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Abstract
Providing care and support to persons with intellectual disabilities (ID) requires in-depth knowledge about ID and challenging

behaviour (CB) as well as communication and interaction. Knowledge deficiencies in these areas may prevent staff from under-

standing their clients and their behaviours, particularly those behaviours considered to be challenging. The aim of this study was

to explore staff’s perceptions about CB among clients with ID in residential settings before and after a web-based training pro-

gramme using the survey instrument ‘Checklist of Challenging Behaviour’ (CCB). The CRe-DEPTH guideline has served as a

guide in this study. Upon completion of the training, staff perceived a reduced frequency of CB as well as reduced management

difficulty of CB among clients. As such, training should routinely be offered to all staff in residential settings, but also healthcare

professionals in general responsible for caring for clients exhibiting CB to ensure, improve and reinforce the quality of care and

support provided to them.
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Background
The provision of effective care and support by staff in residen-
tial settings to individuals with intellectual disabilities (ID) is
crucial.1,2 Individuals with ID living in a residential setting
are referred to as clients. As this study concerns the residence
staff’s perceptions of individuals with ID, the term ‘client’
will be used in this work as well. Although improving the
quality of life and providing effective support to clients can
be satisfying for staff,1,3,4 the work requires knowledge and
skills in communication and interaction.5–8

Knowledge deficiencies in care and support provided to
clients can therefore be a cause of concern and a source of
uncertainty among staff,8 in many instances preventing them
from fully understanding their clients and their clients’ beha-
viours. This can be particularly problematic when it comes to
challenging behaviour (CB), as understanding and knowledge
concerning the dynamics underlying CB is a crucial foundation
for coping with, supporting, and interacting with clients exhi-
biting such behaviours.9,10

Within the research field of ID, CB is a term used to describe
behaviours that have physical or social impacts on individuals
who exhibit those behaviours and/or their surroundings.11 CB
can be divided into aggressive behaviours, such as physically
hitting others, injuring oneself, or otherwise acting in a physic-
ally aggressive manner not necessarily directed at other
people.12 Such behaviours, even when not directly harmful to

oneself or others, e.g. destruction of property or persistent
screaming, can be difficult to manage and address by staff.11

In recent years, stereotyped behaviour has been highlighted
in connection to the definition of CB. Also, the researchers
contend that dimensions such as the frequency and severity
of CB should be considered when attempting to determine –
and rate – which behaviours are challenging.13 From a func-
tional viewpoint, CB is and should be considered as a means
by which persons with ID communicate their will and inten-
tions to those in their surroundings, since other means may
not be available to them due to impaired communication.14,15

Communication and interaction, especially with clients who
have impairments in these areas, such as those with ID, is con-
sidered important by staff.16 Earlier studies have shown that
staff working with persons with ID reported CB as a problem
they could not always address in the desired manner while per-
forming their work duties.4,17,18 This predicament was shown
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to often generate stress, anger and powerlessness among staff,
increasing the likelihood of burnout.17,19–21 Moreover, being
unable to effectively address CB had a definitive impact on
the interactions between staff and their clients, leading the
former to adopt less appropriate coping strategies, e.g. avoiding
their clients and being emotionally distant when providing
care.22

Several reviews have shown that educational training in
communication with persons with ID that goes beyond verbal
means should be a priority in healthcare.7,23 This is particularly
crucial in the context of residential settings as the social net-
works of those with ID living in these facilities are often
limited compared to those of the general population. The
staff in a residential setting typically comprise a large part of
their clients’ social network.24

Earlier research has demonstrated that health problems
occur to a greater extent in persons with ID compared to the
general population.25 There is also growing evidence that
health problems are linked to increased instances of CB
among those with ID.26,27 As CB may marginalize persons
with ID from society and thereby prevent them from accessing,
e.g. health and medical care,11,15 their health problems may be
exacerbated even further.

As experienced by healthcare professionals, e.g. nurses,
nationally and internationally, exposure to persons with ID
during the nursing education period is often insufficient.23

Similarly, healthcare professionals within the ID sector have
identified the need for enhanced training that will better
prepare them for working with persons with ID.7,28

Research has been conducted worldwide on various educa-
tional initiatives targeting healthcare professionals within the
ID sector to enhance their readiness to communicate and interact
with clients.29,30 Most such studies have reported positive out-
comes among participants. In Sweden, a pilot-tested web-based
training programme for staff to improve communication and
interaction with adults with ID at a residence has yielded bene-
ficial outcomes, including the appreciation of the staff.31 The
training was constructed based on a theoretical model developed
by Farrell et al.32 The model was built on the assumption that CB
is caused by communication disruption between staff and
persons with ID. The results of the study31 demonstrated a
reduced frequency of CB in the form of aggressive behaviour
in the client in addition to reduced difficulties managing CB as
perceived by the staff. Given this result, we wanted to take
advantage of the knowledge acquired31 and conduct a larger
study to improve staff understanding of the underlying mechan-
isms behind CB and to generate greater knowledge about com-
munication and interaction with persons with ID, thereby
promoting better health and improved quality of care and
support for this population. Helping staff to better understand
and be better prepared prior to meeting, communicating and
interacting with persons with ID, especially concerning addres-
sing CB, could also help to establish and maintain a healthy
work environment. Since the basic assumption was that CB is
a consequence of interrupted communication and interaction
between staff and persons with ID, our hypothesis was that by
introducing web-based training focusing on ID and CB as well
as communication and interaction, the frequency of CB and
degree of management difficulty of CB in daily care would be

reduced. Measurements of the frequency and degree of manage-
ment difficulty of CB as perceived by staff before and after the
web-based training programme served as the training’s outcome
value assessed in this study.

Aim
The aim of this study was to explore staff’s perceptions about
CB among clients with ID in residential settings before and
after a web-based training programme, specifically addressing
ID and CB as well as communication and interaction.

Research questions

1. Do staff report a lower frequency of CB among clients with
ID in residential settings after the web-based training?

2. Do staff report a lower degree of management difficulty of
CB among clients with ID in residential settings after the
web-based training?

Methods
A quantitative approach is considered appropriate to respond to
the aim of this study with the associated research questions.
CRe-DEPTH, Criteria for Reporting on Development and
Evaluation of Professional Training interventions in
Healthcare, has served as a guide in writing and structuring
this study.33

Design
A within-subjects study design was applied in which the parti-
cipants were exposed to the treatment – in this case, web-based
training – and measurements were made before and after treat-
ment exposure to examine any potential changes that
occurred.34

Setting
The web-based training was offered to staff in residential facil-
ities for adults (aged 18 years and above) with ID in a medium-
sized city in Sweden. The staff in these facilities were support
assistants and support educators whose main task is to support
and assist the clients in structuring their daily lives, for
instance, when to work, when to carry out other activities
including housework. Depending on the needs of the clients,
staff also provided supportive health and medical care. Staff
density was based on the number of clients who lived in the
residence, the severity of the clients’ ID, and the time of day.
The staff usually had access to an office with one or two com-
puters used for administrative tasks, for example documenta-
tion. However, at some residences, the staff did not have
access to an office.

The web-based training
The web-based training in this study was built upon the same
concept applied in the study by Antonsson et al.,31 in which
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the web-based training included both text sections and
streamed lectures covering different subjects, for example defi-
nitions and characteristics of ID and CB, as well as underlying
causes such as mental illness and its consequences.
Furthermore, attention has been paid to communication and
interaction in addition to the availability of coping and preven-
tion efforts. These subjects were discussed in relation to the
quality of care and support. Similarly, the values and feelings
of the staff themselves, along with the culture and the physical
environment at the workplace, were highlighted in relation to
the development of CB among clients.

In this study, further development of the web-based training
was undertaken by the third author who was already familiar
with it, and the fourth author. Both the text section and the
streamed lectures were constructed to cover a wide range of
knowledge, from basic information to more theoretical discus-
sions linked to scientific findings within the area to meet the dif-
ferences of the participants in terms of prior knowledge. In total,
there were 12 streamed lectures with lengths of 4.5–14 minutes.
The text section consisted of three chapters, each of which ended
with a question to stimulate self-reflection. The participants were
prompted to discuss these self-reflections with co-workers.
Lastly, the participants were given opportunities to take part in
authentic cases from previous research where meetings
between staff and persons with ID and CB were studied.

Data collection

Sample. Cluster sampling was conducted whereby 20 residential
facilities were included. All staff in those residences were offered
web-based training and invited to participate in this study.

Survey instrument: Checklist of Challenging Behaviour.. The
Checklist of Challenging Behaviour (CCB) was used as a
survey instrument to systematically rate the frequency of CB
among clients and the difficulty in managing these behaviours
as perceived by participating staff (see Table 1).

The CCB was developed by Harris et al.,12 who assessed the
instrument’s content validity and inter-rater reliability. The
researchers concluded that the instrument was a reliable indica-
tor of the presence or absence of CB. Since its development, the
CCB has been used in several studies internationally.35–38

In the study by Antonsson et al.,31 the CCB was first trans-
lated from English to Swedish and then back-translated into
English before the Swedish version was applied. The
Swedish version of the CCB was employed in the current
study. The CCB includes 41 items related to topographies of
aggressive and other CB divided along the dimensions of phys-
ical violence/aggressive behaviour, property destruction, mis-
cellaneous behaviour, and mental illness. To answer the
research questions, the focus was placed on measuring the fre-
quency of different CB and the degree of difficulty in managing
these CB as perceived by staff in the past three months.

All measurements were based on a five-point scale. For fre-
quency, 1= never, 2= once a week, 3= a few times a week,
4 = once a day and 5= a few times a day. For management dif-
ficulty, 1= no problem, 2= slight problem, 3=moderate
problem, 4= considerable problem and 5= extreme problem.

The CCB was distributed to staff in hard-copy format, as it
was believed that doing so would make it easier for the staff to
complete and return the survey instrument. Reply envelopes
were attached to the CCB so that the staff could return them
by mail.

Procedure
In April 2018, the managers and staff were provided with all
relevant information about the research and the web-based
training in both written and verbal form, and were fully
informed that participation was voluntary. Subsequently, the
staff were asked to complete CCB for the first time. In May
2018, the web-based training was made accessible to staff
with the instruction to complete the training within six
months. In November 2018 – the staff were asked to complete
the CCB a second time. For each of the staff, 10 hours were
allocated to complete both the training and the CCB. Via the
learning platform where the web-based training was delivered,
the research group received information about whether the staff
had logged in to the training or not. However, information on
whether the staff had completed the training was not available.
Two reminders were sent, at three-week intervals, to those staff
who has logged in to the training but whose CCB had not been
received. A returned completed CCB was considered to consti-
tute written consent to participate in this study.

Data management and analysis
All CCB responses were transferred to a digital format via the
FileMaker Pro 12 software program. Then, the data were
exported to IBM SPSS Statistics 25, for the statistical calcula-
tions to be carried out. First, descriptive analysis was performed
to summarize the characteristics of the sample. All returned CCB
with rated sub-items both before and after training were included
in the following analysis. Central measurements were presented
as the mean and dispersion by standard deviation. As the data
were represented on an ordinal scale, the Wilcoxon signed-rank
test was used to determine whether alterations existed between
the responses before and after training.39

Considering the number of calculations performed, a signifi-
cance value of p < 0.05 was established. In addition, p-values <
0.1 were interpreted as tendencies. To contribute to indications
of practical significance, a correlation coefficient r was calcu-
lated by converting the z-values, as described by Pautz
et al.,40 of those sub-items with significant values. According
to the rule of thumb for interpretation of Cohen’s41 r: 0.1=
small effect size, 0.3=medium effect size and 0.5= large
effect size.

Findings
A total of 202 participants accepted the invitation to participate
in the survey. The demographic description of the sample can
be found in Table 2. Of the participants, about 75% were
women. The ages of the participants were fairly evenly distrib-
uted, between 20 and 60 years old, with a gradation of 10 years
and a range of 21 to 67 years. Of those who provided informa-
tion about their job type and level of education, approximately
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Table 1. Checklist of challenging behaviour with frequency and management difficulty of challenging behaviour.

Frequency of challenging behaviour

Management difficulty of challenging

behaviour

Mean (SD) n z p-values r Mean (SD) n z p-values r

Physical violence/aggressive behaviour
Pinching Before 0.18 (0.59) 82 −0.540 0.589 0.12 (0.33) 51 −1.134 0.257

After 0.13 (0.41) 0.18 (0.48)

Biting Before 0.14 (0.41) 80 −1.823 0.068 0.22 (0.58) 50 −1.633 0.102

After 0.23 (0.64) 0.14 (0.54)

Scratching Before 0.14 (0.41) 81 −1.428 0.153 0.12 (0.39) 50 −0.707 0.480

After 0.21 (0.52) 0.16 (0.42)

Hitting Before 0.68 (1.16) 85 −0.620 0.535 0.84 (1.19) 56 −0.866 0.387

After 0.58 (0.79) 0.71 (1.00)

Hitting with fist Before 0.45 (1.00) 83 −1.082 0.279 0.65 (1.13) 55 −1.459 0.145

After 0.27 (0.59) 0.42 (0.83)

Grabbing/pulling/pushing Before 0.75 (1.27) 83 −1.485 0.138 0.62 (0.95) 52 −0.430 0.667

After 0.52 (0.88) 0.52 (0.87)

Kicking Before 0.17 (0.66) 82 −0.794 0.427 0.15 (0.54) 52 0.000 1.000

After 0.09 (0.32) 0.15 (0.54)

Head butting Before 0.13 (0.46) 83 −0.333 0.739 0.22 (0.64) 51 −0.707 0.480

After 0.12 (0.48) 0.18 (0.59)

Pulling hair Before 0.10 (0.51) 82 −0.962 0.336 0.12 (0.33) 34 −0.333 0.739

After 0.04 (0.19) 0.15 (0.50)

Throttling people Before 0.07 (0.49) 83 −1.342 0.180 0.10 (0.58) 51 −1.000 0.317

After 0.01 (0.11) 0.02 (0.14)

Throwing things in the room Before 0.90 (1.32) 83 −1.621 0.105 0.77 (1.13) 57 −1.028 0.304

After 0.60 (0.84) 0.61 (0.92)

Using objects as weapons against people Before 0.00 (0.00) 83 −1.414 0.157 0.00 (0.00) 51 0.000 1.000

After 0.02 (0.15) 0.00 (0.00)

Throwing things at people Before 0.30 (0.97) 84 −1.873 0.061 0.51 (1.14) 53 −1.588 0.112

After 0.17 (0.46) 0.26 (0.71)

Pulling others’ clothes Before 0.19 (0.61) 83 −0.665 0.506 0.14 (0.40) 51 −0.828 0.408

After 0.13 (0.38) 0.08 (0.34)

Self-injury Before 0.74 (1.16) 82 −0.292 0.770 0.60 (1.01) 55 −0.840 0.401

After 0.76 (0.98) 0.67 (0.96)

Other behaviours Before 0.95 (1.39) 76 −0.525 0.600 0.81 (1.12) 54 −0.821 0.412

After 0.80 (1.14) 0.69 (0.97)

Property destruction
Damaging own clothes, furniture or other objects Before 0.71 (0.95) 87 −0.570 0.569 0.93 (1.17) 44 −2.179 0.029 0.23

After 0.66 (0.90) 0.50 (0.79)

Damaging others’ clothes, furniture or other objects Before 0.26 (0.56) 87 −1.994 0.046 0.15 0.57 (1.06) 58 −1.989 0.047 0.18

After 0.13 (0.40) 0.26 (0.66)

Slamming doors repeatedly Before 1.19 (1.27) 88 −1.489 0.137 1.19 (1.20) 70 −2.646 0.008 0.22

After 1.00 (1.06) 0.79 (0.92)

Breaking windows Before 0.11 (0.42) 87 −1.890 0.059 0.36 (0.93) 61 −2.388 0.017 0.22

After 0.05 (0.21) 0.11 (0.49)

Other behaviours Before 0.52 (1.04) 81 −0.785 0.432 0.62 (1.18) 60 −2.095 0.036 0.19

After 0.42 (0.79) 0.37 (0.76)

Miscellaneous behaviours
Shouting Before 1.81 (1.43) 84 −1.410 0.159 1.50 (1.20) 74 −0.208 0.835

After 1.62 (1.11) 1.54 (1.15)

Swearing Before 1.31 (1.37) 84 −0.501 0.616 0.90 (0.97) 70 −0.134 0.893

After 1.37 (1.29) 0.91 (0.88)

Making loud noises, but not shouting Before 1.91 (1.39) 85 −0.826 0.409 1.42 (1.14) 76 −0.264 0.792

After 1.76 (1.34) 1.36 (1.17)

Verbally and physically threatening others Before 0.84 (1.09) 83 −0.633 0.527 1.16 (1.24) 70 −1.248 0.212

After 0.89 (0.98) 0.97 (0.98)

Taking others’ food/drink Before 0.21 (0.64) 86 −0.174 0.862 0.28 (0.75) 61 −1.417 0.156

After 0.21 (0.51) 0.16 (0.49)

Displaying ritualistic behaviours Before 1.51(1.57) 82 −0.120 0.904 1.17 (1.18) 65 −1.102 0.270

After 1.50 (1.49) 1.03 (1.05)

Spitting Before 0.15 (0.42) 86 −0.469 0.639 0.18 (0.53) 62 −0.842 0.400

After 0.20 (0.57) 0.26 (0.63)

(continued)
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92% worked as support assistants in the facilities, and most had
completed secondary education. Most participants had 6–10
years of work experience; second-most had 1–5 years of
work experience; followed by those who had 11–15 years of
work experience. Quite a few participants had up to 45 years
of work experience.

The average response rate concerning the frequency of CB
was 41.44% (range 35.64–43.56%), while the average
response rate regarding management difficulty of CB was
30.04% (range 16.83–37.62%). The results of the calculations
can be found in Table 1.

Frequency of challenging behaviour
The analysis showed that staff self-reported a significantly
lower degree of frequency on the dimension of property
destruction, on the sub-item damaging others’ clothes, furni-
ture, or other objects (z=−1.994, p= 0.046, r= 0.15) after
training. Similarly, a significant difference was revealed on
the dimension of mental illness, on the sub-item obsessional
behaviours, after training (z=−2.657, p= 0.008, r= 0.20).
However, the effect sizes were considered small. Apart from
that, the calculations also showed tendencies towards signifi-
cance on the sub-items biting, throwing things at people and
breaking windows (Table 1).

Management difficulty of challenging behaviour
The analysis revealed that, after training, staff self-reported a
significantly lower degree of management difficulty on all sub-
items on the dimension of property destruction as follows:
damaging own clothes, furniture or other objects
(z = −2.179, p= 0.029, r= 0.23), damaging others’ clothes,
furniture or other objects (z=−1.989, p= 0.047, r= 0.18),
slamming doors repeatedly (z=−2.646, p= 0.008, r= 0.22),
breaking windows (z=−2.388, p= 0.017, r= 0.22) and,
lastly, other behaviours (z=−2.095, p= 0.036, r= 0.19).
Further on, three sub-items on the dimension of mental
illness also showed the same trend. These sub-items were
obsessional behaviours (z=−2.413, p= 0.016, r= 0.20),
upset speech (z=−2.275, p= 0.023, r= 0.19) and other beha-
viours (z=−2.145, p= 0.032, r= 0.20). Here as well, the effect
sizes were considered small. Similarly, some tendencies
towards significance were identified on the sub-items abscond-
ing, causing disturbance at night, other miscellaneous beha-
viours and depression (Table 1).

Discussion
The findings showed that staff reported a lower frequency of
CB among their clients as well as a significant reduction in

Table 1. (continued).

Frequency of challenging behaviour

Management difficulty of challenging

behaviour

Mean (SD) n z p-values r Mean (SD) n z p-values r

Smearing/flicking faeces Before 0.29 (0.59) 86 −0.282 0.778 0.33 (0.82) 64 −0.907 0.364

After 0.27 (0.66) 0.27 (0.76)

Refusing to do things Before 1.42 (1.10) 84 −0.625 0.532 1.36 (1.18) 72 −0.889 0.374

After 1.51 (1.16) 1.26 (1.05)

Absconding Before 0.60 (1.04) 85 −1.223 0.221 0.66 (1.22) 64 −1.775 0.076

After 0.47 (1.05) 0.39 (0.92)

Causing disturbance at night Before 0.81 (1.15) 85 −0.784 0.433 0.91 (1.21) 70 −1.781 0.075

After 0.72 (1.05) 0.70 (1.03)

Deliberately soiling/wetting/vomiting Before 0.28 (0.67) 85 −0.596 0.551 0.29 (0.82) 62 −0.510 0.610

After 0.32 (0.73) 0.35 (0.77)

Other behaviours Before 0.67 (1.11) 73 −1.534 0.125 0.57 (1.02) 60 −1.778 0.075

After 0.48 (0.84) 0.37 (0.64)

Mental illness
Depression Before 1.60 (0.97) 87 −0.005 0.996 1.62 (0.95) 73 −1.683 0.092

After 1.56 (1.11) 1.42 (1.01)

High anxiety level Before 1.66 (1.13) 88 −0.114 0.909 1.69 (1.13) 75 −0.282 0.778

After 1.67 (1.09) 1.75 (1.04)

Hearing voices Before 1.16 (1.40) 88 −1.629 0.103 1.11 (1.22) 74 −0.053 0.958

After 1.36 (1.27) 1.08 (0.98)

Obsessional behaviours Before 2.19 (1.51) 88 −2.657 0.008 0.20 1.68 (1.26) 74 −2.413 0.016 0.20

After 1.72 (1.36) 1.36 (1.07)

Upset speech Before 1.89 (1.29) 88 −1.431 0.153 1.65 (1.07) 74 −2.275 0.023 0.19

After 1.66 (1.25) 1.32 (1.01)

Manic behaviours Before 1.56 (1.43) 88 −0.641 0.521 1.47 (1.23) 75 −1.188 0.235

After 1.45 (1.25) 1.31 (1.15)

Other behaviours Before 0.86 (1.37) 72 −1.604 0.109 0.81 (1.23) 57 −2.145 0.032 0.20

After 0.64 (1.10) 0.54 (0.91)

Values: mean, SD= standard deviation, n= number of participants, z= test statistic of Wilcoxon signed rank test. r= effect size: 0.1= small, 0.3=medium, 0.5=
large.
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management difficulty of CB after the web-based training.
Since, according to Hewett14 and to Walsh,15 CB is and
should be considered as a means by which persons with ID
communicate, eliminating CB could, in this instance, also
mean taking from them their only means to communicate
with the outside world. On the other hand, the observed reduc-
tion in the frequency of CB after the web-based training may
have been due to enhanced knowledge and understanding by
staff of CB among their clients, which could have consequently
led them to no longer consider these behaviours as challenging.
In earlier research, it was found that the amount of knowledge
possessed by staff could act as a significant predictor of their
behavioural responses to CB.42 Accordingly, it is reasonable
to suspect that reduced CB as perceived by staff may have
been due to their enhanced knowledge of such behaviours,
which impacted their views and behavioural responses to
CB. This, in turn, could improve interactions by staff with
their clients and consequently the former’s perceptions of man-
agement difficulty of such behaviours. Indeed, the present
study did not measure staff skills or knowledge, thus any
improvements in these areas because of training were not cap-
tured. Likewise, measuring staff–client interactions was
beyond the scope of this study, but it is nonetheless meaningful
to consider in this context. Some aspects of interaction were
noted in a parallel interview study conducted as part of the
evaluation of the web-based training.10 In these interviews,
staff revealed, for example, that, after the web-based training,
they recognized the importance of allowing clients the space
and time to express themselves when they were experiencing
an emotional episode, as doing so could ultimately benefit
their interactions with clients.10

The descriptive characteristics revealed that most of the
study participants had completed secondary education; in add-
ition, quite a few of the participants were aged 21–30 years, and
many had the lowest range in terms of years of work experi-
ence: 1–5 years. As jobs within this sector are considered to
be highly complex,43 it would be unreasonable to expect all
of the staff to have the capability to perform all job duties
without sufficient opportunities to expand their knowledge
and improve their skills with the support of the relevant health-
care organization.

As shown, the perceptions of healthcare professionals in
earlier studies also reinforced the fact that knowledge concern-
ing how to work with clients with ID was insufficient despite

the education they had received.7,23,28 This finding corresponds
with those generated in a recent study in the Swedish context.44

In addition, as already mentioned, persons with ID experience a
higher prevalence of health problems25 and may be margina-
lized in terms of access to health and medical care.11,15 To
effectively meet the complex needs of persons with ID, in add-
ition to job-specific knowledge, collaboration with interprofes-
sional teams is also recommended.45 As such, educational
investment should be made to increase knowledge of the differ-
ent professions in the interprofessional team in the sector.

Whereas several studies have reported an increased likeli-
hood of burnout among staff working with persons with ID
but who lack skills in the management of CB,19–21 the associ-
ation between exposure to aggressive CB and burnout among
staff could not be demonstrated.46 This suggests that exposure
to aggressive behaviour alone is not a causal factor for burnout,
but instead that such exposure in combination with a lack of
sufficient knowledge and understanding for managing CB
may be a root cause. As such, enhancing knowledge among
staff responsible for caring for persons with ID who exhibit
CB may help them better manage these behaviours and
thereby improve the well-being of both staff and clients.

Lastly, web-based training, as an approach, should be given
some consideration in terms of both its benefits and shortcom-
ings. On the one hand, such training can provide participants
with the freedom and flexibility to control how and when to
complete the training; on the other, however, the training
places high demands on the participants’ own responsibility.47

In this study, the procedure used to deliver the web-based train-
ing was not considered. More specifically, the consistency and
accuracy of how the training was delivered were not investi-
gated. When it comes to job training, organizational support
plays a crucial role in improving learning outcomes.48

Attention should therefore be paid to the procedures used to
implement staff training and support such that staff have
greater opportunities to acquire the knowledge needed to
provide better care and support to vulnerable segments of the
population.

Strengths and limitations
This study had some limitations. Data collection relied on self-
report measurements, which are prone to biases, such as social
desirability bias, as noted by Outar and Rose49 as well as Story

Table 2. Demographic description of the sample.

Missing

Gender

n (%)

Female

152 (75.2)

Male

50 (24.8)

0 (0)

Age range

n (%)

21–30 y.

48 (23.8)

31–40 y.

37 (18.3)

41–50 y.

46 (22.8)

51–60 y.

50 (24.8)

61–70 y.

21 (10.4)

0 (0)

Profession

n (%)

Support assistant

185 (91.6)

Support educator

16 (7.9)

1 (0.5)

Years of exp. range

n (%)

1–5 y.

42 (20.8)

6–10 y.

56 (27.7)

11–15 y.

28 (13.9)

16–20 y.

24 (11.9)

21–25 y.

18 (8.9)

26–30 y.

14 (6.9)

31–35 y.

5 (2.5)

36–40 y.

2 (1.0)

41–45 y.

4 (2.0)

9 (4.5)

Level of education

n (%)

Secondary

133 (65.8)

Post-secondary

11 (5.4)

University

11 (5.4)

47 (23.3)

6 Nordic Journal of Nursing Research 43(1)



and Tait.50 Consequently, the frequency of CB – and especially
the degree of difficulty experienced when managing CB – may
have been underreported, as admitting to experiencing pro-
blems in these areas could be perceived negatively regarding
one’s professional reputation and image. Nevertheless, self-
reports represent one of the most straightforward methods
used to measure emotion-related constructs in social and psy-
chological research.51,52 Moreover, self-report instruments
such as the CCB employed in the present study allow partici-
pants the freedom and flexibility to complete such assessments
at a time most convenient for them.52

The range of response rates in this study did not fully cover
≥ 40%, as recommended.50 However, a downward trend in the
response rate has been identified in healthcare provider
surveys.53 In this study, the response rate of participants was
considered twice, i.e. both before and after training. This
may have placed higher demands on the participants. The
average response rate concerning the frequency of CB was
nonetheless over 40%, whereas that concerning management
difficulty of CB was not. One explanation for this could be
that the question concerning the management difficulty of
CB could have been considered a follow-up question to that
regarding the frequency of CB. Therefore, if a participant
rated the frequency of CB as 0, then that participant would
have skipped the question concerning the management diffi-
culty of CB. Consequently, the response rate concerning man-
agement difficulty of CB was not as high as that for the
frequency of CB. Further, we suggest that measurements
linked to individual clients should be included in future
research, as doing so could contribute an additional, accurate
measure; one that reflects the effects of training.

Another limitation of the current study was the research
design. In a within-subjects design, factors that may have influ-
enced scores on the post-test, such as maturation and test
effects, could not be controlled.54 Moreover, demand effects
should be another concern in this regard.34 Nevertheless,
despite these aspects, a within-subjects design has its advan-
tages, e.g. the internal validity does not depend on random
assignment. We suggest, therefore, future research should con-
sider combining a within-subjects design and a between-
subjects design to help verify the effects of training.34

Likewise, an investigation of the longitudinal effects of training
could have contributed valuable knowledge in this connection.
This study nonetheless contributed by providing directions for
future research in this area.

Conclusion
Working with persons with ID and CB places high demands on
staff, especially those who work in residential facilities for
persons with ID. As mentioned above, many healthcare profes-
sionals do not feel sufficiently equipped for this job even after
completing the required education. Considering the complexity
of meeting the needs of persons with ID, different competences
gleaned from collaboration with interprofessional teams are
recommended for implementation in the training of healthcare
professionals. Employers have the primary responsibility in
this regard, ensuring that all staff are trained in the necessary
competences to sufficiently carry out their job duties. We

therefore recommend that such multi-competence training be
offered to all healthcare professionals involved in caring for
persons with ID, and that it should be given routinely to main-
tain and reinforce the knowledge and skills gained from the
training.
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