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ABSTRACT 

Background: Adults with mild ID have low physical activity levels and high levels of overweight and obesity. 

Professional caregivers play a significant role supporting these adults with decision making and planning of 

healthy behaviour. However, promising BCTs are rarely used by professional caregivers. Training could be an 

important step to support professional caregivers to use BCT’s in clinical practice.  

Aim: This study aims to develop and pilot-test a theory-driven lifestyle training in the behaviour change technique 

(BCT) “Action planning” for professional caregivers supporting adults with mild ID.  

Methods: A training including two training sessions for professional caregivers was developed regarding the BCT 

“Action planning”, using problem based learning (PBL) theory. The training design was evaluated, whereas 

competence, readiness to use “Action planning” and barriers and facilitators to use the BCT were measured 

before the start, between the training sessions and after completing the training, using questionnaires. Results 

were analysed with descriptive statistics and multilevel analyses. Facilitators and barriers were categorized by 

the COM-B model.  

Results: Participants were satisfied about the two training sessions and the training in its entirety. Self-reported 

competence, and readiness to use “Action planning” were increased significantly (p<0.05) after finishing the 

training. Facilitators and barriers in the category ‘Opportunity’ were mentioned the most, compared to the 

categories ‘Motivation’ and ‘Capacity’.   

Conclusion: Training in the BCT “Action planning” may support professional caregivers in the use of BCT’s and 

their readiness to plan lifestyle behaviour actions. 
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1 | INTRODUCTION 

In general, adults with intellectual disabilities (ID) have low physical activity levels (Dairo, Collett, Dawes, & 

Oskrochi, 2016; Hilgenkamp, Reis, van Wijck, & Evenhuis, 2012; Sundahl, Zetterberg, Wester, Rehn, & Blomqvist, 

2016; Waninge et al., 2013) and demonstrate high levels of overweight and obesity (Hsieh, Rimmer, & Heller, 

2013; Melville, Hamilton, Hankey, Miller, & Boyle, 2007; Robertson, Emerson, Baines, & Hatton, 2014). 

Therefore, it is of utmost importance to support this group in moving towards a positive and healthy lifestyle. 

So far, adapted lifestyle change interventions for adults with ID seem to lack evidence for effectiveness (Willems 

et al., 2018). This effectiveness may be improved using behaviour change techniques (BCTs). In previous studies, 

BCTs used were not explicitly recognized or labelled as such (Willems, Hilgenkamp, Havik, Waninge, & Melville, 

2017), and combinations of different BCTs were used, which makes it difficult to study the effectiveness of the 

use of individual BCTs (Willems et al., 2018).   

Professional caregivers play a significant role supporting adults with mild ID with decision making and planning 

of healthy behaviour (Ptomey et al., 2018; Spanos et al., 2013). Therefore, professional caregivers should be able 

to use suitable BCTs in their practice. Although professional caregivers have significant training needs for 

promoting a healthy lifestyle in adults with ID (Melville et al., 2009), health promotion programs do not promote 

their knowledge and competences effectively and the evaluation of health promotion programs is crucial 

(O’Connor-Fleming et al., 2006). In addition, improvement of training and support for caregivers to support adults 

with ID more effectively has been recommended (Ptomey et al., 2018). Training of professional caregivers in 

knowledge and skills about lifestyle behaviour of adults with mild ID could thus be useful to improve the lifestyle 

of adults with mild ID. 

According to earlier research, professional caregivers considered 24 BCTs to be suitable in supporting lifestyle 

change for adults with mild ID (Willems, Waninge, De Jong, Hilgenkamp, & van der Schans, 2019a). The BCTs 

considered most suitable were: “Barrier identification/problem solving”, “Set graded tasks”, “Reward effort 

towards behaviour” and “Motivational interviewing and action planning” (Willems et al., 2019a). In addition, an 

observational study showed that professional caregivers did use BCTs to change lifestyle behaviour of adults with 

mild ID (Willems et al., 2019b). However, comparing the most suitable BCTs with the BCTs used in clinical practice, 

professional caregivers did not often use BCTs that were considered as most suitable (Willems et al., 2019b). 

These findings indicate that although using BCTs might be suitable in changing lifestyle for adults with mild ID, 

most promising BCTs were rarely used by professional caregivers. 

One of the most potentially suitable BCTs is called “Action planning” and is defined as ‘detailed planning of what 

the person will do including, as a minimum, when, in which situation and/or where to act’ (Michie et al., 2011). 

Training in this BCT could be an important step to support professional caregivers in clinical practice. This study 

aims to develop and pilot-test a theory-driven training in the BCT “Action planning” for professional caregivers 

supporting adults with mild ID. 
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2 | METHODS 

2.1 | Design 

Based on previous research of suitable BCTs in adults with mild ID, a promising BCT called ‘“Action planning” was 

selected to be the focus of a training for professional caregivers supporting adults with mild ID. A (multiple) case 

study design was used. A training program was developed in cooperation with researchers and education 

specialists working in the field of education for professional caregivers. The training program was reviewed by a 

professional caregiver working with adults with mild ID. 

To evaluate the training program, an online questionnaire was completed three times by participants: at baseline 

(one month before the first training session), one month after the first training session and one month after the 

second training session). In addition, participants were asked to evaluate 1) the training sessions and 2) training 

components.   

2.2 | Participants 

2.2.1 | Criteria for participants 

Participants (N=11) were Dutch professional caregivers working in one team with adults with mild ID. The 

professional caregivers were working as a team on one community-based living facility supporting adults with 

mild ID.  

Inclusion criteria were: 

- Professional caregivers; 

- Supporting adults with mild ID (>18 years) in daily living; 

- Minimum of 6 months of working experience in the field of supporting persons with mild ID; 

- ≥18 years; 

- Working in a community-based living facility for adults with mild ID; 

- Interested in support in promoting a healthy lifestyle in adults with mild ID. 

Exclusion criteria were: 

- Professional caregivers leaving the organization during training period; 

- Professional caregivers becoming long-term ill during training period; 

- Students, working as interns. 

Participants were approached through a consortium of Dutch ID care provider organisations. One of these 

organisations invited professional caregivers of one residential care facility to participate in the training program. 

Written informed consent was obtained from the participants. 
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2.3 | Development of the training 

The training aimed to support professional caregivers in changing lifestyle behaviour of adults with mild ID. Since 

professional caregivers did not often use the BCT “Action planning” in clinical practice, the training focussed on 

increasing competences for using the BCT as well as participants’ readiness to use it. To give participants more 

insight why they did or did not use the BCT, facilitators and barriers were also part of the training content. 

2.3.1 | Theoretical basis  

The training was developed using a learning theory, called problem based learning (PBL). Central in PBL is the 

focus on specific and concrete problems and have a relationship to prior knowledge of the learner to start the 

learning process. It has been applied to various disciplines of postsecondary education (Gijbels, Dochy, Van den 

Bossche, & Segers, 2005). However, there is a wide variety in definitions of PBL (Chen, Cowdroy, Kingsland, & 

Ostwald, 1995). According to Barrows (1996), there are six core principles: 

1) Learning is student-centred; 

2) Learning occurs in small student groups; 

3) A tutor is present as a facilitator or guide; 

4) Authentic problems are presented at the beginning of the learning sequence, before any 

preparation or study has occurred; 

5) The problems encountered are used as tools to achieve the required knowledge and the problem-

solving skills necessary to eventually solve the problems;  

6) New information is acquired through self-directed learning (Gijbels et al., 2005). 

Although there is debate about the effectiveness of PBL compared to traditional teaching strategies, PBL was 

found to be effective to increase understanding of principles that link concepts to each other (Gijbels et al., 2005), 

as well as for long-term retention, skill development and satisfaction (Strobel & van Barneveld, 2009).  

2.3.2 | Content and delivery  

The training consisted of two training sessions of 2.5 hours and was practically oriented: during the training 

professional caregivers practiced their skills, and used knowledge by case discussion and role playing. The training 

was offered in a group-wise manner, since PBL assumes that one is dependent from others to achieve new 

knowledge using real-life cases. Thereby, co-creation was intended whereas colleagues collaborate to share their 

explicit knowledge and reveal their implicit knowledge in a collective process to create knew knowledge (Ehlen, 

Van der Klink, Stoffers, & Boshuizen, 2017). Social aspects such as trust and a positive team spirit were important 

to stimulate knowledge development in a collective way (Ehlen et al., 2017). The role of the trainer was of 

supportive nature, stimulating participants to use each other’s knowledge and skills and helping to deepen the 

content of the brain storming and group discussions. 

Using PBL, the first training session was designed to start with a brainstorm and a real-life case (problem 

description). All participants had to prepare a case on forehand and these cases were merged into one case using 
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central themes from the participants’ cases. This central case was discussed during the training. Afterwards, a 

minimal amount of theory about behaviour change in relation to adults with mild ID was provided, using video 

images and brainstorming. According to PBL, self-directed learning was stimulated using role playing to acquire 

knowledge and problem-solving skills necessary. The first training session was ended with reflection by 

participants on their own learning process. 

During the second training session, first an evaluation and reflection took place about the use of the BCT by 

participants in the time between the two training sessions. Again, a form of role-playing was used to gain practical 

skills, called the fish-bowl technique (Seaman, & Fellenz, 1989). Using this technique, two participants played 

roles, two participants stood stand-by to take over a role when necessary and the other participants were 

observers giving feedback afterwards. The fish-bowl role playing was used only during the second training 

session. 

2.3.3 | Review of the training program by professional caregiver  

After developing the training program, the design of the training sessions was then discussed with a professional 

caregiver working with adults with mild ID. The following topics were discussed:  

1) Whether the training was appropriate for the interests, knowledge and learning strategies of the 

intended participants; 

2) If and in which way the training could be improved to support professional caregivers with the 

intended behaviour;  

3) Practical issues, such as time span and frequency of the training, potential breaks and location of 

the training.  

The most important adaptation based on this step in the design process was the integration of more examples 

in the training, in particular in the theoretical part of the training. Also, the theory section was divided by breaks 

to discuss what participants had learned, to increase opportunities to process the information. Last, observation 

was added during the role playing in the first training session; two participants performed role playing and a third 

participant observed the role playing. 

2.4 | Training evaluation and outcome measures  

The information from the baseline measures was used to tailor the training to the needs of the professional 

caregivers and as baseline information. The second training session served as a follow-up training as well as an 

evaluation moment. The follow-up consisted of repetition of knowledge and collecting knew knowledge of the 

BCT as well as any questions from participants. During the evaluation, barriers and facilitators for the use of the 

BCT were defined and solved where possible. When participants needed more training, a third training session 

was offered.  

To evaluate the training design, participants were asked to evaluate 1) the training sessions and 2) training 

components: 
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1) Training sessions. Participants had to give the training sessions a report mark. These scores ranged from 

1-10 with 1 as the lowest score and 10 as the highest score, using the same range of scores as school report 

scores do in the Netherlands. After the second training, participants were also asked to score the training as a 

total, using a score range from 1-10. In both questionnaires, participants were also asked whether the time of 

training was in proportion with the gaining and the theory in proportion with practice during the training 

sessions. Also, the frequency of training sessions as well as the duration of training sessions (score 0 too short, 

score 5 too long) and time between training sessions was evaluated (score 0 too little time, score 5 too much 

time). Participants could mention whether they would recommend the training to others (score 0 not 

recommending the training, score 5 recommending the training). 

2) Training components. During the training sessions, several training methods were used, including: 

brainstorming, theory, video material, case discussion and roleplaying. These training components were 

evaluated in the online questionnaire, whereas participants could score each component on a visual-analogic 

scale (VAS), using scores from 0 (does not agree with the statement) to 5 (does agree with the statement). 

Next to the evaluation of the training design, the following outcomes were measured:  

1) Competence. Since there are a lot of different definitions of competence (Deardorff, 2006), the 

definition used in Dutch clinical practice describing competences of professional caregivers of persons with ID 

was utilized (Vereniging Gehandicaptenzorg Nederland, 2015), whereas competence included skills, knowledge, 

and attitude towards supporting lifestyle behaviour. Competence of professional caregivers was measured 

through self-report using (online) questionnaires. A feasible questionnaire was used to measure competence, 

called the Attitude of Direct Support Persons- Health Enhancing Physical Activity (ASDP-HEPA) (Steenbergen et 

al., 2019). This questionnaire included 6 questions to measure the attitude towards Health Enhancing Physical 

Activity (HEPA). The questions were slightly adjusted to the use of the BCT “Action planning”, instead of physical 

activity. Two questions were added to measure skills and knowledge towards “Action planning” specifically. 

Participants reported on a visual-analogic scale (VAS) their self-experienced knowledge, attitude and skills. See 

the Appendix for the questionnaire. 

2) Readiness to use the BCT. The readiness of participants to use the BCT was measured using the five 

stages of change from the transtheoretical model (Prochaska & Velicer, 1997), including pre-contemplation, 

contemplation, preparation, action and maintenance. Participants answered if they already used the BCT for a 

longer period (maintenance phase), for only a short period (action phase), or not used the BCT but willing to do 

so in the near future (preparation phase) or later on (contemplation phase) or not willing to use the BCT (pre-

contemplation phase). The scores ranged from 0-4, whereas a score 0 meant that the participant did not use the 

BCT “Action planning” at all and was not planning to use it in the future. A score 4 meant that the participant 

already used the BCT for a longer period (over 6 months). 

3) Barriers and facilitators to use the BCT. Participants were asked why they did or did not used the BCT 

and what factors would support and withhold them to use the BCT for adults with mild ID. Barriers and facilitators 
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were measured by self-report. Using open ended questions, participants could mention factors that helped them 

to use “Action planning” as well as factors that impedes the use of “Action planning”. 

2.5 | Data analysis 

To investigate whether the training had any effect on self-reported competence and readiness for BCT usage, a 

mixed model analysis (Pinheiro, & Bates, 2000) was undertaken on the sum score of items for self-reported 

competence, as well as on readiness for BCT usage. In the mixed model, a random intercept was specified for 

each participant and fixed effects for the time effects. The latter corresponds with the differences in means 

between time points. The statistical analyses were performed using the Statistical Package for Social Studies 

(SPSS) version 22 for Windows with respect to descriptive statistics, and the statistical programming language R 

version 3.4.0 (R Core Team, 2017) for the mixed models. Data of the training evaluation were described using 

descriptive statistics. 

Facilitators and barriers were analysed qualitatively in a deductive way, using the COM-B system (Michie, Van 

Stralen, & West, 2011) by the first author (MW). This system is based on the Theoretical Domains Framework 

(Cane, O’Connor, & Michie, 2012), and consists of the components Capability (C), Opportunity (O), and 

Motivation (M), and Behaviour (B) (see Figure 1). Capability is defined as ‘the individual’s psychological and 

physical capacity to engage in the activity concerned. It includes having the necessary knowledge and skills’. 

Motivation is defined as ‘all those brain processes that energize and direct behaviour, not just goals and 

conscious decision-making. It includes habitual processes, emotional responding, as well as analytical decision-

making’. Opportunity is defined as ‘all the factors that lie outside the individual that make the behaviour possible 

or prompt it’ (Michie, Van Stralen, & West, 2011). These components together generate behaviour, and 

behaviour influences the three components of the system as well. The sum of all facilitators and barriers was 

counted, as well as the sum of all unique answers, using the central theme(s) of each mentioned facilitator and 

barrier, whereas comparable answers were counted as one. Coding was checked for agreement by the last author 

(AW) and disagreement was solved by consensus discussion.  
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Figure 1 Overview of the relation between the Theoretical Domains Framework and the COM-B system (Bossink, Van der 

Putten, & Vlaskamp, 2019). 

3. | RESULTS 

3.1 | General results 

A total of 11 participants was included in the study. Their mean (SD) age was 37 (7.5) years and 73% was female. 

All participants (N=11) joined the first training session, two participants did not attend the second training 

session, due to illness and holidays. All participants (N=11) completed all three questionnaires. 

3.2 | Evaluation of the training 

The training had a mean (SD) score of 7.4 (0.5), one participant did not score the training. Participants evaluated 

the first training session with a mean (SD) score of 7.7 (0.5). For the scores on the second training session, data 

were missing for two participants since they missed the second training session. The second training session was 

given a mean (SD) score of 7.4 (0.5). See also Table 1 for evaluation scores of the training sessions. 

Table 1 Mean (SD) scores for evaluation of the training sessions 

 Training session 1 Training session 2 Total training 

Theory-practice ratio 3.7 (0.6) 3.4 (0.9) 3.5 (0.5) 

Time investment-gaining ratio 3.7 (0.9) 3.6 (0.9) 3.5 (0.8) 

Report score 7.7 (0.5) 7.4 (0.5) 7.5 (0.5) 
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Table 2 gives an overview of the evaluation of the total training. The higher the mean score, the more satisfied 

the participants were about the evaluation subject. There were no missing data. Recommendation of the training 

had the highest mean (SD) score of 3.4 (0.9) and the number of training sessions had the lowest mean (SD) score 

of 2.4 (0.9). 

Table 2 Mean scores (SD) for evaluation of the training 

 Scores for the total training  

(range 0 (does not agree) to 5 (does agree) 

Would recommend the training to others 3.4 (0.9) 

Agrees with number of training sessions 2.4 (0.9) 

Agrees with duration of training sessions 2.5 (0.9) 

Agrees with time between training sessions 2.7 (0.6) 

After training 1 (T1) and after training 2 (T2) the individual training components were scored by participants (n=2 

missing data for T2). For the first training session, the Brainstorm (Mean 3.7, SD 0.8) and Case discussion (Mean 

3.7, SD 0.9) scored the highest mean score. For the second training session, the Brainstorm (Mean 3.9, SD 0.6) 

and Case discussion (Mean 3.9, SD 0.6) as well as the Fish-bowl role playing (Mean 3.9, SD 0.8) scored the highest 

mean score. See Table 3 for an overview of scores on the training session components. 

Table 3 Mean scores (SD) of the evaluation of training session components (range 0 (not good) – 5 (very good)) 

 Training session 1 Training session 2 

Brainstorming 3.7 (0.8) 3.9 (0.6) 

Theory  3.5 (0.8) 3.2 (0.7) 

Video material  3.6 (0.9) 3.2 (1.7) 

Case discussion 3.7 (0.9) 3.9 (0.6) 

Role playing 3.4 (1.2) - 

Role playing: fish-bowl technique - 3.9 (0.8) 

3.3 | Competence to use the BCT “Action Planning” 

Total self-reported competence to use the BCT “Action Planning” increased significantly after finishing the 

training (T2), t(20)=3.794, p<0.01, Estimated effect 4.2727, SE 1.1262. No significant effect was found when 

comparing the total score before the first training session (T0) with the total score after the first training (T1), 

t(20)=0.726, p>0.05, Estimate 0.8182, SE 1.1262, see also Table 4. 

Table 4 Mean (SD) scores for self-reported competence and readiness to use “Action planning” 

Item T0 T1 T2 

Total score of self-reported competence 26.7 (4.8) 27.5 (5.1) 31.0 (4.0)* 

Readiness to use “Action planning” 2.5 (1.2) 3.7 (0.5)* 3.7 (0.5)* 

*significant increase compared to mean score at T0, p<0.05 
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3.4 | Readiness to use the BCT “Action planning” 

Self-reported readiness to use the BCT “Action planning” increased significantly after finishing the training (T2), 

t(20)=3.968 p<0.01, Estimate 1.1818, SE 0.2978. A significant increase was also found after the first training 

session (T1), t(20)=3.968 p<0.01, Estimate 1.1818, SE 0.2978, see also Table 4. 

3.5 | Facilitators 

Facilitators regarding all factors from the COM-B system were mentioned by participants, whereas ‘opportunity 

facilitators’ were referred to mostly. Examples of opportunity facilitators were ‘clear and joint agreements’ and 

‘time and resources’. ‘Practical tips and tricks’ was an example of a capability facilitator. A motivational facilitator 

was about reinforcement of using the BCT “Action planning” for the participant and the adults with mild ID. 

Besides the COM-B categories, a category client characteristics was also used to categorize facilitators as well, 

for example ‘the attitude of the adults with mild ID about a healthy lifestyle and planning in daily living’. See 

Table 5 for an overview of categorized facilitators. For each category of facilitators some answers were 

comparable, resulting in differences between the total sum of facilitators and the sum of unique facilitators. 

3.6 | Barriers 

Barriers from all three COM-B categories were mentioned, opportunity barriers (n=17) were mentioned mostly, 

and capability barriers (n=4) were mentioned less. Examples of opportunity barriers were: ‘a lack of consensus 

among team members towards “Action planning” and a healthy lifestyle’ and ‘a lack of time’. Examples of 

motivational barriers (n=8) were: ‘beliefs about their own professional role’ and ‘believes about their own 

responsibility’. An example of a capability barrier was ‘a lack of knowledge and skills to plan action’. Client 

characteristics were mentioned in addition to barriers from the categories of the COM-B system, for example 

‘the intrinsic motivation of the adults with mild ID’. For each category of barriers some answers were comparable, 

resulting in differences between the total sum of barriers and the sum of unique barriers. 

Table 5 Facilitators and barriers about usage of the BCT “Action planning” categorized using the COM-B system 

* Client characteristics are not a part of the original COM-B system but are added to enable coding of all data. 

4. | DISCUSSION 

This study showed a significant increase in readiness to use “Action Planning” by professional caregivers after 

the lifestyle training provided. Professional caregivers also experienced significantly more competence towards 

the usage of “Action planning”. Facilitators and barriers from all three categories of the COM-B model (capability, 

 
Total sum of facilitators Sum of unique facilitators Total sum of barriers Sum of 

unique 
barriers 

Capability 8 4 4 2 
Opportunity 17 4 17 4 
Motivation 2 2 7 2 
Client characteristics* 1 1 9 3 
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opportunity, and motivation) were mentioned. Opportunity facilitators (e.g. approach shared by the entire team) 

and opportunity barriers (e.g. not enough time) were mentioned the most. Participants were satisfied about the 

two training sessions and the training in its entirety. 

4.1 | Discussion of main findings 

This study was, as far as we know, the first one whereby the use of a single BCT was trained and evaluated. This 

is an innovative way of training since previous studies did not recognize and labelled BCTs used explicitly and 

often lacked a theoretical base for the intervention researched (Willems et al., 2017). It is therefore important 

for changing lifestyle behaviour to set small steps towards healthier lifestyle behaviour which can be measured 

and evaluated in an unambiguous way. For future research, this training concept could be used also to train 

professional caregivers in other promising BCTs to improve lifestyle behaviour of adults with mild ID. 

Since “Action planning” was a promising BCT (Willems et al., 2019) but not used much in clinical practice (Willems 

et al., 2019b), we chose this BCT as a focus of supporting  professional caregivers. However, the use of a single 

BCT needs to be reviewed in relation to other BCTs. For example: “Action planning” could be related to the BCT 

“goal setting (of behaviour)”, since one has to know which action has to be planned before it can be planned. So 

in clinical practice, a single BCT might not always be used separately. For future training of professional 

caregivers, this is useful to keep in mind. Thereby, future research could examine which BCTs are (inter)related 

to each other, in which ways, and how they can be combined in clinical practice to support lifestyle behaviour of 

adults with mild ID. 

After finishing the training, professional caregivers felt more competent to plan lifestyle behaviour actions with 

the adults with mild ID they supported. This is a promising finding, since competence is an important prerequisite 

for performance (Rethans et al., 2002) which implicate that the training studied could influence the usage of the 

BCT “Action planning”. This was supported by the significant increase of readiness to use the BCT, as reported by 

professional caregivers. Since “Action planning” was rarely used by professional caregivers (Willems et al., 2019b) 

but was found to be a promising BCT for changing lifestyle in adults with mild ID (Willems et al., 2019a), this 

training could contribute to increased use of this BCT and thus to improved lifestyle behaviour of adults with mild 

ID. As this study did not investigate the training effects on the actual use of “Action planning” by professional 

caregiver, this is a recommendation for future research. 

Professional caregivers described facilitators and barriers from all three categories of the COM-B system 

(capability, opportunity and motivation). This is in line with a previous study about physical activity support for 

adults with ID (Bossink, Van der Putten, & Vlaskamp, 2019). Most facilitators and barriers could be classified 

under opportunity. This might implicate that the usage of the BCT can be increased mostly by enabling 

opportunities for professional caregivers to plan lifestyle behaviour actions, such as more time and resources to 

plan lifestyle behaviour actions and clear and joint agreements in a team of professional caregivers. A category 

called client characteristics was added to the original COM-B system, since professional caregivers mentioned 

facilitators and barriers that could not be categorized und the COM-B categories and related to specific 

characteristics of the individuals with ID. This new category was used earlier (Bossink et al., 2019) but included 
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mostly barriers. It can be discussed whether resistance and motivation of adults with mild ID was a client 

characteristic or that it was also the role of a professional caregiver to influence the motivation of an adult with 

ID towards healthy lifestyle behaviour. It might be a combination of client responsibility towards their own 

behaviour as well as the role of a professional caregiver to support a client towards healthy lifestyle behaviour. 

4.2 | Strengths and limitations 

A major strength of this study was that a theory-driven BCT was used to train professional caregivers supporting 

lifestyle behaviour of adults with mild ID. This is the first study using a design of training a single BCT for 

supporting of professional caregivers. The training format was also based on theory, using the problem-based 

learning strategy (PBL), as well as the deductive analysis of the facilitators and barriers influencing the usage of 

“Action planning” using the COM-B model. A consideration of this study could be that the training was only 

offered to one team of professional caregivers. This might have influenced the results since these participants 

have the same working environment and therefore probably experience the same challenges regarding the use 

of “Action planning” and might have shared opinions about “Action planning”. Another team of professional 

caregivers might experience other challenges and opinions which might have led to other results about 

facilitators and barriers towards “Action planning”, as well as towards their readiness to use “Action planning”. 

However, since this is a pilot-test of the training, the findings of this study are promising, and can be guiding for 

future research in showing the usefulness of a single BCT training for professional caregivers.  

4.3 | Recommendations 

To our knowledge, this is the first study investigating the effects of a training of a single BCT for professional 

caregivers supporting lifestyle behaviour of adults with mild ID. A significant increase in self-experienced 

competence and readiness to use the BCT was found after participating in a training in “Action planning”. 

Facilitators and barriers mostly fell in the category ‘opportunity’. Since professional caregivers were trainable 

and they experienced training needs regarding lifestyle behaviour support of adults with mild ID, research of 

training in other suitable, single BCTs is recommended. Since the effects of the training on the use of the BCT and 

the lifestyle behaviour of adults with mild ID were not researched in this study, further research is necessary to 

determine whether training affects the use of “Action planning” and whether the lifestyle behaviour of adults 

becomes healthier. 

4.4 | Conclusion 

This study researched a training in the BCT “Action planning” supporting professional caregivers, in the use of 

BCT’s and their readiness to plan lifestyle behaviour actions of adults with mild ID. Training in the BCT “Action 

planning” may support professional caregivers in the use of BCT’s and their readiness to plan lifestyle behaviour 

actions. 
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future research in showing the usefulness of a single BCT training for professional caregivers.  

4.3 | Recommendations 

To our knowledge, this is the first study investigating the effects of a training of a single BCT for professional 

caregivers supporting lifestyle behaviour of adults with mild ID. A significant increase in self-experienced 

competence and readiness to use the BCT was found after participating in a training in “Action planning”. 

Facilitators and barriers mostly fell in the category ‘opportunity’. Since professional caregivers were trainable 

and they experienced training needs regarding lifestyle behaviour support of adults with mild ID, research of 

training in other suitable, single BCTs is recommended. Since the effects of the training on the use of the BCT and 

the lifestyle behaviour of adults with mild ID were not researched in this study, further research is necessary to 

determine whether training affects the use of “Action planning” and whether the lifestyle behaviour of adults 

becomes healthier. 

4.4 | Conclusion 

This study researched a training in the BCT “Action planning” supporting professional caregivers, in the use of 

BCT’s and their readiness to plan lifestyle behaviour actions of adults with mild ID. Training in the BCT “Action 

planning” may support professional caregivers in the use of BCT’s and their readiness to plan lifestyle behaviour 

actions. 
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APPENDIX – Questionnaire used to measure outcome measures 

1) To what extent do you agree with the statements below? 

Item 5 point VAS-scale (Not agree – Agree) 

I am aware what healthy lifestyle behaviour is for the adults 

with mild ID who I support 

 

I have enough practical knowledge and skills to plan healthy 

lifestyle behaviour with the adults with mild ID who I 

support 

 

I have enough (game) materials to plan healthy lifestyle 

behaviour. 

 

I feel supported by my superiors/managers when planning 

healthy lifestyle behaviour with the adults with mild ID who 

I support 

 

I believe that planning healthy lifestyle behaviour is so 

important that I will do anything to plan it in the daily 

schedule of the adults with mild ID who I support 

 

I think planning healthy lifestyle behaviour is a fun part of 

my work.  

 

I have sufficient skills to plan healthy lifestyle behaviour 

with adults with mild ID 

 

I have sufficient knowledge to plan healthy behaviour with 

the adults with mild ID who I support 

 

2) I plan healthy lifestyle behaviour with the adults with mild ID who I support: 

o Yes, this has been part of my job for at least 6 months 

o Yes, I made this part of my job recently (less than 6 months ago) 

o No, but I am willing to make this part of my job in the near future 

o No, but I want to make this part of my job later on 

o No, and I am not willing to make this part of my job 

3) What would support you in planning healthy lifestyle behaviour with the adults with mild ID you support? 

4) What impedes you to plan healthy lifestyle behaviour with the adults with mild ID you support? 
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