, but recommend the use of feedback as an important
technique. W hen using feedback in COJ, verbal feedback should be part of it and the
combination of different types of feedback was more effective than the use of one type
of feedback. W hen combining different types of feedback, praise and correction are the
most effective, whereas the use of neutral feedback is clearly ineffective.

Chapter 3
Chapter 3 addresses the present content of training programmes that were designed to
support care staff serving people with mild to moderate ID and severe CB. The inventory
reveals two trends. First, attention to staff-client relationships is rarely part of staff-training
programmes. This means that consideration of staff attitudes and self-awareness is not
among the main issues of the programmes examined in this study. Second, none of the
reviewed studies included outcome measures, which took the perspective of the client
into account. This is remarkable because clients with mild to moderate ID are certainly
able to express their feelings about the quality of care they receive from staff. The study
in Chapter 3 results in the conclusion that the content and evaluation of staff training
might not yet be suitable for optimal improvement of staff-client interactions. Goals are
mainly focused on the improvement of knowledge regarding CB and simple intervention
skills. Regarding the evaluation of training programmes the inclusion of dimensions of
the staff-client interaction do not yet belong to the main focus of programmes.

Chapter 4
Chapters 4 to 6 concern the section of intervention studies that evaluated the effectiveness
of three staff-training programmes. In Chapter 4, the effectiveness of an aggressionmanagement training is examined. This 5-day training programme contained theoretical
issues that concerned causes of CB, topographyofCB, signsofescalation, and recognising
the symptoms of trauma. Knowledge training was combined with the practice of physicalintervention skills. The aggression-management training resulted in increased knowledge
about CB and improved physical intervention techniques. Knowledge and skills that were
obtained had, however, deteriorated by the three to five month follow-up. Reactivation of
knowledge and skills is recommended to maintain the gains made in training.
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Chapter 5
Whereas the aggression-management training mainly focuses on knowledge about the
client'sCBand improvementof physical-intervention skills, the stress-management training
focused on awareness, knowledge and insights of the care-staff member in him/herself.
An evaluation of the stress-management training was described in Chapter 5. This 4-day
in-service training focuses on the awareness of stress symptoms and stress triggers of
care staff and provided intervention techniques that staff could use to deal with stressful
situations. Findings are based on written assignments of staffs' reflections about how
they dealt with stress. The qualitative analyses of assignments reveals a detailed insight
in the broad variety of views that participants put forward when writing about how they
dealt with stress. This suggests that people had their own 'personal approach' to dealing
with stress. Quantitative analyses reveal that the written assignments of the control group
did not change over time, whereas those of the experimental group did. After training,
the experimental group devote more attention to coping strategies, which results in
a decrease of attention to stress signals. An increased focus on coping strategies is
important because it may help to prepare the ground for additional COJ.

Chapter 6
In addition to the evaluation of the two in-service training programmes, Chapter 6
addresses a process of COJ of three care-staff members. This was valuable because
information about the process of COJ is often missing within the recent literature about staff
coaching in health-care services. Existing studies mainly focus on outcomes of coaching
instead of describing the process that resulted in such outcomes. The coach is a senior
staff member, who used the G R O W model for structuring coaching sessions. Results of
the quantitative Linell (1988) analyses show that processes are different regarding the
balance of power at the start of the coaching, probably due to differences in resistance
and insecurity. Thereupon, each coaching process has its unique development over time.
At the end, all dyads are comparable in the sense that all dyads are highly satisfied
about the outcomes and process of coaching. Moreover, similar levels of power at the
end of the coaching suggest equal contributions and leadership. During the processes,
the coach leads through asking direct questions and bringing in new items to talk about,
whereas care-staff members mainly respond to the previous turn in the conversation.
Interactions are comparable to informal conversations between friends, which means that
the coach pushes kindly, while being aware not to unbalance or strongly dominate the
conversation. Narrative summaries of the coaching sessions support the Linell analyses.
Results were based on three cases only and should be interpreted with caution. Findings
suggest some relevant competencies of a coach within health-care services, for example
the competency of being able to adjust his coaching style to the learning style of the
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participant, and being able to sensitively create an atmosphere in which the participant
feels secure, supported, and allowed to freely talk about insecurities and doubts. Despite
the small size of participants, we were motivated to present these results because it might
provide insight in the methods we can use to analyse coaching processes and lessons
we might learn from such evaluations. The discussion of Chapter 6 finishes with some
suggestions for future research and clinical practice.

Chapter 7
Chapters 7 and 8 belong to the section of exploratory, preliminary studies. Chapter 7 is a
first attempt in the development of an observation instrument to provide new information
about verbal and nonverbal emotional staff behaviour. It is common to use questionnaires
and interviews to assess the emotions of staff. Interestingly, observations of actual staff
behaviour and assessments of nonverbal expressions are rarely involved. Results reveal
that it was possible to register observations facial, body and verbal expressions of
emotion with sufficiënt levels of interrater reliability. The presence of certain forms of
emotional behaviour could not be predicted by the presence of other forms of emotional
behaviour. This finding is interesting because measures in research are mainly based on
verbal a n d /o r written expressions only. The observation of nonverbal behaviour seems
to add knowledge about emotional staff behaviour. The study as described in Chapter
7 is a first attempt. Therefore, results should be considered with cautiousness. A number
of limitations and possibilities for future research are listed in the discussion section of
Chapter 7.

Chapter 8
In Chapter 8 we compare the views of three groups, care staff, clinicians and a lay group,
about the quality of staff-client interactions. Participants watched a video compilation of
20 staff-client interactions. Their immediate impressions and related explanations about
the quality of interaction on each video fragment were comparable over groups. This
finding suggests that training and experience might not have as strong an influence on
people's perceptions of staff-client interactions as we might expect. It was noteworthy
that participants used feelings to explain about 20% o f their judgements. Sometimes
something in the interaction did not 'feel right'.
W hen the professionals and lay people did provide an explanation, they based their
accounts on the same aspects of behaviour but use different words, related to their own
jargon. Another difference is that care staff and clinicians made more recommendations
than lay people about how the staff-client dyads could improve their interactions in
the future. Professionals seem to think about the implications of what they had seen
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and this is likely to be a result of their training and experience. Training courses could
complement specialist knowledge by emphasizing what is shared with the lay public
- a common w ay of looking at interactions - and the need to talk about this in plain
language. This offers a good starting point when helping family carers and relatives
in their interactions with each other. Limitations and interesting suggestions for future
research are addressed at the end of Chapter 8.

Chapter 9
Finally, in Chapter 9 we summarised the general findings, limitations and implications
from the studies presented in the Chapters 2 to 8. The meaning and implications
for research and practice are described extensively. A number of decisions that
organisations should take into account when deciding to develop staff training are
listed. Developers should realise that the goal of training and the competencies one
wants to achieve should be clearly defined because they determine the elements of
training that are needed. Next to the improvement of different types of knowledge
and skills, the improvement of human-loving attitudes and self-awareness of care staff
regarding own behaviour and emotions towards clients with ID and CB is warranted
as well. Developers should, however, realise that many training programmes still lack
these components. COJ is needed to transfer the lessons from an in-service setting to
individual behaviour, attitudes, and awareness from care staff toward clients with ID
and CB.
Considerations regarding the development of staff training may not be new for every
reader. The strength of the present thesis, we believe, is that the present findings
confirm the trends that appeared outside this research project in the field of mentalhealth care. M ore and more, organisations focus on conducting COJ and training
packages that aim at improving attitudes and staffs' personal awareness. This could
be considered a clinical validation of the relevancy of the present findings. In other
words, based on practice-based evidence the need to further improve staff training is
acknowledged. In this thesis we identify the elements that need attention in research
and practice. The results of our intervention studies correspond with the results of
our meta-analysis and therefore strengthen our recommendations regarding training
development.
In Chapter 9, we also focused on relevant implications regarding the evaluation of
staff training. Perceptions of clients with mild to moderate ID are hardly included in
staff-training evaluation. Measuring client outcome is more than registering frequencies
and severity of CB. A part from the inclusion of client perceptions, the question arises
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how to include the relationship as an outcome variable. Observation systems that
relate staff behaviour to that of the client are upcoming. Doing so, one should not
forget to consider a relationship in total and judge it as an integrated phenomenon.
The present thesis shows how difficult it is to achieve significant changes in the lives of
clients through staff training. Using the optimal effect of staff training is more than just
train and tick the box in your (employers) education plan. An attitude of 'train and hope'
will not bring further improvement to the quality of staff training within organisations.
Staff training and the attention to care staff as valuable 'instruments' in the lives of clients
should be part of the policy of a health care organisation. The present thesis showed
that research helps to support organisations to explicate, standardise, and systematically
evaluate staff training programmes. The key to optimal implementation is a continuous
co-creation made by clinicians, care staff, clients, and researchers during all stages of
development, application, evaluation, and improvement. All parties involved should be
valued as equal partners during all stages. Researchers help the organisations to work
more academically and organisations help researchers to detect the questions that are
relevant in practice. In Chapter 9 we provide seven requirements for implementing staff
training and conducting staff training research. Chapter 9 ends with suggestions for
future research and a general conclusion.

This thesis contains the state of the art regarding staff training and provides
recommendations for health-care organisations, developers, clinicians, managers,
teachers, policy makers, and investigators. We hope that these parties, together with
clients with ID, will become partners in the future of co-creation to further optimise carestaff competencies and the client's quality of life.
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Samenvatting
Onderzoek in dit proefschrift
Het onderzoek in dit proefschrift is gericht op verschillende aspecten die van belang
zijn bij het scholen van begeleiders. In het bijzonder richten we ons op begeleiders
die werken met mensen met een lichte tot matige verstandelijke beperking en ernstige
gedragsproblemen. Deze specifieke groep begeleiders heeft te maken met een
veeleisende baan en de behoefte aan ondersteuning van deze begeleiders wordt
algemeen erkend. Amarant, een Nederlandse zorgorganisatie in Noord-Brabant
erkende eveneens het belang van aandacht voor de competenties en het welzijn van
begeleiders. De behoefte om meer inzicht te krijgen in kenmerken van begeleiders en
de wens om trainingsprogramma's voor begeleiders hierop af te stemmen, ontwikkelen,
standaardiseren en op effectiviteit te onderzoeken resulteerde in de subsidiering van
het onderzoeksproject dat ten grondslag ligt aan dit proefschrift.

Hoofdstuk 1
Het eerste hoofdstuk geeft informatie over de achtergrond en relevantie van deze
studie. In Nederland hebben ten minste 1 5 0 .0 0 0 mensen een verstandelijke beperking
en van deze groep zijn er minimaal 5 5 .0 0 0 mensen gediagnosticeerd met een lichte
tot matige verstandelijke beperking. Mensen met een verstandelijke beperking hebben
een vergrote kans op het ontwikkelen van gedragsproblemen vergeleken met mensen
zonder verstandelijke beperking. De 'ernstigere' vormen van gedragsproblemen
komen voor bij 5-10% van de mensen met een verstandelijke beperking.
De aanwezigheid van gedragsproblemen heeft consequenties voor mensen met een
verstandelijke beperking zelf. Ernstige gedragsproblemen kunnen resulteren in fysieke
schade en uitsluiting van sociale of maatschappelijke activiteiten. Ook begeleiders
lopen risico op beschadiging door gedragsproblemen. In vergelijking met andere
professionals, blijken begeleiders in de zorg voor mensen met een verstandelijke e n /
of psychische beperking relatief veel werk-gerelateerde stress te ervaren. Bovendien is
er een grote kans dat zij negatieve emoties, emotionele uitputting, burnout en mentale
gezondheidsproblemen ervaren. Ondanks de impact van gedragsproblemen op het
welzijn van begeleiders, riskeren begeleiders het behoud of zelfs verergering van
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gedragsproblemen door interventies te kiezen die op de lange termijn ineffectief zijn. In
het eerste hoofdstuk worden verschillende perspectieven beschreven die het gedrag van
begeleiders ten aanzien van cliënten met gedragsproblemen verklaren. Het betreft hier
perspectieven op gedragsfuncties, emotionele reacties, copingstrategieën, de impact van
interpersoonlijke relaties, combinaties van rollen, gevoelens van verantwoordelijkheid
en regulatie van emoties.
Samenvattend hebben begeleiders te kampen met diverse barrières in de zorg
voor mensen met een verstandelijke beperking en ernstige gedragsproblemen.
Er zijn

verschillende perspectieven van waaruit de moeilijkheid in de omgang met

gedragsproblemen verklaard kan worden. Desalniettemin, is een betekenisvolle relatie
tussen de begeleider en de cliënt met een verstandelijke beperking van groot belang. De
kerndomeinen die de kwaliteit van leven van mensen met een verstandelijke beperking
bepalen, zijn onder andere afhankelijk van de kwaliteit van de interactie tussen de
begeleider en de cliënt. De behoefte om gedragsproblemen te begrijpen in de context
van de relatie tussen de begeleider en de cliënt is echter relatief nieuw. Redenerend
vanuit bi-directionele modellen wordt het optreden van gedragsproblemen beschouwd
als het resultaat van de interactie tussen gedrag van de begeleider en gedrag van de
cliënt. Bi-directionele modellen richten zich op de wederkerige relatie tussen gedrag en
welzijn van beide interaciepartners en leveren nieuwe uitgangspunten voor toekomstig
onderzoek in het veld van scholing voor begeleiders.
Hoofdstuk 1 eindigt met de conclusie dat begeleiders die werken met mensen
met een lichte tot ernstige verstandelijke beperking en ernstige gedragsproblemen
behoefte hebben aan specifieke en intensieve scholing. Onderzoek op het gebied van
scholing voor begeleiders is wenselijk en het aantal scholingsprogramma s dat wordt
aangeboden neemt toe. De doelen en de inhoud van bestaande programma's variëren
aanzienlijk en kunnen zowel restrictieve als preventieve strategieën of een combinatie
van beiden bevatten. Een preventieve strategie houdt in dit kader niet alleen kennis
over gedragsprincipes in, maar ook kennis over persoonlijk stressmanagement. Een
trainingsopzet met meerdere componenten wordt vaak aangeraden. Hierbij gaat het
niet alleen om het combineren van restrictieve en preventieve strategieën, maar ook om
een combinatie van klassikale scholing en coaching. O p dit moment groeit de behoefte
aan bewezen effectiviteit met betrekking tot de inhoud van programma's, keuze voor
klassikale scholing/coaching en onderwijskundige technieken. Daarbij is de wens
ontstaan om ons niet langer uitsluitend te richten op het herstel van de cliënt of de
verbetering van de kennis van begeleiders, maar ook de verbetering in de kwaliteit van
de relatie tussen begeleider en cliënt.
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In dit proefschrift worden drie typen studies omschreven, namelijk literatuurstudies
over effectieve trainingselementen en de inhoud van scholingsprogramma's voor
begeleiders; interventiestudies die de effectiviteit van drie scholingsprogramma's
evalueren; en explorerende studies die inzicht verschaffen in het meten en beoordelen
van emoties en gedrag van begeleiders alsook de relatie tussen begeleiders en
cliënten. Het centrale thema van dit proefschrift is de ondersteuning van begeleiders.
Door drie te onderscheiden typen studies w ordt dit onderwerp vanuit verschillende
gezichtspunten benaderd.

Hoofdstuk 2
De hoofdstukken 2 en 3 vallen onder de literatuurstudies. In hoofdstuk 2 beschrijven
we een meta-analyse van aspecten die de effectiviteit van scholing voor begeleiders
bepalen. Het type vaardigheden dat men w il trainen, blijkt te bepalen welke
trainingssetting (klassikaal vs. coaching) vereist is. W anneer vaardigheden van de
begeleider erop gericht zijn om het gedrag van cliënten zelf te veranderen, is een
combinatie van klassikale scholing en coaching het meest effectief. Voor klassikale
scholing blijkt een pakket van meerdere scholingstechnieken effectiever dan het
gebruik van een enkele techniek. Deze bevinding ligt voor de hand als men er van
uitgaat dat mensen optimaal leren wanneer de lesstof op verschillende manieren aan
hen gepresenteerd wordt. In het geval van coaching (waarin niet kennistoename maar
kennistransfer centraal staat) blijken er geen verschillen in effectiviteit te zijn tussen
het gebruik van een pakket van technieken of een enkele techniek. Het gebruik van
feedback w ordt aangeraden als de belangrijkste techniek tijdens coaching. Wanneer
tijdens coaching gebruik gemaakt w ordt van feedback, zou verbale feedback daar
in elk geval deel van uit moeten maken. De combinatie van verschillende stijlen
van feedback is effectiever dan het gebruik van één feedbackstijl. W anneer types
gecombineerd worden, zijn prijzen en corrigeren het meest effectief, terwijl het
gebruik van neutrale feedback ineffectief is.

Hoofdstuk 3
Hoofdstuk 3 is gericht op de huidige inhoud van scholingsprogramma's die specifiek
ontwikkeld zijn om begeleiders van mensen met een lichte tot matige verstandelijke
beperking en ernstige gedragsproblemen te ondersteunen. Uit deze inventarisatiestudie
komen twee trends naar voren. Eén, de aandacht voor begeleidercliëntrelaties maakt
tot op heden nauwelijks deel uit van scholingsprogramma's. De beschouwing van de
attitude en het zelfbewustzijn van de begeleider behoren niet tot de hoofdaspecten
van de programma's die in deze studie waren betrokken. Twee, in geen van de
opgenomen studies zijn uitkomstmaten betrokken die het perspectief van de cliënt
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meenemen bij de evaluatie van het programma. Dit is opvallend omdat mensen
met een lichte tot matige verstandelijke beperking wel degelijk in staat zijn om hun
mening te uiten ten aanzien van de kwaliteit van zorg die zijn ontvangen van hun
begeleiders. De studie in hoofdstuk 3 eindigt met de conclusie dat de inhoud en
evaluatie van scholing voor begeleiders nog niet geschikt lijkt te zijn voor een optimale
verbetering van begeleidercliëntrelaties. Inhoudelijk ligt de nadruk nog te zeer op
het verbeteren van kennis over gedragsproblemen en het trainen van eenvoudige
interventietechnieken. Uit de evaluatie van scholing blijkt het betrekken van dimensies
van de begeleidercliëntrelatie nog niet de focus van scholingsprogramma's te zijn.

Hoofdstuk 4
De hoofdstukken 4 tot en met 6 behoren tot de interventiestudies waarin de effectiviteit
van drie scholingsprogramma's geëvalueerd is. In hoofdstuk 4 is de effectiviteit
van een agressie-management training onderzocht. In deze 5-daagse scholing
w ordt theorie behandeld met betrekking tot de oorzaken van gedragsproblemen,
verschillende

uitingsvormen

van

gedragsproblemen,

signalen

van

oplopende

escalatie en het herkennen van symptomen van psychotrauma. De kennistraining
werd gecombineerd met het oefenen/trainen van fysieke interventietechnieken. De
agressiemanagementtraining leidde toteen toename van kennisovergedragsproblemen
en verbeterde fysieke interventietechnieken. Het niveau van kennis en vaardigheden
dat behaald was direct na de cursus nam echter af na een follow-up periode van drie
tot vijf maanden. Herhalings-/opfristraining is dus aanbevolen om de vooruitgang die
door training geboekt w ordt te behouden.

Hoofdstuk 5
W aa r de agressiemanagementtraining voornamelijk gericht is op

kennis van

gedragsproblemen van decliënten het verbeteren van fysieke interventievaardigheden,
is de stressmanagementtraining gefocust op de bewustwording, kennis en inzichten
van de begeleider in zichzelf. Een evaluatie van de stressmanagementtraining
is beschreven in hoofdstuk 5. Deze 4-daagse klassikale training is gericht op het
bewustzijn van stresssymptomen, factoren die stress uitlokken en interventietechnieken
die begeleiders kunnen gebruiken om om te gaan met stressvolle situaties. De resultaten
zijn gebaseerd op een open schrijfopdracht waarin begeleiders reflecteerden op de
w ijze w aarop zij omgingen met stress. Kwalitatieve analyses van de opdrachten geven
een gedetailleerd inzicht in de brede variatie van visies ten aanzien van stress die
begeleiders uiten wanneer zij schreven over hun omgang met stress. De variatie van
antwoorden suggereert dat begeleiders hun eigen 'persoonlijke opvatting' hebben
over hoe om te gaan met stress. Kwantitatieve analyses laten vervolgens zien dat de
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geschreven opdrachten van de controlegroep niet veranderen over de tijd, terwijl
de opdrachten van de experimentele groep dit wel doen. Na scholing, besteedt
de experimentele groep verhoudingsgewijs meer aandacht aan copingstrategieën,
hetgeen gepaard gaat met een afname van de aandacht voor stresssymptomen. Een
toegenomen aandacht voor copingstrategieën is belangrijk omdat dit mogelijk kan
dienen als voorbereiding voor aansluitende coaching on the job.

Hoofdstuk 6
In aansluiting op de evaluatie van beide klassikale scholingen voor begeleiders, wordt
in hoofdstuk 6 een studie gew ijd aan het proces van coaching van drie begeleiders.
Een waardevolle studie omdat informatie over coachingsprocessen vaak ontbreekt
in recente literatuur over het coachen van begeleiders in de zorg. Bestaande studies
gaan eerder over de uitkomsten van coaching maar niet zozeer over het proces om
tot deze uitkomsten te komen. De coach is een senior begeleider die het GRO W
model gebruikt om coachingssessies te structuren. Resultaten van de kwalitatieve Linellanalyses (1988) tonen aan dat individuele processen van elkaar verschillen in de
onderlinge dominantiebalans aan het begin van het coachingsproces. Het verschil
bij aanvang is waarschijnlijk te wijten aan verschillen in weerstand en onzekerheid
tussen de begeleiders. Vervolgens blijkt elk coachingsproces een eigen unieke
ontwikkeling over de tijd door te maken. Aan het einde van het proces blijken alle
coachbegeleiderkoppels vergelijkbaar te zijn in die zin dat alle koppels in hoge maten
tevreden zijn over de uitkomsten van de coaching. Bovendien blijkt er sprake te zijn van
een vergelijkbare dominantiebalans op het einde van de coaching, hetgeen wil zeggen
dat zowel de coach als de begeleider op het einde van het traject een gelijkwaardige
inbreng /bijdrage heeft in het gesprek. Gedurende de coach ingsprocessen heeft de
coach de leiding door het stellen van directe vragen en het inbrengen van nieuwe
onderwerpen in de conversatie. Begeleiders reageren voornamelijk op de spreekbeurt
van de coach. De interacties tussen de coach en de begeleiders zijn vergelijkbaar
met conversaties tussen vrienden. Dit betekent dat de coach op vriendelijke w ijze het
gesprek weet te sturen, terwijl hij erover w aakt de interactiebalans niet te verstoren
door het gesprek te sterk te domineren. Analyses van beschrijvende samenvattingen
van de coachingssessies ondersteunen de Linell-analyses.
De resultaten van de studie die beschreven zijn in hoofdstuk 6 zijn gebaseerd op slechts
3 casussen en dienen daarom met voorzichtigheid geïnterpreteerd te worden. De
bevindingen suggereren dat er enkele relevante competenties zijn die een coach in de
zorg zou moeten beheersen. Bijvoorbeeld de competentie om de eigen coachingsstijl
aan te passen aan de leerstijl van de begeleider. En de competentie om op sensitieve
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w ijze een sfeer te creëren waarin de deelnemer zich zeker, ondersteund en vrij voelt
om te praten over onzekerheden en twijfels. Ondanks het kleine aantal casussen, zijn
we gemotiveerd om deze resultaten te presenteren omdat de resultaten kunnen leiden
tot inzichten in methodes om coachingsprosessen te analyseren. De discussie van
hoofdstuk 6 sluit af met enkele suggesties voor toekomstig onderzoek en de klinische
praktijk.

Hoofdstuk 7
De hoofdstukken 7 en 8 maken deel uit van de explorerende, verkennende studies.
In hoofdstuk 7 w ordt een eerste poging gedaan om een observatieinstrument te
ontwikkelen dat nieuwe informatie oplevert over verbaal en nonverbaal emotioneel
gedrag van begeleiders. Het is voor onderzoekers gebruikelijk om vragenlijsten
en interviews af te nemen wanneer men emoties van begeleiders w il vaststellen.
Opvallend genoeg, worden observaties van daadwerkelijk gedrag hierbij zelden
gebruikt. Resultaten van deze verkennende studie laten zien dat het mogelijk is om
observaties van gezichts-, lichaams- en verbale expressies van emotie te scoren met
een voldoende interbeoordelaarswaarde. De aanwezigheid van een bepaalde vorm
van emotionele expressie leek echter nauwelijks de aanwezigheid van een andere
vorm van emotionele expressie te voorspellen. Deze bevinding is interessant vanwege
het feit dat onderzoeksmetingen van emotioneel gedrag voornamelijk gebaseerd zijn
op verbale e n /o f geschreven uitingen. De observatie van nonverbaal emotioneel
gedrag kan kennis toevoegen over emotioneel gedrag van begeleiders. De studie
zoals beschreven in hoofdstuk 7 is hiertoe een eerste poging. De resultaten dienen
daarom met voorzichtigheid geïnterpreteerd te worden. Een aantal beperkingen en
mogelijkheden voor toekomstig onderzoek worden besproken in de discussie van
hoofdstuk 7.

Hoofdstuk 8
lnhoofdstuk8wordendevisiestenaanzienvandekwaliteitvanbegeleidercliëntinteracties
van drie groepen met elkaar vergeleken, namelijk, begeleiders, klinisch experts en
leken. Deelnemers bekeken een videocompilatie van 2 0 begeleidercliëntinteracties.
De eerste indruk en de uitleg van deze eerste impressie van de kwaliteit van de
interacties die op de verschillende videobeelden te zien waren, blijkt door alle drie de
groepen op een vergelijkbare w ijze beoordeeld te zijn. Deze bevindingen suggereren
dat scholing en ervaring mogelijk geen sterk effect heeft op de waarneming van
begeleidercliëntinteracties. Bovendien is het interessant te vermelden dat alle drie
de deelnemersgroepen gevoelsbeschrijvingen gebruiken in ongeveer 20% van hun
onderbouwing; er was dan iets in /a a n de interactie dat simpelweg 'niet goed voelde'.
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W anneer de professionals en de leken hun uitleg gaven, bleken zij zich te baseren op
dezelfde gedragsaspecten maar hierbij verschillende bewoordingen te gebruiken. Een
ander verschil betreft het feit dat begeleiders en klinisch experts meer aanbevelingen
doen dan leken over hoe de begeleidercliëntinteracties verbeterd kunnen worden.
Professionals lijken na te denken over de implicaties van w at ze gezien hadden,
hetgeen mogelijk een gevolg zou kunnen zijn van eerdere scholing en ervaring.
Samengevat zou scholing zich er op kunnen richten dat professionals leren om dat
w at gedeeld w ordt met leken (namelijk een vergelijkbare visie op interacties) te leren
bespreken in een gezamenlijke taal. De beperkingen en interessante suggesties voor
toekomstig onderzoek komen aan de orde aan het einde van hoofdstuk 8.

Hoofdstuk 9
Tot slot vatten w e in hoofdstuk 9 de belangrijkste bevindingen, beperkingen en
implicaties van de gepresenteerde studies in de hoofdstukken 2 tot en met 8 samen.
De betekenis en de implicaties voor onderzoek en praktijk worden uitgebreid
beschreven. Een aantal beslissingen waarmee men rekening dient te houden wanneer
een scholing voor begeleiders w ordt ontwikkeld, worden benoemd. Ontwikkelaars
dienen zich te realiseren dat het doel van de training en de competenties die men wil
bereiken vooraf duidelijk gedefinieerd moeten worden, om dat deze een bepalende
invloed hebben op de effectiviteit van het scholingsprogramma. Verder is naast
de verbetering van diverse vormen van kennis en vaardigheden, een verbetering
van een menslievende houding en zelfbewustzijn gewenst ten aanzien van gedrag
en -emoties van begeleiders jegens de cliënt. Voor ontwikkelaars is het belangrijk
om te weten dat deze laatst genoemde competentiegebieden tot op heden nog
ontbreken in de meeste scholingsprogramma's. Tot slot is coaching wenselijk in de
overdracht van klassikale lessen naar individueel gedrag, menslievende houding en
zelfbewustzijn.

Een aantal beschouwingen met betrekking tot de ontwikkeling van scholing die in
dit proefschrift vermeld staan, zijn m ogelijk niet nieuw voor elke lezer. De kracht
van het huidige proefschrift is ons inziens dat de bevindingen overeenkomen
met de trends die gelijktijdig (subjectief) worden waargenomen in het veld van
de gehandicaptenzorg. Steeds meer focussen organisaties zich op de toepassing
van coaching en scholingspakketten die zich richten op alle competentiegebieden
van begeleiders, te weten kennis, vaardigheden en attitude. Deze trend zou men
kunnen beschouwen als een klinische validatie voor de relevantie van de huidige
bevindingen. M et andere w oorden, gebaseerd op practice-based evidence, is de
noodzaak voor de toekomstige verbetering van scholing voor begeleiders erkend. In
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d it proefschrift zijn aspecten van scholing geïdentificeerd die om aandacht vragen
in onderzoek en praktijk. De resultaten in onze interventiestudies komen bovendien
overeen met de resultaten van onze literatuurstudies en versterken daarmee onze
aanbevelingen ten aanzien van de ontwikkeling van scholing.
In hoofdstuk 9 hebben we ons geconcentreerd op nieuwe richtingen in de evaluatie
van scholing voor begeleiders. De percepties van cliënten met een lichte tot matige
verstandelijke beperking zijn bijvoorbeeld nauwelijks betrokken in de evaluatie
van scholing voor begeleiders. Het meten van uitkomsten op het niveau van
de cliënt omvat meer dan een registratie van de frequentie en de ernst van de
gedragsproblemen; juist hun oordeel kan een meerwaarde opleveren in de evaluatie
van het scholingseffect. Los van het betrekken van de perceptie van cliënten is
het includeren van de begeleidercliëntrelatie als uitkomstmaat een mogelijkheid.
Observatiesystemen w aarin gedrag van de begeleider w ordt gerelateerd aan het
gedrag van de cliënt zijn in opkomst. Men dient echter niet te vergeten om daarnaast
ook de relatie als geheel te aanschouwen en niet alleen als een optelsom van het
gedrag van twee individuen.
Het huidige proefschrift maakt duidelijk dat het een uitdaging is om significante
verbeteringen te bereiken in de levens van mensen met een verstandelijke beperking
en gedragsproblemen door middel van scholing van hun begeleiders. Het optimaal
benutten van scholingseffecten omvat in elk geval meer dan alleen het trainen
en het aankruisen van een vakje in opleidingsplannen. Een attitude van 'trainen
en hopen' zal niet leiden tot verdere verbetering van de kwaliteit van scholing
binnen organisaties. Het is van belang scholing en aandacht voor begeleiders als
w aardevolle 'instrumenten' in de levens van cliënten expliciet deel te laten zijn van
het beleid van de zorgaanbieder. Het huidige proefschrift toont aan dat onderzoek
helpt om organisaties te ondersteunen in het expliciteren, standaardiseren en
systematisch evalueren van hun scholingsprogramma's voor begeleiders. De sleutel
tot optim ale implementatie is een continu proces van co-creatie tussen bestuurders,
managers, clinici, begeleiders, cliënten en onderzoekers gedurende alle fasen van
ontwikkeling, uitvoering, evaluatie en verbetering van scholing. Onderzoekers
kunnen de organisatie helpen academischer te werk te gaan en organisaties kunnen
de onderzoekers helpen om vragen die relevant zijn in de praktijk op te sporen. In
hoofdstuk 9 beschrijven we zeven voorw aarden voor het succesvol implementeren
en uitvoeren van onderzoek naar scholing van begeleiders. Hoofdstuk 9 sluit a f met
suggesties voor toekomstig onderzoek en een algemene conclusie.
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Samenvatting

Dit proefschrift bevat de huidige stand van zaken ten aanzien van scholing voor
begeleiders en doet aanbevelingen voor zorgaanbieders, ontwikkelaars, clinici,
managers, onderwijzers, beleidsmakers en onderzoekers. W e hopen dat zij samen
met de cliënt partners in co-creatie w orden, w aardoor verdere optimalisering van
de competenties van begeleiders en de kwaliteit van leven van cliënten kan worden
nagestreefd.
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Dankwoord
V oorde totstandkoming van dit onderzoek ben ik vele mensen mijn dank verschuldigd.
Om te beginnen dank ik de vele begeleiders die ik ontmoet heb en die mij een
blik te gunden in hun dagelijkse werk en passie voor mensen met een verstandelijke
beperking. Gezien de aard van dit proefschrift was ik afhankelijk van jullie
medewerking en het kwam zelden voor dat er geen bereidheid was om hieraan bij
te dragen. Ik mocht bij scholingen zijn, ik mocht in teams komen, ik mocht groepen
bezoeken, ik mocht rapportages inzien, ik mocht vragen stellen, ik mocht video's
maken, ik mocht interviews afnemen, ik mocht met jullie lachen om anekdotes en ik
mocht met jullie delen in jullie zorgen en wensen. In het bijzonder w il ik de teams
van Bosstraat 4, Parkzicht, Hamerstaat 1-3 en de Hoeve danken. N og meer in het
bijzonder w il ik Angelique, Jan, Jeroen, Justin, en Sam danken voor de vele uren die
ik mocht observeren tijdens jullie diensten. Dit heeft mij misschien wel meer geleerd en
geïnspireerd dan alle analyses in dit proefschrift bij elkaar.
Begeleiders zijn over het algemeen in de buurt van cliënten. En via begeleiders heb
ik vele cliënten ontmoet en gesproken. Ik keek naar hen en zij keken naar mij. We
spraken over leuke en over minder leuke begeleiders en over het wonen en werken
bij Amarant. Soms was het even wennen dat ik er was, maar vaak was ik welkom en
was het fijn om samen te praten. Ik mocht jullie kamer zien of jullie tuin. En ik leerde
van alles over fietsen maken, meubels opknappen, het spelen van kaartspellen en wat
al niet meer. In het bijzonder dank ik Michel. Michel maakte voor mij een schilderij
waarin hij uitbeeldde hoe een ideale begeleider met hem zou moeten omgaan.
Michel, ik ben blij met jouw toestemming om het schilderij op de kaft van dit boek
te plaatsen. Nu kunnen vele mensen zien hoe belangrijk het is dat een cliënt goed
begrepen en gesteund w ordt door zijn begeleider. Voor alle gesprekken met cliënten
geldt dat ik heb genoten en jullie niet snel zal vergeten.

221

Naast begeleiders en cliënten zijn er vele medewerkers van Amarant die ik wil
bedanken. Medewerkers en trainers van de Amarant Academie hielpen mij vele
malen met het verkrijgen van informatie en volgden met interesse de voortgang van
het onderzoek. In het bijzonder w il ik in dit geval Jan danken. Jan, jij bent een coach
van nature. We hebben vaak gesproken en gebrainstormd over coaching, gedrag en
emoties van begeleiders. Jij gaf mij de kans om een getalenteerde coach van dichtbij
aan het werk te zien. Dank. Verder wezen managers en gedragskundigen mij de
weg om begeleiders en cliënten te bereiken. O ok dachten zij mee in de praktische
uitvoering en facilitering van diverse randvoorwaarden. Hierbij ben ik tevens op
velerlei wijzen geholpen door medewerkers van het secretariaat, in het bijzonder
door Henny en Tonny. Om dat ik tijdens mijn proefschrift ook als gedragskundige in
dienst was bij Amarant, trof ik bovendien fijne collega's die met mij begaan waren en
waarvan ik op persoonlijk vlak veel geleerd heb. Ellie en Huig, jullie waren mijn w ijze
raadgevers. Bregje, Susan en Davy jullie zijn ontzettend fijne mensen die ik hoop te
blijven treffen privé en in ons gezamenlijke werkveld.
W at betreft Amarant ben ik tot slot aangekomen bij de leden van de projectgroep:
Harry Kat, Ellie van Hunsel, Frank Brouwers, Ivo Vugs en Ad Vermeulen. Het is goed
elkaar ontmoet te hebben en samen onze visie te delen over de ondersteuning van
begeleiders en cliënten. Ik w il Ronald Helder, Harry Kat en Ellie van Hunsel in het
bijzonder danken voor het initiëren en financieren van dit onderzoeksproject. Ik heb
veel van jullie kunnen leren.
M ijn promotie heb ik grotendeels uitgevoerd vanuit de Radboud Universiteit in
Nijmegen. Ik w il alle oud-collega's uit Nijmegen danken voor de gezelligheid die
we uitwisselden in de pantry of in de gangen van de vijfde verdieping. In Nijmegen
ontmoette ik eveneens meerdere studenten waarmee ik intensief optrok in verschillende
fasen van het project. Sara, Kim, M artine, Jody, Fleur, en Susan: bedankt voor al jullie
hulp en inbreng.
Het laatste staartje van mijn proefschrift maakte ik af aan de Universiteit van Tilburg.
Hier werden ik en mijn collega's uit Nijmegen door Henk Garretsen warm ontvangen
bij Tranzo. Tranzo is een wetenschappelijk centrum voor zorg en w elzijn en richt zich
op praktijkgericht onderzoek in de zorg. Tranzo biedt ruimte aan vele academische
werkplaatsen waarvan de Academische Werkplaats Leven met een Verstandelijke
Beperking

mij uiteraard

in het bijzonder aanspreekt.

Enerzijds vanwege de

inhoudelijke missie om bij te dragen aan praktijkgericht onderzoek met als doel het
versterken van de eigen kracht van mensen met een verstandelijke beperking en hen
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die hen ondersteunen. Anderzijds vanwege de fijne collega's waarmee ik binnen de
werkplaats samenwerk of die ik via de werkplaats heb ontmoet in het veld van de
zorg voor mensen met een verstandelijke beperking. Laten we elkaar blijven uitdagen,
bevragen en ontmoeten. Daar groeit ieder mens van.
De verdediging van dit proefschrift is uiteraard mogelijk gemaakt door als team
hard te werken en te geloven in w at we doen. M aar eveneens door een kritische
en zeer deskundige beoordeling van de promotiecommissie. Geachte leden van de
promotiecommissie, Prof. dr. H.M.J. van Schrojenstein Lantman - de Valk, Prof. dr. C.
Schuengel en Prof. dr. H.F.L. Garretsen ik respecteer uw deskundigheid en ben u zeer
erkentelijk voor deze goedkeuring.
Het succesvol tot stand komen van dit proefschrift is uiteraard het meest te danken
aan de geweldige begeleiding die ik heb ontvangen van mijn promotoren. First of all,
Andrew, thank you so much for your support, your detailed responses, your honest
comments, and that smile that always makes me happy. Anna, jij bent voor mij een
geweldig mens! De indruk die jij op mij gemaakt hebt, kan ik niet in woorden vangen.
Jij leerde mij om als onderzoeker kritisch en eigenwijs te zijn. Van jou leerde ik over
de zin en de onzin van wetenschap. Jouw visie op het leven en op onderzoek verrijken
mij en daarom hoop ik oprecht dat we elkaar nog vaak mogen ontmoeten. Tot slot
Petri, w a ar moet ik beginnen... Al mijn dierbaren kennen jouw naam en dat is niet
voor niets. Ik herinner me ons eerste telefoontje nog als de dag van gister. Woorden
schieten te kort als ik in een paar zinnen moet beschrijven w at jij voor mij betekent
als promotor, als coach, als leermeester, als mens. Jij ziet en herkent als geen ander
mijn overtuiging, jij gelooft in mijn mogelijkheden, jij rijkt mij kansen aan w aardoor
ik op hoogten kom die ik alleen niet kan bereiken. Door jouw vertrouwen en jouw
menslievendheid mag ik leren op een kwetsbare en eigen manier en daar ben ik je
ongelofelijk dankbaar voor.
Naast een promotiecommissie en een team van promotoren kan ik niet promoveren
zonder de steun van mijn dierbare paranimfen. In een lang verleden waren we
collega's. O p papier zijn we dat nog steeds maar inmiddels overheerst een waardevolle
vriendschap. W e deelden samen de successen en flaters die gepaard gaan met
praktijkgericht onderzoek. W e juichten en huilden samen om eikaars geaccepteerde
en afgewezen publicaties. W e bezochten congressen, deelden stukken, hielpen
elkaar, leefden mee, belden w at a f... we werden vrienden. W at fijn!
Inmiddels is het tijd geworden om mijn lieve vriendinnen hier eens nadrukkelijk te
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bedanken. Ik ontmoette iedereen op een eigen w ijze en in een andere fase van
mijn leven. Sommige contacten moet je koesteren en zijn niet te vervangen. In het
bijzonder noem ik hier Els, Marloes, Meike, Susan, Yvette. M et jullie deel ik, bij jullie
ben ik thuis, van jullie hou ik. M ijn liefste en meest dierbare vriendinnen, jullie geven
mij energie! Ik ben trots op jullie en ben blij dat ik deze mijlpaal met jullie mag vieren.
Minstens zo dierbaar is mijn familie en in het bijzonder mijn ouders en mijn zussen.
Pap en mam, niemand is zo trots op mij als jullie! Ik voel mij enorm door jullie gesteund
en ben ontzettend blij dat ik dit samen met jullie beleef. Jan, jij bent mijn lieve zus met
w ie ik steeds meer gemeen heb. Onze band is niet te doorbreken, jij draagt mij als ik
dat nodig heb en ik geloof onbevooroordeeld in w ie jij bent en in w at jij kan. Noor,
jij bent mijn grote voorbeeld. Een mens met een hart van goud, een begeleider die ik
alle mensen met een verstandelijke beperking toewens. Jij weet hoe iemand ingestopt
w ilt worden in bed, jij weet welke grap het beste past bij welke cliënt, jij gunt jouw
mannen de leukste kleren, het lekkerste eten en een warm thuis. En bovenal, jij geniet
hier oprecht van én deelt dit met iedereen om je heen. Daar kan ik nog heel veel van
leren.
Tot slot w il ik nog aan twee mensen w at schrijven. Allereerst aan Susan. Jij bent
mijn alleroudste vriendin. "D aar kan niemand meer overheen" zoals je zelf vaak
zegt. Jouw liefde is onvoorwaardelijk, jouw geloof is oneindig. Het zal niet voor niets
geweest zijn, dat uitgerekend jij je aandiende om mijn proefschrift vorm te geven en
al jouw energie en enthousiasme te steken in de opmaak van het binnenwerk en de
omslag. Het is super dat we dit laatste stukje samen konden doen en dat jouw naam
mij vergezelt op de eerste pagina van dit boek.
Lieve Ihsan, jij bent de laatste. Het laatst aangeschoven, het laatst beschreven hier,
het snelst zeer dierbaar geworden. Jij weet dat een promotietraject symbool staat
voor persoonlijke groei en ontwikkeling. Jij vertelt mij over metaforen van slangen die
konijnen doorslikken en rupsen die vlinders worden. Het was dat proces dat ik tijdens
mijn promotie doorliep dat het mogelijk maakte om jou te ontmoeten op mijn pad...
Je bent een rijk mens w aardoor ik mij geliefd, gewaardeerd, erkend en verrijkt voel.
Dank.
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Het onderzoek in dit proefschrift is gericht op verschillende aspecten d ie van belang
zijn bij het scholen van begeleiders. In het bijzonder richten we ons op begeleiders
die werken met mensen met een lichte tot matige verstandelijke b e p e rk in g en
ernstige gedragsproblemen. Deze specifieke groep begeleiders heeft t e maken met
een veeleisende baan en de behoefte aan ondersteuning van deze begeleiders
w ordt algemeen erkend.
Amarant, een Nederlandse zorgorganisatie in Noord-Brabant, e rk e n d e
het
belang van aandacht voor de competenties en het welzijn van b e g eleid ers. De
behoefte om meer inzicht te krijgen in kenmerken van begeleiders e n de wens
om trainingsprogramma's voor begeleiders hierop af te stemmen, ontw ikkelen,
standaardiseren en op effectiviteit te onderzoeken, resulteerde in de subsidiering
van het onderzoeksproject dat ten grondslag ligt aan dit proefschrift.

