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The Prevalence of Violent Incidents in Care Settings for People With Learning
Difficulties

Little is known directly about the actual prevalence of violent incidents in social care
settings for people with learning difficulties in the UK. The available information
suggests that:

• 70% of social care workers in England who are supporting either people with
learning difficulties or people with mental health problems have experienced a
violent incident in the previous 12 months (Pahl, 1999). The most common
forms of violent incidents reported were being shouted at/insulted (64% of all
respondents), threats of violence (40%) and physical attack (38%);

• 87% of nursing staff working with people with learning difficulties report
having experienced feelings of threat or actual physical assault at some point
in their career (Reeves, 1994);

• 81% of staff employed in one NHS Trust reported experiencing at least one
violent episode during the preceding 12 months, with 20% of respondents
reporting experiencing over 15 violent incidents during this period (Kiely &
Pankhurst, 1998).

More is known, however, about the prevalence of violence among people with
learning difficulties.

• Approximately 7-10% of people with learning difficulties receiving services
are reported to engage in violent behaviours (Emerson et al, in press; Harris,
1993).

• Harris (1993) reported that the most prevalent forms of aggression shown in
the past month by 168 people with learning difficulties identified in one
administratively defined area were: punching, slapping, pushing or pulling
(51% of people showing aggression); kicking (24%); pinching (21%);
scratching (20%); pulling hair (13%); biting (13%); head-butting (7%); using
weapons (7%); choking, throttling (4%). Emerson et al (in press) reported that
the most prevalent behaviours shown by 153 people with intellectual
difficulties who showed aggression were: hitting others with their hands (75%
of people showing aggression); verbal aggression (60%); hitting others with
objects (41%); meanness or cruelty (34%); scratching (27%); pulling hair
(23%); pinching (20%) and biting (16%).

• Secondary analysis of the data collected by Emerson et al (in press) indicates
that, among 120 people with learning difficulties whose aggression was
considered to constitute a serious management problem: 25% of assaults were
reported to involve sustained attack; 29% involved the use of weapons; 26%



of individuals were reported to show aggressive behaviours on a daily basis
and 37% on a weekly basis; the most common victims of attacks were care
staff (37% of individuals) and other people with learning difficulties (23%);
for 45% of individuals aggressive incidents usually required the physical
intervention of at least one member of care staff; 14% of individuals were
reported to have caused injuries to care staff which required immediate
medical attention; 5% of individuals were reported to have themselves
received injuries which required immediate medical attention as a direct result
of their aggressive behaviours.

Policy Implications and Research Priorities

Taken together, and when placed in the context of current and emerging patterns of
service provision, these data suggest that violence or the threat of violence is likely to
be a fairly common occurrence for social care staff supporting people with learning
difficulties. While the majority of episodes of violence are likely to be brief and not to
involve serious physical risk, a minority of care staff are likely to experience serious
violence or the threat of serious violence on a routine basis. These observations
clearly indicate the importance of policy initiatives directed towards this area (see
below).

The main research tasks in this area are to clearly identify (from the perspective of
care workers) the prevalence of specific forms of violence and the extent to which
these vary as a function of such issues as user characteristics, casemix, staff
characteristics and service organisation.

The Impact of Violence

Again, little is known directly about the actual impact of violent incidents in social
care settings for people with learning difficulties in the UK.

• As noted above, secondary analysis of the data collected by Emerson et al (in
press) highlights the impact of violent incidents with regards to demands on
care staff to physically manage episodes (the usual outcome for 45% of violent
individuals) and injuries to staff and people with learning difficulties. In
addition, care staff reported that, in response to the aggressive behaviour of the
person with learning difficulties, half or more of their colleagues usually
experienced such emotions as annoyance (in 57% of cases), despair (41%),
sadness (40%), anger (39%), fear (27%), disgust (16%). They also reported
that half or more of other people with learning difficulties (e.g., co-tenants, co-
workers) experienced annoyance (54%), fear (53%), anger (41%), despair
(18%), disgust (18%), sadness (16%).

• In response to violent incidents, nursing staff supporting either people with
learning difficulties or people with mental health problems are reported to
show temporarily elevated anxiety levels and generally elevated levels of
critical comments directed at the service user (Cottle et al, 1995; see also
Kiely & Pankhurst, 1998).



There is, however, a significantly larger literature on the impact of ‘challenging
behaviours’ shown by people with learning difficulties (of which the most common
specific form is aggression). This literature suggests that such behaviours may
significantly impair the health and/or quality of life of the person themselves, those
who care for them and those who live or work in close proximity. Thus, for example,
serious aggression may result in significant injury to others as well as to the person
themselves as a result of the defensive or restraining action of others (Konarski,
Sutton, & Huffman, 1997; Spreat, Lipinski, Hill & Halpin, 1986). However, the
combined responses of the community, carers, care staff and service agencies to
people who show challenging behaviours may prove significantly more detrimental to
their quality of life than the immediate physical consequences of the challenging
behaviours themselves. These social responses may include abuse, inappropriate
treatment, exclusion, deprivation and systematic neglect.

• Abuse: Rusch, Hall and Griffin (1986), in an analysis of documented instances
of abuse in a North American institution, identified challenging behaviour as
the major predictor of who was likely to be abused.

• Inappropriate Treatment: Studies undertaken in the UK suggest that up to one
in two people with learning difficulties who show challenging behaviours are
prescribed neuroleptic (ant-psychotic) medication (Emerson et al, in press a;
Kiernan, Reeves & Alborz, 1995; Oliver, Murphy & Corbett, 1987; Robertson
et al, in press). This must be of concern as: (1) there is little evidence that
neuroleptics have any specific effect in reducing challenging behaviours
(Baumeister, Sevin & King, 1998; Brylewski & Duggan, 1999); (2) such
medication has a number of well documented serious side effects (Baumeister
et al, 1998; Thompson, Hackenberg & Schaal, 1991); (3) prescription
practices for people with intellectual difficulties and a clearly diagnosed
psychiatric illness have been judged to be inappropriate in many instances
(Davis et al, 1998); and (4) the prevalence of prescribing of neuroleptics has
been substantially reduced through peer review processes with no apparent
negative effects for the majority of participants (e.g., Ahmed et al, 2000; Davis
et al, 1998).

• Exclusion, Deprivation and Systematic Neglect: People with challenging
behaviours are significantly more likely to be excluded from community-
based services and to be admitted, re-admitted to or retained in institutional
settings (Borthwick-Duffy, Eyman & White, 1987; Eyman & Call, 1977; Hill
& Bruininks, 1984; Intagliata & Willer, 1982; Lakin, Hill, Hauber, Bruininks
& Heal, 1983; Schalock, Harper & Genung, 1981). Once admitted to
institutional care they are likely to spend most of their time in materially
deprived surroundings (cf., Emerson & Hatton, 1994), disengaged from their
world and avoided by staff (Emerson, Beasley, Offord & Mansell, 1992;
Mansell, 1994, 1995). Most episodes of challenging behaviours occurring in
institutions are ignored by staff (Cullen, Burton, Watts & Thomas, 1983; Felce
et al, 1987) and the low levels of attention that are provided are likely to be
disproportionately negative in character (Grant & Moores, 1977). Within the
community, challenging behaviours may serve to limit the development of
social relationships (Anderson, Lakin, Hill & Chen, 1992), reduce
opportunities to participate in community-based activities (Hill & Bruininks,
1984) and prevent access to health and social services (Jacobsen, Silver &
Schwartz, 1984). They are also, of course, a major cause of stress experienced



by carers (Quine & Pahl, 1985, 1991; Qureshi, 1992; Saxby & Morgan, 1993;
Sloper, Knussen, Turner & Cunningham, 1991; Stores, Stores, Fellows &
Buckley, 1998) and care staff (Bersani & Heifetz, 1985; Hatton, Brown, Caine
& Emerson, 1995; Jenkins, Rose & Lovell, 1997).

Policy Implications and Research Priorities

Again, when placed in the context of current and emerging patterns of service
provision, these data suggest that the ‘costs’ of violence or the threat of violence in
social care provision for people with learning difficulties are likely to be complex and
substantial, an observation which further indicates the importance of policy initiatives
directed towards this area (see below).

The main research tasks in this area are to clearly document the economic and social
costs of violence in this sector and the extent to which these costs vary as a function
of such issues as user characteristics, casemix, staff characteristics and service
organisation.  Research investigating the efficacy of post-event support, debriefing
and counselling with social care staff is urgently required, as research concerning the
treatment of post traumatic stress disorder has demonstrated the efficacy of complex
cognitive-behavioural interventions but has also demonstrated the lack of efficacy of
generic counselling or support groups (Roth & Fonagy, 1996).

Understanding and Responding to Violence

There exists an extensive international literature on the causes and treatment of
aggression and other forms of challenging behaviour in people with learning
difficulties (e.g., Ball & Bush, 2000; Bouras, 1999; Carr, Robinson, Taylor &
Carlson, 1990; Carr et al, 1999; Cataldo, 1991; Cipani & Spooner, 1997; Didden,
Duker & Korzilius, 1997; Emerson, in press; Kiernan, 1993; Koegel et al, 1996;
Konarski et al, 1992; Lehr & Brown, 1996; Luiselli & Cameron, 1998; Luiselli,
Matson & Singh, 1992; Matson et al, 1996; McGill, Clare & Murphy, 1996; Reichle
& Wacker, 1993; Repp & Singh, 1990; Schroeder, Rojahn & Oldenquist, 1991; Scotti
et al, 1991; Singh, 1997).

There is now strong evidence to support a broad behaviourally based approach to
understanding and intervention1. This approach suggests that, for many people with
severe learning difficulties, aggression may be most profitably conceptualised as a
way in which people with restricted abilities (especially verbal ability) and restricted
power can exercise some control over important aspects of their environment
(particularly the behaviour or actions of care staff). This approach does not assume
that these behaviours are ‘consciously planned’; rather it argues that social
environments have, over time, selectively reinforced such ways of acting.  It
conceptualises aggression as a functional and adaptive response to unusual
circumstances. Common examples of such ‘controlling ’ or ‘communicative’
functions of aggression would include the capacity of aggression to terminate
                                                
1 It is not suggested that such an approach is applicable to all situations involving violence to social
care staff. Other factors, which may be important in individual cases, include associations in people
with learning difficulties between violent acts and epilepsy (Gedye, 1989), mental illness (Emerson,
Moss & Kiernan, 1999) and as ‘elicited’ responses to punishment.



unwanted interactions with care staff, terminate unwanted activities mediated by care
staff and to elicit the attention of care staff (Emerson, in press).

This type of behavioural approach to understanding aggression would posit three
main questions:

• What function does aggression/violence serve for this person in this context
(e.g., to terminate unwanted interactions with care staff)?

• Why is this outcome important for this person (e.g., what is making
interactions with care staff aversive in this context)?

• What other alternatives are available for this person in this context to achieve
these ends?

These questions suggest a range of approaches to intervention which, taken together,
form the basis of the technology of positive behavioural support (Carr et al, 1999;
Koegel et al, 1996). Specific approaches to intervention would include:

• Providing the person with a more efficient and acceptable alternative to
attaining the desired outcome (e.g., by teaching and ensuring that support staff
respond to an alternative or gestural request for a break from an unwanted
task; e.g., Carr et al, 1994). This would often need to be accompanied by
reducing the efficiency of aggression in attaining the desired outcome (e.g., by
preventing violence leading to an escape from an unwanted task).

• Reducing the saliency of that specific outcome for that person in a specific
context (e.g., reducing the ‘aversiveness’ of the unwanted task). Such an
approach could involve a range of strategies including: preventing exposure to
the unwanted task; providing the person with more efficient strategies for
coping with undesirable situations; changing the social and material context in
which the task was presented; attending to historical or biological factors
which may reduce the person’s tolerance in coping with undesired tasks
(Emerson, in press).

While there exists a strong and growing evidence-base in support of the technology of
positive behavioural support, there is also fairly extensive evidence that such
approaches are not being implemented in social (or health) care services for people
with learning difficulties. Indeed, it is clear that, in the UK at least, the majority of
people who show challenging behaviour do not receive effective behavioural support
(Emerson et al, in press b; Oliver et al, 1987; Qureshi, 1994). Emerson et al (in press
b), for example, investigated treatment and management practices among 265 people
with challenging behaviours who were receiving some form of residential support in
1998 from agencies nominated as providing examples of ‘better practice’. Only 15%
of participants had a written behaviourally oriented treatment programme. Many of
these were highly simplistic and were far from being exemplars of positive
behavioural support.

A range of factors is likely to underlie the widespread failure of current services to
provide appropriate levels of access to behavioural supports. Among these are:



• Organisational inefficiency reflected in lack of commitment, leadership and
poor management procedures (Department of Health, 1993; Mansell, 1994;
Mansell et al, 1994; McBrien & Candy, 1998);

• Inefficient organisation of the care environment (McGill & Toogood, 1994);
• Conflict between service ideologies, personal beliefs and beliefs about the

nature of behavioural practice (Albin, Lucyshyn, Horner & Flannery, 1996;
Emerson, Hastings & McGill, 1994; Emerson & McGill, 1989; Hastings,
1995, 1997; Hastings, Reed & Watts, 1997; Hastings & Remington, 1994a,b;
Hastings, Remington & Hopper, 1995; McBrien & Candy, 1998; Morgan &
Hastings, 1998; Watts, Reed & Hastings, 1997);

• Lack of knowledge about behavioural interventions among service providers,
including specialist providers (Anderson, Russo, Dunlap & Albin, 1996;
Desrochers et al, 1997; Emerson, Forrest, Cambridge & Mansell, 1996;
Hastings & Remington, 1993);

• Insufficient resources, including specialist health care providers (Bailey &
Cooper, 1997).

The failure of current services to provide access to technologies with a proven track
record may be contrasted with the extent to which people with learning difficulties
and challenging behaviour are exposed to risky technologies (e.g., anti-psychotic
medication) for which there is little evidence in support of their efficacy. Such a
contrast can only be considered professionally and ethically indefensible.

In addition to evaluating the impact of approaches to intervention, a number of studies
have addressed aspects of the management of episodes of challenging behaviours
including aggression involving people with learning difficulties (e.g., Allen & Tynan,
2000; Harris, 1996; Konarski, Sutton, & Huffman, 1997; Spreat, Lipinski, Hill &
Halpin, 1986). This literature suggests that training staff in procedures for preventing,
diffusing and managing episodes of violence may be associated with:

• Reduced rates of injuries to care staff and people with learning difficulties
(Allen, McDonald, Dunn & Doyle, 1997; Harris, 1996; Spreat, Lipinski, Hill
& Halpin, 1986).

• Avoidance of the breakdown of community-based placements (Allen, 1999).
• Increased probability of successfully reducing the levels of anti-psychotic

medication prescribed to people with challenging behaviours (Ahmed et al,
2000).

• Reduced rates of the use of restraint and emergency medication (Allen et al,
1997).

• Increased self-reported confidence for working with people with learning
difficulties who exhibited violent behaviours (Allen & Tynan, 2000).

Again, however, the available evidence suggests that access to such training or
knowledge is often limited (cf., Allen & Hill-Tout, 1999; Harris et al, 1996).

Policy Implications and Research Priorities

As noted above, the failure of current services to provide access to approaches to
intervention with a proven track record (when contrasted with the extent to which



people with learning difficulties and challenging behaviour are exposed to risky
technologies of dubious efficacy) can only be considered professionally and ethically
indefensible. These observations suggest a number of clear policy objectives
including:

• Establishing clear expectations that people with learning difficulties who are
known to be at risk of showing violent behaviours are given access to positive
behavioural support.

• Establishing clear expectations that social care staff working with people with
learning difficulties who are known to be at risk of showing violent behaviours
receive appropriate training in the prevention, diffusion and management of
violent incidents.

• Establishing support systems to help agencies supporting people with learning
difficulties who are known to be at risk of showing violent behaviours to
increase the proportion of users gaining access to positive behavioural support.

• Establishing support systems to help agencies supporting people with learning
difficulties who are known to be at risk of showing violent behaviours to
increase the proportion of social care staff who receive appropriate training in
the prevention, diffusion and management of violent incidents.

• Monitoring the extent to which users who are known to be at risk of showing
violent behaviours have access to positive behavioural support.

• Monitoring the extent to which users who are known to be at risk of showing
violent behaviours are prescribed anti-psychotic medication.

• Monitoring the extent to which social care staff working with people with
learning difficulties who are known to be at risk of showing violent behaviours
receive appropriate training in the prevention, diffusion and management of
violent incidents.

The two main research tasks in this area are to:

• Identify those factors within current services that act as barriers to the
effective uptake and implementation of positive behavioural support and
training in the prevention, diffusion and management of violent incidents.

• Evaluate the costs and systemic impact of different models for increasing the
implementation of positive behavioural support and training in the prevention,
diffusion and management of violent incidents in UK services
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