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ABSTRACT

The object of this bachelor’'s thesis was to study prevalence of actualized protective measurg
working with people with intellectual disabilitiesd challenging behavior as well as to clarify csr
views on protective measures and client partiagmatiand whether there are possibilities
empowerment. The setting for the study was Kuusalaepartment offering care, guidance
rehabilitation to adults with intellectual disabds and challenging behavior. The theoret
framework for this study was based on values ofdbeal field and the operating environment
Kuusela and how empowerment can be reached thioagicipation and the right to subjectivity, sg
determination, and dialog.

Methods in acquiring the essential information wbogh qualitative and quantitative. Data on
prevalence of actualized protective measures wHgegal through a documentary analysis. Data

consisting of a set of questions that were to bswared according to the Likert scale. T
guestionnaire also included two open-ended questibat required a written answer. The data v
analysed according to qualitative content analysis.

The results showed that the number of actualizetkptive measures had decreased from the year
to 2010. Results on the carers’ views showed thateptive measures are needed and justified im
work. Although they seem conscious of the inhaliéamght to participatory working methods, it w|
not seen clearly in the everyday life. Obstaclethanimplementation of this right were seen as d
related to the inhabitants’ shortcomings and thersaattitudes and know-how.

It can be concluded that continuous reflection alues and models of action is needed in ordethi®
inhabitants’ participation to be respected and en@nted and for empowerment to be possible.
results showed that learning by living should brgltened through open professional discussions.
inhabitants’ shortcomings should be dealt with iprafessional manner and attitudes and knowle
on addressing these shortcomings should be detlttivough discussion and possibly through furf
training.
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TIIVISTELMA

kayttaytyvien kehitysvammaisten kanssa sekd s&dvithoitajien ndkemyksia suojatoimista
asiakkaiden osallisuudesta sekd mahdollistavatki&kemgkset voimaantumisen. Tutkimukg
tapahtumapaikkana toimi osasto Kuusela, joka tarjbaitoa, ohjausta ja kuntoutusta aikuis|
haastavasti kayttaytyville kehitysvammaisille. Tytaoreettinen viitekehys pohjautuu sosiaalialat
Kuuselan toimintaympariston arvoihin ja siihen WKan voimaantuminen voidaan saavut
osallisuuden, itsemaaraamisoikeuden, subjektivaeipjogin kautta.

Tutkimusmenetelmét olivat sekd kvalitatiivisia, aettvantitatiivisia. Suojatoimien maaria kuvaa
aineistoa keréttiin asiakirja analyysin keinoin. itdjpen ndkemyksid suojatoimista ja asiakka

vastata Likertin skaalan mukaisesti, sekd kahdestmesta kysymyksesta, joihin tuli vasts
kirjallisesti. Kyselysta saatu aineisto analysnittvalitatiivisen siséltdanalyysin mukaisesti.

Tulokset osoittivat, etta suojatoimien maara onevéynyt vuodesta 2008 vuoteen 2010. Tulo}
hoitajien ndkemyksista osoittivat, ettd suojatoirgat tarpeellisia ja oikeutettuja. Vaikka hoita
tuntuvat olevan tietoisia asukkaiden oikeudestdlistviin tydmenetelmiin, se ei nakynyt selv§
jokapaivaisessa elamassa. Esteet kaytantoon ssetmliittyivat asukkaiden vajavuuksiin ja hoite
asenteisiin ja osaamiseen.

Voidaan todeta, etta jatkuvaa arvojen ja tyomalieidiskelua tarvitaan, jotta osallisuutta void
kunnioittaa ja toteuttaa, seka voimaantuminen atlahdollista. Elamalla oppimista tulisi tehos
avoimella ammatillisella keskustelulla. Asukkaidesjavuudet tulisi kohdata ammatillisesti ja niil
liittyvid asenteita ja osaamista pitaisi kasitédskustelun ja mahdollisesti koulutuksen keinoin.

osallisuudesta selvitettiin kyselylomakkeen avukaselylomake koostui kysymyksista joihin tdli

Taman opinnaytetyon tavoitteena oli tutkia suojaien maaraa tyoskenneltdessd haastayasti
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1 INTRODUCTION

The object of this bachelor’'s thesis was to stuuly tise of protective measures in
working with people with intellectual disabilitiesnd challenging behavior. The main
framework for this study was carers’ views on pcotee measures and client

participation, and whether empowerment is possible.

Views on disabled people and their possibilitiesimituencing matters in their own
lives have changed over time. When entering thed49fuman right aspects and the
disabled person’s own expertise have been stremgthé\ disabled person has changed
from being a passive object of services into aefemdent operator. (Ministry of Social
Affairs and Health 2006:8.)

Freedom to function and autonomy seem to be ceotmatepts in the empowerment
process. Many researchers have stated that empewersnnot very often possible as
people’s choices and actions are unnecessarilyedui®@ne’s personal control and
hearing an individual's voice are key in the emponent process. Empowerment is
difficult to obtain without a functioning communjtgonfidential co-operation and an

equal opportunity to participation. (Siitonen 1938®)

When working with people with intellectual disabéds situations arise when the
person’s freedom and their right to self-determorahave to be restricted because they
cause a threat to their own wellbeing or that diedd. (Harjula, Hiltunen, Kari-
Koskinen, Poikonen & Raunetvuo-Penttild 2009:4)wedwer reflection on protective
measures must be a constant task of the multigsmieal team making decisions on
the implementation of these protective measurasnCparticipation is to be enabled by
the multi-professional team in question and seea pssitive influence on the matter
and the individual. The ideal situation would battdiscussions with the client would
enable the use of alternative solutions to chaltengsituations and the need for

protective measures would decrease or at best.cease

In part this study was instigated due to the awthown interest towards the subject
areas. The author's own interest on the controvenslyject matter of protective
measures as well as client’s right to participatod empowerment were partly derived
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from her own working experience in Kuusela. Thejsctomatter was seen an intriguing

matter to study, as previous studies did not exist.

The need for this study was seen in goals set insKla, the setting for this study, as

well as in goals set by the Social Services Depamtrof Helsinki.

The Social Services Department of Helsinki hasMis6n for the year 2012, a Socially
Intact and Plural Helsinki”, listed customer-oriented service-cultues one of their
main goals. Goals withia customer-oriented service-cultuege: including clients’
participation in services, improving clients’ freed of choice and strengthening a
respecting client-encountering culture. (Socialrda# Helsinki 2009:10.)

Kuusela has set various goals for the years 2010-20he two goals relevant in this

context are:

1. Inhabitants are a part of decision making onrtlogvn issues, improving the
inhabitants’ control over their own lives and irese in interaction. These goals are to
be met by involving and helping the inhabitantd@ing involved in decision making,
taking into account the inhabitants’ perspectivasideration and respect.

2. Unifying procedures in protective measures a$ ageexecuting them in a controlled
manner. Protective measures are to be documentecpajately, so that actions
become visible and more qualitative. These goad@be met by enhancing statistical
documentation as well as analysis based on thetgtat Conclusions made on the basis

of the analysis are to be utilized in developintjoas. (Department Kuusela 2009.)

The aim of this study was to shed light on issu#fecang or even preventing
participation as well as on factors that need téaken into consideration when moving

towards a more participatory culture of workingdigpartment Kuusela.

The study was conducted by both qualitative andhtiadive research methods, by
using a documentary analysis and a questionnaatepitoduced both qualitative and

quantitative data.
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The second chapter of this study introduces thengednd background relevant for this
context. It offers a description on the functions Kuusela and an overview on
institutional care. It also describes intellectdadabilities and challenging behavior in

people with intellectual disabilities.

The third chapter sheds light on protective measumeworking with people with
intellectual disabilities in intellectual disabylitunits of Helsinki’'s Social Services

Department.

The fourth chapter describes ethics and valuesiels @&s well as values in working in

the social field, values of the city of Helsinkicawalues of Kuusela.

The fifth chapter seeks to describe how empowerntam be achieved through
participation. Participation is seen as consisbhghe right to subjectivity, dialog and

self-determination.

The sixth chapter describes the object and metbggobf the study. It includes
depiction on research methods, data collection andnalysis and discusses the
reliability and validity of the study.

The seventh chapter presents the results of tidy,stbe eighth chapter conclusions

drawn from these results and the ninth chapterqeeg some ideas for further studies.



2 SETTING AND BACKGROUND

2.1 Kuusela

The setting for this study is department Kuusealaated in Sofianlehto, an institution
for people with intellectual disabilities. Kuusaka part of services for adults in the

city of Helsinki’s Social Services Department.

Kuusela is a department for adult people with latgual disabilities. Its purpose is to
respond to challenging situations in demandingllettial disability work. Kuusela
permanently houses 11 inhabitants. In additiom&lil permanent inhabitants Kuusela
also offers housing as a crisis solution for onesge at a time. Crisis housing is meant
for people whose needs have not been met by seraiwk supportive measures of open
care. Daily actions in Kuusela are based on cafgghilitation and guidance according
to each inhabitant’s individual care plan. The basiea of the department is to
strengthen each inhabitants own skills in life, aading to their resources. The
inhabitants are supported in life management, abttiey could lead an independent as
possible life. (City of Helsinki Social Services fiz@tment 2011.)

The definition “...respond to challenging situatiansdemanding intellectual disability
work” refers to working with people with intelle@u disabilities and challenging
behavior. This (new) definition aims at being moesitral and less labeling towards the

inhabitants.

The clientele of Kuusela is quite unique and omca while fall into situations where
protective measures are needed. According to wmalffstatistics Kuusela has had to
resort to protective measures more often than #mgr anits for people with intellectual
disabilities of the Helsinki cities Social ServicBgpartment. Because of its unique
clientele and the high demand for protective messu€uusela has been a part of
developing models of action for whole of the cifyHelsinki. Therefore it is important
that the department’s models of action be evaluated improved based on these

evaluations.



2.1.1 Institutional care

Long-term or permanent institutional care is neagswhen the other alternative would
be long-term care in a health center ward, a afildrward in a central hospital or in a
psychiatric hospital, as they are only partly @bleespond to the needs of intellectually
disabled people’s needs. Reasons for long-ternitutienal care can be for example
physical or mental condition, reasons resultingnfriie lack of abilities in taking care
of oneself or rehabilitation. Because of the chmgs in their care people living in
institutions cannot live anywhere else. Legislatmm intellectual disabilities does in
fact state that care is to be given to those thahet survive without it. Institutional
care can also be provided as a short term solifteoperson is in need of rehabilitation,
care related to a long term iliness or care relédegharmaceutical safety. Institutions
have throughout time been considered as havingrés@en people with intellectual
disabilities and challenging behavior. (Kaski, MHlsManninen & Pihko 2002:353-
354.)

2.2 Intellectual disabilities

According to the International Statistical Clagsafion of Diseases and Related Health
Problems, ICD-10, mental retardation (that is iis tontext referred to as intellectual
disabilities) (F70-F79) is a condition of arrestedincomplete development of the
mind, which is especially characterized by impamimef skills manifested during the
developmental period, skills which contribute t@ thverall level of intelligence, for
example cognitive, language, motor, and socialtadsl Retardation can occur with or

without any other mental or physical condition. (@WR2007.)

According to the Finnish legislation on intelledtdasabilities a person is entitled to the
services of special welfare, when their developnmnmental ability to function is
prevented or disturbed due to congenital issuesilloess contracted during
development, because of defect or handicap andoahnot receive the services they
require based on another law (Laki kehitysvammaistétyishuollostalegislation on

special welfare for the intellectually disabled IR7

People with intellectual disabilities face challeagin every-day functions due to
imperfections in adaptive skills. Adaptive skilleedest determined through examining
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adaptive behavior. Adaptive behavior refers to etqieons that the social environment
places on the individual. It should be recognitledt if a person with intellectual
disabilities has shortcomings in one area of adapskills, they are likely to have
strengths in another area. Adaptive skills canxXasmened through ten different areas:
Communication, taking care of oneself, living, sbcinteractions, utilizing the
community, autonomy, health and safety, functicefality to learn, leisure activities
and work-skills. (Sundin 2003:10.)

Learning new things and conceptual thinking are emdifficult for people with
intellectual disabilities than others. People wittellectual disabilities face challenges
in intellectual functions such aslnderstanding complex contexts and learning from
experiencewhich require the ability to keep several issiesiind simultaneously and
the ability to remember important learning experesiReasoningthe ability to make
observations on one’s self and their environmentraake conclusions based on them.
Problem solvingthe ability to understand what each situation sualand how to act in
order to survive in itPlanning own actionsywhich demands the ability to focus,
separating the relevant from the irrelevant, parting tasks and keeping focus,

although obstacles may occur. (Verneri.net 2010.)

Ojanen and Seppdala (2004) have broadened the dontegaptive skills towards
psychosocial ability to function by emphasizing théividual’'s own, active role in their
actions. The ability to function is then examinegdarough the concept of life
management, as it can be stated that every indiljidaven a person with intellectual
disabilities, has the aspiration, want and needdotrol their own life. (Ojanen &
Seppéala 2004:3-7.)

2.3 Challenging behavior in people with intelledtdigabilities

In all people with intellectual disabilities as nhuas 30% to 50 % suffer from mental

health and behavioral issues (Koskentausta 200%)192

Challenging behavior can be seen as resulting freental health issues or behavioral
problems. Seppala (1997:18-23) suggest that tHierdiftiation of mental health issues
and behavioral problems can be found in how a peissorientated in a given situation.
In behavioral problems a person’s orientation idictent, which leads to an



9
unstructured interpretation and an unstructured temal reaction. This leads to a
situation where the person’s actions seem randdratefore the flawed action leads to
a random (positive or negative) result. The flaveetion may become a permanent

strategy for action if it is enforced.

Mental health issues are characterized with a reiffe kind of orientation. The
interpretation of the situation is often flawed, igfh may result from seemingly
indifferent matters triggering images or memori€$o example traumatic experiences
or distorted interaction in relationships. The pefs emotional reaction and actions
seem distorted and odd, which in the end leadsntoravanted result. Seppéala does
however suggest that mental health problems andvimial problems can appear

simultaneously. (Seppéla 1997:18-23.)

Moss (1999) proposes that the differentiation betwenental health issues and
behavioral problems is artificial, as all behaviera product of neurological and
environmental factors. He feels that today's knalgke on the origin of mental

disorders and the effects of biological, psychataband social factors is not adequate.

There are various factors that predispose peoplh wtellectual disabilities to
psychiatric disorders. Negative experience of lifeguent failures and being teased
may lead to low self-esteem and learned helplessmgsficient social intellect and a
lack in communication skills make functioning incgd situations difficult. Possible
sense- and motion disabilities, epilepsy and naydmlogical disorders, such as
problems in attention, hyper activeness and lingtisbrders both predispose to
psychiatric disorders as well as influence theipesgwance. Mental health issues may
also derive from factors related to family, such sigess in the family, parents’
psychiatric disorders, single parenthood and a psacio economical standing.
(Koskentausta 2006:1927-1928.)

Prevalence of psychiatric disorders is up to fiweséven times more likely for people
with intellectual disabilities than for people wotlt intellectual disabilities. The most
common psychiatric disorders in people with in@l&l disabilities are autistic
disorders, behavioral disorders, aggressivenesshanaing oneself, disturbances in

attention, schizophrenic disorders as well as moandxiety- and adaption disorders.
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Many non-psychiatric factors may also show symptdinas are alike with psychiatric
disorders. (Koskentausta 2006:1927.)

Research on people with intellectual disabilitiad anental problems began to increase
in the 1980’s and 1990’s. Research findings porthay estimations on the prevalence
of mental disorders in people with intellectualadigities vary from 10-90%. Reasons
for the huge variations may be found in the sangpieether people in institutional or
open care are studied), behavioral problems (a iticluded or left out), reasons for
intellectual disabilities, age, the level of ineslftual disability and research and analysis
methods. (Sundin 2003:12.)

According to Seppala (1998:28-29) there are ab@udd® people with intellectual

disabilities in Finland and about 3000-3500 of théf-15%) are in need of care,
rehabilitation or guidance because of their mehéallth issues. A quarter of them may
suffer from severe mental health issues for exarsgigzophrenia, other psychosis and

severe mood disorders.

Montonen and Savila of Diakonia polytechnic conddc study “Personnel’s Views on
Mentally Retarded People’s Mental Problems in Radidl Homes in Rauma” in 2006.
The aim of the study was to find out how mentalbgms appear in intellectually
disabled persons in residential homes in Raumat tbatment methods are used and
how one could improve the quality and availabibfythe care of intellectually disabled
persons’ mental problems. (Montonen & Savila 208§:2

The main research findings were that intellectudisabled people’s mental problems
appear quite similarly than those of people withatgllectual disability. Montonen and
Savila also concluded that living in a residentimme is likely to influence the
characteristics of mental problems, as there is ila@rivacy. Another finding was that
even workers that have known the client in questiolong time, find it difficult to
differentiate between mental problems and behaviEsulting from intellectual
disability. The employees also stated that problemsommunication cause many of
the problems in differentiating mental problems nirobehavior resulting from
intellectual disability. It was concluded that agggive behavior is not a trait connected
to intellectual disability, but a sign of mentabptems. (Montonen & Savila 2006:31-
32))
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A majority of forms of challenging behavior have do with interaction. Factors
guiding behavior can be divided into internal atemal factors. Internal factors are
thoughts, emotions and psychological factors. Haplggeople with mild intellectual
disabilities are able to recognize such factorstefral factors can be divided into
environmental expectations, wishes and space fadtderactional situations have been
made easier by deriving sets of rules for behawiwey tell us how to act in certain
situations, or at least how not to. Most peopléintellectual disability live with other
people, with their family or with peers. Communiairig is made easier by certain sets
of rules. The essential factor in deriving ruleshiat the people affected by the rules be
a part of the process. (Chydenius 2007:151-152.)

Myself, the person Other inhabis,
with intellectual disabilities cetlgues
— Y 4
.

Carers, Parents,
instructors ( I Family members
\

FIGURE 1. Factors affecting challenging behavidny@enius 2007:152).

The more parties in the graph above agree on trablgm”, the better the conditions
are for changing the situation. The intellectualigabled person’s own opinion and

motivational aspects related to it are of coursetai. (Chydenius 2007: 152).

The behavioral therapeutic tradition has a straagding in the intellectual disability
field. Its strength is in the emphasis on environtaeand communicative factors.
Challenging behavior is seen as a result of distbléarning experiences and can be
taught away from. The idea is to influence behawibher by strengthening positive

aspects or by teaching replacing behavioral paté8eppala 1997:9.)



12

3 PROTECTIVE MEASURES

3.1 Legislation on protective measures

The Finnish constitution states that everyone iditled to personal freedom,
inviolability and safety. Personal inviolability shld not be interfered with nor should
ones freedom be taken without a legal basis. Theegarinciples can be found in the
European human rights treaty. The Finnish consiitualso states that everyone is
entitled to privacy, but also that everyone ist@dito necessary care. The Finnish law
on special welfare for the intellectually disablémlches the issue of protective
measures only be stipulating that "a person in igpetelfare can be subjected to
protective measures only to the extent to whichpitevision of special welfare or the
safety of others requires”. (Harjula et. al. 2000:4

The Finnish law however does not give specific ringions on how the measures
should be used, their justifications, methods, doeotation or supervision. Legislative
ombudsman Riitta-Leena Paunio has in her supervigisits to institutions for the
intellectually disabled felt that services offeffied the intellectually disabled should be
developed so that the need for protective measunetd decrease. She addressed that a
law on the restrictions for the intellectually d$ad should be derived already in 2009,
but the law has been delayed.

The fact that the law stipulates that protectiveasuees can be used in order to ensure
provision of special welfare gives very good grosifa the revision of the law in itself,
as it is no longer thought of as possible to im@etrprotective measures on this basis.
(Kari-Koskinen 2010.)

Forssen and Virtanen (2008:70) in "Hoivaa ja hupitra vaiko rangaistuksia ja
kiusantekoa” — “Nurture and care of or punishmemd teasing a report on the use of
coercive and restrictive (referred to as protediivehis context) measures in social- and
health care units in province of Southern Finlaiegorted that the employees’ need and
want for a distinct legislation on the use of pobitee measures is great. Here is a quote
from their study:
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"The intellectual disability legislation does natpart from a very general
definition, give any instructions on the grounds fgsing protective
measures, how they should be implemented or fallaypeon. We have
waited for the new legislation for years, and irstplace in time, when the
service structure for people with intellectual dddies is under
construction the new legislation will hopefully ¢alnto account not only
institutional living but also provision of servicéy municipalities, joint
municipal boards and private service providers, vasll circumstances

and needs related to open care based living- andk wervices.”

A distinct legislation would further the actualimat of clients’ and patients’ rights as
well as the legal protection of employees, as & Hane in psychiatric hospital care,
where the changes in the mental health act in @92 clarified the implementation of
measures that restrict a person’s basic rightss@ién &Virtanen 2008:70)

At this point in time the law is being worked ondais planned to be ready in 2013. It
has been planned to be much more exact than thencioece at this moment. It is
planned to follow in the footsteps of the child fae¢ act that is very accurate and
recognizes the values of the health and sociaicgsrwn Finland. It for example states
what is in a child’s best interest and that a ckliduld be treated according to age and
developmental level. When in time the new law commés effect, it is likely that the
now withstanding model of action must be revisedprder for them to be compatible
in all areas. However the model of action on pribtecmeasures used by the city of
Helsinki can be used as a tool and even as a bagiseparing the new legislation.
(Uotinen 2010.)

3.2 Model of action on protective measures in iheaf Helsinki

When taking into consideration the above mentiolaaas, the basis for the use of
protective measures is that the intellectually lalisa client’s physical freedom and the
right to self-determination should be limited atldi as possible. If other methods of
working are not possible or are proven insufficigmbtective measures should always
be implemented so that the method chosen limitclieat as little as possible for the
least amount of time. (Harjula et. al. 2009:5.)
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The least amount of time is described so, that ehenthe grounds for the use of
protective measures are no longer present the gbreemeasure must be ended
immediately. This requires continuous reflectiveofpssionalism from the people

working in these situations.

In 2008 a work group gathered from representatofd3aajarvi joint municipal board,

Uusimaa special services-joint municipal board s Social Services Department of
the city of Helsinki have compiled an instructiom @rotective measures for the
intellectually disabled by utilizing past instrumtis. This instruction has been utilized
when deriving the city of Helsinki’s instructionrfthe use of protective measures for
the intellectually disabled. The instruction wasbished 1.12.2009. (Harjula et. al.
2009:3.)

3.3 Implementation

When working with people with intellectual disabéds situations arise when the
person’s freedom and their right to self-determorahave to be restricted because they
cause a threat to their own wellbeing or that bea. (Harjula et. al. 2009:4).

Sometimes the differentiation between protectiveasnees and everyday interaction,
care and rehabilitative measures is difficult. Wheoch situations arise the
differentiating factors are for example the measurestrictiveness, the client’'s own
will in relation to the measure and the durationtted measure. An individual worker
cannot decide or be accountable for assessingebeé for protective measures or the
action to be taken in these situations. The dewssibave to be made in a multi-
professional team. The care community in chargsuch issues should always have a
responsible and open minded approach. Open ewabuatihe best way to improve the

basic rights of people with intellectual disabdgi (Harjula et.al 2009:3;7.)

Because protective measures are always a violatnwards a person’s freedom and
inviolability the justifications, necessity and itementation have to be carefully
considered from the individuals stand point. Thespe subjected to such measures is
likely to feel deeply offended. For some people ol holding might be the worst
possible measure as some people might feel sdfairsituation. The way people feel
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and act in certain situations is always affectedthmir previous life experiences and
therefore the used protective measure must alwaythdught of from the individuals
stand point. For example when considering protectineasures for a person with a
history of being physically or sexually abused tls& of physical restriction must be
thought out very carefully. All in all restrictiozan generate very different reactions. As
a positive standpoint the measure used can praveknse of security and structure for
the chaotic situation. As a negative standpointricgsig may lead to fear, a sense of
humiliation or even violent behavior. Thereforeist essential that the situation be
discussed about after it has happened and thatetfs®n subjected to such measures
understands why they had to be restricted. As ptiseemeasures are not to be used as
punishment, this should be made very clear toak#icted person as well. (Harjula et.
al. 2009:6-7.)

The idea behind the use of protective measuresralieve symptoms of mental distress
and/or prevent a person from posing danger to tekms or others. The nature of
protective measures entails that their use is basedresearch- and follow-up

information, the methods used are principally agree beforehand and supervision and

staffs’ presence is defined beforehand in a veegipe manner. (Harjula et. al. 2009:7.)

If a person has a tendency to result in challengp@igavior a multi-professional team
draws up a security plan which includes anticipatsigns of protective measures,
description of typical challenging behavior, guides and practical hints on avoiding
protective measures, protective measures that aanuded, guidelines for the
implementation and monitoring of protective measureecessary medication and how
the situations resulting in protective measures tarde discussed about after the
situation. The plan and permission given on theisba$ the plan for the use of
protective measures is evaluated every three momhsif the need for protective
measures is still thought to be topical, the pesiaisis renewed by the doctor in charge
of the client in question for a maximum period lufele months at a time. Restrictions to
a person’s liaisons are to be ended as soon asatkeyo longer needed and therefore
permissions are evaluated on a day to day basisth&n exception is that when a
person is in need of physical holding in for exaengéntistry care or during lab testing,
the permission is evaluated after one years’ time renewed for a maximum of one
year. (Harjula et. al. 2009:17-18.)
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Protective measures that demand decision making daecdmentation according to
predetermined guidelines arbteasures that limit an individual’'s physical freealo
physically guiding a person/ moving a person addher own will, holding, the use of
restrictive constraints, locking a person into amg locking a person into a security
room, limiting a person’s freedom to moweasures that limit an individual’s right to
self-determinationa necessary care action, confiscating one’s lelgs, inspecting
ones belongings and deliveries, inspecting one’ssgue limiting one’s liaisons.

Extreme measuresimb restraints. (Harjula et al. 2009:8-9.)

The above mentioned terms have been derived fremmintal health act, because as
mentioned before the legislation on protective messfor the intellectually disabled is

yet to come.

The executive board of the Helsinki city specialvexs, work safety offices and the
Helsinki city’s Social Services Department’s ethiba@ard all follow the protective
measures implemented in the city of Helsinki, tla¢go take part in evaluation and
development of models of working. There are alsaous work groups founded
especially for the purpose of evaluating and deyalp implemented protective
measures and models of working. (Harjula et. &09287-28.)

3.4 Clients’ participation

The guideline for the use of protective measurdhiwithe city of Helsinki addresses
the issue of clients’ active participation in maggntexts. It urges that clients
themselves are a part of the decision making psoaed that their ability to understand
the issues and their individual ways of communigatire taken into consideration and
acted on. Also ways of enabling the client’'s pgration must be actively sought for.
The ideal situation would be that discussions it client would enable the use of
alternative solutions to challenging situations dahd need for protective measures
would decrease or at best cease. The right (anpomsgbility) to discuss about
situations that have resulted in protective meashues been given to both the person
who has been subjected to protective measuresharse twvho have been present and

possibly somehow influenced by the challengingagitun. (Harjula et. al. 2009:27.)
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Self-determination is even emphasized in relatothe client’s parents and other close
family members (Harjula et. al. 2009:16), an isthat is often quite difficult as in many
cases it is automatically thought of that the d¢lgerparents or other close family
members are the client's best advocates. Unforéyn#tis is not always the case, and
ongoing discussion on the right to self-determoratias given the client more room to

exercise this right.

4 ETHICS AND VALUES

4.1 The feminist approach to moral reasoning, ‘Etiicare”

The renewed feminist interest in women’s modes ofainreasoning largely stems from
Carol Gilligan’s studies of women’s moral develope€rlhe intrinsic idea behind this
particular feminist ideology is that men’'s and warsemoral sensibilities tend to
develop differently. (Kymlicka 1990:263.) Despiteticism on the straight forward
division of the two sexes, Gilligan claims that wemtend to reason in a different voice
than men. These two voices have been charactanzedms of an “ethic of care” and
an “ethic of justice”, which Gilligan claims to b#undamentally incompatible”.
(Gilligan 1986:263-264).

The differences in the “ethic of care” and the fetbf justice” can be looked at under
three headingdvioral capacities H4earning moral principles (justice) versus devehgpi
moral dispositions (careMoral reasoning —solving problems by seeking principles
that have universal applicability (justice) versgeeking responses that are appropriate
to the particular case (cardyloral concepts —attending to the rights and fairness

(justice) versus attending to responsibilities egldtionships (care). (Tronto 1987:648).

There is a difference in the kind of responsibikigch ethic imposes on us. According
to Sandra Harding (1982:237-238, 1987:297), Gilliga research shows that
“subjectivity-felt hurt appears immoral to womenaeiter or not it is fair” whereas men
‘tend to evaluate as immoral only objective unkessy regardless of whether an act
creates subjective hurt’. The fundamental diffeeelpetween care and justice might be
found in the contrast between taking subjectivetshor objective unfairness as the
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grounds for moral claims. Most justice theorisésrtioral claims to objective unfairness
rather than subjective hurt. (Kymlicka 1990:276.)

One argument can be that justice theories can &e as applicable to autonomous
adults and care theories to relations with depetsdalustice theories do in fact
recognize that we have obligations towards depdnathers, but they write as if these
obligations are matters of ensuring a fair shareesburces is allocated to children and
the infirm. They do not discuss our obligation tampde care for the dependents.
(Kymlicka 1990: 284, 292.)

Care theorists say that the conflict between autgnand responsibilities for others
must be decided contextually. We should judge prapriateness of any demand for
autonomy or reciprocity on the grounds of what easonable to expect from the
individual being cared-for, along with what shoblel expected from such an individual
given the nature of the caring relationship at h@ilson 1988:20). Care theorists,
unlike justice theorists, do not try to resolve siheissues by developing a
comprehensive system of abstract rules that runghshod over the particularity of

persons and their relationships. (Kymlicka 199@.28

Although the feminist care ethic was initially déyged in context of private
relationships many feminists argue that it has ipublgnificance, and should be
extended to public affairs. For Gillian, what jsirpeople in this giant web of
relationships is not necessarily any direct intoa¢ but rather a shared humanity.
(Kymlicka 1990:264, 271.)

4.2 Values

The word “ethics” is of Greek decent and has beerved from the word “ethos”,
which means “decent disposition”, “manner”. Ethécel moral are areas that reflect on
and examine certain models of action, a persongsagpiate behavior. Ethics reflects
on what is good and bad, right and wrong. (Aadla9@3:20-21.)

“Values are stars by which a person navigates ieirtHife (Aadland
1993:45).
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Values and norms create a basis for ethical actroorder for a person to act in an
ethically correct way, they must possess a celtasis by which they can reflect on the
ethicality of their actions and decisions made. Thee of this basis is ethical values.
Values describe everything that is fundamentalljualsle to a person. Values are
permanent goals, ideals and priorities that areresged through reflected, verbal

statements and/or models of action. (Aadland 1902B:4

Rokeach (1973) defines a value as a permanent badiea specific aspiration or policy
is socially or individually better than the one tramy or parallel to it. A value is often
said to be a basis for decision making. Valuesatem be described as subjective. They
are manifestations, judgments and appreciatioraahdividual. A conscious goal for
actions, a purpose, is commonly thought of as aevalalues are goals for an ideal way

of action, and they guide choices and assessnietimalainen & Niemeld 1993:11.)

4.2.1 Values in working in the social field

No common values have been defined for the soadd,falthough in addition to
knowledge and theory they are considered to benidefifunctions and professionalism
in the social field. A common value basis for tleial field is rather discussed through
ethical principles that are based on widely acakptdues in society. These values are
for example justice, respect for human dignity, aiy and general humane rights.
Work in the social field is not based on the ideat these values have to be improved
as such but rather on preventing the occurrenceonfradiction in them as well as
alleviating the effects these contradictions impose an individual’'s life. (Raunio
2004:74-76.)

4.2.2 Values of the city of Helsinki

The city of Helsinki has listed customer-orientaticustainable development, justice,
economic efficiency, safety and a spirit for entegyeurship as their values. These
values are functional values of the whole orgarorathat influence leadership and staff
as well as actions of the whole orgaization. Cusiearientation means that the work
done in the city of Helsinki is done for its cus&nst The members of the municipality
are the city’'s most important customers. Sustasmalelvelopment means that the city
strives to offer future generations a healthy, safd cozy Helsinki. In its actions the

city for example pays attention to natures demaarts builds a long-term and well

lasting city. Justice is one of societies basia&sa) which in the cities actions means
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that customers are treated according to legislatiod equally. Municipal decision-
making is also just and democratic. Economic edficy means that resources are used
appropriately and efficiently, the aim is that ttiey does the right things as well as
possible. Safety means that a member of the muatiigican trust the basic services the
city provides as well as the stability and qualifythe services offered. Safety also
means a cozy and safe environment that the citycrisating. A spirit for
entrepreneurship is above all understood as amadtentrepreneurship, which means
the cities employees’ own enthusiasm towards therk and a desire towards results
and reaching set goals. A spirit for entreprendprsliso refers to an increase in and
supporting the furthering of entrepreneurship tbeat be seen in the cities strategic
course of conduct and industrial politics. (CityHélsinki 2000.)

In the context of social services the productiowvatie for clients and defining benefit
or value for clients is reinforced by an ethicalnp®f view. It is a matter of principles
linked to the word value, that are crystalized iwelfare states social politics, the idea
of justice, human dignity, professional ethical merand the social ethical course of
conduct of the social office. (Social board of Hes2009:11.)

4.2.3 Values of Kuusela

Common values are needed in a working communitfanofy functions as they define

a common goal and the employees’ obligations asgamsibilities. Common values
and goals are to be seen as guiding the emplogeesds the right solution in difficult

situations. In order for common values to be immated they need to be fully
comprehended and committed to, this can be bestaththrough value discussions.
(Juujarvi, Myyry & Pesso 2007:49-51.)

The main values of Kuusela are respect for hum&mevand humanity, justice, safety,

professionalism, presence and genuine encounte@neénndividuality.

The corner stone for respect for human value ameaimity is that everyone is unique as
an individual. The inhabitants are to be encounta® individuals, taking into account
their developmental level. Inhabitants are to bated in a humane way, remembering a
correct way of speaking and behavior. Normalizatimegration, individual growth
and development are to be supported accordingetontfividual’s resources. Cultural
pluralism is to be acknowledged and accepted. & ai humor must be carefully

considered and professional.
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Justice is to be maintained by providing holisécecto all inhabitants. The inhabitants
are to be treated equally and everyone is expeteibllow rules that have been
compiled together. Challenging situations are netpbovoked from, nor should the
inhabitants be provoked. Inhabitants are entitedheir own opinions and feelings.
Shortcomings in an individual’s ability to functi@me to be encountered professionally.
Decisions on the inhabitants care are made andutecean a professional manner, not
according to one’s own feelings. Decisions are wdised with the inhabitant, their

family members and a multi-professional team.

Professionalism is described as the staff's abibtynaster the basic functions of their
work. The staff must possess theoretical knowledgebe able to apply this knowledge
to practice. This requirement is met through tragniemotional intelligence and the
ability to use ones one personality as a tool ofkimg in professional manner. The
ability to encounter challenges and act in challeggsituations and the ability to
guestion matters are key components of professgmnalThe inhabitant’s behavior

must be interpreted in a professional manner.

Presence and genuine encounterment means thaathis present and must have time
for the inhabitants. Individual needs must be nmet a genuine interest in their well-
being is key. Interpreting the inhabitant's moogksnuine caring and listening are very
important in genuine encounterment. The inhabisangciprocal interaction is to be
supported as well as communication between thebitdrds and their families. It is
only natural that the actions of the inhabitanisea range of feelings within the staff.
It is important that these feelings are recognizad, do not guide the staffs actions.
When discussing and giving feedback on the inhatstehallenging behavior it must be
emphasized that the unwanted action is reprehensibt the individual.

Each inhabitant’s individual needs, life experies)osalendar age and social age are to
be recognized and supported. The inhabitants abe tencouraged towards individual
actions and to communicate their wishes, needseamctions. A rehabilitation- and
care-plan is derived for every inhabitant and camd guidance is given accordingly.
The inhabitant’s right to privacy is to be respd¢tand their rooms should not be

entered without permission or just cause. (Departrdeusela 2009.)
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5 EMPOWERMENT

5.1 Empowerment as a theoretical framework

Empowerment has become a central concept in discuss enhancing wellbeing in
social psychology, upbringing and education, sostnces, social anthropology and
health care sciences (Kaukola 2000:36). The pragalef the use of the concept can be
compared to that of the concept “motivation”. Heli&d_aakso and Heikkila (1997:343-
344) have in fact stated that while the post wairopewas focused on the omnipotence

of motivation, the focus has now shifted towards émpowerment process.

The roots of empowerment can be found in anti-cggive practice, in critiques of
oppression from Black perspectives, feminism, cagmsa against ageism and the
disability movement. They have all converged on twmcept of, and need for
empowerment. The growing body of literature on -appressive practice has been
responsible, more than any other factor, for enimgnthe significance of empowering
practice. (Adams 1996:9.)

Empowerment literally means 'becoming powerful’.eTDictionary of Social Work

defines empowerment theory as

“theory concerned with how people may gain collettontrol over their
lives, so as to achieve their interests as a gra@uma a method by which
social workers seek to enhance the power of pasptelack it” (Thomas

& Pierson 1995:134).

Empowerment is seen as a process that evolves tiienndividual themself: power
cannot be given to another person. It is a persandlsocial process that cannot be
produced or created by another person. Empowergante environmentally based.
An empowered person is characterized as being sopewrho has found their own
resources, is self-determining and free from execonstraint. The empowered person
has throughout the process of empowerment becorpewened themself, contrary to
being empowered by someone else. (Heikkila-Laakddegkkila 1997:347-350; 358-
371))
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Empowerment can also be considered as a means igh widividuals, groups and
communities become able to take control over tbain circumstances and achieve
their own goals, thereby being able to work towdrdkping themselves and others to

maximize the quality of their lives. (Adams 1996:5.

The concept of empowerment is based on helplessiwelssk of power, referring to
unreached goals and inadequate resources and wpfied, limits in options or
inadequate work opportunities, whereby the indigids not able to choose what they
do or how. Empowerment can also refer to a decr@adependency and an increase in
possibilities to affect, especially the ability &dfect people, organizations and the

environment, that have an influence on the persowis life. (Jarvikoski 1994:118.)

Freedom to function and autonomy seem to be ceotnatepts in the empowerment
process. Many researchers have stated that empewersnnot very often possible as
people’s choices and actions are unnecessarilyedui®@ne’s personal control and
hearing an individual’'s voice are key in the empownent process. Empowerment is
difficult to obtain without a functioning communjtgonfidential co-operation and an

equal opportunity to participation. (Siitonen 198R)

5.2 Participation through subjectivity and the tighself-determination

Paternalism
EMPOWERMENT A
Right to  self- y

4

determination

A//-\

Subjectivity

FIGURE 2. Components enabling participation ancckeampowerment

Participation
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The right to self-determination is defined as a aharght to freely make decisions
regarding one’s own life and act on those decisigasording to Pietarinen (1998) the
right to self-determination can be divided intaedt componentscompetence:a
person’s ability to consider, decide and actthenticity:an individual’s independence
in decision making and power over other factorkiaricing the desired gogpwer:in
both the freedom to act, as well as receiving h8lased on the above mentioned
concepts, the right to self-determination can lEse a constricted way or an extensive
way. If interpreted in a constricted way it is amqmetent and authentic enough person’s
right to decide on their own a matters. A more esiwe view point however also

entails an individual’s right to competence andauticity. (Pietarinen 1998:15-26.)

It can be thought, that most people with intellettisabilities do not meet the criteria
of self-determination as Pietarinen has descriliedPietarinen has stated that it is
impossible to answer the question of where the loeween competence and
incompetence is to be drawn. The principle of eathiself-determination however
requires that the threshold be placed as low asilpesand let people act on their own
decisions, if it does not clearly cause harm toergth Appreciating a person’s
competence as such usually has a beneficial etfiactheir thinking and decision
making skills. An individual’'s authenticity canndévelop, if the individual’s thinking,
decisions and actions are influenced and the iddaliis not given a chance to exercise

subjective consideration. (Pietarinen 1998:39.)

The environments attitudes have a strong influemca intellectually disabled person’s
self-image. If a intellectually disabled personhisught of as an object of care, teaching
and rehabilitation the person does not have anrtyoty to form a positive self-image.
When a person feels that they have the opporttmiilyfluence and actively be a part of
matters concerning their own life, their self-esteés strengthened. Supporting
intellectually disabled people towards adulthoodudti above all be support towards

developing into an unattached subject. (Kaski 08i6:224.)

Although an intellectually disabled person will ddeelp on practical issues and mental
support throughout their lives, the balance betweéstependence and essential

dependence must be pursued. (Kaski et al 2006:247).
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Reija Lampinen (2010) disability ombudsman of thg of Helsinki has stated that:

“For people with disabilities the right to self-deiination entails the

right to support in decision making
5.2.1 Paternalism

Actions that limit an individual’'s freedom and rigio self-determination are commonly
referred to as paternalism. Paternalism relieshenidea that an individual does not
always know what is good for them. Professionalepetlism is referred to when
patronizing and dismissing an individual’'s autonomlgen working in for example
social- and care professions. Paternalism can\béedi into soft and hard paternalism.
Hard paternalism is in clear violation of an indival’'s autonomy and can be seen as
either strong paternalism or weak paternalism. rigtrpaternalism refers to actions
when an individual is capable in decision makingf, i still limited in doing so. Weak
paternalism refers to actions when an individuakslities are sometimes limited in
decision making. As the person is seen, on occasmibe limited in their decision
making abilities it is thought that excusing themnf this task is in their best interest.
Soft paternalism, also known as nurturing contdbes not clearly violate an
individual’s autonomy. The justifications for hgpdternalism can (usually) be found on
a legislative basis. Legislation can give grouratsdrced help, to ensure the welfare of
the individual and/or the society. (Hamaéalainen &nela 1993:69.)

Paternalistic patronizing can be seen as ethicalltified and as protecting an

individual’s autonomy in the following cases:

1. A person can be refrained from hazardous detismaking that is caused by

ignorance and by giving them information on theii@ns.

2. Children and feebleminded can be protected tvathchoices and decisions, because
they are not (yet) capable of understanding thenhbey are causing themselves or able

to evaluate it reasonably.

3. A person who is temporarily overwrought or depezl can be prevented from
hearting oneself, because their decision making ame necessarily reflect their true

wishes.
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4. When it can be assured that the person’s freeeh are in fact quasi-free choices
due to social expectations and pressure. Judgnpmortsayed by the community,
financial distress or manipulation through falseages can lead to solutions that the

person would not otherwise do. (Launonen & Puolka&006:17.)
5.3 Dialog

Hannula (2000:82-83), differentiates two dimensitmportray oppression and freedom
when describing Freire’s pedagogical views, derivednly from the “Pedagogy of the
Oppressed” (1972). The dimensions are; a dimensflacting the individual’'s and
group’s position object-subject and a dimensionleotihg common functioning

antidialog-dialog.

An individual's position, whether they are an oljer a subject and the form of
common functioning, antidialog or dialog in decisimaking, are factors describing
freedom and oppression. Freedom is described amta where free subjects can
participate in co-operative, self-influencing demms making and the world is
constructed throughout interaction. This is seetrigsdialog. The opposite of freedom
is true oppression, where parts of the peopleraeted as objects and their contribution
to decision making is prevented. This is seen &dialng. Oppression and freedom are
not something that comes from outside a personateato be yielded or pursued, but
are a part of people’s actions, that are focusedlestroying humanity or making it
possible. (Hannula 2000:82-83.)

Freire (1986) was concerned to engage in the psaokesonscious-raising to the point
that people could overcome their oppression andlectgee their dependence and
powerlessness. Freire uses everyday terms in éabpexy to capture the essence of the
process of overcoming oppression and empoweringlpe®he heart of the process can

be seen in dialogue between people. (Adams 1993:60.

“the encounter in which the united reflection anctian of the dialoguers
are addressed to the world which is to be transémtrand humanized, this
dialogue cannot be reduced to the act of one péssdapositing’ ideas in

another, nor can it become a simple exchange @&side be ‘consumed’
by the participants in the discussion...Because diadois an encounter
among men who name the world, it must not be atsiu where some

men name on behalf of others. It is an act of do@atit must not serve as
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a crafty instrument for the domination of one man dnother (Freire
1986:61-61.)

“The consciousness of other people cannot be periewalyzed, defined
as objects or as things -one can only relate tortltgalogically. To think

about them means to talk with them; otherwise timegediately turn to us
their objectivized side: they fall silent, close aipd congeal into finished,
objectivized imagegBahtin 1991:68.)"

Graumann (1990) states that although “dialog” iBnéel in many ways, some issues
can be agreed on. “Dialog” refers to mutual dismus&nd reciprocal exchanging of
thoughts. The term “dialog” comes from the Greekdvalialegesthai’, which means to
speak and think together in manner that althougireis discussed by participants differ
from each other a commonality can be obtained katwieem. The goal of dialog is to

move from two or more opinions towards one. (Graumi990.)

Markova (1990) describes dialog as a dynamic psobesween people defined by the
socio-historical context and culture that the pgytints come from. Luckmann (1990)
defines dialog as a universal form of humane comaation. Dialog is face-to-face

communication, which is described largely by instateraction and reciprocity.

Lehtovaara (1996) describes open dialog as notgbgaverned or guided by

intelligence or will in pursuing attitudes towardsality, but that reality is more over

looked at and listened to in a marveling fashiompeQ respectful and interested
listening; listening to another person as an aditbgrerson, as what they are or what
they possess within, constitutes the core of op&logl (Lehtovaara 1996:43.)

6 OBJECT AND METHODOLOGY

6.1 Object

The aim of this study was to determine the prewaenf protective measures in
Kuusela as well as to shed light on the carersiwsi®n protective measures and
inhabitant participation in the decision making qggss. The carers’ views were to be
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examined through a theoretical framework of subjéygt right to self-determination
and dialog, factors influencing possibilities foangowerment. The ultimate goal was to

see whether empowerment was possible.
The study questions were:

« What protective measures are used in Kuusela igghes 2008-20107?

« In what quantity have protective measures been usdlusela in the years
2008-20107?

« What are the carers’ views on protective measures?

« What are the carers’ views on inhabitants’ partitigm in decision making on
protective measures?

+ Do the carers’ views on inhabitants’ participation decision making on

protective measures support empowerment?
6.2 Research methods

This study was conducted as a multimethod studyusiyng both qualitative and

quantitative research methods.

Quantitative research seeks to measure variouopiera and factors affecting them as
precisely as possible (Koivula, Suihko & Tyvéarin@003:22, 37). Data on the

phenomenon studied can be existing data in varfegssters or the data may be
collected by the researcher (Heikkila 2002:28-29).

Qualitative research is traditionally seen as aenflexible way of conducting research.
The flexible nature of it gives grounds for reskarg everyday life situations and
phenomena in a more humane way. Qualitative relsdaralso characterized by the
generation of theories, whereas quantitative reke& seen as testing of theories.
(Robson 2002:45-47.)

Making a distinction between qualitative and quaititre research methods is often
problematic and many researchers do not even wighake a clear distinction. For
example qualitative research can be seen in a s®neay and in connection only to
specific methods of data collection, such as namerical ones. However, a research
method cannot be defined exclusively through datiéection methods. (Hirsijarvi,
Remes & Sajavaara 2007:131-132.)
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6.3 Data collection

Before any data was collected (or existing datal dee the purposes of this study) a
research permit was acquired from the ethical boéttie Social Services Department
of Helsinki, as the inhabitants were seen as nioigbable to grant permission on the use

of their documents.

The prevalence of protective measures in Kuuseladenyears 2008-2010 was studied
mainly to act as a foundation for the rest of tiedg, it was studied through a
documentary analysis. A common approach to docuamganalysis is content analysis,
the quantitative analysis of what is in a documéntiffers from many of social
science’s other research methods in being indi@tjt is dealing with something
produced for some other purpose. (Robson 2002:3&@pendorff (1980:21) states
that:

“Content analysis is a research technique for mgkieplicable and valid
inferences from data to their context”

Content analysis is seen as a secondary or suppiarpemethod in a multimethod
study (Robson 2002:352). The purpose of a conteatysis in this context was to

establish an overall view on how active a partgobte measures play in Kuusela.

The data were collected from the Effica electroddcumentation system, where all
aspects of the inhabitants’ care and rehabilitati®mdocumented on a daily basis. No
particular sampling was done as all of the inhalb#t@f Kuusela in the years 2008-2010
were included in the data collection. The recording was “Suojatoimi” (“Protective

measure”), which was to be found as a heading éotr @f the text in 2008) in all

documentations regarding protective measures. dlhecting of data and the producing
of statistics based on this data was started alr@ac®009 as a part of the authors

working tasks in Kuusela.

The documentation of protective measures into tfieeEdocumentation system had
gone through significant changes within the pastyears. In 2008 protective measures
were documented quite freely, without pre-set rolesvhat kind of information was to
be given on the situation. In 2009, as the updatihghe plan of action regarding
protective measures had been ongoing, pre-set amésirectives were given on the
documentation of protective measures. In practiee darers were to document the
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situation by answering ten pre-set questions onsth&tion and giving the text the
instructed heading. The specific heading would maKermation gathering easier,
especially after March of 2009 when a search engiag taken into use in the Effica
documentation system. Although the use of the Beangine would have made data
collection for the purposes of this study easiee, author has seen it more reliable to
“manually” go through each inhabitant’'s documeuats the search engine does not for
example identify miss-spelled words and phrases.

Carers’ views on protective measures and clientigyaation were studied by
quantitative and qualitative data collecting throway survey questionnaire. The corner

stone of this part of the study can be found ifweatson research.

“Evaluation is often concerned not only with assegssiorth or value but
also seeking to assist in the improvement of wieatevbeing evaluated”
(Robson 2002: 203).

Although questionnaires are traditionally usedctdlect data from a much larger
sample of people, a self-administrated survey wassen in this context because it
would allow anonymity, which in turn could encoueailgankness when sensitive areas
were involved. Surveys in general provide a re#yivsimple and straightforward
approach to the study of attitudes, values behef$ motives. (Robson 2002:233-234.)
The resources in conducting this study in relatmrthe author’s aspirations to get an

overall vision on the carers’ views were also woiaof using a survey questionnaire.

As the survey questionnaire was derived to meaberearers’ attitudes, a scale-based
questionnaire was chosen. A summated rating stater{ scale) was applied to the
purposes of this study as items in a Likert scalelook interesting to a respondent, and
people often enjoy completing a scale of this kifde respondents’ level of interest
towards answering a questionnaire is in connedbatime level of consideration on the
given answers, if they feel the questionnaire iginlgp they are likely to give
perfunctory answers. (Robson 2002:293.)

As in cases where the design of the study is figetbre the main stages of data
collection the design of this particular study nesdo be piloted (Robson 2002:95,97).
The head nurse of Kuusela acted as a test respomtEnrole was mainly to help the

author with the layout of the questions and toexflon how the questions were to be

understood by the respondents.
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The questionnaire was compiled so that the answeudd portray carers’ views on the
justification for protective measures, client pagation and carers’ professionalism in
relation to protective measures. The 31 questibas asked for a numerical answer,

according to the Likert scale, were categorizetbbews:

Justification for protective measures

Safety Q’s number 1,4,7
Psychic indisposition Q’s number 2,5,8
Life management Q’s number 3,6,9,22,25

Client Participation

Planning Qs number 15,17,21,31

Situations Q’s number 26, 29

Actualized protect. meas. Q’s number 16, 27, 30

General discussion Q’s number 11,13,19,20
Carers’ professionalism and role Q’s number 10,12,14,18,23,24,28

In addition to the 31 questions requiring a hunaranswer two open ended questions
were included in the questionnaire. These questiom® derived on the basis of the

author’'s assumptions that the carers would feelttiee was room for improvement on

inhabitants’ participation on decision making ootpctive measures.

In autumn of 2010 the questionnaire was handed toutll 15 carers working
permanently in Kuusela. Half of the respondentseweale and half female. The carers
were aged from mid-20’s to mid-50’s, they all hadcational training in care
professions (practical nurse or professional titfgeceding it) and had working
experience in Kuusela varying from 3 to 20 years.addition to the carers the

questionnaire was also handed out to the head obtitee department.
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Out of the 16 questionnaires handed out 11 wenrgmetl over a timeline of a few
months. Out of the 11 returned questionnaires mictuded answers on questions
requiring a written answer. The length of the amrsweried from one word to several

sentences.

6.4 Data Analysis

The data documented under the heading of “Suojdtdiiarotective measure”) were
gone through and categories were made accorditigetalifferent types of actualized
protective measures. The categories were constiacieording to the documented text
that in turn was documented in accordance to thdeinof action in using protective

measures in the city of Helsinki.

A table of the actualized protective measures waslemaccording to the type of
protective measures used in each inhabitant’s ¢é®eever it was seen best to make a
separate, general graph on actualized protectiasuanes for the purposes of this study,

to protect the anonymity and rights of the inhatiga

In addition to the content analysis made on the arigal data, the author wished to
include a small amount of qualitative data on tiipet and prevalence of certain
protective measures as well as changes in thewajmece. This qualitative data was
analyzed alongside the quantitative categoriesnljaccording to the original table

derived on each individual inhabitants actualizemtgrtive measures.

As the sample for the questionnaire on the cangesis was quite small, all of the
answers were included in the analysis. The quéaingtadata collected from the
questionnaires was first handled manually to detezrthe frequencies of each answer.
A table on the frequencies in answers accordinguestion was made in Excel. The
table could then be used to portray a weightedamesras well as making graphs to

provide a visual aid in the portraying of results.

Qualitative data collecting in a multimethod apmimafor example open responses in a
questionnaire may be best dealt with by technigugfs content analysis
(Robson2002:456). The data collected from thisi@adr questionnaire was analyzed
through content analysis, with assistance of tiaiggrounded theory approaches, as the
codes were based on the researcher’s interpretatiti;e meanings or patterns in the

text (Robson 2002:458). The data was examined fiwadeategories by coding issues
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arising from the answers. As the data was quitdlstha analysis was done manually

to establish these categories.

Three categories could be derived on the basibefihswers to the first question on
problems in participation; communication, inhabigAnshortcomings and attitudes
towards the necessity of participation. Three aaeg could also be derived on the
basis of the answers to the second question orowmg participation; communication,

forums and a professional focused ideology.
6.5 Reflection on reliability and validity

As the author has conducted the study in her owoepbf work and on a topic that she
herself feels requires acknowledging, it raisesious questions. As Kirby and
McKenna (1989:46) put it:

“Remember that who you are has a central placenamresearch process
because you bring your own thoughts, aspirations feelings, and your
own ethnicity, race, class, gender, sexual origatgatoccupation, family

background, schooling etc. to your research”

Although “starting where you are” as Lofland andldrd (1995:12-13) put it, is in
many cases seen as bringing bias into the reséaealesearcher’s existing knowledge
on the topic at hand can be seen as a positiveilootdn, especially in the planning
phase. As the possibility for bias is constantlgsent in the research it will be
necessary for the researcher to seek to countibthexamining the assumptions and
values they bring to the situation. (Robson 200:50.

The author has sought out to identify possibledsaand to eliminate them as much as
possible. In turn acknowledging her own thoughtpirations and feelings on this
subject and on the study conducted has contributedensely to her professional
growth. Although the author’'s own assumptions aallie@s have been kept away from

the study process as such, they have also bearhedrihrough the process.

As it can be considered as a rule of thumb in rebeihat the reliability of the research
increases as the sample increases (Valli 2001tid)sample used for this study can be

seen as quite small. As this particular study weasdacted for the purposes of
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improving models of action in particular in Kuuséiavas seen fitting that the sample

be consisting only of carers working there.

Because the sample was so small, the piloting efdhestionnaire had to be done
mainly by one person, who also answered the quesdice. This may lead to the
difficulty of her having a better idea of what ofsavers would be “good answers”. The
author how ever has confidence in that her answere not distorted because of being

a part of the piloting.

As the subject matter had not been previously styda point of reference was missing

in examining the reliability of the results.



7. RESULTS
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0
2008 2009 2010
M Limb restraints 0 0 1
W Room inspection 0 0 1
M Sleeping in a careshirt 0 0 10
m Careshirt 0 0 13
H Limiting access to own room 0 1 11
B Magnetic belt 6 3 0
B Medication against will 4 7 14
M Helmet and carevest 30 4 10
M Holding/Physical Moving 20 36 115
M Isolation into own room 77 29 18
M |solation into a security room 106 26 43
B Sleeping in a locked room 605 515 356
total 863 625 602

FIGURE 3. Protective measures in Kuusela 2008-2010
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7.1 The prevalence of protective measures in Kauz@08-2010

It was very often the case that one challengingasiin resulted in the use of numerous
protective measures. For example an inhabitant haay needed to be subjected to
holding and later on physically moved to a securitym and medicated against their
will before their state of mind was normalized e £xtent that they no longer caused a

threat to their own safety or the safety of others.

7.1.1 Sleeping in a locked room

Sleeping in a locked room referred to an inhabisg@nding their night(s) in their own
room, which was locked from the outside. They Hadpportunity to leave their room,

if needed, under supervision.

As can be seen in the figure above, the protectigasure described as “sleeping in a
locked room” had the greatest prevalence in impitgste measures. In 2008 the
prevalence was 70%, in 2009 79% and in 2010 59%alloimplemented protective

measures. Although almost all of the protective sneas under the title “sleeping in a
locked room” were done in full co-operation withetinhabitant(s), they were still

classified as protective measures because of tésirictive nature. The decrease in
number during the years is explained by the faat br the most part of the year 2008
there were two inhabitants who were subjected i® photective measure each night,
whereas in 2009 the other inhabitant had movedadhar place of residence. In 2010
one inhabitant had still been subjected to the oreasvery night, until December of

2010, when an electronic devise was installed taitapthe inhabitant’s movement in

and out of their room. After the installation oktdevise and the inhabitant's consent
for the monitoring of their actions it could be egd on by a multi-professional team
that this type of monitoring was not to be classifand documented as a protective

measure.
7.1.2 Isolation into a security room, Isolatioroimiwn room, Holding/Physical moving
Isolation into a security room referred to a sit@twhere an inhabitant posed great

harm to oneself or others and therefore had tabkel into a security room, a room

that had been specially made for this purpose.
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Isolation into one’s own room referred to a sitaatwhere an inhabitant posed great

harm to oneself or others and therefore had totesd into their own room.

Holding/physical moving referred to a situation wéhan inhabitant posed great harm to
oneself or others and had to be calmed down byirgplak physically moved to another

location to ensure their safety and that of others.

The prevalence of “isolation into a security roowds in 2008 12%, in 2009 5% and in
2010 7% of all implemented protective measures. gregalence of “isolation into own
room” was in 2008 9%, in 2009 5%, and in 2010 3%albfimplemented protective
measures. The prevalence of holding/physical mowiag in 2008 2%, in 2009 7%, and

in 2010 19% of all implemented protective measures.

7.1.3 Other protective measures

The rest of the protective measures used througheutears 2008-2010 can be seen as
very strongly linked to individual inhabitants’ ti®in behavior and need for protective

measures and are not as commonly used as the e@mi®mned before.

A helmet was used if an inhabitant endangered their safety by hitting their head

against the wall and a care vest was used if apasdangered their own safety or the
safety of others by hitting, grabbing or otherwmesued to do harm with their hands.
Medication against will had to be resulted in wia@ninhabitant was not co-operative in
taking calming medication in a challenging situatié magnetic belt was used to tie an
inhabitant to their bed, when they posed great éiabg themself or others. Limiting

access to own room had to be resulted in when lzabitant pursued in doing harm to

themselves by items found in their own room or witemas otherwise seen as harming
to their wellbeing. A care shirt and sleeping icaae shirt were used when an inhabitant
pursued to harm themselves or others and otheegired measures had been proven
insufficient. Room inspection had to be resultedviren an inhabitant pursued to harm
themselves with items in their own room. Limb rastts were used to calm a person
down in a very challenging situation, where thesparwas of great danger to themself

and others.
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Kuusela is the only unit within the intellectuallijsabled services of Helsinki that is
equipped with the possibility of using limb resttsi One of the main reasons for
taking this form of care into use (after severadrgeof being out of use) is that it has
throughout the years become evident that the itdwatisi of Kuusela do not benefit from
being moved to a psychiatric hospital, as theyuatelly not psychotic and therefore do
not necessarily need psychiatric care as suchuiakly there has only been one case
of the use limb restraints as a protective measuikeiusela.

7.2 Carers’ views on protective measures and gharticipation

The categories used in the compiling of the questire were also used in portraying

the results of the questionnaire.

Usually in fixed design experiments, results angorged in terms of group averages
rather than what individuals have done. The retatixeakness of this is however that
subtleties and complexities of individual human debr cannot be captured. (Robson
2002:98.)

The graphs portray the number of answers on thensént in question, according to the
level of agreement; “1- completely agree”,”2- Insewhat agree”, “3-1 somewhat

disagree”, “4-1 disagree”. The fifth category “Iroeot say/answer” was left out of the

graphs, as calculation and results of the weighteatage would have been distorted, if
this fifth category would have been given a “weighthe weighted average is

portrayed on the far right of each question indheph. The weighted average of each
answer can be directly mirrored to the scale oéagrent on the statement in question.
For example a weighted average close to number(b®®) means that an average
answer to that particular statement is “ | compjesgree”, and vice versa, a weighted
average close to number four (4.00) means thatvarage answer to that particular

statement is “I completely disagree”.
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7.2.1 Justification and benefit from protective sw@as

7. Good results in relation to safety can be
achieved through protective measures 1.18
4. Protective measures should be used more
to ensure safety 1.64
1. Protective measures are essential in our
unit to ensure safet
¥ 1.00

0%

50 %

100 %
B 1|completely agree M2 I|somewhat agree

m 3 | somewhat disagree m41 completely disagree

FIGURE 4. Views on protective measures in relatmsafety

The respondents have completely agreed that pregecteasures are essential in
ensuring safety. They have, on average, compleigiged that good results in relation
to safety can be achieved through protective measuwost of the respondents have
agreed or somewhat agreed that protective meashmdd be used more to ensure
safety. The average can be found between of “I ¢etely agree” and “I somewhat
agree”.

8. Good results in relation to alleviating
psychic indisposition can be achieved

through protective measures 2.18

5. Protective measures should be used more 2.18
to alleviate psychic indisposition

1.73

2. Protective measures are essential in our
unit to alleviate psychic indisposition

0% 20%

40% goo

80% 100%

B 1| completely agree M2 I|somewhat agree

m 3 | somewhat disagree m41 completely disagree

FIGURE 5. Views on protective measures in relatmpsychic indisposition
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A majority of the respondents have completely omewhat agreed that protective
measures are essential in relieving psychic indisjpn. The average can be found in
between “I completely agree” and “I somewhat agrédie variation in answers on
achieving good results through protective measure®lation to alleviating psychic
indisposition and should protective measures bed us®re to alleviate psychic
indisposition have been greater than in the quediefore. Never the less more than
half of the respondents have agreed or somewhaedgleaving the average answer at

a tad over “| somewhat agree”.

25. Good results on life management can be

achieved through protective measures 191

22. Protective measures are problematic in 2.09

relation to an inhabitant's life management

9. Good results in relation to rehabilitation
and life management can be achieved

through protective measures 2.18

6. Protective measures should be used more
to ensure rehabilitation and life management

2.45

3. Protective measures are essential in our
unit to ensure rehabilitation and life

management 191

0%

50 %
M 11 completely agree M2 |somewhat agree 100 %

3 | somewhat disagree m4 | completely disagree

FIGURE 6. Views on protective measures in relatmhfe management

Most of the respondents felt that protective messuare essential in ensuring
rehabilitation and life management. The average leanfound quite close to “I
somewhat agree”. Good results on rehabilitation difel management or life
management through protective measures were searious ways, the average was
however a tad above and under “I somewhat agree’ réspondents had differing
opinions on whether protective measures are pradtienm relation to life management,

the average could be found a tad over “I somewbeged. The respondents’ average



41
views on whether protective measures should be nsed to ensure rehabilitation and
life management could be found between “I somewdgitee” and “I somewhat
disagree”.

7.2.2 Client participation

31. Good results in relation to life
management cannot be achieved by our
inhabitants' participation in the compiling of
their own permissions for protective
measures

2.73

21. Discussion on protective measures with
the inhabitants influences their actualization
in a preventive way

2.10

17. | have discussed protective measures 2.50
with 'the inhabitant | am more responsible

of' proactively

2.36
15. Inhabitants should take part in compiling

permissions for their own protective
measures

0% 20% 494

60% 80 %

100 %

B 1lcompletely agree M 2I|somewhat agree

= 3 I somewhat disagree W41 completely disagree

FIGURE 7. Views on protective measures in relatiorparticipatory planning and

discussion

The average answer to whether inhabitants shouk part in compiling permissions
for their own protective measures could be fountivben “I somewhat agree” and “I
somewhat disagree”. The average on the responadesisers to whether they have

discussed protective measures with the inhabithey tare more responsible for
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proactively could be found in the middle of “I sonteat agree” and “I somewhat
disagree”.

The average answer to whether the respondentsthialt discussion on protective
measures could influence the actualization of them preventive way was found quite
close to “I somewhat agree”. When asking the redpots whether good results in
relation to life management cannot be achievedhgbitants participation, the average

was found close to “I somewhat disagree”.

29. | have been a part of a situation that
resulted in protective measures where | felt 1.90
that the inhabitant wasn't heard enough

26. Inhabitants are heard enough in
protective measure situations 2.20

0%
T 0% 0% gy o,
80% 100%

H 1| completely agree B 2 | somewhat agree

3 | somewhat disagree m 41 completely disagree

FIGURE 8. Views on protective measures situations

The respondents somewhat agreed that inhabitaptsheard enough in protective
measures situations. They also somewhat agreeththahad been a part of a situation
that resulted in protective measures where theytligt the inhabitant wasn’t heard

enough.



30. Our inhabitants benefit from discussions
on actualized protective measures

27. Actualized protective measures have to
be discussed with the inhabitants

16. | have discussed protective measures

with 'the inhabitant | am more responsible

of'

m 11 completely agree

3 | somewhat disagree m 41 completely disagree

FIGURE 9. Views on discussion on (actualized) prtive measures

M 2 | somewhat agree
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1.55

1.36

2.67

The respondents, on average, completely agreedatitatlized protective measures

have to be discussed with the inhabitants. The ageeranswer on whether the

inhabitants benefit from discussion on the issuddcbe found between “I completely

agree” and | somewhat agree”. The respondents gevenaswers, on whether they had

discussed protective measures after a situatiorrenpmtective measures were used

with the inhabitant they are more responsible doyld be found between “I somewhat

agree” and “| somewhat disagree”.
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20. Inhabitants are to be heard on matters

concerning their own protective measures
1.55

19. Our inhabitants do not benefit from
discussion on protective measures 3.09
13. Discussing protective measures with the
inhabitants influences the actualization of 2.00
them in a positive way ’

11. Our inhabitants benefit from discussion

on protective measures 1.64

0%

50 %

100 %

B 1lcompletely agree M 2I|somewhat agree

3 | somewhat disagree m 41 completely disagree

FIGURE 10. Views on participatory general discussia protective measures

The respondents average answer on whether inhebistiould be heard on matters
concerning their own protective measures couldobed between “I completely agree”
and “I somewhat agree”. The average on the resposmdanswers on whether
inhabitants benefit from discussion on protectiveasures can be found between “I
completely agree” and “I somewhat agree”. Whendgbestion was asked in a reverse
way the average was between “| somewhat agree™hodmpletely disagree”. The

average answer on whether discussing protectivesunes influences the actualization

in a positive way was “lI somewhat agree”.
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7.2.3 Carers’ professionalism, own role

14. When discussing protective measures
with the inhabitants it is challenging to

ensure their understanding 1.55

10. | feel that in our department protective
measures are not discussed enough from 2.30
the inhabitants' point of view

23. | reflect on my own actions in relation to 1.18
the inhabitants protective measures. )
12. An inhabitant's own life management is
reflected on when compiling permissions
for protective measures

1.70

28. | reflect on my own actions in relation to
the inhabitants life management

1.27

24. Our inhabitants should be supported
and guided towards life management more
than currently

1.00

18. Supporting and guiding inhabitants
towards life management is a part of our
work

1.09

0%

20% 409

60 %
80% 100 %

B 1| completely agree M2 I|somewhat agree

m 3 | somewhat disagree m41 completely disagree

FIGURE 11. Carers’ professionalism and role inititebitants’ life

The respondents, on average, completely agreedubabrting and guiding inhabitants
towards life management is a part of their worleytlalso completely agreed that it
should be done more than is done currently. Theagee answer on whether an
inhabitant’'s own life management is pondered whempiling permissions for

protective measures could be found between “I cetefyl agree” and “I somewhat
agree”.
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The respondents, on average, completely agreedhbgptreflect their own actions in
relation to the inhabitants’ life management andlair own actions in relation to the

inhabitants’ protective measures.

The average on answer on the statement ‘I feel ithatur department protective
measures are not discussed enough from the inh&bitgoint of view’ could be found

between “I somewhat agree” and “I somewhat disdgree

The average answer on "when discussing protectaasures with the inhabitants it is
challenging to ensures their understanding” cowddfdund between “I completely

agree” and “| somewhat agree”.

7.3 Problems in participation

Data on the answers to the question “What probldongou see in client participation in
decision making and implementation in relation tot@ective measures?” could be
categorized under three main categories: commuaitahhabitants’ shortcomings and

attitudes towards the necessity of participation.

7.3.1 Communication

Seven of the nine written answers included mentmiproblems in communication.
Problems in communication were shortly describedliffsculties in communication
and inhabitants’ imperfections in or lack of undangling and ability to communicate.
Problems in communication were partly seen to belase connection to protective
measure situations:
“Asukas ei ymmarra valttaméatta mitd hanelle puhuaaarsinkin, jos
tilanteessa on tunnetta — An inhabitant does nakessarily understand

what they are being said, especially if the sitoriis loaded with feeling.”

Problems in communication were also seen as reguftom not having a common
language. The lack of a common language was padbn as a shortcoming in
employees’ know-how. In order for inhabitants tdietgpart in meetings aiming at
decision making (on their protective measures) theaye to be able to understand what

is said, therefore all participants should useplanguage.
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7.3.2 Inhabitants’ shortcomings

Many of the respondents referred to the inhabitahtsrtcomings in their answers.
Shortcomings were seen as resulting from impedastiin cognitive abilities. The
respondents mentioned issues such as poor mempgfections in understanding and
processing information, lack of patience, not ustierding causality, unrealistic
expectations, difficulties in dealing with onesliiegs and passiveness.

The inhabitants’ acquired and embraced (negativejlets of action and a need for
learning new models of action were also referred to

However, the employees’ role as supporting the bithats because and despite their
shortcomings was emphasized. Problems may have teith inadequate preparation
and support in decision making situations. Onehef problems in participation was

seen in employees’ attitudes:

“Ei  haluta/kiinnosta saada asiakasta mukaan, koskaoitaja
on’viisaampi’/ tietdd paremmin — The client is notvanted to
participate/there is no interest in having them tpapate, because the

carer is "wiser”/ knows better”

7.3.3 Attitudes towards the necessity of particgrat

A few of the respondents dealt with negative alet towards the inhabitants’

participation in their answers.

“Ei valttamatta néhda tarpeellisena asukkaan osllmista, ei uskota,
ettd tasta olisi jotakin hyotyd — Inhabitants paipiation is not necessarily
seen as necessary, it's not believed that this @vbalof some use”

The inhabitants’ views were seen as being undededntheir views were not heard
and if heard passed, under minded and even ridicleere were also mentions that
protective measures are interpreted as an issysweér and that the department’s
values and models of action are not abided by iryelay life. A need for further

knowledge and adequate training on the issue aswap in one answer. Co-workers
support or lack of it was seen as a possible prolxeparticipatory practice. A need for

an improved culture in professional conversatios algao mentioned.
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7.4 How to enable participation?

Data on the answers to the question “How could bithats be included more in
decision making on and implementation of protectiveasures?” could be categorized
under three main categories: communication, foruansl a professional focused

ideology.

7.4.1 Communication

Emphasis was put on the use of plain language #ednative and augmentative

communication methods.

“Selkokielelld, niille joilla riittda kapasiteettia selostetaan mita
mahdollisuuksia on olemassa turvata asukas, kureném haastavaa
kaytosta — The inhabitants that have sufficientacaty are explained in
plain language what possibilities there are to gafed them, when

challenging behavior occurs”

In addition to plain language and the use of a#ttye and augmentative
communication methods the answers described spgakimly, double checking and
repeating issues as being helpful in communicatitn the inhabitants.

Initializing the use of alternative and augmen&ttommunication methods was seen as

partly being a matter of attitudes towards the ssitg of them.

7.4.2 Forums

Quiet conversations with a carer ‘'more in chargéhefinhabitant” and discussions in
inhabitant meetings were seen as good everydaymiorfor discussing protective
measures. Also processing discussions on actughzgdctive measures were seen as

being beneficiary for the inhabitants.

Some of the respondents stated that the inhabismsld be included in decision
making by participating in meetings that deal witle matter of protective measures.
Also, the matter of protective measures should bdressed when deriving and
updating the inhabitants’ rehabilitation plan.
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Preparing the inhabitants for participating in dem making, and especially a good
attitude climate towards preparation, was seen ragngortant starting point for

participatory practice. The inhabitants were toeneouraged, guided and enabled to
participate in dealing with their own issues andkimg thought out decisions on them.
It was suggested that participation be started froaking small scale decisions and
with time proceeded into more challenging, biggecisions. The decisions were to be
evaluated together and the inhabitant was to bengaschance to make a new decision
on the matter. The carers were to accept, thaalhaokecisions are decisions that seem
like good ones to them. The inhabitant was to bmpdimnented on successes (in

decision making).

7.4.3 Professional focused ideology

Although in many of the answers the idea that iitaabs should be told what
protective measures can be used to ensure thetysahany answers portrayed a

professional focused state of mind in decision mguki

“Ensisijaisesti suojatoimiin liittyva paatéksentelan moniammatillisen
tyoyhteison ja toteutus hoitajien tehtdva — Priradecision making on
protective measures is a task of the multi-protessi working community

and implementation a task of the carers”

A need for respecting and treating the inhabitaagsequals, as well as a want to
empower them was said to be lacking at least inespants. It was stated that learning
by living is the best way to improve participatiomodels of working should be

supportive of participation and actions should bel@ated through open and
professional conversation. The need for a clearanhaod action for working in a

participatory way was also mentioned. A need faothier knowledge and training on
practical methods of working in a participatory wayrelation to protective measures

also came up in the answers.
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8. CONCLUSIONS

It can be concluded that the prevalence of pratectieasures was in direct connection
to the inhabitants’ mental condition and how thegividually showed symptoms of

their poor mental condition. If even one individuahabitant was going through a
difficult period in their life it could affect theccurrence of protective measures
considerably. The individual traits of their bel@mvand need for protective measures
determined which protective measure were usedlardfore heavily occurred.

The number of actualized protective measures wais sedecline significantly in the
year 2011 because of the bringing into use of teahmids in monitoring a person’s
actions. This of course looks good in statisticg] Bmits the person less than before but
does not eliminate the fact that the person isustifler strict monitoring. Therefore the

basis for even this type of monitoring has to bgelleon very solid grounds.

The changes in the prevalence of certain proteamneasures could be found in
individual inhabitants need for protective measwagavell as in the models of action.
Most likely one of the biggest contributors to tteanges in prevalence is the bringing

into use of a model of action “Avekki”.

“Avekki” as a word is derived from the Finnish wardAggressio,
Vakivalta, Ennaltaehkaisy/hallinta, Kehittdminen, Koulutus and
Integraatio — Aggression, Violence, Prevention, Depieg, Training and
Integration. In addition to these words the ideglaf “Avekki” includes
the themes of working together and a sense of coitynthat are starting
points for training on the prevention of violendde “Avekki” model of
procedure is targeted towards work situations inreearganizations
where employees encounter aggressive patientsiemt€l The model of
procedure recognizes legislation on aggression aiatence, legislation
on patient care as well as legislation on work saf€entral principles in
the model of procedure are employees’ safety, gadyention, minimal
restriction and use of force as well as not inflegtany pain on the
patient/client. An aggressive person is supported laelped in controlling

their own aggression or violence. The values ofrtfuglel of procedure
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are based on generally accepted national moral sieand ethical
principles, which are guided by the ideology ofpessing dignity and
treating people in an equal way as well as treatigperson as an
individual. (Hakkarainen, Heikkinen, Hietanen, Jokmi, Lommi &
Taattola 2007:4.)

Despite the necessity of protective measures, timstant need for development and
improving current models of action has to be seea aorner stone when working with
issues that limit a person’s right to freedom aelf-determination in a way that using

protective measures does.

It can be concluded that the carers generally sawnéecessity of and accepted the use
of protective measures in furthering safety, psyahdisposition, rehabilitation and life
management. Ensuring rehabilitation and life mameege through protective measures
was not seen as appropriate as using protectiveuresato ensure safety and improving

psychic indisposition.

Protective measures influencing safety, inhabitgggchic indisposition, rehabilitation
and life management may have been seen as intedwnatters, as a person with poor
psychic indisposition is likely to result in beharithat leads to the need for ensuring
safety. Great potential for rehabilitation is mblktely not seen as a part of a person’s
life when their life situation is so chaotic. Findi an appropriate and effective
protective measure to ensure the inhabitants safetyoublesome times is likely to
affect various other aspects of their life and midegr rehabilitation possible, including

an improved possibility for life management.

The carers views on the inhabitants’ participati@re mainly limited to awareness on
the inhabitants rights to participatory working hmds and the ideology that their
participation would have a positive effect on tlotualization of protective measures
and the inhabitants’ own life management. Thesasdewever were not seen in the

everyday work of the carers.

Problems in participation were seen to be veryngfifo linked to problems in
communication. This matter could be addressed ligriof the inhabitants better

possibilities in communication by using plain laage and alternative and
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augmentative communication methods. The carers Kkmmwand attitudes on the issue

would need to be addressed as well.

The difficult nature of the client group may be amiethe main factors leading to a
paternalistic culture within Kuusela. The inhabitawere seen as having difficulties in

many areas and therefore participation was sediffecsilt and even useless.

Discussion on actualized protective measures wasnga stronger worth than other
forms of participation. Although this ideology wesite strong in the carers views, it

had not been actualized to a very great extentreith

The carers felt that as individuals their views attdudes on participatory practices are
intact. This unfortunately was not always seenhie work community let alone as
participatory working methods. It can be concludleat more systematical models of
action in participatory practices should be deritee@ensure a higher potential for the
inhabitants participation and life management antlin empowerment. Improving an
open and professional conversation culture amoagdners was seen as a corner stone
for deriving these models of action. Also the plosisy for further, adequate training
seems to be needed.

J.  Kumpuvuori in “Perusoikeuksien rajoittaminen ikgtvammapalvelujen
toteuttamisessa” - “Limiting basic rights in thealieation of services for the
intellectually disabled”) (2006:61-62) states tlathough legislation on protective
measures needs to be precise, legislation in ixsmlld not make the implementation of
protective measures adequate but also trainingesled for (possibly negative) settled
practices to be improved towards a more respectiltlre on the limiting of basic
human rights. Kumpuvuori (2006:61-61) states thraining should be offered to
professionals as well as for people with the ietglially disabled people that have to be

subjected to protective measures.

Although the carers recognized that supporting gading inhabitants towards life
management was a part of their work they felt th& should be done more than is

currently done.
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As a final conclusion it can be stated that pob#s for the inhabitants’ participation
and thus empowerment do exist but in order for thenbe actualized the matters
described above need to be addressed.

9. PROPOSALS FOR FURTHER STUDIES

The author wishes to propose that the matter ofeptive measures in working with
people with intellectual disabilities, and clierdrpcipation in this context could be
studied further.

One idea for a study would be a follow-up studyhe same setting to evaluate changes

in the carers’ attitudes, conducted in the yearotoe.

A study conducted in a different setting and/ofwatdifferent client group would offer
a reference point for these matters. Matters affggarticipation and employees’ views

could be better described by referencing the viasab

Another proposal would be to study the inhabitantsh views on their participation.
This would set high demands on the person condydttia study, as the client group is
quite unique and challenging, but would descrileeféelings of the people who most of
all are affected by these issues.



54
REFERENCES

Aadland, E., (1993%osiaali- ja terveydenhoitoalan etiikkarjginal title Etikk for helse-
og sosialarbeidarar (Ethics of the social- and hkedre field).Translation: Ruoppila-

Martinsen, M. Keuruu: Otava

Adams, R., (1996%0ocial Work and Empowermehbndon: Macmillian Press LTD

Bahtin, M. (1991) Problems of Dostoevskys poetiddinneapolis: University of
Minnesota Press

Chydenius, E. (2007Haastava kayttadytyminen ja kehitysvammaisten nteteeys
(Challenging behavior and mental health of the lletdually disabled)n (eds) Kaski,
M., Lehmusoja, M., Raisdnen, AHaasteellinen kehitysvamma-ala (Challenging
intellectual disability fieldHelsingin Diakoniaopisto

City of Helsinki. (2000)Kaupungin arvot — arvokeskustelun tyokirja tyopdieaThe
cities values — a work book for value discussiowankplaces)Helsinki

Department Kuusela (2009yvot ja toimintaperiaatteet osasto Kuuselassa (iéaland

principles of action in department Kuusela).

Department Kuusela (2009uloskortti 2010-2011 (Scorecard 2010-2011).

Forssen, T. and Virtanen, J. (2008pivaa ja huolenpitoa vaiko rangaistuksia ja
kiusantekoa (Nurture and care of or punishment &mking). Hameenlinna: Etela-

Suomen Laaninhallitus/Sosiaali- ja terveysosasto

Freire, P. (1972) (reprinted 198@edagogy of the Oppressediarmondsworth:

Penguin

Gilligan, C., (1986) Remapping the moral domain”, in ReconstructingVialdialism:
Autonomy, Individuality and the Self in Western udtd. eds. T.Heller, M. Sosna and
D. Wellbury Stanford, California: Stanford UnivegsPress

Graumann, C. (199(erspectival structure and dynamics in dialoguasvarkova, |I.
& Foppa, K. (edsThe dynamics of dialogukondon: Harvester Wheatsheaf, 105-126



55
Hannula, A. (2000Yiedostaminen ja muutos Paulo Freiren ajattelussstemaattinen
analyysi Sorrettujen pedagogiikasta (Being awareanfl change in Paulo Freire’s
thinking. A systematical analysis of the Pedagodythe Oppressed)Helsingin

yliopiston kasvatustieteiden laitoksen tutkimuksia.

Hakkarainen, K., Heikkinen, A., Hietanen, A., Jokmi, K., Lommi, R. and Taattola,
S., (2007)Avekki-toimintatapamalli — Oppilaan kasikirja (Aek model of procedure
— A student’s handbooluopio: Savonia Ammattikorkeakoulu (Savonia Univigref

Applied Sciences)

Harding, S., (1982)s Gender a Variable in Conceptions of Rationaliy”Survey of
IssuesDialectica, 36/2:225-42

Harding, S., (1987)he Curious Coincidence of Feminine and African aites in
Kittay and Meyers (1987)

Harjula, M., Hiltunen, R., Kari-Koskinen, A., Poiken, T. and Raunetvuo-Penttilg, O.
(2009) Suojatoimenpiteiden ohjeistus kehitysvammaistetyighuollossa (Instructions

on protective measures in special wellfare foritttellectually disabled) Helsinki

Heikkila, T. (2002)Tilastollinen tutkimus (Statistical researddglsinki:Edita

Heikkila-Laakso, K. and Heikkila, J. (1997phnovatiivissuutta etsimessa: irtiotto
keskinkertaisuudesta (In search for innovativenktting loose of mediocrity)Turku:
Turun opettajankoulutuslaitos

Hirsijarvi, S., Remes, P. and Sajavaara, P. (200%Wi ja kirjoita (Research and Write).

Helsinki: Tammi

Hamalainen, J. and Niemeld, P. (19%8siaalialan etiikka (Ethics in the social field).
Helsinki: WSOY.

Juujarvi, S., Myyry, L., Pesso, K. (2002gttinen herkkyys ammatillisessa toiminnassa

(Ethical sensitivity in professional actionsgjelsinki: Tammi

Jarvikoski, A. (1994) Vajaakuntoisuudesta eldmanhallintaan? Kuntoutuksen
viitekehysten ja toimintamallien tarkastelu (Fromarfally operational to life

managementHelsinki: Kuntoutussaatio



56
Kaski, M., Manninen, A., Moélsa, P. and Pihko, H.0QB) Kehitysvammaisuus
(Intellectual disability) WSOY

Kaukola, J., (2000Kohti taytta elamaa, tutkimus kehitysvammaisistaigista oman
asiansa ajajina (Towards a full life, a study ornteifectually disabled people as
advocates on their own issuesampere: Tammer Paino Oy

Kirby, S., and McKenna, K. (198%xperience, Research, Social Change: Methods

from the marginsToronto: Garamond

Kittay, E. and Meyers D. (198AVomen and Moral TheonSavage: Rowman and
Littlefield

Koskentausta, T. (2006Kehitysvammaisten mielenterveyshairiot - mita &dsit ja
miten hoidetaan (Mental health disorders in theelleictually disabled - what is looked

for and how to take care ofpuodecim

Krippendorff, K. (1980) Contenr Analysis: An Introduction to its methodglog

Newbury Park, California: Sage

Kumpuvuori, J. (2006) Perusoikeuksien rajoittaminen kehitysvammapalveluje
toteuttamisessa (Limiting basic rights in the reation of services for the intellectually
disabled). Helsinki: Sosiaali- ja terveysministerio (Ministrgf Social Affairs and
Health)

Kymlicka, W., (1990)Contemporary Political Philosophy, An Introductio®xford:

Clarendon Press

Laki kehitysvammaisten erityishuollosta (Law oncggdewelfare for the intellectually
disabled)23.6.1977/519

Launonen, L. and Puolimatka, T. (20@)siaalipedagogiikan ihmiskasitykset ja etiikka

(Idea of man and ethics in socialpedagogi&s)opio: Kopijyva

Lehtovaara, J. (199@ialogissa - kokonaisena ihmisend avoimessa yhssgdiseen
(In dialog- as a full person in an open connectionanother).In Lehtovaara, J. &

Jaatinen, R. (ed$)ialogissa — ihmisena ihmisyhteistssa Osa 2 (Ifodia- as a person



57
in a community of people Part 2).Tampere: Tampereen yliopiston

opettajankoulutuslaitoksen julkaisuja A 8, 29-55

Lofland, J. and Lofland L.H. (199%nalyzing Social Settings: A Guide to Qualitative

Observation and Analysis'“3edition.Belmont, California: Wadsworth

Luckmann, T. (1990f%ocial communication, dialogue and conversationMarkova 1.

& Foppa K. (eds)he dynamics of dialogueondon: Harvester Wheatsheaf, 45-61

Markova, I. (1990)Introduction. In Markova I. & Foppa K. (edsThe dynamics of

dialogue.London: Harvester Wheatsheaf, 4

Ministry of Social Affaris and Health. (2006)Valtioneuvoston selonteko
vammaispolitiikasta (A Statecouncil’s report onattigitypolicy). Helsinki: Ministry of
Social Affairs and Health

Montonen, T. and Savila, M. (2006§ehitysvammasten mielenterveysongelmat on
kKimuranttei juttui, Henkildkunnan nakemyksia ketugmmaisten henkildiden
mielenterveyshairidista Rauman asuntoloista (Menmbblems in people with
intellectual disablites are complex, Staffs’ viewmss intellectually disabled people’s
mental problems in rooming houses in Raum#&ori: Diakonia University of Applied

sciences.

Moss, S. (1999Assessment: conceptual issuds.Bouras, N. (edPsychiatric and
behavioral disorders in developmental disabilitiaed mental retardationl8-37.

Cambridge: University Press

Ojanen, M. and Seppalda, H. (200BSYTO - psykososiaalisen toimintakyvyn
arviointiasteikko (PSYTO — an evaluation scale fieychosocial ability to function)

Helsinki: Kehitysvammaliitto

Pietarinen, J. (1998jsemaaraaminen ja itsemaaraamisoikeus (Self-detertnon and
the right to self-determination)n Oikeus itsemaaraamiseen (The right to self-
determination)Edita, 15-47

Raunio, K. (20040lennainen sosiaalitydossa (The essential in soemlk). Tampere:

Tammer-paino



58

Robson, C., (200Z2Real World Research, Second EditiBiackwell Publishing

Seppala, H., (1997Yaikuttavat viestit — Opas kehitysvammaisten mietgayden ja
kayttaytymisen arviointiin (Influential message# guide for evaluating mental health

and behavior of people with intellectual disabd#)Helsinki: Kehitysvammaliitto

Seppéld, H., (1998polmut Auki — Kehitysvammaisten mielenterveyspa2d00-
luvulla (Opening knots — Mental health servicesgeople with intellectual disablilities
in the 2000°s).Helsinki: Kehitysvammaliitto

Siitonen, J., (1999Yoimaantumisteorian perusteiden hahmottelua (Skegctne basis

of empowerment theoryQulu: Oulun opettajankoulutuslaitos

Social board of Helsinki (200¥lelsingin Sosiaaliviraston Palvelustrategia (Seevic
Strategy of the Social Services department of itheot Helsinki).

City of Helsinki Social Services Departmefsasto Kuusela (Department Kuusela)
Updated 4.1.2011 Internet Document.
http://www.hel.fi/hki/sosv/fi/kehitysvammaisten_palut/laitospalvelut/sofianlehto/kuu
sela Read 1.2.2011

Sundin, M., (2003)ievasti kehitysvammaisiksi diagnosoitujen hen#tédi adaptiivinen
kayttaytymien ja psykoottiset oireet (Adaptive etraand psychotic symptoms of

people diagnosed as mildly intellectually disabléthnkalampi Saatio
Tronto, J. (1987Beyond Gender Difference to a Theory of C&igns 12/4:644-63

Valli, R., (2001) Johdatus tilastolliseen tutkimukseen (Introductitm statistical
research)Jyvéaskyla: PS-Kustannus

Verneri.net, kehitysvamma-alan verkkopalvelu (Vernet, a web based service of the
intellectual disability field)Mita kehitysvammaisuus on? (What is Leraning digsB)
Internet document hkttp://verneri.net/yleis/tietopankki/mita-kehitysuanaisuus-
on.htmb Read 5.2010.




59
WHO, World Health Organisation, (200Tpternational Statistical Classification of
Diseases and Related Health Problems.

Wilson, L. (1988)ls a “Feminine” Ethic Enough?Atlantis 13/2:15-23.

Other Sources
Lampinen, R., (2010) Value forum of disability warkHelsinki

Kari-Koskinen, A. (2010)Suojatoimet Helsingin kaupungin kehitysvammahusélos
(Protective measures in intellectual disability faet in the city of Helsinki)Seminar

on protective measures in Helsinki.

Uotinen, S., (2010) Asiakkaan itsemaaraamisoikeus (Client's right tolf-se

determination)Seminar on protective measures in Helsinki.



Appendix 1(6)
Heil

Seuraava kysely liittyy opinnaytetyohoni. Palaugatlsen lokerooni mahdollisimman
pian.

Kovasti kiittda han, Aino

Vastaa kysymyksiin seuraavan asteikon mukaisesti
1 Taysin samaa mielta

Jokseenkin samaa mielta

Jokseenkin eri mielta

Taysin eri mielta

o A~ WD

En osaa sanoa/vastata

1. Suojatoimet ovat valttamattomia yksikbssamme tlistalden kannalta.

2. Suojatoimet ovat valttamattomia yksikossamme psipgik huonovointisuuden

lievittamisen kannalta.

3. Suojatoimet ovat valttaméattomia yksikdssdmme asdkkakuntoutumisen ja

oman elaméan hallinnan kannalta.

5. Suojatoimia tulee kayttad enemmdan psyykkisen huoingguuden

lievittamiseksi.
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6. Suojatoimia tulee kayttdd enemman asukkaiden ktumusen ja oman eldméan

hallinnan takaamiseksi.

8. Suojatoimilla  voidaan saada aikaan hyvia tuloksiasyypgkisen

huonovointisuuden lievittamiseksi.

9. Suojatoimilla voidaan saada aikaan hyvia tuloksiat&utumisen ja oman

elaméan hallinnan kannalta.

10.Osastollamme ei mielestani keskustella tarpeeksjatpimista asukkaan
kannalta.

12.Suojatoimilupia laadittaessa asiaa pohditaan aswkkenan elaman hallinnan

kannalta.
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13.Suojatoimista keskustelu asukkaiden kanssa vaikutidden toteutumiseen

positiivisesti.

14. Asukkaiden kanssa suojatoimista keskusteltaessaayryksen varmistaminen

on haastavaa.

16.0Olen keskustellut suojatoimista "vastuuhoidettaV&anssa suojatoimitilanteen

jalkeen.

18. Asukkaiden kannustaminen ja ohjaaminen oman elahdihintaan on osa

tyotamme.

19.Asukkaamme eivat hyody siitd, ettda heiddn kanssdaskustellaan

suojatoimista.
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20. Asukasta tulee kuulla omiin suojatoimiin liittyviésasioissa.

1 2 3 4 0

21.Suojatoimista keskustelu asukkaiden kanssa vaikutiéden toteuttamiseen
ennaltaehkaisevasti.
1 2 3 4 0

24.Asukkaitamme tulee kannustaa ja ohjata nykyistamem@& oman elaman

hallintaan.

25.Suojatoimilla voidaan saada aikaan hyvid tuloksmaaon elaman hallinnan
kannalta.
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28.Pohdin omaa toimintaani asukkaiden oman elamamtaah liittyen.

29.0len ollut mukana suojatoimeen johtaneessa tilastegssa koin, ettei asukas

tullut kuulluksi tarpeeksi.

30. Asukkaamme hyotyvat siita, ettd heidan kanssaarmdéiy lapi toteutuneita

suojatoimia.

31.Asukkaidemme osallisuudella omien suojatoimilupgenaadintaan ei saada

aikaan hyvia tuloksia oman elaman hallinnan kaanalt
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Seuraaviin kysymyksiin toivon kirjallista vastaustoit kirjoittaa vastauksesi myds
koneella ja liittaa ne tahan.

1. Millaisia ongelmia ndet asukkaiden osallisuudessajagoimiin liittyvaan

paatoksentekoon ja toteutukseen?

2. Miten asukkaita saataisiin enemman osallisiksi atodaniin  liittyvaan

paatoksentekoon ja toteutukseen?




