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Overall Summary

A literature review was completed on direct care staffs’ understanding and roles in
supporting overweight people with learning disabilities. This review showed that staff
acknowledge the importance of nutrition and physical activity in health but have
limited training and knowledge on how to achieve particular health recommendations
and how to overcome many of the health obstacles that people with learning

disabilities face.

The empirical research then explored the application of Weiner’s attribution theory to
staff’s helping behaviour to overweight clients with learning disabilities. A
questionnaire assessed whether staff attributions, emotions and levels of optimism
impact on their willingness to help their clients. Results showed no evidence that
staffs’ attributions impacted on their willingness to help nor that these were mediated

by emotion or optimism as predicted by Weiner's model.

Future research should ensure that service context is taken into consideration and
that staff’s willingness to help is associated with effective health strategies. Services
must capture staff’s willingness to help and facilitate this by providing optimism and
training on health recommendations and strategies on how to collaboratively work
with client’s own weight motivators. Policies are also needed to advocate for health

to be prioritised in services.

Key words: caregivers, weight management, intellectual disability.
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ABSTRACT
This review aimed to explore the literature on how direct care staff understand the
weight management needs of people with learning disabilities and the weight
management roles that they undertake. The seventeen papers reviewed showed
that staff perspectives had a strong influence on health behaviours. Staff were found
to acknowledge the importance of nutrition and physical activity but had inadequate
health knowledge and were poor at identifying overweight clients that require
suitable support. Staff emphasised intrapersonal barriers to health in people with
learning disabilities compared to interpersonal or external factors, which were

inconsistent with their clients’ perspectives.

Staff can have key roles in weight management interventions and their involvement
promotes more sustained benefits than individual interventions. Staff roles included
liaison with health professionals, establishing collaborative goals, planning and
leading weight management programmes and disseminating health information
across teams. These benéefitted clients’ physiology and quality of life but they had
mixed results on weight loss. Further research should establish the key components
in staff roles that can promote health change. We recommend that staff are trained
on health recommendations, forming collaborative goals and improving health
communication across services. Policies also need to emphasise the organisation’s

role in promoting health.

Key words: care staff, learning disabilities and weight.
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1. Introduction
This review will focus on evaluating the literature on how direct care staff (DCS)

support their clients to manage their weight. Initially the issue of health inequality and
obesity in the learning disability (LD) population will be discussed in relation to policies
and DCS involvement. The body of this review will then evaluate the research to-date
on DCSs’ understanding of, and their roles in assisting, weight management in people
with LDs (PwLD). The implications for future research and clinical practice will then

be considered.

Chronic diseases associated with poor diet and lifestyle choices are on the rise as a
result of societal changes (World Health Organisation [WHQO], 2015). Obesity is an
endemic problem affecting over 600 million adults worldwide, 13% of the adult
population (ibid). In the UK in 2012 62% of individuals over the age of 16 years were
overweight or obese (Public Health England, 2012). This issue is particularly high on
the government’s agenda as the NHS spends more than £5 billion on weight-related
health problems per year (Department of Health [DoH], 2013) treating a range of
associated long-term conditions such as type two diabetes (Weight-Control

Information Network, 2012).

There is a complex interplay between genetic, biological and social factors that
contribute to the increasing obesity endemic (Wyatt, Winters, & Dubbert, 2006).
Technological advancements have reduced society’s energy expenditure and
increased calorific intake in food production (Finkelstein, Ruhm, & Kosa, 2005). These
factors have led to an ‘obesogenic environment’ that exposes the biological
vulnerability of humans (Government Office for Science, 2007). An obesogenic

environment has been defined as “the sum of influences that the surroundings,
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opportunities, or conditions of life have on promoting obesity in individuals or

populations” (Swinburn, 2002, p. 564).

Throughout the literature obesity has been consistently associated with social
inequality (Reidpath, Burns, Garrard, Mahoney, & Townsend, 2002). Drewnowski
(2009) discussed obesity as an economic problem with socioeconomic deprivation,
including those with the poorest education, income and living in the most deprived
areas, being associated with increased levels of obesity. In part this is due to
energy-dense foods with poor nutritional value being most affordable for low income

households.

1.1 Weight difficulties in the learning disability population.

The terms used in the literature to describe PwLD have shifted throughout the
decades and varied across countries (Sinason, 1992). Therefore for the purpose of
this review the UK term ‘learning disability’ and the definition described in the Valuing
People white paper (DoH, 2001) will be used. Valuing People (DoH, 2001) defines
LD as “the presence of:

e a significantly reduced ability to understand new or complex information or to

learn new skills
e areduced ability to cope independently
e animpairment that started before adulthood, with a lasting effect on

development.” (p. 14).

PwLD are more likely to be obese with 39.6% of women and 27.8% of men in the LD
population within this category, compared to 25.1% of females and 22.7% of men in

the general population (Melville, Cooper, Morrisson, Allan, Smiley & Williamson,



SECTION A 14

2008). Overall the prevalence of obesity in the LD population has significantly
increased over 20 years (Melville, Hamilton, Hankey, Miller & Boyle, 2007).
Individuals with mild to moderate LD living in the community have a particularly high
prevalence of being overweight (Melville et al., 2008). Less than 10% of PwLD in
supported accommodation have a balanced diet, which is considerably lower than
the 53% to 64% of the general population, and 80% of PwLD participate in less than

the recommended minimum level of physical activity (Emerson & Baines, 2010).

With the increasing life expectancy of PwWLD these chronic weight-related health
problems are expected to be an increasing challenge (British Institute of Learning
Disabilities, 2012) with substantial personal and social costs (Public Health England,
2013). Therefore the DoH (2009) have emphasised a national priority for promoting

health to reduce such health inequalities for PwLD.

Dietary and lifestyle choices can often be complex for PwLD due to their cognitive
restrictions which can negatively impact on their ability to make healthy choices in an
obesogenic environment (Elinder & Jansson, 2007). For example, short-term
memory and abstraction deficits are often common in PwLD (ibid) which potentially
hinders their understanding of the importance of health, the potential long-term
consequences of unhealthy lifestyles and their available options (Smyth & Bell,
2006). PwLD also frequently have physical disabilities (Emerson & Baines, 2010),
other health complaints and ‘behavioural’ problems, and therefore unmet emotional
needs, that have been associated with the level of inactivity in this population

(Emerson, 2005; Robertson et al., 2000).
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1.2 Health Policies and Protocols
Several papers and policies have emphasised the importance of tackling the

population’s high rates of obesity and the social deprivation associated with obesity.
The Marmot Review (Voluntary Sector Support, 2011) has reported unequal access
to healthcare in poorer socioeconomic populations and that future policies should
address this social injustice. Therefore the government has prioritised the
accessibility of physical and mental healthcare for all (DoH, 2011; 2014, Voluntary
Sector Support, 2011). The recent Five Year Forward View (National Health
Service, 2014) has emphasised preventative strategies and public health promotion

for major health risks, such as obesity and smoking.

There are several main policies and papers that highlight the importance of
addressing the health and weight needs of PwLD. The National Institute of Clinical
Excellence [NICE] obesity guidelines (2006) emphasises advice, treatment and care
being accessible to PwWLD, as required by the Disability Discrimination Act (DoH,
2005). However there are well documented healthcare inequalities (Cooper, Melville
& Morrison, 2004; DoH, 2010) related to societal discrimination and service access
barriers (Michael, 2012). PwLD are also known to live in more socially deprived
environments that are associated with obesity (Emerson & Hatton, 2008; National

Obesity Observatory, 2010).

The Death by Indifference (Mencap, 2009) paper states that diagnostic
overshadowing is one of the main features inherent in the premature death of PwLD.
Overshadowing is a process by which health professionals attribute symptoms of a
condition to a person’s LD rather than a health problem which could be addressed or

prevented. There are significant difficulties in assessing and supporting PwLD to
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make informed choices. However, services are required to overcome this obstacle
through personalising interventions to bridge clients’ understanding (DoH, 2010),
empower people and reduce social isolation (DoH, 2009). Health for All (DoH, 2005)
advocates for healthcare professionals to consider the perspectives of informants,

such as DCS, to enable appropriate health decisions to be made for PwLD.

1.3 Paid carers’ roles in health promotion.

Carers have an instrumental role in the quality of life of PwLD (Smyth & Bell, 2006).
The Department of Health, Social Services and Public Safety (DoH, 2004) outlined
that the majority of LD staff are unqualified DCS in day centres and residences who
are required to have a GCSE level of education. The roles are generally low paid
with ongoing difficulties in recruiting and retaining staff resulting in high staff turnover
(ibid). DCS duties vary across services and roles are often unclear but include

assisting and enabling PwLD in their daily activities (Willis, 2015).

Pitetti, Rimmer & Fernhall (1993) suggest that many PwLD have the capacity and
resources to adapt their lifestyle but may require additional assistance in associating
physical activity and health. PwLD who live in less restrictive settings, such as
community group homes, are more at risk of becoming obese (Rimmer & Yamaki,
2006). Community settings are strongly influenced by DCS through meal
preparation, influencing food choices, purchasing food and outing decisions.
However, it is uncertain whether the association between obesity and community

group homes is a consequence of poor DCS availability and resources.

Often PwLD live in environments where healthy living choices are difficult due to

limited staff availability and expertise where staff are required to cater simultaneously
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to clients with various levels of functioning and preferences (Lennox, 2002).
Moreover, activities such as visits to fast food establishments and providing
unhealthy foods are frequently used by services as rewarding activities for PwLD
(ibid). To enable change, researchers have suggested that carers need to model

health behaviours for their clients (Temple, 2009).

2. This Review

2.1 Aims
This review aims firstly to systematically review the research on how DCS

understand PwLDs’ weight needs and their roles in supporting their clients’ weight
management. The second aim is to discuss the clinical implications of this literature

and identify key avenues for future research.

2.2 Research Questions

To fulfil these aims the research questions are:
e How do DCS understand the weight management needs of PwLD?
e What roles do DCS take in supporting PwWLD to manage their weight?
e What is the quality of the current LD weight management research?
e What is the best practice for DCS in weight management interventions?
e What are the current gaps in literature on DCS understanding and roles in

managing weight?

3. Method

3.1 Literature search
A systematic search was completed using the following search databases: Psycinfo,

Medline, Cochrane central register of control trials, and Cochrane database of

systematic reviews. The search terms used are shown in Table 1. The grouped
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‘learning disability’, ‘weight difficulties’ and ‘DCS’ terms were combined during the

search.

The papers retrieved were then cross-referenced and a manual search was

completed on Google Scholar. Please see figure 1 for a flowchart showing the

selection process for the review studies.

Table 1:

Search terms used for this review.

Learning disability:
learning disabilit*
intellectual disabilit*,
learning difficulty,
mental retardation
cognitive disorder,
learning disorders
developmental disabilities
developmental delay

special needs

Terms used for

Weight difficulties:

obes*
Overweight
Weight

weight gain
weight loss

body mass index
morbid obesity
weight concerns

physical health

DCS:
untrained staff
caregivers
homecare
paid carers
support staff
direct care staff
support workers
attendants
residential care institutions
home groups
hospitalised patients
health personnel attitudes
community services,
home care personnel,
nurses,
medical personnel,
health personnel,
employee attitudes,
staff,
professional development
day care centres
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Figure 1: A flow chart of the search strategy used.

Records excluded (n=447)

Records identified Prader Willi syndrome; Not focused on weight;
through database Not focused on LD; Dehydration presentation;
searching (n=481) Infants or child; Demographics only; No

discussion of paid carers.

A 4

Records after titles and
abstracts checked for Records excluded (n=7)

relevance (n=34) Special/para Olympics (n=3)
Malnutrition/underweight (n=3)
Eating disorders (n=1)

Y

v

27 remaining papers

Repetitions excluded (n=9)

Individual articles (n=18)

Excluded (n=8) due to:
Protocol report only (N=2)
Intervention procedure only (n=1)
v Review of overall interventions not specific to
carers (n=1)
No details of DCS weight management input
(n=4)

4

Eligible papers (n=10)

Cross
referencing
(n=10)

h 4

Excluded due to:
»/No carer involvement (n=2)
Focus on PwLD perspectives (n=1)

b 4

Total with cross
referenced papers (n=17)

T e e,

Studies included in the Studies included in the
understanding section staff roles section
(n=6) (n=10)

3.1.1 Inclusion criteria:

e The term DCS included only paid support staff. This was due to their daily

input in PwLDs’ nutrition and activity levels.
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The LD literature often amalgamated paid carers with family carers causing
difficulties in separating exclusively paid carer perspectives and roles.
Therefore papers that included both paid carers only and a combination of
both paid carers and family carers were used.

Papers that refer to DCS understanding of weight management, both physical
activities and diet, and articles that explicitly refer to DCS’ active contribution
to weight interventions in the abstract or methodology were included. An
active contribution was defined as any DCS’s role above simply attending
PwLD weight interventions.

Only studies in English were included in this review.

3.1.2 Exclusion criteria:

Trained nurses were excluded as although the provision of health
interventions is a key part of their community role the daily facilitation of
PwLD’s lifestyle is not.

Activity and exercise interventions aimed to reduce challenging behaviour
(CB).

Research exclusively on PwLDs’ low weight and malnutrition.

Studies specifically relating to Prader-Willi syndrome. This syndrome is
associated with severe over-eating behaviour, which is believed to be related
to the failure of the typical satiety response, and where life threatening obesity
is prevented through the controlled access of food (Butler, Whittington,
Holland, Boer, & Webb, 2007). This presentation and management is not

representative or generalisable to the wider LD population.
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The rigorousness of the key research articles reviewed were assessed using a
holistic health research framework (Caldwell, Henshaw & Taylor, 2005; Appendix D).
In addition, the data abstraction used for each of the studies in section 4.1 can be

found in appendix A and, for section 4.2, found in appendix C.

3.2 The Structure of this Review

Seventeen papers were included in the body of this review. These have been
organised into six studies on DCS’ understanding of weight, physical activity and
nutrition, and ten studies relating to DCS’ active role in supporting PwLD in weight

management interventions. One additional study was included in both sections.

4. Review

4.1 Care staff understanding

To address the initial research question seven studies relating to DCS’
understanding of PwLDs’ weight needs were reviewed. For DCS to provide the
appropriate response to PwLD with excess weight they are required to understand
their weight needs through being able to: identify a weight problem; understand the
current recommendations to improve health; and to be aware of barriers and how to

overcome these.

4.1.1 DCS difficulties with weight problem identification. In understanding the
role that DCS play in managing weight in the LD population it is first important to
examine if DCS identify weight problems in clients. One recent study has
researched this by comparing how 48 DCS from ten group homes perceived their
clients’ weight status with their actual weight measurements (Gephart & Loman,

2013). This study included the weight assessment of 40 youths, aged eight to 20
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years with multiple diagnoses, 97.5% had an LD. DCS were asked to whether their
client were best described as “underweight”, “healthy weight”, “overweight” or
‘obese”. This was part of a wider study on the impact of an educational ‘Prevention

Plus Programme’ with DCS on their health awareness.

Findings showed that DCS were inaccurate at estimating weight statuses (only
18.8% correctly reported obesity), and were poor at identifying unhealthy weight as a
health problem. This study suggests that DCS lack awareness of their clients’,

healthy or unhealthy, weight status and whether such difficulties require input or not.

4.1.2 DCS poor knowledge of exercise and nutritional recommendations.

National recommendations are published to inform people of evidenced healthy
lifestyle choices. In order for DCS to support their clients’ weight management they
would be required to understand how to improve clients’ diet and lifestyle in
accordance with these recommendations. A quantitative study by Melville et al.
(2009) compared the health knowledge of 61 DCS against exercise and nutrition
public health recommendations (Scottish Office, 1996). A questionnaire was
developed to explore DCS: a) knowledge of health recommendations; b) beliefs of
the benefits; and c) views of the current barriers to achieving these
recommendations. This questionnaire was based on one used in large-scale
national studies (NHS Health Scotland, 2004a), however, no reliability nor validity

data is available to provide evidence of its quality.

Findings from the former two aims (a and b), being the focus here, showed the
majority of DCS acknowledged the benefits of improved diet (39/61) and exercise

(52/61) but showed poor dietary and exercise knowledge. Full knowledge was
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reported for fruit and vegetable intake in 59% of participants however the majority of
DCS (73.8-100%) had no knowledge of any other dietary recommendations, for
example fat intake. This study suggests that although DCS recognise the

importance of diet and exercise they lack the knowledge on how to achieve this.

4.1.3 Impact of carer understanding on weight management. The importance of
DCS understanding and the impact of this on successful health in PwLD has been
demonstrated by two studies. Both studies used a social-cognitive model to
investigate the impact of personal and environmental factors on exercise
participation (Heller, Ying, Rimmer & Marks, 2002; Heller, Hsieh & Rimmer, 2003).
Quantitative interviews were completed on the independent variables of: a) PwLD
demographics and residential type; b) carer perceived benefits; and c) carer
perceived barriers to exercise in clients with the dependent variable, physical activity
participation. Both studies used reliable measures for perceived benefits; Heller et al
(2002) used a three item scale with an alpha reliability of 0.64 and Heller et al (2003)
used a nine item Exercise Perceptions Scale (Heller & Prohaska, 2001) for both

DCS and PwLD with an alpha reliability of 0.87 and 0.71 respectively.

Heller et al. (2002) interviewed adults (n=83) with Cerebral Palsy, 80.7% of who had
mild to profound LD, and their family and paid carers. Regression analysis showed
that carer perceived benefits and residence (non-nursing homes) predicted exercise
participation. Although ‘PwLDs’ residence’ was no longer a significant predictor
when the ‘carers’ perceived benefits’ were introduced in the regression model.
Similarly Heller et al. (2003) interviewed adults (n=44) with Down’s Syndrome and
mild to moderate LD, and informant interviews were completed by their primary

carers, comprising of 63% DCS and 37% family carers. They replicated Heller et al’s
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(2002) findings that carer perceived benefits predicted clients’ physical activity
participation but additionally found that younger clients with fewer access barriers
also predicted activity in those with Down’s Syndrome. Interestingly other PwLD’s
demographics, e.g. health conditions and gender, were not predictors. However,
neither studies manipulated their independent variables nor controlled for extraneous
variables, for example PwLDs’ exercise motivation may have confounded/mediated

this relationship. Therefore cause and effect cannot be established.

4.1.4 How DCS understand the health barriers and ways to overcome
them.

External Factors. For DCS to support PwLDs’ health it is important that they
know the barriers to improved weight management and how to overcome these. Six
studies explored carers’ perceived barriers to physical activity and improved diet in
PwLD. Four of these studies employed quantitative methodologies using pre-
existing barriers. The research to-date has identified that DCS perceive
intrapersonal, interpersonal and environmental barriers to PwLD engaging in

physical activity and healthy diets (see appendix B).

Heller et al. (2002; 2003), as stated previously, researched carers’ perceptions of the
barriers to clients’ weight being successfully managed. Heller et al. (2002) assessed
the presence of four access barriers (exercise cost, not knowing where to exercise,
lack of transportation and access to home exercise equipment) and showed that
DCS perceived them all to be present. The lack of home equipment was most
commonly reported (82%) and lack of transportation was least frequently reported

(22%).
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In the 2003 study Heller et al. used 18 Likert items with both PwLD and their carers
to assess for the presence of exercise barriers. A factor analysis identified two
reliable factors, cognitive-emotional barriers (a: 0.85) and access barriers (a: 0.77).
The researchers found that carers reported that access barriers, such as: financial
constraints; transport difficulties; inaccessible fithess centres; not knowing where to
exercise; how to exercise; and who to exercise with, as more important than clients’
cognitive-emotional barriers, such as: lack of interest and energy; being ‘too lazy’;
and finding exercise ‘boring’. However, respondents with Down’s Syndrome
experienced a lack of guidance and were more likely than their carers to report
difficulties in exercising and using exercise equipment. PwLD also reported time

constraints and that their health concerns inhibited them from exercising.

The authors recommended that finances should be prioritised for exercise and for
DCS to be trained in the benefits of exercise, safety monitoring and developing
accessible, individualised, enjoyable and sociable programs for PwLD. This
evidence indicates that DCS were unaware of their clients’ negative perceptions of
exercise. This sample combined DCS and relative responses which limited the

generalisability of these findings to other DCS.

Intrapersonal barriers. Of the four studies related to DCS perceptions of
both intrapersonal and access weight management barriers, all indicated that staff
viewed intrapersonal barriers as more relevant (Hawkins & Look, 2007; Temple &
Walkley, 2007; Melville et al., 2009; Johnson, Hobson, Garcia & Matthews, 2011).
Both Hawkins and Look (2006) and Melville et al. (2009) specifically explored the

perspectives of DCS. A relatively small study by Hawkins and Look (2006) used
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semi-structured interviews with the residential and day DCS, both team leaders and
day service workers, of 19 people with mild to severe LD. DCS were asked to rate
the perceived significance of thirteen barriers to physical activity, drawn from staff
consultation and published research findings (eg. Messent et al., 1998), again using

Likert scales.

The five highest ranked barriers were that clients lacked the awareness of the
benefits of physical activity, the available activity options, the client’'s mood, risk
concerns and financial constraints. DCS caring for those with severe LD reported
physical disabilities, risk concerns, transport difficulties, lack of understanding of the
benefits and awareness of the options as more relevant barriers and client

motivation as least relevant.

These authors recommended that clients should be involved in developing a wider

range of physical activities, that client training be provided on the benefits and risks
of physical activities and to use creative accessible information. Furthermore they

highlighted that funding should be prioritised for cost-efficient strategies. However,
this study had a particularly low sample size (n=19) limiting the generalisability

(Caldwell, Henshaw & Taylor, 2005) of these findings.

Although the majority of this LD research focused on the barriers to physical activity
Melville et al’s (2009) study also explored the barriers to dietary recommendations.
This part of Melville et al’s (2009) study assessed the presence of eight perceived
barriers, adapted from previous studies (e.g. Messent et al., 1998), in a convenience

sample of 61 paid carers.
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DCS were asked to select and rank the perceived relevant barriers, including: two
external barriers (money and transport problems); three interpersonal barriers (lack
of appropriate support, lack of encouragement and other’s lifestyle choices); and
three intrapersonal barriers (individual knowledge and skills, motivation and lack of
personal choice). No psychometric properties were reported for this questionnaire
therefore the quality of this measure in assessing external, interpersonal and
intrapersonal as it reports and doing this reliably cannot be established. This casts

doubt about the quality of this study (Caldwell et al, 2005).

Findings showed that some DCS were unaware of the obstacles faced by PwLD,
with 16 selecting no dietary barriers and 14 participants selecting no physical activity
barriers. Intrapersonal barriers, such as knowledge, skills and motivation, were
reported as the most important barriers for both physical activity and diet. The
lifestyle of others were also reported to be a highly relevant barrier in diet, but not for
physical activity. Particularly low ratings were provided for the presence of the
external barriers, finance and transport. The authors recommended flexible DCS
training on awareness and support to motivate clients using client informed
motivators. This larger study (n=61) provides stronger evidence that, specifically,

DCS report intrapersonal barriers as most prevalent.

These quantitative studies have used previously identified barriers from the health
literature (e.g. Messent et al., 1998). This causes some concerns regarding whether
other perceived barriers have been neglected. Two studies have tried to address
this through using qualitative methods to explore DCS understanding of the barriers

to improving PwLD’s health. The first focused on physical activity (Temple &
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Walkley, 2007) and the second on nutritional education (Johnson, et al. 2011). Both
studies found further evidence that DCS’ perceived intrapersonal factors as the most
relevant barriers.

Johnson et al. (2011) used interviews and focus groups with people with mild to
moderate LD (n = 28), managers (n=7) and DCS (n=21) to identify their clients’
nutritional and food skills needs in preparation for an educational program. A
purportedly varied sample was obtained through a purposive sampling method,
however no information was provided on the researchers’ decision making

processes to reduce selection bias (Lund Research, 2012).

Grounded theory analyses showed that all groups perceived there to be a need for a
programme and that intrapersonal barriers were highlighted, such as clients having
poor eating habits with limited cooking skills, difficulties in transferring learning
across environments and safety concerns. Interpersonal and external barriers were
also highlighted, such as staffs’ lack of nutrition and safety knowledge and limited
funding. Staff highlighted a need for training in nutrition and safety, visual

educational resources and interventions to include an opportunity for socialising.

An Australian qualitative study by Temple and Walkley (2007) explored DCS (n=5),
home supervisors (n= 13), managers (n=4), parents (n=7) and PwLD (n=9)
perspectives of the factors involved in physical activity participation in PwLD with no
intervention. This research was guided by the “precede/proceed” model for health
promotion (Green & Kreuter, 2005) which draws on multiple levels of influence to
explain behaviour across two stages, the precede and proceed phase. The precede

stage proposes that behaviours are influenced by educational skills and ecology.
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The proceed phase focuses on the administrative and financial policies needed for
behaviour change. This study focused only on the precede phase which included

predisposing, reinforcing and enabling factors of health change.

Thematic analysis showed that motivation for participation, social, political and
financial support were considered constraining and enabling factors by staff.

Overall, staff focused on psychological and emotional factors, such as a lack of
motivation, preference for sedentary activities and unwillingness to persist in physical
activities, over broader social or environmental barriers. For example, DCS reported
that PwLD were negatively reinforced by physical activity, e.g. breathlessness,
causing clients to lack persistence. Clients’ lack of persistence was perceived to be

negatively reinforcing for staff therefore less encouragement was provided to PwLD.

In contrast, PwWLD spoke about physical activities being rewarding but environmental
factors, such as scheduling changes and staffing, undermined their enthusiasm.
Respondents reported that to overcome these barriers successful staff-led
programmes should reinforce staff, for job specifications to include knowledge,
confidence and motivation in physical activities and for policies to highlight service
physical health responsibilities. This study provides further evidence that DCS
attribute lack of physical activity to intrapersonal factors which is not in line with
PwLDs’ perspectives. Although this is not a consistent picture as demonstrated by
Heller et al (2003) who discovered that access barriers were the primary perceived

barriers to activity in their particular study.
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Overall this research indicates that although DCS perspectives are vital in the health
outcomes of PwLD, DCS are poor at identifying weight problems, lack health
knowledge and perceive different health barriers to their clients. This is likely to
hinder DCS from adequately supporting PwLD. DCS appear to emphasise
intrapersonal barriers to weight management, such as clients’ lack of motivation,
knowledge of exercise equipment, the benefits of exercise and where to exercise.
However intrapersonal barriers range in their perceived relevance across studies.
External barriers, such as: transport; finances; staffing levels when catering for a
range of clients’ preferences; and risk needs, have also been identified. The
literature advocates for the training of DCS on the benefits of exercise,

individualising lifestyle programmes and safety.

4.2 Care staff roles in weight loss intervention

Eleven studies were found to address the second research question relating to what
active roles DCS take in supporting PwLD to manage their weight. These studies
were organised into the impact of DCS being included in interventions and then
arranged into interventions where DCS took ever increasing roles in their clients’
weight management. DCS roles in liaising and planning interventions with health
professionals were discussed followed by DCS leading weight programs and then
DCS working across teams as health ambassadors.

4.2.1 The impact of DCS involvement in interventions. Firstly, it is
important to establish whether DCS involvement in weight interventions has any
added benefit over interventions solely with PwLD. McCarran and Andrasik, (1990)
completed a study to evaluate the impact of weekly written “technique
communication sheets” being shared with DCS and parents during a small scale

(n=8) 19 week behavioural weight loss intervention. Adults with Cerebral Palsy (1Q
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50 to 80) were allocated to an awareness and self-control technique intervention
group either with carer communication or no carer communication. Group allocation

was based on the groups being balanced for overall level of IQ and disability.

Findings showed that both groups lost significant weight but the carer liaison group
lost clinically, but not statistically, more weight which was largely maintained a year
later in the carer liaison group. Despite this, observations and self-reports of eating
behaviour were comparable across the groups. When balancing the groups for total
IQ and disability the researchers did not consider balancing for weight or mobility
limiting the generalisability of these findings (Watt & Berg, 2002). Furthermore no
information was provided on the roles carers took in helping their clients.
Subsequent studies however, have included further details of DCS roles in weight
interventions.

4.2.2 DCS collaborating and designhing weight interventions and goals.
Four weight management interventions incorporated DCS having key roles in
collaborating with health professionals and PwLD and designing health improvement
strategies. The first two studies DCS had key roles in designing healthier lifestyle

programmes for clients.

Chapman et al. (2005) focused on relatives and paid carers having an instrumental
role in liaising and collaboratively designing a physical activity programme for PwLD
with a physiotherapist, who led the weight loss intervention. The physiotherapist’s
intervention included providing resources on activity levels, diet, health issues, local
directories, food guidance and producing and sharing a care plan with PwLD and

their carers. The PwLD intervention group (n=38) was compared to a no intervention
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control group (n=50). Findings showed significant group differences with BMI
reduction in the intervention group over 12 months and significant weight gain in the

control group.

In the second study Kneringer and Page (1999) also involved DCS in planning a
healthier lifestyle programme but with regards to PwLDs’ nutrition. A multiple
baseline design was used to explore the nutritional roles of DCS (n=13) after three
one-hour training sessions on food storage, menu development and meal
preparation across two group homes with five residents. DCS had an instrumental
role in planning, providing and encouraging healthy diets for PwLD. Covert
observations (84-97% interobserver agreement) indicated improved: food storage,
menu development; posting and adherence; meal preparation; portion sizes; client
involvement; and staff praise, which were maintained at one year. Improvements
were also found in clients’ reduced weight, blood pressure and cholesterol.
However, it is important to note that the DCS participants all had Bachelor's degrees

which may not be representative of a typical DCS population.

Two studies focused on involving DCS in actively supporting and developing goals
with PwLD (Gephart & Loman, 2013; Melville et al., 2011). In the study by Gephart
and Loman (2013), partially described in section 4.1.1, paid carers participated in an
hour weight management educational session (n=106) focused on using an
individualised communication tool, weight and physical activity goals, dietary orders
and were provided with monthly ongoing support. Trained nurses then completed
weight goals, weight monitoring and health instructions using a communication book

for 65 American youths with multiple diagnoses, 98% with an LD. DCS interviews
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(n=48) were then completed to assess weight status perceptions, daily food and
physical activities. Across four months the results showed an improvement in
PwLDs’ BMI, 80% achieving their weight goal, and an increase in fruit and vegetable
consumption. However, there was a reduction in physical activities over this period.
DCS showed no improvement after the intervention for their weight status
perceptions, physical activity and health risk. Despite this, DCS commitment to the

provision and encouragement of healthier diets did improve.

Melville et al. (2011) completed a nine month multi-component intervention which
was evaluated using both quantitative measures and the qualitative exploration of
staff and family carers’ experience of the intervention (Spanos et al., 2013). This
intervention also explicitly described the roles of carers (paid and relatives), where
appropriate, in: developing physical activity and dietary goals with clients; engaging
clients in behavioural change; actively including PwLD in decisions about meals;
food shopping; cooking; and motivating PwLD in household tasks. The intervention
itself (n=47) was led by a dietician and a medical sports medicine graduate, and
incorporated an energy deficient diet and behavioural strategies. Results showed
significant weight loss, with 17 PwLD losing more than 5% of their weight, and
reduced sedentary behaviour over 24 weeks. No weight loss differences were found

between participants supported by relatives (n=17) or DCS (n=33).

Of the carers that participated in Melville et al’'s (2011) study, 24 (16 DCS and 8
relatives), participated in semi-structured interviews on their experiences of PwLD
health and the intervention (Spanos, et al., 2013). A thematic analysis showed that

carers reported that unsuccessful weight loss was due to teams not consistently
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complying with recommendations and some DCS finding the intervention too
complex. Of the DCS whose clients did lose weight they described how praise and
positive encouragement had been a successful strategy. They reported improved
knowledge and particular benefits of progress monitoring, such as weight checks,
food diaries and reviewing flexible targets during the intervention. DCS considered
that some staff had limited nutritional knowledge and that others prioritised clients’
free diet choice over supporting clients to make informed decisions with healthier
options. Some DCS perceived this to cause poor recommendation adherence by
staff and poor communication within the teams and with external staff. DCS believed
that to facilitate health, more individual time was needed, with smaller supportive

teams, stable shift patterns, health training and accessible health resources.

The four studies in this section have demonstrated that DCS can have important
roles in the development of healthy menus with appropriate portion sizes, designing
physical activities, setting collaborative health goals with PwLD, and providing PwLD
with encouragement. These roles were found to contribute to improved health and

weight loss when in conjunction with broader weight management interventions.

4.2.3 DCS leading weight management programs. Four studies were
found relating to weight interventions that involved DCS leading health programs
(Wu, et al., 2010; Yen, Lin, Wu & Hu, 2012; Jones, et al., 2007; Marks, Sisirak &
Chang, 2013). The first three studies relate to DCS facilitating an exercise

programme and the final study incorporated both diet and exercise management.
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The first to evaluate a DCS-led physical activity intervention was a small study by
Jones et al. (2007). They evaluated the impact of staff facilitating a 16 week
rebound therapy, which involved using a trampoline to provide “therapeutic exercise
and recreation” (Anderson, 1969, p.1), and low impact passive exercise for obese
clients with profound LD (n=8). Physiotherapists, nurses and day centre staff
received one day of rebound therapy training and delivered the ongoing exercise
programme. Findings showed that across this intervention PwLD showed improved
alertness, quality of life and reduced CB, but no weight loss (weights reported for
only four PwLD). The authors concluded that trained, motivated care staff can

overcome many obstacles to successful ongoing exercise.

Two studies included DCS in designing and leading an exercise programme for
clients with mild to profound LD in Taiwan (Wu et al., 2010; Yen et al., 2012). These
interventions included 40 minutes of exercise, for example dancing and walking, four
times a week with DCS’s assistance. In both studies PwLD were weighed and
measured before and after the intervention on the V shape sit to reach test, timed sit-
ups and a 200m run. The original study by Wu et al. (2010) discovered that after a
six month intervention (n=146) there were significant decreases in BMI,
improvements in the V-shape sit to reach test and sit-ups but no improvement in the
200m run. Wu et al's (2010) study also showed that those with mild LD had more
significant reductions in BMI. Yen et al. (2012) in the nine month intervention of this
programme (n=135) discovered that only men showed significant BMI reductions and
there were no improvement in the V shape sit to reach test but they did discover

improvements in the 200m run.
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The final study on DCS-led programmes related to the efficacy of the HealthMatters
Program Train-The-Trainer Model where 44 DCS participated in an eight hour
workshop incorporating Bandura’s (1977; 1986) social cognitive theory of learning
and the Transtheoretical Model of behaviour change (Marks et al., 2013). The
transtheoretical model of behaviour change includes five stages: precontemplation;
contemplation; preparation; action; and maintenance, over which people gain
knowledge, skills and readiness to change their behaviour (Prochaska &
DiClemente, 1983). The social cognitive theory of learning proposes that
behavioural change is impacted by an individual’s perceived pros and cons of

change, self-efficacy and social support (Bandura, 1977; 1986).

Marks et al (2013) study supported staff to comprehend the theoretical foundations
for embracing health behaviours prior to them facilitating a 12 week health promotion
programme to increase long-term physical activity and healthy food choices in adults
with mild to moderate LD. The training included: the importance of physical activity
and nutrition; identifying supports for motivating and engaging clients; teaching
strategies to convey key concepts; and developing tailored physical activity and
nutrition activities. Sixty seven PwLD were randomised into either this DCS-led
health education programme or a control group. PwLD psychosocial and
physiological health status, knowledge, skills and fitness levels were measured.
Findings showed that clients in the intervention group had significantly reduced
cholesterol and glucose, increased knowledge for nutrition and activity, improved
fitness and higher self-efficacy for exercise. There was also a small decrease in

intervention group weight, although this was not statistically significant.
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The studies in this section illustrate that DCS-led exercise and multi-component
weight management programmes can have a positive effect on PwLD health and
quality of life, but not necessarily upon weight loss. However several study sample
sizes were low meaning that the lack of statistical weight loss may have been due to
insufficient power (McCarran & Andrasik, 1990; Kneringer & Page, 1999; Jones et
al., 2007; Marks et al., 2013).

4.2.4 DCS disseminating health knowledge. The final study was also
theoretically underpinned by Bandura’s (1986) social cognitive theory which
incorporated DCS disseminating health promotion across services. Bergstrém et al.
(2013) investigated the impact of a novel three-component programme (n=130)
targeting both Swedish residents with mild to moderate LD and their carers. DCS
took on ambassador roles where they: attended network meetings to learn about
health behaviours; disseminated knowledge to peers; and organised health
promotion activities. In addition, DCS participated in residence study circles to
discuss and plan their service’s health promotion. The third component of this
intervention involved an external course leader running a ten week health course to

improve health literacy and behaviours in PwLD.

Findings from pedometer readings showed increased levels of physical activity after
the health intervention but only in homes with supported living (intervention n =8,
control n= 14) and not in group homes (intervention n =24, control n= 23).
Questionnaires with managers and paid carers showed an improvement in work
routines, general health promotion work and physical activity. No effect was found
on BMI, dietary quality or satisfaction with life. This was the first known randomised

control trial aimed to address both DCS and PwLD in weight management.
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Overall the studies in this review demonstrate that DCS can have effective roles in
leading physical activity, multicomponent programmes, and disseminating health
knowledge across teams in addition to liaising with health professionals to improve
clients’ health. In combination with the PwLD intervention DCS involvement is
suggested to be effective in increasing physical activity and health indicators but not
consistently in the promotion of weight loss across all types of residence and all

levels of LD.

5. Discussion
The literature reviewed has indicated that DCSs’ weight management understanding

plays an important role in supporting PwLD to manage their weight. However,
studies have shown that DCS have poor understanding of PwLDs’ weight status and
often lack the health knowledge to support their clients optimally. Moreover staff
acknowledged barriers to PwLD engaging in healthier diets and increased physical
activities, but often prioritised different benefits and barriers to their clients. The
second section of the review has suggested that with sufficient training and support
DCS can have roles in collaborating and setting goals with PwLD and other health
professionals as well as leading interventions and disseminating health knowledge

for PwLD weight management.

Although these interventions have been varied in their success in facilitating weight
loss in PwWLD they have improved PwLDs’ physical activity and nutrition. These
lifestyle factors positively impact physical (Penedo & Dahn, 2005) and emotional
wellbeing (Royal College of Psychiatrists, 2014), regardless of weight loss, and are

consistent with the government’s agenda to improve the nation’s health (DoH, 2010;
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2012). Before conclusions can be drawn with regards to the reliability and validity of

these findings several methodological and clinical factors should be considered.

5.1 Methodological critique and implications for future research

The research critiqgue framework by Caldwell et al (2005) for both qualitative and
quantitative methodologies (see appendix D, E, F & G) was used to assess the rigor

of the studies reviewed.

As previously mentioned the majority of the studies on DCS’s perspectives of weight
management barriers and facilitators relied heavily on previous studies’ findings,
such as Messent et al (1999) who investigated barriers and facilitators during a
particular weight loss intervention. Therefore they are likely to have neglected other
perceived weight management barriers and facilitators from non-intervention based
settings. Future qualitative studies would be of use to explore DCS barrier and

facilitator perspectives more broadly.

The studies on carer perspectives and their contribution to exercise participation
(Heller et al, 2002; Heller et al, 2003) had a regression design where the
independent variables and extraneous variables were not controlled for. Therefore
cause and effect of DCS perspectives on PwWLD health cannot be established.
However, future controlled studies could investigate the impact of various DCS
training on perceived outcomes, benefits, overcoming barriers and facilitators on

DCS beliefs and PwLD’s activity, nutrition and weight.

Only four of the eight studies included in the DCS roles in weight loss interventions

had a control group, three of which were not treatment groups (Chapman et al, 2005;
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Marks et al, 2013; Bergstrom et al, 2013). Only two controlled studies were
randomised by individuals (Marks et al, 2013) or by residences (Bergstrom et al,
2013) and the other two were either balanced according to 1Q and disability
(McCarran & Andrasik, 1990) or through non-randomised referrals (Chapman et al,
2005). To investigate the specific effect of the DCS roles taken a treatment as usual
control group without active DCS input should be used. Treatment as usual is a
more stringent control method to help assess the active facilitators of change and to
control for other active comparators (Freedland, Mohr, Davidson, & Schwartz, 2011),
such as interpersonal interaction, focus on lifestyle choices and the abilities of PwLD

to make their own health change.

Furthermore few of these studies appeared to investigate the extent to which DCS
adhered to their roles and relied on self-reports, open to inflation through the impact
of socially desirable answers (Kaminska & Foulsham, 2013). Therefore fidelity could

be explored in future studies through more objective methods.

Only five of the ten intervention studies included a follow-up, one of three months
(Jones et al, 2007), one of four months (Gephart & Loman, 2013), one of 24 weeks
(Melville et al, 2011) and two at one year (McCarran & Andrasik, 1990; Kneringer &
Page, 1999). Future longitudinal research on interventions should assess the
maintenance of PwLD health benefits and cost efficiency of an intervention (Penn et

al, 2013).

None of the three qualitative studies explicitly discussed their philosophical

orientation, only one of which briefly discussed the impact of the researcher on the
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research (Spanos et al, 2013) and none completed respondent validation (Temple &
Walkley, 2007; Jones et al, 2011; Spanos et al, 2013). Respondent validation
relates to researchers receiving participant feedback about the accuracy of the data
and the researcher’s interpretation of the data. Studies would have benefited from
further reflections on how the researchers and research context may have
contributed to the data received, for example the power dynamics between
healthcare professionals in the researcher role with DCS and PwLD and the social
desirability bias that was likely to arise in DCS when discussing their clients’ weight.
Moreover further clarity is required around the PwLD and carer sample
demographics, for example throughout the literature researchers have combined
DCS and relatives and a distinction should be made between these discrete

populations who differ in emotional investment, roles, training and expertise.

Many studies also had small sample sizes that impact on the robustness of, and the
appropriateness of, generalising their findings. This critique supports claims made
by Hamilton et al’s (2007) review that the LD weight management field generally
includes studies with low sample sizes. Participants were often recruited through
health professionals or from weight management referrals which may be biased in
relation to participants being particularly health conscious or have poor health
knowledge (e.g. Chapman et al, 2005). A randomised selection would be important
with the use of reliable and valid procedures and a-priori power calculations, which

are also lacking in this literature.

5.2 Future directions
The literature in this review highlights some important ways forward for research.

These would be to investigate:
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e Current DCS adherence to weight related health recommendations through
observation. This may provide a more direct measure of intervention
adherence and illuminate possible validity issues by triangulating (Denzin,
1970) observable and self-report data.

e Whether DCS’s weight attributions of their clients’ impact on their weight-
related helping behaviours to PwLD. This would be to explore the
mechanisms of change that influence the association between DCS
perspectives and PwLDs’ lifestyle choices.

e How weight related health communication and continuation can be fostered
within teams and between internal and external staff. Poor communication
has been repeatedly highlighted as having detrimental consequences for
PwLD (Mencap, 2007) with the drive for community organisations to work
together to promote health being part of the government’s agenda (DoH,
2011).

e DCS perspectives around PwLD’s physical activity, nutrition choice and
autonomy to explore DCS’s understanding of clients’ capacity to make
informed decisions about their health. This would be important to enable DCS
to support clients with adapted communication and choices in accordance
with national policies (DoH, 2009; 2010).

e The comparable benefits of DCS various key roles in physical activity and diet
promotion through using longitudinal studies, as health benefits are only found
if health change is maintained (Hamilton et al, 2007).

e To explore cost effective ways to support training in weight management for

DCS and PwLD. The economic consequences of interventions are vital to
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assess for their practical utility across services (Jinks, Cotton & Rylance,

2010).

5.3 Clinical Implications

The literature reviewed on DCSs’ knowledge and roles in physical activity, diet and
overall weight management has clinical implications on how DCS, service provider
organisations and governmental policies support PWLD to manage healthy lifestyle
choices and weight. However, all conclusions about DCS understanding and roles
should be taken tentatively as the literature is still in its infancy.

5.3.1 DCS.
DCS are often minimally paid and have limited education which may mean they are
at more socioeconomic risk of poor health choices. This may therefore affect their
skills and confidence of taking part in health interventions as well as their ability to
model the healthy behaviours required of them by PwLD (Temple, 2009). Minimal
pay and high staff turnover may also compromise staff motivation, expertise and
continuity when considering health promotion. This may explain why DCS and
family carers are not able to accurately assess PwLD’s weight difficulties, despite
professionals often assuming that they are. As it is vital to ensure clients are
referred to health professionals for weight interventions, DCS should be active in
monitoring weight, diet and physical activity regularly for PwLD or to ensure PwLD
attend their annual GP health check-ups so that weight problems can be identified

and appropriately addressed.

DCS report that weight loss is successful when participants are able to implement
these independently, however, where this is not possible weight loss interventions

should be aimed at empowering clients to engage in decision making, portion sizing,
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goal setting, attainment, self-regulation, shopping, cooking healthier meals and doing
more household tasks. Furthermore this literature regularly referred to improved
physical activity rather than exercise to shift the view from exercise regimes as the
only way to support PwLD to exert more physical effort regularly (e.g. Hawins &
Look, 2006; Melville et al, 2009). Making small changes with clients’ activity levels
and diet according to their preferences would therefore be important to incorporate
into the DCSs’ role, for example home-based activities which would also overcome

financial and staffing barriers to promote a healthy culture (e.g. Melville et al, 2008).

DCS may be more effective in motivating PwLD for physical activity and diet if it is
fun and stimulating with social opportunities. DCS should also share their health
knowledge with PwLD and access PwLDs’ perspectives on the benefits of exercise
to motivate PwLD according to clients’ valued benefits. DCS can also provide PwLD
with accessible information for those with limited reading and comprehension
abilities so that they can access fitness centres and use exercise equipment if clients
wish to exercise in this way.

5.3.2 Organisational considerations
Organisations would benefit from training staff on healthy diet and physical activities
and providing continued staff support to enable them to feel motivated in maintaining
these high on the agenda when there are other pressures in services. Facilitating a
healthier diet and improved physical activity will reduce the health inequalities faced
by PwLD and will improve their overall health and quality of life, regardless of weight
loss, which would be beneficial for the client and to the service that is required to
meet their needs. Furthermore these activities could be offered as part of a solution

to manage challenges that staff face, for example with CBs. This could be done with
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peer support or through supervision with constructive criticism and positive

reinforcement from managers.

Agencies need to prioritise funding resources and pool their expertise and assets to
minimise costs and maximise clients’ health benefits for physical activity. One way
to reduce the burden on already low staffing rates would be to work more
collaboratively with external organisations, such as leisure centres, to share skills
and improve communication and confidence in the internal and external agencies
involved. Those who work in community-based fithess centres would benefit from
training related to accommodating issues for PwLD, including specific issues relating
to disability, such as earlier age related decline, potential heart difficulties, cognitive
limitations in understanding instructions to ensure their services are accessible to

PwLD (Heller et al, 2003).

DCS have a key role in supporting PwLD to manage their weight and therefore the
DCSs’ responsibilities in weight management interventions need to be defined and
communicated in job specifications. It would also be vital to provide training on: the
benefits of exercise; how to promote exercise; and developing successful safe
individualised physical activity programs (Heller et al, 2003). Educational
programmes and multicomponent interventions can be provided with DCS and
clients on exercise, healthy cooking and nutrition. Potential training using social
cognitive theory model (e.g. Heller et al, 2003; Bergstrom et al, 2013) is likely to be
at least partially effective. DCS may also be encouraged by the evidenced examples

of effective staff-led weight management programmes.
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5.3.3 Governmental strategies and local policies.

There is need for key LD and health policies to highlight weight health promotion as
key to service provisions for PwLD. The DoH (2009) policy advocates assisting
PwLD to have more choice and for staff to respect these choices, however, when
adults lack the capacity to assess the long-term consequences of unhealthy lifestyles
DCS need to be supported on how to balance considerations of informed choice,

preferences and health promotion effectively.

6. Conclusions
In conclusion DCS understand the importance of physical activity and diet but have
limited knowledge of how to successfully implement these. Due to differing staff
views and poor communication health interventions can also be provided
inconsistently. DCS are under pressure and have stringent resources to implement
health interventions and are often considered additional rather than an essential part
of their and their organisation’s role. Further work to support and train staff is

needed through policies emphasising organisations’ responsibility to provide this.

Overall interventions that incorporate staff are most beneficial in weight loss if DCS
are motivated and are provided sufficient time and training. DCS can have a
significant impact on improving their clients’ weight and health in various key roles
that need organisational and government ongoing advocacy. However, more
rigorous research is needed in this area to investigate the processes by which

organisation and DCS can improve PwLDs’ weight management.



SECTION A 47

7. References

Anderson, E. G. (1969). Eddy Anderson, the Founder of Rebound Therapy, Answers
the Question: What is Rebound Therapy? Retrieved from
http://www.reboundtherapy.org/papers/rebound_therapy/what_is_rebound_th
erapy.pdf

Bandura, A. (1977). Social Learning Theory. New Jersey: Prentice-Hall.

Bandura, A. (1986). Social Foundations of Thought and Action: A Social Cognitive
Theory. New Jersey: Prentice-Hall.

Bergstrom, H., Hagstrémer, M., Hagberg, J., & Elinder, L. S. (2013). A multi-
component universal intervention to improve diet and physical activity among
adults with intellectual disabilities in community residences: A cluster
randomised controlled trial. Research in Developmental Disabilities, 34 (11),

3847-3857. doi: 10./1016/}.ridd.2013.07.19

British Institute of Learning Disabilities. (2012). BILD Factsheet: Older People with
Learning Disability. Retrieved from
http://www.pkc.gov.uk/search?g=new+charter+for+people+with+learning+disa
bilities&go=Go.

Butler, J. V., Whittington, J. E., Holland, A. J., Boer, H., Clarke, D., & Webb, T.
(2007). Prevalence of, and risk factors for, physical ill-health in people with
Prader-Willi syndrome: A population-based study. Developmental Medicine
and Child Neurology, 44 (4), 248-255. doi: 10.1111/j.1469-

8749.2002.tb00800.x

Caldwell, K., Henshaw, L., & Taylor, G. (2005). Developing a framework for

critiquing health research. Journal of Health, Social and Environmental


http://www.reboundtherapy.org/papers/rebound_therapy/what_is_rebound_therapy.pdf
http://www.reboundtherapy.org/papers/rebound_therapy/what_is_rebound_therapy.pdf
http://www.researchgate.net/researcher/58602046_Helena_Bergstroem
http://www.researchgate.net/researcher/39717344_Maria_Hagstroemer
http://www.researchgate.net/researcher/39143875_Jan_Hagberg
http://www.researchgate.net/publication/256489531_A_multi-component_universal_intervention_to_improve_diet_and_physical_activity_among_adults_with_intellectual_disabilities_in_community_residences_A_cluster_randomised_controlled_trial
http://www.researchgate.net/publication/256489531_A_multi-component_universal_intervention_to_improve_diet_and_physical_activity_among_adults_with_intellectual_disabilities_in_community_residences_A_cluster_randomised_controlled_trial
http://www.researchgate.net/publication/256489531_A_multi-component_universal_intervention_to_improve_diet_and_physical_activity_among_adults_with_intellectual_disabilities_in_community_residences_A_cluster_randomised_controlled_trial
http://www.researchgate.net/publication/256489531_A_multi-component_universal_intervention_to_improve_diet_and_physical_activity_among_adults_with_intellectual_disabilities_in_community_residences_A_cluster_randomised_controlled_trial
http://www.pkc.gov.uk/search?q=new+charter+for+people+with+learning+disabilities&go=Go
http://www.pkc.gov.uk/search?q=new+charter+for+people+with+learning+disabilities&go=Go

SECTION A 48

Issues, 6 (1), 45-54. Retrieved from
http://eprints.mdx.ac.uk/2981/1/Developing_a_framework_for_critiquing_healt

h_research.pdf

Chapman, M. J., Craven, M .J., & Chadwick, D. D. (2005). Fighting fit?: An
evaluation of health practitioner input to improve healthy living and reduce
obesity in adults with learning disabilities. Journal of Intellectual Disabilities,

9, 131- 144. doi: 10.1177/1744629505053926

Cooper, S. A., Melville, C. A., & Morrison, J. M. (2004). People with intellectual
disabilities: Their health needs differ and need to be recognised and
met. British Medical Journal, 329 (7463), 414-415.
doi: 10.1136/bm;.329.7463.414

Denzin, N. K. (1970). The Research Act in Sociology. Chicago: Aldine.

Department of Health. (2001). Valuing People: A New Strategy for Learning
Disability for the 215t Century. Retrieved from
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
250877/5086.pdf

Department of Health. (2005). Disability Discrimination Act. Retrieved from
http://www.legislation.gov.uk/ukpga/2005/13/pdfs/ukpga_20050013_en.pdf

Department of Health. (2009). Valuing People Now: A New Three-Year Strategy for
People with Learning Disabilities. London: HMSO.

Department of Health. (2010). Health Inequalities in People with Learning
Disabilities in the UK: 2010 Implications and Actions for Commissioners.
Retrieved from
http://www.improvinghealthandlives.org.uk/uploads/doc/vid_8360_IHAL2010-

01%20Health%20Inequalities4%20%283%29.pdf


http://eprints.mdx.ac.uk/2981/1/Developing_a_framework_for_critiquing_health_research.pdf
http://eprints.mdx.ac.uk/2981/1/Developing_a_framework_for_critiquing_health_research.pdf
http://eprints.gla.ac.uk/view/author/11548.html
http://eprints.gla.ac.uk/view/author/3014.html
http://eprints.gla.ac.uk/view/author/7057.html
http://eprints.gla.ac.uk/15877/
http://eprints.gla.ac.uk/15877/
http://eprints.gla.ac.uk/15877/
http://eprints.gla.ac.uk/view/journal_volume/British_Medical_Journal.html
http://dx.doi.org/10.1136%2Fbmj.329.7463.414
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/250877/5086.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/250877/5086.pdf
http://www.legislation.gov.uk/ukpga/2005/13/pdfs/ukpga_20050013_en.pdf
http://www.improvinghealthandlives.org.uk/uploads/doc/vid_8360_IHAL2010-01%20Health%20Inequalities4%20%283%29.pdf
http://www.improvinghealthandlives.org.uk/uploads/doc/vid_8360_IHAL2010-01%20Health%20Inequalities4%20%283%29.pdf

SECTION A 49

Department of Health. (2011). No Health Without Mental Health. London:
Department of Health. Retrieved from
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
213761/dh_124058.pdf

Department of Health. (2012). Transforming Care: A National Response to the
Winterbourne View Hospital: Department of Health Final Review. Retrieved
from
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/
213215/final-report.pdf

Department of Health. (2013). Policy: Obesity and Healthy Eating. Retrieved from
https://www.gov.uk/government/policies/reducing-obesity-and-improving-diet

Department of Health. (2014). Closing the Gap: Priorities for Essential Change in
Mental Health. London: Department of Health.

Department of Health, Social Services and Public Safety (DoH, 2004). Chapter 2:
Staffing issues in learning disabilities services. Retrieved from
www.dhsspsni.gov.uk/auditlearningdisabilitychpt2.pdf

Drewnowski, A. (2009). Obesity, diets, and social inequalities. Nutrition Review. 67
(S1), 36-9. doi: 10.1111/j.1753-4887.2009.00157 .x.

Elinder, L. S. & Jansson, M. (2007). Obesogenic environments-aspects on
measurement and indicators. Public Health Nutrition, 12 (3), 307-315. doi:
10.1017/S1368980008002450

Emerson, E., & Baines, S. (2010). Health Inequalities & People with Learning
Disabilities in the UK. Improving health and lives: Learning Disabilities

Observatory. Retrieved from


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213761/dh_124058.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213761/dh_124058.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213215/final-report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213215/final-report.pdf
https://www.gov.uk/government/policies/reducing-obesity-and-improving-diet
http://www.ncbi.nlm.nih.gov/pubmed?term=Drewnowski%20A%5BAuthor%5D&cauthor=true&cauthor_uid=19453676
http://www.ncbi.nlm.nih.gov/pubmed/19453676

SECTION A 50

http://www.improvinghealthandlives.org.uk/uploads/doc/vid_7479_IHalL2010-
3Healthlnequality2010.pdf

Emerson, E. (2005). Underweight, obesity and physical activity in adults with
learning disabilities in supported accommodation in Northern England.
Journal of Intellectual Disability Research, 49, 134-43. doi: 10.1111/j.1365-
2788.2004.00617.x

Emerson, E., & Hatton, C. (2008). People with Learning Disabilities in England.
Retrieved from http://www.lancaster.ac.uk/cedr/publications/CeDR%202008-
1%20People%20with%20Learning%20Disabilities%20in%20England.pdf

Finkelstein, Eric. A., Ruhm, C. J., & Kosa, K. M. (2005). Economic Causes and
Consequences of Obesity. Annual Review of Public Health, 26, 239-57.

Freedland, K. E., Mohr, D. C., Davidson, K. W., & Schwartz, J. E. (2011). Usual and
unusual care: Existing practice control groups in randomized controlled trials
of behavioral interventions. Psychosomatic Medicine, 73 (4), 323-335.
doi: 10.1097/PSY.0b013e318218e1fb

Gephart, E. F., & Loman, D. G. (2013). Use of prevention and prevention plus
weight management guidelines for youth with developmental disabilities living
in group homes. Journal of Pediatric Health Care, 27 (2), 98-108. doi:
10.1016/j.pedhc.2011.07.004

Green, L. W., & Krueter, M. W. (2005). Health promotion planning, An educational
and ecological approach (4" Ed). New York: McGraw-Hill.

Government Office for Science, (2007). Foresight Tackling Obesities: Future
Choices —Project Report. Retrieved from
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/

287937/07-1184x-tackling-obesities-future-choices-report.pdf


http://www.improvinghealthandlives.org.uk/uploads/doc/vid_7479_IHaL2010-3HealthInequality2010.pdf
http://www.improvinghealthandlives.org.uk/uploads/doc/vid_7479_IHaL2010-3HealthInequality2010.pdf
http://www.lancaster.ac.uk/cedr/publications/CeDR%202008-1%20People%20with%20Learning%20Disabilities%20in%20England.pdf
http://www.lancaster.ac.uk/cedr/publications/CeDR%202008-1%20People%20with%20Learning%20Disabilities%20in%20England.pdf
http://www.ncbi.nlm.nih.gov/pubmed/?term=Freedland%20KE%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Mohr%20DC%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Davidson%20KW%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Schwartz%20JE%5Bauth%5D
http://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=21536837
http://dx.doi.org/10.1097%2FPSY.0b013e318218e1fb
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/287937/07-1184x-tackling-obesities-future-choices-report.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/287937/07-1184x-tackling-obesities-future-choices-report.pdf

SECTION A 51

Hamilton, S., Hankey, C. R. Miller, S., Boyle, S., & Melville, C. A. (2007). A review of
weight loss interventions for adults with intellectual disabilities. Obesity
Reviews, 8, 339-345. doi: 10.1111/j.1467-789X.2006.00307.x

Hawkins, A., & Look, R. (2006). Levels of engagement and barriers to physical
activity in a population of adults with learning disabilities. Journal
Compilation, 34, 220-226. doi: 10.1111/j.1468-3156.2005.00381.x

Heller, T., & Prohaska, T. (2001). Exercise Perceptions Scale. In T Heller, B. A.
Marks, & S. H. Ailey. Exercise and nutrition education curriculum for adults
with developmental disabilities. Chicago: Department of disabilities and
Human Development.

Heller, T., Ying, G., Rimmer, J. H., & Marks, B. A. (2002). Determinants of exercise
in adults with Cerebral Palsy. Public Health Nursing, 19 (3), 223-231.
doi: 10.1046/j.0737-1209.2002.19311.x

Heller, T., Hsieh, K., & Rimmer, J. (2003). Barriers and supports for exercise
participation among adults with Down syndrome. Journal of Gerontological
Social Work, 38 (1-2), 161-178. doi: 10.1300/J083v38n01_03

Jinks, A., Cotton, A., & Rylance, B. (2010). Obesity interventions with people with
learning disabilities: An integrative literature review. Journal of Advanced
Nursing, 67 (3):460-71. doi: 10.1111/.1365-2648.2010.05508.x

Johnson, C., Hobson, S., Garcia, A., & Matthews, J. (2011). Nutrition and food skills
education. Canadian Journal of Dietetic Practice and Research, 72 (1), 7-13.
doi: 10.3148/72.1.2011.7

Jones, M. C., Walley, R. W., Leech, A., Paterson, M., Common, S., & Metcalf, C.
(2007). Behavioural and psychosocial outcomes of a 16-week rebound

therapy-based exercise program for people with profound intellectual



SECTION A 52

disabilities. Journal of Policy and Practice in Intellectual Disabilities, 4 (2), 11-
119.

Kaminska, O., & Foulsham, T. (2013). Understanding sources of social desirability
bias in different modes: Evidence of eye tracking. Retrieved from
https://www.iser.essex.ac.uk/research/publications/working-papers/iser/2013-
04.pdf

Kneringer, M., & Page, T. J. (1999). Improving staff practices in community-based
group homes: Evaluation, training and management. Journal of Applied
Behaviour Analysis, 32 (2), 221-224. doi: 10.1901/jaba.1999.32-221

Lennox, N. (2002). Health promotion and disease prevention. In V. P. Prasher, & M.
P. Janiski (Eds). Physical health for adults with learning disabilities. Oxford,
UK: Blackwell Publishing.

Lund Research. (2012). Laerd Dissertation: Purposive sampling. Retrieved from
http://dissertation.laerd.com/purposive-sampling.php

Marks, B., Sisirak, J., & Chang, Y. (2013). Efficacy of the HealthMatters Program
Train-the-Trainer model. Journal of Applied Research in Intellectual
Disabilities, 26, 319-334. doi: 10.1111/jar.12045.

McCarran, M. S., & Andrasik, F. (1990). Behavioural weight-loss for multiply-
handicapped adults: Assessing caretaker involvement and measures of
behaviour change. Addictive Behaviours, 15, 13-20. doi:10.1016/0306-
4603(90)90003-G

Melville, C.A., Hamilton, S., Hankey, C. R., Miller, S., Boyle, S. (2007). The
prevalence and determinants of obesity in adults with intellectual disabilities.

Obesity Reviews, 8 (3), 223-230. doi: 10.1111/j.1467-789X.2006.00296.x


https://www.iser.essex.ac.uk/research/publications/working-papers/iser/2013-04.pdf
https://www.iser.essex.ac.uk/research/publications/working-papers/iser/2013-04.pdf
http://dx.doi.org/10.1901%2Fjaba.1999.32-221
http://dissertation.laerd.com/purposive-sampling.php
http://dx.doi.org/10.1016/0306-4603(90)90003-G
http://dx.doi.org/10.1016/0306-4603(90)90003-G

SECTION A 53

Melville, C.A., Cooper, S.-A., Morrison, J., Allan, L., Smiley, E., and Williamson, A.
(2008). The prevalence and determinants of obesity in adults with intellectual
disabilities. Journal of Applied Research in Intellectual Disabilities, 21 (5),
425-437.doi:10.1111/.1468-3148.2007.00412.x

Melville, C. A., Hamilton, S., Miller, S., Boyle, S., Robinson, N., & Pert, C. (2009).
Carer knowledge and perceptions of healthy lifestyles for adults with
intellectual disabilities. Journal of Applied Research in Intellectual Disabilities,
22, 298-306. doi: 10.1111/j.1468-3148.2008.00462.x

Melville, C. A., Boyle, S., Miller, S., MacMillan, S., Penpraze, V., Pert, C., Spanos,
D., Matthews, L., Robinson, N., Murray, H., & Hankey, C. R. (2011). An open
study of the effectiveness of a multi-component weight-loss intervention for
adults with intellectual disabilities and obesity. British Journal of Nutrition,
105, 1553-1562. doi: 10.1017/S0007114510005362

Mencap. (2007). Death by indifference: Following up the Treat me right! Report.
London: Mencap.

Messent, P. R., Cooke, C. B., & Long, J. (1998). Physical activity, exercise and
health of adults with midland moderate learning disabilities. British Journal of
Learning Disabilities, 26, 17-22.

Messent, P. R., Cooke, C. B., & Long, J. (1999). Primary and secondary barriers to
physically active healthy lifestyles for adults with learning disabilities.
Disability and Rehabilitation, 21 (9), 409-419.

Michael, J. (2012). Healthcare for All: Report of the Independent Inquiry into Access
to Healthcare for People with Learning Disabilities. Retrieved from

http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.


http://eprints.gla.ac.uk/view/author/3014.html
http://eprints.gla.ac.uk/view/author/11548.html
http://eprints.gla.ac.uk/view/author/7057.html
http://eprints.gla.ac.uk/view/author/8693.html
http://eprints.gla.ac.uk/view/author/4906.html
http://eprints.gla.ac.uk/view/journal_volume/Journal_of_Applied_Research_in_Intellectual_Disabilities.html
http://dx.doi.org/10.1111/j.1468-3148.2007.00412.x
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_106126.pdf

SECTION A 54

uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalass
et/dh_106126.pdf

NHS Health Scotland. (2004a). Health education population survey 1996—2003: a
summary. The Stationery Office, Edinburgh.

National Health Service. (2014). NHS Five Year Forward View. Retrieved from
https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf

National Institute of Clinical Excellence. (2006). Obesity: guidance on the
prevention of overweight and obesity in adults and children. Retrieved from
https://www.nice.org.uk/guidance/cg43

National Obesity Observatory (2010). Adult Obesity and Socioeconomic Status.
Retrieved from
http://www.noo.org.uk/uploads/doc/vid_7929_Adult%20Socioeco%20Data%?2
0Briefing%200ctober%202010.pdf

Penedo, F. J., & Dahn, J. R. (2005). Exercise and wellbeing: A review of mental and
physical health benefits associated with physical activity. Current Opinion in

Psychiatry, 18 (2), 189-193.

Penn, L., White, M., Lindstrom, J., den Boer, A. T., Blaak, E., et al.
(2013). Importance of weight loss maintenance and risk prediction in the
prevention of type 2 diabetes: Analysis of European Diabetes Prevention

Study RCT. PLoS, 8 (2), €57143. doi: 10.1371/journal.pone.0057143

Pitetti, K. H., Rimmer, J. H., & Fernhall, B. (1993). Physical fitness and adults with
mental retardation: An overview of current research and future directions.

Sports Medicine, 16, 23-36.


http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_106126.pdf
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_106126.pdf
https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.nice.org.uk/guidance/cg43
http://www.noo.org.uk/uploads/doc/vid_7929_Adult%20Socioeco%20Data%20Briefing%20October%202010.pdf
http://www.noo.org.uk/uploads/doc/vid_7929_Adult%20Socioeco%20Data%20Briefing%20October%202010.pdf

SECTION A 55

Prochaska, J., & DiClemente, O. (1983). Stages and processes if self-change of
smoking: Toward an integrative model of change. Journal of Consulting and
Clinical Psychology, 51, 390-395.

Public Health England. (2012). Health Survey for England. Retrieved from
http://www.noo.org.uk/NOQO_about_obesity/adult_obesity/UK_prevalence_and
_trends

Public Health England. (2013). Obesity and Disability: Adults. London: Public
Health England.

Reidpath, D. D., Burns, C., Garrard, J., Mahoney, M., Townsend, M. (2002). Short
report: an ecological study of the relationship between social and
environmental determinants of obesity. Health & Place, 8, 141-145.
doi: 10.1016/S1353-8292(01)00028-4

Rimmer, J.H., & Yamaki, K. (2006). Obesity and intellectual disability. Mental
Retardation and Developmental Disabilities Research Reviews, 12, 22-27. doi:
10.1002/mrdd.20091

Robertson, J., Emerson, E., Gregory, N., Hatton, C., Turner, S., Kessissoglou, S. &
Hallam, A. (2000). Lifestyle related risk factors for poor health in residential
settings for people with intellectual disabilities. Research in Developmental
Disabilities, 21, 469-486. doi: 10.1016/S0891-4222(00)00053-6

Royal College of Psychiatrists. (2014). Eating Well and Mental Health. Retrieved
from
http://www.rcpsych.ac.uk/healthadvice/problemsdisorders/eatingwellandment
alhealth.aspx

Scottish Office (1996). Eating for health: a diet action plan for Scotland. Edinburgh:

The Stationary Office.


http://www.noo.org.uk/NOO_about_obesity/adult_obesity/UK_prevalence_and_trends
http://www.noo.org.uk/NOO_about_obesity/adult_obesity/UK_prevalence_and_trends
http://dx.doi.org/10.1016/S0891-4222(00)00053-6
http://www.rcpsych.ac.uk/healthadvice/problemsdisorders/eatingwellandmentalhealth.aspx
http://www.rcpsych.ac.uk/healthadvice/problemsdisorders/eatingwellandmentalhealth.aspx

SECTION A 56

Sinason, V. (1992). Mental handicap and the human condition: New approaches
from the Tavistock. London: Free Association Books.

Smyth, C. M., & Bell, D. (2006). From biscuits to boyfriends: The ramifications of
choice for people with learning disabilities. British Journal of Learning
Disabilities, 34 (4), 227-236. doi: 10.1111/j.1468-3156.2006.00402.x

Spanos, D., Hankey, C. R., Boyle, S., Koshy, P., Macmillan, S., Matthews, L., Miller,
S., Penpraze, V., Pert, C., Robinson, N., & Melville, C.A. (2013). Carers’
perspectives of a weight loss intervention for adults with intellectual disabilities
and obesity: A qualitative study. Journal of Intellectual Disability Research, 57
(1), 90-102. doi: 10.1111.).1365-2788.2011.01530.x

Swinburn, B., Egger, G., & Razza, F. (1999). Dissecting obesogenic environments:
The development and application of a framework for identifying and
prioritizing environmental interventions for obesity. Preventative Medicine, 29,
563-570. doi:10.1006/pmed.1999.0585

Temple, V. A., Walkley, J. W. (2007). Perspectives of constraining and enabling
factors for health-promoting physical activity by adults with intellectual
disability. Journal of Intellectual and Developmental Disability, 32 (1), 28-38.
doi: 10.1080/13668250701194034.

Temple, V. A. (2009). Factors associated with high levels of physical activity among
adults with intellectual disability. International Journal of Rehabilitation
Research, 32 (1), 89-92. doi: 10.1097/MRR.0b013e328307f5a0

Voluntary Sector Support (2010). Fairer society, healthy lives: The Marmot review.

Retrieved from http://www.ucl.ac.uk/gheg/marmotreview


http://dx.doi.org/10.1006/pmed.1999.0585
http://www.ucl.ac.uk/gheg/marmotreview

SECTION A 57

Watt, J. H., & Sjef van den Berg, S. (2002). Philosophy of science, empiricism and
the scientific method. Retrieved from
http://www.cios.org/readbook/rmcs/ch05.pdf

Weight-control information network.(2012). Overweight and Obesity Statistics.
Retrieved from http://win.niddk.nih.gov/statistics/

Willis, D. S. (2015). Inconsistencies in the roles of family- and paid- carers in
monitoring health issues in people with learning disabilities: Some implications
for the integration of health and social care. British Journal of Learning
Disabilities, 43 (1), 24-31. DOI: 10.1111/bld.12082

World Health Organisation (2015). Obesity and Overweight. Retrieved from
http.7/www.who.int/mediacentre/factsheets/fs311/en/

Wu, C. L., Lin, J. D., Hu, J., Yen, C. F., Yen, C. T., Chou, Y. L., &Wu, P. H. (2010).
The effectiveness of healthy physical fitness programs on people with
intellectual disabilities living in a disability institution: Six month short term
effect. Research in Developmental Disabilities, 31, 713-717.
doi:10.1016/j.ridd.2010.01.013

Wyatt, S., Winters, K. P., & Dubbert, M. (2006). Overweight and obesity:
Prevalence, consequences, and causes of a growing public health problem.
American Journal of the Medical Sciences, 33 (4), 166-174.

Yen, C. F., Lin, J. D., Wu, C.L., & Hu, J. (2012). Promotion of physical exercise in
institutionalized people with intellectual disabilities: Age and gender effects.
International Journal of Developmental Disabilities, 58 (2), 85-94. doi:

10.1179/2047387711Y.0000000010


http://www.cios.org/readbook/rmcs/ch05.pdf
http://www.who.int/mediacentre/factsheets/fs311/en/
http://dx.doi.org/10.1016/j.ridd.2010.01.013
http://journals.lww.com/amjmedsci/toc/2006/04000
http://dx.doi.org/10.1179/2047387711Y.0000000010

Running Header: SECTION B

Section B
Staff attributions and helping responses to obesity in people with
intellectual disabilities: A cognitive-emotional analysis.

Laura Bird

Salomons

Word Count: 8,700

Tizard Learning Disability Review

58



SECTION B 59

Contents: Empirical paper.

R T=T 1 11 T = 58
Y 01 1 =T PP 61
L PR 1) To [¥ o 1o o PP 62
1.1 Direct Care Staff Responses t0 Obesity.........ccooiiiiiiiiiiiiiiiiieee e 63
1.2 Weiner's model of helping.......coooeooee oo 63
1.3 Weiner's model in learning disability literature ..., 65
1.4 Attribution theories in obesity literature ... 68
1.5 StUy rationNale .....coooiiiieee e 70
1.6 RESEAICN @IMS ... e e e e e e e 70
P2 Y/ =7 1 o o PP 71
P2 B B =T o | o TSSO PETPPPR PP 71
P2 e (o ToT=To 0| TSR 71
2.2.1 The pIloting PRASE. .....ceeiiiiiie e 71
2.2.2 The recruitment Phase. .......oooeeiiiiiiee e 71
2.2.3 Data preparation. ...... ... ... . e 72
2.3 SHMUIUS Material .......ccooeeeeeeeeeeeeeee e 72
2.4 PartiCIPaNTS ... 72
2.4.1 SAMPIE SIZE.. .. 72
2.4.2 InClusion/EXCIUSION CIEEIIA. ......ueeiieiiiiei e 73
2.5 MEBASUIES ..t eas 73
2.5.3 OPHIMISI i e e e e e e e e e e 76
2.5.4 Helping Behaviours. ..o 77
2.6 Ethical considerations ... 78
2.7 Dat@ @nalySIS ... 78
2.8 Data Preparation ... 78
2.8.1 Reliability Of MEASUIES. ........uiiiiiii e 78
2.8.2 Principle component analysis of the emotion items...........ccoovviiiiiiininennnns 79

S RESUIS . nnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn 82
3.1 Participant DemoOgraphiCs .......oooiuuiiiiiieee e 82
3.2 Case Example DemographiCs. .........uuueiiiiaiiiiiiiiieeee e 83
3.3 Key Variable DeSCriPliVES .....coooiiieeeeee e 84

K A O £=1F= oo - S 85
4. DISCUSSION ...ttt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaaaeas 90

4.1 The aims Of the StUAY ..o 90



SECTION B 60

4.2 Weiner’s theories of helping behaviour ..., 90
4.3 Individual key variables ... 91
4.3.1 ATNIDULIONS. e 91
4.3.2 ATFECT. et e e e 92
4.3.3 OPHIMISIM. it e e e e e e nae s 93
4.3.4 WilliNgNeSsS 10 HelP. ....eeeieeiiieeeee e 93
4.3.5 DemOQGraphiCs. ..ottt 93
4.4 Understanding current findings ... 94
4.5 Strengths and LimitationsS........oooo oo 95
4.6 Clinical iMPlICAtIONS...... ..t e e e e e 97
4.7 FULUre reSearCh.........ooo 98
4.8 CONCIUSION ...ttt ettt e e e e e e e e e e e e e e e e e e nnnn e e e e e e aeeeeeanns 98

B R OIEINCES ..o e 99



SECTION B 61

Abstract

Purpose: This study explored the application of Weiner's (1979; 1980) attribution
model of helping behaviour to care staff working with overweight people with learning

disabilities.

Methodology: Staff were asked to consider a significantly overweight client and to
complete self-reports on their attributions, affect, optimism and willingness to help

the client with their weight.

Findings: Staff rated the causes of their client’s weight to factors that were more
internal to, and less controllable by, their clients and these beliefs were highly stable.
Staff reported low levels of positive and negative emotion but high levels of
sympathy, optimism and willingness to help. No associations were found between
attributions or affect and willingness to help. Only optimism was associated with
willingness to help. The findings did not support the applicability of Weiner’s
attribution model to weight helping in people with learning disabilities. This
contributes to the inconsistent literature on the relevance of Weiner's model to staff

helping in LD services.

Research Implications: Future research should clarify whether willingness to help
relates to effective health helping strategies and to explore this further in service

contexts.

Clinical Implications: Staff training should include enhancing staff’'s optimism for,

and skills in constructively engaging clients in, lifestyle change.

Key words: Learning disabilities, staff, attributions, helping.
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1. Introduction

The learning disability (LD) population has a higher prevalence of obesity than the
general population and this has significantly increased over the past two decades,
affecting people’s quality of life and life expectancy (Melville, Hamilton, Hankey,
Miller, & Boyle, 2007). People with LD (PwLD) are also less likely to engage in
physical activity and have a poorer diet (Emerson & Baines, 2010). Excess weight is
associated with a range of chronic health conditions, such as type Il diabetes, high
blood pressure and cancer (Weight-Control Information Network, 2012), which cost
the NHS more than £5 billion annually (Department of Health [DoH], 2013). The
DoH (2007) have prioritised health equality nationally as PwLD are four times more
likely to die from avoidable diseases (The Disability Rights Commission, 2006),
experience delayed diagnoses and suffer from chronic disorder complications due to

inequalities in services (Royal College of Nursing, 2013).

These health inequalities are often associated with socioeconomic factors, such as
unemployment and poor education, as well as difficulties in PwLD accessing health
services (Emerson & Hatton, 2008; National Obesity Observatory, 2010; Michael,
2012). PwLDs’ lifestyle and dietary choices can often be complex due to their
cognitive disabilities which potentially impedes their understanding of the importance
of health, its possible long-term consequences and their accessible choices (Smyth
& Bell, 2006). Therefore, several papers and policies have highlighted that this
vulnerable group require support to improve their health, have active healthier

choices and to be better informed about their health (DoH, 2005; Mencap, 2007).
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1.1 Direct Care Staff Responses to Obesity

PwLDs’ quality of life can be significantly influenced by their carers (Smyth & Bell,
2006). A recent systematic review on PwLD’s weight management interventions
(Spanos, Melville & Hankey, 2013) has highlighted the importance of defining carers’
roles in weight management. DCS awareness, attitudes and responses to the
people with whom they work influences the service’s overall quality (Rose, 1999;
Wanless & Jahoda, 2002). Unfortunately, direct care staffs’ (DCS) responses to
clients’ behaviours and preferences are not always conducive to their overall best

interests (Grieve, McLaren, Lindsay & Culling, 2009).

A review on weight loss interventions with PwLD (Hamilton, Hankey, Miller, Boyle, &
Melville, 2007) indicated that DCS’s motivation and understanding of weight loss
strategies positively impacts weight loss success. For example they reviewed a
study where intervention non-completion was strongly correlated with lack of carer
involvement (Harris & Steven, 1984). Furthermore, the staff perceived benefits of
physical activity have been found to predict PwLD’s physical activity participation

(Heller Hsieh & Rimmer, 2003).

Although some research has explored DCSs’ roles in PwLD’s weight management
programmes, little research has investigated their understanding and willingness to

help their clients with their weight.

1.2 Weiner’s model of helping
One influential model of helping behaviour is that of Weiner (1980) and his cognitive-
emotion-action theory of motivated behaviour which relates to how an individual

provides causal explanations for others’ behaviours.
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Originally Heider (1958) distinguished between people perceiving the causes for
other’s behaviour either to internal attributions, such as: a person’s personality;
mood; or effort exerted, or external attributions, such as: the task being completed;
other people; or luck. Weiner's (1979) theory of motivation extended this to focus on
how people attribute their own successes and failures with an aim to address the
psychological consequences of people’s causality beliefs. This argues that in a
person’s search for the reasons behind events an individual assesses their own level
of ability, exerted effort, task difficulty and luck. All of which are factors which can

influence causal beliefs.

In understanding one’s own achievements (Weiner, 1979) and our responses to
others’ behaviours (Weiner, 1980) three causal dimensions were proposed: the
‘locus of causality’ (whether the causes are internal or external to the individual);
stability (how fixed a cause is); and controllability (how much a person can control
their behaviour). For example, luck as a perceived cause may fall into the causal

classification of external, unstable and uncontrollable.

Weiner (1980) proposed a link between the attributions of others’ behaviours and an
observer’s affect. Internal controllable explanations of negative behaviours in others
are associated with negative emotions, such as disgust and anger, on the part of the
observer. When negative behaviours are perceived as not being in the person’s

control more positive emotions, such as sympathy and pity, are associated.
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These emotions are believed to influence observers’ responses to a person’s
problem behaviour. Negative emotions are hypothesised to promote avoidance
behaviours whereas positive emotions promote helping behaviours. Therefore
overall people are more willing to help someone if the behavioural cause is external
and not controllable by the individual. Where behaviours are perceived as internal
and controllable by the person help is withheld as a person has the potential to help
themselves. Weiner’s (1986) theory of achieved motivation proposed that when
people’s behaviours are attributed to stable causes this reduces the observer’s

optimism for change and, therefore, reduces their effort to help.

Wiener (1979) initially used his theory to describe helping behaviour in the classroom
but this has since been extended to helping behaviours across social and health
professions. Although it has been argued that health professionals have a moral
obligation to help in health settings, Sharrock, Day, Qazi, and Brewin (1990) propose
that often professionals are required to make decisions about who to help within a
restricted timeframe and with limited resources. DCS attributions are thought to
potentially impact on this decision making. Evidence has supported the application
of these attribution theories to professionals’ helping behaviour in a range of settings

(Marteau & Johnson, 1987; Marteau, 1995).

1.3 Weiner’s model in learning disability literature
After a search of the literature no attribution research was found related to chronic
health conditions in PwLD. However previous LD research has drawn on Wiener's

(1979; 1980) attributional model to explore DCS’s attributions and responses to
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challenging behaviours (CB) exhibited by PwWLD (e.g. Dagnan, Trower & Smith,

1998).

As some clients are unable to manage their weight independently (Smyth & Bell,
2006) DCS are required to act as intermediaries to support clients and facilitate a
healthier environment. In the same way DCS are required to intervene to meet
clients unmet needs to reduce PwLD’s CB. Both presentations are associated with
inefficient communication in meeting PwLDs’ needs by teams (Scope, 2015). For
decisions on whether to intervene or not DCS are required to make judgements
about their clients’ behaviours. For example, DCS could blame clients for their
health or CBs and walk away or facilitate a healthier context to help PwLD to
manage their weight or CBs, for example through appropriate referrals (Whitehouse,

Chamberlain, & Tuna, 2000).

Despite these parallels, CB typically relates to unexpected behaviours that cause
immediate distress to clients or others opposed to the chronic health behaviours
which have the accumulative negative effect towards obesity. Therefore although
the consideration of the CB attribution literature is relevant there are likely to be
significant differences in staff attributions to health behaviours compared to CB

presentations in PwLD.

Dagnan et al (1998) first applied Wiener's model to understand DCS’s responses to
CB using six vignettes. A path analysis showed that DCS’s controllable and stable
attributions were associated with DCS’s negative affect, lowered optimism and

reduced helping.
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Stanley and Standen (2000) extended this to explore the impact of manipulating six
vignettes by CB topography and client dependency. CB topography was discovered
to influence staff attributions and willingness to help was mediated by positive affect
but not optimism. However, the level of client dependency influenced DCS levels of
optimism, which the authors argued was due to dependency being perceived as a
stable cause. Overall more dependent PwLD who engaged in self-directed
behaviours were perceived by DCS to have greater stability, resulting in DCS
reporting greater positive affect and increased willingness to help. However DCS
perceived the outer-directed behaviours of more independent clients as more
controllable, resulting in increased negative affect and reduced willingness to help.
The impact of CB topography (Morgan & Hastings, 2008) and LD severity (Tynan &
Allen, 2002) has been replicated numerous times. In addition the proposed function
of the CB has been shown to be important (Noone, Jones & Hastings, 2006) and
perceived internal controllable causes of CB are associated with higher expressed

emotion (Weigel, Langdon, Collins & O’Brien, 2006).

The attribution literature in CB has been heavily criticised for using vignettes and
questionnaires however interviews (Cudre-Mauroux, 2010) and real incidents of CB
(Lucas, Collins & Langdon, 2009) have also shown some support for this theory.
Affective responses to real events have been found by some researchers to be more
intense with stronger associations between attributions and helping (Wanless &

Jahoda, 2002; Lucas et al, 2009).

A systematic review on the application of attribution theory in CB with PwLD (Willner

& Smith, 2008) found overall inconsistent results. They reported that the research
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provided partial support through correlations (e.g. Hill & Dagnan, 2002; Dagnan &
Cairns, 2005) but raised concerns about the problematic research methodologies,
including the over reliance on vignettes. To improve the external validity of the

results of future research, real cases could be used.

1.4 Attribution theories in obesity literature

Obesity stigmatisation is extremely prevalent with undesirable attitudes towards
obese people being described as one of the last socially acceptable forms of
discrimination (Puhl & Brownell, 2002). Attributions of controllability, as well as
negative views of “fatness” (Crandall et al., 2001; Hilbert, Rief & Braehler, 2008), and
internal attributions (Sikorski et al, 2011) have repeatedly been associated with
stigmatising attitudes towards obese people. This has led to general ideas of
blameworthiness (Zwickert & Rieger, 2013). However stigmatisation and
discrimination have been shown to exacerbate weight problems in obese populations

(Sikorski et al, 2012).

GPs, clinical psychologists (Harvey & Hill, 2001) and dieticians (Harvey et al, 2002)
have been shown to attribute internal causes for weight gain. GPs were more likely
than psychologists to attribute obesity to a lack of willpower and personality. Both
GPs and psychologists’ attitudes to overweight people were neutral to negative
whereas dieticians’ attitudes were mainly neutral to positive. However, generally
dieticians perceived people to be responsible for their excess weight and their

practices varied according to their causal beliefs of the individual’s obesity.

In 1988 Weiner studied peoples’ perceived attributions of the causes of several

physical and mental health conditions. Overall conditions considered to be of


http://www.ncbi.nlm.nih.gov/pubmed/?term=Zwickert%20K%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Rieger%20E%5Bauth%5D
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behavioural and psychological origin, such as obesity and drug addiction, were
perceived as more internal and controllable than physical health conditions, such as
cancer, resulting in higher levels of anger, less pity and reduced willingness to help.
Later Menec and Perry (1998) tested Wiener’'s model using vignettes to nine
different stigmas, including obesity, using structural equation modelling. Obesity
causation was manipulated to be due to either excessive eating or a glandular
dysfunction. Obesity was found to be attributed by others as controllable and
unstable but more stable in the glandular dysfunction condition. Although obesity
evoked more anger and less pity and helping than physical stigmas people’s
attributions of these causes of obesity did not adhere to Weiner’'s (1979, 1980, 1986)
mediation model. Hilbert, Rief and Braehler (2012) also found that people attributed
a person's obesity to internal, controllable causes which has been shown to
aggravate negative reactions and less pity and is associated with reduced

willingness to help an obese person.

Research has also indicated that these stigmatising beliefs can be changed through
providing causal information. Similarly to Menec and Perry’s (1998) study, Jeong et
al (2007) also manipulated the causality of obesity but used news stories opposed to
vignettes. News stories which offered gene-based explanations for obesity,
compared to combined genetic and behavioural explanations, decreased people’s
perceived controllability for obesity and increased people’s willingness to help
particularly in participants with low prior health control beliefs. Hilbert et al (2008)
found that when people attribute a hereditary causes to obesity to or label obesity as
‘an illness’ this predicted less stigmatisation. Stigmatising attitudes were associated

with support for obesity prevention but reduced willingness for financially support.
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1.5 Study rationale
To pursue potential avenues for staff training and management for enhancing clients’
health it would be important to explore how DCS attribute PwLDs’ obesity and how
this impacts their motivation to intervene with their health behaviours and in

supporting a healthier environment.

1.6 Research aims
This study aims to explore the application of Weiner’s cognitive-emotional model of
helping behaviour (1980) and achieved motivation (1986) to DCS working with obese

PwLD.

Hypothesis 1: DCS will attribute obesity in PwLD as internally controllable and this
will be negatively correlated to willingness to help which will be mediated by positive
(such as sympathy and pity) and negative (such as anger and disgust) emotions

(Figure 2).

Hypothesis 2: DCS will attribute obesity in PWLD as stable and this will be negatively

correlated with willingness to help, mediated by optimism.

+
@ Neaative emotion
+

Willingness
to Help

Figure 2: Proposed mediation model.
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2. Method

2.1 Design

Using Weiner’s (1980; 1986) attribution theory as a conceptual framework, cross
sectional, self-report, online and paper questionnaires were implemented. These
measures were administered at one time-point to explore DCS’s perceptions of

causality around a participant generated case.

The causal factors: locus of control; controllability; and stability (attributions) were
measured in relation to the proposed outcome, DCS willingness to help, and in
addition to the proposed mediators, affect and optimism. A factor analysis and
correlational, a measurement-of-mediation, design was used to analyse the

mediational relationship between these factors.

2.2 Procedure
2.2.1 The piloting phase. The questionnaire was piloted by three trainee

clinical psychologists who had previously been LD DCS and two LD nurses who

were actively working with a client whose unhealthy behaviours were impacting their

team. Feedback was received and the questionnaire’s wording was adapted.

2.2.2 The recruitment phase. Non-NHS and NHS staff were approached

directly through local LD care providers and inpatient services using a convenience

sampling method. Services that agreed to participate were sent paper and/or online

questionnaires. Paper questionnaires were anonymously returned to researchers
through self-addressed envelopes or were collected by the researcher from the
services. Recruitment was then extended to conferences, training organisers and

special interest groups through disseminating flyers and website advertisements.
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Snowball sampling was also encouraged to enable DCS to distribute questionnaires
to their networks. Informed consent was gained by staff through a consent form
attached to the questionnaire and a tick box consent page on the online

questionnaire.

2.2.3 Data preparation. Data was collected and transferred by the
researcher manually into SPSS (version 21). Data accuracy was checked by the

researcher to minimise errors.

2.3 Stimulus Material
Participants were asked to consider a client with LD that they currently have, or have

previously had, direct daily care responsibilities for who is/was significantly
overweight or obese. The exclusion criterion included clients who had Prader-Willi
syndrome. This condition was excluded as uncontrolled overeating would have been
the primary symptom of this syndrome and would have had a specific management

plan that was not generalisable to the LD population.

2.4 Participants
2.4.1 Sample Size. A sample of 92 LD DCS was originally proposed. This

was calculated through GPower by selecting for a two-tailed t and f linear multiple
regression- fixed model analyses using a medium effect size, power of 0.8 and with
five predictors (Controllability, stability, positive affect, negative affect and optimism).
However, it was anticipated that reaching this sample size might be challenging and

an alternative approach to analysis was deemed appropriate.

The Preacher and Hayes (2008) bootstrapping methodology was planned due to the

anticipated small sample. This is an asymptotic and resampling strategy for
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evaluating and comparing the indirect effects in multiple mediator models through
generating bootstrapped confidence intervals. The bootstrapped analysis was
planned to have 1,000 resamples with a 95% confidence interval. This method is not
reliant on the data being normally distributed across a large sampling size supporting
the use of a smaller sample size. Therefore an a priori power calculation was not
calculated but it was estimated that a sample of 60 would be obtainable. This
sample size was above the typical sample reported in the CB literature (e.g. Bailey,

Hare & Limb, 2006).

2.4.2 Inclusion/Exclusion criteria. The inclusion criteria involved staff who
were responsible for daily direct care to PwLD, such as support staff or inpatient LD
nurses as they were the most likely people to support PwLD with their eating and
activity patterns. Participants were excluded if they had worked with PwLD for less

than six months to ensure they were sufficiently familiar with the client group.

2.5 Measures

A questionnaire was built using a number of well trialled items and short
questionnaires developed to measure the variables of interest, some of which were
adapted to be suitable for the current context. An extensive search was completed
across the attribution literature to explore measures which had been used previously.
Decisions were made on the appropriateness of the questions and measures
through their face validity and applicability to this study’s weight focus, as well as
their psychometric properties. The questions and measures used in the
questionnaire pack were also considered to eliminate overlapping themes and to
ensure its time appropriate completion for participants. Where suitable, questions

and measures were chosen in line with the measures in the LD attribution literature
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as these have been administered repeatedly used with DCS when considering
PwLDs’ behaviours. Please see Appendix M for a copy of the questionnaire

materials and below for further explanation.

2.5.1 Staff’s attributions of clients’ obesity.

Stability. One item was used to assess stability and this was ‘how much do you
think that the internal causes for your client’s obesity will continue to affect them?’.
This question was adapted from the Adapted Attributional Style Questionnaire
(Dykema, Bergbower, Doctora & Peterson, 1996) where the original item was ‘How
likely is it that the cause that you give will continue to affect you'. Previous vignette-
based research in the CB literature used a single seven-point Likert scale to assess
for stability (Hill & Dagnan, 2002; Noone, Jones & Hastings, 2006). This item was
adapted to make it appropriate for a third person’s perspective and to a participant’s
real case example of obesity rather than the fictional vignette, where internal and

external causal information was manipulated.

Controllability. Four Likert scales from the obesity attribution literature (Jeong,
2007) were used to assess for controllability. These items involved participants
indicating their agreement on a seven-point Likert scale to the following four
statements: ‘People who are obese are responsible for their own health’, ‘It's one’s
own fault when one becomes obese’, ‘People who are obese could have prevented
their health condition’ and ‘People can avoid being obese through wilful action’.
These items were previously found to be internally consistent (a = .88) (Jeong, 2007)
and were adapted to apply to an individual client. Through piloting, ‘wilful action’ was

deemed as problematic wording therefore this statement was slightly adapted. The
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final items were; ‘This client is responsible for their own health’, ‘It's the client’s own
fault that they became obese’, ‘“This client could have prevented their health
condition’ and ‘This client can avoid being obese by making a conscious effort’. This
scale was chosen over measures common in the CB literature as it appeared more
relevant when considering obesity. For example, the CB Attributions Scale
(Hastings, 1997) is based on aggressive and stereotyped behaviours and asked
DCS whether a behaviour is to “avoid uninteresting tasks” or “because someone
she/he dislikes is nearby”. This measure appeared less applicable to excess weight,

limiting this measures face validity in a weight context.

Locus of control. Participants completed the three locus of control items from
McAuley, Duncan and Russell’'s (1992) revised Causal Dimension scale (CDS-II) but
adapted for third person attributions and to make items specific to obesity. The
overall CDS-Il was found to be internally consistent (McAuley et al., 1992) and Jones
and Hastings’ (2003) adaption to a third person perspective of the CDS-Il was also
found to have internal reliability for locus of control (a = .79). The adapted version of
the CDS Il has been used repeatedly in the attribution literature (Jones & Hastings,
2003; Wills, Shepherd, & Baker, 2013; Dolphin & Hennessy, 2014). The original
CDS-Il questions were: ‘Is the cause(s) something that reflects an aspect of yourself
or reflects an aspect of the situation’, ‘Is the cause(s) something inside of you or
outside of you’ and ‘Is the cause(s) something about you or something about others’
and consisted of a nine-point Likert dichotomous scale. These questions were
adapted in the current study to: ‘The cause/s of your client’s obesity reflects as

aspect of this person or the situation’, “The cause/s of your client’s obesity is inside
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of them or outside of them’ and ‘the cause/s of your client’s obesity is something

about them or something about others’.

2.5.2 Staff affect ratings. Due to the lack of psychometrically valid measures
for both positive and negative emotions in the context of staff working with
overweight PwLD, we developed a rating scale of the commonly reported positive
and negative affects from the CB literature that appeared appropriate for the current
context. A seven-point Likert scale was used to access staffs’ emotional response to
their client’s obesity by rating nine emotions. At piloting the emotions used by
Dagnan et al (1998) were trialled but the ‘loving’ variable was changed to ‘affection’
to be more appropriate. These affect items therefore included anger, disgust,
sympathy, pity, depressed, relaxed, anxious, happy and affection, with higher scores
indicating higher emotional intensity. Dagnan et al. (1998) showed that these items
were factored into negative emotions (anger, disgust, depression and anxiety) and
positive emotions (sympathy, pity and love), however, Dagnan et al. (1998) did not
report reliability analyses for these. Again these emotion items have been used
throughout the attribution literature (Dagnan et al., 1998; Wanless & Jahoda, 2002;

Rose & Rose, 2005).

2.5.3 Optimism. A five-point Likert scale was used for staff to indicate their
level of agreement across five items of optimism of changing their client’s health
behaviours. These optimism items were derived from Sharrock et al. (1990) which
were in turn derived from work by Garety and Morris (1984), Moores and Grant
(1976) and Allen, Gillespie and Hall (1989). A seven-point Likert type scale has

been repeatedly used in the CB literature with different numbers of items from
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Sharrock et al.’s (1990) study (Dagnan et al., 1998; Wanless & Jahoda, 2002; Rose
& Rose, 2005; Lucas, Collins & Langdon, 2009). However internal reliability was not
assessed for this seven-point Likert scale version whereas Sharrock et al.’s (1990)
eleven item five-point Likert Scale had a good internal reliability (a = .76). Therefore
four items from the original five-point Likert scale were adapted from Sharrock et al.’s

(1990) measure.

Two questions were adapted from this scale to improve their suitability for DCS with
significantly overweight clients. The first was to change ‘All one can do for this
patient is to look after his/her basic physical and emotional needs’ to ‘All one can do
is look after their basic physical needs’ so that this was more appropriate for LD
clients who have weight problems. The second was to change ‘There is little point in
arranging psychotherapy for this patient’ to ‘There is little point in arranging an
assessment with the clinical psychologist for this person’s behaviour’ as psychology
input would be more familiar to DCS in LD services than psychotherapy. In addition
to these, a fifth item, “There is little point in arranging an assessment with a dietician
for their person’s behaviour’, was included as nutritional support from a dietician

would be beneficial for overweight clients.

2.5.4 Helping Behaviours. DCS were asked two questions to indicate their
level of willingness to help change their client’s health behaviour. One of the seven-
point Likert items from Sharrock et al. (1990) was used, ‘How much extra effort
would you be prepared to give to help this patient’ was adapted to ‘how much extra
effort would you be prepared to give to help this person with their health’, and a

second item was included from Todd and Watts’s (2005) study on the attribution
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model of behaviour assessment in dementia, ‘How willing would you be to try
different approaches to help this person change their behaviour’, was used to
improve the robustness of this helping measure. The first item has been used
extensively within the CB literature (Dagnan et al., 1998; Wanless & Jahoda, 2002;

Lucas et al., 2009).

2.6 Ethical considerations

Informed consent was obtained from the DCS and their organisational context was
made anonymous. DCS were asked not to disclose the name or any identifiable
details of the client who they used for their case material. All questionnaire data
were collected by the researcher and were kept confidentially. Ethical approval was

obtained from a university ethics panel.

2.7 Data analysis

The Baron and Kenny model (1986) was proposed to assess the mediational
relationship with the Preacher & Hayes (2008) bootstrapping methodology. The
Baron and Kenny Model (1986) is a process where a mediation relationship can be
established through three stages, exploring whether: the independent variable
significantly predicts the dependent variable; the independent variable significantly
predicts the mediating variables; and the mediator significantly predicts the
dependent variable. This planned to analyse whether there are mediator effects
(indirect effects) of negative emotions, positive emotions and optimism between staff

attributions and helping behaviour.

2.8 Data preparation
2.8.1 Reliability of measures. Although many of the items used have been

adapted from Likert scales that were used extensively in the CB literature, many of
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these were not psychometrically assessed. Therefore Cronbach’s Alpha were
calculated on each measure to evaluate their reliability. The items in the
Controllability measure were found to be highly reliable (a = .831) and measures for
the Locus of Control (a = .756), five Optimism items (a = .751) and the two Helping

items (a = .732) were of good reliability.

2.8.2 Principle component analysis of the emotion items. A principle
component analysis (PCA) was completed to explore how particular items
contributed to the emotional components (positive and negative) and explored
whether these emotions cluster in a similar structure to Weiner’'s (1979) model and

the previous literature.

All nine emotional responses were subjected to a PCA. Initially a correlation matrix
was completed to examine the data’s appropriateness for a PCA. The determinant
of the matrix was greater than the necessary value of 0.00001 (Determinant = .084),
therefore multicollinearity (independent predictor variables being highly correlated)
(Field, 2005) was not a problem in this data. In addition the emotion responses
correlate considerably well but none of the correlation coefficients are particularly
large and therefore singularity (predictor variables being perfectly correlated) (Field,
2005) was also unlikely to be a problem. The Kasier- Meyer-Olkin measure of
sampling adequacy was adequate at .644. On examination of the diagonal elements
of the anti-image correlation matrix all emotion variable values were above .5
meaning that no variables needed to be excluded from the analysis. The Bartlett’'s
test was highly significant (Test value = 176.07, p < .001) meaning that the

correlation matrix is not an identity matrix (1 on the diagonal & 0 on the outside the
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diagonal), therefore the PCA was appropriate. Initial statistics from the PCA were
used to form a scree plot which showed that the steepness of the curve reduced

clearly at three factors.

A PCA was then completed with a Varimax Rotation (e.g. Dagnan et al, 1998) and
provided a three factor solution, accounting for 64% of the total variance rotation.
The results of this analysis is summarised in table 2.

Table 2:

Principle component analysis of affect items.

Factor Loadings

Factor 1 Factor 2 Factor 3
ltem (Negative Emotion) (Positive Emotion) (Empathy)
Disgust .818* .106 -.157
Depressed 739" .010 135
Anger .694* -.142 181
Pity 692 .084 405
Happy 142 812* 019
Relaxed -.190 795 -.170
Affection .081 .606™ 550"
Sympathy .041 -.067 779"
Anxious 511* -.049 .615*

* Indicates the initial factoring of items to the three factors.

Items were selected for inclusion when loadings were 0.4 or higher (Rose, 1999) to
the factor they most affiliated with. The three factors extracted from the analysis

represent three dimensions of affect: negative emotion (four items, accounting for
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27.8% of the variance); positive emotion (three items, accounting for 18.9% of the
variance); and empathy (two items, accounting for 17.3% of the variance). Internal
consistency for the three scales were examined using Cronbach’s alpha. The alpha

was good for negative emotion (a = .744), adequate for positive emotion (a = .615)

and poor for empathy (a = .485).

Due to the poor internal consistency for empathy a decision was made to explore the
internal consistency if anxiety was incorporated into the negative emotion factor,
where it also loaded highly. Once anxiety was included within the negative emotion
factor this variable was found to have good internal reliability (a = .783). Therefore
anxiety appeared to statistically fit best with the negative emotion. For the remainder
of the analysis the negative emotion factor will therefore include: Disgust;
Depressed; Anger; Pity; and Anxiety, the Positive Emotion factor will include: Happy;
Relaxed; and Affection, and the, newly labelled, Sympathy factor will only include the

Sympathy item.

Wiener (1979) has previously included pity and sympathy together as positive
emotion and disgust and anger together in negative emotion. Dagnan et al (1998) in
their original study of CB grouped Anger, Disgust, Anxiety and Depression and
negatively correlated relaxed into a ‘Negative Emotion’ variable and Sympathy, Pity
and Loving into ‘Positive Emotion’. Happy was excluded as it did not sufficiently load
onto a factor. However, the current factors most accurately represent the affect
experienced by this sample in relation to working with overweight PwLD. Therefore,
for the remainder of the analysis, negative emotion, positive emotions and sympathy

were used in line with the PCA and Cronbach’s alpha above.
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2.7.3 Testing for parametric appropriateness. Prior to testing the
hypotheses all key variables were tested for their suitability for parametric statistical
analyses. Kolmogorov-Smirnov, Shaprio-Wilk and Kurtosis tests were completed to
determine whether each of the variables were normally distributed (Table 3). These
tests showed that Controllability, Stability, Negative Emotion, Sympathy, Optimism
and Helping were not normally distributed. These variables were subjected to
squareroot and logarithm transformations but only log Controllability and log
Negative Emotion became normally distributed as examined through further
Kolmogorov-Smirnov tests. The other key variables: Stability; Sympathy; Optimism;
and Helping, remained deviant from normal distribution after these transformations,

violating the assumptions of normality.

3 Results

3.1 Participant Demographics
Eighty DCS participated in this study, 67 females and 13 males, ranging from 21 to

60 years old (s.d. 2.15). Eighteen participants worked in NHS services, 20 worked in
private residential services, eight worked in private day services and 27 worked in
other services, such as local council services, agency and supported living. Twenty
six participants had been working with PwLD for six months to five years, 24
participants from five to ten years and 30 participants for more than ten years. Fifty
three of these participants had no formal training on obesity, 14 had limited training,
six reported a fair amount of training, four had received detailed training and three

reported having had extensive training.
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Table 3:

Kurtosis and normality assessments of the key variables.

Variable Kurtosis Shaprio-Wilk Kolmogorov-
Smirnov

Locus of control 0.126 (532) 0.979 0.092
Controllability -0.981 (0.541) 0.94** 0.13**
Stability -0.701 (0.532) 0.893** 0.176**
Negative emotion -0.201 (0.538) 0.918* 0.137*
Sympathy -0.230 (0.538) 0.921** 0.191**
Positive emotion -.0634 (0.545) 0.959* 0.093
Optimism 0.84 (0.541) 0.915** 0.129**
Helping 1.865 (0.538)** 0.611* 0.415*
Log controllability -1.071 (0.541)* 0.943** 0.101
Sqart controllability -1.153 (0.541)* 0.951* 0.101*
Log negative emotion 0.962 (0.538) 0.959* 0.088
Sqgrt negative emotion -0.726 (0.538) 0.95* 0.104*

Note: Significant results indicate a significant deviation from normality
** A significant result at the statistically significant level of 0.01.
*A significant result at the statistically significant level of 0.05.

3.2 Case Example Demographics
Of the clients that participants chose as their case examples 45 were male and 35

were female. Fifteen clients were between the ages of 16 and 25 years, 17 between
26 and 35 years, 25 between 36 and 45 years, 17 between 46 and 55 years and six
from 56 years and older. Eleven of these clients were reported to have had mild LD,
49 had a moderate LD, one had a moderate to severe LD, 16 had a severe LD and
three had a profound LD. When reporting their client’s level of independence three

were of complete independence, 12 with modified independence, 24 required
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supervision, 18 required minimal assistance, 18 required maximal assistance and
four were completely dependent. One case example’s level of dependency was

missing.

3.3 Key Variable Descriptives
Descriptive statistics were calculated on the key variables to ascertain overall: how

DCS perceived obesity across the causality dimensions; their affect; their level of

optimism; and their willingness to help.

The means and standard deviations from each key variables are represented in
Table 4. Overall DCS reported their clients’ excess weight as fairly stable, neutral in
locus of control and low on controllability. DCS reported high level of optimism, low
levels of negative and positive emotion and moderate to high levels of sympathy.
Overall DCS reported high levels of willingness to help and there was very little
variation in this measure.

Table 4:

Descriptive statistics for key variables.

Variable (Scale) N Mean (sd) Range
Stability (1-7) 80 5.33 (1.45) 2-7
Internality (1-9) 80 5.01 (1.63) 1-9
Controllability (1-7) 77 2.72 (1.27) 1-5.75
Optimism (1-5) 77 4.06 (0.79) 1.40-5
Negative emotion (1-7) 78 2.38 (1.14) 1-5.40
Positive emotion (1-7) 76 2.83 (1.23) 1-6
Sympathy (1-7) 78 4.76 (1.55) 1-7

Willingness to help (1-7) 78 6.67 (0.60) 5-7
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3.4 Correlations
Baron and Kenny (1986) report that to test for mediation, each variable must be

significantly correlated with one another. Therefore each variable was reviewed in
terms of their correlations. Due to the responses being ordinal data and not normally
distributed, Spearman’s correlations were completed using 1,000 bootstrapped

samples (see table 5).

Weiner’s attribution theory (1980; 1986) predicts that the two hypothesised
attribution variables, Controllability and Stability, would be associated with
Willingness to Help. The current data found that Controllability (r = -.127, n.s.) and

Stability (r = .038, n.s.), were not significantly correlated to Willingness to Help.

Weiner (1980) hypothesised that controllability would be positively correlated with
Negative Emotion and negatively correlated with Positive Emotion (including
Sympathy). However the current data showed no significant correlations between
Controllability and Sympathy (r =.203, n.s), Negative Emotion (r = -.033, n.s.) or
Positive Emotion (r = -.016, n.s.). This model also hypothesises that Positive
Emotion, which included Sympathy, should be positively correlated with Willingness
to Help and Negative Emotion should be negatively correlated to Willingness to Help.
However neither Negative Emotion (r = .006, n.s.), Positive Emotion (r =-.119, n.s.)

nor Sympathy (r =-.059, n.s.) were correlated with reported Willingness to Help.

Weiner (1986) hypothesised that Stability would be negatively correlated with
Optimism and that Optimism would correlate with Willingness to Help. The current

data indicates that Stability is not significantly correlated to Optimism (r = .034, n.s),
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but Optimism was significantly correlated to staff reports of Willingness to Help (r =

394, p <.01).

The basic conditions required to enable the testing for a mediated effect were not
met (Baron & Kenny, 1986). These basic conditions included the significant
correlations between: the causal attribution dimensions (the proposed causal
variable) and helping behaviour (the proposed outcome); the causal attribution
dimensions (the proposed causal variable) and affective dimensions and optimism
(the proposed mediators); and optimism and affect (the proposed mediators) and

helping behaviour (the proposed outcome).

From these correlations we can see that several of the variables correlated have
been found in the previous literature despite not being predicted by Weiner’'s (1980;
1986) theories. As expected there was a significant correlation between Stability
and Controllability attributions (r =.258, p < .05), a significant positive correlation
between Negative Emotion and Sympathy (r = .339, p <.01) and a significant
negative correlation between Negative Emotion and Optimism (r =-.232, p < .05).
Figure 3 provides a visual representation of the positive and negative associations

found using these correlations.
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Table 5:

Correlations for the key variables in Wiener’s model.

Correlation Coefficents (Bootstrapped 95% confidence intervals)

Stability Controllability Sympathy Negative Positive Optimism Helping
Emotion Emotion

Stability 236 .025 .046 .092 .034 .038
(-.007 -.458) (-.196-.232) (-.163 -.254) (-.139-305)  (-.209-.278) (-.191-.272)

Controllability -.203 -.005 -.016 -.060 -.127
(-.395 -.007) (-.232-.229) (-.245-205)  (-.281-.163) (-.358-.107)

Sympathy .320” .035 100 -.059
(.085-.548) (-179-253)  (-.131-.308) (-.249-.142)

Negative .023 -.250 -.006
Emotion (-217-261)  (-.457--.017) (-.221-.219)

Positive emotion -.088 -.119
(-.326-.161) (-.342-.102)

Optimism 394"
(.189-.579)

Helping

** A significant result at the statistically significant level of 0.01.
*A significant result at the statistically significant level of 0.05.
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Figure 3: Representation of the significant correlations found with key variables.

An assessment of all correlations (see table 6) indicates that there also appears to
be an expected positive correlation between participant age and LD experience (r
=.413, p< .05) and LD severity and level of dependence (r =.353, p<.01). There was
also a negative relationship between LD severity and controllability (r = -.381, p<
.01), a negative correlation between LD severity and internality (r = -.284, p< .05)
and a negative correlation between level of dependence and controllability (r = -.273,

p<.05).



Table 6: Correlations between all key variables measured.

2 3 5 6 7 8 9 10 11 12 13 14
1.Participant 413" -013 -065 135 203 -060 .115 216  -.034  -.059 .075 168
j (18- (-.26-.21) (-.31-18)  (-12-  (-.03- (-.28- (-.12- (00-  (-27-20) (-.30-19) (-.16-.30) (-.10-.43)
age .60) .36) 42) 16) 34) .40)
_ 222 -.051 -.022 .131 -.134 -.054 .040 -.147 .086 .143 263"
2.LD experience (-.03-.41) (-.29-17)  (-26-  (-.09- (-.35- (-.28-  (-21-  (-40-13) (-.19-33) (-.09-37)  (.04-.48)
21) 34) .09) 18) 26)
3.0besity -070  .042 -003 .092 .106 .109  .117 189 -027  -.213
o (-.28-16)  (-.18-  (-.24- (-.14- (-15-  (-12-  (-12-34) (-.04-40) (-26-19) (-.46-.03)
training 26) 26) 31) 35) 35)
.353" 167 -170 -.381" -.284" .007 -.032 .012 -.014 .148
4.LD severity (11-58)  (-.08-  (-38-  57-- (. 48--  (-22- (-26-21) (-19-24) (-24-20) (-.10-.37)
41) .05) 18) .07) 26)
5.Level of 117 -105 -273 -141 137 057  -.032 121 072
j (-12-  (-32- 46--  (-38-  (-09- (-.15-29) (-28-.18) (-.14-36) (-.18-.33)
dependence 34) 13) .06) 1) 37)
) 147 -.037 215 .081 -.054 119 -.021 -.028
6.Client age (-.09- (-.25- (.01- (-14-  (-28-17) (-.10-35) (-.25-20) (-.25-.20)
.38) 18) 41) 29)
. 237 .385" .026 .048 .098 .034 .030
7.Stability (.00-.45)  (16- (-19-  (-.15-.25) (-12- (-.22-29)  (-.20-.26)
.58) .23) .32)
3 496" -203 -009  -.026 -.058 -.121
8.Controllability (.30- (-40-  (-26-21) (-.24-2)  (-.28-18) (-.37-.12)
67) .01)
9.Locus of 022 .057 .088 -087  -.154
(-.23-  (-18-29) (-.14-32) (-.34-.15)  (-.36-.05)
Control .26)

321" 035 .099 -.062
10.Sympathy (08-55) (-19-27) (-12-30) (-27-13)
11.Negative .023 -.251° -.003
Emotion (-.24-28) (45--01) (-.23-.23)
12.Positive -.090 -.096
Ermoti (-.33-.17) (-.31 -

motion 15)
. .399”
13.0Optimism (17-59)
14.Helping

**Significant at the 0.01 statistical significance level.
*Significant at the 0.05 statistical significance level.
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4. Discussion

4.1 The aims of the study

The present study aimed to assess the application of Weiner's cognitive-emotion-
action of motivated behaviour (1980) and theory of achieved motivation (1986) to
DCS working with overweight PwWLD. It was hypothesised that staff would perceive
obesity in PwLD as: internally controllable; that this would be negatively correlated to
willingness to help; and mediated through positive emotions (such as sympathy and
pity) and negative emotions (such as anger and disgust). Stable attributions were
also originally hypothesised to be negatively correlated with willingness to help, a

relationship mediated by optimism.

Overall the findings do not support these models as attributions for obesity did not
have a primary role in staffs’ willingness to help, affect was not sufficiently
associated with causal attributions or willingness to help, and optimism was
associated with willingness to help but not stability. Due to a lack of basic
associations between: attribution and helping; attribution and affect and/or optimism;
and affect and/or optimism with willingness to help, it was not possible to progress to

a mediation analysis.

4.2 Weiner’s theories of helping behaviour

DCS controllability attributions for overweight PwLD were not associated with
willingness to help nor to sympathy, negative emotion or positive emotion.
Furthermore neither sympathy, positive nor negative emotion were associated with
willingness to help. The CB literature has also found particularly varied results in

Weiner’s (1980; 1986) model of helping behaviour with several studies not
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discovering any association between controllability and positive and negative
emotion (e.g. Sharrock et al., 1990; Rose & Rose, 2005) and some not finding an
association between controllability and helping (Jones & Hastings, 2003; Dagnan &
Cairns, 2005). However, Dagnan et al. (1998) found a full mediating effect of
negative affect between controllability and willingness to help. Overall there is little
evidence for the applicability of Weiner’'s (1980; 1986) attribution model in this weight

context.

4.3 Individual key variables

4.3.1 Attributions. Increased internal attributions were associated with more
stable and controllable attributions of clients’ excess weight. Overall DCS attributed
client’s obesity as stable, neutral in terms of internality and low in controllability.
These findings were contrary to the obesity literature where obesity has been
associated with internal and controllable attributions by professionals (e.g. Harvey &

Hill, 2001) and the general population (e.g. Sikorski et al., 2012).

Jeong et al. (2007) and Menec and Perry (1998) have demonstrated that when
biological causes for obesity are given, perceived controllability is reduced and the
CB literature indicates that reduced controllability is associated with clients’
dependency (Stanley & Standen, 2000) and LD severity (Tynan & Allen, 2002). The
current study also shows the expected positive association between LD severity and
dependency and a negative relationship between LD severity and controllability and
internal attributions. Furthermore increased dependency was associated with
lowered controllability attributions. It is possible that LD DCS attribute clients’ weight
management problems to biological, such as factors associated with their LD, factors

or due to their cognitive ability and levels of independence. DCS could also consider
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the task difficulty (external, unstable and uncontrollable factor) and level of ability
(internal, stable and uncontrollable factor), as proposed in Weiner’s (1979) model, in
adhering to healthy lifestyles in PwLD as more of a causal factor than exerted effort
(internal, unstable and controllable factor), positively impacting their willingness to
help. In addition, as DCS'’s perceived external causes were not assessed in the
study it is uncertain whether external controllability and stability influenced their

willingness to help.

4.3.2 Affect. Weiner's (1980) model discussed anger and disgust as negative
emotions and sympathy and pity as positive emotions. The current findings
demonstrate that with PwLDs’ obesity, DCSs’ pity and sympathy did not factor
together. Instead pity factored onto negative emotion with disgust, anger, anxiety
and depression. Affection, happiness and relaxed factored onto the variable labelled
positive emotion and sympathy remained an item on its own. This is an important
finding especially as other researchers have not investigated the reliability of their

emotion variables.

Overall DCS responded to their clients’ weight with low levels of negative and
positive emotion but with moderate to high levels of sympathy. Again although the
PCA indicated that sympathy and negative emotions had different underlying
structures, DCS sympathy appeared to be positively associated with negative
emotions, which was surprising. Previous CB literature has used emotional items
inconsistently, for example only anger and sympathy (e.g. Wanless & Jahoda, 2002)
or the Emotional Responses to CB scale separating emotions into depression/anger

and fear/anxiety (e.g. Mitchell & Hastings, 2001), and the obesity literature discusses
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feelings of anger or pity (e.g. Menec & Perry, 1998). The current study poses
questions about the appropriateness of pity and anger being grouped as opposing

emotions. Future studies should assess for reliability of emotional factors.

4.3.3 Optimism. Overall DCS were optimistic about health change and this
was inversely associated between negative affect. The previous research in CB has
shown that staff have low reported optimism (Rose & Rose, 2005), however, the
obesity literature did not explore optimism (Weiner, Perry, & Magnusson, 1988;

Menec & Perry, 1998; Jeong, 2007).

4.3.4 Willingness to Help. DCS were very willing to help, with little variation
in this measure indicating a possible ceiling effect. Rose and Rose (2005) also
discovered that staff showed strong willingness to help PwLD who engage in CB. It
is questionable whether it is valid to ask paid carers, whose profession is to care for
others, if they are likely to be willing to help their clients or not. As argued by
Sharrock et al (1990) that professionals are required to make decisions about who to
help when restricted in time and resources and attributions may impact this decision
making. However these contextual factors are not considered and future research

would benefit from observational studies in a typical busy context.

4.3.5 Demographics. Several associations were also found between DCS
demographics and controllability with willingness to help, however as these were not
originally hypothesised so should be taken with caution. There was a positive
association between years of LD experience, but not level of training, and willingness

to help. Furthermore as expected the higher LD severe the lower the reported
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internality and controllability. Higher levels of dependence were also associated with
lower controllability ratings as anticipated by previous research in CB in PwLD (e.g.
Tyran & Allen, 2002). Therefore DCS’s LD experience, LD severity and dependency

are likely to be areas of future research interest in PwLDs’ weight management.

4.4 Understanding current findings

Weiner’'s (1980; 1986) theory was originally proposed for low frequency behaviours
and may be less appropriate for regular behaviours to which staff may habituate
(Sharrock et al, 1990; Bailey et al., 2006). This may be particularly relevant in
relation to chronic obesity behaviours, such as inactivity and unhealthy diet, which
may not have the same challenge for staff as self-injurious behaviour (e.g. Elgie &
Hastings, 2002). Therefore staffs’ emotional reactions and attributional processes

may differ.

Despite this, previous studies on obesity has shown support for attribution theory in
the general public. When asking people to attune to issues of obesity research has
shown that ‘behavioural’ causes, compared to genetic causes, were associated with
considerably higher controllability, greater anger and less pity where pity was

associated with willingness to help (Menec & Perry, 1998).

Several studies have linked staff attributional styles, affect and helping behaviours to
staff coping and burn out (Mitchell & Hastings, 2001; Hill & Dagnan, 2002). The
current study indicated that DCS reported low levels of emotions, apart from
sympathy, and controllability. Therefore it would be interesting to explore staff ways

of coping with clients’ inactivity and unhealthy dietary habits on a daily basis.
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4.5 Strengths and Limitations
This was the first study to our knowledge on DCS perceptions of obesity in the LD

population using Weiner’s attributional model. Previous research in the CB area has
focused on hypothetical situations and hypothetical people (e.g. Dagnan et al., 1998)

rather than use real clients’ situations and this study addressed this limitation.

The current study included staff recalling an overweight client that they currently or
previously have worked with and then completed ratings on their reactions to their
weight. When asking staff to recall previous clients and their responses to their
health behaviours it is possible that the temporal distance influenced respondents’
understanding of their client’s behaviour and their reactions. Despite this several
other CB studies have used staff reports with a temporal delay (Bailey at al., 2006).
Future research should aim to explore staffs’ real-time reactions to health

behaviours.

Reported willingness to help may not adequately map onto staff's actual helping
behaviours (Bailey et al, 2006). Firstly there are concerns around whether staff’s
reported willingness to help would match their actual willingness to help. Secondly,
some staff’s notions of helping behaviour may not be efficacious responsive to
behaviours, for example through inadvertently reinforcing unhealthy behaviours, or
using counter-productive strategies, such as stigmatising language in an attempt to
motivate clients in making healthier choices (Puhl & Heuer, 2010). Furthermore the
rating items for staff's willingness to help was not sufficiently sensitive and, therefore,
a ceiling effect was found. This measure’s lack of sensitivity may have had a

significant impact on the non-significant findings in the study. In future a combination
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of observational studies and ratings relating to proactive and counter-productive

methods of helping may be beneficial.

DCS were not asked for any contextual information about their client, for example
why they chose their client and whether this was influenced by feeling particularly
sympathetic towards them or finding their behaviour particularly challenging.
Factors, such as client’s ability, effort and task difficulty in their context, specific to
their health would have provided further clarity on why DCS chose their particular
causality dimensions and how this impacted their responses. The questionnaire was
structured to focus on internal stability and did not address DCS perceived
attributions of external stability which may have biased their reported willingness to
help. According to Wiener’'s (1980) model if external causal factors were also
viewed as unstable then DCS would have been more likely to feel that they had self-
efficacy in improving the environment, therefore high optimism and willingness to
help in health change. Further contextual information, for example external factors,

would be helpful in future studies to provide clarity and reduce potential bias.

The impact of service limitations and environmental factors were also not taken into
consideration in this study. Dilworth, Phillips and Rose (2011) discovered that lower
levels of controllability attributions for CB were linked to a higher quality organisation,
where the physical and social environment was appropriate and well structured.
Therefore the environmental factors and how these relate to staff attributions are

likely to be important in future research on staff attributions of obesity.
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4.6 Clinical implications

The current findings pose questions around why DCS are willing to help with PwLDs’
weight but PwWLD continue to have high levels of obesity, inactivity and unhealthy
diets. DCS were shown to attribute an individual’s excess weight slightly more to
internal factors meaning that DCS may not be fully aware of the extent to which a
service’s obesogenic environment, poor nutritional options and a lack of activity
choices impacts on an individual (Lennox, 2002). In addition this vulnerable
population is strongly influenced by the effectiveness of the system around them
(Joint Commissioning Panel for Mental Health, 2013), therefore it may be expected
that more complex organisational factors are at play in LD services compared to the
general population. This may mean that the impact of DCS attributions on helping
behaviour may be diluted through other multiple factors which would need to be
considered, such as staff self-efficacy, staffing levels and service funding of healthier

lifestyle choices.

It would be helpful for staff to improve their health knowledge by having further
training on how to support their clients to engage in healthier behaviours in a
constructive way. This is particularly pertinent as 66% of the staff sample did not
have any formal weight management training. DCS’s optimism for health change
was a promising finding and considering this was positively associated with
willingness to help it would also be important for services to continue to support their
staff and guard against burnout, which is common in LD services (Rose, Mills, Silva

& Thompson, 2013).
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4.7 Future research
Future research should endeavour to address the limitations highlighted by

investigating:

o Staff beliefs about the internal causes of obesity in their clients.

e How client’s perceived cognitive functioning and dependency are related to
DCS’s obesity attributions and how they support their clients with their health.

e How DCS help their clients’ with their health behaviours and how these are
associated with their attributions, affect and optimism through using
observational methods.

e The impact of environmental factors, such as staff ratios, available activities
and health choices, on staff attributions, affect and helping behaviours.

e How staff emotionally cope with overweight clients with poor health
behaviours, for example do DCS lack affect due to habituation or their coping
strategies?

e The impact of staff health training on managing attributions, affect, optimism

and the type of helping behaviour provided.

4.8 Conclusion
Weiner’'s (1980; 1986) attribution theories were not supported for DCS in the context

of PwLD weight management. DCS reported as being very willing to help their
clients but this was not associated with their attributions or affect, however there was
an association between optimism and willingness to help. Further research is
required to explore helping behaviour in staff using more direct methods and to
distinguish between staff willingness to help and actual effective helping behaviours.

This research has clinical implications for staff training.



SECTION B 99

5. References
Allen, C. 1., Gillespie, C. R. & Hall, J. N. (1989). A comparison of practices, attitudes

and interactions in two established units for people with a psychiatric
disability. Psychological Medicine, 19, 459-467.
Doi:10.1017/S0033291700012496

Bailey, B. A., Hare. D. J., & Limb, K. (2006). The response to challenging behaviour
by care staff: emotional responses, attributed to cause and observations of
practice. Journal of Intellectual Disability Research, 50 (3), 199-211. doi:
10.1111/j.1365-2788.2005.00769.x

Baron, R. M., & Kenny, D. A. (1986). The moderator-mediator variable distinction in
social psychological research: Conceptual, strategic and statistical
considerations. Journal of Personality and Social Psychology, 51, 1173-1182.
doi: 10.1037/0022-3514.51.6.1173

Crandall, C. S., D’Anello, S., Sakalli, N., Lazarus, E., Nejtardt, G. W., Feather, N. T.
(2001). An attribution-value model of prejudice: Anti-fat attitudes in six
nations. Personality and Social Psychology Bulletin, 27(1), 30-37. doi:
10.1177/0146167201271003

Dagnan, D., & Cairns, M. (2005). Staff judgements of responsibility for the
challenging behaviour of adults with intellectual disabilities. Journal of
Intellectual Disability Research 49, 95-101. doi 10.1111/j.1365-
2788.2005.00665.x

Dagnan, D., Trower, P., & Smith, R. (1998). Care staff responses to people with
learning disabilities and challenging behavior: A cognitive emotional analysis.
British Journal of Clinical Psychology, 37, 59-68.

Department of Health. (2005). Disability Discrimination Act. Retrieved from

http://www.legislation.gov.uk/ukpga/2005/13/pdfs/ukpga_20050013_en.pdf


http://dx.doi.org/10.1111/j.1365-2788.2005.00769.x
http://psycnet.apa.org/doi/10.1037/0022-3514.51.6.1173
http://dx.doi.org/10.1111/j.1365-2788.2005.00665.x
http://dx.doi.org/10.1111/j.1365-2788.2005.00665.x
http://www.legislation.gov.uk/ukpga/2005/13/pdfs/ukpga_20050013_en.pdf

SECTION B 100

Department of Health (2007). Promoting equality: A response from the department
of health to the disability rights commissioning board, “equal treatment:
Closing the gap. Retrieved from http://www.oxleas.nhs.uk/site-media/cms-
downloads/Promoting_Equality - DH_response_to DRC_March_07.pdf

Department of Health (2013). Reducing obesity and improving diet. London:
Department of Health. Retrieved from
https://www.gov.uk/government/policies/reducing-obesity-and-improving-diet

Dilworth, J. A., Phillips, N., & Rose, J. (2011). Factors relating to staff attributions of
control over challenging behaviours. Journal of Applied Research in
Intellectual Disabilities, 24 (1), 29-38. doi: 10.1111/j.1468-3148.2010.00570.x

Dolphin, L., & Hennessy, E. (2014). Adolescents’ perceptions of peers with
depression: An attributional analysis. Psychiatry Research, 218 (3), 295-302.
doi: 10.1016/j.psychres.2014.04.051

Dykema, J., Bergbower, K., Doctora, J. D., & Peterson, C. (1996). An attributional
style questionnaire for general use. Journal of Psychoeducational
Assessment, 14, 100-108. Doi: 10.1177/073428299601400201

Elgie, S. & Hastings, R. P. (2002). Staff definitions of challenging
behavior. Education and Training in Mental Retardation and Developmental
Disabilities, 37 (2), 202-208.

Field, A. (2005). Discovering Statistics using SPSS (Second edition). London: Sage.

Garety, P. A., & Morris, |. (1984). A new unit for long-stay psychiatric patients:
Organization, attitudes and quality care. Psychological Medicine, 14 (1), 183-
192. doi: 10.1017/S0033291700003196

Grieve, A., McLaren, S., Lindsay, W., & Culling, E. (2009). Staff attitudes towards

the sexuality of people with learning disability: A comparison of different


http://www.oxleas.nhs.uk/site-media/cms-downloads/Promoting_Equality_-_DH_response_to_DRC_March_07.pdf
http://www.oxleas.nhs.uk/site-media/cms-downloads/Promoting_Equality_-_DH_response_to_DRC_March_07.pdf
https://www.gov.uk/government/policies/reducing-obesity-and-improving-diet
http://dx.doi.org/10.1016/j.psychres.2014.04.051
http://dx.doi.org/10.1177/073428299601400201
http://wrap.warwick.ac.uk/57748/
http://wrap.warwick.ac.uk/57748/
http://dx.doi.org/10.1017/S0033291700003196

SECTION B 101

professional groups and residential facilities. British Journal of Learning
Disabilities, 37 (1), 76-84. doi: 10.1111/j.1468-3156.2008.00528.x

Hamilton, S., Hankey, C. R., Miller, S., Boyle, S., & Melville, C. A. (2007). A review
of weight loss interventions for adults with intellectual disabilities. Obesity
Reviews, 8, 339-345. doi: 10.1111/j.1467-789X.2006.00307.x

Harris M, & Steven R (1984). A pilot investigation of a behavioral weight control
program with mentally retarded adolescents and adults: Effects on weight,
fitness, and knowledge of nutritional and behavioral principles. Rehabilitation
Psychology, 29, 177-182. doi: 10.1037/h0090986

Harvey, E. L., & Hill, A. J. (2001). Health professionals’ views of overweight people
and smokers. International Journal of Obesity, 25, 1253-1261. doi:
10.1038/sj.ij0.0801647

Harvey, E. L., Summerbell, C. D., Kirk, S. F. L., & Hill, A. J. (2002). Dieticians’ views
of overweight and obese people and reported management practices.
Journal of Human Nutrition and Dietetics, 15, 331-347. doi: 10.1046/j.1365-
277X.2002.00385.x

Hastings, R. P. (1997). Measuring staff perceptions of challenging behaviour: the
Challenging Behaviour Attributions Scale (CHABA). Joumal of Intellectual
Disability Research, 41 (6), 495-501.

Heider, F. (1958). The Psychology of Interpersonal Relations. New Jersey:
Lawrence Eribaum Associates.

Heller, T., Hsieh, K., & Rimmer, T. (2003). Barriers and Supports for exercise
participation among adults with Down syndrome. Journal of Gerontological

Social Work, 38, 161-178. doi: 10.1300/J083v38n01_03


https://www.google.co.uk/search?biw=1920&bih=986&q=Rehabilitation+Psychology&sa=X&ei=0PMjVd3YJ6u07gbou4HgDA&ved=0CBoQ7xYoAA
https://www.google.co.uk/search?biw=1920&bih=986&q=Rehabilitation+Psychology&sa=X&ei=0PMjVd3YJ6u07gbou4HgDA&ved=0CBoQ7xYoAA
http://psycnet.apa.org/doi/10.1037/h0090986

SECTION B 102

Hilbert, A., Rief, W., & Braehler, E. (2008). Stigmatizing attitudes toward obesity in a
representative population-based sample. Obesity, 16 (7), 1529—1534.
doi: 10.1038/0by.2008.263.

Hill, C., & Dagnan, D. (2002). Learning disabilities and challenging behaviour
helping, attributions, emotions and coping style in response to people with
learning disabilities and CB. Journal of Intellectual Disabilities, 6, 363. doi:
10.1177/146900470200600403

Jeong, S-H. (2007). Effects of news about genetics and obesity on controllability
attribution and helping behaviour. Health Communication, 22 (3), 221-228.
doi: 10.1080/10410230701626877

Joint Commissioning Panel for Mental Health. (2013). Guidance for Joint
Commissioners of Mental Health Services for People with Learning
Disabilities. Retrieved from http://www.jcpmh.info/wp-content/uploads/jcpmh-
learningdisabilities-guide.pdf

Jones, C., & Hastings, R. P. (2003). Staff reactions to self-injurious behaviours in
learning disability services: Attributions, emotional responses and helping.
British Journal of Clinical Psychology, 42, 189-203.
doi:10.1348/014466503321903599

Lennox, N. (2002). Health promotion and disease prevention. In V. P. Prasher, & M.
P. Janiski (Eds). Physical health for adults with learning disabilities. Oxford,
UK: Blackwell Publishing.

Lucas, V. L., Collins, S., & Langdon, P. E. (2009). The causal attributions of
teaching staff towards children with intellectual disabilities: A comparison of

‘vignettes’ depicting challenging behaviour and ‘real’ incidents of challenging


http://www.jcpmh.info/wp-content/uploads/jcpmh-learningdisabilities-guide.pdf
http://www.jcpmh.info/wp-content/uploads/jcpmh-learningdisabilities-guide.pdf

SECTION B 103

behaviour. Journal of Applied Research in Intellectual Disabilities, 22, 1-9.
doi: 10.1111/j.1468-3148.2008.00428.x

Marteau, T. M. (1995). Health beliefs and attributions. In Broome, A., & Llewelynn,
S (eds). Health psychology: Processes and applications. London: Chapman
and Hall.

Marteau, T. M. & Johnston, M. (1987). Health psychology: The danger of neglecting
psychological models. Bulletin of the British Psychological Society, 40, 81-84.

Mencap. (2007). Death by Indifference: Following up the treat me right report.
Mencap. Retrieved from
https://www.mencap.org.uk/sites/default/files/documents/2008-
03/DBlreport.pdf

McAuley, E., Duncan, T., & Russell, D. (1992). Measuring causal attributions: The
revised Causal Dimension Scale (CDSII). Personality and Social Psychology
Bulletin, 18, 566-573. doi: 10.1177/0146167292185006

Melville, C. A., Hamilton, S., Hankey, C. R., Miller, S., & Boyle, S. (2007). The
prevalence and determinants of obesity in adults with intellectual disabilities.
Obesity Reviews, 8 (3), 223-230. doi: 10.1111/j.1467-789X.2006.00296.x

Menec, V. H., & Perry, R. P. (1995). Reactions to stigmas: The effects of target’s
age and controllability of stigmas. Journal of Aging and Health, 7, 365-383.

Michael, J. (2012). Healthcare for all: Report of the independent inquiry into access
to healthcare for people with learning disabilities. Retrieved from
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.
uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalass

et/dh_106126.pdf


https://www.mencap.org.uk/sites/default/files/documents/2008-03/DBIreport.pdf
https://www.mencap.org.uk/sites/default/files/documents/2008-03/DBIreport.pdf
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_106126.pdf
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_106126.pdf
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_106126.pdf

SECTION B 104

Mitchell, G., & Hastings, R. P. (2001). Coping, burn-out and emotion in staff working
in community services for people with CB. American Journal of Mental
Retardation, 106, 448-459. doi:10.1352/0895-8017

Moores, B., & Grant, W. B. (1976). Nurse expectations for accomplishments of
mentally retarded patients. American Journal of Mental Deficiency, 80, 644-
649.

Morgan, G. M., & Hastings, R. P. (1998). Special educators’ understanding of
challenging behaviours in children with learning disabilities: Sensitivity to
information about behaviour function. Behavioural and Cognitive
Psychotherapy, 26, 43-52. doi: 10.1017/S1352465898000058

National Obesity Observatory (2010). Adult Obesity and Socioeconomic Status.
Retrieved from
http://www.noo.org.uk/uploads/doc/vid_7929 Adult%20Socioeco%20Data%2
0Briefing%200ctoberv%202010.pdf

Noone, S. J., Jones, R. S. P., & Hastings, R. P. (2006). Care staff attributions about
challenging behaviors in adults with intellectual disabilities. Research in
Developmental Disabilities, 27 (2), 109-120. doi:10.1016/j.ridd.2004.11.014

Preacher, K. J., & Hayes, A. F. (2008). Asymptotic and resampling strategies for
assessing and comparing indirect effects in multiple mediator models.
Behaviour Research Methods, 40, 879-891. doi: 10.3758/BRM.40.3.879

Puhl, R., & Brownell, K. D. (2002). Eating disorders and obesity: A comprehensive
handbook. In Fairburn, C. G., & Brownell, K. D. (eds). Stigma, discrimination,

and obesity (pp.108—-112). New York: The Guilford Press.


http://dx.doi.org/10.1352/0895-8017(2001)106%3C0448:CBAEIS%3E2.0.CO;2
http://dx.doi.org/10.1017/S1352465898000058
http://www.noo.org.uk/uploads/doc/vid_7929_Adult%20Socioeco%20Data%20Briefing%20October%202010.pdf
http://www.noo.org.uk/uploads/doc/vid_7929_Adult%20Socioeco%20Data%20Briefing%20October%202010.pdf
http://www.researchgate.net/journal/0891-4222_Research_in_Developmental_Disabilities
http://www.researchgate.net/journal/0891-4222_Research_in_Developmental_Disabilities

SECTION B 105

Puhl, R., & Heuer, C. A. (2010). Obesity stigma: Important considerations for public
health. American Journal of Public Health, 100 (6), 1019-1028.
doi: 10.2105/AJPH.2009.159491

Rose, J. (1999). Stress and residential staff who work with people who have a
learning disability: A factor analytic study. Journal of Intellectual Disability
Research, 43, 268-278.

Rose, J., Mills, S., Silva, D., Thompson, L. (2013). Testing a model to understand the
link between client characteristics, organisational variables, staff cognitions
and burnout in care staff. Research in Developmental Disabilities, 34 (3), 940
-947.

Rose, D., & Rose, J. (2005). Staff in services with people with intellectual disability:
The impact of stress on attributions of challenging behavior. Journal of
Intellectual Disability Research, 49 (11), 827-38. doi: 10.1111/j.1365-
2788.2005.00758.x

Royal College of Nursing. (2013). Meeting the health needs of people with learning
disabilities: RCN guidance for nursing staff. Retrieved from
https://www.rcn.org.uk/__data/assets/pdf_file/0004/78691/003024.pdf

Scope. (2015). Challenging behaviour. Retrieved from
http://www.scope.org.uk/Support/Parents/Behaviour/What-is-challenging-
behaviour

Sharrock, R., Day, A., Qazi, F., & Brewin, C. R. (1990). Explanations by professional
care staff, optimism and helping behaviour: An application of attribution
theory. Psychological Medicine, 20, 849-855. doi:

10.1017/S0033291700036540


http://dx.doi.org/10.2105%2FAJPH.2009.159491
https://www.rcn.org.uk/__data/assets/pdf_file/0004/78691/003024.pdf
http://www.scope.org.uk/Support/Parents/Behaviour/What-is-challenging-behaviour
http://www.scope.org.uk/Support/Parents/Behaviour/What-is-challenging-behaviour
http://dx.doi.org/10.1017/S0033291700036540

SECTION B 106

Sikorski, C., Luppa, M., Kaiser, M., Glaesmer, H., Schomerus, G., Kéneg, H-H. &

Reidel-Heller, S. G. (2011). The stigma of obesity in the general public and its

implications for public health — a systematic review. British Medical Council

Public Health, 11,611-619. do0i:10.1186/1471-2458-11-661
Sikorsk, C., Riedel, C., Luppa, M., Schulze, B., Warner, P., Konig, H., & Riedel-
Heller, S. G. (2012). Perception of overweight and obesity from different
angles: a qualitative study. Scandinavian Journal of Public Health, 40, 271-
277. doi: 10.1177/1403494812443604.
Smyth, C. M. & Bell, D. (2006). From biscuits to boyfriends: The ramifications of
choice for people with learning disabilities. The Author’s Journal Compilation,
34, 227-236. doi: 10.1111/j.1468-3156.2006.00402.x
Spanos, D., Melville, C. A., & Hankey, C.R. (2013). Weight management
interventions in adults with intellectual disabilities and obesity: A systematic
review of the evidence. Nutrition Journal, 12, 132-148. doi:10.1186/1475-
2891-12-132.
Stanley, B., & Standen, P. J. (2000). Carers’ attributions for challenging behavior.
Journal of Clinical Psychology, 39, 157-168. doi: 10.1348/014466500163185
The Disability Rights Commission (2006). Equal treatment: Closing the gap.
Retrieved from http://disability-studies.leeds.ac.uk/files/library/DRC-Health-FI-
main.pdf
Todd, S. J., & Watts, S. C. (2005). Staff responses to challenging behaviour shown

by people with dementia: An application of an attributional-emotional model of
helping behaviour. Aging and Mental Health, 9 (1), 71-81.
doi: 10.1080/13607860412331310254


http://disability-studies.leeds.ac.uk/files/library/DRC-Health-FI-main.pdf
http://disability-studies.leeds.ac.uk/files/library/DRC-Health-FI-main.pdf

SECTION B 107

Tynan, H., & Allen, D. (2002). The impact of service user cognitive level on carer
attributions of aggressive behaviour. Journal of Applied Research in
Intellectual Disabilities, 15, 213-223. doi: 10.1046/j.1468-3148.2002.00120.x

Wanless, L. K., & Jahoda, A. (2002). Responses of staff towards people with mild to
moderate intellectual disability who behave aggressively: A cognitive
emotional analysis. Journal of Intellectual Disability Research, 46 (6), 507-
516. doi: 10.1046/].1365-2788.2002.00434.x

Weigel, L., Langdon P. E., Collins, S. & O’Brien, Y. (2006). Challenging behaviour
and learning disabilities: The relationship between expressed emotion and
staff attributions. British Journal of Clinical Psychology, 45, 205-216. doi:
10.1348/014466505X67510

Weight-control information network (2012). Do you know some of the health risks of
being overweight? Received from:

http://win.niddk.nih.gov/publications/health_risks.htm

Weiner, B. (1979). A theory of motivation for some classroom experiences. Journal
of Educational Psychology, 71 (1), 3-25. doi: 10.1037/0022-0663.71.1.3

Weiner, B. (1980). A cognitive (attribution) — emotion-action model of motivated
behavior: An analysis of judgements of help-giving. Journal of Personal and
Social Psychology, 39 (2), 186-200. doi: 10.1037/0022-3514.39.2.186

Weiner, B. (1986). An Altributional Theory of Motivation and Emotion. Berlin:
Springer-Verlag.

Wills, S., Shephard, J., & Baker, P. (2013). Evaluating the impact of positive
behaviour support training on staff knowledge, attributions, emotional
responses and helping behaviour: capturing hearts and minds. International

Journal of Positive Behavioural Support, 3 (1), 31-3.


http://win.niddk.nih.gov/publications/health_risks.htm
http://psycnet.apa.org/doi/10.1037/0022-0663.71.1.3
http://psycnet.apa.org/doi/10.1037/0022-3514.39.2.186

Running Header: SECTION C 108

SECTION C: APPENDICES



SECTION B

List of Appendices

Appendix A: Study data extraction of the DCS understanding research.
Appendix B: The barriers and facilitators across five studies.

Appendix C: Study data extraction from the care staff roles research.

Appendix D: Caldwell, Henshaw and Taylor (2005) health research framework.

Appendix E: Critique of quantitative studies included on DCS understanding.
Appendix F: Critique of quantitative studies included on DCS roles.
Appendix G: Critique of qualitative studies included.

Appendix H: Research advert.

Appendix I: Information sheet for staff.

Appendix J: Ethics approval

Appendix K: R&D approval

Appendix L: Consent form.

Appendix M: Questionnaire material

Appendix N: Summary of project for participants

Appendix O: End of study notification (for the R&D and ethics panel)

Appendix P: Tizard Learning Disability Review author guidelines.

109



SECTION C

110

Appendix A:
Study data extraction of the DCS understanding research.
Study/ Study design Theory Sample size Sample characteristics Methodology
location and theory
Gephart & Caregiver None 56 DCS Age range: 8-20years The Health
Loman  weight- stated 40 youths Y%female: 20% Assessment
(2013) management % LD: 97.5% Interview
United intervention Diagnoses: mixed
States %0Overweight: 22.5%
Heller et Cross Social- 83 Clients —  Age range: 30-79 years Quantitative
al. (2002) sectional cognitive family and Y%female: 53% interviews with
United regression model paid carers %LD: 80.7% carers
States design. Diagnoses: Cereb. Palsy.
%Overweight: not stated.
Heller et Cross Social- 44 clients —  Age range: 30-57 Quantitative
al. (2003) sectional cognitive family and Y%female: 41% interviews with
United regression model paid carers %LD: 100% mild to mod.  carers and
States design Diagnoses: Down Syn. PwLD

%Overweight: not stated.

Main results

Reduction in youth BMI
Increased fruit and
vegetable intake. DCS
perceptions remained
inaccurate on weight.
Caregiver perceived
benefits of exercise and
type of residence
predicted exercise
frequency.

Carers’ perceived
outcomes of exercise and
access barriers predicted

exercise participation.
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Hawkins Physical
& Look  activity diary
(2006) and interview-
England  survey design.
Temple & Qualitative
Walkley study: barriers
(2007) and facilitators
Australia  to physical
activity.
Melville et A cross-
al. (2009) sectional
Scotland  survey.

None
stated

Precede/pr
oceed
model for
health
promotion.
Compariso
n against
national
recommen

dations.

19 clients -

5 Team
leaders and
5 day service
leaders

9 PwLD
24 staff

7 parents

61 paid

carers

Age range: 22-55 years
%female: 16%

%LD: 100% mild-severe
Diagnoses: mixed
%Overweight: 65.4%

Age range: 18-41 years
Y%female: 36%

%LD: 100%

Diagnoses: not stated
%Overweight: not stated
Age range: Not stated
Y%female: Not stated
%LD: Not stated
Diagnoses: Not stated
%Overweight/obese: Not
stated

Semi-
structured
interviews with

staff.

Qualitative
Interviews and
focus groups.
Thematic
analysis.
Quantitative

questionnaires

Five barriers: Clients’
lacking understanding of
exercise benefits, clients’
mood, clients’ lack of
awareness of available
options, risk concerns and
financial constraints.
Level of LD impacted on
perceived barriers.

Three themes: motivation
for participation, social
support and political and
financial support. Lack of
clear policies.

Poor knowledge of public
health recommendations.
Greater importance
placed on diet benefits
over those of physical
activity. Intrapersonal
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Johnson Qualitative None
et al. study stated.
(2011)
Canada

28 PwLD
7 managers
21 DCS

Age range: 20-64
%female: 12/28

%LD: 100% mild to
moderate

Diagnoses: mixed.
%Overweight/obese: Not

stated.

Qualitative
interviews with
PwLD

Focus groups
with managers
and DCS.

barriers were viewed as
most important.

Seven themes: safety
concerns, poor eating
habits, low transferable
skills, limited funding, staff
training needs, resource
needs and social

relationships.
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Barriers Barrier studies

Intrapersonal Barriers
Heller et al. (2003), Hawkins &
Look (2006), Temple & Walkley
(2007), Melville et al. (2009)
Hawkins & Look (2006)

Lack of motivation

Client mood

Lack of time and energy Heller et al. (2003)

Health concerns Heller et al. (2003)
Heller et al. (2003), Hawkins &
Look (2006)

Lack of understanding the
benefits

Not knowing how to use Heller et al. (2003), Melville et

equipment al. (2009)
Lack of knowledge of Heller et al. (2002), Heller et al.
where to go (2003)

Facilitator studies

Facilitators

Training for PwLD
Heller et al. (2002), Heller
et al. (2003)

On benefits of exercising for both
PwLD and DCS

Use health promotion curriculum for
clients and DCS.

Accessible Information on fitness

Heller et al. (2003)

Heller et al. (2003)
Johnson et al. (2011)
Training for carers

Melville et al. (2009)

centres, equipment and nutrition

|dentifying and overcoming barriers
to change

Heller et al. (2002), Heller
et al. (2003)
Heller et al. (2003)

Tailor individualised programs

Education on carer attitudes and
expectations regarding exercise
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Lack of awareness of

available options

Hawkins & Look (2006)

Low levels of transferability Johnson et al. (2011)

of skills
Poor eating habits

Johnson et al. (2011)

Health access barriers

Financial constraints

Transport problems

Lack of equipment in the

house

Fitness centres not

accessible

Hawkins & Look (2006), Heller
et al. (2002), Heller et al. (2003),

Temple & Walkley(2007),
Johnson et al. (2011)

Temple & Walkley (2007), Heller
et al. (2002), Heller et al. (2003)

Heller et al. (2002)

Heller et al. (2003)

Safety monitoring of physical

activity and food skills

Fitness centre staff training on LD

considerations

Success stories of staff-led physical

activity initiatives for motivation

Heller et al. (2002), Heller
et al. (2003), Johnson et
al. (2011)

Heller et al. (2003)

Temple & Walkley (2007)

Physical activity and nutrition opportunities

Involvement in more recreational

sports.

Develop accessible fitness

programs

Provide other motivators and

making physical activities enjoyable

and stimulating with social
opportunities

Inclusion of physical activity in all

individual program plans

Heller et al. (2003)

Heller et al. (2003)

Heller et al. (2003)
Johnson et al (2011)

Temple & Walkley (2007)
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Individual preferences/lack  Temple & Walkley (2007) Buying home exercise equipment Heller et al. (2003)
of personal choice Melville et al (2009)
Accompanying people to exercise Heller et al. (2003)

activities
Interpersonal barriers Organisational changes
Staffing constraints Heller et al. (2003), Temple & Paying for fitness centre Heller et al. (2003)
Walkley (2007) memberships

Lack of staff interest, Temple & Walkley (2007) Staff criteria to include knowledge, Temple & Walkley (2007)

knowledge, skill and confidence and motivation in PA

confidence.

Lifestyle choices of others ~ Melville et al (2009) For central administration to create  Temple & Walkley (2007)
policy directions

Safety concerns Hawkins & Look (2006), Temple Development of safe and Heller et al. (2002)

& Walkley (2007), Johnson et al. appropriate exercise guidelines.
(2011)

External staff lack of LD Temple & Walkley (2007)

understanding.
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Appendix C:

Study data extraction from the care staff roles research.

Authors & Intervention/ Sample Design DCS input Measures Key Findings
Place theory
McCarran  Rotatori & Fox  Sample: 8 PwLD Two by four Written material Body weight ~ DCS group showed
& Andrasik  (1990) 14 week Distribution: Four repeated transmitted Skin fold clinically more
(1990) self-control, Allocation: matched  measures weekly to calipers weight loss which
United calorie for 1Q and disability Control: no parents Body mass was seen also at
States reduction and level. carer liaison /caregivers. index follow-up but weight
increased Age range: 19-42yrs  group. Behavioural gain was found in
physical activity Diagnosis: Cerebral  Follow-up: 1 observations  no home-help at
behavioural Palsy year. of habit follow-up. No
weight loss LD: 1Q 50-80 change. difference in
program. %female: 88% improved observed
%0Overweight: 100% behaviours.
Carers: Parents &
DCS.
Kneringer  Three, one Sample: 5 staff,13 Multiple DCS role in Observations  Improved storage,
& Page hour staff DCS baseline storage of on staff meal healthy menu
(1999) training on Distribution: n.k. design. nutrients, adherence. development
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United
States.

Chapman,
Craven &
Chadwick
(2005)
United
Kingdom

proper storage,
menu
development
and meal

preparation.

Fighting fit:
Physiotherapist
completed
home visits,
advice and
designed
activity
programs,

Group allocation: n.k.

Age range: n.k.
Diagnoses: n.k.
Level of LD: n.k.
%female: n.k.
%Qverweight: n.k.
Carer input: n.k.

Sample: 88 clients
Distribution: 50
control, 38 in group.
Allocation: Referrals.
Age range: 19-70yrs
Diagnoses: n.k.
Level of LD: n.k.
%female: 43%
%O0verweight: 78%

Control: One
month of
baseline
measures
Follow-up: 1

year

Prospective
pre/post
intervention
design.
Control: non-
intervention
group.
Follow-up: 12

months

development of
healthy menus,

meal
preparation,

portion sizes,

staff-consumer

interactions.

Carer liaison
and physical
activity

collaborative

design.

Weight, blood
pressure,
cholesterol &
tricep fatfold.
Questionnair
e on client
weight,
appearance,
energy level,
menu
adherence &
knowledge
Body mass
index
Demographic
S

117

and menu
preparation
Reduced body
weight, tricep
fatfold, blood
pressure and
cholesterol.

The no input group
increased in BMI
over time.
Reduction in BMI in
the intervention
group which
showed statistical
significance.
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Wu et al
(2010)

Taiwan

Yen et al
(2012)

Taiwan

current diet
strategies.

6 month
physical fithess
program.
Activities 40
minutes, four
times a week,
e.g. sports,
acrobats,
jogging, stairs,
walking and
dancing.

9 month
physical fitness
program.
Activities for 40
minutes four
times a week,
e.g. acrobats,
jogging, stairs,

Carers:
staff&relatives.
Sample: 146

Age range: 19-67
Diagnoses: n.k.

LD level: mild to
profound

%female: n.k
%Qverweight: 47.9
Carers: “institutional

carers”

Size: 135

Age range: 33-69
Diagnoses: mixed
Level of LD: mild to
profound

%female: 33%
%overweight: 49.3%

Design:
repeated
measures
Control: None
Follow-up-
None

Design:
repeated
measures
Control: None
Follow-up-
None

Designing and
leading
exercise
programs.
Guiding
participants
through

activities.

Designing and
leading
exercise

programs.

Guiding
participants

BMI

Weight

V shape sit to
reach tests
Sit ups (30
and 60
seconds)
Shuttle run
(200m run)

BMI

Weight

V shape sit to
reach tests
Sit ups (30
and 60
seconds)

118

Reduced weight
and BMI. Those
with mild LD
showed more BMI
reduction.
Improvement in the
V shape sit to reach
test and sit ups in
30s and 60s tests.
No improvements in
the shuttle run.
Decreases in BMI
and weight but
significant BMI
differences only in
males. Improvement
in sit ups and
shuttle run activities

but no improvement
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Jones et al
(2007)
Scotland

Melville et
al (2011)
Scotland

walking and
dancing.
Rebound
therapy
Strategies:
Rebound
therapy

Low impact
exercises
Duration: 16
weeks

Take 5-9
session
multicomponen
t weight
intervention.
Minimal caloric
intake to
1500kcal.
Increased

Carer input:
“‘institutional carers”
Size: 8

Age: mean 41.3yrs
Diagnoses: mixed
LD level: profound
%female: n.k.
%Qverweight: n.k.
Carer input: day
staff, nurses and
physiotherapist.
Size: 47
Distribution: n/a
Group allocation:n/a

Age range: 23-71 yrs

Diagnoses: mixed
LD: mild to profound
Y%female: 59%
%0Overweight: 100%
Carer: DCS and

family members.

Pre-post 3

month follow-up

design.
Control: no
control
Follow-up: 3

months

Design: Pre-
post design.
Control: no
control.
Follow-up: 24

weeks

through
activities.

1 day training
Adhering to
safety policy
and use of
equipment
DCS co-
facilitating the
exercise
program.
Supporting
PwLD to

develop

knowledge and

skills relevant
to weight loss
and provided

encouragement
and motivation

Shuttle run
(200m run)
Pulse, blood
pressure,
weight, BMI.
Seizures,
activity levels,
counts of CB
quality of life
and
alertness.
Acceleromete
r
international
physical
activity
questionnaire
-short.

Waist
circumferenc
e, BMIL.

119

in the V shape sit to
reach test.

No physiological
changes. Increase
in quality of life and
alertness.
Reduction in CB.

Reduction in weight,
weight
circumference.

17 lost more than
5% of their weight.
Reduction in
sedentary
behaviour.
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Spanos et
al (2013)
Scotland

Bergstrom,
Hagstréme
r & Elinder
(2013)
Sweden

physical
activity.

Take 5 —
multicomponen
t weight
intervention.
(Extension of
the study
above)

12-16 month
intervention

focused on

physical activity
and diet. Three

components

Size: 24 carer, 16
paid and 8 relative.
Age range: 23-71yrs
Diagnoses: mixed
LD: mild to profound
%female: 59%

%overweight: 100%

Sample: 129 clients
Distribution:
intervention 73,
control 66 PwLD.
Group allocation:
randomised.

Age range: 20-66yrs.
Diagnoses: mixed.

Design:
Qualitative
study using
interviews.
Control: no
control.
Follow-up:

Not applicable

A cluster
randomised
control trial.
Control: No
intervention
control.
Follow-up:

none.

for behavioural
change.

Same as above Carers’

Attend network
meetings to
provide health
information to
colleagues,
organise health
promotion

activities, and

perceptions
of weight loss
Intervention
challenges
and

strengths.

Attendance at
network
meetings and
number of
sessions
held.

Physical
activity.

120

Three themes:
Lack of the
sufficient support
from internal and
external sources.
Poor
communication
among carers.

The need for
accessible
resources.
Increased physical
activity.

Residence was the
moderator and work

routines.

No improvement on

body mass index,



SECTION C

Marks,
Sisirak &
Chang
(2013)
United
States

1) Appointment
of a health
ambassador,

2) a study circle
of for
caregivers

and

3) a health
course for the
residents.
Health Matters
Program: 8
hour train the
trainer
workshop to
increase
physical activity
and health food
choices.

LD:mild to moderate.
%female: 57.8%
%0Overweight: 69.6%
Carer input: DCS

Size participants: 67
clients

Staff size: 34 DCS
Distribution: 32
intervention group,
35 control group.
Group allocation:
randomised

Age range: 30-64yrs
Diagnoses: n.k.

LD: mild to moderate

Control: no

intervention

Follow up:
None

attend circles to BMI, waist

improve work
routines and
the

environment.

Leading weight
management

programs

circumferenc
e, diet quality,
satisfaction
with life,
Work

routines.

BMI,
cholesterol,
glucose,
Strength
based
exercises.
Carer scale
for perceived
general
health status
and client

121

waist
circumference,
dietary quality and
satisfaction with life.

Significant
improvement health
status, knowledge,
self-efficacy
Fitness.
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Duration: 12 %female: 52% self-efficacy

week PwLD %overweight: n.k. and

intervention. knowledge

scale.
Gephart & Preventionand Sample n: 65 Repeated Paid carers Health Decreased BMI
Loman prevention Plus Age range: 8-20yrs measures participation in ~ awareness 80% reached their
(2013) Diagnosis: Mixed design training on interviews. weight goals
United LD: mild to profound communication Staff Increased fruit and
States % female: 20% Control group:  tool, weight and interviews on  vegetable intake.
%overweight: 22.5% None physical activity nutrition and

goals, dietary physical

orders. activity
practices.
PwLD weight
and BML.
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Appendix D: Caldwell, Henshaw and Taylor (2005) health research framework.

Does the title reflect the content?

v

Are the authors credible?

'

Does the abstract summarize the key components?

i

Is the rationale for undertaking the research clearly outlined?

v

Is the literature review comprehensive and up-to-date?

!

Is the aim of the research clearly stated?

v

Are all ethical issues identified and

v

Is the methodology identified and justified?

Quantitative |

v

\
Qualitative

v

Is the study design identified, and is the
rationale for choice of design evident?

v

Are the philosophical background and study
design identified and the rationale for choice of
desian evident?

Is there an experimental hypothesis
clearly stated?

v

Is the population identified?
v

Is the sample adequately described and
reflective of the population?

v
Are the major concepts identified?

v

Is the context of the study outlined?

v

Is the selection of participants’ described
and the sampling method identified?

v
Is the method of data collection valid and l : :
reliable? Is the method of data collection auditable?
v v
Is the method of data analysis valid and Is the method of data analysis credible and
reliable? confirmable?
AN /

Are the results presented in a way that is appropriate and

Are the results |<

A

Is the discussion
comprehensive?

Are the results
transferable?

generalizable?

Is the conclusion comprehensive?
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Criteria

Does the title reflect the
content?

Are the authors credible?

Does the abstract
summarize the key
components?

Is the literature review
comprehensive

and up-to-date?

Is the aim of the research
clearly stated?

Are all ethical issues
identified and
addressed?

Is the methodology
identified and justified?

Is the study design clearly
identified, and is the
rationale for choice of
design evident?

Hawkins & Look (2006)

Yes

Yes

Yes, but no information on
analysis

Limited with older papers
summarised.

Yes

No and no ethical
approval.

Identified but not justified.

No

Melville et al (2009)

Yes, but implies
qualitative study

Yes

Yes

Little information on

carer impact research.

Yes

Ethics approval
discussed and further
considerations.

Identified but not
justified.

No rationale provided.

Heller et al (2002)

Not very specific.

Yes

Yes

Yes

Yes

No

Yes identified but not
justified.

Design not stated

Heller et al (2003)

No, it implies cause
and effect.

Yes

Yes

Yes

Yes

Consent mentioned

No information on type
of regression.

No
No.
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Is there an experimental
hypothesis

clearly stated?

Are the key variables
clearly defined?

Is the population
identified?

Is the sample adequately
described and reflective
of the population?

Is the method of data
collection valid and
reliable?

No
Not clearly stated.

No, community supported
accommodation?

One area, funded by one
trust and one social
service. Five homes and
one day centre.

Only used descriptive
statistics rather than
statistical analysis.

No

No

Yes

Described but chosen
through professionals
and therefore potentially
biased.

No reporting of
reliability or validity
measures. Lacks face
validity. Participant
rating provided benefits
and barriers but not
spontaneously.

Yes.

Yes, both independent
and dependent
variables.

Yes, clearly.

Described yes but two
distinct samples appear
to be used and therefore
not reflective of the
population.

Reliability of scales
provided. Is physical
activity frequency an
accurate representation?
The measures are carer
reporting rather than a
more objective method.

125

No

Yes

Yes, but only ages 30-
57 years.

yes
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Are the results presented
in a way that is
appropriate and clear?

Is the discussion
Comprehensive

Are the results
generalizable?

Is the conclusion
comprehensive?

A difference form of graph
would have provided a
better visual
representation.

Yes

No, small sample

Yes.

Only descriptive
analyses for
comparisons.

No, muddled and not
systematic with little
details provided.

Small sample with three
group homes and one
day centre. One
service provider?

Yes

Yes, tables presented
clearly.

Yes

Not to the general LD
population.

Yes

126

Yes

Yes

Too small a sample

No, implies causation.
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Appendix F:
Critique of quantitative studies included on DCS roles.
Criteria Gephart & Bergstromet Marks, Sisirak & McCarran and Melville et al
Loman al (2013) Chang (2012) Andrasik (1999) (2011)
(2011)
Does the title reflect the Yes Yes Yes Yes, but Yes.
content? involvement not
described.
Are the authors credible? Yes Yes Yes Yes Yes.
Does the abstract summarize Yes Yes Yes Yes Yes.
the key
components?
Is the literature review Yes Yes Yes Yes Limited review of

comprehensive

and up-to-date?

obesity
interventions in

LD but they do
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Is the aim of the research
clearly stated?

Are all ethical issues identified
and

addressed?

Is the methodology identified

and justified?

Yes

No
discussion of
ethics around
consent
Identified as
mixed
methods but

not justified

Yes

Yes

Yes

Yes

Yes,

comprehensively.

Yes.

refer to a literature
review from 4
years prior to their
study.

Yes Yes.

Signed statements Consent was
of participants discussed.

only.

Yes, patched up Yes
groups. Not fully
justified why

groups balanced
according to these

characteristics.
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Is the study design clearly
identified, and is the
rationale for choice of design

evident?

Is there an experimental
hypothesis

clearly stated?

Are the key variables clearly

defined?

No, unclear Yes

and rationale rationale.

not provided.
One question
related to
staff
perceptions
but then
completed a
quantitative
interview.

No. Yes Yes

Yes, with some

Yes

No

Not identified

Yes.

No, variables not
clearly defined.
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Is the population identified?

Is the sample adequately
described and reflective

of the population?

Is the method of data collection

valid and reliable?

Mainly but
level of LD
not included.
65 youths,
who had
multiple
diagnoses
and 48
caregivers
No control
group.

No interrater
reliability
during the

interview.

Level of LD

not assessed.

Yes. 130
participants
with multiple

conditions.

Yes.
Intervention
fidelity
included.
Valid and

reliable

measures and

Yes, those with mild

to moderate LD.

Clients with severe

and profound LD not

included.

Authors have

signposted readers

to other articles for
the psychometric
properties of their
measures. The

knowledge and

Yes

No sample size.
Female dominated

sample.

Interrater reliability
on observations
but records not

reliable or valid.

Yes

Yes, although
only those
referred to
dieticians.

IPAQ’s not
previously valid or
reliable for adults
with LD.
Accelometer cut
offs have not
been explained.
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Are the results presented in a
way that is

appropriate and clear?

Is the discussion

Comprehensive

Are the results generalizable?

Validated

interview tool.

Yes.

Yes

No long term
follow up. To
group home

only.

interrater
reliability

used.

Yes

Yes

Yes to those
in group
homes in

Sweden.

skills scales were

reported as reliable.

Clear and with

tables.

Yes

Sample size was
achieved through a
power calculation.
Yes to those with
mild to moderate

LD.

Yes

No, mixed with
results but not

comprehensive
No, too small

sample.

Yes

Yes

Pilot study only —
small sample size.
Only those who
have been
referred and not
ethnically diverse.
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Is the conclusion comprehensive?  Yes Yes. Yes Limited, Yes, brief
overview.
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Appendix F:

Critique of qualitative studies included continued.

133

Criteria

Does the title reflect the

content?

Are the authors credible?
Does the abstract
summarize the key

components?

Jones et al (2011) Wu et al (2010)

Chapman et al Kneringer &
(2005) Page (1999)
States that it is an Yes.
evaluation to
improve “healthy
living” and “reduce
obesity” but only
weight and BMI
measured.
Yes Yes.
Limited information ~ Yes.

on implications for

clinical practice.

Yes, but it does Yes.
not include the
physiological

factors measured

in the study.

Yes Yes

Yes, all key Yes.

factors included.

Yen et al (2012)

Yes

Yes

Yes.




SECTION C

134

Is the literature review
comprehensive

and up-to-date?

Is the aim of the research
clearly stated?

Are all ethical issues
identified and

addressed?

Is the methodology

identified and justified?

Yes.

Yes

None discussed.

Methodology
identified but not

justified.

No. Very

limited.

Yes.

No discussion

of ethics.

Little evidence
for the type of
intervention
chosen and

why.

Yes

Yes

Approval and
other ethical
considerations
discussed.

Yes

Limited, only
providing a

rationale.

Yes.

No discussion of

ethics.

Yes, but rationale
for 6 months not

provided.

A broad overview
with little
information of
previous findings.

Yes.

No discussion of

ethics.

Yes, but rationale
for 9 months not

provided.
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Is the study design Yes. Yes, Multiple Yes, although No design No design
clearly identified, and is baseline rational for 3 specified. specified.
the design. Little month follow-up
rationale for choice of rationale duration was not
design evident? provided. discussed.
Is there an experimental  Hypotheses not None stated. No. No hypotheses No hypotheses
hypothesis stated. stated. Variables stated. Variables
clearly stated? Variables discussed briefly. mentioned but with
Are the key variables highlighted in no rationale.
clearly defined? outcome measures
section.
Is the population Poorly and with Direct care People with PwLD in PwLD in
identified? limited inclusion and  providers in profound learning institutions, but no institutions.
exclusion criteria. community- disabilities but no  further discussion

based group

homes.

other factors of

of the population.
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Is the sample adequately
described and reflective

of the population?

Poorly described
and the intervention
group included
those referred to a
healthy living
practitioner and the
control were those
who had not been
referred. Therefore

biased.

the population

explicitly stated.

No. Only 13 Only age range
staff fromtwo  provided. No
homes and other

these all had demographics
bachelor provided for the
degrees — sample.
unlikely to be

representative

of the direct
care staff

population.

Gender not

discussed. Good

mix of client’s with

different levels of

LD.

Twice as many
men as women
included, of similar
age ranges and
across a range of

LD levels.
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Is the method of data
collection valid and

reliable?

Are the results presented
in a way that is

appropriate and clear?

Reliable
physiological
measure used and
valid in general
population. No
information of
whether this is
suitable in the LD
population.

Yes. Clearly
described with

tables.

Good interrater
reliability on
observations.
No
psychometrics
reported for the
questionnaire

used.

Yes,
graphically

represented.

No reliability
measures
provided for the
BILD life
experience
checklist and

alertness scales.

Yes, although due
to sample size on
descriptive
statistics were
completed on

BMI.

No psychometric
properties of the
measures
discussed. No
rationale provided
to why those
measures were

chosen.

Yes, in clear tables

and descriptions.

No psychometric
properties of
measures

discussed.

Yes, results

discussed clearly.
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Is the discussion

Comprehensive

Are the results

generalizable?

Is the conclusion
comprehensive?

Yes.

Questionable due to
the allocation of the

groups.

No conclusion.

Very limited
with no study
limitations
discussed.
Limited
generalisability,
results based
ononly 5
clients and 13

staff members.

No conclusion.

Yes.

Very few
participants had
their BMIs taken
and therefore
questionable

generalisability.

Yes.

Limited and does
not discuss the
limitations of the
research.

To those in
institutes in
Taiwan. However,
how these findings
generalise to the
community-based
support in the UK
is questionable.

No conclusion.

Fairly
comprehensive
linking to previous
research.

To those in
institutes in
Taiwan. However,
how these findings
generalise to the
community-based
support in the UK
is questionable.

No conclusion.
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Appendix G:

Critique of qualitative studies included

139

Qualitative Criteria Temple & Walkley (2007) Johnson et al (2007) Spanos et al (2013)
Does the title reflect the content? Yes Provides little information on  Yes
what the study aims to do.
Are the authors credible? Yes Yes Yes
Does the abstract summarize the key  Yes Yes Yes
components?
Is the literature review comprehensive  Yes They form an argument for ~ Lacks some of the key
and up-to-date? the purpose of the study but  studies?
little context of the area.
Is the aim of the research clearly Yes Yes Yes

stated?
Are all ethical issues identified and

addressed?

Approval discussed.

Informed consent and ethics

approval discussed.

Approval but no additional

ethics considered.
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Is the methodology identified and
justified?

Are the philosophical background and
study design identified and the

rationale for choice of design evident?

Are the major concepts identified?

Is the context of the study outlined?

Is the selection of participants
described and the sampling method
identified?

Is the method of data collection

auditable?

Yes

Theoretical framework
and rationale for design

rationalised.

Yes

Little information on the
carers’ service.

Yes, limited information
on recruitment method
through.

Yes

Yes, interviews and focus
groups with justification.

“a pragmatic approach for a
real world practice
orientation” rationalised.

Design justified.

Yes.

Limited context provided in
this short report.
Recruitment through staff
and purposive sampling
justified.

Yes.

Thematic with established
framework.

No information on the
philosophical stance of the
research.

No but interview schedule
rationalised.

Yes

Yes

Yes, staff distribution

unknown.

Yes
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Is the method of data analysis credible Yes They discussed the constant These into pre-organised
and confirmable? comparative method being categories.
used to guide the research No second rater provided.
but summarised the
responses according to the
specific questions posed.
This questions whether this
comparison method was
completed adequately.
Are the results presented in a way that Table of key themes Yes, through a clear Yes
is appropriate and clear? would have been helpful. diagram. However at times
the themes discussed by
different respondents

became confusing.
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Is the discussion

comprehensive

Are the results transferable?

Is the conclusion comprehensive?

Yes

Little information to make

this judgement.

None

Yes, clear practice
implications highlighted at
each level.

50% of staff attended from
one agency. Not enough
context was provided to
assess the transferability of
the findings.

No conclusion.

Yes, but little critique.

No, specific to Take 5.

Yes and information on

researcher impact.
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Appendix H: Research Advert. Canterbury
Christ Church

University

We are recruiting for direct care staff to participate in short
questionnaire on staff perceptions of service users who have

learning disabilities who are obese.

What is this project about?

People with learning disabilities have a significantly higher rate of
obesity than the general population which negatively impacts their long-
term health and quality of life. This study aims to find out what direct
care staff’s views are of obesity with this group so that we can produce
appropriate weight management interventions for staff and service
users.

What does the study involve?

Completing a 30 minute online questionnaire on your view of one
service-user that you have worked, or currently work, with who is obese
or significantly overweight.

Who is completing this project?

The lead researcher for this project is Laura Bird, a trainee clinical
psychologist, with Canterbury Christ Church University. Professor Jan
Burns from Canterbury Christ Church University and Dr Jane Edmonds,
from the [HOST] Trust, are supervising this project.

Can you participate?

e Are you a learning disability nurse or support staff member?

e Do you have direct daily responsibility in caring for people with
learning disabilities?
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e (Can you identify one service-user that you have worked with or
currently work with who is obese or significantly overweight, but
does not have Prader Willi Syndrome?

If you answered yes to the above we would really appreciate your
contribution.

What are the benefits to taking part?

e To contribute your views in an area where there is little research to
support interventions for the long-term health outcomes for people
with learning disabilities.

e Your service will be contacted to invite you to a half day workshop
on considerations for obesity in the learning disabilities population
in 2015.

e You will be put in a prize draw for £75!

How do | take part?

e People can start to participate in this project from mid-August 2014.

e There will be both paper and online questionnaires available to
complete.

e If you are an individual or organisation interested in participating or
distributing these to your direct care staff members please contact
me on |.m.bird500@canterbury.ac.uk or by leaving your name and
contact details on a 24hour voicemail 03330117070 and | will get
back to you as soon as possible.
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Canterbury
Appendix I: Information sheet for staff. Christ Church
University

I nfor mation about the research

Staff perceptions about obese clientswho have lear ning disabilities.

Hello. My nameis LauraBird and | am atrainee clinical psychologist at Canterbury Christ Church
University. | would like to invite you to take part in aresearch study. Before you decide it is important
that you understand why the research is being done and what it would involve.

What isthe purpose of the study?

The purpose of the study isto investigate care staff’s responses to obese clients who have learning
disabilities. There has been an emphasis on promoting the “Health to all” but people with learning
disabilities continue to have significantly higher rates of obesity than the genera population.
Research shows that support staff have a vital role in influencing clients’ lifestyle and we would like
to investigate how staff’s thinking about clients can potentially influence their ability to help them.
People have many different views and feelings on this topic and it isimportant to be as honest as
possible in your responses so that the research can be as helpful as possible. Thisinformation will
contribute to other research to inform future interventions, such as targeted training for support staff.

Why havel been invited?

Y ou have been invited as you work as part of acare team with people with learning disabilitiesin the
region in which the research is taking place. All participants’ responses will be confidential and
anonymised.

Dol havetotake part?
No. It isup to you to decide to join the study. If you agreeto take part, please select that you have
provided consent in the following section.

What will happen if I don’t want to carry on with the study?
If you do not wish to continue the research any point during the completion of the questionnaire do not
submit your form at the end.

Once you have submitted your completed questionnaire you will be unable to withdraw your
responses from the study as the questionnaires are anonymous and we will be unable to locate your
particular form.

What will happen to meif | take part?

A set of these anonymous paper questionnaires will be available for you to complete about your views
on aclient you currently work, or have previously worked, with who is obese. Your client’s name
should NOT be provided at any stage during the study.

This can be completed at atime most convenient to you and will take approximately 30 minutes.
These paper forms will be picked up by the researchers from a confidential box your work place.

What arethe possible disadvantages and risks of taking part?

Risks to completing this study may include some distressing feelings arising about clients that you are
referring to during the questionnaires. If thisis the case we would recommend you discuss this with
your manager or supervisor.

What arethe possible benefits of taking part?

We cannot promise the study will help you but the information we get from this study will help
improve the treatment of people with obesity with learning disabilities and their care staff to manage
these concerns. We hope that the information we receive from this study will help us to understand
direct care staff views and so suitable training and support can be given to improve clients’ health.

We will be holding a half-day workshop on obesity in people with learning disabilitiesin 2015 for
staff and clients to attend. This will address staff and clients’ needs in managing weight and informed
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Christ Church
University

consent considerations. Y our provider will be contacted with the invitesif you would like to attend.
In addition, you have the choice to opt into a prize draw for £75 when you participate in this research.

Will my taking part in this study be kept confidential?

Yes. We will follow ethical and legal practice and all information about you will be handled in
confidence during and after the study. Y our paper questionnaire and consent form will have a code on
them to link them. However thiswill only be for the purpose of ensuring consent forms are compl eted
for al those who take part. Any contact information you give to join the prize draw will be separated
from your responses as soon as the researcher receives them. Consent forms and responses will also
be separated at the earliest point and kept confidential. All datawill be stored anonymously and
securely.

Y our name will not be needed on your questionnaire responses and you should not provide your
client’s name during the study. All information which is collected about you during the course of the
research will be kept strictly confidential as your name will not be linked with your responses or data.

Theraw datawill be viewed by LauraBird, lead researcher, Professor Jan Burns, academic lead
supervisor, and Jane Edmonds, second supervisor. Y our anonymised data will be kept confidentially
as part of the Canterbury Christ Church University protocol for ten years.

What will happen to theresults of theresearch study?

This study is athesis project which is part of aclinical doctorate qualification. A report will be
written up for this purpose but is also intended to be published in a peer-reviewed journal. There will
not be any identifiable information written in any report and therefore your responses will be

anonymous.

There will be an option for you to provide your contact detailsif you would like to have a summary of
the report’s findings. This will be kept separately from your responses to maintain your anonymity.

As part of the Canterbury Christ Church University procedures participant’s anonymised data will be
confidentially stored for 10 years.

What if thereisa problem?
If you have any concerns regarding this research please contact me viathe following details.

If you would like to speak to me and find out more about the study or have
questions, you can leave a message for me on a 24-hour voicemail phone line
at 03330117070. Please say that the message is for me, Laura Bird, and leave a
contact number so that | can get back to you.

Complaints

If you wish to make a formal complaint, you can do this by contacting
Professor Paul Camic, Research Director, at Canterbury Christ Church
University on 03330 117 114 or contacting him via his email address:
paul.camic@canterbury.ac.uk.

Who isorganising and funding the research?
Canterbury Christ Church University is organising and funding this research with support from
[HOST] Trust.

Who hasreviewed the study?

All research completed by Canterbury Christ Church University islooked at by independent group of
people, called the Salomons Ethics Panel, to protect your interests. This study was approved by the
University’s Salomons Ethics Panel.
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Further information and contact details
If you would like to speak to me and find out more about the study or have

questions about it answered, you can leave a message for me on a 24-hour
voicemail phone line at 01892 507673. Please say that the message is for me
Laura Bird and leave a contact number so that | can get back to you.
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Appendix J:

Ethics approval.

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix K:
R & D approval.

THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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THIS HAS BEEN REMOVED FROM THE ELECTRONIC COPY
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Appendix L:

Consent form. Canterbury
Christ Church
University

Participant consent form

Staff perceptions about obese clientswho have lear ning disabilities.
Name of Researcher: Laura Bird

Please initial box

1. I confirm that | have read and understand the information sheet dated
09/08/2014 (Version 3) for the above study. | have had the opportunity to
consider the information, ask questions and have had these answered

satisfactorily.

2. | understand that my participation is voluntary and that | am free to

withdraw at any time without giving any reason.

3. I understand that the data collected during the study may be looked at by
the lead supervisor [Jan Burns]. | give permission for these individuals to

have access to my data.

6. | agree to take part in the above study.

Name of Participant Date

Signature

Name of Person taking consent Date

Signature
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Canterbury
Appendix M: Christ Church

University
Questionnaire material.

Staff Questionnaire

This questionnaire will take approximately 30 minutes to complete. Please be as
honest as possible when completing the questions. People have lots of different
views and feelings on this topic and so your truthful responses would be most
helpful. This will support us more effectively in providing appropriate support for staff
and service-users.

1) How old are you? (Please tick)
16-20

21-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66+

2) What gender are you? (Please tick)
Female Male

3) What type of service do you work for? (Please tick one)

NHS Service Private Residential Service Private day service

Other (Please SPeCify).........ccoeueueeiiiiiiiiiiiiaiiiaa,

4) How long have you been working with people with learning disabilities?
(Please tick one)
6 months -1 year

1 year and one month — 3years
3 years and one month- Syears
5 years and one month- 10 years

10 years+
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5) What training have you received on weight management in learning
disabilities? (Please tick one)
No formal training on obesity
Limited training (1 or 2 short courses only)
A fair amount of training (Several courses)
Detailed training (Many courses or a coverage on a professional course).

Extensive training (specialism on the management of nutritional training or a
similar level of training).

You will now be asked to think of a client who you previously have had, or currently
have, direct daily caring responsibilities with. This client must be significantly
overweight or obese and has a learning disability. Please exclude clients with
Prader-Willi Syndrome. Your client’s name or any other identifiable information
should not be provided.

6) Where would you say this client is on the learning disability continuum?
(Please tick one)

Mild
Moderate
Severe

Profound

7) How independent or dependent would you say this client is in their daily
living? (Please tick one)

Complete independence
Modified independence
Requires supervision
Minimal assistance
Maximal assistance

Complete dependence



SECTION C 155

8) What is this service user’'s gender? (Please tick) & Eﬁﬂtﬁrgﬁﬂch
O Female University
O Male

9) How old was this service user when you worked with them? (Please tick)
16-20

21-25
26-30
31-35
36-40
41-45
46-50
51-55
56-60
61-65
66+

OO0 OO0 OO0 O0OO0O0
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Please respond to the remainder of this questionnaire’s questions based on your
thoughts, feelings and behaviour regarding this particular client (The client that you
have described on the previous page) and their weight.

10) The cause/s of your client’s obesity reflects an aspect of: (Please tick one):

9 8 7 6 5 4 3 2 1
This person The situation

11)The cause/s of your client’s obesity is: (Please tick one)

9 8 7 6 5 4 3 2 1
Inside Outside
of them of them

12) The cause/s of your client’s obesity is: (Please tick one)

9 8 7 6 5 4 3 2 1
Something Something
about them about others

13) How much do you think that the internal causes for your client’s obesity will
continue to affect them? (Please tick one box below)

1 2 3 4 5 6 7
Will never Will always
affect them affect them

To what extent do you agree or disagree with the following statements.
14) This client is responsible for their own health.

1 2 3 4 5 6 7
Strongly Strongly
Agree Disagree

15) It’s the client’s own fault that they became obese.

1 2 3 4 5 6 7
Strongly Strongly
Agree Disagree
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16) This client could have prevented their health condition. & University

1 2 3 4 5 6 7
Strongly Strongly
Agree Disagree

17)This client can avoid being obese by making a conscious effort.

1 2 3 4 5 6 7
Strongly Strongly
Agree Disagree

18)When thinking about this particular service-user and their weight how did you
feel? (Please indicate the extent to which you felt the emotions below)

a) Anger
1 2 3 4 5 6 7
Not at all Extremely
b) Disgust
1 2 3 4 5 6 7
Not at all Extremely

c) Sympathy

1 2 3 4 5 6 7
Not at all Extremely
d) Pity
1 2 3 4 5 6 7

Not at all Extremely
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Q Canterbury
Christ Church
e) Depressed University
O O O O O O O
1 2 3 4 5 6 7
Not at all Extremely
f) Relaxed
O O O O O O O
1 2 3 4 5 6 7
Not at all Extremely
g) Anxious
O O O O O O O
1 2 3 4 5 6 7
Not at all Extremely
h) Happy
O O O O O O O
1 2 3 4 5 6 7
Not at all Extremely

i) Affectionate
O O O O O O O
1 2 3 4 7

Not at all Extremely

()]
(e2]
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Again when thinking of this same client and their weight please complete indicate
below how much you agree or disagree with the following statements.

What can one do for a person who does not look after their health?

21) All one can do is look after their basic physical needs (Please select one).

1 2 3 4 5
Strongly Strongly
agree disagree

22) There is little point in arranging an assessment with a clinical psychologist for
this client (Please tick one).

1 2 3 4 5
Strongly Strongly
agree disagree

23) There is little point in arranging an assessment with the dietician for this person’s
behaviour (Please tick one).

1 2 3 4 5
Strongly Strongly
agree disagree

23) This client's weight problems are so ingrained that they will be unresponsive to
treatment. (Please tick one)

1 2 3 4 5
Strongly Strongly

agree disagree
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24) There is little point in reasoning with this client. (Please tick one) & University

1 2 3 4 5
Strongly Strongly
agree disagree

25) How much extra effort would you be prepared to give to help this person improve
their health. (Please tick one)

1 2 3 4 5 6 7
No extra As much extra
effort at all effort as possible.

26) How willing would you be to try different approaches to help this person change
their behaviour? (Please tick one)

1 2 3 4 5 6 7
Not at Extremely
all willing willing

Thank you very much for completing this questionnaire your
responses are very much appreciated.
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Prize Draw Information and Research Report Feedback

If you would like a copy of the results of this research and/or would like
the chance to win £75 please fill in your details below.

| would like a copy of the research results for this study.

| would like to be placed in the prize draw.
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Appendix N: Canterbury Christ Church

Summary of project for participants. University

Runcie Court

David Salomons Estate
Broomhill Road
Tunbridge Road

TN3 OTF
DATE:

Dear Participants.

You have recently participated in a piece of research on staff perceptions about
obese clients who have learning disabilities. | would like to take this opportunity
to thank you for your participation and taking the time out of your busy
schedules to contribute to research in this field. During your participation you
opted to be sent a summary of the report and | am contacting you to provide
you with this summary.

Background information:

Carers have an instrumental role in the quality of life of people with LD and it is vital
that their roles in interventions are clear. Previous research has shown that
healthcare professionals are influenced by their beliefs which can affect intervention,
decisions and also influence clients’ beliefs. A model by Wiener (1980) has been
used widely to explore carers’ helping behaviours in CBs previously.

Weiner’'s (1980) model suggests that people believe others’ behaviour to be due to
either internal or external factors to the person, that this behaviour varies in its
stability (whether it will always continue to be in the case in the future) and whether
the person is in control of these behaviours or not. This theory argues that if people
believe others’ behaviours are internal and controllable by the person who is
behaving in a certain way that they are more likely to feel disgusted and angry with
them which contribute to them avoiding the person showing the behaviour. However
if a person views the persons behaviour as uncontrollable for the person they would
be more sympathetic and show pity towards the person meaning that they would be
more likely to help. Also if a person’s behaviour is seen to have more stable causes
it is suggested that people would show less optimism for change and therefore put
less effort in to help a person with their behaviour.

The study aims:

The aim of this study was to explore the application of Weiner's model to direct care
staff working with obese clients with learning disabilities.

We hypothesised staff perceptions of obesity in those with LD as:

1) Internal controllable attributions will be correlated to negative emotions (such
as anger and disgust) reported in staff and negatively associated with positive
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emotions (sympathy and pity). Both negative and positive emotions will be
associated with less willingness to help.

2) Internal stable attributions will be negatively correlated with optimism for
change in obesity which will be associated with less willingness to help.

Findings:

Staff rated their clients’ weight as being slightly more due to internal factors than
external factors, being low in controllability and high in stability. Staff reported low
levels of positive and negative emotion but high levels of sympathy, optimism and
willingness to help.

Hypothesis 1 findings: No associations were found between attributions or affect and
willingness to help.

Hypothesis 2 findings: Only optimism was associated with willingness to help.

Conclusion: The findings did not support the applicability of Weiner’s attribution
models to staff supporting overweight people with learning disabilities. Staff were
shown to have consistently high levels of willingness to help and this was strongly
linked to their optimism for health change. These findings contribute to the
inconsistent literature on the applicability of Weiner's model to staff helping in LD
services.

Future research and clinical implications:

Future research should investigate whether willingness to help relates to the
helpfulness of staff’s responses to people who are overweight and to explore the
challenges to staff’s willingness to help in the context of busy services.

It is positive to see how direct care staff are willing to support their clients with their
health but training is needed to support staff and services to maintain their optimism
for health change and provide skills in constructively engaging client’s in healthier
behaviours. Supporting client health is a challenging area and so funding and
training are needed to be prioritised so client’s with learning disabilities do not
continue to be affected by the health inequality that they currently face.

If you have any further queries relating to this research and the findings please feel
free to contact me, Laura Bird, on a 24-hour voicemail phone line at 01892 507673.
Please say that the message is for me, Laura Bird, and leave a contact number so
that | can get back to you.

Thank you again for participating in this research.
All the best,

Laura Bird
Trainee Clinical Psychologist
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Appendix O:

End of study notification.

Ethics Panel Chair

Canterbury Christ Church University
Runcie Court

David Salomons Estate

Broomhill Road

Tunbridge Wells

Kent

TN3 OTF

Dear Ethics Panel.

164

Canterbury Christ Church
University

Runcie Court

David Salomons Estate
Broomhill Road
Tunbridge Road

TN3 OTF

DATE:

In August 2014 you granted me full ethics approval on a project titled: Staff
attributions and helping responses to obesity in people with intellectual
disabilities: A cognitive-emotional analysis. The panel requested a short report
on the progress and completion of the research and | am writing to you to
provide you with this short report which | hope fulfils the necessary

requirements.

Study Summary:

The study was completed in accordance with the ethics approval and overall 80

care staff participated.

Background information:

Carers have an instrumental role in the quality of life of people with LD and it is vital
that their roles in interventions are clear. Previous research has shown that
healthcare professionals are influenced by their beliefs which can affect intervention,
decisions and also influence clients’ beliefs.

Weiner’'s (1980) cognitive-emotion-action theory of motivated behaviour proposes
that people ascribe dimensions of locus of control (internal or external), stability and
controllability to other’s actions and that internal controllable explanations are
associated with disgust and anger which promote avoidance behaviours whereas
uncontrollable explanations are associated with sympathy and pity which promote
helping. Weiner (1974; 1979) also proposed a theory of achieved motivation that
links stable causes to reduced optimism for future change associated with reduced
effort.

Aims:

The aim of this study was to explore the application of Weiner's model to direct care
staff working with obese clients with learning disabilities.

We hypothesised staff perceptions of obesity in those with LD as:
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1) Internal controllable attributions will be correlated to negative emotions (such
as anger and disgust) reported in staff and negatively associated with positive
emotions (sympathy and pity). Both negative and positive emotions will be
associated with less willingness to help.

2) Internal stable attributions will be negatively correlated with optimism for
change in obesity which will be associated with less willingness to help.

Findings:

Staff rated their clients’ weight as being slightly more due to internal factors than
external factors, being low in controllability and high in stability. Staff reported low
levels of positive and negative emotion but high levels of sympathy, optimism and
willingness to help.

Hypothesis 1: No associations were found between attributions or affect and
willingness to help.

Hypothesis 2: Only optimism was associated with willingness to help.

Conclusion:

The findings did not support the applicability of Weiner’s attribution models to staff
supporting overweight people with learning disabilities. Staff were shown to have
consistently high levels of willingness to help and this was strongly linked to their
optimism for health change. These findings contribute to the inconsistent literature
on the applicability of Weiner's model to staff helping in LD services.

Future research should investigate whether willingness to help relates to the
helpfulness of staff’'s responses to people who are overweight and to explore the
challenges to staff's willingness to help in the context of busy services.

Funding and training is required to support staff and services to maintain their
optimism for health change and provide skills in constructively engaging client’s in
healthier behaviours so client’s with learning disabilities do not continue to be
effected by the health inequality that they currently face.

If you have any further queries relating to this research and the findings please feel
free to contact me for further clarification.

All the best,

Laura Bird

Trainee Clinical Psychologist
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Appendix P:
Tizard Learning Disability Review author guidelines
Submit to the journal

Submissions to Tizard Learning Disability Review are now made using ScholarOne Manuscripts, the
online submission and peer review system. Registration and access is available at
http://mc.manuscriptcentral.com/tldr

Full information and guidance on using ScholarOne Manuscripts is available at the Emerald
ScholarOne Manuscripts Support Centre: http://msc.emeraldinsight.com.

Registering on ScholarOne Manuscripts
If you have not yet registered on ScholarOne Manuscripts, please follow the instructions below:

Please log on to: http://mc.manuscriptcentral.com/tldr

Click on Create Account
Follow the on-screen instructions, filling in the requested details before proceeding

Your username will be your email address and you have to input a password of at least 8 characters
in length and containing two or more numbers

Click Finish and your account has been created.
Submitting an article on ScholarOne Manuscripts

Please log on to http://mc.manuscriptcentral.com/tldr with your username and password.

This will take you through to the Welcome page (To consult the Author Guidelines for this journal,
click on the Home Page link in the Resources column)

Click on the Author Centre button

Click on the submit a manuscript link which will take you through to the Manuscript Submission page
Complete all fields and browse to upload your article

When all required sections are completed, preview your .pdf proof

Submit your manuscript

Review process

Each paper is reviewed by the editor and, if it is judged suitable for this publication, it is then sent to
at least two independent referees for double blind peer review.

Copyright

Articles submitted to the journal should not have been published before in their current or
substantially similar form, or be under consideration for publication with another journal. Please see
Emerald's originality guidelines for details. Use this in conjunction with the points below about
references, before submission i.e. always attribute clearly using either indented text or quote marks
as well as making use of the preferred Harvard style of formatting. Authors submitting articles for
publication warrant that the work is not an infringement of any existing copyright and will indemnify
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the publisher against any breach of such warranty. For ease of dissemination and to ensure proper
policing of use, papers and contributions become the legal copyright of the publisher unless
otherwise agreed.

The editor may make use of iThenticate software for checking the originality of submissions
received. Please see our press release for further details.

Third party copyright permissions

Prior to article submission, authors should clear permission to use any content that has not been
created by them. Failure to do so may lead to lengthy delays in publication. Emerald is unable to
publish any article which has permissions pending. The rights Emerald requires are:

Non-exclusive rights to reproduce the material in the article or book chapter.
Print and electronic rights.
Worldwide English language rights.

To use the material for the life of the work (i.e. there should be no time restrictions on the re-use of
material e.g. a one-year licence).

When reproducing tables, figures or excerpts (of more than 400 words) from another source, it is
expected that:

Authors obtain the necessary written permission in advance from any third party owners of
copyright for the use in print and electronic formats of any of their text, illustrations, graphics, or
other material, in their manuscript. Permission must also be cleared for any minor adaptations of
any work not created by them.

If an author adapts significantly any material, the author must inform the copyright holder of the
original work.

Authors obtain any proof of consent statements

Authors must always acknowledge the source in figure captions and refer to the source in the
reference list.

Authors should not assume that any content which is freely available on the web is free to
use. Authors should check the website for details of the copyright holder to seek permission for re-
use.

Emerald is a member of the STM Association and participates in the reciprocal free exchange of
material with other STM members. This may mean that in some cases, authors do not need to clear
permission for re-use of content. If so, please highlight this upon submission. For more information
and additional help, please follow the Permissions for your Manuscript guide.

Committee on Publication Ethics (COPE)

Emerald supports the development of, and practical application of consistent ethical standards
throughout the scholarly publishing community. All Emerald’s journals and editors are members of
the Committee on Publication Ethics (COPE) which provides advice on all aspects of publication
ethics. Emerald follows the Committee’s flowcharts in cases of research and publication misconduct,
enabling journals to adhere to the highest ethical standards in publishing. For more information on
Emerald’s publication ethics policy, please click here.
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Copyright forms

Where possible, Emerald seeks to obtain copyright for the material it publishes, without authors
giving up their scholarly rights to reuse the work.

Assigning copyright to Emerald allows us to:
Act on your behalf in instances such as copyright infringement or unauthorised copying
Protect your moral rights in cases of plagiarism or unauthorised derivative works

Offer a premium service for permission requests

Invest in new platforms and services for the journals or book series you have published in
Disseminate your work as widely as possible, ensuring your work receives the citations it deserves

Recoup copyright fees from reproduction rights organisations to reinvest in new initiatives and
author/user services, such as the Research Fund Awards and the Outstanding Doctoral Research
Awards.

If an article is accepted for publication in an Emerald journal authors will be asked to submit a
copyright form through ScholarOne. All authors are sent an email with links to their copyright forms
which they must check for accuracy and submit electronically.

If authors can not assign copyright to Emerald, they should discuss this with the journal Content
Editor. Each journal has an Editorial Team page which will list the Content Editor for that journal.

Emerald Editing Service

Emerald is pleased to partner with The Charlesworth Group in providing its Editing Service. The
Charlesworth Group offers expert Language Editing services for non-native English-speaking authors,
and is pleased to offer exclusive discounts to authors planning to submit to Emerald's journal(s).

Final submission

The author must ensure that the manuscript is complete, grammatically correct and without spelling
or typographical errors. Before submitting, authors should check their submission completeness
using the available Article Submission Checklist. Proofs will be emailed prior to publication.

Open access submissions and information

Emerald currently offers two routes for Open Access in all journal publications, Green Open Access
(Green OA) and Gold Open Access (Gold OA). Authors who are mandated to make the branded
Publisher PDF (also known as the "Version of Record") freely available immediately upon publication
can select the Gold OA route during the submission process. More information on all Open Access
options can be found here.

Manuscript requirements
Please prepare your manuscript before submission, using the following guidelines:

Format Article files should be provided in Microsoft Word format. LaTex files
can be used if an accompanying PDF document is provided. PDF as a
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sole file type is not accepted, a PDF must be accompanied by the source
file. Acceptable figure file types are listed further below.

Articles should be between 3500 and 4500 words in length. This
includes all text including references and appendices. Please allow 350
words for each figure or table.

A title of not more than eight words should be provided.

All contributing authors names should be added to the ScholarOne
submission, and their names arranged in the correct order for
publication.

Correct email addresses should be supplied for each author in their
separate author accounts

The full name of each author must be present in their author account in
the exact format they should appear for publication, including or
excluding any middle names or initials as required

The affiliation of each contributing author should be correct in their
individual author account. The affiliation listed should be where they
were based at the time that the research for the paper was conducted

Authors who wish to include these items should save them together in
an MS Word file to be uploaded with the submission. If they are to be
included, a brief professional biography of not more than 100 words
should be supplied for each named author.

Authors must declare all sources of external research funding in their
article and a statement to this effect should appear in the
Acknowledgements section. Authors should describe the role of the
funder or financial sponsor in the entire research process, from study
design to submission.

Authors must supply a structured abstract in their submission, set out
under 4-7 sub-headings (see our "How to... write an abstract" guide for
practical help and guidance):

Purpose (mandatory)
Design/methodology/approach (mandatory)
Findings (mandatory)

Research limitations/implications (if applicable)
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Practical implications (if applicable)
Social implications (if applicable)
Originality/value (mandatory)

Maximum is 250 words in total (including keywords and article
classification, see below).

Authors should avoid the use of personal pronouns within the
structured abstract and body of the paper (e.g. "this paper
investigates..." is correct, "l investigate..." is incorrect).

Authors should provide appropriate and short keywords in the
ScholarOne submission that encapsulate the principal topics of the
paper (see the How to... ensure your article is highly downloaded guide
for practical help and guidance on choosing search-engine friendly
keywords). The maximum number of keywords is 12.

Whilst Emerald will endeavour to use submitted keywords in the
published version, all keywords are subject to approval by Emerald’s in
house editorial team and may be replaced by a matching term to
ensure consistency.

Authors must categorize their paper as part of the ScholarOne
submission process. The category which most closely describes their
paper should be selected from the list below.

Research paper. This category covers papers which report on any type
of research undertaken by the author(s). The research may involve the
construction or testing of a model or framework, action research,
testing of data, market research or surveys, empirical, scientific or
clinical research.

Viewpoint. Any paper, where content is dependent on the author's
opinion and interpretation, should be included in this category; this also
includes journalistic pieces.

Technical paper. Describes and evaluates technical products, processes
or services.

Conceptual paper. These papers will not be based on research but will
develop hypotheses. The papers are likely to be discursive and will
cover philosophical discussions and comparative studies of others' work
and thinking.

Case study. Case studies describe actual interventions or experiences
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within organizations. They may well be subjective and will not generally
report on research. A description of a legal case or a hypothetical case
study used as a teaching exercise would also fit into this category.

Literature review. It is expected that all types of paper cite any relevant
literature so this category should only be used if the main purpose of
the paper is to annotate and/or critique the literature in a particular
subject area. It may be a selective bibliography providing advice on
information sources or it may be comprehensive in that the paper's aim
is to cover the main contributors to the development of a topic and
explore their different views.

General review. This category covers those papers which provide an
overview or historical examination of some concept, technique or
phenomenon. The papers are likely to be more descriptive or
instructional ("how to" papers) than discursive.

Headings must be concise, with a clear indication of the distinction
between the hierarchy of headings.

The preferred format is for first level headings to be presented in bold
format and subsequent sub-headings to be presented in medium italics.

Notes or Endnotes should be used only if absolutely necessary and must
be identified in the text by consecutive numbers, enclosed in square
brackets and listed at the end of the article.

All Figures (charts, diagrams, line drawings, web pages/screenshots, and
photographic images) should be submitted in electronic form.

All Figures should be of high quality, legible and numbered
consecutively with arabic numerals. Graphics may be supplied in colour
to facilitate their appearance on the online database.

Figures created in MS Word, MS PowerPoint, MS Excel, Illustrator
should be supplied in their native formats. Electronic figures created in
other applications should be copied from the origination software and
pasted into a blank MS Word document or saved and imported into an
MS Word document or alternatively create a .pdf file from the
origination software.

Figures which cannot be supplied as above are acceptable in the
standard image formats which are: .pdf, .ai, and .eps. If you are unable
to supply graphics in these formats then please ensure they are .tif,
.jpeg, or .bmp at a resolution of at least 300dpi and at least 10cm wide.
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To prepare web pages/screenshots simultaneously press the "Alt" and
"Print screen" keys on the keyboard, open a blank Microsoft Word
document and simultaneously press "Ctrl" and "V" to paste the image.
(Capture all the contents/windows on the computer screen to paste
into MS Word, by simultaneously pressing "Ctrl" and "Print screen".)

Photographic images should be submitted electronically and of high
quality. They should be saved as .tif or .jpeg files at a resolution of at
least 300dpi and at least 10cm wide. Digital camera settings should be
set at the highest resolution/quality possible.

Tables should be typed and included in a separate file to the main body
of the article. The position of each table should be clearly labelled in the
body text of article with corresponding labels being clearly shown in the
separate file.

Ensure that any superscripts or asterisks are shown next to the relevant
items and have corresponding explanations displayed as footnotes to
the table, figure or plate.

References to other publications must be in Harvard style and carefully
checked for completeness, accuracy and consistency. This is very
important in an electronic environment because it enables your readers
to exploit the Reference Linking facility on the database and link back to
the works you have cited through CrossRef.

You should cite publications in the text: (Adams, 2006) using the first
named author's name or (Adams and Brown, 2006) citing both names of
two, or (Adams et al., 2006), when there are three or more authors. At
the end of the paper a reference list in alphabetical order should be
supplied:

Surname, Initials (year), Title of Book, Publisher, Place of publication.

e.g. Harrow, R. (2005), No Place to Hide, Simon & Schuster, New York,
NY.

Surname, Initials (year), "Chapter title", Editor's Surname, Initials, Title
of Book, Publisher, Place of publication, pages.

e.g. Calabrese, F.A. (2005), "The early pathways: theory to practice — a
continuum", in Stankosky, M. (Ed.), Creating the Discipline of Knowledge
Management, Elsevier, New York, NY, pp. 15-20.
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Surname, Initials (year), "Title of article", Journal Name, volume,
number, pages.

e.g. Capizzi, M.T. and Ferguson, R. (2005), "Loyalty trends for the
twenty-first century", Journal of Consumer Marketing, Vol. 22 No. 2, pp.
72-80.

Surname, Initials (year of publication), "Title of paper", in Surname,
Initials (Ed.), Title of published proceeding which may include place and
date(s) held, Publisher, Place of publication, Page numbers.

e.g. Jakkilinki, R., Georgievski, M. and Sharda, N. (2007), "Connecting
destinations with an ontology-based e-tourism planner", in Information
and communication technologies in tourism 2007 proceedings of the
international conference in Ljubljana, Slovenia, 2007, Springer-Verlag,
Vienna, pp. 12-32.

Surname, Initials (year), "Title of paper", paper presented at Name of
Conference, date of conference, place of conference, available at: URL if
freely available on the internet (accessed date).

e.g. Aumueller, D. (2005), "Semantic authoring and retrieval within a
wiki", paper presented at the European Semantic Web Conference
(ESWC), 29 May-1 June, Heraklion, Crete, available at: http://dbs.uni-
leipzig.de/file/aumuellerO5wiksar.pdf (accessed 20 February 2007).

Surname, Initials (year), "Title of article", working paper [number if
available], Institution or organization, Place of organization, date.

e.g. Moizer, P. (2003), "How published academic research can inform
policy decisions: the case of mandatory rotation of audit
appointments", working paper, Leeds University Business School,
University of Leeds, Leeds, 28 March.

Title of Encyclopedia (year) "Title of entry", volume, edition, Title of
Encyclopedia, Publisher, Place of publication, pages.

e.g. Encyclopaedia Britannica (1926) "Psychology of culture contact",
Vol. 1, 13th ed., Encyclopaedia Britannica, London and New York, NY,
pp. 765-71.

(For authored entries please refer to book chapter guidelines above)
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Surname, Initials (year), "Article title", Newspaper, date, pages.

e.g. Smith, A. (2008), "Money for old rope", Daily News, 21 January, pp.
1, 3-4.

Newspaper (year), "Article title", date, pages.

e.g. Daily News (2008), "Small change", 2 February, p. 7.

Surname, Initials, (year), "Title of document", Unpublished Manuscript,
collection name, inventory record, name of archive, location of archive.

e.g. Litman, S. (1902), "Mechanism & Technique of Commerce",
Unpublished Manuscript, Simon Litman Papers, Record series 9/5/29
Box 3, University of lllinois Archives, Urbana-Champaign, IL.

If available online, the full URL should be supplied at the end of the
reference, as well as a date that the resource was accessed.

e.g. Castle, B. (2005), "Introduction to web services for remote

portlets", available at: http://www-
128.ibm.com/developerworks/library/ws-wsrp/ (accessed 12 November

2007).

Standalone URLs, i.e. without an author or date, should be included
either within parentheses within the main text, or preferably set as a
note (roman numeral within square brackets within text followed by the
full URL address at the end of the paper).

Frequently asked questions

Do you publish
open access articles?

Is there a submission fee
for the journal?

What should be included
in my paper’s word
count?

For questions about open access, please visit the Open Access
section of the website.

There are no submission fees for any of Emerald’s journals.

The word count for your paper should include the structured
abstract, references, and all text in tables and figures. Each journal
has a set word count parameter for papers — this information will be
on the journal's homepage.
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How can | become Please contact the editor for the journal, with a copy of your CV, to
a reviewer for a journal? be considered as a reviewer.

Who do | contact if lwant  Firstly, log in to your author centre on the journal’s ScholarOne site,

to find out which volume click on 'Manuscripts with Decisions' and check the 'status' column

and issue my accepted of the table that will appear at the bottom of the page. If the editor

paper will publish in? has assigned your paper to an issue, the volume and issue number
will be displayed here. If this information is not present, then the
editor has not yet assigned your paper to a volume and issue. In this
case you may email the editor of the journal to ask which volume
and issue your paper is most likely to feature in.

Who do | contact if | have

If you are having a problem on ScholarOne please email the
a query about

journal’s Editor or the Emerald Content Editor for help and advice.

ScholarOne?
Is my paper suitable If, after reading the journal’s aims and scope (available in the 'about
for the journal? the journal' section of the website), you are still unsure whether

your paper is suitable for the journal, please email the journal’s
editor and include your paper's title and structured abstract. The
journal editor will be able to advise on the suitability of your paper.



