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Abstract

Aims

This project examined expressed emotion (EE) id damentia care staff,
determining the proportion who expressed high EEianestigating whether high
EE was more likely when the client displayed chradlag behaviours (CB). The
attributions made by staff regarding CBs and whrettiese were related to the
construct of EE were investigated. The behaviouckvitaff rated as most
challenging was identified.
M ethodology

This project used a within subjects design, obbtgmuantitative data from
47 staff participants. Each participant was askadéntify a client who displayed
CB and one who did not. Participants completedva Minute Speech Sample,
Modified Attributional Questionnaire and ChallengiBehaviour Scale for each
client.
Results

Overall 89.4% of staff participants expressed hayels of EE in at least
one of their Five Minute Speech Samples. Signitigamore staff displayed high
EE in relation to clients with CB than without CBore critical comments were
made in relation to clients with CB, whilst sige#intly more positive remarks were
made in relation to clients without CB. Participardted the behaviours displayed
by challenging clients as significantly more spedid them, whilst behaviours of
the non-challenging group were rated as more cliabte by staff. Positive
remarks and perceptions of control by staff hagyaifscant positive relationship.

The behaviour rated by staff as most challenging pleysical aggression.



Conclusions

The proportion of staff who displayed high EEhiststudy was higher than
rates found to date in studies with family careggvef people with dementia. This
study did not provide support for the attributiotie@ory of EE. The results are
considered to be consistent with the state thebBEoand the stress-vulnerability
model, and the context of the dominant philosophyesson centred dementia care

is explored.
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1. Introduction
1.1 Aimsof the Study

This study aimed to examine the expressed emd&h ¢f paid care staff
working with people who have dementia. It also exgdl the differences in EE
levels and staff attributions according to whethrenot clients displayed
behaviours that are challenging.

1.2 Overview of the Introduction

This introduction will provide an overview of dentenand some of the
behaviours which can be displayed by people withaldia. The research literature
exploring EE, together with the theories used fol&@nr this construct and how it
appears to be related to challenging behaviourg, (@B be reviewed. In addition
research exploring these factors which has beeduobed with different client
populations will be presented. The implicationsftdure research will be
discussed, leading to the research questions gratligses for this study.

1.3 Dementia

This section will begin wittlan overview of the condition of dementia,
initially considering its definition and both itsicent and predicted prevalence in
the population. This section will then consider biehaviours which can be
displayed by people with dementia that can be ehgihg for caregivers, together
with the consequences these behaviours can hawarerarrangements.

1.3.1 Overview of dementia. Dementia is an overall term which refers to a
group of progressive and degenerative organic ¢ondi including Alzheimer’'s
Disease; Vascular Dementia; Lewy-Body Dementiantrdemporal Dementia
and Parkinsons Dementia (Downs & Bowers, 2008). Dégartment of Health
(2009) defined dementia as a term “used to deserdbgdrome which may be

caused by a number of illness in which there isogessive decline in multiple
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areas of function including decline in memory, masg, communication skills and
the ability to carry out daily activities” (p.15)hey further outline that dementia
leads to changes in both the structure and chemaoraposition of the brain, which
ultimately results in the brain tissue dying.

Criteria for the diagnosis of dementia are presgmtithin the International
Classification of Diseases, i ®evision (ICD-10, WHO, 1992) and the Diagnostic
and Statistical Manual of Mental Disorders Verskaur (DSM-1V; American
Psychiatric Association, 1994), although these dvegnostic systems are reported
to differ in their diagnostic criteria (Downs & Bans, 2008). The recently
published DSM-5 (American Psychiatric Associatid@13) has introduced new
diagnostic terminology for the condition of demardetailing criteria for mild and
major neurocognitive disorders, where a major disowould represent those
individuals experiencing more pronounced cognifiwd functional difficulties.

The importance of receiving an early diagnosideshentia has been
emphasised by the recent publication of Living Wieth Dementia: A National
Strategy (Department of Health, 2009). This inilementia strategy highlighted
the need for care staff that support people withelgia to be knowledgeable about
the condition and also acknowledged the need fosiderable research into
dementia care.

The new dementia strategy was produced withirctimeext of an overall
aging population and a predicted rise in the nusbépeople experiencing
dementia over the coming years (Department of Hea@09; Downs & Bowers,
2008). It is predicted that there will be more tlan million people with dementia
in the UK by 2051 (Alzheimer’s Society, 2011), ani$ estimated that there may
be approximately 81.1 million people worldwide witementia by 2040 (Ferri et

al., 2005).
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A considerable rise in the number of people witmesetia is likely to
correspond with an increased need for care andosuMvhilst some informal care
may likely come from family and friends, it is liggthat there will be an increased
need for formal paid dementia care staff. As theel#ia progresses, and the
person experiences increasing difficulties, it lmees increasingly difficult for
some relatives to care for the person at home.d&Reséas reported that people
with dementia are eight times more likely to becplhin a residential care
environment than older people who do not have démé@philip et al., 1997),
whilst aggressive and challenging behaviours aeeafithe most frequent reasons
for admission to a care environment or referra fusychiatric hospital (Margo,
Robinson & Corea, 1980; Patel & Hope, 1993).

1.3.2 Challenging behaviour in dementia. This section will consider
definitions of ‘challenging behaviour’ (CB) in dent& care and outline those
behaviours displayed by people with dementia whighconsidered to be more
difficult to manage. Further, an outline will beogided of some of the main
psychological models which have been proposed/tmtunderstand and reduce
difficult behaviours in dementia care, before cdesing the potential impact that
CBs can have.

1.3.2.1 Definitions of challenging behaviour. The term ‘challenging
behaviour’ (CB) originated in the intellectual dd#y literature and has been
defined by Emerson (1995) as “culturally abnornmetidviour(s) of such an
intensity, frequency or duration that the physgafety of the person or others is
likely to be placed in serious jeopardy, or behawmhich is likely to seriously
limit use of, or result in the person being deraedess to, ordinary community

facilities” (p. 4). This term has also been incagied within dementia care
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literature to describe behaviours and non-cogngimaptoms of dementia which
are problematic for carers (Moniz-Cook et al., 2001

Another term which has been used to refer to th@weural symptoms
sometimes displayed by people with dementia isalb&lural and psychological
signs and symptoms of dementia’ (BPSD) which isnéef as “signs and symptoms
of disturbed perception, thought content, moodyadraviour that frequently occur
in patients with dementia” (Finkel, Costa E Sil@ghen, Miller & Sartorius; 1997,
p.1060). Lawlor (2002) stated that BPSD is a wid&nition which encompasses a
range of different behaviours that can be displaygedeople with dementia.

Finkel et al. (1997) suggested that the BPSD cbaldategorised in several
ways, for example into behaviours, functions, angioms of psychological
difficulties; or by considering the difficulties agther cognitive difficulties or as
psychological and behavioural symptoms. A studaygallo-Lana et al. (2001)
reported that clinically significant levels of BPS&re present in 79% of a large
sample of people with dementia who were residingpicial or nursing care
environments.

More recently, James (2011) suggested that chatigrimghaviours
displayed by people with dementia can be refemeakt'behaviours that challenge
(BC)'. James defined these behaviours as “actioaisdetract from the well-being
of individuals due to the physical or psychologidaitress they cause within the
settings they are performed” (p.12). James furtiidined that different individuals
and care environments will have a different perspeo©n what is challenging and
therefore the understanding of these behaviowgsamlly constructed. As a result,
James explained that this can result in an inctergisinderstanding of what

constitutes a behaviour that is challenging.
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The Department of Health (2009) outlined that agppewith dementia
experience a decline in their level of functionititey may also develop additional
behavioural symptoms which may include aggressiaontinuous walking. These
difficult behavioural symptoms displayed by somegie with dementia have been
termed ‘non cognitive features’ of dementia (Dosald Tarrier & Burns, 1998), or
‘challenging behaviour’ (Moniz-Cook, Woods & Gardim 2000).

Andrews (2006) outlined that CBs displayed by peapth dementia can
include throwing items, biting, shouting, destrayitems, talking repetitively,
showing anger, agitation or physical aggressiome3a(2011) also provided a list
of behaviours that are challenging, dividing thiede aggressive (for example
pushing, grabbing, spitting and hair pulling) amh+aggressive behaviours
(including apathy, pacing, asking repetitive quesdiand non-compliance). James
highlighted that whilst these behaviours are cingileg, they are not solely
displayed by people with dementia and can be sebga tisplayed by many people
in the population. James further stated that ukssitg) of behaviours to define CB is
problematic since it does not lead people to thib&ut what might be causing the
behaviour.

James (2011) reported an alternative way of caigggrbehaviours that
challenge into “non-active and active” behavioyrd §), focusing on the potential
cause of the behaviour. He proposed that theyoamechtegories of active
behaviours: those which are triggered by difficiftiations which cause stress,
those characterised by walking or over-involvemitit others due to orientation
problems, difficulties with inhibition, and diffi¢ties between the person and their
care setting. James suggested that by categolsimaviours in this way, it can
help to understand the origins of behaviours ardeflore suggest potential ways of

reducing them.
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In 2008, Cohen-Mansfield asked staff working innLitsing homes to rate
the frequency and disruptiveness of agitated belbasiin 191 clients with
dementia. She classified agitated behaviour into fgpes: verbal or physical non-
aggressive behaviour and verbal or physical agiyeesghaviour. Cohen-
Mansfield stated that verbal non-aggressive belhawi@s reported to occur most
often, whilst verbal aggression was reported tonbst disruptive. When
controlling for the frequency of the behaviour, pital aggression was found to be
the behaviour rated by staff as the most disruptive

Therefore, in summary, defining CB in the fielddgfmentia care has been
problematic given that it is has a socially constied meaning which will therefore
vary (James, 2011). Whilst CB has been explaingdrims of lists of behaviours,
or categories of behaviours, these have beenisetidor not encouraging
consideration of the causes of the CB.

1.3.2.2 Understanding behaviours that challengein dementia care. A
number of psychological models have been propaséy to understand the
expression of CBs by people with dementia. Thisi@eavill outline some of those
models in order to provide a further understanaihthe approach towards CBs in
dementia care.

CBs can be understood through the constructionpsfyahological
formulation, which then identifies relevant intemé@ns which can be employed to
reduce these behaviours in people with dementrag¢3a2011). However,
understanding some of the difficult behaviours ldiged by a person with dementia
can be considerably complex, given that these bets/can have both biological
and psychosocial explanations (Moniz-Cook, Stokesgar, 2003). James (2011)
suggested that there are often several explandtot&haviours displayed by

people with dementia such as neurological causestahand physical reasons and
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environmental explanations. James suggested thist wbme difficulties can be
resolved, others may become increasingly problemeatjuiring specialist
intervention.

1.3.2.2.1 The unmet needs mo@hen-Mansfield (2008) explained that
whilst there are arguments for a neuropathologioderstanding of people’s
behaviours there is increasing evidence that bebavimay be an attempt by the
person to communicate their needs

Cohen-Mansfield (2000a) proposed a model of CBsrayias a
consequence of an individual’'s unmet needs, staéiaiy‘problem behaviours
result from an imbalance in the interactions amiifepng habits and personality,
current physical and mental states, and less thamal environmental conditions.
This imbalance produces unmet needs in the indiidp.375). Cohen-Mansfield
suggested that individuals with dementia, and cgpusetly a reduced level of
ability, may be less able to act to meet their owads. Therefore she proposed that
behaviours are an attempt by the individual toegitdemonstrate and express their
needs to others; meet their own needs; or theyr@scan outcome of the unmet
need.

Cohen-Mansfield (2000a) suggested that by knowbayathe individual’'s
biography and current life, those working to camethem should recognise what
the person’s need is and consequently be abladoxfays to meet the need, thus
reducing the difficult behaviour. She further susjgd that the unmet needs model
is therefore an individualised model, highlightiawgd incorporating the importance
of personal factors. James (2011) suggested tHarEdansfield’s unmet needs
model “is currently the best known conceptualisatar BC” (p.92).

1.3.2.2.2 The ‘Treatment Routes for Exploring Agta model.Cohen-

Mansfield (2000a, 2000b) expanded upon the unmetisimodel by further
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dividing behaviours that challenge into: physiagdii@ession; physical non-
aggressive behaviour; and behaviours which areallgrblisruptive. She proposed a
decision tree approach which can be used to hypisgh@bout possible triggers for
a person’s behaviour and will also provide suggestifor how to manage it, called
‘Treatment Routes for Exploring Agitation’ (TREA)ames (2011) explained that
the TREA decision tree generates several optiongdssible interventions which
are based on the person’s hypothesised unmet whéth can then be tried and
reviewed.

Cohen-Mansfield and Libin (2005) explored verbatatgn and physical
non-aggressive agitation in cognitively impairedeslpeople. They reported that
verbal agitation was significantly related to cay@ decline, impairment in
activities of daily living (ADL) and depressed mgathilst physically non-
aggressive behaviours were also related to cognitecline, but were not related to
ADL functioning or affect. This study therefore g@gts that these different sorts
of behaviours displayed by people with dementia heaye differing causes and
potentially these could lead to a different underding and response by caregivers.

A study by Cohen-Mansfield, Libin and Marx (200#nad to test the
effectiveness of the TREA in identifying treatmefatisagitation. By comparing the
outcomes of an intervention (TREA) and control gro@ohen-Mansfield et al.
concluded that individuals in the intervention gvdar which the TREA was used
displayed a significantly greater reduction in aggn. They therefore suggested
that non-pharmacological interventions, such agREA, could successfully
reduce agitation displayed by people with demeamig that training care staff in
such interventions would have a beneficial effect.

1.3.2.2.3 The consequences of need-driven demsmtipromised

behaviour modelKovach, Noonan, Schildt and Wells (2005) explditiet their
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consequences of need-driven dementia-compromidea/lmeir model (C-NDB)
extended upon an original model proposed by Algase. (1996). The C-NDB
considered that when the needs of a person wittedgaremain unmet,
potentially because the behaviour has not beeriidehas an expression of need
or the unmet need has not been identified, therndhsequences of this can be the
production of further unmet needs which are exg@s$isrough further behaviours.
Kovach et al. explained that it can then becomdlenging for care staff to
determine the primary and secondary unmet needthdfuthey suggested that
with the introduction of further needs this migletgntially result in the individual
requiring a higher level of care, something whidlghthbe managed by
transitioning the person to another care envirortmen

1.3.2.2.4 The dialectical modditwood (1997) proposed a dialectical
model of dementia, in which an individual’'s expade of dementia is influenced
by both their neurological impairments and the igrant social psychology’
which surrounds them. Kitwood explained that “madigt signifies something very
harmful, symptomatic of a care environment thatdeply damaging to
personhood...” (p.46), however he stated thatishidten not intended and arises
out of cultural norms. Kitwood also proposed thedple with dementia have six
main psychological needs: comfort; occupation;chit@ent; inclusion; identity and
love. Further, Kitwood suggested that caregiverstep an individual with
dementia to maintain their personhood by meetiegelpsychological needs, but
where these needs remain unmet a person may expef@ar, anger or sadness.
The extent to which these psychological needs a&temtl depend upon the social
psychology surrounding the person (Brooker & S200Q5).

Therefore, from the dialectical model it can beenstbod that an individual

displaying CBs may be communicating that their psyagical needs are unmet,

24



sharing some similarity with the later model of letmeeds developed by Cohen-
Mansfield (2000a). James (2011) suggested thaiadtin Kitwood’s model can be
helpful, it does not provide an indication for wiaatment might be beneficial.

1.3.2.2.5 The Newcastle mod#&mes (2010) proposed a model which is
used in the Newcastle Challenging Behaviour Semdasderstand behaviours
displayed by people with dementia. The Newcastldehbighlights the importance
of working with the individual's care setting tytto reduce CBs, using a systemic
approach described as “staff-centred, person-fatype 163), led by a
psychological formulation which also includes el@tseof cognitive behavioural
therapy (James, 2010).

James (2010) outlined that this approach involvesking with the
individual’s care team to create a shared formaitaivhich acknowledges the
individuals life story and personality as well asdital factors and their social
environment, drawing these factors together to tgtded a person’s needs and
then creating a care plan to target these neenlslér to reduce CBs. The model
has a series of stages which together compristiliis? week approach to
assessment and intervention (James, 2010; Janigs, 20

James (2010) explained that the Newcastle modetpocates elements of
Cohen-Mansfield’s (2000a) needs-based frameworkiderstanding behaviours
that challenge. James (2011) acknowledged thati¢hecastle approach has been
criticised for the large amount of resources iuieeg to conduct all stages of the
process, but as a defence highlighted the modeilityato work with difficulties
which are highly complex or chronic.

1.3.2.2.6 Overcoming barriers framewoftokes (2000) stated that the
medical model, which has largely been dominantideustanding dementia, has

failed to acknowledge the individual person anadfare does not recognise the
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potential psychological explanations for behavidlisplayed by people with
dementia. Stokes proposed that whilst the cogngyweptoms of dementia might
represent a barrier to trying to understand behasiand the person’s experiences,
one way of trying to overcome this is to make congnd identify with the
individual experiencing dementia. Moniz-Cook, Steked Agar (2003)
summarised that Stokes’ view is holistic in inchglall aspects of the individual in
understanding behaviour.

1.3.2.2.7 The fixed and mutable factors modabther way of
understanding CBs displayed by people with demdrasabeen proposed by Kunik
et al. (2003) in their model of fixed and mutaldetbrs. Kunik et al. proposed that
there are three causes of CBs: the individual tleéras; the care setting, and the
person providing care. They suggested that eatiesé three factors has
characteristics which are fixed and therefore @rplae person’s context, as well as
characteristics which are mutable and can be ditane improved. Kunik et al.
suggested that their model allows for both an wstdading of why behaviours may
have arisen as well as providing indications faeptal interventions. James (2011)
suggested that this model is helpful as it ideggitihose factors that can be changed
in interventions aiming to reduce CBs.

1.3.2.2.8 Learning theorfCohen-Mansfield (2001) explained that learning
theory has also been used to try to understanddtigrence of CB in dementia
care, with the possibility that behaviours becoriaforced by care staff, for
example by the attention they may receive. Consgtyy€Cohen-Mansfield
summarised that learning theory can be used tacee@8s by understanding and
changing the relationship between the behaviountarahtecedents. However,
Cohen-Mansfield (2003) later critiqued the useeafrhing theory in explaining

CBs in dementia care, stating that “this modekrgebn the assumption that learning
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can occur in dementia, when the mechanisms redgerier learning are those
specifically impaired in dementia” (p.15).

Further, Moniz-Cook et al. (2003) suggested thatgua traditional
approach of applied behavioural analysis to undedsand reduce CBs in dementia
care is not always successful because it doesootporate a unique
understanding of the person and their history feoperson centred approach.
Moniz-Cook et al. suggested that in order to beeful approach to understanding
CBs in dementia care, a functional behavioural @@gn needs to be more inclusive
of other factors, such as unobservable factors.

1.3.2.2.9 Lowered Stress Threshold modighas also been proposed that
behaviours displayed by people with dementia cannokerstood in the context of
their increased vulnerability to overstimulationthg stimuli in their environment
given their reduced cognitive ability (Hall & Buckter, 1987). Cohen-Mansfield
(2001) explained that this hypothesis considersdha person’s cognitive ability
declines their threshold for experiencing strese decreases. As this happens, a
person may become anxious in their presentatiordnseh they experience
overstimulation they might then display behaviowrsch others find challenging
to manage.

However, Cohen-Mansfield (2003) expressed oppostbahis hypothesis.
She reported that research has demonstrated tisat&Bresult from an individual
being under stimulated. She explained that a pessthndementia may not have
the ability to obtain the stimulation they requared therefore they are expressing
this unmet need through their behaviour.

1.3.2.3 Theimpact of behavioursthat challenge. Goldsmith (2002)
explained that if a person with dementia is dispigypehaviours that challenge and

is living at home with family carers, this can havaumber of consequences.
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Goldsmith highlighted that if a carer is disturlthding both the day and night, this
may lead them to feel upset and experience higkldenf stress. Further, Goldsmith
reported that there may be an impact on the relstips between the person with
dementia and their family, something which couldrmgered for example by the
family feeling embarrassed by the person’s behaviou

CB displayed by people with dementia can lead doviduals experiencing
a transition from home to a residential care emrtent. For example, a study by
Steele, Rouner, Chase and Folstein (1990) invéstigahether symptoms,
including behavioural symptoms, displayed by peeyta Alzheimer’s disease
predicted admission into a care setting. They eated that those individuals
admitted into care had higher scores on measurafictilt behaviours, including
resisting care and continuous walking.

A further study by O’Donnell et al. (1992) whichugt to identify the
clinical features of a person with dementia whiohld best predict future
admission into a care environment, concluded tisatidbance in behaviours
(which included aggressive behaviours, parano@ntinence, inappropriate
sexual behaviour, emotional lability, reduced awass of others, disordered ideas)
were associated with a more rapid admission taeasial care.

In addition to family caregivers experiencing ditflties, paid care staff can
also find situations too difficult to manage. Casently, a person with dementia
may move from one residential care environmenntuttzer, or in a crisis they may
be transferred into a psychiatric inpatient warca{e, 1990; cited in Moniz-Cook
et al., 2001). This can be understood within thi@B model (Kovach et al.,
2005), as if an individual’s initial unmet needs aot recognised and met, the

individual can develop further unmet needs and @Bz efore potentially resulting
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in a perceived need for a higher level of cargjlteg in a transition to an
alternative care environment.

Further, by considering the frameworks used to tstdad CB that can be
displayed by people with dementia, such as the ®&MNiddel (Kovach et al., 2005),
the unmet needs model (Cohen-Mansfield, 2000a}tendialectical model
(Kitwood, 1997), it can be understood that CBs loamn expression of distress by
the person with dementia. Therefore, CBs reflantgative state experienced by
the individual person themselves, something whailwe perpetuated and
continuous if behaviours are not formulated and-eppate interventions are not
developed using one of the models or frameworksrdesl, resulting in ongoing
distress for the individual.

1.3.3. Summary. It seems that people with dementia can displaymaler
of behaviours, which may be understood neurololyied related to their dementia
or psychologically, for example as an attempt toregs an unmet need. A number
of psychological models and frameworks have beeeldped to try to understand
behaviours that challenge which are displayed Inyespeople with dementia,
including those by Kitwood (1997); Stokes (2000ph€n-Mansfield (2000a) and
James (2010), which have been outlined. Cohen-Mdd$P001) summarised that
“different models may account for different behaw®in different people” (p.362)
and that “different models provided the basis fiffedent interventions” (p. 362).

In addition “models are not mutually exclusive aaah be interactive” (p.10;
Cohen-Mansfield, 2003).

Behaviours can be challenging for carers to undedsand manage, and may
potentially lead to a breakdown in the care envitent, as can be understood
through the C-NDB model (Kovach et al., 2005). Tthisrefore highlights the

importance of trying to understand more about haregivers understand these
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behaviours displayed by people with dementia, awd these understandings
influence the relationship between caregiver amd-cacipient. By gaining an
understanding of these issues it may be possilibglto interventions to reduce the
likelihood of a breakdown in care placements.

1.4 Expressed Emotion

This section will introduce the construct of EEyigg an overview which
will begin with the definition and development detconstruct, exploring the early
research including the relationship between EEdchedt outcomes. The theories
which have been used to try to explain the findiog§E research will then be
presented and critiqued, before considering thédadetiogy used for measuring
EE. Finally, research exploring EE with both relas and staff working with
different client groups will be outlined.

1.4.1 The definition of expressed emotion. Wearden, Tatrrier,
Barrowclough, Zastowny and Armstrong-Rahill (20@@plained that the
psychological construct of EE has been used to unedke quality of relationships
between a care-recipient and their caregiver aaditiis also understood to
represent important aspects of the interpersotatioaship between them. Hooley
and Parker (2006) stated that EE is “well estabtishs an important measure of the
family environment”.

The construct of EE is measured by focusing owtdwenth, positive
comments, criticism, hostility and emotional ovevelvement in the relationship
between caregivers and care-recipients (Weardah, &000).

1.4.2 Early resear ch into expressed emotion. Research exploring the
concept of EE first occurred with families of pesplith schizophrenia. Initial
work conducted by Brown, Carstairs and Topping 8%xplored the outcomes of

male clients with a diagnosis of schizophrenia wthery were discharged from
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hospital. This research led to the conclusiontthase who had less contact with
relatives following their discharge from hospitaldimore positive outcomes. This
study led to further research by Brown, Monck, @ars and Wing (1962) who
aimed to classify the relationships between fammgmbers and individuals with
schizophrenia using scales measuring EE, hossitity dominance to capture
‘emotional involvement’. Brown et al. reported t5&% of clients from families of
high emotional involvement, and 21% from familiédow emotional involvement,
were readmitted to hospital. This indicated a neeekplore these relationship
factors within families more fully and to undersamow they related to client
outcomes.

Brown and Rutter (1966) progressed to develomtariiew which aimed
to measure objectively the EE between clients hait telatives by recording the
critical comments, dissatisfaction, hostility, wamand positive remarks which
were expressed.

Following these early studies by Brown and hiseagjues, further research
has continued to investigate the EE in familiegdfviduals with schizophrenia.
Kavanagh (1992) reviewed 23 such studies and reghdinat only three had not
found a greater relapse rate in those individudls thiad received treatment for
schizophrenia and then returned to live in envirenta with high levels of EE;
therefore suggesting a strong relationship betwegimlevels of EE and a poorer
outcome for the individual. Attempts to understéimel way in which EE and client
outcomes are related have been proposed throughaséveories which will be
considered later in this introduction.

Following on from the initial research with fareisi of people with
schizophrenia, the concept of EE has been studord midely (Wearden et al.,

2000) with studies investigating EE in family caref people experiencing a
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variety of mental health and medical conditions|uding depression (e.g. Vaughn
& Leff, 1976) and eating disorders (e.g. Szmuktas)er, Russell & Dave, 1985).
Whilst Wearden et al. concluded that across rebesttutlies a relationship has been
found to exist between EE and outcomes in a nummieealth conditions, they
highlight that as most of the studies investigatitfjare cross-sectional it is

difficult to understand the direction of causality.

In summary, it seems that the early research stwdnech reported high
levels of EE in relatives as being associated gidater rates of relapse in clients,
have largely been replicated in relation to schimepia, and also increasingly in
other physical and mental health conditions. thexefore important to try to
understand theoretically what factors might be upidaing the expression of high
EE and may explain how EE relates to client outcome

1.4.3 Theories of expressed emotion. This section will outline the main
theories which have been proposed to explain theddeof EE found in some
relationships between caregivers and care-recgidiiite theories considered will
be the stress-vulnerability model, state and Ingpiotheses and attribution theory.
Further discussions of attribution theory will ol how attributions are
considered to be subject to bias, and are potbntedevant to helping behaviour,
and how attribution theory has been specificalikdid to EE in the literature.

1.4.3.1 Stress-Vulnerability model. Wearden et al. (2000) explained that the
evidence of high relapse rates in people with sgtirzenia who resided with
families displaying a high level of EE, was consatkin the context of a modified
stress-vulnerability model (Zubin & Spring, 197Zubin and Spring (1977)
proposed that a vulnerability model could expl&i@ bnset of symptoms of
schizophrenia. They suggested that individual®diff their level of vulnerability

to illness, with each person’s inborn vulnerabitigtermined by multiple factors

32



including genetics and personality, whilst acquivatherability is determined by

external events and life experiences, or stresZatsin and Spring proposed that
when levels of stress are above an individual’sq@eal threshold they are more

likely to experience illness symptoms. In this modegoerson’s illness symptoms
will reduce when their stress levels decrease lmbtheir individual vulnerability
threshold.

Wearden et al. (2000) suggested that relativesessprg high amounts of
criticism and hostility, as is characteristic ofhilevels of EE, may themselves
generate a high level of stress in the family esinent. This may therefore
constitute acquired vulnerability in the client. @hthis stressor of high EE
(acquired vulnerability) interacts with a persomborn vulnerability, and exceeds
the individual's personal threshold level, they neaperience illness symptoms or
a relapse of illness symptoms. Hooley and Rici{tE985) summarised this, stating
that the relative’s high levels of EE may “condtta psychosocial risk factor for
relapse” (Hooley & Richters, 1995, p.134). Therefthiis vulnerability model
could explain the relationship between high lew¢|EE in relative caregivers and
high levels of relapse in care-recipients.

However, Hooley and Richters (1995) proceeded &dehge this
perspective, highlighting the possibility that matithan high EE impacting on client
symptoms, it is possible that these symptoms atgp@act on the caregivers’ EE
levels. They suggested that the interaction betwleeraregivers’ EE and the
clients’ symptoms may be bi-directional, with thenpacting on one another.

Hooley and Richters (1995) reported that as thgtkeaf the client’s illness
increased, the number of critical and hostile rd&smanade by family carers also
increased over the first five years of illnesscdmjunction with these findings,

Hooley and Richters noted that overall EE in fansdyers also increased over time,
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with 83% of relatives having high EE levels aftee tlient had been unwell for

five years. In contrast, almost 29% of relativesrgafor clients with recent onset

of symptoms had high levels of EE. This therefarggested a relationship between
the length of the individual’s iliness and caregiz& levels.

Further, when Hooley and Richters (1995) re-exathjpest research data
they reported that individuals with high EE relaBvhad greater rates of relapse if
they themselves had previous hospital admissiampared to clients experiencing
their first onset of symptoms. They reported thatrelationship between EE level
and relapse overall had a large effect size, butlfents with a first onset of
symptoms the effect size was lower. From this, lp@ind Richters suggested that
the strength of the relationship between EE arapes increased alongside the
chronicity of the client’s illness. Whilst this demstrates a relationship between
symptoms and high EE, it is unclear what additidaelors may impact on how EE
changes over time.

Whilst the stress-vulnerability model proposed thgh levels of EE
constituted an environmental stress factor whidlemigally interacted with a
client’s vulnerabilities to trigger illness symptepresearch by Hooley and Richters
(1995) challenged this by demonstrating that thetiosship between EE levels
and relapse was stronger as illness duration isetedlooley and Richters
therefore proposed a bi-directional model for ustierding the relationship
between caregivers’ EE and client relapse, whichdstill potentially be used to
explain the development of high EE in family cawegs. Potentially the client’s
symptoms may act as an environmental stress fémttne family caregivers,
interacting with their own vulnerabilities to expsecriticism and hostility. This

might therefore lead some relatives to develop heghkls of EE in their
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interactions with the client. This perspective bs® been considered in the
literature (Hooley & Richters, 1995).

Further, the bi-directional model (Hooley & Rictgel995) could present
as a feedback loop between the client and caregiwehich high EE and illness
symptoms continue to influence one another. Whilsttheory can be used to
suggest how the difficulties may be being maintdjneremains difficult to clarify
whether high EE is a trigger for illness symptomsa oesponse to them.

Therefore overall, the explanation proposed bysthess-vulnerability
model, that illness relapse might occur as a redudaregivers’ high EE, has been
challenged. However, the model may still be relévand given the findings of
Hooley and Richters (1995) may potentially be usefexplaining the
development of high EE in relatives and an ongdéesglback loop between clients
and their caregivers.

1.4.3.2 State and trait hypotheses. It has also been proposed that EE can be
explained by the psychological state and trait fiypses. The state hypothesis
considers EE to be a reaction by the caregiverhiciwthey demonstrate hostility
and criticism in response to care-recipients whg thamselves be hostile or
uncooperative (Hooley & Richters, 1995), suggestimegr EE reaction is
dependent on their care-giving context.

Hooley (1987) reported that those individuals vialad high EE spouses
caring for them were themselves less expressivepaoed to individuals with low
EE spouses. Hooley also noted that the criticalmments made by high EE
caregivers were related to the person’s reducedraoncation and therefore
suggested that relatives may have developed higiislef EE in response to this
reduced communication which they received fromrtbewell spouse. Such

findings can be considered to be consistent wgtate perspective in
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understanding levels of EE, supporting the ideaHEialevels may be dependent on
the care-giving context.

In contrast, the trait hypothesis suggested tiatdvels of EE displayed by
a caregiver were a reflection of their individuaits (Leff & Vaughn, 1985). They
suggested that the underlying traits reflectechieyconcept of EE included
tolerance, sensitivity to others’ needs, flexigiknd intrusiveness. This theory
proposed that the high EE traits of the caregiverewresent before the onset of
the client’s illness (Cheng, 2002) and thereforertteasurement of EE can be seen
as reflecting the measurement of these traits.

The trait hypothesis of EE has been challengeabgarch (e.g. Moore,
Ball & Kuipers, 1992; Cottle, Kuipers, Murphy & Oak 1995) which has
demonstrated that a member of care staff can hiffeeesht EE ratings when
talking about different clients (Hooley & Richted€995). Moore, Ball and Kuipers
reported that EE levels were less dependent oalthkacteristics of the staff
member and more dependent on the characteristibe afidividual clients, which
they suggested challenged a trait perspective of EE

In addition, research by Schreiber, Breier and &i¢k995) investigated the
state and trait hypotheses in family caregivengeaple with schizophrenia by
comparing parents’ EE levels towards their chilthveichizophrenia and a healthy
sibling. They reported that parents showed sigarfity more EOI and warmth in
response to the healthy sibling compared to thie efith schizophrenia. Therefore
the same parent could display different levels Bfd@mponents when talking
about their two children, which would not be expelcto occur if high EE were
related to an individual’s traits. These findingsrefore also challenged the trait

hypothesis and suggested that a state perspedie be more appropriate.
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However, in contrast, research by Tattan and Tra2i@00) found a
significant relationship between case managerdlaidlevels of EE. Tattan and
Tarrier suggested that case managers were demargstia overall style of
response to the clients they were working witheathan an individual response
to each client’s difficulties. Given these findingss possible that a caregiver’s
traits may impact to some extent on their levedEBf however due to the
inconsistency in the literature it seems unlikdlgttindividual traits can fully
account for differences in EE levels and a stategaetive may be relevant.

This theory has been criticised for not providargexplanation for the
development or continuation of high levels of EEEanegivers (Barrowclough &
Hooley, 2003). Further, it would not seem abledooaint for changes in a
caregiver’s EE level. Hooley and Richters (199%préed that as a client’s period
of illness increased, more relatives displayed I&&h which they proposed was a
consequence of a reduction in relatives’ toleraraa change in their attitudes. If
an individual’s traits impacted on their EE lewbis would be anticipated to be
relatively stable over time, and therefore theifigd of Hooley and Richters
further challenge the trait perspective of EE aatkptially support and state theory
of EE, with EE levels changing in response to theaton.

Overall it seems that whilst research has dematestra link between
individual caregivers and their level of EE (Tat&marrier, 2000), this is not
consistently reported and research findings hapéatty challenged the trait
hypothesis of EE (e.g. Hooley & Richters, 1995; Mndall & Kuipers, 1992;
Schreiber et al., 1995). Whilst it therefore seemigkely that the trait hypothesis
can completely account for differences in care@VEE levels, it may be a

contributory factor and it is possible that botatstand trait perspectives could be
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incorporated into an explanation of EE. Anothetlyevhich could incorporate the
research findings is attribution theory, which vatlw be discussed.

1.4.3.3. Attribution theory. Heider (1958) proposed that people try to make
sense of the behaviours of those around them, demsg what caused the
behaviour and how it can be explained. Heider sstggethat individuals generate
attributions about another person’s behaviour basedhat they have observed or
been told, the perceived intent and motive of thleaviour, and perceived level of
exertion of the individual. Heider explained thag @ttributions made may be based
on the perceiver’s cognitive biases and not alvieged on objective reality.

Heider (1958) suggested that an attribution is naaderding to whether an
individual's behaviour is understood as arising thua factor within the
environment or due to the person themselves (tharacteristics and personality)
and the extent to which the outcome was underdah&a of the person.

1.4.3.3.1. The fundamental attribution errtirhas been suggested that the
way in which attributions are made may be subjettias, with the term
‘fundamental attribution error’ (FAE) used to reter‘the tendency for attributors
to underestimate the impact of situational factod to overestimate the role of
dispositional factors in controlling behaviour” (88 1977; p. 183). In proposing
the FAE, Ross highlighted earlier research by JanesHarris (1967) in which
participants assumed that individuals writing praso information had similar
personal views, even though they were informedttiatvriters had been
instructed to write in this way. Participants imstetudy were therefore considered
to have been employed the FAE in their judgeménigher, Ross (1977)
suggested that professionals, including psychdlegase also susceptible to

making the FAE.
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1.4.3.3.2 Attribution theory and helping behavideurther, Weiner (1980)
proposed a link between the attribution a persokemabout the cause of an event,
the emotion this generates, and helping behaviRanticipants were required to
rate their attributions and judgment of helpingdebur in response to scenarios.
Weiner reported that causal attributions were eeléab emotion, such that
attributions of the behaviour being drunk, wereenstbod as being in the person’s
control, and were related to negative emotionsreegative judgments of helping
behaviour. In contrast, the behaviour being illswansidered outside of the
person’s control and was related to positive enmgtiand positive judgements of
providing helping behaviour. Weiner concluded tteisal attributions of
behaviour are strongly associated with emotion,taede emotions are strongly
associated with the judgments about likely helgiebaviour. Therefore, whilst this
theory of helping behaviour clearly links attritmrtiwith the likelihood of helping,
it also emphasises the importance of emotion.

Weiner’s (1980) theory of helping behaviour hasrbexplored in the
context of professionals working with individualghvmental health difficulties
and intellectual disabilities, generating mixedifimgs. Support for the theory has
come from Dagnan, Trower and Smith (1998) who atedi from their study that
helping behaviour in professionals working withiinduals with intellectual
disabilities and CB was most predicted by staffrapgm, which was itself most
predicted by staff emotion, which was in turn poteld by attributions of
controllability. Dagnan et al. suggested that ithdatherefore be important for
interventions with staff to target and aim to chamgfributions of controllability.

In addition, other research (e.g. Stanley & Stan@600; Whitehouse,
Chamberlain & Tunna, 2000) has also found suppori\feiner’s theory.

Whitehouse et al. (2000) reported that when stafkwg with people with
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intellectual disabilities and dementia attributeth&aviours as due to dementia and
out of the client’s control, they indicated thagéyhwould help the person as much
as possible, despite having low optimism aboupthtential outcome of this.
However, it is noted that these studies (Dagnaah. £1998; Whitehouse et al., 2000;
Stanley & Standen, 2000) have used methodologywmgpparticipants rating
hypothetical situations, case studies and listsebfaviours rather than situations
which they have themselves observed, which is pi@lgnproblematic and reduces
ecological validity (Wanless & Jahoda, 2002).

However, research exploring Weiner’s (1980) thewdrigelping behaviour
has not demonstrated consistent findings. For el@rBailey, Hare, Hatton and
Limb (2006) explored Weiner’'s (1980) model witheataff working with
individuals with intellectual disabilities, compag their attributions for self
injurious behaviours and other CBs. They reported the relationships between
staff attributions, emotions, willingness to hetplactual helping behaviour were
not consistent with Weiner's model. Bailey et alplained that although there were
associations between the attributions of behavasufue to stable, internal and
uncontrollable causes with negative emotions iff,4tas was not related to the
willingness of staff to provide help.

Sharrock, Day, Qazi and Brewin (1990) highlighteattthe attributions that
staff make about a clients’ difficulties are im@ort in determining staff reactions.
Sharrock et al. reported that staff participantskivay on a medium secure unit
attributed clients’ behaviours generally as intéroantrollable, stable and global to
the person, with controllability being negativeisaciated with staff optimism,
which was itself significantly associated with hetpbehaviour. This study

reported no relationship between participants’ eomai reactions and helping
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behaviour, therefore challenging Weiner’s theomyt, did demonstrate that staff
made the FAE when considering their clients.

Todd and Watts (2005) also explored Weiner’'s th@oigementia care by
examining the attributions made by staff (nurses$ @sychologists) about a CB
they had withessed. They concluded that “no cosrsisir robust role for
attributions was found overall” (p. 78) in relatitmparticipants’ responses to
behaviours. Although they also suggested thatttfé garticipants did appear to
have a tendency to attribute behaviours as undtatite, stable and internal to the
client, potentially suggesting partial supporttioe FAE in relation to
understanding CB displayed by people with demeiald and Watts suggested
that their findings supported previous researctctvimdicated optimism to be
more related to helping behaviour, but not for ptalyy aggressive behaviour.
However they did not investigate the extent of@is displayed by the clients who
were being considered.

Willner and Smith (2008) reviewed the studies whelve explored
Weiner’s (1980) theory of helping with care stafpporting individuals with
intellectual disabilities. They concluded that timelings were inconsistent and
therefore could not provide robust support forttheory. It therefore remains
unclear whether attributions do impact on emoti@amg in turn whether these
factors can reliably predict helping behaviour.

1.4.3.3.3. Attribution theory and expressed emotidmas also been
proposed that attribution theory can explain thHiedénces in levels of EE found in
caregivers (Hooley, 1987). Hooley suggested thabtéwfaced with the abnormal
behaviour of a family member, relatives have twoichs; they can make either an
internal or an external attribution about the canfsthe change. The latter involves

blaming the iliness. The former results in blamiing patient” (p. 180).
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Considering this in the context of her previousessh, Hooley stated that
high EE spouses had tended to make attributionBesfts’ behaviours as being
internal to the person and at times appeared ttyithpy were responsible for their
symptoms. Hooley (1987) suggested that the attabstmade by caregivers may
be due to both the symptoms being observed anchtlees’ individual personality
traits, therefore suggesting that their attribusiomay arise from both state and trait
factors.

This model of EE is proposed to allow for caregsvier move from high EE
to low EE (Hooley, 1987); since with time some garers may acknowledge that
the behaviour is not under the control of the ¢Jitrading them to alter their own
perceptions of the symptoms as being part of thess. Therefore caregivers could
alter their attributions and consequently move fetpressing high EE to low EE.

Further, Hooley (1987) proposed that positive apglative symptoms of
illness would relate differently to a caregiverttriutions. Hooley suggested that
negative symptoms, which involve the care-reciprattengaging in behaviours
which would otherwise be considered normal, maynbee difficult for families to
understand as related to the illness. In this sgdna family caregiver may attribute
the symptoms as under the control of the persawjrig them to have high levels
of EE. In contrast, Hooley proposed that positiyagtoms (an excess of
behaviours which are not normally displayed) magasier for families to
understand as they may appear more related téinbkes; therefore these
symptoms will be attributed as uncontrollable by tare-recipient, and result in
expression of a low level of EE.

Research investigating EE has increasingly fouatiibw caregivers view
the person’s difficulties is related to their leeéIEE (Wearden et al., 2000), with

for example, Brewin, MacCarthy, Duda and Vaughrd)9eporting that critical

42



and hostile relative caregivers attributed the -caogpients’ difficulties as
controllable by them.

Further support for the attributional theory of B&s also come from
Hooley and Campbell (2002), who reported that negatof individuals
experiencing depression or schizophrenia who egprebigh EE were more likely
to rate the client as in control of their illneban those relatives who expressed low
EE. In addition, Wearden, Ward, Barrowclough andi€a(2006) reported that
17% of relatives of clients with diabetes expredsgti levels of EE, and that these
relatives were more likely to attribute events teddieto diabetes as internal to the
client and other events as personal to, and uheecdntrol of the client.

In dementia care, Tarrier et al. (2002) exploredtattions in family carers
of people with dementia, which found high EE relesi made attributions of
behaviour as controllable by and personal to tlemtlIThis suggests that the
attributional theory of EE may also be applicalbleiementia care.

Whilst there appears to be considerable evidensapport of an
attributional theory of EE, with the occurrencetlué FAE being associated with
high EE levels, it is acknowledged that the reladltps reported are largely
correlational and it is therefore difficult to imfa causal relationship between the
FAE and EE (Barrowclough & Hooley, 2003). Consedlyeit remains possible
that the relationship between these two factorsdcexist in either direction, with
high levels of EE predisposing the individual toka#he FAE, or alternatively the
interpretation of events through the FAE may leadndividual to express high
levels of EE. It is also possible that both direcs of causality exist with the two
factors affecting one another in a circular pattern

Although the direction of the relationship betwdsh and attributions is

currently unclear, a review of the literature irstarea conducted by Barrowclough
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and Hooley (2003) concluded that relatives wholdiggd high EE consistently
made attributions that the person’s symptoms wereeroontrollable by them, in
comparison to relatives who displayed low level&Bf Therefore the relationship
between attributions and levels of EE appears t@ tatatively stable research
finding.

1.4.3.3.4 Implications for InterventionSiven the relationship between EE
and the FAE, it is possible that interventions ¢firgy attributions such as the FAE,
may reduce high levels of EE, or similarly thaemventions targeting high EE may
impact on attributions. Research has to date eagg@ltire impact of training on
attributions made by staff about CBs, with Kalsgath, Adams and Oliver (2007)
reporting that increasing the knowledge of stafbtigh training, led to a reduction
in attributions of behaviour as controllable by tients, although they did not
extend this study to measure and report on EEde@&hilarly, Grey, McClean and
Barnes-Holmes (2002) reported that after attentteiging in ‘multi-element
behavioural support’, staff made different attribns about CBs in people with
intellectual disabilities, although this study atid not explore EE.

Interventions targeted at reducing EE have beeloeeghby Pharoah, Mari
and Steiner (1999), who are reported to have readewterventions used with
families of people with schizophrenia to reducel&Eels, finding that these
treatments had reduced the relapse frequencyantsl{Barrowclough & Lobban,
2007). However, the effect of these interventiongle attributions of caregivers
was not recorded. It seems that whilst the attidmad theory is proposed as a
theoretical basis for understanding differencdswels of EE, the effect of
interventions on both factors has not yet beerdest

1.4.3.4 Alternative explanations of expressed emotion. Whilst the

association between EE and the FAE may be impairtammderstanding the
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relationship between caregivers and care-recipidnsspossible that other factors
may be important in understanding levels of EE. Saoiher factors, such as staff
stress and burnout levels, have been exploreckihtdrature with contradictory
findings. For example, whilst Moore, Ball and Kuip€1992) reported that the
level of stressors reported by staff caregivers nedselated to their level of EE
when discussing their client care-recipients, Laimgdraguez and Kuipers (2007)
reported that staff who demonstrated a high lef/&lbalso scored as high in
burnout and their reported levels of personal agdimmment were lower than in
those staff who expressed low levels of EE.

Moore, Ball and Kuipers (1992) suggested that otaetors which could be
important in understanding EE “may include the tgng philosophy’ of the
service, how well informed the carer is, and thpeetations they have of client
progress” (p. 806). It is therefore important tmsider that the recommended
person centred approach to dementia care (NICEdBunes for Dementia, 2006)
might impact on the attributions of dementia caadfsCare staff are likely to have
received training highlighting the enriched modetiementia proposed by
Kitwood (1993), which outlined how the presentatafra person with dementia is
due to a combination of their personality, neuradabfactors, their physical health,
biography and the social psychology surroundingthéis therefore possible that
care staff might consider a wide range of poteffidieiors as impacting on an
individual's behaviour.

Similarly, Dilworth, Philips and Rose (2011) repattthat organisational
factors appeared to have an impact on the way iohngtaff made attributions
about CBs related to control, stating that whenditganisation was a better quality,
staff made attributions of behaviours as less uttgecontrol of the client. In

further considering the care environment, Moniz-KCebal. (2000) reported that
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support for staff from supervisors, levels of stfkiety and the ability of the
environment to employ a person centred care appreace all related to the extent
to which staff understood behaviours to be challemgrhese studies therefore
demonstrate that whilst the FAE may be relateddb EE, it is likely that other
factors may also be involved.

In addition, other factors such as the wider sqoeiteptions of behaviours,
or the stigma attached to a condition by wideretycimay potentially be
associated with high EE and the FAE. For exampls,possible that an
individual’s attributions about the behaviour gherson with a mental or physical
health condition may be subject to the FAE if tbadition remains stigmatised in
wider society. It may be that when a conditiontigrnatised an individual may
wish the behaviours to be attributed to the persather than the situation or
environment, since this explanation may provideitickvidual with a way of
distinguishing themselves as different from thesparwho has the condition. This
could be understood as employing social distan@rigrm outlined by Stokes
(2000) as “the distance we place between oursealvdsany group of people we
fear, or feel threatened by” (p. 48). Stokes déscrihow this social distancing
leads to the development of stereotypes and pgadowards people with
dementia, which may potentially explain the posybof CB being understood
within the FAE.

Further, the possibility that staff may cope witB Gsing detachment has
also been proposed in the literature by Hastin§9%)1who highlighted that such a
strategy could impact on a professional’s apprdaadhe behaviour. In addition,
this detachment could potentially be understoodugh the proposed ego-
defensive bias which suggests that when intergyetirents individuals strive to

maintain their own self esteem (Heider, 1958). 4a-defensive bias may also be
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particularly relevant in considering the attribuisoof those who provide care for
individuals with mental or physical health probleméether formally or
informally.

1.4.3.5 Summary of the theories of expressed emotion. In summary, the
research literature has particularly challengedrdé hypotheses of EE and the
stress-vulnerability model, highlighting their li@tions. It seems that the state
perspective has some support in the literaturdy mibre recent research providing
considerable support for the attributional thedri£B.

It has been proposed that attributions are subpeitte FAE, and impact on
our emotions and subsequent helping behaviourswai$o affecting the levels of
EE in caregivers. The literature therefore suggdstisan individual making the
FAE is less likely to help another and more likedyhave high levels of EE, which
highlights the importance of understanding thalaitrons made by caregivers.

Whilst associations between these factors are teghar the literature, a
casual relationship between these variables cdrenotferred, and there appear to
be other factors which may also be related to EEadtmibutions.

Following an understanding of the possible theogigdaining EE, it is also
important to consider how to measure the construatreliable way. Some of the
measures developed for measuring EE will be corsidia the next section.

1.4.4 Measuring expressed emotion. The development of methods used to
measure EE will now be explored, considering tHesequent measures that have
been proposed, alongside their strengths and tionts Finally the most useful
measure, in the context of this study, will be megd.

The measurement of EE was initially developed uaisgmi-structured
Camberwell Family Interview (CFI; Brown & Rutter9@6). The CFI has been

described as the ‘gold standard measure of EE’ Ig¢yo% Parker, 2006), involving
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the client’s family caregivers being interviewedabtheir relationship with the
client, taking up to 2 hours to complete. Followthg interview, the comments are
rated on the dimensions of criticism, hostility,@mnal over-involvement (EOI),
warmth and positive remarks, with the dimensioneridicism, hostility and EOI
highlighted as the most important (Hooley & PariZ&06).

Given that the initial CFI required a consideradmeount of time to
administer, and considerable training, severaltaddil measures of EE have since
been developed. As a briefer way of measuring Bidststill using an interview
format, Magana et al. (1986) developed the FiveltirSpeech Sample (FMSS).
This required caregivers to talk about their relaship with the care-recipient for
five minutes. This interview is then rated on tihmehsions of critical comments;
positive comments; emotional over-involvement;ithigal statement, and quality
of the relationship, as well as generating an dveating of EE level as either high
or low. Magana et al. reported that the FMSS predwgmilar ratings of EE to the
CFIl, suggesting it to be a valid measure of EEBcaigh some studies have reported
the FMSS to be conservative in its detection ohhayels of EE (Hooley & Parker,
2006).

Research by Moore and Kuipers (1999) comparedsbeof a modified CFI
and FMSS with staff participants talking about tiatients. They added
instructions to the FMSS to make it relevant téfstad to encourage them to
consider their relationship with the client, rathiean to talk about the client’s
difficulties. From their comparison of the two meges, Moore and Kuipers
reported an overall agreement of 89.7%, with neeféligh EE ratings identified.
Further, they stated that whilst the FMSS may paitiy falsely identify high EE
due to its low threshold for critical commentsi@ains a reliable measure

requiring brief training which can be completedass time than the CFI. Similarly,
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Tattan and Tarrier (2000) reported that an advantdghe FMSS is its “extreme
brevity of administration and rating” (p. 196).

Questionnaire measures designed to capture thedregonents of EE,
include the Patient Rejection Scale (PRS; KreisrBammons & Joy, 1979) which
Is an eleven item self report scale administerddrtoly caregivers. Rist and Watz|
(1989) are reported to have found to have a siganti correlation between the PRS
and the components of hostility and criticism (BgiRist, Brauer & Rey, 1994).
However, Hooley and Parker (2006) highlighted thatPRS has not been
validated against the CFI, which is therefore peaixtic as the PRS cannot be
assumed to be measuring the construct of EE andomagpresenting other aspects
of relationships.

The Level of Expressed Emotion (LEE) Scale wasetigped by Cole and
Kazarian (1988) to capture client’s perceptionthefr family relationships and
levels of EE (Startup, 1999). Whilst this scaleeigorted to have good
psychometric properties, it is challenged for maiuding response items related to
the dimension of criticism (Startup, 1999). Thipisblematic given that some
have argued the component of criticism to be thetnmoportant element of EE
(Vaughn & Leff, 1976), and in paid care staff high is reported to be
characterised by high levels of criticism (Barrosgjh et al., 2001).

The Perceived Criticism Scale (PCS; Hooley & Ta#sdl989) consists of
measures of criticism completed by both the cacgsrent and their caregiver. In a
review of the measures of EE, Hooley and Parkedgp@escribed this scale as the
simplest measure of EE, although stated thattitlsgg cannot be substituted for the
CFI. Whilst this measure is brief it does not inpmmate the other elements of EE.

Further, whilst it may be possible for some cam@pients to complete the
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corresponding part of the measure, this is likelpe variable and may not be
possible with individuals who experience cognitigairments.

1.4.4.1 Summary. Overall the measure which captures the most elesén
EE, in a practical brief way, whilst also maintaigia good level of validity appears
to be the FMSS. In addition, when considering asueafor use with staff
caregivers, the FMSS has been found to be accepabl relevant with appropriate
modifications made specifically for recording ERdés in staff (Moore & Kuipers,
1999).

Given that the measurement of EE has been fouhd pmssible and
acceptable in staff caregivers, it is importantaosider the literature further
exploring the findings of EE levels in paid stadifrers.

1.4.5 Resear ch with staff caregivers. Given that the concept of EE was
initially developed to explain relationships betweelatives and clients with
schizophrenia (e.g. Brown, Carstairs & Topping,8)9% is important to consider
research exploring the relevance of this conceft paid staff caregivers. As this
study aims to explore EE levels in staff providoage for people with dementia it
Is important to understand the research which maady taken place with staff
working with other client groups which sets the teom for the extension of the
research into dementia care. This section willé¢feee outline the research
exploring EE in staff who provide care for indivals with mental health
difficulties and intellectual disabilities, demoraging how the concept of EE has
been transferred to measuring care relationshifygee® professionals and clients.
Links between staff EE levels, attributions and @#salso be outlined.

1.4.5.1 Mental health. Research initially transferred from family
relationships to those between paid mental heatifepsionals and their service

users with a study by Moore, Ball and Kuipers ()992oore, Ball and Kuipers
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explained that professional care staff may dematestlifferent relationships with
the clients compared to family caregivers, giveat they have received specialist
training and would not spend as much time withdlrent.

Moore, Ball and Kuipers (1992) examined the relahip between staff
and individuals with mental health problems inagderm care environment, using
a modified form of the CFI to measure levels of ERis study reported that the
criticism expressed by staff was associated wighctlents’ behaviours, which
included aggressive behaviour and behaviour desti@s attention-seeking. In
total 43% of staff were classified as high EE, dastating the existence of
relationships characterised by high EE between gtaiidl and clients. Moore, Ball
and Kuipers reported this rate to be comparabteabin families. This research
was also central to challenging the trait theorf£Bf as previously stated by
Hooley and Richters (1995), since it demonstratatl the same member of staff
could display different levels of EE in relationdiferent clients.

Further research has also demonstrated the apitilgaf the construct of
EE in paid care staff. Tattan and Tarrier (200(plesed EE levels in community
case managers working with individuals with a d@gis of psychosis. They
reported high EE levels in 27% of case managersydudemonstrating the
existence of high EE in staff caregivers.

In support of the relationship between attributilb@ory and EE in paid care
staff, Moore, Kuipers and Ball (1992) reported tiwaen staff made attributions of
a client’s difficulties as being under the clientntrol this was significantly
related to high levels of criticism by staff.

Further research by Ball, Moore and Kuipers (19@pprted relapse rates
in people with mental health problems were highkemvstaff working in their

hostel displayed high levels of EE. Similarly, SagdVallace, Moe and Liberman
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(1994) reported that residents with schizophrerspldyed more symptoms,
experienced lower quality of life and critical retenships with staff when the staff
members expressed high levels of EE.

Whilst these studies provide evidence in suppod dlationship between
EE levels expressed by staff and client outconesliterature is not consistent.
Tattan and Tarrier (2000) reported finding no d#éfece in client outcomes
according to whether their case manager was ratédya or low in EE. However,
the measure of overall quality of the relationgb@tween case managers and clients
was found to have a significant relationship wité tlients’ clinical outcome.

Research findings have demonstrated mixed réteig/lo EE in staff
caregivers, as outlined by Barrowclough et al. @0@ith their own study finding
that no care staff displayed high EE. In contréiseoresearch has produced rates
of up to 43% expressing high EE (Snyder et al. 4)9Barrowclough et al. discuss
their research findings and queried whether thedifngs were the effect of a small
sample size, interviewing staff from a new unitdaoe to interviewing staff about
clients they had key worker responsibility forsétems that the rates of high EE
displayed by staff working in mental health setimgyvariable and it is difficult to
draw firm conclusions about these.

Further, EE in paid care staff is reported toatith its composition, with
high levels of EE reported to be most characterseligh levels of criticism,
rather than EOI (Barrowclough et al., 2001). It baen suggested that EE in staff
caregivers differs from EE in relatives becauspratessionals staff may be more
cautious in how they respond when asked to talkiatheir relationships with
clients (Tattan & Tarrier, 2000). From their resdawith community case

managers, Tattan and Tarrier suggested that “a@nabsf positive attitude and
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affect in staff is more representative of the emviment created by high EE
relatives” (p. 202).

When comparing relatives and professional paid staff, it has been
proposed that staff spend less time with the ¢lhich may therefore lessen the
impact which a negative attitude may have on tlent|Tattan & Tarrier, 2000).
Previous research by Moore, Ball and Kuipers (196@drted that those staff who
expressed high levels of EE when talking about ttiggnts spent greater time with
them than those staff who were rated low in EES ptossible that those clients who
generate high levels of EE in staff are those vdtuire higher levels of staff input.

1.4.5.2 Intellectual disabilities. The construct of EE has also been
investigated with staff caregivers within the ifgetual disabilities literature. Cottle
et al. (1995) explored levels of EE in staff foliog a violent incident in a care
setting and measured staff attributions towardg#rpetrator of the incident.
Cottle et al. reported that a month after the iertd56.6% of staff expressed high
EE and those staff with high levels of EE were niie&y to attribute the event as
being due to factors internal and personal to lieatc

Similarly, Weigel, Langdon, Collins and O’Brien.0@5) also demonstrated
a relationship between the attributions made by sbout CBs and the level of EE
they displayed when talking about inpatients wiitellectual disabilities. They
reported that significantly more staff participadesmonstrated a high level of EE
when they spoke about a client who displayed C&mmparison to a client without
CB. In addition, they found that staff who had highels of EE made more
attributions of CB as being internal to the cliemdncluding from the results that
staff appeared to have made the FAE when undeistatiB.

Recent studies in the intellectual disability i#ere have attempted to

explore in more detail the different behaviourd t@mpose the term ‘challenging
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behaviour’ together with staff attributions of teeg¢for example Dilworth et al.,
2011; Grey, McClean & Barnes-Holmes, 2002; Hastiieed & Watts, 1997).
Dilworth et al. (2011) reported that members offstted a care-recipient’s CB as
more under their control if it was “physically aggsive behaviour”, and rated the
behaviour as less under the person’s controwas “self-injurious behaviour”.
Further, Grey et al. (2002) also reported diffeeenin the attributions made by
staff when understanding behaviours deemed to geesgive and those considered
self-injurious. In addition, Hastings et al. (19@¢0ncluded that staff were more
likely to view behaviours deemed to be aggresssveither a response to others or
a method of seeking attention compared to stergdigpaviours. These studies
indicate that different behaviours, whilst all dehto be challenging, may be
understood within the context of different attriloats, and therefore may also result
in different levels of EE. It therefore appears thatentially the relationship
between attribution theory and the construct oty depend on the type of CB
the care-recipient displays.

Further from the intellectual disability literatyuMYhitehouse, Chamberlain
and Tunna (2000) concluded from their pilot stuayt twhen a change in behaviour
in a person with a learning disability was attraaliby care staff as being due to a
dementia, it was considered to be “stable, globdlr@ot under the control of the
person” (p.150). It appeared that the consideraifaementia had potentially
impacted on the attributions made by staff caregiveotentially reducing the FAE.
This raises the possibility that different diagresgy have an impact on the
attributions which staff make about care-recipie@8, and potentially staff
members’ level of EE.

Further, it is important to consider the methodglaged in the studies. For

example, Weigel et al. (2006) highlighted that tls¢udy did not involve the use of
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vignette methodology, which had previously beenleygs in some studies
investigating the attributions of CBs. The impodarmf using real clients rather
than vignettes was highlighted by Wanless and Ja(2@02), who reported that
“evaluations of clients engaging in the behavioerewsignificantly more negative
when they were made regarding a real as opposathypothetical client” (p. 514).
This illustrates that using real clients rathemnthigynettes is likely to produce more
ecologically valid results.

1.4.5.3 Summary. This section has outlined some of the researchoerpl
EE with staff working with clients with mental h#adifficulties and intellectual
disabilities. This has demonstrated that the canakeRE, originally developed to
measure the quality of relationships between radatihas been successfully
measured in staff-client relationships. Furtheg, literature demonstrates that EE in
staff is also potentially linked to client outcon{és example, Snyder et al., 1994),
although this finding is not consistent (Tattan &rfier, 2000). It has also been
suggested that in relationships between profesisi@mal clients, it may be the
absence of positive attitudes that is more impaottzam the presence of negative
attitudes (Tattan & Tarrier).

In addition, this section has demonstrated thattmstruct of EE in care
staff is potentially understandable through thaekaitional theory and the FAE (for
example, Moore, Kuipers & Ball, 1992). However, gpplicability of an
attributional theory of EE in understanding behavsodisplayed by people
experiencing a dementia appears unclear at therdgurme.

1.4.6 Reviewing theresearch in dementia care. This section will give an
overview of the literature exploring the constratEE in dementia care. It will

outline the extent to which the attributional theof EE is supported in carers of
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people with dementia and the links made betweeraEf)utions and behaviours
that challenge carers.

In order to establish to what extent EE has preshobeen explored in
dementia care, a review of the current literatuas wonducted, using the search
databases PsycINFO, CINAHL, MEDLINE, and the sedecms “expressed
emotion”, “dementia” and “alzheimer*”. Search termsre exploded, where
databases allowed. Excluding review papers, tlastified 14 studies investigating
the concept of EE in caregivers of people with detae All identified studies had
recruited family caregivers of people with dementiegh none recruiting paid care
staff.

The quality of research studies can be evaluated) s$éandardised criteria.
The Consolidated Standards of Reporting Trials (SORT) have produced
guidelines which can be used in both the repoidimg) appraising of randomised
controlled trials (RCTSs), recently updated in 2Q$8hulz, Altman & Moher, 2010;
Moher et al., 2010). However, these criteria hasenbdesigned for RCTs. The
majority of studies exploring EE in family membeifgeople with dementia are
not research trials, and as such are not necessgpibrted according to CONSORT
guidelines.

The Critical Appraisal Skills Programme (CASP) halso produced
checklists which can be used when appraising arelsgaper, with different
checklists available depending upon the type daesh study being reported.

It would seem that the studies which are to begmiesl here, which have
explored EE in dementia care, may be best consldesiag the CASP framework
for case control studies (CASP, 2013) which coas$eleven questions to be
answered for each study. Criteria taken from ttasmkwork will therefore be

considered in relation to the following studies.
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An initial study by Orford, O’'Reilly and Goontaike (1987) used
interviews and questionnaires to measure EE irele2ive caregivers of people
with dementia, and comparison groups of relativfgssgchiatric clients who were
younger, older and physically unwell. This studgrdfore addressed a clear issue
using between groups methodology, providing a deatanation of the criteria for
recruitment into each group. It is noted that 25%he individuals who were
approached to participate in the younger and gddgchiatric groups declined to
take part, and only 55% of potential younger psstrhu clients were approached
about the study, all potentially impacting upon éx¢éent to which these sample
groups are representative of the population. Tiessf the sample groups are also
uneven, making comparisons between them problen@tiord et al. reported that
EE ratings were made by one trained rater and ésearchers untrained in scoring
EE but using a manual. It is not suggested thataters had been blinded to the
type of comparison group. They reported modest-irateer reliability. Therefore,
whilst Orford et al. reported high EE in 8% of telas of people with dementia, it
is possible given the small sample size and absaicaining in rating EE, this
may be an underestimation of the rate of high Eelative caregivers of people
with dementia.

Alternatively, considering the findings in accordarwith the attribution
theory of EE, it is possible that carers were nakimg the FAE regarding the care-
recipient’s behaviour. Subsequent studies havertegpwoarying rates of high EE in
relative caregivers of people with dementia, rapgrtontrasting findings and with
varying support for the attributional theory of EE.

The literature has reported rates of high EE gklyivariable, for example,
Bledin, MacCarthy, Kuipers and Woods (1990) repbtteat 56% of daughters

caring for their parent with dementia had high Ise\af EE. Bledin et al. also

57



compared high and low EE daughters, reportingdhaghters with high levels of
EE reported experiencing more strain and highdretis. However, as
acknowledged by Bledin et al., the daughters résdun their study were caring
for parents who were in receipt of services suctiagscare, and consequently
might represent a population experiencing higheelkeof stress and carer demand
than those who are not in contact with servicesthién, the majority of parents
(84%) were mothers, and the results are therefmenpally more representative of
mother-daughter relationships. However Bledin etlalnot appear to have
considered whether the gender of the parent hachaact on EE or the other
variables being investigated. Whilst Bledin etusled a brief CFI to measure EE
levels, no details are provided about how the C&3 veduced or the potential
impact of this on the reliability of the measuremeinEE.

Whittick (1992) concluded that high EE exists amoelgtives caring for
people with dementia, although no statistics weoxided and EE level was
reported to be rated based on subjective judgenoétite researcher, which are
potentially subject to bias given that the researcloes not appear to have been
blinded to the other data collected. Whittick aedphe Patient Rejection Scale for
the study, however does not detail the adaptatidmeh were made or consider
their impact on the reliability or validity of ttecale. Given that this study does not
detail many important alterations made to measwresiake use of standardised
criteria, the conclusions made are potentially sciijo bias.

A subsequent study by Fearon, Donaldson, Burndranuer (1998)
reported that 34% of relative caregivers displayegh levels of EE on the CFl,
rated using trained raters. This study used a ssgre model to explore EE status
as a function of intimacy and also compared EE betnwhigh and low intimacy

groups. An intimacy questionnaire was completeddrggivers, which was
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appropriate for the older population although ekheavily on memory.
Consequently the intimacy data obtained in thidytre potentially subject to
some error or bias.

A similar rate of 40% high EE in a sample of Englislative caregivers
was reported by Nomura et al. (2005), comparedéambcaregivers in Japan. This
study compared EE levels in carers of people watimehtia and schizophrenia,
whilst also comparing between English and Japacess. Whilst Nomura et al.
suggested that criticism varied between the sangaentially due to cultural
differences, the samples differed regarding thesgvof dementia experienced by
the care-recipients and measures also differedingatkdifficult to conclude
whether culture was a factor.

Research by Wagner, Logsdon, Pearson and Terr)1f2@entially
challenged the attributional theory of EE. Whilsty reported 40% of caregivers
had high levels of EE, they found no significatatienship between the level of
EE in the relative and the behaviours of the capgpient. Given that Wagner et al.
did not measure the attributions made by careg&ieosit their relatives’ behaviour
it is not possible to know how they understoodlibbaviours. However, it is
possible that those relatives with high EE weremaking the FAE when
considering difficult behaviours, therefore potahyi explaining the absence of a
relationship between behaviours and EE. Alternitjueis also possible that some
relatives of care-recipients displaying low levelslifficult behaviours actually
understood this lower level of problems in the eahbf the FAE, as did some
caregivers of people with more difficult behaviaurlerefore, it is possible that
the attributional theory of EE is supported, buattthttributions can be related to
low levels of behaviours that challenge and naglgdb high levels of difficult

behaviours. Wagner et al. (1997) used between groogmparisons, comparing
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high and low EE carers on levels of depressiontamden. The FMSS was used to
rate levels of EE, and coded by one of the autbbtise measure who was blind to
the additional data. When measuring symptoms offedspon, the cut-off scores for
older people were used with younger adult caregivieurther, the caregivers
participating in the study rated both their own #meir care-recipient’s symptoms
of depression, which are therefore potentially eabjo bias. Therefore, whilst
Wagner et al. reported no significant relationdbepwveen EE, client levels of
depression, functioning, cognitive functioning drehaviours there are limitations
to this study, which are recognised by the authbms. study limitations also
include the recruitment of participants from a Uity clinic, which potentially
limits the representativeness of the sample.

In contrast a study by Vitaliano, Young, Russoifaao and Magana-
Amato (1993) using the FMSS which reported that 28%arers displayed high
levels of EE, also stated that high EE caregivesseviving with individuals who
displayed significantly more negative behavioursilg! attributions about these
behaviours were not measured, it is possible He@FAE was made in relation to
CBs, and could explain the relationship betweesdheehaviours and high EE. EE
was measured using the FMSS which was rated lgireett rater who was blind to
the other data collected. This study used a regeatasures design to compare
caregivers’ data at two points in time and also ena@mparisons between the
groups of high and low EE caregivers.

Gilhooly and Whittick (1989) conducted an explorgtstudy in which they
compared EE levels between relatives who lived thighcare-recipient and those
who did not. However, due to differences in theesity of the dementia
experienced by the care-recipients, comparisongdszt the groups are difficult to

interpret. The sample of caregivers were recruiteough a day centre, and
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therefore may also represent carers in receiptrvices. In addition, in order to
measure care-recipient’s cognitive ability, Gilhpahd Whittick reported making
adaptations to the standardised measure, howe®s Hre not detailed and it is
unclear to what extent they impact on the religpdif the data obtained. Further, it
is noted that the quality of the relationship bedwéhe caregiver and care-recipient
was rated by the authors on a five point scale lwhppeared to be based on the
subjective judgement of participants’ answers t@ous questions, therefore this
may be subject to some bias. They reported that thias no significant
relationship between the caregivers’ level of EH #Hre care-recipients’ level of
cognitive and physical functioning, which may iratie that difficulties in people
with dementia were not attributed as internal tamhand controllable by them, and
were therefore not associated with high levels®Bf However, as this study did not
specifically measure behaviours that caregiverd ¢imallenging, the relationship
between these variables is uncertain. Whilst Giyhaad Whittick reported a
significant relationship between the number oficaitcomments made by
caregivers and the quality of relationship betwdrem and their care-recipient, the
reliability of the ratings of relationship qualigppear unclear.

It is noted that the findings of Gillhooly and Wtk (1989) contrast those
by Vitaliano, Becker, Russo, Magana-Amato and Ma{988) who reported that
22% of spouse caregivers had high levels of EElidito et al. (1988) used the
FMSS to measure EE, using the original criterias Btudy compared high and low
EE caregivers’ depression, anger and coping, amysaof the care-recipients’
functioning. Care dyads were recruited from thengwnity. It is reported by
Vitaliano et al. that all care-recipients completiee patient measures of depression
and cognitive ability, with the functional measimeng completed separately by

the rater and spouse carer. This is likely to miserany potential bias, although it
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may also suggest that the results of this studyreme representative of a sample
of people with dementia who are not significanthpiaired. Vitaliano et al. suggest
that by excluding people with dementia with lowegauitive abilities, they created
a more homogeneous group facilitating more religblaparisons.

Vitaliano et al. (1988) reported that in 75% ofitlenalyses EE level
accounted for differences in levels of functioniagch that spouses with high
levels of EE rated their care-recipient partnereaang higher levels of
impairment. Therefore, it seems difficult to cord#uhow levels of impairment
relate to levels of EE.

Studies supporting the attributional theory of BEelation to dementia care
include Spruytte, Van Audenhove, Lammertyn andi8$§2002), who reported
that 18% of relatives caring for people with densehtad high EE levels, although
the researchers recognised that diagnoses of demare unconfirmed. In support
of the attributional theory, higher levels of aim were found to be related to
internal attributions about the care-recipientdidngours, indicating that critical
relatives may have been making the FAE. In thidyst&pruytte et al. aimed to
compare the relationships between caregivers amdreaipients with dementia
and those with mental health difficulties; howethes number of participants
recruited to each group were considerably differeraking comparisons
problematic. In order to rate warmth and criticiSpruytte et al. dichotomised
caregivers responses on two questionnaires tordigtethow many had ‘poor’
quality relationships. However, it is unclear whg tresponses were dichotomised
or the rationale for the thresholds chosen. lhé&efore unclear to what extent the
classification of ‘poor’ relationships is reliabe valid. Further, all interviews were

conducted by the researchers, potentially intrattyisbme bias. Spruytte et al.
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recognised the limitations of their study, incluglthe absence of a confirmed
diagnosis of dementia for the care-recipients.

Further support for the attributional theory of &&ines from research by
Tarrier et al. (2002) who explored EE in caregivaand how this related to the
symptoms and behaviours of the person with demantiathe beliefs that the
caregiver held about these using a cross sectimsign. EE was measured using
an adapted CFI, with attributions rated from traims of the interviews by blinded
researchers. Ratings for attributions were repddexthieve inter-rater reliabilities
between .76 and 1.00, indicating a high levelgreament. 41% of relative
caregivers were rated as having high levels of &Bgua modified and reliable
form of the CFI, with high EE caregivers makingrsfggantly more attributions of
behaviour as personal to and controllable by the-cecipient. In addition those
carers displaying high EE reported significantlyrenbehavioural disturbances in
their care-recipient. These findings indicate atrehship between the FAE and
high levels of EE, supporting an attributional theof EE, and a relationship with
behaviours that challenge in people with demefiaddition, similarly to Bledin
et al. (1990), Tarrier et al. reported that thadative caregivers who expressed
high levels of EE also reported more distress.

Tarrier et al. (2002) recruited 100 care dyadsupholocal services, with a
confirmed diagnosis of dementia for the care-recipiTarrier et al. considered that
their finding of 41% of caregivers rated as high\E&s actually low in comparison
to rates reported in schizophrenia research. Homteeg did not acknowledge the
potential impact of generational factors or relasioip status on EE rates.

A subsequent study by Hanson and Clarke (2013) asedss sectional
design to investigate the extent to which peopld Wwementia and their spouses

differed in their ratings of the person’s abilitydahow this was related to the
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caregiver’s level of EE. Participants were reculiierough local NHS services, and
care-recipients were included if they were diagdosgh Alzheimer’s disease,
vascular dementia or mild cognitive impairment (MM@anson and Clarke
identified high EE in 39% of spouse caregivers @ambrted that a high level of EE
was related to less concordance between the caremmd recipient in ratings of the
person’s cognitive functioning.

Hanson and Clarke (2013) acknowledged that thedysincorporated both
individuals with dementia and MCI and that thessgdbses have different
implications and symptoms associated with themclwinay therefore impact upon
the study data. Consequently, Hanson and Clarkelebed their analysis both
including and excluding the MCI participants. Ortlexling the MCI group they
reported that level of distress was no longer aiggint factor in the level of
discrepancy between caregiver and care-recipiéingsaof cognitive ability. In
addition, Hanson and Clarke reported that high &R mot related to level of
distress in the caregiver and that this therefbedlenged the findings of previous
research by Tarrier et al. (2002) and also Bletlad.g1990).

1.4.6.1 Summary. Overall, the research exploring EE in dementia base
demonstrated that high levels of EE are found miliacaregivers of people with
dementia, with reported rates of high EE varyiragfr8% (Orford et al., 1987) to
56% (Bledin et al., 1990Research by Tarrier et al. (2002) explicitly supedran
attribution theory explanation of high EE in caregs, indicating that carers who
make attributions that are internal to the car@prent are also likely to display
high levels of EE. This study also supported a bekveen high EE and CBs
displayed by the client. The findings of the othkterdies can largely be understood

within the context of an attribution theory of Effthough Wagner et al. (1997)
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potentially challenges this, given that they repdmo relationship between EE
levels and CB of the care-recipient.

1.4.7 Rationalefor the study. In searching the literature, no published
research has been identified to date which hastigated EE levels in paid
dementia care staff, and this therefore appedrs @ significant gap in the current
research literature. Given that the number of peopih dementia is predicted to
rise in the future (Alzheimer’s Society, 2011, Fetral., 2005) and the demand for
paid caregivers is therefore also likely to incegasis important to explore whether
high EE levels are present in paid care staff ahdther this is related to how care
staff understand CB displayed by people with dement

If high EE levels are found in paid dementia caadfsand these levels are
related to the attributions staff make about CB thill provide an important
theoretical understanding, which will be usefuhally in considering how best to
intervene to reduce EE levels. It is important thegrventions to reduce EE are
based on a theoretical understanding of the cartsdhiained from the research,
enabling evidence based practice. Reducing higlet&ts is potentially of clinical
importance given that we know from research witreopsychiatric and medical
conditions that high levels of EE can be signifitarelated to negative outcomes
for the care-recipient (Wearden et al., 2000).

It has also been proposed by Weiner’s (1980) thebhelping behaviour
that attributions have an impact on caregivers’ taong and ultimate helping
behaviour. Whilst the research evidence for Weseory of helping appears
mixed (Willner & Smith, 2008), little research hes far been conducted in
dementia care. Therefore it is possible that byebtiging an understanding of the
attributions dementia care staff make in relatm&€Bs, this may provide an

indication of likely behaviour in dementia care giree.
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Whilst the relationship between EE and outcomegéaple with dementia
is still to be determined by research, high EE ddod considered to generate a
negative care environment, representing the coraféptalignant social
psychology’ (Kitwood, 1997), an atmosphere of aabhech is likely to have a
detrimental impact on the person.

It would also be important to consider which bebass staff find most
challenging and mostly attribute as internal anaticdlable by the care-recipient.
This may enable specific interventions to be dgwetbwhich can support staff in
managing these particular behaviours whilst als@ld@ing their understanding of
the behaviour in the context of the experiencénefgerson with dementia. This
may reduce the FAE, consequently reducing EE, aedatl supporting more
positive outcomes for the person with dementia.

As well as providing an initial study into EE aatiributions with staff
working in dementia care, this study will add te thider literature which has
begun to explore the attributional theory of EEodH differences be found in the
EE levels or attributions made by dementia carié stenpared to other staff
groups, this may have important implications fa tverall understanding of these
constructs.

Therefore, overall given that the number of pe@pieeriencing dementia is
predicted to increase substantially over the corgeays, research into these
concepts at the current time, could potentiallypheform the future training of
dementia care staff and impact upon the care reddiy future clients.

1.5 Resear ch Questions and Hypotheses

This section will outline the aims of the reseaacdidl detail the specific

research questions in turn. This will be followedthe hypotheses which are made

in relation to each of these questions.
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Given the identified gaps in the research litetmd the highlighted
clinical relevance of these concepts, this reseaits to establish whether high
levels of EE are present in paid dementia caré wt@aking in inpatient
environments and what proportion display high ls?eFollowing on from this five
main research questions will be examined.

1.5.1 Resear ch Questions. The research aimed to answer five main
research questions. Firstly, do the observed fregjas of high and low EE ratings
for clients displaying CB and without CB differ sificantly from the expected
frequencies?

Second, do the individual components of EE (crittcanments; emotional
over-involvement; positive remarks; quality of tedaship) differ significantly
according to the client’s level of CB?

In addition, a third main research question willelmine whether the
attribution ratings (internal-external to clientternal-external to staff; global-
specific to client; uncontrollable-controllable blyent; uncontrollable-controllable
by staff) differ significantly according to CB leyand also whether attribution
ratings differ according to EE level? This questiah be expanded by comparing
attributions made by high and low EE staff withack of the two CB groups.

Following on from this, additional analyses carcbaducted to explore
research question four: do attribution ratingsediffignificantly according to the
number of critical comments and positive remarkslenfar the CB and nCB
groups?

Finally, research question five will examine whimdhaviours on the CBS
have the highest overall challenge scores, aneéfibver might staff find most

challenging in people with dementia? Do the ovetiadlllenge scores differ
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according to CB level? Do the ratings of behavioequency, difficulty or overall
level of challenge on the CBS differ significanlgcording to EE level?

1.5.2 Hypotheses. Based on the research which has been undertakien wit
family carers it was hypothesised that betweenr@D50% of staff participants
would display high levels of EE.

In relation to the first research question, itypsithesised that the observed
frequency of high EE ratings made by staff paraaits will differ significantly
from the expected frequency. It is considered tinate will be a significantly
higher observed frequency of high EE ratings madelation to clients with CB
compared to clients without CB.

In relation to the second research question,hymothesised that staff
participants will display more critical commentspma emotional over-involvement,
fewer positive remarks and a lower quality of nelaship, in relation to CB clients
compared to the clients without CB.

It is also hypothesised that staff with high EEngs, and staff considering
CB clients, will give higher attributional rating$ behaviour as internal, specific
and controllable by the client, compared to stathwow EE ratings and staff
considering nCB clients respectively. In additiasithin the CB group, those staff
who are rated as expressing high EE will be mdedylito attribute behaviour as
internal, specific and controllable by the clieatgpared to those staff rated low EE.

As critical comments increase in number, it is hippsised that attributions
of behaviour will be significantly more internal tioe client; specific to the client
and controllable by the client. Whilst as positreenarks increase in number,
attributions of behaviour as internal to the clietecific to the client and

controllable by the client will significantly de@ase.
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If CBS scores are highest for the CB group comptodhe nCB group this

can be used to validate the difference betweetwberoups of clients.
2. Methodology
2.1 Design

This research used a within subjects design torgenguantitative data
obtained from one group of participants who wekeddo complete the research
procedures at one time point. Each staff partidipaas asked to complete the
research measures and to speak about two clietitslamentia, one who displayed
CB and one who did not, generating two Five Mirsipeech Samples (FMSS).
The factors investigated were level of CB and BElleBoth factors have two
levels. Given that each staff participant spokeualb@o clients, one with CB and
one without (nCB), CB level was a within subjeastbr. Further, it was
anticipated that high and low ratings of EE coutdcbmpared. EE would be a
dependent variable, with ratings obtained throdghrésearch procedure. It was
anticipated that EE levels would also be compassdguwithin subjects
comparisons.

Therefore, this research design involved data beatigcted from one
group of staff participants, with each participapéaking about two clients, one
with and one without CB. Each client on a ward daaly be selected once in
order to ensure that they were only represented omthe data, therefore
maintaining the independence of the data. It waisipated that the data would
also be grouped for analysis according to whettagf garticipants displayed high
or low levels of EE. Therefore, the terminology G®up and EE group will be
used to refer to these data groupings. These grgspvere used for analysis and
did not reflect independent groups of staff paptits. By grouping the data in this

way it was anticipated that the independence ofldtta would be maintained for
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the analyses, with each staff member contributimy one set of data to each CB
group and each EE group.

Whilst it was anticipated that each staff partiapaould provide paired
data in relation to two clients, one with CB ane avithout CB, it was recognised
that some staff might not be able to select ba#ntsd from their ward. Given that
each client on the ward could only be selected emeeaintain the independence of
the data, potentially staff participants might fthét no clients remained unselected
who did or did not display CB. It was thereforerpiad that in these circumstances
staff would be able to select only one client ter¢o. When staff participants
contributed only one data point, this would be adeld from all analyses which
relied on comparisons of paired data.

This research aimed to find differences and retatips between groups of
data, employing contingency tables, t-tests ancetatronal analyses and did not
aim to find causal relationships.

The design of this research incorporated someeoirtéthodology and
analysis used by Weigel et al. (2006) who expld&Edand attributions made by
staff towards people with and without CBs who hadrdellectual disability.
However, Weigel et al. selected two clients frone gare setting, one displaying
CB and one who did not, which all staff particigmobnsidered. In contrast this
study allowed staff to choose the client they wikteediscuss. This was necessary
given that the study took place over a number afivg#tes, and using this design
enabled the data to remain independent, with elgat evith dementia only being
considered once.

Whilst it might have been possible to replicate ¥ééet al.’s design and
select one care environment to participate in thdys this would not have allowed

for the identification of which behaviour care $t@id most challenging,
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something which could only be explored by caref siallecting and rating different
clients.

Further, by considering a number of ward environtsienather than one
individual setting, it was anticipated that theulesmay be more generalisable to
the overall population of dementia care staff, Esd specific to a particular ward
and staff team. In addition, conducting the studgra number of ward
environments was anticipated to result in the rément of a greater number of
staff participants, which would further assist wgneralisability of the results.

In addition to the FMSS and attribution questionmahich were used by
Weigel et al. (2006), this study also incorpordtesl Challenging Behaviour Scale
for Older People Living in Care Homes (CBS; MoniaeR et al., 2001) in order to
measure the behaviours displayed by the client eethentia from the perspective
of the staff participant. This was added to explehech behaviours staff found
most challenging, whilst also validating that the tclient groups (CB and nCB)
did differ in the extent to which they displayed CB
2.2 Participants

Participants in this study worked on NHS inpatiematds for older people
with dementia as either qualified or unqualifiedsing staff. This study recruited
staff working in NHS inpatient dementia care wapdsause it was considered that
the clients admitted to these wards were likelggdhe most unwell and distressed
individuals, and therefore they would potentialigpday higher levels of CB than
individuals in residential care. This would makeadtsible for staff participants to
select a client to represent the CB group who tdisplayed high levels of CB,
something which may be more difficult within a @fe residential care setting.
However it is acknowledged that some residenthesée settings may also display

CB.
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2.2.1 Inclusion and exclusion criteria. In order to participate in the
research, it was considered important for partitipéo have some experience of
working with people with dementia in order to hdeened understandings of the
different behaviours they witnessed and the coolitif dementia. Therefore
participants were required to have at least sixthmoaxperience of working with
people with dementia. It was hoped that this mimmperiod would ensure that
staff participants had begun to develop knowledgkexperience of people with
dementia, and would be able to identify both antheith CB and a client without,
something which would be more difficult without expence to set this in context.

In addition, it was necessary for all participaat®ither work closely with
people with dementia on the ward, or key work d¢Bemith dementia. This was to
ensure that all participants would have sufficlembwledge and experience of the
clients they selected for the study to be ablate their behaviour, to have made
attributions about their behaviour and to havel@imnship with the person which
they could talk about in the FMSS.

No specific exclusion criteria were specified. Bsianticipated that in order
to work on a dementia care ward all staff wouldehaufficient ability with the
English language to be able to participate.

2.2.2 Power calculation. Power calculations were conducted using
G*Power, based on obtaining a power of .80. A nendf previous studies have
explored some or all of the factors of EE, CB attdbautions with several client
groups, finding a range of effect sizes.

In summary, for the relationship between high EEhwhe attributional
dimensions of controllable by and personal to trent Tarrier et al. (2002) found
effect sizes of .21 and .36 respectively. Moord| &ad Kuipers (1992) found

effect sizes of .27 and .31 for the relationshifwieen criticism with aggression
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and attention seeking behaviour respectively; wBitgrowclough et al. (2001)
found an effect size of .44 for the relationshipamen criticism and stable
attributions, and increased effect sizes of .44.86dor criticism with internal and
stable attributions respectively, depending onaftitriteria. Further, Hooley and
Campbell (2002) found effect sizes of .66 for tekationship between high EE and
controllability attributions in relation to clientgith schizophrenia, and .45 in
relation to clients with depression. In additidme titerature has overall indicated
relatively consistent support for the attributiottedory of EE (Barrowclough &
Hooley, 2003). Therefore, taking into account thevpus research literature, it
was considered that a medium to large effect sigl@tnbe found in this study.

Power calculations were made for the correlaticalyans used for research
guestion 5 based on one-tailed hypotheses, art sffercof .40 and power of .80,
indicating a required total sample size of 37 gpatfticipants. Power calculations
were also made for the main analyses of one-tdidg@ndent t-tests, based on an
effect size of .40, power of .80, indicating a reed total sample size of 41 staff
participants.

2.2.3 Recruitment. All participants were employed by the NHS and were
working on inpatient wards for people with demeimmighe East of England region.
This region was selected for practical reasongderto allow the researcher to be
able to meet with staff participants to complete tasearch process. All potential
participants were provided with an information ghed®out the study (see Appendix
A), and the opportunity to ask any further questjdoefore signing a consent form
if they wished to participate (see Appendix B).

In total 47 members of staff participated in thedst with participants
recruited from a total of 11 ward settings. A camsllagram, shown in Figure 1,

summarises the process by which 47 participant®darbe part of the study.
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Figure 1
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In total 47 participants took part in the studyadprg about a total of 91
inpatients with dementia, 44 deemed to display 6847 who did not display CB.
It was not possible for three participants to sedeclient who displayed CB on
their ward who had not already been selected bthanstaff participant. Therefore
data were collected from these three staff padidip in relation to only one client,
rather than two.

2.2.4 Participant demogr aphics. All 47 staff who participated in the
research completed the demographic questionnaieniajority of the participants
were female (n = 33; 70.2%).

The ages reported by female participants were 28 years (n = 3); 25 - 40
years (n = 14); 40 — 55 years (n = 15) and 55 yaagsover (n = 1). Fourteen
participants were male (29.8%). The ages reporyatddle participants were 25 —
40 years (n = 5); 40 — 55 years (n = 6) and 55syaad over (n = 3). The age

ranges reported by all the participants can be se€able 1.

Table 1
The Number and Percentage of Participants in Eddihe@ Age Categories
Age Range Number of Participants  Percentage of Participants
18 — 25 years 3 6.4
25— 40 years 19 40.4
40 — 55 years 21 447
55 + years 4 8.5

Twenty eight participants (59.6%) were qualifiadsing staff, whilst 19
participants had unqualified roles (40.4%). Theels\wf education reported by

participants can be seen in Table 2. As a numbpauicipants added NVQ
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gualifications to the qualification options, thegere also incorporated as an

educational category.

Table 2

The Number and Percentage of Participants Repoiiiifgrent Levels of
Education

Education Level Number of Participants Percentage of
Participants
GCSEs 5 10.6
A Levels 4 8.5
Diploma 18 38.3
Degree 11 23.4
Higher Degree 2 4.3
Other, NVQ2, NVQ3 5 10.6
Not Applicable/ None 2 4.3

The number of years of experience of working wigople with dementia
reported by all staff participants can be seenahl@ 3. As demonstrated by the
data in Table 3 the majority of participants hadenban ten years of experience of

working with people with dementia (n = 25, 53.2%).
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Table 3

The Number of Years Experience of Working with Rewgh Dementia Reported
by Participants

Number of Years Experience Number of Percentage of
Participants Participants

Less than 1 4 8.5

1-5 11 23.4

5-10 7 14.9

10 + 25 53.2

Overall, participants’ personal experience of arfd or relative having
dementia was approximately equally divided, withp2dticipants (51.1%)
reporting having this experience, whilst 23 papits (48.9%) reported that they
did not.

Therefore in summary, of the 47 staff who partitgplain the research, the
majority were female (70.2%); qualified memberstafff (59.6%); had diploma
level education (38.3%) and had ten or more yelegmerience of working with
people with dementia (53.2%).

2.3 Measures

2.3.1 The Five Minute Speech Sample. In order to measure level of EE,
the FMSS (Magana et al.,1986) was selected. Th&sure has been developed to
be a shorter measure of EE than the traditional(REtter & Brown, 1966;
Wearden et al., 2000), obtaining reasonable comacdnehlidity of 61% (Goldstein
et al., 1989; cited in Moore & Kuipers, 1999).

The FMSS involves the participant speaking uninjged for 5 minutes
about their relationship with a client. This spesample is audio recorded for later

coding. The FMSS is coded using standardised ijtehich involves coding the
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initial statement made by the participant as pesitneutral or negative. Further,
the number of critical comments and positive comtsiemade by the participant are
counted, the level of emotional over-involvementited, and the quality of the
relationship is coded as positive, neutral or nggaf hese factors are combined to
produce an overall rating of EE as high or low tiegrants were rated as high EE if
either one or more critical comment was made; tit&al statement was coded as
negative; the quality of the relationship receigasegative rating; they are coded as
high in emotional over involvement; or the partamp interview contains 2 of the
following: exaggerated praise for the client, mthran five positive comments,
excessive detail about the past, a statement imlichigh emotional over
involvement.

The FMSS has been used previously with staff ppeids generating
information about their relationships with theitecits (e.g. Moore et al., 2002;
Dennis & Leach, 2007; Langdon, Yaguez & Kuiperd)20 Revised directions for
staff participants completing the measure have bedimed by Moore and Kuipers
(1999), who concluded that the correspondence leetwee FMSS used with staff
participants, and a modified version of the CFlswagh. These standardised
instructions were incorporated into this researuth gresented to all participants
verbally and visually. A copy of these instructiara be seen in Appendix C.

In order to ensure reliable ratings are made floenRMSS, inter-rater
reliability can be calculated by taking a sampl&bfSSs and comparing the rating
made by an expert and a novice rater.

2.3.2 The Challenging Behaviour Scale. Participants’ perceptions of CBs
were measured using the CBS (Moniz-Cook et al.12000 complete this measure
participants were required to rate each of thes?&d behaviours over the previous

eight weeks according to their incidence (yes meng their frequency (‘daily or
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more often’, ‘several times a week’, ‘several tinmaamonth’, ‘occasional’); and

how difficult each behaviour is to cope with (‘cagsa lot of problems’, ‘causes
quite a lot of problems’, ‘is a bit of a probler§ not a problem’). This measure
generates subscale scores for incidence, frequenrttdifficulty together with an
overall challenge score ranging from 0 to 400, \Whéccalculated by multiplying

the frequency and difficulty score for each of liseed behaviours and adding these
together.

Moniz-Cook et al. (2001) explained that incideace frequency subscales
of the measure can be understood as related wi¢gme's quality of life, whilst the
subscales recording the difficulty and challengéhefbehaviour may be more
related to the perception of the care staff.

In order to try to reduce the influence of suhjatst on the ratings of
difficulty and challenge, Moniz-Cook et al. (200&rommended that the scale be
completed by pairs of staff. However, the curr@search explored how staff
members’ EE and attributions towards a client atated to their ratings of how
difficult and challenging client behaviours areddherefore these perceptions of
which behaviours staff find challenging are of net. In addition, in order to
maintain a between subjects comparison of EE necessary that each person with
dementia is only rated and represented once iddte and therefore it would also
not be practical for multiple participants to réte same individual on the CBS.
Staff participants therefore completed this measwidually.

The CBS has been reported to have good intermzistency for each of its
subscales (.82 for the frequency scale; .85 #irthidence and challenge
scales; .87 for the difficulty scale) and tesesgtreliability ranging between .97
and .99 (Moniz-Cook et al., 2001). Two studiesraported to have found a

moderately strong correlation between observatb@sperson’s behaviour and

79



scores on the CB3 € .61,p=.05 and = .41,p =.05; Moniz-Cook et al., 2001).
Concurrent validity of the CBS in relation to Thefon Assessment Procedures
for the Elderly (CAPE-BRS; Pattie & Gilleard, 1978 also reported with the CBS
correlating with the subscales of social disturleaine .08,p < .001); physical
disability = .02,p < .845); apathyr(= .36,p <.001); communication difficulties
(r =.08,p<.426) and the CBS is summarised as having adeqaoatairrent
validity (Moniz-Cook et al., 2001).

Whilst other scales are available to measure B& @ older people with
dementia, the CBS has been designed to be comiigteaid care staff and to rate
the degree of challenge they experience, and isfthre suitable for use in this
research.

2.3.3 The Modified Attributional Questionnaire. To rate participants’
attributions of CBs exhibited by people with dengnthis research used the
Modified Attributional Questionnaire (MAQ); Cottle al.,1995) developed from
the Attributional Style Questionnaire developed@gterson et al. (1982). This
guestionnaire can be seen in Appendix D. This quasdire consists of five likert
scales which require the participant to consider rate their attributions about a
client’s behaviour on the dimensions of controlli&gi globality and internality, by
rating the extent to which the behaviour was unatiable-controllable by the
client; uncontrollable-controllable by themselvegecific-global to the client;
internal-external to the client; internal-extertathemselves.

The MAQ (Cottle et al., 1995) generates mean gatoores for each
attributional dimension, with scores ranging betwaeninimum of 1 and a
maximum of 7 (lower scores indicating an attribottowards the left of the
dimension, higher scores indicating an attributmmards the right of the

dimension). This questionnaire has previously hessd to measure staff members’
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attributions regarding the behaviour of clientshwittellectual disabilities (e.g.
Cottle et al., 1995; Dagnan et al., 1998; Rose &Ra005; Weigel et al., 2006)
and clients with intellectual disabilities and derti@ (Whitehouse et al., 2000).
This measure has been reported as reliable, wighnial consistencies for the scales
ranging from .66 to .88 (Peterson & Villanova, 1988d reliabilities ranging .70
to .86 when the measure is used with staff pagrdip (Sharrock et al., 1990).

Whilst an alternative measure is available to meathe attributions of
staff specifically towards the CBs demonstratealoler people with dementia,
(The Controllability Beliefs Scale; Dagnan, Grantv&Donnell, 2004), this scale
only measures beliefs about the dimension of ctiability and does not provide
information regarding the additional attributiod@inensions. For this reason, this
study employed the MAQ (Cottle et al., 1995).

2.3.4 Demographic questionnaire. In order to collect basic demographic
information about staff participants, they wereleasked to complete a
demographic questionnaire (see Appendix E). Thasraed information including
participants’ age, gender, level of education aoith Iprofessional experience of
working with people with dementia as well as whethey have personal
experience of dementia.

2.4 Ethical Issues

Ethical approval was obtained for this researcimftbe South Cambridge
NHS Ethics Committee (Appendix F). In addition, epfal was gained from
Cambridgeshire and Peterborough NHS and NorfolkSuftblk NHS Research
and Development services (Appendix G) and indenobtained from the
University of East Anglia (Appendix H).

In order to ensure that all participants provid&@imed consent to

participate, they were provided with a participgridbrmation sheet (Appendix A)
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and the opportunity to ask the researcher any mqumssthey had about the study. In
addition, all participants were able to consideritiformation provided and arrange
a convenient time to meet with the researcher toggaate, either in person or
through email communication. Depending on the vedxdhtion, it was possible in
some cases for staff to express to their managethby would like to take part in
the study, with managers passing this informationitowas hoped that this reduced
any potential for the participant to feel coercei itaking part.

All participants were asked to sign consent forfgpendix B) to
demonstrate that they agreed to take part in $gareh and understood the
requirements.

All data were treated confidentially, with raw datay disclosed to
supervising members of staff at the University afEAnglia to discuss appropriate
statistical analysis. Audio data were stored oerarypted memory stick and paper
questionnaires were stored in a locked box. Altip@ant data were coded and
entered into a computer file for statistical anelysd stored on an encrypted
memory stick. The completed data set were alsedton a password protected CD
and password protected laptop.

All participants were made aware in the participafdgrmation sheet that
their information would be treated confidentiallyith the exception that should
any potential safeguarding concerns arise duriagtiurse of the research
confidentiality could be broken and advice sougbirf the local safeguarding
professionals.

It was possible that staff might exhibit high lewvefF emotion during the
research process, as they were asked to highhghthallenges of their role in
caring for people with dementia. Consequentlypatticipants were encouraged to

seek additional support if necessary through fh@rmanager or clinical
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supervision. In addition, participant informatidmegts contained the website
details for Wellbeing Support Services and paréinig were made aware that these
could be accessed through their G.P.

2.5 Procedure

Following ethical approval and agreement from Redeand Development
services, contact was made with ward managersmiitigi region and the research
was outlined to them. Ward managers were providédan information sheet
(Appendix 1) and an opportunity to ask questionsutlthe study. Ward managers
were asked permission for the researcher to aiftimeetings to briefly outline
the project, at which time potential staff partaips were also provided with an
information sheet (Appendix A) and an opportuniyask questions about the study.
Any members of staff who wished to participate wedoée to arrange a time with
the author in person, or at a later date by enoariraunication either direct with the
researcher or through their ward manager. Withwits@l managers’ consent a
poster advertising the project was left for disglagtaff areas on the ward (see
Appendix J). Where it was not possible to atteadf sheetings due to the
individual situation of the ward, the participantarmation sheet was disseminated
by the ward manager. Ward managers were also askedvide a list of the first
names of all clients on the ward, with each alledat code number.

All participant interviews were arranged to takace at a mutually
convenient time at the site in order to ensureidentiality was maintained. Prior
to commencing the research, any questions wereesiadvand participants were
asked to sign a consent form (Appendix B).

Participants were initially asked to choose twertk with dementia on the
ward who they knew well from the ward list, oneiw@B and one without. When

clients were selected from the list they were ardssut, ensuring that each client
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was spoken about only once in the research prottesgfore maintaining the
independence of the data collected from particgantorder to minimise any
order effects counterbalancing was used ensurgtgaiternate participants focused
initially on the client who displayed challenginghaviour before considering the
other client.

Participants were asked to complete a FMSS (Magtah, 1886) and were
provided with written instructions (Appendix C) whiwere also read aloud. Each
FMSS was audio recorded in order to be coded [&tex.FMSS was selected as the
initial measure for all participants in order tamal/any priming that may occur
from the completion of the other measures first.

Following each FMSS, participants were then askembmplete the CBS
(Moniz-Cook et al., 2001). Further, participantgevethen asked to complete the
MAQ (Cottle et al., 1995) considering a recent ooence of the behaviour which
was rated as most challenging on the CBS. Wheréghaviours had equal
challenge ratings staff were asked to select avietnawhich had occurred recently
which they found challenging, and rated this ushgMAQ. This is potentially
problematic, since participants were rating diffeédeehaviours on the MAQ,
however this was necessary to enable identificatfomhich behaviours staff find
most challenging and their attributions about these

Each participant was asked to estimate how loayg iad known each of
the two clients they had spoken about; informatidimch was also incorporated
within the data set.

Finally, participants were asked to complete thendgraphic questionnaire
(Appendix E). All participants were thanked and nmeshed that the contact details

for the researcher were available on their inforomasheet should they need them.
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After the data had been analysed, a summary reptre findings was
posted out to each ward setting that had partiegat the project (Appendix K). In
addition a declaration of the end of the study asdmmary report were sent to the
South Cambridge NHS Ethics Committee, with the sanymeport also sent to
Cambridgeshire and Peterborough NHS and NorfolkSuftblk NHS Research
and Development services (Appendix L).

2.6 Plan of Analysis

2.6.1 Five Minute Speech Sample coding. The FMSSs (Magana et al.,
1986) were coded according to standardised crjterth a sample of the coding
checked for inter-rater reliability.

2.6.2 Descriptive statistics. In order to report the proportion of staff
expressing high and low levels of EE in their FM&Scriptive statistics will be
used. Based on previous research findings it whsijgaied that high EE would be
found in approximately 30 — 50% of the sample.

2.6.3 Resear ch question 1. To establish whether the observed and expected
frequencies of high and low EE in relation to peoplth dementia displaying CB
or not (nCB) differed significantly, a contingen@st such as the McNemar Test
would be used based on a two-by-two data tableagang within subject
categorical and therefore nominal data.

To answer the remaining research questions it wasssary to compare
within subjects data for which paired t-tests, coygncy tables and correlational
analyses were used. It was necessary to firstlesdtathether the assumptions are
met for parametric analyses.

2.6.4 Resear ch question 2. Research question two asked whether the
components of EE differed significantly accordioghie CB rating of the client

being discussed (CB or nCB). The continuous vaegltritical comments and
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positive remarks) were analysed using paired stastthe distribution of the
differences are all normal (Appendix M, Table 1jequired assumption for such
analysis (Field, 2009). Given that the same staffigipants contributed the EE
ratings regarding both the CB and nCB clientsdéia would not meet the
assumption of independence required for an indegr@rtetest. Scores are
considered to meet the assumption of independehee e data are obtained
from different people (Field, 2009). As the assuompbf independence is not met a
paired t-test is appropriate.

The categorical variables of quality of relatioqshnd emotional over-
involvement were analysed using contingency tal@@gen that the quality of
relationship variable has three levels and consistgthin subjects data, this was
analysed using three separate McNemar Tests. fhlgsas was also planned for
the EOI data using a two-by-two contingency table.

2.6.5 Resear ch question 3. In order to determine whether the attributions
made by staff participants differed according w@ittlEE level, as asked in research
guestion three, the MAQ item ratings were compaabrding to high and low EE
groups. EE can be considered to be a dependeabiam this study, and the
participants contributing to the high and low EBEups in the raw data set are not
completely independent but also not completelyguhilherefore in order to
facilitate comparison of the data between the ligth low EE groups, any data
which did not form a within subjects paired datavgere excluded in order to allow
paired t-tests to reliably be computed. Twentyelpairs of data were therefore
identified in which the same staff participant adnited to both the high and low
EE groups of data. Given that the same staff ppaint contributed data to both the
high and low EE groups, the data would not meetfseimption of independence

required for an independent t-test, as outline&ield (2009). As the assumption of
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independence is not met a paired t-test is ap@tgr-urther, a paired t-test was
used appropriately given the normal distributiorthef difference of MAQ item
ratings for low and high EE groups (Appendix M, Teab).

Similarly, research question three also asked venétAQ ratings differed
significantly between the two CB groups, for whchaired t-test was also
appropriate given that the difference of the scaras normally distributed (Table 3,
Appendix M) and given that the same staff partiostpgroduced the two sets of
MAQ ratings which were being compared. Within selgecomparisons were used,
since the data were not independent, because la stadf participant rated two
different clients.

Extending from this, research question three atswsicered whether
attribution ratings differed within the CB groupdaalso within the nCB group
according to the EE level of staff. In order to gare the attribution ratings made
for internal to the client, specific to the clieogntrollable by the client and
controllable by the staff, independent t-tests vageropriate given that the data
were normally distributed (Table 4, Appendix M).Wever, data for the attribution
of internal to staff were significantly skewed (Tald, Appendix M) and therefore
Mann-Whitney U tests were appropriate to compagsehin these analyses the
data were completely independent, with a staffiggent contributing only one set
of data to either the high or low EE groups. Asaesumption of independence is
met the use of independent t-tests is appropriatthis analysis.

2.6.6 Resear ch question 4. Research question four asked whether ratings
on the attributional dimensions alter significardlgngside ratings of EE
components (critical comments and positive remaaksl) level of CB. In order to
determine how both critical comments and positeraarks are related to

attributions, correlations were calculated. Baitical comments and positive
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remarks have a skewed distribution and thereforepayametric correlations were
appropriate (Appendix M, Tables 5 and 6).

2.6.7 Resear ch question 5. In addition, descriptive statistics were reported
from the CBS to identify the behaviours generathmghighest rating scores for
frequency, difficulty and challenge, potentiallgioating the behaviours which
staff find most challenging to manage. In ordelotuk for differences in the CBS
scores made by high and low EE staff, it was neggds use the paired data set
from 23 staff participants which represents 23gairhigh and low EE data. Given
that the distribution of the difference of CBS s=is normally distributed
(Appendix M, Table 7), and that the data in bothugs were obtained from the
same set of staff participants and were therefotendependent, paired dependent
t-tests were used to compare the CBS scores betWedngh and low EE data
groups.

To determine whether the CBS overall challengeescdiffer between the
CB and nCB groups a paired t-test was again utliligehilst the nCB group’s CBS
scores are significantly skewed (Appendix M, Ta)lethe differences of the CBS
challenge score between the CB and nCB group dreigraficantly skewed and do
not have significant kurtosis (Appendix M, Table Biirther, given that the same
staff participant contributed data to both the @8 aCB group, the data do not
meet the assumption of independence required fordmpendent t-test. Therefore
a paired dependent t-test was appropriately usedrtypare the CBS challenge
scores between the CB and nCB groups.

3. Results

This results section will provide an overview bétdata, reporting

descriptive statistics obtained from each of tlseaech measures. A summary of

the demographic characteristics of the study ppéids will then be presented.
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Following this, the calculations of inter-rateriagiility for the FMSS will be
described. This section will then progress to pretige outcome of statistical
analyses used to answer each of the researchaneesti

3.1 Overview of the Data, Descriptive Statistics and Distribution of the Data

This section will provide an overview of the datareporting the
descriptive statistics in relation to each of tagearch measures in turn,
highlighting the distribution of the data.

3.1.1 The Five Minute Speech Samples. In total 91 FMSSs were
completed by the 47 staff participants, 44 in refato clients which they reported
finding challenging (CB) and 47 in relation to ciie who staff did not report to be
challenging (nCB). The duration of the speech samm@nged from one minute and
25 seconds to five minutes, whilst the word lerrgiiged from 136 words to 930
words, with a mean length of 507 words (SD = 199).

3.1.1.1 Critical comments. Data were obtained from the 44 staff participants
who provided data for clients from both CB and n§iBups, and excluded the data
collected from three participants who only providkda regarding a client from the
nCB group. The mean number of critical commentseriadstaff participants in
relation to clients with CB was 2.20 (SD = 1.81hilst for the nCB group of
clients the mean number of critical comments madse wil (SD = 1.06). The
distribution of the critical comments in both CBdamCB groups were found to be
significantly skewedg < .05), with data in the nCB group also havirgngicant
kurtosis p < .05) (Appendix M, Table 5).

3.1.1.2 Positive remarks. In order to explore the distribution of the posgtiv
remarks made by staff participants, data were agatuded from the three
participants who provided data for only the nCBugproThe mean number of

positive remarks made by staff participants intretato clients with CB was .95
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(SD = 1.10), whilst for the nCB group the mean nemdf positive remarks was
2.91 (SD = 2.16). The distributions of positive coants were significantly skewed
in both the CB and nCB groups € .05) (Appendix M, Table 6).

3.1.2 The Challenging Behaviour Scale. Overall 91 CBS were completed,
44 in relation to clients with CBs and 47 in redatito clients without CBs. For each
of the 25 behaviours listed on the scale a chalesogre was calculated for each of
the 91 clients spoken about by the participantsill€hge scores were calculated by
multiplying the frequency of the behaviour by itffidulty rating, according to the
scale instructions. Higher scores indicate higbeels of challenge, with a
minimum possible challenge score of zero and maximassible score of 16.

A table showing the minimum, maximum, mean anddsied deviation of
challenge scores for each of the 25 behaviouedist the CBS, according to
whether the client being spoken about was in theoCBCB group, can be seen in
Appendix M, Table 10. The highest mean challengeestor the CB group was
8.95 for the behaviour of ‘physical aggression’ctmtrast the highest mean score
for the nCB group was 3.40 for the behaviour ofklaf self care’.

For the CB group of clients (n = 44), the mean @B&llenge score was
103.27 (SD =57.14), whilst for the nCB group (44 the mean challenge score
was 31.93 (SD = 27.39). The distribution of the Ci8Sres in the nCB group was
significantly skewedg < .05), as shown in Appendix M, Table 8.

3.1.3 The Modified Attributional Questionnaire. The MAQ was
completed for each of the 91 clients representdédarstudy. The questionnaire
contains likert scales rating to what extent thieaveour was internal to the client
and internal to the member of staff; global verspicific to the client; controllable

by the client and controllable by the member offsta
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The distribution of the data for the attributiodaimain of internal to staff
were significantly skewed(< .05) in the CB group only (Appendix M, Table)11

3.1.4 Resear ch participants and demographic questionnaire. In
summary, 47 members of staff participated in the\strecruited from a total of 11
ward settings. In total all 47 staff who particgatn the research completed the
demographic questionnaire. The majority of theipigants were female (n = 33;
70.2%), qualified nurses (59.6%) with an educasiblevel of diploma (38.3%).
The majority were aged between 40 and 55 year3¥dy.and with more than ten
years experience of working with people with deree(83.2%). There was a
roughly equal distribution, with 24 participantd (5%) having experience of a
friend or relative experiencing dementia, whilst(28.9%) did not.

3.2 Inter-Rater Reliability of the Five Minute Speech Samples

This section will outline the process of calculgtinter-rater reliability for
the FMSS components, comparing the ratings oféeearcher and an expert rater.

In order to ensure that the ratings of each FMS® wadiable, it was
necessary first for the researcher to receive gugance about the standardised
procedure for scoring the FMSS from an experieregxbrt rater. All FMSSs were
rated for the overall level of EE (high or low)ethjuality of the initial statement
(positive, neutral or negative), the number oficaitcomments, the number of
positive remarks, the level of emotional over-invevhent and the quality of the
relationship (positive, neutral or negative).

Following initial guidance regarding the scoringera, the researcher and
expert rater independently rated an initial sangbl20 FMSSs in order for inter-
rater reliability to be calculated. Given that pasitive remarks and critical
comments components produced continuous data;rater reliability calculations

were made using intra class correlations. Multdi1(@ stated that the intra class
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correlation is “the best measure of inter rateabglity available for ordinal and
interval data...” (p. 628), with the minimal valwhich is considered to be
acceptable as .60.

As the overall rating of EE level, the quality bétinitial statement and
guality of relationship all produce categoricalajdhe inter-rater reliability
calculations were made using Cohen’s kappa. MyR261.0) reported that a
Cohen’s kappa value of .50 is considered acceptaben measuring inter rater
reliability.

For the initial sample of 20 FMSSs, the calculatedr-rater reliabilities

can be seen in Table 4.

Table 4

The Inter-Rater Reliabilities Calculated for thetial Sample of 20 FMSS

Component of FMSS Intra Class Correlation (ICC) €0k Kappa

EE Level -- .76
Initial Statement -- .89
Critical Comments .90 --
Positive Remarks .88 --
Quiality of Relationship - 91

The researcher and expert rater conducted a cosopast the FMSS
ratings which were used to generate reliabilitiesspnted in Table 4. This
comparison suggested that the researcher was séitements which could be
considered to be repetition and elaborations ofipus statements made by the
participant earlier in the FMSS, and which therefsihould not be coded a second

time. It was therefore decided to try to learn friims and to independently rate a
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second sample of 20 FMSSs and again compare ater+eliability. The

reliability statistics from a second sample of FMS®&n be seen in Table 5.

Table 5
The Inter-Rater Reliability Data for a Second Saengfl FMSSs
Component of FMSS Intra Class Correlation (R) Cahi&appa

EE Level -- .83

Initial Statement -- 73

Critical Comments .76 --

Positive Remarks .81 --

Quality of Relationship - .79

The second comparison of inter-rater reliabilitredicated that whilst
agreement for the overall level of EE had increaagdeement on the remaining
components had decreased. Therefore it was detmd=zhduct a further inter-rater
reliability analysis on a further sample of 20 FMS®he comparison of a third set
of 20 FMSSs allowed for further differences in sggrto be recognised and
discussed between the researcher and expertltat@s highlighted that the
researcher needed to continue to avoid rating itepet and elaborations of
previous statements, avoid coding qualified statémand to not code descriptive
information, being more conservative and avoidiadieg information when
unsure. When mistakes regarding the coding of iteget and qualifications were
discussed and rectified, some disagreements rethaihe reliability analyses

from this corrected third set of 20 can be seehaible 6.
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Table 6

The Inter-Rater Reliability Data for a Third SamplieFMSSs

Component of FMSS Intra Class Correlation (R) Cohi&appa
EE Level -- .70
Initial Statement -- .78
Critical Comments .93 --
Positive Remarks 72 --
Quality of Relationship - .69

It was therefore agreed that a further set of IBEs would be coded

independently by the researcher and expert ratemaer-rater reliabilities would

again be calculated. All ratings made by the retearand expert rater for this

fourth set of FMSSs were compared. Any immediabdlyious oversights were

amended on discussion, but some disagreementsmetn&alculations of inter-

rater reliability for this fourth set of data caa §een in Table 7. At this time all

reliability calculations produced agreement lexaddsve .80 indicating a

substantial level of inter-rater agreement.

Table 7
The Inter-Rater Reliability Data for a Fourth Sampf FMSSs
Component of FMSS Intra Class Correlation (R) Cah&appa

EE Level -- .90

Initial Statement -- .89

Critical Comments 94 --

Positive Remarks .95 --

Quality of Relationship - .83
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Therefore, in summary, following the calculationimter-rater reliability for
four samples of 20 FMSSs, a level of substantis@gent was achieved between
the researcher and expert rater for all comporarttse EE rating.

3.3 Statistical Analyses

This section will report the statistical analyseaducted in order to answer
each of the proposed research questions in tatmgtwhether the obtained result
Is consistent with the research hypotheses. Finalbrief summary of the overall
research results will be presented.

3.3.1 Expressed emotion in paid dementia car e staff. It was hypothesised
that 30 -50 % of staff would display high levelskE. In total 91 FMSS were
completed by 47 participants. 55 interviews wetedas high EE (60%), whilst 36
interviews were rated as low EE (40%), indicating presence of high EE in staff
working in dementia care inpatient settings. Oveddlthe 47 members of staff
who participated in the study, five (10.6%) did nbtain any high EE ratings in
relation to either of their FMSS, whilst sixteed¥8) were rated as displaying high
levels of EE in both their FMSS. Therefore overdHl,(89.4%) of staff participants
who took part in the study were rated as high E& ileast one of their FMSS. This
therefore suggested that the proportion of stafh visplayed high EE in this study
was 89.4%, which was higher than the hypothesiseplgption.

3.3.2 Resear ch question 1: Expressed emotion and challenging
behaviour. The first research question asked whether the weddrequencies of
the high and low EE ratings differed significarfilgm the expected frequencies for
each of the groups of CB and nCB. It was hypotleelsisat the observed frequency
of high EE ratings in relation to clients in the G&up will differ significantly

from the expected frequency, in that it will betreg than the expected frequency.
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Of the 91 FMSSs in total, 44 were completed intrefato clients in the CB
group, whilst 47 were completed in relation to migewho were in the nCB group.
In order to allow within subjects comparisons tantede between equal groups of
participants, three participants who provided daiiy regarding clients they did
not find challenging were excluded from this anelyEach staff participant
therefore contributed data regarding a client W@Bhand a client without CB. Each
client being considered by the staff participanswaly represented once in the
data.

For the CB group, 39 staff participants were ratedhaving high levels of
EE from their FMSS (88.6%), whilst 5 participantgdiow EE (11.4%). For the
nCB group, 16 participants were rated high EE (&§,4vhilst 28 (63.6%) were
rated low EE (Figure 2). Using a McNemar’s contimgetable analysis the

expected and observed values differed significgptly .013).

96



Figure 2

A Graph to Show the Percentage of FMSS Rated as &ifid Low EE, for both CB
and nCB Groups
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3.3.3 Resear ch question 2: Challenging behaviour and the components
of expressed emotion. The second research question queried whether the
individual components of EE (critical comments; Edsitive remarks; quality of
relationship) would differ significantly according the CB level of the client being
considered. It was hypothesised that when staffqiaaints are talking about
individuals in the CB group they would display meréical comments and EOI,
fewer positive remarks and be rated as having laality of relationship in
comparison to when the same staff participantethiboout individuals in the nCB
group.

3.3.3.1 Critical comments. A significantly greater number of critical
comments were made by participants in relatioméoGB groupt (43) = 6.114p
<.001,r = .47, with the mean number of critical commentsimtowards clients in
the CB group being 2.20, whilst in the nCB grouig thas .41. This therefore

97



supports the hypothesis that significantly mor&aai comments would be made in
relation to clients in the CB group.

3.3.3.2 Positive remarks. A significantly greater number of positive remarks
were made by staff participants in relation tordiein the nCB group compared to
the CB groupt (43) = 5.98p < .001,r = .46, with the mean number of positive
remarks made towards clients in the CB group be8tg whilst for the nCB group
this was 2.91.This supports the hypothesis thaifeegntly fewer positive remarks
would be made in relation to clients in the CB grou

3.3.3.3 Quality of relationship. The quality of relationship data are
presented in Table 8. Three separate McNemar Westsconducted comparing
the quality of the relationship between CB and rft®ups. The observed and
expected frequencies of positive and neutral alatiips did not differ
significantly p = .447); neutral and negative relationships aldandt differ
significantly p = .271), whilst positive and negative relationshgid differ
significantly f = .002).

Overall, when the client was in the nCB group tatronship was more
likely to be coded positive than negative, in congma to when the client was in

the CB group.

Table 8

The Number of FMSS rated as having Positive, Neatrd Negative Relationships
for each CB Group

Quiality of Relationship

Group Positive Neutral Negative

CB 7 27 10

nCB 29 14 1
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3.3.3.4 Emotional over-involvement. In total 5 (5.7%) of the FMSSs were
rated as having high EOI, all due to the participaaking five or more positive
remarks about the client. The EOI data can be se€able 9, which indicates that

all of the EOI FMSS were in relation to clientstive nCB group.

Table 9

The Number of FMSSs with Neutral and High EOI fheCB Group
EOI

CB Group Neutral High

CB 44 0

nCB 39 5

The observed frequencies of EOI are significaniffigecent from those
which would be expecteg & .001). Whilst there are no values in one of the
contingency cells, which is problematic, the resultlicate that overall very few
staff participants displayed high levels of EOIl,ilstthose that did were in relation
to the nCB group of clients. This could therefoeeseen to be consistent with
Barrowclough et al. (2001) who reported that theaposition of high EE when
measured in staff differs in comparison to highikEamily members, being
characterised by high levels of criticism ratherthcOl.

3.3.4 Resear ch question 3: Attributions and expressed emotion. This
study also sought to explore whether ratings ordthreensions of attribution
(internal-external to client; internal-externalstaff; specific-global to client;
uncontrollable-controllable by client; uncontrolledzontrollable by staff) differed
significantly according to the EE level of the $fadirticipant and the CB level of

the client they were referring to.
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It was hypothesised that when staff participantkembout clients from the
CB group they would attribute behaviours as moterimal, specific and
controllable by the client compared to the nCB grda addition, those staff rated
as high EE would be more likely to make attribugéibratings of the client’s
behaviour as being internal, specific and contbdddy the client, in comparison to
staff participants who had low ratings of EE.

Further, when comparing attribution ratings witthe CB group and within
the nCB group, it was hypothesised that high EE stensidering the clients with
CB would attribute clients’ behaviours as morerinéd, specific and controllable
by them.

3.3.4.1 Comparing attributions according to challenging behaviour. The
mean and standard deviation of ratings on eacheoéttributional dimensions for
clients from both the CB and nCB groups are presemt Table 10, and significant

differences are highlighted.

Table 10

The Mean and Standard Deviation of MAQ Ratingsatatbn to Clients in the CB
and nCB Group

MAQ Item CB Group nCB Group
Mean Rating (SD) Mean Rating (SD)
Internal to client 2.75 (1.71) 3.16 (1.94)
Internal to staff 5.16 (1.49) 5.30 (1.56)
Specific to client * 3.05 (1.82) 3.68 (1.95)
Controllable by client 2.89 (1.62) 2.82 (1.83)
Controllable by staff * 2.84 (1.66) 3.34 (1.79)
Note. * p< .05
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Attributions of behaviours as internal to the clidid not differ
significantly according to whether the client waghe CB or nCB group,(43) =
1.18,p = .12. Similarly, there was no significant di#ece in attributions of
internal to stafff (43) = .50p = .31.

Higher ratings of specificity to the client indieahat the attribution of
behaviour is less specific to the client, whilst/é ratings indicate behaviour is
more specific to the client. Attributions regardihg behaviour of clients in the CB
group were rated as significantly more specifithtem, in comparison to the
behaviour of clients in the nCB group(43) = 1.72p < .05,r = .80. An effect
size of .80 indicates that there is a large &fieging the criteria proposed by
Cohen (1992), and these results are consistentlethypothesis.

There was no significant difference between attrdms made relating to
the controllability of the behaviour by the cliemhether the client displayed CB or
not,t (43) = .24p= .41.

In the domain of controllability by staff highettiregs indicate higher
attributions of behaviour as controllable by staé®taff participants attributed
behaviours of clients in the nCB group as signifthamore controllable by
themselves as statf(43) = 1.93p < .05,r = .28, compared to behaviours of clients
in the CB group. The results of this analysis iatkca small — medium effect size
(Cohen, 1992). It was not hypothesised that thigld/be the case.

3.3.4.2 Comparing attributions according to expressed emotion. The mean
and standard deviation of ratings on each of thidational dimensions made by
staff participants who were rated as high or lowdak be seen in Table 11, and

significant differences are highlighted.
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Table 11

The Mean and Standard Deviation of MAQ Ratings nigd8taff Participants
Rated as High or Low EE

MAQ Item High EE Staff Low EE Staff
Mean Rating (SD) Mean Rating (SD)
Internal to client 2.70 (1.72) 3.39 (1.95)
Internal to staff 491 (1.73) 5.35(1.47)
Specific to client 3.35(1.85) 4.09 (2.00)
Controllable by client 3.13 (1.74) 3.09 (2.04)
Controllable by staff * 2.83 (1.67) 3.61 (1.88)
Note. * p< .05

The attributional ratings of behaviours as intetoahe client, internal to
the staff, specific to the client or controllablkethe client did not differ
significantly between the high and low EE stafftggpants,p < .05. These results
do not support the hypotheses which predictedhigguer ratings of behaviour as
internal to the client, specific to the client azwhtrollable by the client would be
made by staff expressing high levels of EE comp#reddaff expressing low EE.

Significantly lower attributions of controllabilityy staff were made by
those staff participants who expressed high levelsE,t (22) = 1.88p < .05,r
= .37. These results have a medium effect sizedf,0t092) and indicate that
those staff who expressed low levels of EE attedudlients’ behaviours as more
within their control as staff.

3.3.4.3 Comparing attributions according to expressed emotion and
challenging behaviour. Within the CB group, the attribution ratings magehiigh
EE and low EE staff were then compared. Mean aamitisird deviation attribution
ratings are reported in Table 12, with significdifterences highlighted. There

were no significant differences between the attidms of internal to the client,
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internal to staff, specific to the client, or calable by the client made by the high
and low EE staff participants. High EE staff comsidg clients in the CB group

made significantly lower attributions of behavi@s controllable by staff compared
to low EE stafft (42) = 2.35p < .05,r = .34, with a medium sized effect (Cohen,

1992).

Table 12

The Mean and Standard Deviation MAQ Ratings for@BeGroup of Clients
according to whether Staff were Rated as High ow l&E

MAQ Item High EE Staff Low EE Staff p
(n=39) (n=5) (1 tailed)
Mean Rating (SD) Mean Rating (SD)

Internal to client 2.62 (1.60) 3.80 (2.39) 074
Internal to staff 174
Specific to client 2.97 (1.72) 3.60 (2.61) 237
Controllable by client 2.97 (1.65) 2.20 (1.30) .160
Controllable by staff 2.64 (1.50) 4.40 (2.19) 001

Note.Internal to staff was compared using the Mann-Wéyit Test

*p <.05

Within the nCB group, the attribution ratings magyethe participants who
were rated as high EE (n = 16) compared to lowrtEE 28) were then also
compared. Mean and standard deviation attributicatalgs are reported in Table
13, with significant differences highlighted. Thevere no significant differences
between attributions of internal to the clientemmal to staff, specific to the client,
or controllable by the client according to whetkt&ff displayed high or low EE.
High EE staff considering clients in the nCB gronade significantly lower
attributions of behaviour as controllable by stadfimpared to low EE staff with a

medium effect size (Cohen, 1992§42) = 2.081p < .05,r = .31.
103



Table 13

The Mean and Standard Deviation MAQ Ratings fom@8 Group of Clients
according to whether Staff were Rated as High aw IKE

MAQ Item High EE Staff Low EE Staff p
(n=16) (n=28) (1 tailed)
Mean (SD) Mean (SD)

Internal to client 3.13 (2.09) 3.18 (1.89) 466
Internal to staff .380
Specific to client 3.13 (1.75) 4.00 (2.02) .078
Controllable by client ~ 2.56 (1.59) 2.96 (1.97) .246
Controllable by staff 2.63 (1.63) 3.75 (1.78) 022

Note.Internal to staff was compared using the Mann-Wéyitd Test
*
p <.05

3.3.5 Resear ch question 4: Challenging behaviour, dimensions of
attribution and components of expressed emotion. Research question four asked
whether ratings on the attributional dimensionged#d significantly according to
ratings of the EE components (critical comments ogitive remarks) and level of
CB. It was hypothesised that as critical commerdsease in number, attributions
of behaviour as internal to the client, specifi¢ie client and controllable by the
client will significantly increase. Whilst as pasé remarks increase in number,
attributions of behaviour as internal to the clietecific to the client and
controllable by the client will significantly de@se.

3.3.5.1 Critical comments and attributions. Based on the paired data
obtained from 44 staff participants, in relatiorB®clients, Spearman’s correlation
coefficients for the relationship between eachhefMAQ items and the number of
critical comments are reported in Table 14. Thimdestrates that there are no

significant correlations between critical commeamsl any attributional ratings.
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Therefore critical comments do not significantlgrease alongside attributions of
internality of behaviour to the client; specificity behaviour to the client; or

controllability of behaviour by the client and thgpotheses are not supported.

Table 14

Coefficients for Correlations between Critical Coemnts and Attributional Ratings
on the MAQ

MAQ Item Correlation Coefficientr] p (1 tailed)
Internal to Client - .161 .068
Internal to Staff - .002 494
Specific to Client - .135 .105
Controllable by Client .059 .293

174 .052

Controllable by Staff

Whilst these analyses indicate that attributiomsrent significantly related
to the frequency of the components of critical cants, further analyses can be
conducted to determine whether a relationship Xistween critical comments
and attributions according to CB group.

3.3.5.2 Critical comments and attributions according to challenging
behaviour. Spearman’s correlations reported in Table 15 destnate that there are
no significant correlations between critical commseand attributions within either
the CB or nCB group. Therefore the attributionéings made of client behaviours
are not related to the number of critical commemdsle by staff participants when
talking about either the clients in the categorZ @& or nCB. The number of critical
comments made by staff participants do not sigaifity increase alongside
attributions of behaviour as internal to the cliepecific to the client; or

controllable by the client in those deemed to @iglB or nCB.
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Table 15

Coefficients for Correlations between Critical Coemts and Attributional Ratings

on the MAQ for CB and nCB Groups

CB
MAQ Item Correlation p (1 tailed) Correlation p

Coefficient ¢) Coefficient(r) (1 tailed)
Internal to Client - .166 .140 .096 261
Internal to Staff - .057 357 101 .250
Specific to Client .033 415 .160 141
Controllable by Client .099 262 .026 143
Controllable by Staff - .113 234 .108 234

3.3.5.3 Positive Remarks and attributions. Correlation coefficients for each

of the MAQ items in relation to positive remarksdze seen in Table 16. This

demonstrates that there is no significant relahgnbetween positive remarks and

any attributional ratings. Therefore this indicatest positive remarks do not

significantly decrease alongside reductions inkattrons of internality of

behaviour to the client; specificity of behavioarthe client; or controllability of

behaviour by the client.
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Table 16

Coefficients for Correlations between Positive Re&kmand Attributional Ratings
on the MAQ

MAQ Item Correlation Coefficientr] p (1 tailed)
Internal to Client .074 247
Internal to Staff - .064 275
Specific to Client .003 490
Controllable by Client 141 .094
Controllable by Staff .108 .158

3.3.5.4 Positive Remarks and attributions according to challenging
behaviour. Correlations between positive remarks and théatton ratings can
also be calculated for the separate groups of @GBh&B. Results of these
Spearman’s correlation analyses are reported iteTlah highlighting the
statistically significant correlation between thewber of positive remarks made
and the ratings of the controllability of the beiloaw by the client. This correlation
Is positive ( = .29,p < .05), demonstrating that as the number of pa@siemarks
made increased, the perception of the person’svimairaas under their control

increased.
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Table 17

Coefficients for Correlations between Positive Re&kmand Attributional Ratings
on the MAQ for CB and nCB Groups

CB nCB

MAQ Item Correlation p Correlation p

Coefficient () (1 tailed) Coefficient ¢) (1 tailed)

Internal to Client 216 .080 - .071 317

Internal to Staff - .204 .092 - .058 .349

Specific to Client - .097 .266 - .104 243

Controllable by Client 293 .027* .064 353

Controllable by Staff 224 .072 - .122 207
Note.* p< .05

3.3.6 Resear ch question 5: Challenging behaviours. The final additional
research question asked which behaviours on thel@B& the highest overall
challenge scores; whether ratings of behavioumuaqy, difficulty or overall level
of challenge on the CBS differ significantly acaoglto EE level. By determining
whether overall challenge scores differ accordm@B level it was also anticipated
that differences between the two CB groups coulddbelated. It was hypothesised
that CBS scores would be highest for the CB graampared to the nCB group,
and for the high EE group in comparison to the Efvgroup.

3.3.6.1 Behaviourswith the highest mean CBS scores. As reported in the
descriptive statistics, the behaviour with the legfimean CBS challenge score for
the CB group was physical aggression (mean chadlsngre = 8.95), whereas for
the nCB group it was lack of self care (mean cingescore = 3.40).

3.3.6.2 CBS scores according to level of expressed emotion. Paired t-tests
indicated that staff participants who displayedhhitE rated clients as having
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significantly higher CBS total frequency scores paned to staff participants who

were rated as low EE(22) =6.17p < .001 = .80, with this result also having a
large effect size (Cohen, 1992). This indicatestamtial relationship between EE

ratings and the CBS frequency scores.

Staff participants rated as high EE in their FM$® gave significantly
higher CBS total difficulty ratings in relation tbe client with dementia they were
considering compared to those staff participants dieplayed low EH, (22) =
6.34,p <.001,r = .80. This analysis also has a high effect staghén, 1992).

In addition, staff participants who expressed Heylels of EE rated the
client’s behaviour as significantly more challergggompared to staff who
displayed low levels of EE, demonstrated by higbB6 total challenge scords,
(22) =5.47p < .001,r =.76, with a high effect size (Cohen, 1992).

3.3.6.3 CBS Scores according to challenging behaviour group. Analyses
indicated that the clients from the CB group haphiicantly higher CBS challenge
scores compared to those clients in the nCB gratlpthe results also having a
large effect size (Cohen, 1992)43) = 8.136p < .001,r =.78. This therefore
provides some validity regarding the two groupghhghting that they differ
regarding the extent to which their behavioursdmemed by staff to be
challenging.

3.3.7 Supplementary data analyses. In addition to the main research
guestions it was also possible to explore soméadurdifferences between
attributions made in relation to different CBs @aodnalyse the length of time staff
had known the clients they were considering.

3.3.7.1 Attributions and challenging behaviours. Extending upon the main
research questions, it was also possible to explbether the attribution ratings

made on the MAQ differed according to whether tlember of staff was rating the
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behaviour of physical aggression or one of therdteeed behaviours. This was
considered to be a relevant additional analysigrgthat the research literature has
indicated that attributions made by staff can diéfecording to the typography of
the CB (e.g. Dilworth et al., 2011). Further, as kiypothesised differences in
attributions according to overall CB group were fooind, it was anticipated that
the differences may be more specifically relatetheotypography of the behaviour.
In relation to the client group with CB, 11 sta#frpcipants rated the
behaviour of physical aggression as having thedsgbhallenge score and used
this behaviour to complete the MAQ. The distribataf MAQ ratings was
analysed for both physical aggression (n = 11)ahother behaviours (n = 33).
All attribution dimensions were normally distribdtand equal variance assumed
using Levene’s test. The attributions of behaveaimternal to the client, internal
to the staff, specific to the client, controllablgthe client and controllable by staff
did not differ significantly according to whethé&etbehaviour considered was
physical aggression or one of the other listed bielias. The mean ratings

compared in these supplementary analyses can bens€able 18.

Table 18

The Mean and Standard Deviation of MAQ RatinggHerCB Client Group,
according to Behaviour

MAQ Item Physical Aggression  Other listed Behaviour
Mean Rating (SD) Mean Rating (SD)
Internal to client 2.45 (1.44) 2.85(1.81)
Internal to staff 4.82 (1.78) 5.27 (1.40)
Specific to client 2.73 (1.74) 3.15 (1.86)
Controllable by client 3.27 (1.79) 2.76 (1.56)
Controllable by staff 2.09 (1.38) 3.09 (1.68)
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It was not possible to conduct a similar comparianalysis for the nCB
client group as the range of behaviours rated erlMAQ was too variable.

3.3.7.2 Length of time known. It was also possible to explore some of the
additional data collected relating to how long fsparticipants had known each of
the clients they were considering. This data wasijged into three categories:
under 3 months; 3 months or more but less tharag gee year or more. These

data are presented in Table 19.

Table 19

The Length of Time Participants Reported havingakmthe Client they were
Considering in both the CB and nCB Groups

Estimated Length of Time the  CB Group nCB Group

Client has been Known (n=44) (n=47)
< 3 months 25 (56.8%) 24 (51.1%)
>3 months, but < 1 year 13 (29.5%) 18 (38.3%)
>1 year 6 (13.6%) 5 (10.6%)

As demonstrated by Table 19, just over half ofdlents in both CB groups
had been known by the staff participants for less tthree months, whilst just
under half had been known for greater than threetinso For the clients considered
in the CB group, the length of time which staff hawbwn the clients ranged from
one week (n = 3) to 8 years (n = 1), whilst for ti&B group this ranged from one
week (n = 3) to two years and four months (n = 1).

3.3.8 Summary of statistical analyses.

3.3.8.1 Ratings of expressed emotion and challenging behaviour. In
summary, 89.4% of the staff participants were raieéxpressing high EE in at
least one of their FMSSs. The observed frequerndibgh and low EE ratings

differed significantly from the expected frequerscier the CB and nCB groups of
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clients. In relation to the components of the ERstrauct, a significantly greater
number of critical comments were made in relatmthe clients with CB, whilst a
significantly greater number of positive remarkgevaade in relation to the clients
in the nCB group. Further, when the client beingstdered was in the nCB group
the quality of the relationship was significantlpra likely to be positive.

3.3.8.2 Attributions. The behaviours of clients with CB were rated as
significantly more specific to them, whilst thodecbents without CB were rated as
significantly more controllable by staff. Particiga who expressed high EE made
significantly lower attributions of behaviours amrollable by themselves.
Within both the CB and nCB groups, high EE stafimaignificantly lower
attributions of behaviour as controllable by thelvss

3.3.8.3 Correlations. No significant correlations were found between
critical comments and attributional ratings, whpsssitive remarks were found to
increase significantly as the perception of cotdtmlity increases in relation to
clients with CB.

3.3.8.4 CBS Scores. The behaviour with the highest mean challengeesco
for the CB group was physical aggression, whilstti@ nCB group this was lack
of self care. Staff were rated as high EE whemtdidad higher frequency,
difficulty and challenge CBS scores. The CB grotiplients had higher challenge
scores than the nCB group, validating the diffeggntps.

3.3.8.5 Attributions and challenging behaviours. No significant differences
were found in staff attributions of physical aggiea or other listed behaviours in
relation to the clients in the CB group.

3.3.8.6 Length of time known. Just under half of the clients had been

known by the staff participants for three monthsooger.
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4. Discussion

This section will provide a summary of the resaltslyses, focusing on
each research question in turn. The results welhthe considered in the context of
both the previous research literature and the piatestinical implications.
Strengths and limitations of this project and egsidn will be considered together
with suggestions for how the research could béé&srtmproved or extended upon
in future studies. Finally an overall conclusioorfr the study will be presented.
4.1 Overview and Interpretation of the Results

4.1.1 Expressed emotion in dementia care. It was hypothesised that
between 30 and 50% of staff participants mightldispigh levels of EE, given
that the research conducted to date with familgrsanf people with dementia has
reported rates of high EE ranging from 8% (Orfardle 1987) to 56% (Bledin et
al., 1990). In addition research by Moore et @9) reported that rates of high EE
in staff caring for people with mental health ditflties and family carers were
comparable.

However, in this study the proportion of high Efrad in the staff
participants exceeded the rates of high EE repantéimily caregivers of people
with dementia. This research demonstrated that8®#staff displayed high levels
of EE in at least one of their FMSS. In relatiorclients with CB, 88.6% of staff
displayed high levels of EE. In relation to cliemtish nCB, 36.4% of staff
displayed high levels of EE, whilst the majoritystaff (63.6%) displayed low EE.
This indicated that the construct of EE was preaadtmeasurable within this staff
population. These descriptive statistics also mgichat more staff participants
displayed high levels of EE in relation to cliemtshe CB group compared to the
nCB group, suggesting that the expression of highntay be related to the

situation.
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In addition, it is important to acknowledge thatilsta considerable
proportion of staff participants did display higk #hich might indicate
difficulties in relationships between staff ancedlis they find challenging, this can
also be understandable given that relationshipsieayore difficult in such
circumstances.

Tattan and Tarrier (2000) suggested that staffratadives differ when
asked to talk about their relationship with clierats staff will be more cautious.
However, this research potentially challengesrbison given the high proportion
of high EE identified. If staff were being cautiodigring their FMSSs it would not
have been expected that the majority (89.4%) d¢f geaticipants would have
displayed high EE in at least one of their FMSSsThay imply that the staff
participating in this study were expressing thengine views during their FMSSs.
Further, Hooley and Parker (2006) summarised tt@FMMSS has a tendency to
under-identify the presence of high levels of ERisTtherefore indicates that the
proportion of high EE found in this study of 88.&%elation to clients in the CB
group may also be an underestimation of the presehEE; potentially rates could
be higher when considering those clients who $itadif challenging.

It is possible that rates of high EE are differi@rthe context of working
with people with dementia in comparison to othértlgroups. Given that it is not
known of any other EE research project having edatished which involved staff
working with people with dementia, it is not possifor comparisons to be made.
This highlights the potential for additional futuesearch to confirm the findings of
a high proportion of high EE in paid staff workimith people with dementia.

It has been reported by Hooley and Richters (1998)EE levels increase
over time, with 83% of relative caregivers of peopith mental health difficulties

having high EE after the client had been unwellaq@reriod of five years. Given
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that the clients in this study had not been knosvmémbers of staff for significant
periods of time, this may not be an explanatiortiierhigh levels of EE found.
However, given that this study has recruited paie ctaff rather than relatives, it
Is possible that the length of time that staff hegen working with people with
dementia in general may be an important factootwicler, rather than the length
of time they have known a specific client. In thiady 68.1% of staff participants
reported having worked with people with dementianiore than five years. It is
possible that for staff it is the cumulative effe€working with the client group of
people with dementia or working in a particular @erna care setting, rather than
the time working with one particular client, whihassociated with high levels of
EE. Further research could explore this by compgagR levels in staff having
worked in the same dementia care environment fon@period of time compared
to those who have been recently recruited.

In addition, it is possible that high EE level &dated to the stage of illness,
rather than the specific length of time that skaffe known their clients. For people
with dementia, it would be anticipated that th&irass would progress over time
leading to greater impairment. Given that the ¢iemho were considered in this
study were in need of hospital treatment, it issgae that they had greater levels of
impairment than those individuals who were represgem the relative caregiver
EE studies. Further research could determine whétledevel of EE expressed by
staff is related to the severity of impairment eigreced by the person with
dementia, and whether staff attributions about @B according to whether the
individual is experiencing mild, moderate or sevargnitive difficulties.

In addition, it is possible that there were add#l factors not measured in
this study which are related to high levels of BEEs possible that the staff

participating in this study were experiencing higiels of stress or burnout. The
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research literature appears to be inconclusiverdagathe relationship between
stress and high EE. Moore et al. (1992) explaihatithe levels of stress reported
by staff was not related to their level of EE, heereLangdon et al. (2007) reported
that staff expressing high levels of EE scored lgigihh burnout. Research with
family caregivers of people with dementia has regggbthat those rated as
expressing high levels of EE also reported higeeels of strain and distress
(Bledin et al., 1990; Tarrier et al., 2002). Whilsé levels of stress experienced by
staff in this study are not known, it is possilfileyt may have been experiencing
stress and burnout and that this could have béatedeto the high levels of EE
detected. Further research could aim to determhnetiver EE levels differ
according to stress levels in staff working in detrecare settings.

Similarly, further research is needed to invesédwow high EE is
expressed in clinical practice between staff ard ttlients, since whilst the
expression of high EE is understood to represédficuliies in relationships, what
would be observed in practice to reflect this islaar.

4.1.2 Research question 1. The analyses reported significant differences
when comparing the expected and observed frequeati@gh EE according to
levels of CB. For clients in the CB group more fsparticipants expressed high EE
than low EE, whilst when considering the clientsha nCB group more
participants expressed low EE than high EE. Theselts therefore supported the
hypothesis that more staff displayed high EE ipoase to clients who displayed
higher levels of CB.

Whilst no similar studies have been conducted sidifif working in
dementia care, research with family caregiverseaigte with dementia conducted
by Tarrier et al. (2002) reported that those caegmessing high levels of EE also

reported significantly more behavioural disturbamnicetheir care-recipient,
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indicating a relationship between high EE and b&has that challenge. A similar
relationship has been reported by studies of stafking with people with mental
health difficulties (e.g. Snyder et al., 1994) gadple with intellectual disabilities
(e.g. Weigel et al., 2006). The results of thigezsh project therefore appear to be
consistent with some of the findings outlined bg\pous literature.

4.1.3 Resear ch question 2. Further, when investigating how the
components of EE and dimensions of attributionedétl according to CB level,
significantly more critical comments were madea&lation to care-recipients in the
CB group, as hypothesised. This is considered tmhsistent with research
findings presented by Moore, Ball and Kuipers ()98Bo reported that criticism
expressed by staff towards care-recipients withteddmrealth difficulties was
associated with difficult behaviours described tesrgion seeking and aggression
in the care recipients. The results of this stumtiraate that it might therefore be
anticipated that paid care staff working in demeeicire inpatient environments
would be more critical towards those care-recigevho display more behaviours
that challenge. Therefore this indicates that atgrventions used to reduce high
levels of EE in paid staff would need to ensuré teducing criticism was a central
component.

In addition, the results found significant diffaoes in the quality of
relationships, with staff relationships with clisrfitom the nCB group more likely
to be reported as positive.

Further findings from research question two incltit significantly more
positive remarks were made by participants in i@hatio nCB care-recipients
compared to individuals in the CB group, supportimg hypothesis. This indicates
that the response by staff participants towardstdi with dementia who do not

display high levels of behaviours that challengeat just an absence of critical
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comments, but includes the presence of more pesiimarks. This suggests that
staff may have a different perspective of thesedvomps of clients, which is
important since this may also have an impact onrtegactions between staff and a
person with dementia, and potentially further intpacthe care they receive. These
findings therefore also challenge Tattan and Tef#600) since they highlight that
high EE in staff is characterised by the preseffiagiticism and not solely a lack of
positivity.

4.1.4 Resear ch question 3. Analyses of the attributions made in relation to
clients in the CB and nCB groups generated mix@gau for the original research
hypotheses. In support, it was found that attrdngimade by staff participants in
relation to the CB group were more specific todhent, although no differences
were found regarding the attributions of interryald the client and controllability
by the client. This therefore indicates that staffy have been making the FAE in
relation to clients deemed to be challenging, toesextent, but this is still
inconclusive.

Research with staff working with individuals withtellectual disabilities
has reported staff making the attribution of CBpscific to the client (Cottle et al.,
1995), consistent with these results. However aesewith staff working with
other client groups concluded that CBs were attetdly the caregiver as internal
to the client (Cottle et al., 1995; Weigel et aD06) and controllable when the
behaviour was deemed to be physically aggressiie/ddh et al., 2011).

The findings reported by Dilworth et al. (2011) gagted that it may be the
typography of the CB which is most important to ider in relation to the
attributions made by caregivers, rather than treraillevel of CB displayed by the
client. Dilworth et al. concluded that there wassigmificant relationship between

the overall level of CB displayed and the attribons made by the care staff, but
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physically aggressive behaviour was rated sigmfiganore in the individual's
control, and individuals were considered to be ifiantly less in control of self
injurious behaviours.

Whilst this project compared attributions madeardgng individuals with
CB and without, the anticipated FAE was not detkctenumber of different CBs
were combined together within the CB group, reftegé4 different clients and it
might be that the different behaviours which stedfe rating therefore provoked
different attributions in staff. Further researcigiht explore these factors further,
using a design to compare the attributions madstddy in relation to specific pre-
defined typographies of CB displayed by people wimentia.

Further, it is possible that the attributions mesfgarding behaviours in
people with dementia differ to the attributions madbout the behaviours of people
with other conditions. Dementia is a condition ihieh further deterioration of the
person’s abilities is anticipated to occur overdidue to the degenerative nature of
the condition. It is possible that caregivers abgle with dementia may therefore
attribute the behaviours of the person with denaedifferently from the behaviours
of individuals with other conditions.

Research by Whitehouse et al. (2000) concludedahat individuals with
intellectual disabilities were believed to be deyp&hg dementia and this was
attributed as the cause of new behaviours, thisfacas attributed as global, not in
the person’s control and stable. Therefore, Whitskeet al. also found only partial
support for the FAE in their study with clients iwidlementia and intellectual
disabilities, with behaviours not being attributedin the control of the client. Todd
and Watts (2005) explored the attributions madstaif working in dementia care,
but not EE levels. They concluded that “no consiste robust role for attributions

was found overall” (p. 78) in relation to the respe of staff towards behaviours,
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although they reported that the staff participdnaid a tendency to attribute
behaviours as uncontrollable, stable and intem#ié client. The findings reported
by Todd and Watts are therefore also partially stest with the findings of this
study since whilst staff attributed CB as signifittg more specific to individual
clients representing the CB group, staff did nepthy the full FAE.

However, Tarrier et al. (2002) reported that relataregivers of people
with dementia did demonstrate the FAE in relatmmtreased CBs, suggesting
that there might be a difference between relatarespaid staff in how they
understand behaviours. However, given that thealiee in this area is extremely
limited it is difficult to interpret the findingst is possible that there are differences
between relative caregivers and staff caregivehoim they understand behaviours
deemed to be challenging which are displayed byleewith dementia.

This project also found that staff attributed bebars as significantly more
controllable by them when the client being consgdewras in the nCB group,
compared to the CB group. Similarly, high EE paoants attributed clients’
behaviours as significantly less controllable bgmtiselves as staff. When
differences in attributions were also explored witine CB and nCB groups, high
EE staff also attributed client behaviours as sigantly less controllable by
themselves compared to low EE staff. These diffs@envere not hypothesised.

It is possible that these differences could betediéo how confident
members of staff feel in managing CBs. Given tkeff participants rated the
behaviours of the nCB group as less difficult andlienging overall, it is possible
that staff feel more prepared and able to managgethnd therefore potentially
more in control. In contrast, given that particifsarated the behaviours of the CB
group as significantly more difficult to manageisipossible that they feel less able

and confident to work with these clients in diffiicsituations. It is possible that the
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expression of high EE is a reflection of staff fieglthat they are not confident to
manage CBs. Further research might be able to extile extent to which
attributions of controllability by staff, or highEElevels, are related to staff
confidence levels. If a relationship is found, tmay help to inform interventions
which might support staff in managing difficultistions.

It is also possible that additional factors imedabn the attributions made
by staff in this study. Dilworth et al. (2011) repexd that the functioning of the care
organisation was also related to attributions al@Ritwith staff rating behaviours
as less in the control of the client (less FAE) whige organisation was rated as
functioning at a higher level. Given that the stalffo participated in this study
were working in 11 different ward environmentssipiossible that they experienced
different levels of organisational functioning ahés may have been an
uncontrolled factor which influenced the resultkisTlis important to consider since
the NHS is currently undergoing a significant pdrad change and reorganisation.
It is known that some of the ward settings whiabktpart in the project had already
undergone changes, whilst others were still waitorghis process to begin. This
may have resulted in differing levels of organisa#il functioning on each of the
wards at the time of the study.

Further, the results of this project can be cargd in the context of a
recent study by Parker, Clarke, Moniz-Cook and G&m(2012). They reported
that staff experiencing more than one demandirlg taxd therefore in a position of
‘cognitive busyness’, were more likely to attribaiggressive behaviours as internal
to the individual with dementia and non-aggressiebkaviours as more controllable
by the person with dementia. They suggested tleati¢imands placed on care staff
may therefore impact on their attributions. Stafftizipants in this research study

would not be considered to have been experien@ngpeting cognitive demands,
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which may explain why the FAE was not detectechis project. It might therefore
be suggested that the attributions made by staffisnproject may not necessarily
reflect the way in which attributions are made ailyclinical practice where staff

are likely to experience competing cognitive densand

It had been hypothesised that staff who exprelsggdlevels of EE would
also make the FAE, attributing the clients’ behavsoas internal to the client,
specific to the client and controllable by the ctidhowever this was not evidenced
by the analyses. Therefore this study does notigeeasupport for the theory of
attribution underpinning the concept of EE in peéde staff working with people
with dementia in inpatient environments. It is pblesthat study weaknesses, or
additional variables, may have impacted on thesaltsewhich will later be
discussed in further detail.

It is acknowledged that future research is needextder to confirm
whether attribution theory is not relevant to tlkpression of EE and understanding
of CBs in the area of dementia care, and furthggsstions for research will be
summarised. It is also possible that the centribgbphy of person centred
dementia care and training in this perspectivelédstaff to generate different
perspectives of CBs and hence they do not expnessAE.

4.1.5 Resear ch question 4. The results indicated that there was no
significant relationship between the number oficaitcomments made by staff
participants and the attributions made regardiegctients’ behaviours. This
indicates that an increase in the presence otienti did not increase the likelihood
of staff attributing behaviours as internal to dhient, specific to the client or
controllable by the client (the components of tid&l; as had been hypothesised. It
is possible that whilst staff expressed their @stn regarding clients, they

maintained an alternative understanding of theab@urs which was represented
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by the answers documented in the MAQ. Clinicalig thay indicate that whilst
attributions consistent with the FAE in staff mag/reduced, for example through
training or interventions, this may not necessagligninate criticism towards
clients since the two have not been found to keedlin this study. This also
challenges the possibility of an attributional theof criticism.

Positive remarks significantly increased alongsi@df participants’
attributions of behaviour as under the clients’tooinwhen the client was in the
CB group. This was not hypothesised. Given thaibating behaviours as under
the control of the client is part of the FAE, itwd have been predicted that this
would be associated with criticism rather than pesiremarks. It is possible that
this is an inaccurate finding due to limitationglué research study, or it is possible
that staff perceptions of controllability by theecit are viewed as a positive
attribute in dementia care. Given that dementadggenerative condition in which
deterioration in abilities over time is predictéds possible that caregivers may
take a positive view of the individual appearind®in control of a behaviour. This
Is something which research could explore furtheinestigating in more detalil
how caregivers understand and view the client’tgltdo control their behaviours,
including whether this differs between relativeezavers and paid care staff.

4.1.6 Resear ch question 5. The analyses for the final research question
found that the CB and nCB group differed signifityam the CBS total challenge
scores, indicating that the two groups of clier@sb considered by staff were
different in the level of CB they displayed. Thenef some validity is recognised
for these two groups. Given that the two groupseHaeen found to be significantly
different, this excludes the possibility that tlesults found in this project arose due

to the two groups being the same.
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Those staff participants rated as expressing leigls of EE were found to
be talking about clients who they rated as havighgér CBS total frequency,
difficulty and challenge scores. Therefore it cancbncluded that the level of EE
displayed by staff does differ according to thesleaf CB of the client. This is the
first study to investigate this within paid carafstvorking in dementia care
settings, however similar findings have been reggbim the literature with staff
working with individuals with mental health diffiites (e.g. Moore, Ball &
Kuipers, 1992) and intellectual disabilities (a/deigel et al., 2006).

This study found that staff participants ratedlie@aviour of physical
aggression as having the highest challenge scaheigroup of clients who had CB,
indicating that this is a particular behaviour whstaff find most difficult to
manage. This finding is potentially consistent watlevious research in the
intellectual disability field by Cottle et al. (199 They reported that 66.6% of staff
who had experienced a violent incident in the catéing expressed high levels of
EE following the incident, therefore indicatingedationship between the
expression of high EE and the client’s physicafigr@ssive behaviour.

4.1.7 Supplementary analyses. Additional analyses investigated whether
the attributions made by staff differed accordiogvhether they were rating
physical aggression or another listed behaviouafdient in the CB group. This
was a relevant additional analysis given that §ymthesised overall differences in
attributions between CB client groups had not Heand. Further the potential
importance of the typography of CB has been higitéid in the literature. No
significant differences were found in comparing #teibution ratings for physical
aggression with the other listed behaviours. Howaves recognised that this
supplementary analysis compared unequal groupslinand n = 33), which is

potentially problematic. Further, it is possiblatlother behaviours which were
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listed on the CBS might also be considered by sffhysically aggressive
behaviours, for example spitting or faecal smeamggpending on the context of
the behaviour. A future research project might torexplore the differences
between typographies of CB in people with demeuwtajfying whether these have
an impact on staff attributions and the expreseidaE.

Additional analyses exploring the length of time thients with dementia
had been known by the staff participants, found jilet under half of the people
with dementia had been known by staff for three thewr longer. Given that the
ward settings participating in the study includetdhbassessment and continuing
care environments this is understandable. It ischttat some of the clients who
were considered by staff had been on the unitriby @ week (n = 6), which is
potentially problematic since it would seem thaffsare unlikely to have
developed a full understanding of the individuad #ime behaviours they may
present within such a short period of time. Howeirea review of the measures of
EE, Hooley and Parker (2006) stated that the FM3®& be used in cases in which
the respondent does not know the client espeacialyy (p. 389). Whilst this can be
considered to be reassuring with regards to thesumement of EE, the impact on
the attributional ratings is less clear. This mateptially be an alternative
explanation for why this study did not find suppfart the relationship between the
FAE and the presence of high levels of EE, sinteesstaff participants may not
have fully developed their perceptions of cliemtsiway in which they could make
reliable ratings on the MAQ.

4.2 Clinical Implications of the Research Findings. This section will
consider the clinical relevance for the findingsnfrthis research project,

considering how the results might be reflectedimaal practice.
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4.2.1 Expressed emotion and challenging behaviour. These research
findings are clinically relevant, since they indieghat dementia care staff display
high levels of EE in response to individuals wheptthy behaviours that challenge,
compared to individuals who do not display suchaveburs. Given the
bidirectional relationship of EE proposed by Hootey Richters (1995) this might
highlight that those clients who display behavioutsch staff find challenging
might be more vulnerable to remaining part of aotis cycle in which they
continue to display such behaviours, and staffinaetto express high EE. It could
be hypothesised that those clients who are adntittédspital due to CB might
therefore be more at risk of remaining in hosgbala longer period of time than
individuals admitted due to affective difficultiesjch as depression or anxiety.
Research by O’Donnell et al. (1992) reported thatdymptoms of paranoia,
incontinence or behaviours deemed to be aggressue best to predict whether an
individual with dementia would move into an institumal care setting. Therefore if
these behaviours impact on levels of EE, and highnipacts on these distressing
behaviours, it is potentially understandable how Wcious cycle might be
perpetuated with individuals remaining in a wargisonment.

4.2.2 Staff-Client Relationships. It can be suggested that in clinical
practice relationships between staff and cliengghinbe affected when an
individual displays CB, with interactions potenityatharacterised by the presence
of critical comments. Both the quality of the redaship between the individual
and caregiver, and any criticism made regardinglieat, may further impact upon
the treatment and care this individual receivesndutheir time in hospital. If a
member of staff does not have a positive therapeekationship with a client and
expresses criticism, it is possible that there tmayhe presence of ‘malignant

social psychology’ in which the personhood of asparwith dementia is
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undermined (Kitwood, 1997). Kitwood suggested thatignant social psychology
might result from the anxieties of the caregivenjak may be triggered by
witnessing a person experiencing dementia. Thesetas are likely to be related
to the potential for the individual themselves évelop dementia, become frail or
experience reduced mental capacity.

These anxieties have also been understood by Sta@@8) who referred to
the term ‘social distancing’ to describe “the dmsta we place between ourselves
and any group of people we fear, or feel threatdny8dp.48). It is possible that
people with dementia who display CBs, represetieatagroup which staff
particularly fear becoming part of in the futurdi§ may lead to social distancing,
malignant social psychology and the reduced quafitglationships between staff
and people with dementia.

4.2.3 Clinical outcomes. Previous research has found that the outcomes of
clients with schizophrenia who returned to livemenvironment with high EE
relatives, tended to be poorer (Brown et al., 19%GR;anagh, 1992). Similar
findings of a relationship between high EE in riefeg and poor outcomes for
clients have also been reported in other conditsuth as depression, eating
disorders and alcohol misuse (Wearden et al., 20U8arden et al. explained that
research with family carers of people with demeh#a not investigated outcomes,
but instead has explored the relationships betwegnEE and clients’ behaviours
and functioning, given that dementia is a detetiogacondition. However, this
does not exclude the possibility that high levélEB in caregivers may be related
to the outcomes of people with dementia. This wdnddtlinically relevant and
could be investigated by longitudinal researcmgathe EE levels of staff in
relation to specific clients and investigating thmitcomes. Potential outcomes

which might be measured include the length of Hatptay, whether the individual
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returns home or to residential care, cognitiveighitlaily functioning and
relationships with others.

Hooley and Richters (1995) suggested that theioekstip between EE and
client outcomes may be bidirectional, with the dge symptoms creating increased
stress for the caregiver, which therefore relataad¢reased EE. This might suggest
that those clients who display CBs and to whonf sligaplay high EE, may
potentially be caught within a vicious cycle ofieasingly distressed behaviour
and staff members’ increasing EE. If this is theegat will be important to consider
how to break the cycle for these clients in ordeintprove their future outcomes.
The effectiveness of any interventions introduaecetiuce EE in staff might be
measured by the clients’ behaviours. If these tieeted this might support the
hypothesis of a vicious cycle between EE and CBs.

4.2.4 Clinical Interventions. Research has explored the impact of staff
training on attributions about CBs. For examplelsiat al. (2007) reported that
staff training led to a reduction in attributiorfsbe@haviour as controllable by the
clients. However, they did not extend this studyeasure and report on EE levels,
and therefore whilst they demonstrated an impadetttoibutions it is unclear
whether EE levels would also have altered. Thpaisicularly relevant given that
this research study did not demonstrate a sigmificelationship between high
levels of EE and the FAE.

Dagnan et al. (2004) suggested that attributiorcoofrollability were a key
factor for interventions to focus on, and Greyle{2002) reported that training for
staff had impacted on their attributions about GBswever, this project did not
find significant differences in ratings of contedility by the client according to
level of EE. The findings of this study therefouggest that interventions to

modify attributions may not impact on EE levelstaff working with people with
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dementia. Certainly Todd and Watts (2005) propakatinterventions for staff
working with people with dementia might be bestiged on exploring staff
optimism, willingness to help and burnout rathenrtipurely focusing on staff
attributions.

However, further research is needed to replicasepitoject’s findings,
particularly the extent to which staff working ierdentia care settings do or do not
make the FAE regarding CBs. Future research israsded to investigate the
extent to which high EE levels in staff are relat@dhe outcomes of people with
dementia. Following this it will be possible to g whether additional
interventions are needed to reduce EE levels anchvwheoretical approach these
might be most effectively based upon.

4.2.5 Summary. This section has discussed some of the poteritiadal
implications of the research findings. In summarig possible that a vicious cycle
may exist between high levels of EE and the expressf CBs by people with
dementia. Social distancing and malignant socigtipslogy may help to explain
the difficult relationships which have been fouretvizeen staff and individuals with
dementia who display CB. There also remains theipiisy that the existence of
high EE in paid dementia care staff might impacthent outcomes, although this
is to be determined by future research. Furthexarehr may also assist in
determining which interventions might be most helpf reducing high EE in staff.

4.3 Theoretical I mplications of the Resear ch Findings. Given that a
significant proportion of staff participants in srstudy displayed high levels of EE,
but did not make the FAE, it is important to comesid/hat theoretical explanations
may underpin these findings. This section will adasthe main theories proposed

to explain EE and how they relate to these resdardings.
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4.3.1 Attribution theory of expressed emotion. The results of this study
are not consistent with an attributional undersitagndf EE, as the staff participants
who expressed high levels of EE were not foundetanlaking the FAE. It is
possible that this model is not a relevant wayrafarstanding high levels of EE in
paid staff working in dementia care environments alternative theories may be
more appropriate.

4.3.2 State and trait hypotheses. Alternative theoretical explanations for
the construct of EE included the state (Hooley &HRers, 1995) and trait
hypotheses (Leff & Vaughn, 1985). Whilst this stuli¢f not provide support for
the attribution hypothesis of EE (Hooley, 1985§ thsults indicated that the staff
participants did not express the same level ofrEEespect of the two clients (CB
and nCB) they were considering. This can therdbereeen as further challenging
the trait theory of EE which had suggested thatlkewf EE are a reflection of the
caregivers’ traits. In this way the findings ofdlproject are consistent with those
reported by studies such as Moore, Ball and KuifE992); Cottle et al. (1995);
Hooley and Richters (1995) and Schreiber et a9%).9

It is possible that the state hypothesis can bd ts understand the results
of this study. The state hypothesis proposed tigdt BE arises due to a reaction by
the caregiver in which they demonstrate hostilitg ariticism to the individual
they care for, who may themselves be hostile ooaperative (Hooley & Richters,
1995). This study did demonstrate that high EE exgsessed by the staff
participants in response to individuals with CB gamed to nCB. Therefore it
could be considered that the CBs of these individiients may in some way
generate an expression of criticism and high Ekftioe staff member. This may

further generate distressing behaviours in thentlia the bi-directional method
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proposed by Hooley and Richters (1995). Therefoeerésults of this study could
be considered within a state approach to undernsigiiE.

4.3.3 Stress-vulnerability model. The state approach to EE and the bi-
directional hypothesis (Hooley & Richters, 19870 @dso be considered within the
context of the stress vulnerability model, whichsvpaoposed to explain relapse
rates in individuals with schizophrenia living ilgh EE environments (Wearden et
al., 2000). It was proposed by Wearden et al.\ilegn caregivers expressed high
amounts of criticism, this may generate a stregs l@hich interacts with any pre-
existing vulnerability in the client, resulting ialapse. This may also be a possible
way of understanding why CBs continue to be dispiiagince the client may
continue to feel distressed as a result of the Riglpresent in the social
environment, which continues to exceed their paktimeshold.

4.3.4 Person centred dementia care. The attributions made by staff
working in dementia care could be different froragé made by staff working in
other settings, and also different to relative geers. This difference could be
considered in the context of the current philosophgementia care services in
which person centred care is the main recommengi@each (NICE Guidelines
for Dementia, 2006).

Brooker and Surr (2005) reported that the way inctvla person is
understood to respond to their dementia has bemoped by Kitwood's enriched
model of dementia care. In this model Kitwood (198 posed that how a person
with dementia responds is the result of a comhonadif neurological factors,
personality, biography, social psychology and pteldnealth. Brooker and Surr
explain that the concept of the social psycholagyainding the individual has
been largely incorporated within the observationahsure of dementia care

mapping (DCM), an approach which has been develapddexpanded since its
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original development in 1992 (Brooker, 2005) andssd both in this country and
internationally (Brooker & Surr, 2005). Therefoites possible that a considerable
proportion of staff working in dementia care areasavof the enriched model of
dementia having received training in person centegd or DCM.

It is therefore possible that training programmighlighting the current
philosophy of person centred dementia care may sanehow negated
attributions of CBs as being internal and contiméaby the person. This might be a
potential explanation for why the FAE was not foumdhis study as expected.
Certainly Moniz-Cook et al. (2000) have previoushggested that further
development of person centred dementia care migptdtaff in understanding
how to cope with the behaviours they consider toladlenging; potentially it may
also impact on their overall understanding of behag.

However this study did find that the behavioursnalividuals in the CB
group were rated by staff as significantly morec#peto the client. It is possible
that the philosophy of person centred dementia wexg not have influenced
considerations regarding the specificity of anwndlial’'s behaviour. The
expression of distress through behaviour maylstilkonsidered by staff to be
individual to the client, since person centred carderstands this to be impacted
on by the combination of an individual’s neurologgcial psychology, physical
health, personality and biographical factors (Bexok Surr, 2005). In addition,
Stokes (2000) expressed that a person with demawitisselect the manner of
behaving which is the most effective in light ofhthey interpret their experiences.
What is deemed reasonable and appropriate is, lewawbjective, not objective”
(p. 60). Therefore it is possible that the attridtof a behaviour as specific to an
individual is a reflection of person centred cand ¢he individual’s subjective

experience and may represent an attempt not tod@eseeall people with dementia
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as having the same experiences. Therefore it mldeghat in the context of
dementia care attributing behaviours as speciftbécclient might be a positive
approach.

4.3.5 Summary. Therefore, in summary the results of this studyrente
supportive of an attributional explanation of EEl ahso provide further evidence
to challenge the trait hypothesis. However theltesan be considered within the
frameworks of the state hypothesis and stress-raibildy model, together with the
dominant framework of person centred dementia care.

4.5 Strengths and Weaknesses of the Research Design

This section will outline the strengths and limuat of this research study,
considering the research design and methodologyrendontext in which the
study has been conducted.

4.5.1 Strengths. This research project has several strengths, whiithow
be considered in turn.

4.5.1.1 Expressed emotion and dementia care staff. This is the first known
study to investigate the construct of EE in paicaff working with people with
dementia. This study is therefore important in destiating that the concept is
applicable, observable and measurable in staff wgnkith this client group and
commences a new area for future research to exyaoml

Whilst the concept of EE has not previously beamsmtered within formal
dementia care services, the construct can be unddraithin the dominant
philosophy of person centred dementia care anthéwy of malignant social
psychology proposed by Kitwood (1997). Within Kitadis framework, the FAE
and high levels of EE could be considered to betedito, or part of, the malignant
social psychology which characterises the relahgnbetween the social

environment and the person with dementia.
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4.5.1.2 Generalisability. The design of this study enabled a relatively high
number of staff participants to be recruited, repreging a total of 11 ward
environments. This study replicated elements ofdéisearch design used in Weigel
et al.'s (2006) study (n = 15) conducted in tledfiof intellectual disability, but
used many wards rather than one. This allowed @graumber of clients to be
considered, which consequently enabled a greatabauof staff participants to be
recruited for this study. The greater number off stad ward environments
participating in this project potentially increasbe generalisability of the research
findings.

4.5.1.3 Ecological validity. This study asked staff to talk about real people
with dementia which they were working with and kneell, rather than using
vignette methodology which has been reported asnpiatly problematic in past
studies of EE (Wanless & Jahoda, 2002). Therefatags of the frequency and
difficulty of different behaviours given by staffere based on the consideration of
their own real experiences with real clients. Tikiskely to improve the reliability
of the attributions staff participants made in tielato observed behaviours.

4.5.1.4 Relevance to current NHS climate. This study has been conducted
during a time of ongoing change in the NHS, anditidings therefore reflect this
modern NHS. Whilst the different wards participgtin the project were
undergoing different stages of change, this idyike accurately reflect the process
of change in the NHS, and therefore may add tedodogical validity of the
findings at this current time.

4.5.1.5 Summary. Therefore overall, this study has several strength
particularly relating to its novelty in exploringeEn paid dementia care staff, its
potential generalisability and ecological validiyhich also relate to the relevance

of the results in the current NHS climate of change
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4.5.2 Weaknesses. The study also has a number of weaknesses. It is
important that the results reported from this stadyconsidered within the context
of these limitations. Potential limitations of thmject design and methodology, the
research measures, and other possible weaknestesstfidy will each be
considered in turn.

4.5.2.1 Limitations of the study design and methodology. There are several
potential difficulties with the research design anethodology which will be
outlined.

4.5.2.1.1 Ecological validityOne of the strengths of this study was
considered to be its use of real clients, withfstfng their real experiences of
working with people with dementia, rather than gsirvignette methodology.
However, it is also recognised that the procesaaKing an attribution about
behaviour through the completion of a questionnaiag not reflect the process by
which staff generally make attributions during thaaily practice. In the literature,
Parker et al. (2012) reported that cognitive demsgdced on staff impacted on
their attributions of client behaviours. Given te&ff may experience competing
cognitive demands during their clinical practidee methodology used in this study
may not necessarily reflect the way in which atttibns are made in daily clinical
practice. This may potentially challenge the ecwalgvalidity of the results
obtained in this study.

4.5.2.1.2 Comparing degrees of challenging behavidhilst this study
aimed to compare two groups of people with demetii@se who display CB and
those who they do not, it is recognised that ititsestaff will likely perceive a
person’s behaviour in the context of a continuuather than in discrete categories.
Thus, it is likely that for some staff the concepthoosing a client from each

category may have been problematic, and this isnpially a weakness of the
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research. In addition, as the number of clienttherward who had not been
selected decreased in number, choosing clientstoss may have become
increasingly difficult. It is possible that somaf§twere in a situation of selecting
the least challenging client out of a group of udiials who all display CBs, to
represent the nCB group of clients. Whilst the alleeliability of the two groups
(CB and nCB) is confirmed by the overall significdifferences between CBS
challenge scores, in some individual situations thay not be the case. For
example, it is recognised that one staff particiggoke about a client who they
did not find challenging on many occasions as tblent from the nCB group, but
then later explained that this individual was artrly difficult to work with at
night.

Unfortunately the design of this study inevitat#pdls to some difficulties
with the selection of clients to represent the @B aCB groups. However, in order
to measure EE and attributions from staff in relatio clients they perceive as
displaying CB, whilst also maintaining the indepence of the data, this was
considered to be a necessary design. Whilst a cisget replication of the study
conducted by Weigel et al. (2006) was considetaslas anticipated that this
design would also increase the generalisabilithefresearch findings as well as
answering the question regarding which behaviowaf$ snd most challenging to
manage.

4.5.2.1.3 Typography of challenging behavioline design of this study
allowed staff participants to select a client wheytwould consider. They then
rated the CBs that this person displayed. Thisfoee enabled the study to
determine that the behaviour which staff membeedras the most challenging
was physical aggression. However, one consequdrnheaesign was that staff

participants therefore produced attribution ratiagd FMSS in relation to different
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types of CB. This may have potentially influenckd tesults, leading to differences
in attributions which might not have been possibldetect. Whilst attributions for
physical aggression and other listed behaviourg wempared for the CB group,
the comparison was between unequal groups. Alsastnot possible to make
these comparisons for the nCB client group duéacbnsiderable variability in
behaviours selected by the staff participants. dloee it is possible that any
relationship between types of CB and attributionsid not have been detectable
in this study due to its design and methodology.

Further research could therefore aim to compaféattabutions towards
different types of CB displayed by people with detreein order to determine
whether the attributions do differ. This would ti#@re indicate whether the results
of studies such as Dilworth et al. (2011), whicpbated that aggressive behaviours
were attributed as more controllable by the cliant, replicated in dementia care.

4.5.2.1.4 Transfer of clients between waf@s/en that the research study
recruited staff participants from both assessmedtc@ntinuing care wards, and
that the recruitment of staff participants tookggl@ver a period of six months, the
clients present on the wards during this time aftewith new admissions and
discharges. Whilst some individuals may have besrhdrged completely from the
wards, it is also possible that some were trarsfieitom assessment wards to
continuing care wards, or from an assessment whrdhvwvas out of area to one
nearer their home. As only the first names of ¢iemere used on the ward lists, it
Is not possible to know the extent to which theardfers may have occurred.
Therefore the possibility that some clients mayehbeen represented in the data on
more than one occasion cannot be completely exdlude

This is a weakness of the research methodologyhwiatentially reduces

the confidence with which the data relating tortiecan be concluded to be
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independent. Any further research expanding upmstindy may therefore need to
obtain some form of identifying information in réta to the clients in order to
ensure that they are only represented in the date. ¢-or example, it might be
possible to record client NHS numbers.

4.5.2.1.5 Selection of clients by staff particigakiach staff participant was
asked to select two people with dementia fromtabfishe clients on their ward.
Once the client had been chosen they were crogk#tedist so that they would
not be chosen again. Whilst this was necessarydier do ensure that staff
participants each gave data which was independanmteoanother, this also had the
effect of reducing the choice of clients availaldlestaff participants over time.
Some staff may therefore have selected clientsgoesent the CB group who they
may have found challenging, but who may not havenlibe most challenging for
them out of the clients on the ward. This may havyeacted on the findings of this
study. For example, if staff participants could éaelected any client they wished
to, more or less staff may have selected a clidmt eisplayed aggressive
behaviour. Therefore, aggressive behaviour maypeadhe most challenging. In
addition, had staff chosen any client, their un@erding of the person’s behaviours
may have been different, resulting in differentibtttion ratings. For example, staff
participants might be more likely to display theE# relation to the most
challenging client on the ward, who may have alydagen selected by another
participant. There may be characteristics abolieatovhich impact on attributions
and EE levels which might be able to be understbsiaff select a client of their
choice.

Due to the nature of discharges and new admissiothe ward, the lists of

clients needed regular updating, expanding ancedsirg at different times
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through the study. The times at which the choiceliehts increased and decreased

varied for each ward and the effect of this onrésailts of this study are not certain.
4.5.2.1.6Client demographicdt is recognised that no demographic

information was collected regarding the clients wese being considered in this

study. This weakness of the methodology generateseas as to whether the

clients considered were a representative sampeasle with dementia in

inpatient wards with regard to their gender, agdiagnosis.

Further, it is recognised that if demographic detd been collected about
the clients considered in this study, addition&imation and a greater
understanding may have been gained about how tlegsegraphic factors relate to
the experience of CBs. For example, it may hava begpful to determine whether
the clients selected to represent the CB and n@GBpgr differed in terms of their
gender. Also it is possible that male and femal# giarticipants may have selected
different gender clients to represent the CB anB gfups. This would have
provided information which may be useful for botiture research and the
development of interventions to support staff irrkueg with people with dementia.

It is also recognised that if information had beehected regarding a
client’s diagnosis this could also have aided th@enstanding of CBs which can be
displayed by people with dementia. It is known tiha&t different dementia
conditions can lead to different presentationdh@geople who experience them.
For example, it is reported that individuals exgeecing Lewy Body dementia are
more likely to experience visuospatial difficultigsd visual hallucinations
compared to individuals with early Alzheimer’s dise (Tiraboschi et al., 2006)
and fluctuating attention (Oda, Yamamoto & Mae&f#)9). Therefore it is also
possible that the individual profile of difficul8eassociated with a differential

diagnosis might impact on the behaviours a persspiay/s. For example, it may be
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that some staff members might find it more chalieggo manage an individual
who is hallucinating compared to an individual wiitie specific episodic memory
difficulties which have been associated with Alzher's disease (Nestor, Scheltens
& Hodges, 2004). Further research could aim to@ephny differences in the

types of behaviours perceived as challenging acogitd the differential dementia
diagnoses.

In addition, no information was collected regardihg cognitive ability of
the clients. It is possible that EE levels andlaitrons regarding CBs differ
according to the perceived or actual cognitiveighilf the client. Future research
could therefore aim to explore any differences hahad attributions according to
clients’ levels of cognitive ability.

4.5.2.1.7 Length of time the client was knowins also recognised that the
clients discussed in the study were known by ta# participants for varying
lengths of time. For some participants, the cltbely selected to consider had only
recently been admitted onto the ward, whereas st been inpatients for a
number of years. This variability was not posstbleontrol or restrict in any way
given that recruitment necessarily incorporated lasisessment and continuing
care wards in order to maximise the recruitmengpiodl. Whilst this is a
characteristic of the study, it is recognised thatlength of time a member of staff
has known a person with dementia is likely to impachow they interpret and
understand their behaviour, represented by thibatitvnal ratings they provide.
This is something which future research might esefarther.

4.5.2.1.8 DiagnosesThis study recruited staff participants from deneent
care wards. However it is recognised that thereeacasions when individuals with
functional mental health problems may be admittedeimentia care wards due to

difficulties in finding an alternative appropriaterd setting. Therefore, in order to
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identify clients with dementia it was necessargs& nursing staff and managers to
identify whether any clients were on the ward foe treatment of functional
difficulties and did not have a diagnosis of a detize This may be problematic,
since the diagnoses of dementia were not officiadigfirmed, something which
could potentially have been achieved by a reviethefclient notes.

On four occasions it seemed that the staff paditipvas unclear whether
the client had a formal diagnosis of a dementiasorde staff disagreed with the
diagnoses reported to have been made. It is pedkiail a minority of the clients
represented in the study did not have a formalraharg of dementia and were
considered to have dementia by the staff, which haase been inaccurate.

However, given the practical limitations and scop#his research it was
not possible to extend the project methodologyhfrto investigate and confirm
diagnoses. This is something which is likely targortant in future research
studies which could utilise a diagnostic checldisteview the client notes to
confirm diagnoses.

4.5.2.2 Limitations of the research measures. There are potential
difficulties with the research measures used is $hiidy, which will now be
discussed.

4.5.2.2.1Demographic questionnairdhe demographic questionnaire used
in this project was created for the study. Whites tvas useful in capturing basic
information about the study participants, it isagweised that the age brackets and
experience ranges overlapped, potentially proviadimifficulty for staff
participants in reliably reporting their age angpexence. This demographic data
may have been more reliable if the demographictoresire had used distinct

categories without any overlap, or had asked stdifeely report on these variables.
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4.5.2.2.2 MAQAttributional ratings were obtained from staff peigants
using the MAQ self report questionnaire. Whilssthmeasure is reported to be
reliable when used with staff participants (Shakretal., 1990) the responses
obtained may have been subject to social desitgljlarticularly in the current
climate of change in the NHS.

Whilst the MAQ is an efficient measure for gainetgyibutional ratings of
controllability, internality and specificity, futarstudies could consider the use of
an alternative measurement system. For exampléethes Attributional Coding
System (LACS) which was developed by Stratton, MaonHanks, Heard &
Davidson (1986) is reported to additionally meastability and universality
attributions by rating the comments made by catargg CFls (Barrowclough &
Hooley, 2003). Further, Aakre, Sagher, St-Hilaind ®ocherty (2008) suggested
that as attributional ratings made in the LACStaken from interviews where the
participant is engaging in natural speech, thdihked of social desirability is
reduced.

Due to the practical constraints of this studyltA&S was not used in this
project. However future research with dementia staf could consider whether
obtaining and rating attributions using intervieataland the LACS, rather than a
questionnaire measure, might be more effectiveeteating any FAEs which might
be made by this staff group.

4.5.2.2.3 Likert scaledt is recognised that the data in this study ol&din
from both the CBS and MAQ are in the form of likdata. Norman (2010) reported
that the arguments regarding the level of liketadae well established. In this
study the likert data have been treated as intelata, something which is
frequently assumed regarding likert data (Blaiki@)3). However, this perspective

is controversial and likert data are also considiénebe ordinal data, given the
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argument that the intervals between rating poiatsot be assumed to be of equal
size (Jamieson, 2004). Further consideration ofieeof likert data by Norman
(2010) led to the conclusion that “parametric stats can be used with likert
data...with no fear of ‘coming to the wrong conans” (p. 631).

Therefore whilst the data in this study have beeatéd as interval data and
it is assumed that no significant difficulties arfsom doing so, it is recognised that
some researchers may disagree with this approach.

4.5.2.3 Other potential limitations of the research. Other weaknesses of the
study will now be outlined.

4.5.2.3.1 Current NHS Climat&his research study was conducted within
NHS inpatient settings, and it is important to igase the current climate of
change within the organisation. A number of NHS/ieeis are currently
undergoing change in some form, which will ineviyaiiave an impact on staff.

Dilworth et al. (2011) previously recognised theportance of the role of
the organisation in staff attributions about tledient’'s CB. They concluded that
staff ratings of controllability of the behaviouy the client may be directly
influenced by the current functioning of the orgation. The current situation on
each of the wards participating in this study wérieut was not officially recorded
as part of the analysis. It is possible that siafeach ward may have experienced
differing individual service situations and condits within their wider NHS trust.
As suggested by Dilworth et al. this may have inpdon the attributions made by
staff participants.

4.5.2.3.2 TrainingA factor which has not been considered in thisyitad
that of staff training. NICE guidance reported ttihere is broad consensus that the
principles of person-centred care underpin goodtmein the field of dementia

care...” (p. 6, NICE, 2006). This philosophy ofeancorporates the concepts
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introduced by Kitwood (1997). Kitwood highlighteaetimportance of considering
the malignant social psychology surrounding thes@emwith dementia and how
this may contribute towards an individual’s distres previously suggested, it is
possible that training in this model may have hadh8uence on staff members’
understanding and attributions of CBs displayegéyple with dementia. Given
that the results of this study did not support @nbaitional theory of EE as
hypothesised, it would be interesting for futuree@ch to explore the possible role
of training in person centred care in negatingRAE&.

4.5.2.3.3 Social desirabilityt is possible that some of the staff participants
may not have responded with full accuracy when detmg the MAQ and it is
possible that social desirability impacted on theseilts. Given that paid care staff
are likely to be aware of the importance of prafasal working, it is possible that
they may have modified their answers in relatioth&r attributions in order to
conform with the perceived expectations of prof@sai care staff. This may be
particularly likely given the current period of sifjcant change and restructuring
occurring in the NHS where staff in some areasaperiencing reviews of their
positions. Hence it would be important for futuesearch to take place ideally
within a period of relative stability to determinéether the findings of this study
are replicated, particularly in relation to theiatitions made about client
behaviours.

4.5.2.4 Summary. This section has outlined the potential weaknest#ss
study, including the possibility that other factarsich were not accounted for may
have influenced the results, the possibility thatdata may not have been
completely independent as some clients may hawsfeaed between wards, and
the potential presence of social desirability intpagon the results at a time of

change in the NHS.
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4.5.3 Summary of strengths and limitations of the study. Overall this
study is therefore understood to have a numbetrefgths and limitations. Given
the context of this project and the practical aagburce constraints surrounding it,
it is recognised that despite its limitations thisject is a novel addition to the
research literature. Consideration of this progebthitations also helps to provide
indications for future areas of research.

4.6 Areasfor Further Research.

This section will outline potential ideas for futuresearch, considering
ways in which the current study methodology cowddrbproved alongside studies
which could extend the research findings in thesasakVhilst some of these ideas
have previously been outlined in this discussibis, $ection aims to combine the
suggestions for future research.

4.6.1 Diagnosis. Given that the population is continuing to agd Hrat the
number of individuals with dementia is expecteddatinue to rise (Department of
Health, 2009; Downs & Bowers, 2008), further reskaxploring staff perceptions
of CB is likely to be of increasing importance. ther studies could aim to extend
upon the current methodology by clarifying that iléividuals being represented
in the research have a confirmed diagnosis of eedém either by checking with
medical records or by using diagnostic checkligth staff participants. This would
help to ensure the findings are valid and relet@aiiementia care, without the
possibility of any individuals with functional mextthealth difficulties being
represented.

4.6.2 Cognitive ability. The cognitive ability of people with dementia is
considered to decrease over time. Further reseandd establish whether EE level
and attributions towards CBs are related to therexdf cognitive impairment

displayed by the person with dementia. It mighplbedicted that as an individual
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becomes more impaired attributions of controllépitiy the client might decrease.
Future research might consider measuring the dggrability of people with
dementia using a standardised cognitive screenmlgfor example the Rowland
Universal Dementia Assessment Scale (RUDAS; St&ewland, Basic, Conforti
& Dickson, 2004). It might then be possible to camgstaff EE levels and
attributions towards individuals experiencing mildeoderate, and more severe
cognitive impairment who display similar behaviaurs

4.6.3 Training. It would be helpful to determine to what exteairting in
dementia care impacts on staff attributions of §iB¢e it is possible that training in
person centred care reduces some of the attrilsutioaracteristic of the FAE.
Future research could compare the attributions rbgidgaff who have and have
not attended specific person centred dementiatcareng. This might indicate the
extent to which such training is related to a reuncin the FAE.

4.6.4 Impact on outcomes. Whilst this research has demonstrated the
construct of EE to be relevant to inpatient denzeadire, it is unclear whether this
construct continues to have implications for thecomes of individuals with
dementia, as has been reported for individuals etitler diagnoses. Whilst it can
be speculated that this would be the case, givenesearch with other populations
and also the proposed bi-directional model of EBqley & Richters, 1995), it
would be important to test this in future reseagiien the potential clinical
implications. For example, further studies couldesstigate whether a person’s
length of stay on the ward differs according to Htelevel of their key worker;
whether there are differences in the rate of chaut@eognitive functioning in
clients according to whether key workers expregh br low EE towards the
person; or whether there are changes in a persotiigties of daily living,

communication, or further changes in behaviourgoa$t. In addition, using a
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longitudinal study it may be possible to determiteether the environmental
outcomes for individuals differ according to staf level, such as whether the
person transfers to a residential setting, residletmentia care home, or returns
to their home environment.

4.6.5 Impact on clinical practice. In addition to exploring the impact of
high EE on client outcomes, it would be importanéxamine to what extent, or in
what format, the construct of EE impacts on praciiicdementia care. Staff who
display high EE are likely to make more criticahmoents about an individual.
However, it is unclear whether differences wouldbserved in the clinical
practice of staff when they interact with the parsoth dementia. Further research
could aim to explore whether staff who express laigth low EE display different
interactions with clients.

One potential way of investigating this may be tlgio an observational
research study, potentially incorporating the DCiddervational tool (Brooker &
Surr, 2005) which involves observers rating therattions between staff and
clients and recording observations of positive aedative interactions (personal
enhancers and personal detractors). It might bethggised that staff with high
levels of EE would display more personal detraciotbeir interactions with
people with dementia, such as incidents of acausati invalidation, which
represent malignant social psychology (Kitwood, M9®n observational study
might compare the number of enhancers and detsadisplayed by high and low
EE staff in a given time frame. It might also besgible to compare the same
member of staff in their interactions with two dlts, one who they express high
EE towards, and one low EE. If differences are tbumthe practice of high and
low EE staff, this might provide further insightarhow EE is represented in

clinical practice and staff interactions with clienin addition, if differences in
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practice are observed, this might further highligji® need for interventions to
reduce high EE levels in staff.

4.6.6 Impact of the organisation. The NHS is an organisation continually
engaging in improvements and changes, and it salistic to suggest that this
research can exclude the possibility that curreange has impacted on the results.
Further research with dementia care staff coulth@demeasures of organisational
change and staff morale alongside measuring EEtinbutions regarding CBs.
This would provide further information about hovesle variables are related in
dementia care, and could indicate how current ahdd organisational changes
might be related to EE. This could help to provittications of potential variables
to target in interventions designed to reduce EElte In addition, a replication of
this research study could be conducted at a tinmelafive stability in the future,
allowing comparison of the potential impact of angation change on EE levels
and attributions.

4.6.7 Other variablesrelating to expressed emotion. It may be possible to
explore whether staff members’ knowledge of anvillial, such as the person’s
life history, impacts on the extent to which theypeess high EE. It might be
hypothesised that increased knowledge of an indalid life history might lead to
a greater understanding of their presentationerctintext of their biography,
personality and current situation. If increasedwdealge of the individual is
associated with low EE in staff this may provideerting evidence for the
importance of staff engaging in activities suchifasstory work, or the completion
of tool ‘This is Me’ (Royal College of Nursing adzheimer’s Society, 2013).

If increased knowledge of the person is relatddwoEE, this may also

generate further proposed areas for research.Xaonge, studies could explore the
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extent to which staff have empathy with, or diseatieemselves from, people with
dementia, and whether this relates to levels oaE¢t attributions.

Other factors which could also be considered iati@h to EE include the
perceptions of staff about the future of individualith dementia and their
optimism regarding this. Dementia is a degeneratoredition with no current cure;
therefore it is possible that paid care staff mayehvery different perceptions of
dementia compared to conditions such as mentahhéiculties or intellectual
disabilities in which the future outcomes for thierat may potentially appear more
positive. It is possible that these perceptiondashentia and staff optimism about
the client’s future may be related to levels of ERis would be an important
variable to consider given the findings by Todd &valts (2005) that “optimism is
the variable most closely associated with self-regabhelping behaviour” (p. 78).

Whilst traditionally optimism might not have beessaciated with a
diagnosis of dementia, Burke, Hickie Breakspear@att (2007) suggested that
“there is now an emerging evidence base for a moptienistic, proactive approach
to cognitive impairment and dementia” (p. 372). fEfiere investigating the
relationship between optimism, EE and attributiisngsicreasingly more relevant in
dementia care.

Further research might also explore the relatignbbiween stress and
burnout in dementia care staff and their EE lewlether there is a cumulative
effect of working with this client group on the egpsion of high EE; and how
confident staff feel in managing behaviours that@emed challenging. It could
be hypothesised that staff members who have loeldesf confidence in managing
CBs will attribute the behaviours as uncontrollatyehem, and potentially display

criticism towards the client, and therefore high EE
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4.6.8 Summary. In summary, a number of areas for further resehaste
been outlined. These include investigating furtherimpact of the construct of EE
on clinical practice and client outcomes, consiatghiow the presence of high EE
relates to staff training and the impact of organeal change. Whilst this study
has begun to explore EE and attributions in paidetdia care staff, there are

clearly many potential areas for further reseaocéxplore.

4.7 Overall Conclusions.

In overall conclusion, this study has demonstréted the construct of EE is
relevant, measurable and present in paid demestgastaff. It has also highlighted
the possibility that high EE in dementia care mayekplained by theories other
than the dominant attributional theory of EE. T$tisdy also suggests the need for
further research to explore the potential impagierson centred dementia care on

staff attributions of CBs.
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AppendixA. Participant Information Sheet

INFORMATION SHEET FOR STAFF

Study Name: Expressed Emotion and Attributions in Paid Dementia
Care Staff Reqarding Behaviour that Challenges.

I am asking Mental Health Nurses and Nursing Assistants working on
dementia care wards if they would like o participate in this research
study exploring expressed emotion and attributions regarding
challenging behaviour.

Before you decide if you are happy to take part it is important o
understand why the research is being done and what it will involve.
Please read this information sheet carefully and feel free to ask any
questions you need to.

Why are we doing this research?

No research has to date explored expressed emotion and attributions
in paid dementia care staff, and therefore we are hoping to add to the
knowledge base with this study.

There are interventions being used with staff working with other client
groups to help to reduce difficult relationships with patients. Without
this initial research it is not possible o know whether these would be
relevant in dementia care.

What is being tested?

I am looking to find out whether the psychological construct of
expressed emotion is related to attribution theory and challenging
behaviour in dementia care. The study will find out about these factors
by asking staff members about their experiences of working with
people with dementia. The study will use questionnaires and interviews
to measure patient behaviour, the ways in which staff understand this
behaviour and how this relates to relationships between staff and
patients.

Similar research has been conducted with staff working with other
client groups.

Why have I been invited to take part?

I am inviting Mental Health Nurses and Nursing Assistants working on
NHS dementia care wards to participate. It is anticipated that the
study will be conducted across sites in East Anglia.
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Do I have to take part?

No, it's entirely up to you. You can choose not to take part, or at any
time decide to withdraw from the study without giving a reason and
without it affecting your employment. You can participate and later
chose to withdraw from the study at any time before the data is
analysed.

What will happen if I take part?

If you chose to participate you can arrange a time to meet with the
researcher to complete the research tasks. You can arrange this in
person or through email by contacting: Christine.slaughter@uea.ac.uk.
You can take part before, after or during a break from your shift.

You will be asked to sign a consent form and complete a basic
demographic form recording your age group, gender and length of
experience working in dementia care. You will not be asked to provide
any other personal identifying details.

You will be asked to complete a short interview, which will involve
discussing your relationship with two clients you know well: someone who
you believe displays behaviour that challenges, and someone who does
not. You will be asked to select these two clients from a list of the
patients on your ward. You will not need to provide details about these
clients apart from their allocated code number. As these interviews will
be audio recorded you will be asked to give both patients a pseudonym
during the interviews. You will then be asked to complete some brief
questionnaire measures relating to these clients. It is anticipated that
the process will take approximately 30 minutes.

Should any difficult feelings emerge for you during the course of the
research, you are encouraged to seek support from your line manager or
clinical supervisor. In addition, local Wellbeing Services support
individuals experiencing difficult emotions. They can be accessed
through your G.P. practice or their details can be viewed on
https://www.readytochange.org.uk.

You are free to withdraw from the study at any time.

What are the possible benefits of taking part?

It is hoped that this study will enable us to understand expressed
emotion in the context of dementia care. In the future this may help to
generate appropriately designed interventions for staff and patients to
help strengthen working relationships.
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Contact details -

For further information about the study, please contact
Christine Slaughter Christine.slaughter@uea.ac.uk
Trainee Clinical Psychologist

Department of Psychology

University of East Anglia

Norwich Research Park

Norwich, NR4 7T7J.

This project is being conducted as part of doctorate clinical psychology

training and is supervised by:

Dr Peter Langdon P.Langdon@uea.ac.uk
Clinical Senior Lecturer

Department of Psychology

University of East Anglia

Norwich Research Park

Norwich, NR4 7T7J. 01603 593599

Thank you for reading so far, if you are still interested please continue to part 2.
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Part 2 :
Information you need to know if you still want to take part.

What happens when the research project stops?

At the end of the project all of the data collected will be analysed and
compiled within a thesis. In addition, the results may be published ina
Jjournal.

Will anyone else know I am taking part?

No one else will be informed that you are taking part in the project, and
your individual data will be kept confidential by the researcher and
research supervisor.

In the unlikely event that any safeguarding concerns arise during the
course of the study, it may be necessary to seek advice from local
safeguarding professionals and to break confidentiality. In this
situation, details of the ward, staff members involved and client
identities may all need to be shared with appropriate agencies.

What will happen to my data?

During the study your questionnaires will be stored securely in a locked
cabinet. Your audio recorded interview will also be stored securely on
an encrypted memory stick. All coded data will be stored electronically
and saved on an encrypted memory stick and on a password protected
CD. Your personal data from this study will be stored at the University
of East Anglia in a secure archive room.

Who is organising the research?

The research is organised by Christine Slaughter, Trainee Clinical
Psychologist, and supervised by Dr Peter Langdon, Clinical Senior
Lecturer (ClinPsyD), University of East Anglia. The research is part of
doctorate training in clinical psychology and will be written up as a
thesis.

Who has reviewed the study?

The research has been reviewed by the South Cambridge ethics
committee, and Research and Development Offices from Norfolk and
Suffolk NHS and Cambridgeshire and Peterborough Foundation Trust.

Thank you for reading this - please ask any questions you need to.
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Appendix B. Participant Consent Form
CONSENT FORM FOR STAFF PARTICIPANTS

Study Name: Expressed Emotion and Attributions in Paid Dementia
Care Staff Regarding Behaviour that Challenges.

Name of Researcher: Christine Slaughter, Trainee Clinical Psychologist.

1. T confirm that I have read and understand the information sheet for
this study, dated 5.11.2012, version 6. I have had the opportunity fo
consider the information, ask questions and have had these answered
satisfactorily.

2. T understand that my participation is voluntary and that I may withdraw
from the project at any time before the data is analysed without giving a
reason.

w

I confirm that I have been working with people with dementia for at least
six months and currently work closely with people with dementia.

4. T agree to take part in the above study, completing two five minute
interviews and questionnaires regarding two people with dementia I
currently work with.

5. I consent to my interview being audio recorded.

6. I understand that data collected during the study may be looked at by
individuals from NHS regulatory authorities or from the NHS Trust,
where it is relevant to my taking part in this research. I give permission
for these individuals to have access to my records.

NAmMe of PArtiCipant: ...t et et et et et
Signature of PartiCiPant: ... e s e
DIATCI ..ttt e et s s e e e e
Name of Person taking CONSENT: ...ttt
SUGNATUPE! oottt et e s s et et e s ettt e e et

D TR oottt rteta et een et et et et e e s e ettt ata e aeneaeane e e e et s ernenn

When completed: 1 copy for participant (if required)
1 copy for researcher site file

Thank you for your help.
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Appendix C. Five Minute Speech Sample Standardisgtductions

Five Minute Speech Sample

Before we start the interview, please can you give your patient a
pseudonym to prevent their real name being used in the
interview. This helps us to keep them anonymous.

I’d like to hear your thoughts about [patient’s pseudonym]] in
your own words and without my interrupting you with any
guestions or comments.

When you begin, I'd like you to speak for 5 minutes telling me
what kind of person [patient’s name] is, and how the two of you
get along together.

| would be interested to hear more about [patient's name] and
how easy he/she is to get to know and work with etc., than about
his/her symptoms or diagnosis.

Once you start | will not be able to answer any questions.
Is there anything you would like to ask before you begin?
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Appendix D. Modified Attributional Questionnaire

Modified Attributional Questionnaire (Cottle, Kuipers, Murphy & Oakes, 1995)

A. Please write down what you believe to be the megoise for this event.

B. Was the cause of this due to an attribute of thiemtaor something
about other people or circumstances? (circle oneoen)

totally due to totally due to
patient others
1 2 3 4 5 6 7

C. Was the cause of this due to an attribute obnsmething about
other people or circumstances? (circle one number)

totally due to totally due to
me others
1 2 3 4 5 6 7

D. To what extent did the cause involve something unauenusual
about the patient’s character comparing him/heh wiher similar
patients? (circle one number)

Totally due to In no way due to
specific character specific character
of patient of patient

1 2 3 4 5 6 7

E. Towhat extent was the cause controllable by, or umobtiable by, the
patient? (circle one number)

Completely Completely
uncontrollable controllable by
by the patient the patient

1 2 3 4 5 6 7

F. To what extent was the cause controllable byngontrollable by,
you? (circle one number)

Completely Completely
uncontrollable controllable by me
by me

1 2 3 4 5 6 7

The Modified Attributional Questionnaire, takenrftoCottle, M., Kuipers, L.,
Murphy, G., Oakes, P. (1995). Expressed emotiganbations and coping in staff
who have been victims of violent incident$ental Handicap Research, 868 —
183.
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Appendix E. Demographic Questionnaire
Demographic Information Sheet

Study Name: Expressed Emotion and Attributions in Paid Dementia
Care Staff Regarding Behaviour that Challenges.

Name of Researcher: Christine Slaughter, Trainee Clinical Psychologist.
Participant Code Number:

In order to gain some basic information about you, I would be grateful if you
could complete the following demographic questions:

Gender: Male / Female
Please select your age group:

18 - 25 years 25 - 40 years 40 - 55 years 55 +
years

How long have you been working with people with dementia?
Less than a year
1-5years
5 -10 years
10 + years
Are you a:
Mental Health Nurse Nursing Assistant

Do you have personal experience of a friend or relative experiencing
dementia?

Yes No
What is your level of education?

GCSEs A Levels Diploma Degree Higher Degree

Thank you for your help.
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NHS

Health Research Authority
NRES Committee East of England - Cambridge South

Victoria House
Capital Park
Fulbourn
Cambridge
CB215XB

Telephone: 01223 597653
Facsimile: 01223 597645
31 October 2012

Miss Christine Slaughter

Trainee Clinical Psychologist

Cambridgeshire and Peterborough NHS Foundation Trust
Department of Psychology

University of East Anglia

Norwich Research Park

Norwich

Norfolk NR4 7TJ

Dear Miss Slaughter

Study title: Expressed Emotion and Attributions in Paid Dementia
Care Staff Regarding Behaviour that Challenges.

REC reference: 12/EE/0429

Thank you for responding to the Proportionate Review Sub-Committee’s request for
changes to the documentation for the above study.

The revised documentation has been reviewed and approved by the sub-committee.
Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the
above research on the basis described in the application form, protocol and supporting
documentation as revised.

Ethical review of research sites

The favourable opinion applies to all NHS sites taking part in the study, subject to
management permission being obtained from the NHS/HSC R&D office prior to the start of
the study (see “Conditions of the favourable opinion” below).

Conditions of the favourable opinion

The favourable opinion is subject to the following conditions being met prior to the start of
the study.

anagement permission or approval must be obtained from each host organisation prior to
the start of the study at the site concerned.
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12/EE/0429

Management permission (“R&D approval’) should be sought from all NHS organisations

involved in the study in accordance with NHS research goverance arrangements.

Guidance on applying for NHS permission for research is available in the Integrated

Research Application System or at http-//www.rdforum.nhs. uk.

Where a NHS organisation’s role in the study is limited to identifying and referring potential

participants to research sites (‘participant identification centre’), guidance should be sought

from the R&D office on the information it requires to give permission for this activity.

For non-NHS sites, site management permission should be obtained in accordance with the

procedures of the relevant host organisation.

Sponsors are not required to notify the Committee of approvals from host organisations.

It is the responsibility of the sponsor to ensure that all the conditions are complied

with before the start of the study or its initiation at a particular site (as applicable).

You should notify the REC in writing once all conditions have been met (except for

site approvals from host organisations) and provide copies of any revised

documentation with updated version numbers. Confirmation should also be

provided to host organisations together with relevant documentation.

Approved documents

The documents reviewed and approved by the Committee are:

Document Version Date

Advertisement Version 3 24 July 2012

Covering Letter from Christine Slaughter, Trainee 14 August 2012

Clinical Psychologist

Covering Letter email attaching response from 16 October 2012

Christine Slaughter

Evidence of insurance or indemnity 02 August 2012

Investigator CV - Christine Slaughter 28 May 2012

Other: CV for Dr Peter E Langdon (Academic 30 August 2012

Supervisor)

Other: Five Minute Speech Sample Version 2 27 September 2012

Participant Consent Form: - Staff Version 3 27 September 2012

Participant Information Sheet: - Ward Managers  |Version 3 27 September 2012

Participant Information Sheet: - Staff Version 5 27 September 2012

Protocol Version 1 07 February 2012

Questionnaire: Challenging Behaviour Scale

Questionnaire: Modified Attributional

Questionnaire

Questionnaire: Demographic Information Sheet  [Version 1 20 December 2011

REC application Submission code: 14 August 2012
108344/357835/1/232

Response to Request for Further Information from 27 September 2012

Christine Slaughter

Page 2
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12/EE/0429 Page 3

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees and complies fully with the Standard Operating Procedures for
Research Ethics Committees in the UK.

After ethical review

Reporting requirements

The attached document “After ethical review — guidance for researchers’ gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

Notifying substantial amendments

Adding new sites and investigators
Notification of serious breaches of the protocol
Progress and safety reports

Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.

Feedback

You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views
known please use the feedback form available on the website.

Further information is available at National Research Ethics Service website > After Review

[ 12/EE/0429 Please quote this number on all correspondence |

With the Committee’s best wishes for the success of this project

Yours sincerely

Dr Leslie Gelling
Chair

Email: susan.davies@eoe.nhs.uk

Enclosures: “After ethical review — guidance for researchers” [SL-AR2]

Emailed to: Miss Christine Slaughter christine.slaughter@uea.ac.uk
Sue Steel sue.steel@uea.ac.uk

Dr Bonnie Teague bonnie.teague@nsft.nhs.uk
Dr Peter Langdon p.langdon@uea.ac.uk
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NHS!

Health Research Authority

NRES Committee East of England - Cambridge South

Victoria House
Capital Park
Fulbourn
Cambridge
CB21 5XB

Tel: 01223 596907
Fax: 01223 597645

06 December 2012

Miss Christine Slaughter

Trainee Clinical Psychologist

Cambridgeshire and Peterborough NHS Foundatiort Trus
Department of Psychology, University of East Anglia
Norwich Research Park, Norwich, Norfolk

NR4 7TJ

Dear Miss Slaughter

Study title: Expressed Emotion and Attributionsin Paid Dementia Care
Staff Regarding Behaviour that Challenges.

REC reference: 12/EE/0429

Amendment number: Amendment #1 (minor)

Amendment date: 09 November 2012

IRASproject ID: 108344

Thank you for your letter of 09 November 20h8tifying the Committee of the above
amendment.

The Committee does not consider this to be a “sulbisi amendment” as defined
in the Standard Operating Procedures for ResedahlibsECommittees. The
amendment does not therefore require an ethical@pirom the Committee and
may be implemented immediately, provided that gsinot affect the approval for
the research given by the R&D office for the rel@MdHS care organisation.

Documentsreceived

The documents received were as follows:

Document Version Date

Covering Letter Christine Slaughter 09 November 201
Notification of a Minor Amendment Amendment #1 (i) |09 November 2012
Participant Information Sheet: Information sheetdaff 6 05 November 2012

Statement of compliance
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The Committee is constituted in accordance withGbgernance Arrangements for
Research Ethics Committees and complies fully héhStandard Operating Procedures
for Research Ethics Committees in the UK.

‘ 12/EE/0429: Please quote this number on all correspondence

Yours sincerely

Peter Drew

REC Assistant

E-mail: peter.drew@eoe.nhs.uk

164



Appendix G. Research and Development Approval tette

Norfolk and Suffolk m

NHS Foundation Trust

Research and Development

The Knowledge Centre

Hellesdon Hospital

Drayton High Road,

Norwich, NR65BE

Telephone 01603 421255

E mail: RDofficemailbox@nsft.nhs.uk

Miss Christine Slaughter

Doctoral Programme in Clinical Psychology
Department of Psychology

University of East Anglia

Norwich Research Park

Norwich NR4 7TJ

7" November 2012
Dear Miss Slaughter,

Re: 2012MH21: Expressed Emotion and Attributions in Paid Dementia Care Staff Regarding
Behaviour that Challenges.

Thank you for submitting the above project for local research governance approval. | am pleased to

inform you that your project has been given full approval and you may begin your research at the
following site:

¢ Norfolk & Suffolk NHS Foundation Trust

The above approval is dependent on authorisation being received from every service which is
approached for the project.

| have enclosed two copies of the Standard Terms and Conditions of Approval. Please sign both
copies returning one copy to the Research and Development office, at the above address, and
keeping the other in your study file. Failure to return the standard terms and conditions may affect the
conditions of approval. Under the agreed Standard Terms and Conditions of Approval you must
inform the R&D department of any proposed changes to this study and submit annual progress
reports to the R&D department.

Any researcher(s) whose substantive employer is not the Norfolk & Suffolk NHS Foundation Trust
must have a Letter of Access or Honorary Research contract and evidence of Good Clinical Practice
(GCP) training before coming on site to conduct their research in this project. Please note that you
cannot take part in this study until you have this documentation. If a Letter of Access / Honorary
Research Contract has not been issued — please contact us immediately.

If you have any queries regarding this or any other project, please contact, Tom Rhodes, Research
Governance Administrator, at the above address.

The reference number for this study is: 2012MH21, and this should be quoted on all correspondence.
Yours sincerely,

V. S

Drdon Wilson
Deputy Medical Director (Research)

<& “00/\ ) Chair: Mgggie'Wheeler
N Y0 q\& Chief Executive: Aidan Thomas
§_ 9 Trust Headquarters: Hellesdon Hospital, Drayton High Road, Norwich, NR6 5BE
&

. A Tel: 01603 421421 Fax: 01603 421440 www.nsft.nhs.uk
o/SAB\"'
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Your research governance approval is valid providing you comply with the conditions set out below:

1.

2.

You commence your research within one year of the date of this letter. If you do not begin your
work within this time, you will be required to resubmit your application.

You notify the Research and Development Office should you deviate or make changes to the
approved documents.

You alert the Research and Development Office by contacting the address above, if significant
developments occur as the study progresses, whether in relations to the safety of individuals or
to scientific direction.

You complete and return the standard annual self-report study monitoring form when
requested to do so at the end of each financial year. Failure to do this will result in the
suspension of research governance approval.

You comply fully with the Department of Health Research Governance Framework and Trust
Research Policies, and in particular that you ensure that you are aware of and fully discharge
your responsibilities in respect to Data Protection, Health and Safety, financial probity, ethics
and scientific quality. You should refer in particular to Sections 3.5 and 3.6 of the Research
Governance Framework.

You ensure that all information regarding patients or staff remains secure and strictly
confidential at all times. You ensure that you understand and comply with the requirements of
the NHS Confidentiality Code of Practice, Data Protection Act and Human Rights Act.
Unauthorised disclosure of information is an offence and such disclosures may lead to
prosecution.

UKCRN Portfolio Studies only: You will make local Trust research team members aware that
it is expected that the “first participant, first visit” date should be within 70 days of the full
submission for Trust Research Governance Approval, and this date must be reported to the
Research and Development office using the email address above. Delay to recruitment due to
study-wide developments must be reported to the Trust as soon as possible.

UKCRN Portfolio Studies only: You will report and upload Trust recruitment to the UKCRN
portfolio accurately and in a timely manner, and will provide recruitment figures to the Trust
upon request.

List of Approved Documents:

Documents Received Version | Date
Protocol 1 07/02/2012
Information Sheet for staff 6 05/11/2012
Consent Form for Staff Participants 2 21/06/2012
Five Minute Speech Sample 1 28/05/2012
Demographic Information Sheet 1 20/12/2011
Questionnaire: Modified Attributional Questionnaire

Questionnaire: The Challenging Behaivour Scale For

Older People Living in Care Homes

Advertisement 3 24/07/2012
Information Sheet for Ward Managers 3 27/09/2012
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Research and Development Dept
The Knowledge Centre
Norfolk and Suffolk NHS Foundation Trust
Hellesdon Hospital
Drayton High Road
Norwich
NR65BE
Telephone: 01603 421255
ia nsft.n ;

E mail: Dol

Miss Christine Slaughter
Doctoral Programme in Clinical Psychology
Department of Psychology
University of East Anglia
Norwich Research Park
Norwich
NR4 7TJ
7" November 2012
Dear Miss Slaughter,

Re: NSFT Letter of Access - Expressed emotion and attributions in paid dementia care staff
(2012MH21)

As an existing NHS employee you do not require an additional honorary research contract with this NHS
organisation. We are satisfied that such checks as are necessary have been carried out by your employer and
that the research activities that you will undertake in this NHS organisation are commensurate with the activities
you undertake for your employer. This letter confirms your right of access to conduct research through Norfolk
and Suffolk NHS Foundation Trust for the purpose and on the terms and conditions set out below. This right of
access commences on 18" October 2012 and ends on 30" September 2013, unless terminated earlier in
accordance with the clauses below.

You have a right of access to conduct such research as confirmed in writing in the letter of permission for
research from this NHS organisation. Please note that you cannot start the research until the Principal
Investigator for the research project has received a letter from us giving permission to conduct the project.

You are considered to be a legal visitor to Norfolk and Suffolk NHS Foundation Trust premises. You are not
entitled to any form of payment or access to other benefits provided by this organisation to employees and this
letter does not give rise to any other relationship between you and this NHS organisation, in particular that of an
employee.

While undertaking research through Norfolk and Suffolk NHS Foundation Trust, you will remain accountable to
your employer Hertfordshire Partnership NHS Foundation Trust but you are required to follow the reasonable
instructions of your nominated manager Bonnie Teague, Research Manager, in this NHS organisation or those
given on her behalf in relation to the terms of this right of access.

Where any third party claim is made, whether or not legal proceedings are issued, arising out of or in connection
with your right of access, you are required to co-operate fully with any investigation by this NHS organisation in
connection with any such claim and to give all such assistance as may reasonably be required regarding the
conduct of any legal proceedings.

You must act in accordance with Norfolk and Suffolk NHS Foundation Trust policies and procedures, which are
available to you upon request, and the Research Governance Framewaork.

& Moa, Chair: Maggie Wheeler e
£ /s & Chief Executive: Aidan Thomas .
§ ) Trust Headquarters: Hellesdon Hospital, Drayton High Road, Norwich, NR6 5BE .

Tel: 01603 421421  Fax: 01603 421440 www.nsft.nhs.uk
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You are required to co-operate with Norfolk and Suffolk NHS Foundation Trust in discharging its duties under the
Health and Safety at Work etc Act 1974 and other health and safety legislation and to take reasonable care for
the health and safety of yourself and others while on Norfolk and Suffolk NHS Foundation Trust premises.
Although you are not a contract holder, you must observe the same standards of care and propriety in dealing
with patients, staff, visitors, equipment and premises as is expected of a contract holder and you must act
appropriately, responsibly and professionally at all times.

You are required to ensure that all information regarding patients or staff remains secure and strictly confidential
at all times. You must ensure that you understand and comply with the requirements of the NHS Confidentiality
Code of Practice (http://www.dh.gov.uk/assetRoot/04/06/92/54/04069254.pdf) and the Data Protection Act 1998.
Furthermore you should be aware that under the Act, unauthorised disclosure of information is an offence and
such disclosures may lead to prosecution.

Norfolk and Suffolk NHS Foundation Trust will not indemnify you against any liability incurred as a result of any
breach of confidentiality or breach of the Data Protection Act 1998. Any breach of the Data Protection Act 1998
may result in legal action against you and/or your substantive employer.

You should ensure that, where you are issued with an identity or security card, a bleep number, email or library
account, keys or protective clothing, these are returned upon termination of this arrangement. Please also
ensure that while on the premises you wear your ID badge at all times, or are able to prove your identity if
challenged. Please note that this NHS organisation accepts no responsibility for damage to or loss of personal

property.

Your substantive employer is responsible for your conduct during this research project and may in the
circumstances described above instigate disciplinary action against you.

We may terminate your right to attend at any time either by giving seven days’ written notice to you or
immediately without any notice if you are in breach of any of the terms or conditions described in this letter or if
you commit any act that we reasonably consider to amount to serious misconduct or to be disruptive and/or
prejudicial to the interests and/or business of this NHS organisation or if you are convicted of any criminal
offence. Your substantive employer is responsible for your conduct during this research project and may in the
circumstances described above instigate disciplinary action against you.

If your circumstances change in relation to your health, criminal record, professional registration or any other
aspect that may impact on your suitability to conduct research, or your role in research changes, you must

inform the NHS organisation that employs you through its normal procedures. You must also inform your
nominated manager in this NHS organisation.

Yours sincerely

,/""’?{éf&(,%'/ﬂv .
‘ K

Bonnie Teague -
Research Mana

cc: Resourcing, NSFT HR
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Norfolk and Suffolk m

NHS Foundation Trust

Research and Development

The Knowledge Centre

Hellesdon Hospital

Drayton High Road,

Norwich, NR65BE

Telephone 01603 421255

E mail: RDofficemailbox@nsft.nhs.uk

Miss Christine Slaughter

Doctoral Programme in Clinical Psychology
Department of Psychology

University of East Anglia

Norwich Research Park

Norwich NR4 7TJ

31 January 2013

Dear Miss Slaughter,

Re: 2012MH21: Expressed Emotion and Attributions in Paid Dementia Care Staff Regarding
Behaviour that Challenges.

Further to the initial study approval letter, dated 7™ November 2012, a minor amendment has been
received for research governance review and approval..

| am pleased to inform you that the amendment has been approved, and so may proceed. This
approval is valid in the following organisation:

o Norfolk and Suffolk NHS Foundation Trust

The final list of amendment documents reviewed and approved are as follows:

Documents Version Date
Protocol 3 02/01/2013

Your research governance approval is valid providing you comply with the conditions set out below:

1. You notify the Research and Development Office should you deviate or make changes to the
approved documents.

2. You alert the Research and Development Office by contacting me, if significant developments
occur as the study progresses, whether in relations to the safety of individuals or to scientific
direction.

3. You complete and return the standard annual self-report study monitoring form when requested
to do so at the end of each financial year. Failure to do this will result in the suspension of
research governance approval.

4. You comply fully with the Department of Health Research Governance Framework, and in
particular that you ensure that you are aware of and fully discharge your responsibilities in
respect to Data Protection, Health and Safety, financial probity, ethics and scientific quality.
You should refer in particular to Sections 3.5 and 3.6 of the Research Governance Framework.

5. You ensure that all information regarding patients or staff remains secure and strictly
confidential at all times. You ensure that you understand and comply with the requirements of

W Mo(/) . Chair: M.aggieIWheeIer
L o/ Q\‘a Chief Executive: Aidan Thomas
8 M? Trust Headquarters: Hellesdon Hospital, Drayton High Road, Norwich, NR6 5BE
“ - Tel: 01603 421421  Fax: 01603 421440  www.nsft.nhs.uk
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the NHS Confidentiality Code of Practice, Data Protection Act and Human Rights Act.
Unauthorised disclosure of information is an offence and such disclosures may lead to
prosecution.

If you require any further confirmation, please contact me at the above address.

Yours sincerely,

eputy Medical Director (Research)
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Cambridgeshire and Peterborough INHS|

NHS Foundation Trust
Understanding mental Lealtl, understanding people

Research and Development Department

RSB RN Joint Research Office
Box 277

R&D Ref. M00492 Addenbrooke’s Hospital
Hills Road
Cambridge

Ms Christine Slaughter CB20QQ

Trainee Clinical Psychologist

Department of Psychology Direct Dial: 01223 596472 ext 6472

University of East Anglia E-mail: beth.muldrew@cpft.nhs.uk

Norwich Research Park www.cpft.nhs.uk

Norwich

Norfolk NR4 7TJ

Dear Ms Slaughter

Re: 12/EE/0429 Expressed Emotion and Attributions in Paid Dementia Care Staff

In accordance with the Department of Health’s Research Governance Framework for Health
and Social Care, all research projects taking place within the Trust must receive a favourable
opinion from an ethics committee and approval from the Department of Research and
Development (R&D) prior to commencement.

R&D have reviewed the documentation submitted for this project, and has undertaken a site
specific assessment based on the information provided in the SSI form, and | am pleased
to inform you that we have no objection to the research proceeding within CPFT.

~ Sponsor: University of East Anglia
Funder: University of East Anglia
End date: 03/09/2013
Protocol: Version 1.0 02/07/2012 (Amended)

Conditions of Trust Approval:

o The project must follow the agreed protocol and be conducted in accordance with all
Trust Policies and Procedures especially those relating to research and data
management. Any mobile devices used must also comply with Trust policies and
procedures for encryption.

¢ You and your research team must ensure that you understand and comply with the
requirements of the NHS Confidentiality Code of Practice and the Data Protection Act

HQ Elizabeth House, Fulbourn Hospital, Cambridge CB21 5EF
\2 i, T 01223 726789 F 01480 398501 www.cpft.nhs.uk

A
0/0/
&

PAS In partnership with the University of Cambridge

d

¢ 2

S INPEOPLE.
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1998 and are aware of your responsibilities in relation to the Human Tissue Act 2004,
Good Clinical Practice, the NHS Research Governance Framework for Health and Social
Care, Second Edition April 2005 and any further legislation released during the time of
this study.

¢ Members of the research team must have appropriate substantive or honorary contracts
with the Trust prior to the study commencing. Any additional researchers who join the
study at a later stage must also hold a suitable contract.

¢ You and your research team must provide to R&D, as soon as available, the date of first
patient first visit.

If the project is a clinical trial under the European Union Clinical Trials Directive the
following must also be complied with:

o the EU Directive on Clinical Trials (Directive 2001/20/EC) and UK'’s implementation of the
Directive: The Medicines for Human Use (Clinical Trials ) Regulations 2004;

o the EU Directive on Principles and Guidelines for Good Clinical Practice (EU Commission
Directive 2005/28/EC); and UK's implementation of the Directive: The Medicines for
Human Use (Clinical Trials) Amendment Regulations 2006;

Amendments
Please ensure that you submit a copy of any amendments made to this study to the R&D
Department.

Annual Report

It is obligatory that an annual report is submitted by the Chief Investigator to the research
ethics committee, and we ask that a copy is sent to the R&D Department. The yearly period
commences from the date of receiving a favourable opinion from the ethics committee.

Please refer to our website www.cpft.nhs.uk for all information relating to R&D including
honorary contract forms, policies and procedures and data protection.

Should you require any further information please do not hesitate to contact us.

/’

Yours sincerely -

St
enior R&D Manager

Cc Sue Steel, Contracts Manager, Research and Enterprise Services West Office, University
of East Anglia, Norwich Research Park, Norwich NR4 7TJ
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Minor amendment - approval from CPFT

Muldrew Beth [beth.muldrew@cpft.nhs.uk]
Sent:Tuesday, January 15, 2013 2:25 PM
To: Christine Slaughter (MED)

Dear Christine

REC No: 12/EE/0429

Study Title: Expressed Emotion and Attributions in Paid Dementia Care Staff

Thank you for submitting information about your minor amendment

I can confirm that these changes do not affect research governance and therefore the study can continue.

Please refer to the conditions of approval for carrying out this study as outlined in the R&D approval letter
dated 6 November 2012

Kind regards
Beth

Beth Muldrew

R & D Governance Officer | R & D Department | Department S4 | Addenbrookes Hospital | Box 277 | Hills Road |
Cambridge | CB20QQ

Desk 01223 596472

drew@®cpft nhs.uk

Please visit our R&D website pages for more information

Cambridgeshire and Peterborough NHS Foundation Trust
Elizabeth House, Fulbourn Hospital, Cambridge CB21 5EF

www.cpft.nhs.uk

We cannot accept any liability for any loss or damage sustained as a result of software viruses. It is your responsibility to carry out such virus checking as is
necessary before opening any attachment. The information in this e-mail is confidential and may be legally privileged. It is intended solely for the addressee.
If you are not the intended recipient please accept our apologies. Please do not disclose copy or distribute information in this e-mail nor take any action in
reliance on its contents, to do so is strictly prohibited and may be unlawful. Please inform us if this message has gone astray before deleting it.

Thank you for your co-operation.

30/07/2013 08:.
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TO WHOM IT MAY CONCERN

02 August 2012

Dear Sirs,

Study: Expressed Emotion and Attributions in Paid Dementia Care Staff.

Chief Investigator: Slaughter, Christine

E\

University of East Anglia

Research and Enterprise Services
West Office (Science Building)

University of East Anglia
Norwich Research Park
Norwich NR4 7TJ
United Kingdom

lel: +44 (0) 1603 5915674
Fmail: researchandenlerprise@uea.ac.uk
www.uea.ac.uk/researchandenlerprise

This is to confirm that the University of East Anglia and Subsidiary Companies have arranged

insurance cover as detailed on the attached certificate.

The cover is subject to the terms and conditions of the policy. If you require further details,

please contact the undersigned.

Yours faithfully

Sue Steel

Research Contracts Manager
Research and Enterprise Services
University of East Anglia

Norwich NR4 7TJ

Tel: 01603 591486 / Fax: 01603 591550
Email: sue.steel@uea.ac.uk
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2urkch Municipal
Zurich House

2 Gladiator Way
Famborough
Hampshire

GU14 668

Telephone 0870 2418050

Direct Phone: 01252 387846
Diract Fax: 01252 375893

E-mall nicola.plisbury@zurich.com

Communizations will be monitored
tegulady to Improve our service and
for security and regulatory purposes

Zutich Municipal is & wading nare of
Zudich Insurance plc

A publc linied compaty Incorporated In
belond. Registiation No. 13460
Registered Office: Zurich House, Balsbridge
Park, Dublin 4, reland,

UK branch reghteted in England and Wales
Reglstration No. BR798S,

UK Branch Head Offie: The Zurkh Centre,
3000 Parkway, Whkely, Fareham,

§ Hampshce POIS 712

& Authorsed b the Contel Sank of eand
and subjectto fmied regulation by the

§ Financla) Serices Authocty. Detalts sbout
the extent of our regulation by the Finandial
Services Authority are avallable from us on
Toquent
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Z

ZURICH
MUNICIPAL

To Whom It May Concern

Our ref: BM/IND 15 May, 2012

Zurich Municipal Customer: University of East Anglia and wholly
owned subsidiary companies

This is to confirm that University of East Anglia and wholly owned
subsidiary companies have in force with this Company until the policy
expity on 31 May 2013 Insurance incorporating the following essential
featutes:

Policy Number: NHE-09CA01-0013

Limit of Indemnity:

Public Liability: £25,000,000 any one event

Products Liability: ~ £25,000,000 for all claims in the

Pollution: -aggregate during
any one period of
insurance

Employers’ Liability: £ 25,000,000 any one event
inclusive of costs

Excess:

Public Liability/Products Liability/Pollution: £ 1,000 any one event
Employers’ Liability: Nil any one claim

Indemnity to Principals:
Covers include a standard Indemnity to Principals Clause in respect of
contractual obligations,

Full Policy:
The policy documents should be seferred to for details of full cover.

Yours faithfully

7

Underwriting Setvices
Zutich Municipal
Farnborough
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INFORMATION SHEET FOR WARD MANAGERS

Study Name: Expressed Emotion and Attributions in Paid Dementia
Care Staff Regarding Behaviour that Challenges.

T am asking Mental Health Nurses and Nursing Assistants working on
dementia care wards if they would like to participate in this research
study exploring expressed emotion and attributions regarding
challenging behaviour.

I would like to invite staff working on your ward to participate, either
before, after or during a break from their shift. Please read this
information sheet carefully and feel free fo ask any questions you need
to.

Why are we doing this research?

No research has to date explored expressed emotion and attributions
in paid dementia care staff, and therefore we are hoping to add to the
knowledge base with this study.

There are interventions being used with staff working with other client
groups to help to reduce difficult relationships with patients. Without
this initial research it is not possible o know whether these would be
relevant in dementia care.

What is being tested?

I am looking to find out whether the psychological construct of
expressed emotion is related to attribution theory and challenging
behaviour in dementia care. Similar research has been conducted with
staff working with other client groups.

Who is being invited to take part?

I am inviting Mental Health Nurses and Nursing Assistants working on
NHS dementia care wards to participate. It is anticipated that the
study will be conducted across sites in East Anglia.

I would like to invite staff from your ward fo participate. This will
involve completing a short interview and questionnaire measures, which
will take approximately 30 minutes. Staff will be able to participate
before, after or during a break on their shift. It would be necessary to
conduct the research in a private staff room on the ward, as staff will
be encouraged to discuss relationships with clients they are working
with. All staff will be able to arrange a time to meet with the
researcher either in person or through email by contacting:
Christine.slaughter@uea.ac.uk.
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Does the ward have to take part?
Participation in the study is entirely voluntary.

What will happen if T take part?

The researcher will ask you to compile a list of patients on your ward,
using first names only, and allocate each patient a code. If two patients
have the same first name, the initial letter of their surname may also
be used.

If staff chose to participate, they will be asked to select two clients
from the list who they know well and to complete a short interview
regarding their relationship with them. The interview will be audio
recorded. During the interview staff will be asked to give these
patients pseudonyms to minimise the chance of real patient names being
recorded. Staff will be asked to provide basic demographic details
about themselves. They will not be asked to provide any further details
about the patients. Staff will then be asked to complete some
questionnaire measures. It is anticipated that the process will take
approximately 30 minutes.

What are the possible benefits of taking part?

It is hoped that this study will enable us to understand expressed
emotion in the context of dementia care. In the future this may help to
generate appropriately designed interventions for staff and patients to
help strengthen working relationships.

Contact details -

For further information about the study, please contact
Christine Slaughter Christine.slaughter@uea.ac.uk
Trainee Clinical Psychologist

Department of Psychology,

Norwich Research Park,

University of East Anglia

Norwich, NR4 7T7J.

This project is being conducted as part of doctorate clinical psychology

training and is supervised by:

Dr Peter Langdon P.Langdon@uea.ac.uk
Clinical Senior Lecturer

Department of Psychology

Norwich Research Park

University of East Anglia

Norwich, NR4 7TJ. 01603 593599

Thank you for reading so far, if you are still interested please continue to
part 2.
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Part 2 :
Information you need to know if you still want to take part.

What happens when the research project stops?

At the end of the project all of the data collected will be analysed and
compiled within a thesis. In addition, the results may be published ina
Jjournal.

Will anyone else know this ward is taking part?

When the thesis is compiled and if the study is published in a journal,
the ward will not be named.

In the unlikely event that any safeguarding concerns arise during the
course of the study, it may be necessary to seek advice from local
safeguarding professionals and to break confidentiality. In this
situation, details of the ward, staff members involved and client
identities may all need to be shared with appropriate agencies.

What will happen to the data?

During the study questionnaires will be stored securely in a locked
cabinet, whilst audio recorded interview will be stored securely on an
encrypted memory stick. All coded data will be stored electronically and
saved on an encrypted memory stick. The data will also be saved on a
password protected CD. All electronic data and paper questionnaires
will be destroyed five years after the end of the study.

Who is organising the research?

The research is organised by Christine Slaughter, Trainee Clinical
Psychologist, and supervised by Dr Peter Langdon, Senior Clinical
Lecturer (ClinPsyD), University of East Anglia. The research is part of
doctorate training in clinical psychology and will be written up as a
thesis.

Who has reviewed the study?

The research has been reviewed by the Cambridge South ethics
committee, and Research and Development Offices from Norfolk and
Suffolk NHS and Cambridgeshire and Peterborough Foundation Trust.

Thank you for reading this - please ask any questions you need to.
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Appendix J

Version 3, 24.7.12

Are you a Mental Health Nurse or Nursing Assistant?

Do you work on a dementia care ward?

Would you like to take part in a doctoral research project?

If you can spare just 30 minutes, before, after or during a break
from your shift to complete a short interview and some

questionnaires, please consider taking part.
The study aims to explore staff experiences of working with people with dementia.

For further information please contact Christine Slaughter, Trainee Clinical Psychologist
~ christine.slaughter@uea.ac.uk



Appendix K. Feedback to Staff Participants

Christine Slaughter (now Christine Lowen)
Trainee Clinical Psychologist
Doctoral Programme in Clinical Psychology
Norwich Medical School
University of East Anglia
Norwich, NR4 7TJ

August 2013

Dear Colleagues

Resear ch Findings:

Expressed Emotion and Attributionsin Paid Dementia Car e Staff Regarding

Behaviour that Challenges

Thank you for your support and interest in the &bx@search project. This has recently been

completed and | would like to express my thankswveryone who participated in the project.

Below is a brief summary of the research findiraygj | would be grateful if you could

disseminate these to the staff team.

Project Aims
This research aimed to examine expressed emotipaidhstaff working in dementia care

settings. Expressed emotion is a construct whishblean used to measure the quality of
interpersonal relationships between people whaveamre and those who care for them,

and does not measure “emotion”.

Overview of the Findings

B 89.4% of staff participants were rated as expredsigh levels of expressed
emotion in at least one of their interviews. Tkl tus that sometimes staff found it
difficult to work with clients who have dementia.

B Expressed emotion was related to whether or natlibet displayed challenging

behaviour. When staff thought about their work valients who did display
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challenging behaviour, they were more likely todéigh expressed emotion. This
finding was expected as working with challengingdeour can be difficult.
Similar findings have also been reported from regewith other client groups.

B The study explored whether attribution theory migglp to explain more about the
difficulties staff experience when working with ¢dleaging behaviours. The results
did not suggest that we could understand how stake sense of challenging
behaviours in dementia using this theory.

B This finding means that alternative theories miggimore helpful in understanding
how staff make sense of challenging behaviourseGthat person centred dementia
care is the main recommended approach to carentpts influence how staff
understand their clients’ behaviours.

B This project appears to be the first to exploreresped emotion in paid dementia
care staff and therefore the findings raise margstjans for future research.

B This project suggests that staff may benefit fraoveéased support to help manage
the challenging behaviours sometimes displayedeople with dementia. Future
research can investigate other theories which ntightt in understanding
challenging behaviours. Also, different traininggrammes could be developed and
tested to see which are most helpful for staff wagkn dementia care settings.

B A research article is planned to further discugsbdisseminate these findings.

Thank you again to all member s of staff who participated in thisresearch.

If you have any further queries about this reseptease contact:

Dr Peter Langdon OR Christine Slaughter (nowistime Lowen)
Clinical Senior Lecturer Trainee Clinical Psyldyist

Norwich Medical School Supervised by Dr Peteng@on

Doctoral Programme in Clinical Psychology (Christslaughter@uea.ac.uk)

University of East Anglia, Norwich, NR4 7TJ
(P.Langdon@uea.ac.uk)
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Appendix L. Declaration of the End of the Study and Summary Report for NHS

Ethics and Resear ch and Development.

DECLARATION OF THE END OF A STUDY
(For all studies except clinical trials of investigational medicinal products)

To be completed in typescript by the Chief Investigator and submitted to the
Research Ethics Committee that gave a favourable opinion of the research (“the
main REC”) within 90 days of the conclusion of the study or within 15 days of early
termination. For questions with Yes/No options please indicate answer in bold type.

1. Details of Chief Investigator

Name: Christine Slaughter

Address: Doctoral Programme in Clinical Psychology
Norwich Medical School
University of East Anglia
Norwich, NR4 7TJ

Telephone:

Email: Christine.slaughter@uea.ac.uk

Fax:

2. Details of study

Full title of study:

Expressed emotion and attributions in paid
dementia care staff regarding behaviour that
challenges

Research sponsor:

University of East Anglia

Name of main REC:

Cambridge South

Main REC reference number: 12/EE/0429
3. Study duration

Date study commenced: 12.11.2012
Date study ended: 15.4.2013

Did this study terminate prematurely?

No

If yes please complete sections 4, 5 & 6, if no please go

direct to section 7.
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4. Circumstances of early termination

What is the justification for this early
termination?

5. Temporary halt

Is this a temporary halt to the study?

No

If yes, what is the justification for
temporarily halting the study? When
do you expect the study to re-start?

e.g. Safety, difficulties recruiting participants, trial has
not commenced, other reasons.

6. Potential implications for research participants

Are there any potential implications
for research participants as a result
of terminating/halting the study
prematurely? Please describe the
steps taken to address them.

7. Final report on the research

Is a summary of the final report on
the research enclosed with this form?

No

If no, please forward within 12 months of the end of the study.

8. Declaration

Signature of Chief Investigator:

Christine Slaughter

Print name:

Christine Slaughter

Date of submission:

16.7.2013
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Expressed Emotion and Attributions in Paid Deme@Gtae Staff Regarding Behaviour that
Challenges. End of Study Summary Report.

Ref: 12/EE/0429

Christine Slaughter (now Christine Lowen)

Primary Supervisor: Dr Peter Langdon, Clinical $emhiecturer, UEA

Doctoral Programme in Clinical Psychology

University of East Anglia
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Abstract

Aims

This project examined expressed emotion (EE) id damentia care staff,
determining the proportion expressing high levélEB and investigating whether
high EE was more likely when the client display&dltenging behaviours (CB).
The attributions made by staff regarding CBs andtiwr these were related to the
construct of EE were investigated. The behaviouckvktaff rated as most
challenging was identified.
M ethodology

This project used a within subjects design, obbtgmjuantitative data from
47 staff participants. Each participant was askadéntify a client who displayed
CB and one who did not. Participants completedva Minute Speech Sample,
Modified Attributional Questionnaire and ChallengiBehaviour Scale in relation to
both clients.
Results

Overall 89.4% of staff participants expressed heyels of EE in at least one
of their Five Minute Speech Samples. Significamigre staff displayed high EE in
relation to clients with CB than without CB. Moretical comments were made in
relation to clients with CB, whilst significantlyene positive remarks were made in
relation to clients without CB. Participants rated behaviours displayed by
challenging clients as significantly more specdiichem, whilst behaviours of the
non-challenging group were rated as more contri@lbp staff. Positive remarks and
perceptions of control by staff had a significaasitive relationship. The behaviour
rated by staff as most challenging was physicatesgijon.

Conclusions
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The proportion of paid staff displaying high EEls study was higher than
rates found to date in studies with family careggvef people with dementia. This
study did not provide support for the attributiottedory of EE. The results are
considered to be consistent with the state thebBEoand the stress-vulnerability
model, and the context of the dominant philosophyesson centred dementia care
is explored.

Introduction
Aimsof the Investigation

This study aimed to examine the expressed emdt&h ¢f paid care staff
working with people who have dementia. It also exgdl the differences in EE
levels and staff attributions according to whettrenot clients displayed behaviours
that are challenging.

Expressed Emotion

EE is a psychological construct used to meas@rgtiality of relationships, usually
between a care-giver and care-recipient (WeardamieF, Barrowclough, Zastowny &
Armstrong Rabhill, 2000). Research exploring EE Imegih family members providing care
for relatives with schizophrenia, but has sinceerded to other health conditions (Wearden
et al., 2000).

Expressed Emotion and Attribution Theory

It has been suggested that attribution theoryezghain differences in levels of EE
(Hooley, 1985). Weigel, Langdon, Collins and O’Bri006) outlined that attribution
theory represents a process of finding explanafiensvents, using Heider’s (1958)
dimensions of controllability, stability and locakcontrol. Weigel et al. explained that a
fundamental attribution error (FAE) is made wheregent is attributed as resulting from
stable and internal factors of a person.

Therefore, the attribution theory of EE expldimat when caregivers make the FAE
in relation to a person’s behaviours (Heider, 19883 is likely to be associated with
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negative feelings towards the person and reduketinbod of helping behaviour given
Weiner’s (1980) theory of helping, (Barrowclough®oley, 2003).
Resear ch with Other Populations

Studies exploring EE in paid care staff have bmducted within mental health
settings. Relationships characterised by critioabtonal climates have been reported to be
related to lower quality of life and symptoms ofigophrenia in residents with mental
health difficulties, and high EE in staff (Snydérallace, Moe, & Liberman, 1994). Further,
criticism has been found to be associated with \iehadeemed to be aggressive and
attention-seeking in people with mental healthiclitties (Moore, Ball & Kuipers, 1992),
and poorer outcomes for residents in supportivéchascommodation (Ball, Moore &
Kuipers, 1992). Supporting the attribution theof¥e&, Moore, Kuipers and Ball (1992)
reported that high levels of criticism in staff wesignificantly related to them attributing
difficulties as being under the client’s control.

Studies exploring attributions of CB in clientslviearning disabilities include
Weigel et al. (2006), who reported that staff egpesl high EE towards a client with CB
compared to a client without, and were more likelynake the FAE towards the client who
displayed CB.

The topography of CB in learning disability clisinas also been investigated.
Dilworth, Philips and Rose (2011) reported thatfs&ted CB as more under the person’s
control if it was “physically aggressive behavioarid less under the person’s control if it
was “self-injurious behaviour”. Other studies hal®o reported that attributions differ
according to behaviour topography, including Staaled Standen (2000).

Whitehouse, Chamberlain and Tunna (2000) conclficed a pilot study that when
a behavioural change in a person with learningbilisas was attributed as due to dementia
it was viewed as “stable, global and not undercthv@rol of the person”. This contrasts
research (e.g. Weigel et al., 2006) into attrilngiof CB in people with learning disabilities.
It may be that a diagnosis of dementia has an itrgraattributions made by paid care staff.
Research in Dementia Care
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Dementia is clearly different to mental healthidiffties and learning disabilities.
Dementia has been defined assyndrome which may be caused by a number of
illness in which there is a progressive declineinitiple areas of function including
decline in memory, reasoning, communication skifig the ability to carry out daily
activities” (p.15, Department of Health, 2009).

Andrews (2006) stated that regarding dementiaJl@hging behaviour’ includes
shouting, biting, throwing, repetitive talking, deging objects, agitation, anger, and
physical aggression. When such behaviours becoalkeohing for family carers the person
is often admitted into residential care (Steeleyfi®w, Chase & Folstein, 1990). When
residential care staff become challenged by bebaiwe person’s quality of life reduces
and a hospital admission or move to another cdt@agés likely (Mace, 1990; cited in
Moniz-Cook et al., 2001).

To date, no research has been published explainigp paid dementia care staff.
Existing research with family caregivers of peoplth dementia is considerably limited,
with rates of high EE in family caregivers rangingm 8% (Orford, O'Reilly &
Goonatilleke, 1987) to 56% (Bledin, MacCarthy, Kerp & Woods, 1990). Tarrier,
Barrowclough, Ward, Donaldson, Burns and Gregg 2208ed a larger sample and greater
rigor in their study which supported the attribn@bexplanation of EE in family caregivers
of people with dementia, finding high EE in 41%.

Dementia is well known as a progressive degernveratindition, potentially
impacting on how paid care staff understand anibate the behaviour of a person with
dementia. It is important to explore EE and attiimutheory further in this client group,
since it is possible that different interventiongynibe appropriate to reduce EE and ensure
the best outcomes for clients with dementia.

Research in dementia care is of increasing impoegiven the predicted increase
to over 1.7 million people in the UK with demeniia 2051 (Alzheimer’s Society, 2011).

Research Questions
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This research aimed to answer the following: Rirstb paid dementia care staff
working in inpatient environments display high lisvef EE, if so, what proportion display
high levels?

Second, do the observed frequencies of high andBwatings differ significantly
from expected frequencies according to level ofiCBlients?

Third, do individual component ratings of EE (ar@i comments; emotional over-
involvement; positive remarks; quality of relatibigg differ significantly according to CB
level?

Fourth, do ratings on the five dimensions of atftidn (internal-external to client;
internal-external to staff; personal-universal liertt; uncontrollable-controllable by client;
uncontrollable-controllable by staff) differ accord to both EE level and CB level?

Following from this, do ratings on the five attritanal dimensions differ
significantly according to ratings of EE componesmsl level of CB?

Finally, do ratings of behaviour frequency, diffijuor overall challenge on the
CBS, differ significantly according to EE level? Wfh behaviours on the CBS have the
highest overall challenge scores and do theser diffeording to CB level?

Design

This study generated quantitative data. The fadtowestigated were EE level (high
or low) and CB level (CB or nCB). Data were colegtfrom participants at one time point.

Descriptive statistics were used to answer resegurehtion one. To answer research
question two, participants were grouped accordingtiether they displayed high or low EE
in their FMSS and whether they rated a client Wwithh or low CB, generating a two-by-two
McNemar’s contingency table.

To answer question three paired t-tests were Udsednswer question four, the
MAQ ratings were compared according to high and Edvgroups and high and low EE
groups, also using paired t-tests. To comparebatidans within the CB group and across EE

level, independent t-tests were used.
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To answer research question five correlations weeel. Comparing the ratings on
the CBS between EE levels and CB levels using limvgubjects analysis answered the
final research question.

Descriptive statistics are reported from the CB&i¢mtify the behaviours
generating the highest frequency, difficulty andl#nge scores.

This study looked for differences between the dHités study incorporated
elements of the methodology and analysis used hgéNet al. (2006) who explored EE
and attributions made by staff towards people Veitining disabilities, with and without
CB.

Participants

Participants were qualified and unqualified nuysétaff working on NHS organic
mental health wards for people with dementia. Agrewt for recruitment from wards was
obtained from NHS Research and Development (R&M@)wward managers.

Staff members were provided with the informatibeet and could able to arrange a
time to participate in the study should they wishRor staff to participate they needed to
have worked with people with dementia for at léastonths, and work closely with or key
work clients.

Power calculations were conducted using G*Powalc@ations were based on
obtaining a power of .8 and an effect size of Cdlculations for the main analyses of one-
tailed dependent t-tests, indicated a required sat@aple size of 41 staff participants.

M easur es

Magana et al. (1986) developed the Five Minute 8p&ample (FMSS) as a
shorter method for measuring EE than the traditi@aanberwell Family Interview (Rutter
& Brown, 1966). The FMSS (Magana et al., 1986) leesn used with staff groups to
measure their relationship with service users. Maord Kuipers (1999) revised the
directions to make them more applicable to staffiggating standardised staff instructions
which are both read out to staff and presentedailison a card and concluded that the
correspondence between a staff FMSS and a modifi¢dvas high.
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The speech samples are coded according to whatharitial statement made by
the member of staff is positive, neutral or neggtand whether the quality of the
relationship is positive, neutral or negative. Tiuenber of critical comments and positive
remarks made are counted, and participants’ lefedsnotional over-involvement will be
rated according to the standardised criteria. Byliaing these factors the relationship
between staff participants and the client is giaaroverall rating of high or low EE. The
relationship is rated as high EE if one or mor&aai comments are made or the initial
statement is coded as negative.

To collect data regarding staff members’ perceystiof CB, theChallenging
Behaviour Scale for Older People Living in Care Ksmwas used (CBS; Moniz-Cook,
Woods, Gardiner, Silver & Agar, 200This scale lists 25 behaviours which are considered
challenging when displayed by people with deme@taff completing the scale rated the
incidence, frequency and difficulty of each listezhaviour based on the previous eight
weeks, creating subscale scores and an overalénbalscore between 0 and 400.

Whilst it is recommended by Moniz-Cook et al. (2Dthat the scale is completed
by pairs of staff in order to avoid subjectivitijg study will explore how a staff member’s
EE and attributions towards a client are relatethéar ratings of the difficulty and challenge
of behaviours. Therefore staff participating irstetudy completed the measure individually.

The CBS is reported to have good internal consistéor each of the scales ( .82
for the frequency scale; .85 for the incidence emallenge scales; .87 for the difficulty
scale), good test-re-test reliability ( .97 - .990pniz-Cook et al., 2001).

In order to rate the attributions made by staffeads the person with dementia, the
Modified Attributional Questionnaire (Cottle, Kuige Murphy & Oakes, 1995) was used,
which was an amendment of Peterson, Semmel, voyeBagbramson, Metalsky and
Seligman’s (1982) original Attributional Style Qtiesnaire. Staff make a rating on a likert
scale for each of the attributional dimensionselation to a particular behaviour.

To collect basic demographic information aboutipgrants, a demographic

information sheet was used. This enabled staffiées such as age, education gender and
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experience in dementia care to be considered. Bta#f also asked to estimate how long
they have known each client in order that thisrimiation could also be considered.
Ethical Considerations

In order to ensure that all participants providedimed consent to participate, they
were provided with the participant information shaed the opportunity to ask the
researcher any questions they had about the dtudgdition, all participants were able to
consider the information provided and arrange a/eorent time to meet with the researcher
to participate, either in person or through emaihmunication. Depending on the ward
situation, it was possible in some cases for steéixpress to their manager that they would
like to take part in the study, with managers pas#his information on. It was hoped that
this reduced any potential for the participantdel fcoerced into taking part.

All participants were asked to sign the consennfty demonstrate that they agreed
to take part in the research and understood théresgents.

All data were treated confidentially, with raw dataly disclosed to supervising
members of staff at the University of East Angbadtscuss appropriate statistical analysis.
Audio data was stored on an encrypted memory atickpaper questionnaires were stored
in a locked box. All participant data was coded antered into a computer file for statistical
analysis and stored on an encrypted memory stiok.cbmpleted data set were also stored
on a password protected CD and laptop.

All participants were made aware in the particigafdrmation sheet that their
information would be treated confidentially, witletexception that should any potential
safeguarding concerns arise during the courseeafetsearch confidentiality could be broken
and advice sought from the local safeguarding geifmals.

It was possible that staff may exhibit high levei€motion during the research
process, as they were asked to highlight the alngdle of their role in caring for people with
dementia. Consequently, all participants were eragmd to seek additional support if

necessary through their line manager or clinicpesusion. In addition, participant
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information sheets contained the website detail$\fellbeing Support Services and
participants were made aware that these could ¢essed through their G.P.

Ethical approval was obtained for this researchmftbe South Cambridge Ethics
Committee and in addition, approval was gained floral Research and Development
services.

Procedure

Following ethical approval and agreement from Resgeand Development services,
contact was made with ward managers within theoreghd the research was outlined to
them. Ward managers were provided with the infolmnasheet and an opportunity to ask
guestions about the study. Ward managers were askedssion for the author to attend
staff meetings to briefly outline the project, dtieh time potential staff participants were
also provided with the information sheet and ancopymity to ask questions about the study.
Any members of staff who wished to participate wadoie to arrange a time with the author
in person, or at a later date by email communicagither direct with the researcher or
through their ward manager. With the ward managensent the poster advertising the
project was left for display in staff areas onward. Where it was not possible to attend
staff meetings due to the individual situationia# tvard, the participant information sheet
was disseminated by the ward manager. Ward manageesalso asked to provide a list of
the first names of all clients on the ward, witkleallocated a code number.

All participant interviews were arranged to takace at a mutually convenient time
at the site in order to ensure confidentiality wasntained. Prior to commencing the
research, any questions were answered and parntisipere asked to sign the consent form.

Participants were initially asked to choose twertdk with dementia on the ward
who they knew well from the ward list, one with taging behaviour (CB) and one
without (nCB). When clients were selected fromlibiethey were crossed out, ensuring that
each client was spoken about only once in the relgaocess, therefore maintaining the

independence of the data collected from particgdntorder to minimise any order effects
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counterbalancing was used ensuring that alterraticipants focused initially on the client
who was challenging before considering on the athent.

Participants were asked to complete a FMSS and prvexéded with the standard
written instructions which were also read aloudcHEEMSS (Magana et al., 1986) was
audio recorded in order to be coded later.

Following each FMSS, participants were then askembmplete the CBS (Moniz-
Cook et al., 2001). Further, participants were thgked to complete the MAQ (Cottle et al.,
1995) considering a recent occurrence of the bebiavihich was rated as most challenging
on the CBS. Where two behaviours had equal chaleaigngs staff were asked to select a
behaviour which occurred recently which they foehdllenging, and rate this using the
MAQ.

Each participant was asked to estimate how loag tiad known each of the two
clients they had spoken about; information whicls akso incorporated within the data set.

Finally, participants were asked to complete thmagraphic questionnaire. All
participants were thanked and reminded that théacbdetails for the author were available
on their information sheet should they need them.

After the data analysis had been completed & $iking part in the research were
sent a summary of the research findings.

Results

In total 47 members of staff participated in thee@ch, speaking about a total of 91
inpatients with dementia, 44 deemed to display 684v who did not.

FMSS. In total 91 FMSS were completed by the 47 staffipipants, 44 in relation
to clients which they reported displayed CB andndrélation to clients who staff reported
as not displaying CBs (nCB).

Following the calculation of inter-rater reliabjfifor four samples of 20 FMSS, a
level of substantial agreement was achieved betweeresearcher and expert rater for all

components of the EE rating.
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Research Question 1. Overall, 89.4% of staff participants were ratechagh EE in
at least one of their FMSS. This therefore suggéstisthe proportion of staff who displayed
high EE in this study was 89.4%, which is highemtihypothesised.

Research Question 2. For the CB group, 39 staff participants were ratedhaving
high levels of EE from their FMSS (88.6%), whilsp&rticipants had low EE (11.4%). For
the nCB group, 16 participants were rated high E&406), whilst 28 (63.6%) were rated
low EE (figure 1). Using a McNemar’s contingenclgleaanalysis the expected and
observed values differed significantly£€ .013).

Resear ch Question 3. A significantly greater number of critical commenmisre
made by participants in relation to the CB grau@3) = -6.114p < .001,r = .47, with the
mean number of critical comments made towards tslienthe CB group being 2.20, whilst
in the nCB group this was .41. A significantly gier number of positive remarks were
made by staff participants in relation to cliemtd¢hie nCB group compared to the CB group,
t (43) = 5.98p < .001r = .46.

When the client was in the nCB group the relatigmstas more likely to be
coded positive than negative, in comparison to wherclient was in the CB group
(p < .05).The observed frequencies of EOI are significanifecent from those which
would be expectep(< .001). Whilst are no values in one of the caygimcy cells, which is
potentially problematic, the results indicate thatrall very few staff participants displayed
high levels of emotional over-involvement.

Research Question 4. Attributions regarding the behaviour of clientdtie CB
group were rated as significantly more specifithm, in comparison to the behaviour of
clients in the nCB groug ((43) =-1.72p < .05,r = .80). Staff participants attributed
behaviours of clients in the nCB group as signiftbamore controllable by themselves as
staff { (43) = -1.93p < .05,r =.28) compared to behaviours of clients in thegt@up.

Attributions of client behaviours as internal te ttlient did not differ significantly

according to whether the client was in the CB oBrgtoup ¢ (43) = .-1.18p = .12).
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Similarly, there was no significant difference ttridutions of internality to stafft(43) = -
.50,p = .31); or between attributions of controllabildfthe behaviour by the client(@3)
= 24,p= .41).

Significantly lower attributions of controllabilitpy staff were made by those staff
participants expressing high levels of EE2R2) = -1.88p < .05,r = .37). The attributional
ratings of client behaviours as internal to therdj internal to the staff, specific to the client
or controllable by the client did not differ sigiciintly between the high and low EE staff
participants.

High EE staff considering clients in the CB groupdua significantly lower
attributions of behaviour as controllable by stafimpared to low EE staff,(42) = -
2.35,p < .05. Similarly, high EE staff considering clisnh the nCB group made
significantly lower attributions of behaviour astwllable by staff compared to low
EE staff,t (42) =-2.081p < .05.

Resear ch Question 5. There are no significant correlations betweenaaiti
comments and any attributional ratings, whilsthesrtumber of positive remarks increase,
the perception of the person’s behaviour as urdsr tontrol increases € .29,p < .05).

Resear ch Question 6. The behaviour with the highest mean CBS challecgees
for the CB group was physical aggression (mearnatgd score = 8.95), whereas for the
nCB group it was lack of self care (mean challesgme = 3.40).

Staff participants generating high EE ratings rdkedclients as having significantly
higher CBS total frequency scores compared to ptatfcipants rated as low EE(R2) =
6.17,p < .001r = .80, and significantly higher CBS total diffitplscorest((22) = 6.34p
<.001,r = .80). In addition, staff participants expresdigh levels of EE rated the client’s
behaviour as significantly more challenging in camigon to staff with low levels of EE,
demonstrated by higher CBS total challenge scon@2) = 5.47p < .001,r =.76).

Analyses to establish whether the clients idertibig staff participants as

displaying CB did differ from those without, indted that the CB group had significantly
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higher CBS challenge scores compared to the nCogt@¢43) = 8.136p < .001,r =.78).
This therefore provides some validity of the diffiece between the two groups.

Additional Analyses. Just over half of the clients in both CB groups hadn
known by the staff participants for less than thremths, whilst just under half had been
known for greater than three months. For the dieohsidered in the CB group, the length
of time which staff had known the clients rangeaatrfrone week (n = 3) to 8 years (n = 1),
whilst for the nCB group of clients this rangedifrone week (n = 3) to two years and four
months (n = 1).

In relation to the client group with CB, 11 sta#frpcipants rated the
behaviour of physical aggression as having thedsgbhallenge score and used this
behaviour to complete the MAQ. The attributiondehaviour as internal to the
client, internal to the staff, specific to the aliecontrollable by the client and
controllable by staff did not differ significantfccording to whether the behaviour
considered was physical aggression or one of ther disted behaviours.

Discussion

In this study the proportion of high EE found i ttaff participants exceeded the
rates of high EE reported in family caregivers edple with dementia. This research
demonstrated that 89.4% of staff displayed higkelewf EE in at least one of their FMSS.
This indicated that the construct of EE was preaadtmeasurable within this staff
population.

It is possible that rates of high EE are differiarthe context of working with people
with dementia in comparison to other client groupsen that no other EE research project
has been published with staff working with peoplthwlementia it is not possible for
comparisons to be made.

Dementia is a degenerative condition with no curcene. Therefore it is possible
that paid care staff may have very different petioeg of dementia compared to conditions

such as mental health difficulties or learning Hikes in which the future outcomes for the
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client may potentially appear more positive. Ip@ssible that these perceptions of dementia
and staff optimism about the client’s future mayrélated to levels of EE.

In addition, it is possible that there were addiibfactors not measured in this
study which are related to high levels of EE. pdssible that the staff participating in this
study were experiencing high levels of stress ontwt. The research literature appears to
be inconclusive regarding the relationship betwstezss and high EE.

More critical comments were made in relation teeeacipients in the CB group, as
hypothesised. This is considered to be consistéhtresearch findings presented by Moore
et al. (1992) who reported criticism by staff todsrcare-recipients with mental health
difficulties was associated with difficult behaviswof attention seeking and aggression in
the recipients.

Analyses of the attributions made in relation terus in the CB and nCB groups
generated mixed support for the original reseaygotiheses. In support, it was found that
attributions made by staff participants in relatiorthe CB group were more specific to the
client, although no differences were found regagydire attributions of internality to the
client and controllability by the client. This tledore indicates that staff may have been
making the FAE to some extent, although this ismutusive.

Whilst this project compared attributions made rdupa individual with CB and
without, it is possible that this may explain why tanticipated FAE was not detected as a
number of different CBs were combined together withe CB group, reflecting 44
different clients. It is also noted that the CB&lldnge score was highest in the CB group
for ratings of physical aggression, potentiallyiaading that this is a particular behaviour
which staff find most difficult to manage.

The analyses also found that staff made signifiganore attributions of behaviours
as controllable by themselves when the client beorgsidered was in the nCB group
compared to the CB group. It is possible that ¢his be understood in relation to how
confident staff feel in being able to manage a bighea. Similarly, those staff participants

who were rated as expressing high levels of EE reaphéficantly lower attributions of the
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extent to which they felt clients’ behaviours weomntrollable by themselves as staff,
indicating a relationship between controllability &taff and the expression of high EE.

It is also possible that additional factors impdate the attributions made by staff
in this study. Dilworth et al. (2011) reported thia functioning of the care organisation was
also related to attributions about CB, with statfmg behaviours as less in the control of the
client (less FAE) when the organisation was ratefliactioning at a higher level. Given that
the staff who participated in this study were wogkin 11 different ward environments it is
possible that they experienced different levelsrganisational functioning and this may
have been an uncontrolled factor which influendedresults.

It had been hypothesised that staff who expresggdiévels of EE would also
make the FAE attributing the clients’ behavioursrasrnal to the client, specific to the
client and controllably by the client, however tihias not fully evidenced by the analyses
and therefore this study does not provide supporthfe theory of attribution underpinning
the concept of EE in paid care staff working widople with dementia in inpatient
environments.

It is possible that the state hypothesis can bé teisanderstand the results of this
study. The state hypothesis proposed that highrEEsadue to a reaction by the care-giver
in which they demonstrate hostility and criticisorthe individual they care for who may
themselves be hostile or uncooperative (Hooley éhiir, 1995). This study did
demonstrate that high EE was expressed by thepstef€ipants in response to individuals
with CB compared to nCB

The stress-vulnerability model of EE (Wearden gt24100) may also be a possible
way of understanding the continuation of CB, sitimeclient may continue to feel distress
as a result of the high EE present the social enwment and therefore continue to display
behaviours which staff find challenging.

The attributions made by staff working in demetae could be understood as
different from those made by staff working in otkettings, and different to relative

caregivers, given the current philosophy of denagecdire in which person centred care is the
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central recommended approach to care (Guidelindsdmentia, NICE, 2006). It is possible
that training programmes highlighting this perspectand the current philosophy of person
centred dementia care, may have negated attritsutibbehaviours as internal and
controllable by individuals with dementia, as these not found in this study. Certainly
Moniz-Cook et al. (2000) have previously suggesited further development of person
centred dementia care might help staff in undedétanhow to cope with the behaviours
they consider to be challenging in people with detiae
Conclusion

In conclusion, this study has demonstrated thattmstruct of expressed emotion is
both relevant and measurable in paid dementiastafk It also highlights the possibility
that high EE in dementia care may be explainecbgries other than the dominant

attributional theory of EE.
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Appendix M. Supplementary Tables

Table 1

The Distribution of the Differences between Criti€@amments and Positive
Remarks for CB and nCB Groups

Skew Z Score  Kurtosis Z Score

Critical Comments 1.73 .97
Difference between
CB and nCB Groups

Positive Remarks 1.38 .01
Difference between
CB and nCB Groups

Table 2

The Distribution of the Differences between MA@kdor high and low EE Grosp
Based on 23 Data Pairs

MAQ Items Skew Z Score Kurtosis Z Score
Internal to Client - .06 - .31
Internal to Staff - .29 .92
Specific to Client -1.03 - .77
Controllable by Client - .27 - .15
Controllable by Staff A7 - .66
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Table 3

The Distribution of the Differences between MA@Kdor CB and nCB Groups

Kurtosis Z Score

MAQ Item Skew Z Score
Internal to Client -.08
Internal to Staff -.16
Specific to Client -91

Controllable by Client 24

Controllable by Staff -.40

1.56

1.64

19

.33

-.38

Table 4

The Distribution of Attribution Ratings on the MA&) CB and nCB Groups

according to Staff EE Level

CB Group nCB Group

High EE Low EE High EE Low EE

(n=39) (n=5) (n=16) (n =28)
MAQ Item S K S K S K S K
Internal to Client 135 -1.26 .23 - .56 1.34 42 139 - .58
Internal to Staff -2.02* 1.20 .59 -.74 -1.99 .38 - .98 -101
Specificto Client 1.83 - .64 18 -.91 1.44 .26 26 -1.54
Controllable by
Client 130 - 91 .59 -.74 1.48 -.29 132 -131
Controllable by
Staff 135 -1.16 -.93 .87 143 -38 - .33 -1.20

Note. *p< .05, S = Skew Z score, K = Kurtosis Z score
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Table 5

The Distribution of Critical Comments in both CBdamCB Groups

Group Minimum Maximum Mean SD Skew Z Kurtosis

Score Z Score

CB 0 7 2.20 1.81 2.06* - .19

nCB 0 5 41 1.06 8.70* 14.20*

Note *p < .05

Table 6

The Distribution of Positive Remarks in both CB a@B Groups

Group Minimum Maximum Mean SD Skew Z Kurtosis
Score Z Score

CB 0 4 .95 1.10 2.73* 14

nCB 0 9 291 2.16 2.06* 52

Note *p < .05

Table 7

The Distribution of the Differences between CBS&ctor high and low EE Growsp
Based on 23 Data Pairs

CBS Items Skew Z Score Kurtosis Z Score
CBS Total Frequency Score - .54 - .10
CBS Total Difficulty Score 12 - .90
CBS Total Challenge Score A4 - 1.00
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Table 8

The Distribution of Challenge Scores on the CBSAting to Challenging
Behaviour Group

Group n Minimum Maximum Mean SD Skew Kurtosis

Z Score Z Score

CB 44 4 247 103.2757.14 1.49 -.42
nCB 47 1 106 31.6026.54 3.41* 1.35
nCB 44 1 106 31.9327.39 3.13* 91
Note *p < .05

Table 9

The Distribution of the Differences between CBSIE€hge Scores for CB and nCB
Groups

Skew Z Score  Kurtosis Z Score

CBS Challenge Score .89 - 41
Difference between
CB and nCB Groups
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Table 10

The Minimum, Maximum, Mean and Standard DeviatioGlallenge Scores of
Each Behaviour on the CBS

CB Group nCB Group

Behaviour Minimum Maximum Mean SD  Minimum Maximum elsin  SD
Physical 0 16 895 598 0 12 211 321
Aggression
Verbal 0 16 7.30 529 O 12 1.66 2.78
Aggression
Self Harm 0 16 70 279 O 3 A7 .67
Shouting 0 16 6.07 488 O 9 96 1.88
Screaming 0 16 3.93 546 O 8 .83 2.03
Perseveration 0 16 309 466 O 12 1.64 277
Wandering 0 16 4.80 511 O 12 2.13 3.08
Restlessness 0 16 6.25 531 O 16 2.26 3.48
Lack of 0 16 589 629 O 16 234 3.66
Motivation
Clinging 0 16 427 581 O 9 1.36 2.79
Interfering 0 16 7.32 6.23 0 16 1.57 3.43
Pilfering 0 16 1.50 3.79 0 6 .34 1.20
Suspiciousness 0 1 325 466 O 16 1.36 2.79
Manipulative 0 16 207 444 O 0 0 0
Lack of Self 0 16 768 629 0 16 3.40 4.0
Care
Spitting 0 16 211 469 O 9 .28 1.43
Faecal 0 16 1.43 338 O 9 .28 1.38
Smearing
Inappropriate 0 12 1.93 330 O 12 1.02 2.60
Urinating
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Stripping
Inappropriate
Sexual
Behaviour

Sleep

Non-
Compliance
Dangerous
Behaviour
Demands
Attention
Lack of

occupation

16

16

16

16

16

16

16

1.93

1.09

4.43

5.93

1.73

6.16

3.55

408 O 12
361 O 8

564 O 16
6.16 O 9
429 O 4
694 O 12
465 O 16

79 244

53 1.64

123 274
1.23 232

.09  .583

79 214

3.23 3.90
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Table 11

The Skew and Kurtosis of Ratings on the MAQ foBeand nCB group

CB MAQ Item Mean SD Skew Kurtosis
Group Rating Z Score Z Score
CB Internal to 2.75 1.71 1.63 -.94
client
Internal to 5.16 1.49 -2.15* 1.24
staff
Specific to 3.05 1.82 1.78 -.88
client
Controllable 2.89 1.62 1.51 - .83
by client
Controllable 2.84 1.66 1.46 - .96
by staff

nCB Internal to 3.16 1.94 1.81 - .81
client
Internal to 5.30 1.56 -1.77 - .98
staff
Specific to 3.68 1.95 .99 -1.52
client
Controllable 2.82 1.83 1.92 -1.22
by client
Controllable 3.34 1.79 .48 -1.69
by staff

Note *p < .05
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