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Abstract

Background

Perceived problems around the use of Physical Intervention to manage challenging behaviour have led to UK initiatives to encourage policy development and accredited training. However, information on PI use and the impact of these initiatives remains limited. 
Method

Adult residential services within an English region were sent a questionnaire regarding physical intervention use, policy, staff training and monitoring/management.
Results

Physical intervention use was reported by 47% of the services. Of services using physical intervention, 65% reported having a policy governing its use and 79% reported providing staff training. Where restrictive physical intervention was used, comparable figures were 82% for policy and 84% for training. Physical intervention use was reported to be monitored in some way by 94% of services.  Opinions offered supported the reduction of physical intervention use.  
Conclusions

Physical intervention  use is widespread. National guidance on policy and training is widely followed though unimplemented by a minority. The time may be right to more explicitly aim for a reduction in PI use within services.
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Introduction


During the 1990’s concern increased about the use of physical interventions (PI) with people with intellectual disabilities and other groups, e.g., people with mental health problems, prisoners and children. Defining practical and policy boundaries for PI presents difficulties. UK government guidance defined PI as “direct physical contact between one person and another or [to] physical contact mediated by an instrument or device” (Department for Education and Skills/Department of Health, 2002, p. 2). The same document supports a distinction between restrictive and non-restrictive PI with the former involving “the use of force to control a person’s behaviour” (p. 10). The notion of force is mirrored in another influential definition: “Physical intervention implies the restriction of a person’s movement which is maintained against resistance” (Harris et al., 1996 p.6, italics added).   

Concern about PI use has focussed on associated deaths, the infliction of pain to produce compliance and the part played by PI in restrictive and abusive institutional environments. More recently, such concerns have also arisen in respect of community provision (Healthcare Commission and Commission for Social Care Inspection, 2006).  In 1996, the UK government commissioned the British Institute of Learning Disabilities (BILD) and the National Autistic Society to develop a policy framework (Harris et al., 1996) to guide this area of practice. The framework recommended that the use of PI should be managed within policies developed by individual organisations.  Subsequent Government guidance (Department for Education and Skills/Department of Health, 2002) initiated the establishment of an accreditation scheme by BILD for training providers. These policy developments have been accompanied by attempts to codify the practice of PI as for use only in the ‘last resort’, even when planned as ‘proactive’ policy (British Institute of Learning Disabilities, 2006). If this is to be more than rhetoric, then practical policies and actions to develop and reward alternative responses by staff should be available. 


There remains limited evidence about the extent and nature of use of PI. Emerson (2002) collated results from five studies with a range of estimates – PI was used with between half and two thirds of children with challenging behaviour and between a quarter and a half of adults with challenging behaviour. Pilling et al. (2007) reported that PI was used with 69% of children attending residential schools. Such figures provide limited information, however, about the kinds of PI used and, outside of specialist settings, the number of services in which it is used.


UK evidence on policy and staff training comes primarily from Murphy et al. (2003). They gathered data in 2000 from three samples – a geographical sample covering all services for children and adults in three local government areas and one National Health Service (NHS) Trust; a sample from BILD PI conference attendees and a sample of specialist assessment and treatment services. Respondents reported that their services had PI policies in 58% of the geographical sample, 71% of the BILD sample and 80% of the assessment and treatment sample. Receipt of PI training was reported by 61%, 81% and 87% respectively in the three samples. The two most commonly reported training providers were various forms of Control & Restraint (C&R) (15%, 40% and 78% respectively) and Strategies for Crisis Intervention and Prevention (SCIP) (22%, 31% and 22% respectively). 

Research on PI reduction has been little reported in the UK (Allen et al., 2002). However, other countries, Norway and some states and agencies in the USA have developed statutory and regulatory policies and guidelines to govern the use of restrictive PIs and other restrictive procedures. These have reportedly led to considerable reductions in their use, for example, with people with intellectual disabilities (Roed & Syse, 2002), for children in the USA (Jones & Timbers, 2003) and in psychiatric services in the USA (Jonikas et al., 2004). Enhanced management 
monitoring of PI, setting targets for PI reduction, graphical feedback to staff  specific staff training and support in using less restrictive approaches can reduce restrictive PI markedly (Sturmey & Palen McGlynn, 2002; Sundram et al. 1994a cited in Baker, 2002).  Indeed, organizational factors and cultures may be as or more significant than individual service user characteristics, in determining PI use (Sturmey et al., 2005).  These studies begin to demonstrate the approaches through which restrictive PIs can be reduced and the principle of last resort use become reality for people with intellectual disabilities who exhibit challenging behaviour. However, little research attention has been given to detrimental unintended consequences that organisational approaches to reduce PI may have. For example, if hands-on responses by staff are prohibited or governed by crude target setting, how are staff supported to act in behavioural emergencies? 

In the current study we sought to: (a) establish the prevalence of use of PI in a whole area sample of services for adults with intellectual disabilities; (b) establish the extent to which this sample of services reported having PI policies and providing PI training to their staff; (c) establish the extent to which services monitored the frequency and restrictiveness of PI; and (d) explore service attitudes towards monitoring and reduction of PI use.

Method

Participants and Procedure 

A postal questionnaire survey was conducted in the South East of England covering three local government areas. Participants included the 542 managers of all (NHS) provided and managed residential services in the three areas (N = 53) and of all registered private, voluntary and Social Service provided residential care homes for adults with intellectual disabilities (N = 489). All services provided residential support for people with learning disabilities.  NHS participants were identified by contacting senior managers in NHS Trusts covering the geographical areas, who provided details and contact information of all residential services. All other residential services were located by searching the Commission for Social Care Inspection (CSCI) website in June 2005 using the search terms, care home and learning disability. All the registered providers were mailed the questionnaire addressed to the home manager. Other than for NHS provision, the nature of the provider agency (social services, private or voluntary) was not known at this stage. Information was gathered later from questionnaire responses.  Questionnaires were sent in September 2005. Non-responders were re-sent the package 2 months later.  


The total response rate was 25% after follow-up. Response rate for NHS provision was 57% and was 22% for other provision. The final sample of 137 respondents included 30 Health services (22% of sample), 5 Social Services (3.6%), 57 Private services (42%) and 45 Voluntary services (33%).
Measure and Analysis
The questionnaire developed for this study comprised 19 mostly closed questions. Respondents were asked to describe the nature of the service, number of service users and agency providing it and frequency of challenging behaviours exhibited, such as physical aggression, self-injurious behaviour and property destruction. Participants were further asked if staff ever used any of a given list of types of PI, two non-restrictive (breakaway, blocking), three restrictive, (escorting with arms held, sitting and floor restraint), whether their service had a PI policy and whether their service provided PI training, and, if so, name of the training organisation.  Arrangements for monitoring the frequency and restrictiveness of PI use were sought, including whether these were included in quality assurance procedures. An open ended question sought aspirations and steps the service had taken towards reduction in PI use. No information on staff characteristics was collected. The use of the computer programme Formic 4.3 enabled questionnaires to be scanned and input for statistical analysis automatically. Statistical analysis was carried out using SPSS version 14.0.  Differences between sub-groups of the sample were explored using two-tailed chi-square or Fisher exact tests as appropriate. Given that eight such statistical tests were conducted on the data, a Bonnferroni correction procedure was used to set a significance level of p = 0.00625 (0.05/8). Open response sections were analysed for themes raised. As preliminary analysis had found very limited differences between the four types of agency, data are reported only for the sample as a whole. More detailed data may be obtained from the first author. 
Results
Challenging behaviours exhibited

Table 1 shows that for the 137 services that responded to this question, challenging behaviour of daily frequency was experienced by a minority of services, with about one quarter to one third recording no challenging behaviour in each of the three categories. Only 9 services recorded having no service users showing challenging behaviour in any of the categories. For the majority of services responding challenging behaviour was a weekly or less frequent event. 
Table 1 about here
Use of PI
Twenty-nine per cent of respondents reported using breakaways from grabs or bites, 26% reported using blocks of punches or kicks, 29% reported using escorting whilst holding arms, 12% reported using restraint while service user sitting and 5% reported using restraint while service user lying on floor. Forty-seven per cent of services reported using at least one of these types of PI, 38% used at least one non-restrictive PI (breakaway or blocks), and 30% used at least one restrictive PI (escorting, sitting or floor restraint).
Policy and staff training

Table 2 shows the frequency of use of restrictive PIs in services with and without a policy and providing PI training or not. Fifty-four per cent of services reported having a PI policy. Of those services using any form of PI, 65% reported having a policy. Where services used restrictive PI this figure was 82%.  Services using PI were significantly more likely to have a policy (χ2=17.85, df =1, 2-tailed p = 0.00002). Of those services using any form of PI, 79% reported using a PI trainer or training organisation. Where services used restrictive PI this figure was 84%. Services using PI were significantly more likely to use a trainer than services that did not use PI (χ2=22.41, df =1, 2-tailed p < 0.00001). In total, 10 services reported using restrictive PI without a policy, training or both. Mostly, these services reported escorting whilst holding arms though 2 also reported restraint while service user sitting and 1 of these also used restraint while service user lying on floor.

Fifty-one per cent of those using a trainer stated that they were BILD accredited (47%) or seeking accreditation (4%). Most remaining responses were missing or “don’t know” with only 1% (one respondent) stating the trainer was not accredited. 



Respondents were asked to name their training provider. In four cases respondents reported being about to change their provider and named both the old one and the new one – the latter was used in this analysis. Of the 62 that provided the information it was possible to determine the provider of training in 44 cases. Of these 26 referred to SCIP or variants.  Compared to the figures found by Murphy et al. (2003) there was a significant reduction (from 15% to 0%) in services reporting using C&R training (χ2=14.67, df=1, 2-tailed p=0.001).
Table 2 about here
Monitoring frequency and restrictiveness of PI
Of those services using PI, excluding “don’t know” responses,) 68% stated that they included level of use of PI in their quality assurance procedures, 90% that they monitored the frequency of use of PI, 78% that they monitored the restrictiveness of types of PI used and 94% monitored either frequency or restrictiveness. Monitoring arrangements varied between groups as shown in Table 3. Services using restrictive PI were no more likely than those not using restrictive PI to monitor the frequency/restrictiveness of PI used (Fisher exact 2-tailed p = 0.083, df = 1). Services providing PI training were more likely to monitor the frequency of PI used (not significantly so) (Fisher exact 2-tailed p = 0.007, df = 1), but not its restrictiveness (Fisher exact 2-tailed p = 0.274, df =1). Services having a PI policy were significantly more likely than those without a policy to monitor both the frequency (Fisher exact 2-tailed p = 0.003, df =1) and restrictiveness (Fisher exact 2-tailed p = 0.002, df = 1) of PI used.
Table 3 about here
Attitudes towards monitoring and reduction of PI use
Forty-nine participants provided comments of whom all bar one either supported such an aspiration or made a non-committal comment. The one unsupportive response noted the importance of PI in protecting “staff, other service users and the person with challenging behaviour himself from getting seriously hurt”. Almost all comments reflected the perceived importance to reducing PI of one or more of five themes. First, 17 responses mentioned staff training, e.g., “In the first year we trained all the staff and saw an increased confidence and awareness. Thus, a reduction in challenging behaviour – specifically for 10 service users to only three the following year”. Second, 13 responses referred to a policy of non- or “last resort” use or an emphasis on non-physical prevention and reactive strategies, e.g., “our company has a policy of no PI. Any use of PI is recorded in detail and investigated”.  Third, 11 responses noted the importance of better person-centred/care planning, e.g., “through making service users happy there should be less need for PIs in the first place”. Fourth, 8 responses referred to monitoring and management of the use of PI e.g., “Appointed PI manager to collate all information and feedback to senior staff, working within BILD guidelines, attending regional meetings of PI managers addressing key topics”.  Fifth, external support or input to the staff group was also mentioned in 8 responses, e.g., “independent persons within organisations should be able to visit and observe and make comments on how to decrease frequency and judge service providers in how they relate to service users”.  

Discussion

Summary of findings 

Almost 1 in 2 services reported using some form of PI, almost 1 in 3 some form of restrictive PI; services using PI, especially restrictive PI, were more likely to have a PI policy and to provide dedicated PI training to staff.  However, significant numbers of services using restrictive PI reported doing so without a policy (18%) or without dedicated PI staff training (16%). Most services (94%) using PI reported monitoring its frequency and/or restrictiveness and such monitoring was significantly related to having a policy. Services reported no use of training based on Control & Restraint in contrast to Murphy et al.’s (2003) survey which found that 15% of services had used C&R methods. Services were almost entirely supportive of the aspiration to reduce the frequency and restrictiveness of PI use and reported employing a variety of strategies, especially staff training, policy, care planning, monitoring and external input. 
Implications

The changes in PI training provider used in services seem likely to be related to national attention to this issue over the last several years. In particular, the risks associated with particular PI techniques have been identified in national guidance (Department for Education and Skills/Department of Health, 2002) and some, such as those involving pain compliance and positions that may compromise breathing, are very unlikely to be permitted by BILD accredited training providers (British Institute of Learning Disabilities, 2006). The data gathered in the current study suggest that the argument against the use of techniques perceived to be more dangerous is being won, in learning disability services at least. 

The findings allow some limited comparison with previous studies in addition to the comparison of PI training providers used. Emerson’s (2002) figures on prevalence of use of reactive management strategies refer to individuals rather than services. Perhaps as a result we found a higher than expected percentage of services in which PI and restrictive PI were in use. This is not a minority issue of specialist services dedicated to the management of challenging behaviour. Comparison with Murphy et al.’s (2003) figures suggest little change in the presence of PI policies (54% now vs. 58% then in their geographical sample). However, it does seem to be the case that services using PI are significantly more likely to have policies. Despite this, it is of some concern that a significant number of services using restrictive PI report not having a PI policy and/or not providing staff training. Although uncertainties obviously exist, extrapolation of these figures to the approximately 7,000 residential services provided nationally for adults with intellectual disabilities would mean nearly 400 services using restrictive PI that have not developed a policy to support/manage its use.

Importantly the findings suggest that there is considerable desire and interest in many services to monitor their use of PI and seek to reduce its use over time. This should now become our more explicit presumption and objective. It will require attention to a range of strategies, such as leadership and organisational change, active monitoring and use of data to inform practice, specific restraint reduction approaches, and the involvement of providers, commissioners and inspectors. It is clear, however, that there is considerable scope and opportunity to make progress.

Limitations

The current study has two major limitations. First, it was limited to services for adults with an intellectual disability in one geographical area of the UK. While we were confident that all qualifying services were contacted, adults in non-registered provision (e.g. in supported living arrangements) and those living with relatives were not included. The 25% response rate, while typical of such postal surveys, raises the possibility that the data gathered may not be completely representative of the relevant population. Services not using PI might view the survey as not relevant to them and therefore not respond. Conceivably, therefore, the results presented here may over-represent the frequency of use of PI in services for adults. At the same time, services using PI in a relatively unregulated fashion might also be reluctant to respond. This sampling bias would lead to frequency of PI use being under-reported and the further information gathered on policy, training and monitoring not being entirely representative of services that actually use PI.  Second, we did not examine the accuracy of response to the various terms used. Although questions were designed to be self-explanatory, participants may not have provided accurate information on their use of PI perhaps, for reasons of social acceptability, under-reporting its use.  More accurate responses might have been obtained by encouraging respondents to adhere to specific definitions of key concepts. This would, however, have increased the complexity of the measure with, perhaps, consequent reduction in response rate. The difficulty of defining and limiting the coverage of the term PI in the UK may increase the likelihood of misinterpretation, as may the competing offers from training providers. 
Suggestions for future research

We draw attention to four areas where future research would be beneficial. First, replication studies on use of PI that gather data in different places and using a variety of methods would increase confidence in the representativeness of current findings. Second, our findings suggest relationships between policy/training and the monitoring of PI. It would be useful to explore the nature of these relationships. Does the development of a PI policy change the use of PI in a service? Are all changes positive or is there a risk that policies might cause staff and services to not report the use of PI?. Third, the identification of a small but nationally significant number of services which appear to continue to use restrictive PI in a rather unregulated fashion is of great concern. Research with such services might focus on the reasons for lack of regulation and the extent to which external regulation can bring about change (e.g. through the service inspection process).  Finally, and perhaps most importantly, future research should examine the effects of restraint reduction programmes. What most effectively results in a genuine reduction in the use/restrictiveness of PI whilst avoiding negative side-effects, such as increased risk of injury, to service users and staff? It is clear that there is considerable scope for a reduction in PI use, but also clear that its very well-established role in service provision means that reduction programmes are unlikely to be straightforward and unproblematic.
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Table 1 Number of services reporting challenging behaviour

	Challenging Behaviour
	Daily
	Weekly
	Monthly or less
	Not at all

	Physical aggression
	13 
	27 
	64 
	33 

	SIB
	19 
	20 
	50 
	48 

	Property destruction
	4 
	24 
	60  
	49




Table 2 Frequency of PI policy and training in services using restrictive physical interventions 

	PI
	Used
	Policy
	Training

	
	
	Yes
	No
	Yes
	No

	Escorting restraint
	Yes
	32
	7
	31
	6

	
	No
	42
	48
	41
	48

	Sitting restraint
	Yes
	15
	1
	12
	2

	
	No
	59
	54
	60
	52

	Floor restraint
	Yes
	6
	1
	6
	1

	
	No
	68
	54
	66
	53


Note These data exclude all “don’t” know responses. This resulted in 1129 responses to the question on policy and 126 responses to the question on training. question.  
Table 3 Frequency of monitoring of PI use
	
	PI use part of Quality assurance (N=51)
	Frequency of PI monitored (N=52)
	Restrictiveness of PI monitored (N=50)

	
	Yes

	No
	Yes

	No
	Yes

	No

	Whole sample
	28
	13
	44
	5
	36
	10

	Restrictive PI used
	20
	10
	29
	4
	28
	4

	Restrictive PI not used
	8
	3
	15
	1
	8
	6

	Services with PI policy
	24
	9
	38
	2
	33
	6

	Services without PI policy
	3
	4
	4
	3
	2
	3

	Services employing PI trainer
	25
	10
	42
	2
	33
	8

	Services not employing PI trainer
	2
	2
	1
	2
	2
	1


Note Figures for the whole sample exclude “don’t know” responses. Figures for sub-groups are sometimes less than for the whole sample because of the exclusion of “don’t know” responses regarding existence of PI policy or employment of trainer.
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