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Aggression
• Aggression: Any behaviour directed towards others that has an intention to
cause harm, whereas the target does not expect to be harmed and is motivated
to avoid the harm
• 1.3 million people die because of violence each year, accounting for 2.5% of
the global mortality (World Health Organization, 2014)
• Instrumental Aggression vs. Hostile Aggression
confers some reward/advantage to the aggressor

General theory of aggression (Allen, Anderson
and Bushman, 2010)

•

Person and situation factors affect feelings, thoughts, and arousal.

•

Feelings, thoughts, and arousal influence appraisal and decisionmaking processes.

•

Appraisal and decision-making processes affect aggressive or
nonaggressive behavior.

•

Biological and environmental factors influence aggression (distal
processes)

•

The General Aggression Model

Aggression and Intellectual disability

• 8.3% have aggressive challenging behaviour (Bowring et al., 2019)
• Prevalence of aggression varies in different settings
Study

Study Type

McClintock et al. (2003)

Meta-analysis
• Risk factors for aggression
in ID

Risk Factors for Aggression
Severe/Profound ID & Autism diagnosis

Cooper et al. (2009)

Longitudinal cohort study

female gender, attention deficit hyperactivity disorders
(ADHD), not having Down syndrome, not living with a
family carer, lower ability and urinary incontinence

Tyrer et al. (2006)

Cross-sectional
analysis using interview
data

Men, younger adults, those with more severe ID and
individuals living in institutional settings 🡪 Higher
aggression
Lower prevalence in individuals with Down Syndrome

Validation of aggression in clinical records
Aim:
• Define & validate aggressive behaviours in adults with ID based on the Clinical Record

Interactive Search (CRIS) databases in South London and the Maudsley (SLaM) National
Health Service (NHS) Foundation Trust

•

Draw a profile of aggressive behaviours in adults with ID in one mental health trust (SLaM) by
comparing the records with aggression documented and those without.

Hypothesis: Adults with ID and aggression within episode will
•

Have higher rates of comorbid physical and mental health issues (e.g. autism, ADHD, severe
mental illness or genetic disorder)

•

Be more likely to take medications regarding their physical and mental health issues

•

Have higher number of psychology and psychiatry contacts within their episodes

•

Compared to those without aggressive challenging behaviour.

Methodology
Setting & Study Design

Participants

- Retrospective cohort study

- 1575 Episode-level records

- Routinely collected clinical records from

- 18-65 years old (mean = 37.20, SD = 16.57)

Clinical Record Interactive Search (CRIS)

- Episodes in the Mental Health of Learning

database at SLaM

Disability (MHLD) team in SLaM between

- Secondary mental health care for four

01/01/2014 and 31/12/2018

London boroughs including Lambeth,

- 61% Male, 39% female

Southwark, Lewisham and Croydon

- 1158 (73.52%) with aggression

Exposure Variables
• Demographic Information (Gender, Age, Ethnicity, Level of ID, Episode Length)
• Comorbid Psychiatric & Physical disorders
(Autism, Hyperkinetic disorders, Schizophrenia, Bipolar Disorders, Mania, Depression,

Personality Disorders, Anxiety, Behavioural Disorders, Other Mood Disorders, Substance Misuse,
Epilepsy, Genetic Disorders, Metabolic disorders, Chromosol Abnormalities )

• Medication Use (Psychotropics, Antiepileptics, Analgesics, Infection Medicines, Thyroid
medications, Laxatives)
• Contacts with Professional Health service (Psychology, Nurse, Psychiatry)
Outcome
• Aggression in episode (Yes/No)

Results
Validation of the Aggression App
- 481 records reviewed
- 380/481 ‘Yes’ & 38/481 ‘No’
- 90.90% accuracy rate

Results – Level of ID
• Cases with mild/moderate ID more
likely having aggression in episode

Results – Comorbid Mental & Physical Illness
• Significant difference between
two groups in
- Pervasive Developmental Disorder
X2 (1, N = 1575) = 46.01, p < .001
- Hyperkinetic Disorder
X2 (1, N = 1575) = 9.96, p = .002

- Epilepsy
X2 (1, N = 1575) = 7.45, p = .006
- Severe Mental Illness (SMI)
X2 (1, N = 1575) = 27.12, p < .001

- Substance Misuse
X2 (1, N = 1575) = 46.01, p < .001
- Genetic, Metabolic, or Chromosomal Disorders
X2 (1, N = 1575) = 5.75, p = .017

Results – Medication

Significant of higher use of
- Psychotropic Medications
- Analgesics (for pain)
- Antiepileptics (for epilepsy)
- Infection Medications
- Laxatives (for constipation)
In cases with aggression in episode

Results – Health Professional Contacts

• Cases with aggression have significant
higher number of contacts with
psychologists, nurses and psychiatrists (p <
.001)

Results – Regression Model
-

Males 1.663 more likely to have
aggression

-

Severe/Profound level of ID 55% less
likely to have aggression than
Mild/Moderate ID

-

Cases with SMI were 1.787 more likely to
have aggression

- Patients taking other psychotropics episode
were almost three times more likely to exhibit
aggressive behaviour (p < .001)

- Every increase in psychology contacts, the
odds of aggression was multiplied by 1.111

Comment
• Strengths

• Limitations

- First study in 10 years that a routine
database is used for this topic

- Not generalisable to residents in other
regions

- Comprehensive definition of aggression

- Results not replicable

- Reliable measurement on clinical
characteristics

- Biased sample: Males than females
- Just a brief overview

A meta-analysis of intervention effects on challenging
behaviour among persons with intellectual disabilities
(Heyvert et al 2010)

Examples of challenging behaviour
include verbal and physical
aggression, property damage and
destructiveness, disruptive and
antisocial behaviour, overactivity,
temper tantrums, screaming,
stereotyped and repetitive behaviour,
general delinquency, and self-injurious
behaviour, like head punching, selfbiting, skin picking, and hitting against
hard objects or other body-parts

•

•

There is evidence for the
effectiveness of pharmacological,
psychotherapeutic and contextual
interventions, used alone or in
combination.
We found no indications for the
superiority of one of the treatment
approaches or combination types.

Non-pharmacological interventions for challenging
behaviours of adults with intellectual disabilities: A
metaanalysis (Bruisma et al, 2020)
•

•

•

Significant moderate overall effect of non-pharmacological
interventions on challenging behaviours (d = 0.573, 95% CI
[0.352– 0.795]), and this effect appears to be longlasting.
Interventions combining mindfulness and behavioural
techniques showed to be more effective than other
interventions
Interventions applying functional analysis were more
effective than interventions which did not incorporate this

Training direct care staff working with persons with
intellectual disabilities and challenging behaviour: A
meta-analytic review study (Knotter et al 2018)
Aggressive challenging behaviour
• Q1 Training effectiveness of direct care staff when they
experience challenging incidents in their work, and
• Q2 Change in clients with ID showing challenging behaviour
problems
(PBS)
•

Knotter et al findings
•

•

•

Staff behaviour: training goal
(skills, knowledge, attitude) and
training content (to
prevent/manage/cope with the
impact of CB) did not moderate
the effect of a training program
Intervention characteristics
(training hours, time intervention,
attrition, format and training
techniques) did not moderate the
effect of staff training
High percentage of male staff
workers in the experimental group
led to larger effect of training

•
•
•
•

•
•

No significant overall effect for staff
training programs on the behaviour of
clients with ID (d=0.305)
?Can staff change client behaviour
?Topologies of aggression
?Training may require both individual
and on the job coaching
Team and organisational
characteristics
?Client perspectives

What we know for (almost) certain

Autism and aggression

Physical aggression

All aggression

Level of Intellectual disability and aggression
Physical
aggression

All challenging
behaviour

Gender and aggression
All
aggression

Verbal
aggression

Mental health and aggression

All aggression

General theory of aggression

• Cognitive neoassociation
Theory
• Social Learning Theory
• Script Theory
• Excitation Transfer Theory
• Social Interaction Theory

Records for Inclusion – Intervention Categories
•

CBT / CBT-based:
CBT
CBT Anger Management
Transformers
The Research Units in Behavioral
Intervention
➢ Responsive Aggression Regulation Therapy
➢ Reasoning and Rehabilitation
➢
➢
➢
➢

•

Positive Behaviour Support

•

Other Complex Inpatient Interventions:
➢ Triple C
➢ Agitation Management Model
➢ Safewards

•
•

Third Wave Psychological Therapies:
➢ DBT

•

Mindfulness / Mindfulness-based:
➢
➢
➢
➢
➢

Soles of the Feet / UMAA-LD
Mindfulness training for staff
Mindful Parenting
Mindfulness-based PBS
Ward-based mindfulness programme

Other Complex Community Interventions:
Unnamed phone-based parenting programme
Active Support
Multisensory room
Grip on Neuropsychiatric Symptoms (NPS)
Brief Psychosocial Therapy
Staff Training in Assisted Living Residences
Veterans Affairs (STAR-VA)
➢ Dementia Care Mapping (DCM)
➢ Improving Wellbeing and Health for People with
Dementia (WHELD)
➢ Democratic Therapeutic Community Treatment
➢
➢
➢
➢
➢
➢

Baseline

Intervention
Mean
SD
17.7
(8.9)

N*

9

Control
Mean
SD
18.2
(9.4)

N*

9

Short term
Medium term
Long term

11.7
10.3
9.8

(8.7)
(9.5)
(9.1)

9
7
4

14.0
12.0
11.1

(9.3)
(8.8)
(9.4)

9
7
4

Psychosocial
Pharmaceutical
Both

10.2
12.5
6.3

(9.4)
(9.0)
(8.1)

9
9
2

12.4
14.5
6.1

(9.3)
(9.6)
(6.5)

9
9
2

Adults only
Children only
Adults
and
children

10.0
12.2
12.6

(9.2)
(8.8)
(8.8)

13
3
4

11.6
17.2
13.1

(8.8)
(9.6)
(9.7)

13
3
4

Risk of bias low
Risk
of
bias
some concerns
Risk of bias high

6.3
11.4

(8.1)
(9.5)

2
8

6.1
14.0

(6.5)
(9.2)

2
8

11.3

(9.0)

10

13.1

(9.7)

10

Summary
statistics

*n is number of studies for baseline, short and long term. It is number of estimates for medium term, intervention type, study population and risk of bias.

Studies with short term follow-up (up to three months)

Follow up studies
• All longer-term studies were of complex interventions with
follow from 10 months to 2 years and with low heterogeneity
(I2=11%).
• They favoured the intervention but this was not statistically
significant (-1.02, 95%CI -2.77, 0.72)

Intervention type studies
• There is a small advantage for the intervention in the studies
of complex interventions -2.09 (95%CI, -3.25, -0.93).
• The studies of pharmacological interventions, were highly
heterogeneous (I2=74%), with a non-significant meta-analysis
estimate of -2.71 (95%CI, -5.84, 0.43), influenced by
Ramerman et al. (2019).

• In the study that included a combined complex and
pharmacological intervention, the meta-analysis estimate
was not significant (-0.05, 95%CI -4.19, 4.08).

Parent training vs any control

Family Carer interventions
On the whole they help!
1. CBT
Depression (=251) post treatment and at 12m+
Anxiety not as much (studies from 1989)
Stress reduced post treatment and at 2 yr follow up
2. Psychoeducation
Depression at 4 weeks follow up
Burn out not as much
3. Support interventions
Stress post treatment
•

Paid carer interventions
•
•

Mindfulness for mental illhealth post treatment but not follow
up
Did not help stress and burn out

Implications
• Early and targeted intervention for aggression

• Mental Health needs in adults with ID
• Anti-aggression aspect of Antipsychotics
• Treatment of aggression in adults with ID (Combination of medication and
psychotherapies)

PETAL programme-qualitative exploration
•

To examine contextual factors that may influence response
to psychological interventions in adults with ID and
aggressive challenging behaviour:
– Factors associated with a good outcome (what worked)
– Factors that led to a poor outcome or were unhelpful (what did

not work)
– Any unmet needs (what could be improved)

Methods
•

Semi-structured interviews were held with 14 participants
with ID, their carer (paid or family carer) and a health
professional

•

Eligibility criteria for participants:
– Mild/moderate ID
– History of physical aggression
– Had to have had received some form of psychological

intervention

Recruitment
42 participants
(service users, paid carers, family carers, health
and social care professionals)

North East
London

Lancashire and
South Cumbria

Greater
Glasgow and
Clyde

4 triads

3 triads

1 triad

2 triads

12 participants

9 participants

3 participants

6 participants

Camden and
Islington

Cambridgeshire
and
Peterborough

Northern Health

2 triads

1 triad

1 triad

6 participants

3 participants

3 participants

Dorset

Participant Characteristics
Participants

n

Service users

14

Characteristics of service users

Carers
Paid carer

7

• Mean age = 34.5 years (2 ppts missing)

Family carer

7

• Moderate/mild LD

Healthcare professionals

• Anxiety, Depression, ASD, OCD, ADHD, BPD

Social Worker

3

Community Learning Disability Nurse

3

Clinical Psychologist

3

Consultant Psychiatrist

• Accommodation
•

Family home: 6

2

•

Supported living (single): 4

Assistant Psychologist

1

•

Supported living (group): 2

Behaviour Specialist

1

•

Independent living: 2

Support Team Leader

1
* We are still waiting for further demographic information on gender and ethnicity

Thematic Analysis

All transcripts have been coded.

Themes are currently being developed upon.

Types of behaviour

Triggers for behaviour

Most common interventions received

Interventions for aggression
Psychiatric: medication, regular reviews

Psychological: Anger management, PBS, CBT,
Mindfulness, DBT, Group therapy
Social: walks, gardening, swimming, social groups,
education, day centre
Alternative: Art therapy, Occupational therapy, Nursing
input, Physiotherapy, Music therapy

What works?
1. Collaborative working with professionals
•

Different professionals/ agencies
working together to ensure
consistency

•

Involvement of carers
•

Multidisciplinary meetings

•

Challenging decisions if not happy

•

Involvement of service users

•

Nominated contact person

•

Information sharing

“Very. Yes, very, very involved. He wouldn’t have the ability to
make decisions on his own, so everything really comes through
me. And I’m very much listened to, I’m well aware that I’m very…
They all come and ask, how do you feel about this, and what do
you think, what are your thoughts, so I’m very, very involved. I
definitely feel as if I’m involved, yes” (Family carer)
“The approach that I would definitely say, everybody singing from
the same hymn sheet. I have spoken to all the staff that works
with [1100021] and I have made it very clear to them.
You all need to be doing the same thing. It doesn’t work with
[1100021] if somebody is doing one thing and somebody is doing
another. That makes him really anxious if everybody has different
boundaries” (Family carer)
“…there is no way that you will not have regular meetings for
[100041]. Last week, we still had it. Including the police, they're
still having a meeting with her, an MDT meeting that the four of
them are going to see, okay, how can we work with her, can we
support her?” (Professional – Social worker)

What works?
2. Skills and competence of professionals and staff

•

Professionals’ understanding the reasons for
the behaviour

•

Developing a good relationship - friendly

approach to service user
•

Working with the person over time and
different settings

•

Consistency of support staff

“They're funny, they're kind. They're enthusiastic, they're
lovely. They help me to do things that I've never been
before” (Service user)
“I think since he came, it’s a learning process for the staff
team and so on, they need to know him and how to deal with
him. I think it has got better as time went on. They know
everything about 200021 and how to approach him, how to
communicate with him and his likes, dislikes. Yes, I think it
has improved all this while…. The support team is very
good, I would say. If anything, they would have told us, can
we try this or try that. They haven’t, they are managing him
well and he’s got used to that team quite well. Like 200023 is
always there.” (Professional – CLD Nurse)

What works?
3. Perceived benefits of psychological and
psychiatric intervention
•

Greater understanding of condition by service
user

•

Therapy as an outlet to help service users

express themselves
•

Service users developing strategies to manage
their anger

•

Reduction in challenging behaviour & use of
medication

•

Carers provided with tools to help manage
behaviour

•

Medication helping to improve mood and sleep
•

Complimentary to behavioural approaches

“I think so, because she has a much greater understanding of her
personality disorder, and she’d want to spend time talking about
that. And when she’s speaking to you about it, I’ve got the sense
that she’s thinking, ah yes, maybe that’s why I’ve done this that
time, and stuff like that….And she’d apologise at times, so maybe
she’s behaved a certain way and then she’ll be like, I think it’s
maybe because of my personality disorder why I did this” (Paid
carer)
“It helped us. It helped us not [1100021] because it gave us
pointers of things to try and do with him to keep his challenging
behaviour to a minimum. So, I suppose in a way [1100021] did
benefit from it…One of the big things was not what you say to him
but how you say it. We have learned over the years not to say no
to [1100021] ever. It’s always, well maybe not today and maybe
not just now, but do you know what [1100021], that is a great
idea” (Family carer)
“And of course, the medication is a big help for his mental health.
If not, it will be hospital, without medication…especially his sort of
paranoid thoughts and just to keep him calmer.” (Professional –
CLD Nurse)

What works?
4. Engagement in meaningful activities

•

A way of managing or reducing problem
behaviours

•

Helping to lift mood

•

Opportunities to socialise / make friends

“yes, so I think having more support hours definitely helps as well,
getting him out and about. So, if I can see that he’s starting to get
a bit agitated, I’ll say to him, right, come on, let’s get my jacket
and my shoes on, let’s just go for a walk for half an hour. And that
really helps as well, just the fresh air, and just getting him away
from sensory overload, like with the TV, and things like that, just
getting him out. And while we’re out we also just chat, and we just
talk, and that really helps as well, for sure” (Family carer)
“It’s exercise, the opportunity to have discussions with people he
relates to, use it as a topic of conversation, gives him a reason to
get up in the morning, gives him some structure to his week, it
gives him a sense of pride when he makes a new dish that he's
not done before. And I think he does like being active and busy,
and it’s not easy for somebody that spends all of the weekly
money almost in one go on alcohol and then leaves himself
without much money for the rest of the week. It’s very difficult to
find things that are free to engage in”. (Professional – CLD Nurse)

What does not work?
1. Inadequate staffing resources

•

Lack of knowledge, skills and training

•

High turnover of staff and professionals

•

Lack of continuity of care

•

Changes to support staff at short notice /
staff not turning up

•

Lack of ‘chemistry’ with support staff

•

Perception of professionals being

unhelpful/ lack of engagement
•

Not being offered support, being declined
support or carers having to fight for help

“But the psychologist complete and utter waste of time. She never
advised me on one thing or try this or do you think this would
work? No, it was just sitting there for 20 minutes, whatever, and I
would see them again in two or three weeks. And that was it”
(Paid carer)
“Well, so we’ve had assessments. And he’s been palmed off left,
right, and centre, everywhere. So, and we’ve been to CAMHS, in
[Area name]. And they’ve spoken to him about his anger and stuff
like that. But nothing’s come of it.” (Family carer)
“She was only going to see patients from the other half of the
catchment area. So, we had no psychology in person. Nursing did
not consider it their job to tackle challenging behaviour…So,
nothing was offered which made it extremely difficult.”
(Professional – Support Team Leader)
“I just didn’t like her. She was just fake when she was talking to
me. It’s like, what is wrong with this woman? Sometimes I would
talk to her, and she’s doing something, and I’d think, that’s a bit
rude, but I didn’t say much to her.” (Service user)

What does not work?
2. Inadequate environment
•

Accommodation in need of repair

•

Home environment or current placement

“Yes, it’s been challenging because they give you a flat, you have
to accept it otherwise you don’t have another chance. But
everything was broken. There was no electricity. How can you
give a flat with no electricity?” (Family carer)

not suitable – lack of controlled
environment; too many residents
•

Lack of availability of clinic rooms

“It was residential, yes. It wasn’t very nice. Some of the staff
weren’t very nice to me.” (Service user)
“Being in residential. That was the worst. That was the biggest
mistake of my life because that was the worst thing I could’ve
possibly done. I thought that would be good if I could get him into
residential just because I worry. Of course, I worry. When
anything happens to me, what’s going to happen to [700011]? It
was absolutely horrendous. They never took him anywhere. They
never did anything with him. Nothing at all. They were shut in their
bloody rooms. I used to bring him home every weekend and
sometimes, like his tablets, three or four times in that week, and
it’s only five days because I had him at weekends, they forgot to
give him his medication.” (Family carer)

What does not work?
3. Interventions not having desired effect
•

Service user ‘not ready’ for
intervention or lacking motivation or
limited understanding

•

Service user suspicious of therapist or
not wanting to answer questions or
discuss mental health issue

•

Unpredictability of behaviour may
make interventions more difficult

•

No change in behaviour despite
psychological input

•

Poor implementation of strategies (e.g.
PBS)

•

Medication not always helpful

“I just think she wasn’t ready. I don’t think that she is ready to
disclose what has happened, and I think she’s struggling. I think
she’s felt comfortable for a while in talking to one member of staff
and touching on the idea of not wanting to get somebody into
trouble, but then straight away clammed up again and didn’t really
disclose much. So maybe she’ll never be ready, I don’t know”
(Paid carer)

“I think it’d be very difficult to do behavioural therapy with him,
because he’s away with the fairies, if that makes any... When the
lady talks to him, and the answers that he gives, or the way he
talks to her. It’s like he’s away with the fairies. It’s heartbreaking. I
don’t think he’s on this planet, or he understands what she’s
saying” . (Family carer)
“Again, she did not follow it up because, allow me to say that,
probably she felt she is not in the right frame of mind at that time.
She will request the support, but she will not follow it through.”
(Professional – social worker)
“He was uncooperative and just told them, I’m not discussing it,
end of story. No further discussion” (Professional (CLD Nurse)

What can be improved?

Communication
More support for service users /
training for carers
Access to social interventions

Theoretical Domain Framework
• Framework that integrates psychological theories relating to
the barriers and facilitators of behavioural change
• Comprises 14 domains (84 constructs)
Domains

Domains

Knowledge

Intentions

Skills

Goals

Social/professional role and identity

Memory, attention and decision
processes

Beliefs about capabilities

Environmental context and resources

Optimism

Social influences

Beliefs about consequences

Emotion

Reinforcement

Behavioural Regulation

Theoretical domain
framework

“That for someone that has a situation, because I had to do a
reflection on her before. For someone that had a behaviour, if you
can get her before she gets to the peak, you probably will be able
to tackle the situation. But if you can't get her before she gets to
the peak, she has to complete the cycle. I don't know whether
you're familiar with that. That is one thing that I learnt about her. If
she is able to talk to you or you are able to calm her down, you're
able to say, [100041], I will call this, I will call that or let's look at it
this way. She does listen.” (Professional - Social worker)
“I think since he came, it’s a learning process for the staff team
and so on, they need to know him and how to deal with him. I
think it has got better as time went on. They know everything
about 200021 and how to approach him, how to communicate
with him and his likes, dislikes. Yes, I think it has improved all this
while.” (Professional – CLD Nurse)
“I don’t honestly know what anybody could possibly do, because
what’s in his head is in his head, and it’s so rigid that you just
can’t get him to think or see anything any other way than what he
sees it. So, it’s hard, isn’t it? How do you? Nobody can make him
think any differently, can they, if you know what I mean…It doesn’t
matter if 1,000 people turned around and told [700011] the same
thing, if [700011] saw it as different, then [700011] just isn’t going
to have it. He wouldn’t think, oh, well, hang on, there are a few
people telling me that. No, he’ll only see it his way.” (Family carer)

Theoretical domain framework

•

Social/professional role
and identity:
– Being asked to take on

tasks that were outside
professional remit
– Lack of clarity about who
should be managing
challenging behaviour

“And the role of nursing has expanded to include
things that just weren’t, like physical health
monitoring. If anti-psychotic medication was
suddenly handed to the GPs we won’t be paid to do
it anymore, so it just came” (nurse)

“But it’s just this really pervasive attitude. It’s who’s
taking responsibility for it? Is it psychology? Is it
nursing? If it’s psychiatry and they can give
medication which has helped” (nurse)

Theoretical domain framework
•

Goals
– Reduce psychotropic medication (5/12
–
–

•

service users)
Increase service user’s choice or
control (4/12 service users)
Increase psychological support (1/12
service users)

Memory, attention and decision
processes
– Service user lacking understanding
or motivation to engage in therapy

“Now, the one positive outcome is that staff and
family have understood that impact [of medicine].”
(Professional – Clinical psychologist)
“She’s very good at reaching out if she needs
support, and having a flexible approach really works
for her, and having that control and independence
to come to me as her support worker when she
needs something is good for her. She is able to do
so much for herself, and a key focus of her support
that I’m trying to help her with is to do activities, and
socialise, and to create a network of friends.” (Paid
carer)

Theoretical Domain Framework
•

Environmental context and resources
– Environmental stressors: Ensuring the
environment is not triggering, but has a
calming effect
– Person x environment interaction:
Having their own space to do their own
routine, less residents
– Resources: Lack of access to crisis
services
– Lack of resources: Issue of high case
numbers and understaffing or high
staff turnover; long waiting lists
– Lack of resources: accommodation,
social activities
– Organisational culture and attitudes:
inflexibility of processes and referral
criteria

“Now the fact that [1100021] is in his own place for over two years
now, he can to a degree do what he wants. He can work through
all his rituals without there being a timescale. He can do things at
his own pace…that’s what has made things a lot better from that
point of view. Obviously, some family harmony. I can enjoy being
his mum again rather than full-time as well as working as well.”
(Family carer)
“I think the high number of cases we have in social work is
ridiculous, because I haven’t been able to give this one the proper
attention that it actually needs unfortunately.” (Professional –
social worker)

“With psychologists before, they never lasted long. They kept
leaving…so, [700011]’s probably only ever seen them a couple of
times…you need somebody constant, don’t you, somebody that’s
there.” (Family carer)
“there are some system failings, so some system failings, there are
also some rigid criteria that he failed to meet which is inflexible”

Theoretical Domain Framework

•

Emotion
– Service users displayed

suspicion/ anxiety about
engaging in therapy
– “pressure” on health
professionals to be
“experts”

Clinical services
• Challenging behaviour pathways
• Quality Improvement programmes to improve service
response and treatment outcomes
• Development of intensive support teams (Enhanced and
Independent models)
• Train the trainer models to increase reach
• Systemic (whole organization) approaches

Why do we fail?
nonlinear interactions between risk factors for aggression
• various factors that trigger the behaviors
• focus on pharmacological interventions during crisis to the
exclusion of preventative interventions
E.g. constipation, pain, hunger, thirst, sleep disorders,
environmental factors (light, noise, crowding), or frustration due to
insufficient assistance with basic activities of daily living (ADLs)
• Recognition of triggers
• Techniques to reduce aggression
•

SPECTROM Deb et al 2021

SPECTROM, Deb et al 2021

Clinical case

https://doi.org/10.1007/s12144-020-01055-x
Fluttert et al 2020
• Early Recognition Method (ERM) risk management strategy
• Self Psychology

Impact on aggression of staff—patient interactions
The Forensic Early Signs of Aggression Inventory (FESAI)
(Fluttert et al. 2011)
Trauma influence on aggression/disruption

Case presentation
• 30 year old female with mild to moderate intellectual disability
and severe long term impulsive unpredictable aggression
• Lives in the community
• Disrupted childhood due to loss of parents
• Inpatient admission
• Obesity led to erroneous Dx of Prader Willi Syndrome
• Staff burnout and 2:1 care

The importance of Early warning signs
(1) gloomy, despondent aggressive facial expression [context:
when she wants clarifications or has questions], (2) repellent and
gives little eye contact [context: during stay at the apartment], (3)
looks tired and drawn in the face [context: at the first contact in the
morning], (4) not very talkative [context: during a car drive].
•
feedback and greater self regulation
Staff approach
(1) risk management (recording early warning signs), (2)
aggression management (limit setting, “hands off” approach and
applying early interventions), (3) involvement of Lotte in shared
decision making concerning her daily routine, (4) involvement of
Lotte’s mother in activities.

What worked?
•
•
•
•
•
•
•

Stop holding when aggressive
Distracting with other activities
Improve socialization
Staff felt their role to be helpful and empowering
Reduced need for 2:1 support
Tailor-made risk management (strategies)
Empathic attunement

Be aware of attribution of aggression to genetic causes as
it decreases the likelihood of helping people (Lee et al
2014)

Lessons for clinical practice
•
•

•

The term challenging behaviour needs to be rethought given
current knowledge and information from multiple sources
Effect sizes for treatments for childhood aggression (without
ID) are mostly small Requirement for distinction between
treating aggression vs associated factors
Personalised treatments that may tap into more than one
intervention type

Discussion case

From
https://spectrom.wixsite.com/project/resource
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