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! Guest Editorial

David Allen

CONSULTANT CLINICAL PsYCHOLOGIST/HEAD OF
SPECIALIST SERVICES, BRO MORGANNWG NHS TRUST, AND
PROFESSOR, UNIT FOR DEVELOPMENT IN INTELLECTUAL
DisABILITIES, UNIVERSITY OF GLAMORGAN

In his foreword to Facing the Challenge. An Ordinary
Life for People with Learning Difficulties and
Challenging Behaviour (King’s Fund Centre, 1987),
David Towell noted that:
... the way we serve people with challenging
behaviour is a key test of the quality of local service
provision.

Almost 20 years on, this statement remains
extremely apposite.

In the interim period, much has changed in the
structure of services for people with learning
disabilities. The majority of public institutions are
now gone, and have been replaced in most cases by
more appropriate, domestic-scale community
models. However, many of these community
schemes have struggled to meet the needs of people
who challenge in the post-institutional era and,
despite the clear recommendations of the Mansell
Report (DoH, 1993), de facto policy in many areas
now appears to involve the building of new
institutions in the private sector. Concern about this
trend is such that the Department of Health
recently saw fit to issue a reminder to
commissioners about the need to provide more
local, non-institutional services for this group
(DoH, 2004).

The explanations for this position are complex
and multiple. Certainly, management commitment
to supporting people who challenge (identified in
Mansell as being a critical variable) is patchy and
variable. The innovative models of service delivery

clearly demonstrated in some areas have proved
hard to replicate on a larger scale, and the
widespread competence in supporting people who
challenge, another keystone of the Mansell Report,
has also been hard to realise. The latter point is
perhaps a particularly key factor in precipitating
placement breakdown and stoking demands for out-
of-area placements.

With hindsight, a failing of some of the leading
policy documents of the last two decades is that
they have focused more on service structures (such
as debating the relative merits of institutional vs.
community settings, specialist behavioural teams vs.
special units) than service function (what actually
goes on in services). This is particularly unfortunate,
as there is a wealth of research in existence that
points the way to offering effective support for
people who challenge. This special edition of the
Learning Disability Review therefore concerns itself
exclusively with this issue, and promotes positive
behavioural support as a key intervention strategy
that is both ethical and effective.

In keeping with the overall aims of the Review,
papers are presented that attempt to demonstrate
the key links between research and practice. My
colleagues and I provide an initial overview of
positive behavioural support that reviews its
historical origins, key features and effectiveness. We
also explore the reasons why this approach is not
more widely available to service users, and examine
some ways in which this situation can be improved.

Peter Baker and John Shepard’s commentary on
this article elaborates on some of these themes, and
highlights in particular the need to replicate in
community-based models the successful results
historically obtained in more ‘clinical’ settings. They
also outline the benefits of diverting some resources
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from an intensive support service to providing more
general training in behavioural methods.

One apparent obstacle to the widespread
implementation of behavioural support in services is
the perceived clash between the structured,
scientifically-derived approaches of applied
behaviour analysis and the more humanistic values
espoused in many caring services. Gary LaVigna &
Tom Willis describe a methodology for
implementing positive behavioural support which
demonstrates that, far from being incompatible,
these two approaches are actually complementary
and mutually supportive. In this sense, the
application of behavioural technology provides the
means by which the aspirations of social role
valorisation can be made more real for people who
challenge services.

Another obstacle is that too few staff are
qualified in positive behavioural support. The
contribution from Caroline Dench is therefore
particularly welcome, in that it describes an
approach to staff training that appears capable of
reaching comparatively large numbers, is effective in
developing staff skills and, most important, makes a
difference in the lives of the people being supported
by these staff. Dench’s article also provides a clear
demonstration of the kind of organisational
commitment to supporting people who challenge
that the Mansell Report demanded.

Richard Hastings’ commentary on this article
makes a number of key points. In particular, he
makes a plea for clearer articulation of the specific
staff competencies required to drive positive
behavioural approaches forward. He also draws
attention to the need to validate experimentally the

Learning Disability Review Vourume 10 Issue 2 ApriL 2005 © Pavilion Publishing (Brighton) Limited

GUEST EDITORIAL

contribution of some of the new concepts (such as
goodness of fit between support plans and those
charged with their implementation) on which
advocates of this approach place a high value.

A key feature of contemporary behavioural
approaches is that they include proactive strategies
designed to help change a person’s behaviour over
time, and reactive strategies to help manage it when
it gets out of control. Kathy Lowe and colleagues
examine some data from a recent large-scale UK
epidemiological study on challenging behaviour that
looks at the relative use of these strategies for a
group of people with challenging behaviour.

This theme is continued in the two book reviews
that complete this issue of the Learning Disability
Review. First, Brian McClean examines the
guidelines recently published by the British
Psychological Society on Psychological Interventions
for Severely Challenging Behaviours Shown by People
with Learning Disabilities (BPS, 2004). Finally, Alick
Bush, one of the authors of the BPS guidelines,
reviews the most recent publication from the British
Institute of Learning Disabilities on reactive
strategies and physical interventions for challenging
behaviour.
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Positive Behavioural
Support: Definition,
Current Status and
Future Directions

ABSTRACT

This article summarises the historical development of positive behavioural support. The main
features of this approach are described, and the evidence for its effectiveness outlined. Despite
clear empirical support for its use, relatively few people with learning disabilities and
challenging behaviour appear to have access to this form of therapeutic intervention. Reasons
for this are discussed, along with recommendations for future development.

David Allen

Wendy James
SPECIAL PROJECTS TEAM

Jayne Evans
FACING THE CHALLENGE

Sarah Hawkins
Rosemary Jenkins

INTENSIVE SUPPORT SERVICE

BrRO MORGANNWG NHS TRuUST

INTRODUCTION

Positive behavioural support (PBS) has its origins in
the acrimonious ‘aversives’ debate of the late 1980s
and early 1990s. In behavioural terms, an ‘aversive’
is a behavioural event that is followed by escape or

avoidance responses. In other words, something
happens to a person that they find unpleasant and
that they thereafter seek to avoid. Receiving a fine
and endorsement on your licence after going too
quickly through a speed camera or burning your
hand from touching a cooker hotplate are examples
of aversive events that we all may encounter and
learn from.

Although applied behaviour analysis (ABA) has
always offered a menu of possible non-aversive and
aversive intervention options for supporting people
with learning disabilities and severe challenging
behaviour, in practice it is the use of the latter that
predominated in the research literature until the
start of the 1990s. Matson & Taras (1989), for
example, reviewed the behavioural intervention
literature published over the preceding two decades
and found that 76% of published studies used
aversives alone or as part of a combined
intervention package. Similar findings were reported
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in Lennox er al (1988), while Scotti ez al (1991)
found an increasing trend to use aversives
throughout the 1980s. The types of aversive used in
such studies included the contingent application of
forced body movement, noxious chemicals (such as
an ammonia capsule placed under the nose), electric
shocks and the contingent removal of preferred
items and activities.

Major changes in the philosophies behind and
the structure of services for people with a learning
disability were occurring at this time, resulting in a
move away from institutional to community-based
models of provision. Against this background, the
use of aversives became increasingly and
appropriately criticised as being in conflict with the
values now espoused. In short, it was hard to
reconcile the goals of community presence, respect
and community participation with, for example, the
use of devices designed to give automatic electric
shocks to the wearer if they self-injured (Linscheid
et al, 1990).

Discussion on this issue consisted initially of
hostile and occasionally vitriolic exchanges between
the respective proponents of aversive and non-
aversive approaches (Repp & Singh, 1990).
Fortunately, this rather sterile and unconstructive
dialogue gradually gave way to more reasoned
debate. As Emerson & McGill (1989) pointed out, a
weakness of ABA was that it represented a
technology for intervention that was devoid of a
guiding values base governing how it should be
used. Despite its proven effectiveness, it could
therefore easily be abused. The same authors
highlighted the fact that the other major theoretical
influence on services over the last three decades,
normalisation or social role valorisation (SRV),
suffered from similar inadequacies. In the case of
SRV, however, it was not the values base that was
lacking, but an accompanying technology to
translate these values into practice. The obvious
solution was to overcome the inherent weakness in
both approaches by adding them together and
creating a new values-led approach to achieving
behavioural change. PBS can in many ways be
considered to be the product of this fusion.
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KEY FEATURES

LaVigna and colleagues advocated the use of a non-
aversive behavioural model from the mid-1980s
(LaVigna & Donellan, 1986; L.aVigna et al, 1989),
but the first definitive account of PBS principles was
provided in a seminal paper by Horner and
colleagues (1990). The essential characteristics of
PBS include the following.

® It is values-led, in that the goal of behavioural
strategies is to achieve enhanced community
presence, choice, personal competence, respect
and community participation, rather than simply
behavioural change in isolation.

® It is based on an understanding of why, when
and how behaviours happen and what purposes
they serve (via the use of functional analysis).

® It focuses on altering triggers for behaviour, in
order to reduce the likelihood that the behaviour
will occur.

® It uses skill teaching as a central intervention, as
lack of critical skills is often a key contributing
factor in the development of behavioural
challenges.

® It uses changes in quality of life as both an
intervention and an outcome measure.

® It achieves reductions in behaviour as a side-
effect of the above.

® It has a long-term focus, in that challenging
behaviours are often of a long-term nature and
successful interventions therefore need to be
maintained over prolonged periods.

@ It has a multi-component focus, reflecting the
facts that challenging behaviours are often
multiply determined and that users typically
display multiple forms.

® It reduces or eliminates the use of punishment
approaches.

® It includes both proactive strategies for changing
behaviour and reactive strategies for managing
behaviour when it occurs, because even the most
effective change strategies may not completely
eliminate risk behaviours from behavioural
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repertoires (LLaVigna et al, 1989; Horner et al,
1990; Carr ez al, 1990).

More recently, Bambara ez al (2004) described PBS
as being:

... characterised by educational, proactive and
respectful interventions that involve teaching
alternative skills to problem behaviours and
changing problematic environments. It blends best
practices in behavioural technology, educational
methods and ecological systems change with person-
centered values in order to achieve outcomes that are
meaningful to the individual and to his or her

Sfamily.

PBS intervention ‘tools’ include:

® altering known conditions that increase the
probability of challenging behaviour occurring
(for example environmental factors such as space
and light, social factors such as the number of
people in a setting, programmatic factors such as
activity levels, and intra-personal factors such as
mental health needs or drug regimes)

® changing specific triggers for behaviour (for
example modifying instructional methods,
interpersonal style, reducing demands or
increasing choice)

® teaching new competencies (such as general
skills and coping skills)

® use of differential and non-contingent
reinforcement

® specifying changes in carer behaviour and in
systems of service delivery

® reactive strategies (for example distraction,
evasion, minimal restraint).

LaVigna and Willis elaborate on these intervention
options elsewhere in this Issue of the Learning
Disability Review.

Although the origins of PBS clearly lie in the
field of learning disabilities, its utility is potentially
much wider; in the United States, for example, its
use has already extended into schools for non-

disabled children (Crone & Horner, 2003; Horner er
al, 2004).

EFFECTIVENESS

It is incumbent upon all practitioners to
demonstrate that any intervention that they
undertake has demonstrable social validity.
Interventions are said to be socially valid when they
address a socially significant problem, have clear
evidence for their effectiveness in achieving socially
significant changes and are undertaken using the
least intrusive means acceptable to the main
stakeholders involved (Emerson, 2001).

Challenging behaviour can lead to the person
concerned being excluded, neglected, abused and
exposed to inappropriate interventions. There can
be no doubt, therefore, that interventions for
challenging behaviour are targeting socially
significant problems. Although empirical support is
lacking, it also seems intuitively correct that most
people would regard PBS methods as less intrusive
and more socially acceptable than interventions that
employ aversives. This leaves consideration of
whether PBS interventions lead to socially
significant changes before any conclusion about
their social validity can be drawn.

Historically, the behavioural literature has been
rather weak in considering this aspect of social
validity. Although there are several excellent meta-
analyses of behavioural outcome research (Guess et
al, 1987; Scotti et al, 1996; Didden et al, 1997), for
the most part they have tended to focus on a limited
range of outcome measures and mostly on changes
in target behaviours themselves.

Carr et al’s (1999) meta-analysis of PBS
outcomes attempts to redress this balance and
examines a much broader range of outcomes. They
include changes in positive as well as challenging
behaviour, stimulus transfer across both people and
behaviours, maintenance of gains over time, impact
on lifestyle change, and stakeholder views on the
social acceptability and effectiveness of the
intervention. Clear inclusion criteria were set for the
analysis, resulting in the inclusion in the review of
109 published articles featuring 230 service user
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participants and 366 measurable intervention
outcomes. The authors concluded that PBS
interventions:

® are increasingly addressing severe challenging
behaviours (earlier criticisms were that PBS
interventions tended to focus on behaviours of
lesser concern)

® produce small to significant changes in adaptive,
positive behaviours

® produce 90% or more reductions in challenging
behaviours from baseline levels in 52% of
interventions, and 80% or more in 68% of
interventions

® do not vary significantly in outcome according to
whether stimulus-based or reinforcement-based
interventions are used alone or in combination

® do not vary significantly in outcome if non-PBS
interventions are included

® show successful maintenance over periods from
between one and twenty-four months in about
two-thirds of interventions (although the
database here is small and inversely correlated
with length of follow-up)

® are likely to generalise across new settings and
intervention agents in about two-thirds of cases
using the 90% criterion — but evidence of
generalisation across different forms of
challenging behaviour is weak

® can result in effective lifestyle change and
positive evaluations of social validity (but once
again, these outcomes are still reported in only a
minority of interventions)

® are less effective for combinations of behaviours
than for single behaviours

® are twice as likely to be successful if intervention
is based on functional analysis

@ are also likely to be more effective if
interventions include changes in the structure
and quality of service systems supporting the
individual with behavioural challenges

® are likely to be more effective if implemented by

a person’s normal carers (instead of external
specialists)
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® can produce positive consumer ratings for
acceptability and practicality, affect levels of
challenging behaviour and affect lifestyle change
(but a very small number of studies reported
such outcomes).

A wide range of therapies, such as cognitive
behaviour therapy and psychotherapy, are now
increasingly being offered to people with learning
disabilities (Frankish & Terry, 2003), all of which
are compatible with the use of PBS. The evidence in
support of these approaches is still emerging,
however. At present, PBS approaches therefore
appear to offer the most ethically stringent,
evidence-based intervention option for people with
learning disabilities and challenging needs, and thus
PBS may be said to represent a socially valid
intervention approach.

CURRENT USAGE

This being the case, an evidence-based approach to
service delivery would suggest that PBS
interventions would be the most common form of
therapeutic support available to this group of service
users. UK research shows that this is clearly not the
case, indicating that only between two and twenty
per cent of people in need of such interventions
actually receive any kind of behavioural support
(Oliver er al, 1987; Harris & Russell, 1989; Qureshi,
1994). It should be noted that, in all these studies,
users were recorded as having access to behavioural
intervention if even the most basic behavioural
guidelines were in place. Had a higher standard
been set (for example plans based on functional
analysis, including proactive and reactive elements),
these figures would have been even lower.

In contrast, 50-60% of people with learning
disabilities who challenge will be in receipt of
psychotropic (typically anti-psychotic) medication
(Kiernan et al, 1995; Fleming et al, 1996) and 50%
or more will regularly be restrained (Emerson,
2002). A recent Cochrane review (Brylewski &
Duggan, 1999) concluded that there was an almost
total absence of supporting data for the efficacy of
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antipsychotic medication for challenging behaviour,
and that:

It is debatable whether use of antipsychotic
medication for certain people with a learning
disability and challenging behaviour is ethical
outside of a randomised control trial.

The risks associated with inappropriate restraint use
are similarly well documented (Leadbetter, 2002;
Paterson ez al, 2003).

In summary, we are currently failing to provide
people with learning disabilities and challenging
behaviour with effective support. What works best is
used least, and what works least is used most. The
gap between the rhetoric and the reality of evidence-
based practice for this group of service users is both
stark and alarming.

REASONS FOR NON-USE
oF PBS

There are multiple explanations for the low use of
such interventions, and the list which follows is not
exhaustive. First, it is clear that we have too few
expert staff trained in the competencies of PBS.
There are a small number of courses around the
UK that specialise in training in PBS-related skills,
but the overall impact of such courses in creating a
significant number of trained professionals in this
area to date is low. This points to the need to
develop higher-volume, lower-cost strategies for
building PBS competencies. Ideally, such training
should have a system-wide focus rather than being
targeted on one or two ‘hero innovators’.

Second, while PBS interventions are more
effective, they are also much more labour-intensive
than less effective alternatives. Historically,
interventions have often failed to take into account
the needs and abilities of those charged with
implementing plans and the constraints that they
work under. One of the products of the PBS
movement is the development of tools to assess the
‘goodness of fit’ between plans and plan
implementers (Albin ez al, 1996). Although the
greater resource requirements for PBS

implementation is likely to remain a difficulty, prior
assessment of goodness of fit will help eliminate
major imbalances between the expectations of those
designing plans and the abilities of those charged
with putting them into practice. Debates on the cost
of intervention need to focus on cost benefit rather
than cost per se. The fact that an intervention is
cheap and not labour-intensive is irrelevant if it is
ineffective, and the human costs of ineffective
treatment are high.

Third, although the benefits of PBS approaches
to people with learning disabilities and challenging
behaviour are clearly evident from the literature,
commissioners have been slow to specify that PBS
support must be provided as a key element of
services specialising in supporting this group of
users. The recent guidance from the National Care
Standards Commission in England on best practice
in registered homes for people who challenge is
therefore a welcome and radical departure,
specifying as it does that services must have in place
a behaviour plan for their users. It is stated that this
must include a functional analysis report, baseline
data on behavioural frequency and duration, and
both proactive and reactive behavioural support
plans (Wing & O’Connor, 2003).

Finally, there is a prejudice against using
carefully planned and structured approaches in
human services. This is often given superficial
legitimacy by reference to normalisation principles
or, more accurately, by reference to a distorted
account of such principles (Emerson & McGill,
1989; LaVigna & Willis, 1996). By stressing a PBS
model, with its clear value base, and by establishing
clear links between PBS principles and practices
and other key service tools, such as person-centred
planning approaches (Wacker & Berg, 2002) or
individual educational plans, such resistance can be
overcome.

MOVING FORWARD

Few of the intervention approaches used within PBS
are new. They are tools that have been available
since the advent of applied behaviour analysis, but
which have somehow slipped to the bottom of the
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behavioural toolkit. The marriage of behavioural
technology with a clear, positive value base has
served to remind us of the existence of more
appropriate and valued means to achieving good
outcomes for people with severe challenges.

While the core approaches within PBS reflect
the established elements of the ABA model, they
have become increasingly expansive and more
sophisticated in recent years. Increased options for
antecedent intervention (Luiselli & Cameron,
1998), the development of functional
communication strategies (Durand, 1990), the
construction of more focused self-control strategies
such as anger management (Taylor ez al, 2004) and
more radical strategies for interrupting behavioural
escalation (LaVigna & Willis, 2002) are all examples
of this.

PBS is nevertheless still a developing
intervention approach. Carr and colleagues (1999)

identify a number of opportunities for improvement.

® Present functional analysis tools, while able to
yield reliable data, are generally not user-friendly
or easy to apply in community settings.
Procedures that meet all three criteria are
required.

® QOutcome evaluation needs to be expanded to
include a much broader range of measures than
just behavioural change.

® Feedback from both service users and carers on
the social validity of interventions should form a
crucial part of intervention planning and
outcome measurement.

® Greater evidence is required of the effectiveness
of interventions conducted in natural settings by
normal carers; the bias in the literature has
historically been towards interventions
conducted by specialists in segregated settings.

® More evidence is required of the outcome of
long-term interventions.

® DPractitioners need to be prepared to repeat
functional analyses, as precipitating and
maintaining factors for behaviours will vary over
time.
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® More evidence is required to show that
interventions are being built directly upon the
results of such analyses.

In addition, better understanding of the critical
organisational and mediator variables (Allen, 1999)
that influence successful intervention and
maintenance is required. More work needs to be
done on building links between person-centred
planning procedures and PBS strategies, and on
increasing user involvement in functional analysis
(Wehmeyer er al, 2004). Finally, the field needs to
demonstrate that it can offer effective interventions
for more externally directed challenging behaviours
such as physical aggression (Didden ez al, 1997;
Scotti er al, 1996), for behaviours that appear to
serve a sensory function (Carr ez al, 1999) and for
behaviours that occur at low frequency (Whittaker,
1993).

CONCLUSION

The development of better services for people
with learning disabilities and complex behavioural
needs will in part depend upon a greater use of
evidence-based practices. At present, PBS
interventions represent our most effective and
socially valid, but least used, options for supporting
this group of service users. Individual practitioners,
care providers, commissioners and government all
have a responsibility to ensure that access to positive
behavioural support procedures becomes available
to all who need them rather than to the select few
who benefit from them at present.

More information

Further information on PBS can be found on the
Association for Positive Behavioural Support
website (www.apbs.org).
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The Rebranding of

Behavioural

Approaches for People
with Learning
Disabilities and
Challenging Behaviour

Peter Baker

John Shepard

INTENSIVE SUPPORT SERVICE, EAST SUSSEX COUNTY
HEALTHCARE

For many years behaviour-based approaches enjoyed

the reputation of the most applicable interventions
for people with a learning disability who present
challenging behaviour. The popularity of these
approaches subsequently waned, for many of the
reasons discussed in Allen and colleagues’ paper. It
is an accurate reflection that fewer of the criticisms
levelled were concerned with the efficacy of the
approach, and more with methods of
implementation. In particular, reliance on the
contingent application of aversive stimulation,
together with what was perceived as a cold and
mechanistic approach, drew a great deal of
justifiable criticism.

It is also likely, however, that there were
problems with efficacy that were not accurately
reflected in the literature. Most of the evidence for
the efficacy of behavioural approaches was gleaned

from interventions conducted in specialised
treatment settings in the USA. The reality for many
individuals in the UK would have been
interventions carried out in less than ideal settings
that would therefore have been more prone to
failure. In addition, early behavioural interventions
were not particularly concerned with any
understanding of why the individual might be
presenting the behaviour. Usually, only topography
was specified and, even then, the treatment was
rarely designed specifically to account for the type
of behaviour being displayed. In reality,
interventions relied on a form of aversive
stimulation designed to eliminate any behaviour that
preceded it, virtually irrespective of the type of
behaviour or the reason why the person might be
presenting the behaviour. As meta-analyses indicate,
this lack of understanding of why the person
engages in challenging behaviour is likely to result in
interventions that are less successful than the
literature might suggest (Scotti ez al, 1996; Didden
et al, 1997).

A quiet revolution in the way in which people
with learning disabilities and challenging behaviour
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were treated took place in the UK throughout the
1990s. To some extent this change was inspired by
recognition of the communicative nature of much
challenging behaviour and the related increased
sophistication of functional analysis. Central to this
revolution was a reduction of emphasis on the use
of punitive approaches.

On reflection, while many behaviourists in this
country embraced these new approaches with great
enthusiasm, perhaps not enough was done to
explain their significance to those outside this
group. This was perhaps due to lack of appreciation
of the growing unpopularity of traditional
behavioural approaches. To a certain extent, this
general lack of acknowledgement of the
developments that occurred in behavioural
intervention persists; exponents of newer
alternatives will criticise behavioural approaches as
if they were currently being implemented as they
were many years ago. Clearly, there is a grave danger
of throwing babies away with the bath water.

The term ‘positive behavioural support’ (PBS)
has only recently become generally accepted. This
rebranding is most helpful, as it makes clear the
distinction between current and more traditional
approaches. Allen and colleagues’ paper is very
welcome, as it attempts to make clear the criteria
and distinctiveness of the approach, as reflected in
the use of the term in the recently published British
Psychological Society Clinical Practice Guidelines
(Ball et al, 2004) (see elsewhere in this Issue). As
Allen and colleagues highlight, it explicitly
encourages the use of the wide range of therapies
increasingly on offer for people with learning
disabilities. This emphasis on compatibility of
approaches is a much more grown-up way of
proceeding, and contrasts with argument that relies
on rubbishing the past in order to move to the
future.

CHALLENGES FACING PBS

The implementation of PBS faces a number of
challenges, not least, in some cases, that of cost
tensions. Consider the example of a young man with
challenging needs, living in a single person service

in the locality in which we work. Previously, he had
experienced three placement breakdowns as a result
of poor services. More recently, with the provision
of PBS and the concerted efforts of a dedicated and
robust team of staff, his service has achieved five
years of enduring stability, a conspicuous success in
the context of his placement history. However, this
has not come cheaply; PBS, in his case, has
included the allocation of 2:1 staffing and the
evolution of single person living. In comparison with
other packages of care that are often driven by
financial considerations rather than by needs, some
may perceive this service as unreasonably costly.
There is, accordingly, considerable and continual
purse-holder scrutiny, arising from the desire to
make financial savings. For this reason, this high-
quality, ‘person-centred’ service remains vulnerable
to the expediencies of cost-conscious
commissioners. Such attention to cost
considerations fails to take account of the point
usefully made by Allen and colleagues in this
respect: that intervention should be driven by cost
benefits, and not by cost per se, a policy which
results in the false economy of cheap, but futile,
treatment. Nevertheless, the political reality is that
proponents of PBS have to compete in a climate of
ever-increasing pressure on community care
budgets.

Allen and colleagues discuss a number of other
challenges facing implementation of PBS. In
particular, they refer to the apparent reluctance of
services to embrace PBS, and the still prevalent use
of more traditional interventions such as medication
and restraint. They outline some of the factors
which contribute to this state of affairs, including
the tardiness of commissioners in demanding the
provision of PBS in service specifications, and an
apparently inherent prejudice in services against
structured approaches. Perhaps more crucially, they
refer to the paucity of expertise among staff groups
working in challenging needs services, and the
hitherto unsuccessful efforts to address this
deficiency through training. This is a problem that
has been recognised in this locality, and to which we
have tried to establish a systematic response.
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The demands made on the Intensive Support
Service in Hastings by the number of potential
referrals considerably outstripped its capacity to
respond. As a result, the service was targeted at
those individuals who presented the most severe
challenging behaviours. This left a large number of
people who, while having less severe behaviour, were
nevertheless in a needy state. The presentation of
challenging behaviour in these people was
frequently found to be related to limitations in their
service environments, which, if not addressed, could
result in further escalation of these behaviours.

In response to this situation, in 2001 it was
decided to switch some of the resource from clinical
support to training direct care staff in strategies for
PBS. The training has been made available to all
providers of residential care for people with learning
disabilities and challenging behaviour in the
Hastings locality. It is organised as a rolling,
modular programme for half a day per week, in
order to accommodate larger services and to
acknowledge the practicalities of enabling staff
attendance. So far, some 300 participants have
attended the training programme, and
approximately two-thirds have completed. Formal
evaluation has indicated high levels of satisfaction
with the course, individual participants reporting
significant increases in both confidence and a sense
of being supported by their employing
organisations. More anecdotally, the initiative has
led to discernable changes in practice and services
independently implementing PBS strategies.

This training initiative has enabled us not only to
address the specific training needs of individual
services, but also to regulate and monitor more
effectively the staff competency concerns which
Allen and colleagues have highlighted.

The experience of delivering this training to
direct carers has made us aware of an additional
challenge which is likely to face practitioners of
PBS. The emphasis on antecedent control strategies
appears to be in conflict with, or be alien to, lay
practices and beliefs regarding managing behaviour.
Most care staff, at least initially, have little training.
They are required to draw on limited previous
experience of managing the difficult behaviour of

others. Usually this experience is gleaned in the
arena of parenthood, and many new care staff are
forced to rely on their experiences of being a parent
or being parented. In a Western culture the
predominant model will be contingency
management, where bad behaviour will be punished
and good behaviour rewarded (or, as is more usual
in practice, ignored). It is often difficult to shift
from this as a model of behaviour change to one
where the behaviour is prevented from occurring
through identification and alteration of the
antecedent conditions; staff feel that they are in
some way giving in. Given the reliance on direct
care staff for implementation of PBS strategies, the
existence of conflicting beliefs about the legitimacy
of certain types of intervention strategy may present
major problems, unless addressed explicitly through
training.

SUMMARY AND
CONCLUSIONS

We welcome the publication of Allen and
colleagues’ paper as timely, and consider it an
important contribution to understanding the extent
to which behavioural interventions for people with
learning disabilities and challenging behaviour have
developed and matured over the past 15 years. The
current emphasis on evidence-based practice in the
NHS should mean that positive behavioural support
becomes available to an increasing number of
individuals with severe learning disabilities who
present behavioural challenges. Furthermore, the
use of a PBS framework provides a unique
opportunity to focus on the compatibility of
mutually beneficial approaches for such individuals.

Both this paper and that of Allen and colleagues
have highlighted several major challenges that are
faced in the attempt to increase the access of people
with learning disabilities who present challenging
behaviour to positive behavioural support. The
greatest of these, as is the case with any genuinely
client-centred initiative, is an increasingly cash-
strapped community care system which can appear
to be preoccupied with short-term financial
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concerns to the detriment of people’s longer-term
needs.
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A Positive Behavioural
Support Model for
Breaking the Barriers
to Social and
Community Inclusion

ABSTRACT

socially valid intervention approach.

A key objective of the community care movement has been to achieve greater opportunities for
people with learning disabilities to integrate and interact within their normal communities.
Major barriers remain, however, for those individuals who are disabled and who also exhibit
significant challenging behaviour. In addition to the unacceptability of the behaviours
themselves, the support strategies used to remediate these challenges have also acted as a
barrier to inclusion, because of their social unacceptability. The paper presents a model for
supporting people who challenge that addresses these concerns by providing an effective,

Gary W LaVigna

Thomas | Willis

INSTITUTE FOR APPLIED BEHAVIOR ANALYSIS, LOS ANGELES,
CALIFORNIA

OUTCOMES OF
BEHAVIOURAL
INTERVENTION

The outcome criteria by which behavioural support
strategies should be evaluated include their
clinical/educational and social validity, the speed
and degree of their effects on the target behaviour,
the durability and generalisation of these effects and

16

the number and nature of any side effects generated
(Favell er al, 1982).

Clinical/educational validity is perhaps the most
important of these criteria. This most critical
measure says that a support plan is valid if, as a
result of bringing the behaviour itself under control
and developing skills, the person’s quality of life is
enhanced (for example, they have more community
access, opportunity, choice and control,
competencies and nurturing, caring and mutually
gratifying relationships) (O’Brien & O’Brien, 1991).
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PROACTIVE STRATEGIES

In this paper, we propose a model that addresses all
these issues. The components of our multi-element
support plan are illustrated in Figure 1, below. The
first major distinction within a multi-element
support plan is between proactive strategies and
reactive strategies. Proactive strategies are those
designed to produce changes over time. Reactive
strategies, on the other hand, are those designed to
manage the behaviour at the time it occurs.
Included in the category of proactive strategies are
ecological changes, positive programming and
focused support. These three categories of proactive
strategies, and their intended contributions to
outcomes, are described below.

Ecological changes

Environmental events and characteristics provide an
important area of analysis, and offer significant
opportunities for change as part of a support plan.
For instance, some challenging behaviours could be
a reaction to the crowded or noisy conditions in
which a person must work, or might simply be a
reflection of boredom. If this is the case, then the
challenging behaviour might be influenced by
simple ecological changes in which crowding and
noise are reduced and the environment is made
more exciting. Examples of ecological changes
include changing the person’s setting, changing the
number and quality of interactions, changing the
instructional methods used, changing instructional
goals and/or removing or controlling environmental

2Tl]:I3M A MuULTI-ELEMENT MODEL FOR BREAKING THE BARRIERS TO SOCIAL AND COMMUNITY INCLUSION
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pollutants such as heat or cold. Generally speaking,
ecological changes attempt to ‘smooth the fit’
between the person and his or her environment by
modifying that environment.

Ecological changes may, however, take time to
arrange, and may not always produce an immediate
improvement in behaviour. For example, some
individuals might show rapid improvement after
moving from an institutional setting into the
community. Others might show an increase in
challenging behaviour as a result of the move. In
spite of this knowledge, such an environmental
change might still be pursued if it is in a normal
home environment that the person can learn,
through positive programming, to be successful and
to enjoy living in a real home. If such a goal has
validity, and if it is most realistically achievable by a
change in environment, the transitional increase in
challenging behaviour may have to be addressed
with appropriate focused support and reactive
strategies.

Ecological changes may have to be balanced with
other elements of the multi-element framework. For
example, giving people increased choice and control
over their day-to-day lives may also require changes
in their interpersonal and programmatic
environments. Thus, if a person exercises choices
primarily to avoid participating in most activities
and/or to avoid learning new skills, they may end up
having a very poor quality of life. While it is their
right to choose, this right should not be taken
absolutely. Rather, it is important for their care staff
to acknowledge their responsibility for teaching the
person how to make increasingly informed choices
via positive programming.

Positive programming

Whereas ecological changes involve altering the
environmental context to smooth the fit between the
environment and the individual, positive
programming involves changing a person’s skills to
enable them to cope better with that environment. It
uses systematic instruction strategies designed to
give the individual greater skills and competencies
which will contribute to behaviour change and
social inclusion (LaVigna ez al, 1989). This strategy

provides the constructional underpinning of multi-
element positive practices, and reflects the
imperative to increase the number of alternative
behaviour-reinforcement sets to which the person
has access (Goldiamond, 1975). There are four
variations of positive programming, involving the
development of general, functionally equivalent,
functionally related and coping/tolerance skills.

General skill development across the domestic,
vocational, recreational and general community
domains facilitates the reduction of challenging
behaviour by increasing the person’s repertoire of
socially acceptable responses (Goldiamond, 1975).
The opportunity to learn and engage in a wide
variety of activities thereby provides a fundamental
basis for other instructional efforts.

Ecological change and positive programming
have the primary goals of producing durable,
generalised outcomes with good social and
clinical/educational validity. Positive programming
involves systematic instruction and skill acquisition.
Ecological strategies, in contrast, have to do with
environmental change, availability and opportunity.
To illustrate the difference, ecological change could
involve having access to a kitchen in one’s home,
having choices about what to do and having a day
planner in which to schedule one’s day. Positive
programming might include teaching the person
how to cook a meal independently, teaching the
person how to make choices and teaching the
person how to use a day planner to schedule a full
day of interesting and desirable activities.

LaVigna er al (1989) describes in more detail the
variations of positive programming. The most
important is the ability to cope with and tolerate
naturally occurring aversive events. This last
category of positive programming deserves to be
highlighted, because it is often overlooked in
support plans and because of its critical need for
anyone who is living a full life in the real world.

Life’s texture includes being told such things as
‘later’, ‘no’ and ‘good-bye’. It includes such things
as failure, frustration, criticism, being teased, being
sick and the need to perform non-preferred tasks.
While we would want to help anybody find a set of
life circumstances that keeps these naturally
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occurring events to a minimum, anybody who has a
life has these experiences.

The rub is that these events are often the
antecedents to challenging behaviour. Ecologically,
we may try to minimise them, and it may be
important to teach the person to learn how to
communicate the key messages that let us know
what she or he wants or what he or she is upset
about. For truly durable outcomes, however, and for
the best quality of life possible, support staff may
need to take on the responsibility of systematically
teaching the person how to cope with and tolerate
these events. They cannot just rely on the sink or
swim approach or on the natural consequences to
teach life’s lessons. If the individuals we are
concerned about were able to learn from natural
consequences, elaborate intervention frameworks for
addressing their behaviour challenges would not be
necessary. Indeed, their serious behaviour challenges
probably would not even have developed in the first
instance.

Focused support
Ecological changes, depending on their difficulty,
may take time to arrange, and positive programming
will also require time before new skills and
competencies are mastered. It may therefore be
necessary to introduce focused support strategies to
achieve more rapid changes in a person’s behaviour.

There are alternatives to punishment in addition
to differential schedules of reinforcement that can
produce this rapid effect (LaVigna & Donnellan,
1986). They include, but are not limited to, certain
antecedent and instructional control strategies (Carr
et al, 1976; Luiselli & Cameron, 1998) and stimulus
satiation (Rast ez al, 1981; Ayllon, 1963). A
comprehensive support plan could also include non-
behavioural strategies such as neuro-physiological
techniques, medication adjustments and dietary
changes.

Within the multi-element model, the purpose of
a focused support strategy is to reduce the
occurrence of behaviour as rapidly as possible in
order to reduce risks and the need for reactive
strategies. The model emphasises use of non-
aversive, focused support strategies, since

punishment brings a greater risk of behavioural
escalation (LaVigna & Willis, 2005) and itself may
detract significantly from the person’s quality of life.
Further, the use of some punishment procedures
may preclude the person’s having access to certain
environments, because of the relative lack of social
validity of such strategies.

The use of non-aversive strategies is also
dictated by the outcome requirement of speed and
degree of effects; this is also the primary reason for
using focused support strategies. Punishment, by
definition, is an after-the-fact procedure. The
behaviour occurs, and then the punishing
consequence is provided. In contrast, stimulus
satiation and antecedent control may, conceptually
and procedurally, preclude the occurrence of the
challenging behaviour altogether (LaVigna &
Donnellan, 1986). Additionally, schedules of
reinforcement may further strengthen the ability of a
support plan to avoid or minimise the occurrence of
challenging behaviour, as might time-based delivery
of preferred events (Tucker ez al, 1998), thereby also
improving the person’s overall quality of life.

Support staff who favour an emphasis on an
ecological approach to challenging behaviour and
who appreciate strongly the individual’s rights and
dignity may experience some resistance to using
focused support strategies, since such strategies are
often artificial and contrived. There may also be
aversion to any procedure, such as a schedule of
reinforcement, that is so blatantly ‘behavioural’. This
is of significant concern, since such strategies may
be necessary for rapid control and to keep the
person and others free from the risks associated
with the challenging behaviour. This ‘anti-
technology’ sentiment may be understood in the
context of a history in which many believe that
‘behaviour modification’ has been used with a
behaviour, programme or research focus rather than
a focus on the person and her or his quality of life.
However, the framework presented here proposes to
harness behavioural technology to the end of
supporting human values and dignity, as is
consistent with the basic tenets of applied behaviour
analysis (Baer er al, 1968).
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People with disabilities may sometimes need to
use artificial prosthetics to achieve full inclusion and
an optimum quality of life. For example, a person
who is physically challenged may need a physical
prosthesis such as a wheelchair to gain
independence and full community access. Support
staff would advocate for the individual’s right to the
wheelchair, even though it may represent an
‘artificial’ means by which the person would have
mobility in the community, and may in fact elicit
negative attention from the community. Similarly, a
person who is behaviourally challenged may need a
behavioural prosthesis, such as a formal schedule of
reinforcement, to gain temporary control over
behaviour and to enjoy full community presence
and participation, as more permanent solutions are
being sought. This would suggest that support staff
should be equally comfortable in advocating for the
individual’s right to the schedule of reinforcement, if
needed, even though it may represent an ‘artificial’
means of behaviour control and may in fact elicit
negative attention from the community. Further,
rapid reduction of target behaviour occurrence is
likely to increase the social validity of a behavioural
support plan.

REACTIVE STRATEGIES

The need for situational management is unavoidable
when you are supporting a person whose behaviour
can be challenging. For those support staff who
have been resistant to using strictly non-punitive
strategies, it may be partly because many advocates
of a non-aversive approach have not described
explicitly what to do when a challenging behaviour
occurs. Generally speaking, non-aversive strategies
create a reactive vacuum. Ecological strategies,
positive programming and focused support
strategies do not describe what to do when a
behaviour occurs; they are proactive, not reactive.
Punishment, in contrast, is by definition a reactive
strategy and prescribes exactly how to react when
the behaviour occurs. Given this critical need for
ways to react to behaviour, in lieu of other
suggestions, it is no wonder that some people have
held on to their use of punishment.
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The multi-element model calls for explicit
inclusion of reactive strategies as a component of a
support plan. The outcome requirement that is
being addressed by a reactive strategy is a subset of
speed and degree of effects. While the proactive
strategies address speed and degree of effects over
time, reactive strategies address the speed and
degree with which individual episodes of behaviour
can be brought under control with the least risk of
injury to the person, to support staff and to others
in the environment. The role of a reactive strategy is
not to produce changes in the future, but to keep
people safe in the here and now.

Traditionally, the success of a support plan has
been measured only by the speed and degree of its
effects. While this is also a measure of success in our
multi-element approach, we take additional explicit
responsibility for reducing the ‘episodic severity’
(the gravity or intensity) of the behaviour when and
if it occurs (LaVigna & Willis, 2005). In this usage,
the word ‘episodic’ does not mean ‘intermittent’,
but ‘with respect to an episode’. A plan that has
demonstrated clinical/educational validity and has
also reduced the episodic severity of the behaviour,
as well as its occurrence, is likely to have greater
social validity than one that does not.

The multi-element model’s liberation of reactive
strategies from the need to produce future effects
allows more options for rapid resolution of an
episode of behaviour than more traditional
approaches have provided (LaVigna & Willis, 2002).
This is because the reactive strategy is planned in
the context of a powerful proactive plan that does
focus on the future. If we have ecological changes
on track, if we are actively engaged in positive
programming and if we have our focused support
strategies in place, it is less likely that the reactive
strategy will produce a counter-therapeutic effect.

ASSESSMENT

The components of this multi-element model,
which provides for both proactive and reactive
strategies, is dictated by a focus on all six outcome
requirements. The design of many of these support
strategies requires specific information which can be
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gathered only through a comprehensive functional
assessment (LLaVigna er al, in press), including the
possible influence that neurological, medical or
other organic variables may have on the challenging
behaviour and its meaning to the person. The
purpose of an assessment process is to determine
this meaning or function.

One strategy for this person-centred approach to
assessment is to use personal profiling and positive
futures planning (O’Brien & Lovett, 1992). Futures
planning is particularly useful as a way of
understanding how the person’s ecology may be
affecting behaviour and what ecological changes
may be helpful in trying to support the person.

Personal profiling and positive futures planning
is a two-step process designed to provide an
understanding of a person’s life and what they have
experienced from their point of view, and to develop
a plan that helps them reach their goals and
aspirations for the future. As with the multi-element
model, this approach is based on five quality of life
values (O’Brien & O’Brien, 1991) derived from
social role valorisation (Wolfensberger, 1983):

® presence and participation in the community
o fulfilling valued roles and gaining social respect

® maintaining satisfying personal relationships with
friends and family

® expressing personal preferences and making
choices

@ gaining skills and competencies.

Participating in the process are the focus person and
the ‘stakeholders’ in that person’s life (a circle of
support that includes family, friends, past and
present support staff, and/or any others that may be
able to make a contribution). If this process does
not provide a sufficient understanding of the
behaviour and its meaning for the person, a specific
process of functional assessment should be
employed.

The fundamental role of functional assessment
and functional analysis in providing behavioural
services represents a hallmark in the field of applied
behaviour analysis (Goldiamond, 1974). Assessment
methods, information and materials are considered

to have treatment utility if they have been
demonstrated to contribute to beneficial outcomes
(Hayes et al, 1987). More specifically, the utility of
assessment is defined insofar as it bears relevance
for developing a support plan.

The multi-element framework provides for three
aspects of assessment that may have treatment
utility. The first of these is the method or process of
assessment. In the past, the treatment of challenging
behaviour relied almost exclusively on direct,
naturalistic observation. Increasingly, however, in
addition to naturalistic observations, interviewing,
records review and analogue situations are being
used (Durand, 1990; Iwata ez al, 1982; O’Neill ez al,
1997). The second aspect of assessment that bears
on treatment utility is the information gathered by
the assessment process. Some information may
seem to have obvious treatment utility (for example
knowing the controlling antecedents). Other
information may still be of questionable value to
some practitioners (for example knowing the history
of the person and of the specific challenging
behaviour). Finally, the framework reminds us that
assessment materials and devices are subject to
exploration for their possible treatment utility, that
is, their contribution to the development of effective
support plans.

MEDIATION

An inclusive framework for breaking the barriers to
integration caused by challenging behaviour must
also address a variety of mediator issues (Durand &
Kishi, 1987; LaVigna et al, 1994). No support plan,
regardless of its comprehensiveness and elegance,
will produce the desired outcomes unless it is
implemented fully and consistently. Our model
delineates a number of dimensions that relate to this
issue. First, three categories of social change agents
are identified who may participate in the support
team. They include natural mediators such as
parents, siblings, mainstream teachers in education,
supervisors at work and others whose relationship to
the person is a natural one and has nothing to do
with the person’s disability or challenging behaviour.
Also included are professional staff whose
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relationship to the person is a function of their
disability, such as special education teachers, job
coaches and domestic and community living
support staff. Finally, included would be specialised
staff whose relationship to the person is a function
of the challenging behaviour. They might include
behaviour specialists, the one-to-one support staff or
others who are involved specifically because of the
challenging behaviour.

Second, the model delineates three aspects of
training, as they may relate to the three categories of
mediators. They include teaching the general skills
that such support people may need to support the
person, teaching the specific skills that are necessary
to implement the procedures incorporated into the
plan, and quality assurance systems to assure full
compliance with the support plan. Such quality
assurance systems, based on the principles of
organisational behaviour management (OBM),
include clear and operational definitions of what
exactly needs to be done, competency-based
training for those responsible for plan
implementation, socially valid monitoring of
implementation, feedback based on the results of
monitoring to improve and maintain full and
consistent implementation (especially visual
feedback) and outcome evaluation. Web-based
resources (see www.ePSR.com for an example) are
making such quality management systems based on
the principles of OBM more accessible to
behavioural service providers.

Third, we may also need to consider what it is
reasonable to expect of a person providing support,
particularly parents or parent surrogates, regardless
of training. Some support strategies may be so
involved or some situations so deteriorated that they
require professional or even specialised staff. For
this reason, we have developed an intensive support
approach that allows the provision of specialised
services without placing the person in a more
restrictive setting or specialist units (Donnellan ez al,
1985).

CONCLUSION

By design and definition, good research isolates
independent and dependent variables and seeks to
determine the effect of the former on the latter. The
variables not under study are removed or otherwise
controlled. In stark contrast, while individual
elements may be based on a specific study or group
of studies, a person-centred support plan has an
array of elements, is based on a comprehensive
functional assessment and is aimed at producing a
broad range of outcomes. We suggest that, because
this broad context is often lacking, research findings
from univariate research studies may be
misinterpreted and misapplied. Additionally, we
suspect that narrow interpretation of research
findings has led to practices that many outside and
within the field have perceived as an overuse, misuse
and, in some cases, abuse of punishment technology
(Donnellan & LaVigna, 1990).

The model we have proposed provides a
framework for generating research questions, for
discussing research findings and for incorporating
the findings into multi-element, comprehensive,
person-centred support plans. It also provides a
model for behaviour analysts to distinguish between
a person-centred support plan and the experimental
investigation of isolated variables. If our strength has
been in the latter, our weakness may be in the
former. By adopting a model such as the one
proposed here, we can only enhance the field of
applied behaviour analysis through full articulation
of its underlying principles (Baer ez al, 1968).

The proposed framework provides a value base
for addressing challenging behaviour. Effectiveness
is ultimately measured by clinical/educational
validity, that is, by the effects of the support plan on
the person’s quality of life, on the person’s increased
independence and competence, social and
community presence and participation, productivity,
personal empowerment and choice, and
relationships and support network (O’Brien &
O’Brien, 1991). It is to these valued outcomes that
this model is dedicated.
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A Model for Training
Staff in Positive
Behaviour Support

ABSTRACT

are outlined and principal outcomes described.

Although front-line staff are the key agents in delivering positive behavioural support in care
services, effective technologies for staff training in key behavioural competencies are not very
well developed. The paper describes a training model that demonstrates effective outcomes for
service users, participating staff and the host organisation. The critical elements of the training

Caroline Dench

COORDINATOR, THE CALLAN INSTITUTE, ST. JOHN OF
GOD HOSPITALLER SERVICES, DUBLIN

INTRODUCTION

Although there has been considerable historical
interest in the implementation of behavioural
strategies by front-line care staff (Kazdin, 1978),
achieving delivery of complex interventions via this
route has in practice often proved difficult. Emerson
& Emerson (1987), for example, found that lack of
knowledge of behavioural principles was closely
associated with failure to implement effective
behavioural interventions by front-line staff. In
addition to inadequate staff training, lack of direct
support from specialists (such as clinical
psychologists), modelling of interventions and
multi-disciplinary team involvement have all been
implicated in this problem (Berryman ez al, 1994).
However, as front-line staff have more contact
with the person presenting with challenging
behaviour, it is appropriate that they are seen as the
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key agents in implementing behavioural strategies. It
is therefore vital that effective training technologies
to promote the development of appropriate
competencies at this level are developed. Training
staff in positive behaviour support must ensure that
behavioural support plans are technically accurate
and that they achieve five key outcomes:

® reductions in challenging behaviour

® generalisation of these changes across people and
places

® maintenance of these changes over time
® absence of negative side effects

® improvement in the quality of life of the person
concerned.

In addition, such plans must fit well with the people
and environments where implementation occurs.
The concept of contextual fit (Albin ez al, 1996)
refers to the degree of congruity between
behavioural support plans and the variables that
have a major impact on their implementation (and
therefore their effectiveness).
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When contextual fit is high, a support plan and
its components are consistent with, or highly
compatible with, the values and skills of key
stakeholders and the people who implement the
plan. It is readily sustainable, given the resources
and constraints of the environments, conditions and
systems where it is being implemented, and suitable
to the unique needs of the person with challenging
behaviours. In addition, the people who are the key
stakeholders in the plan’s implementation (such as
the person with challenging behaviour, family
members and friends, teachers and other direct
support givers) are comfortable with the goals
driving the plan and with the strategies included in
it. A support plan that has good contextual fit is
responsive to the values and goals of the people who
will implement it, uses the experience, knowledge
and skills these people bring to implementation
environments and is compatible with the typical
routines and daily activities that characterise the
implementation environments and contribute to
their uniqueness. Such characteristics cannot help
but promote increased fidelity of implementation of
the support plan strategies, as well as increased
maintenance or sustainability of support plan
implementation. People with severe problem
behaviours often require long-term, comprehensive
support plans that are implemented with fidelity
across periods of time ranging into many years
(Lucyshyn ez al, 1995). Plans with good contextual
fit can meet this requirement, increasing the
likelihood of long-term success.

Just as successful behavioural interventions need
to be sensitive to prevailing system variables, so staff
training programmes need to take account of the
organisational context in which they are to be
delivered. Training in any large organisation involves
investment of time, resources and commitment. At a
time when staff resources are under constant
pressure, turnover is high and employment
opportunities are competitive, training may often be
seen as a luxury. Supervisors and managers find it
hard to release staff; staff’s motivation to complete
training courses and possibly add to an already
heavy workload is diminished. This presents
organisations with a dilemma. Even when the

A MODEL FOR TRAINING STAFF IN POSITIVE BEHAVIOUR SUPPORT

benefits from training staff are well documented,
training may therefore still be hard to justify when
resources are thin on the ground. When an
organisation invests in training, it is therefore
important that the desired outcomes are identified
and evaluated. Four such outcomes are widely
acknowledged in training circles (Kirkpatrick,
1996): trainee satisfaction, trainee knowledge,
changes in trainee performance and organisational
impact (that is, the return for the service as a
whole). This paper describes an approach to training
in positive behaviour support that meets all the
technical requirements for effective intervention and
which has demonstrable outcomes at all four of the
levels described.

MULTI-ELEMENT
BEHAVIOURAL SUPPORT: A
SHORT COURSE

St. John of God Hospitaller Services provides
services to approximately 1,700 people with
learning disabilities in Ireland. The Callan Institute
for Behavioural Support was established in 1995 as
part of St. John of God Services, its role being to
provide consultation and training in effective, non-
aversive methods for supporting individuals who
present with challenging behaviours. The Institute
carried out research on the prevalence of
challenging behaviour in the Services in 1995, and
found that 15% of the population supported
presented with severe challenging behaviour, using
the criterion of Oliver ez al (1987) that behaviour
has caused tissue damage in the last month, and
28% with significant challenging behaviour
(McClean & Walsh, 1995).

In response to this need, the introduction of
Multi-Element Behavioural Support: A Short
Course as a model of service was proposed. This
model of training was adapted from that designed
by the Institute of Applied Behaviour Analysis, and
based on the intensive intervention sequence
(Donnellan ez al, 1985). It addresses some of the
difficulties with a specialist model and supports a
logistical problem of ‘coverage’ while facilitating
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‘contextual fit’, in that the team implementing the
plan also conducts the assessment and develops the
behaviour support plan while completing a
competency-based training programme.

The competency-based training sought to
develop skills in conducting comprehensive
behavioural assessments and in designing and
implementing multi-element behavioural support
plans for individuals with challenging behaviour.
The assessment component included a
comprehensive psychosocial assessment, functional
assessment, incident analysis and hypothesis testing.
Intervention involved environmental
accommodation, skills teaching, focused
interventions and reactive strategies, while
implementation was monitored using the Periodic
Service Review (LaVigna ez al, 1994) as a quality
assurance tool.

In 2001, the training was accredited by the
Dublin Institute of Technology (DIT), an
autonomous higher education institution with a
current enrolment of approximately 21,000 students
pursuing 85 programmes at certificate, diploma,
degree and postgraduate levels. DIT is actively
involved in research and development, with €6
million in funded research annually. It is one of the
largest educators of social care graduates in the
country. The course attracts five credits (European
Credit Transfer System) at Masters Level.

COURSE FORMAT

The course has evolved over the last eight years in
line with feedback received from participants and
the organisation and in line with current practice. At
present, the training lasts nine months and is
divided into six teaching modules and five
assignments. Each block of training is followed by
an assignment. It currently involves 64 hours of
contact time, a minimum of 100 hours of
assignment time and additional reading. The
student presents a final portfolio for review and
accreditation.

The course is supported by a range of
documents (including a lecture/workbook,
assignment workbooks, competency-based

assignments, technical support materials, articles
and a reading list) and assessed using a range of
methods, including pencil and paper activities, post-
tests, role play demonstrations and verbal
presentations, written reports, video of fieldwork
and supervisor audit to oversee the competencies
applied i vivo. A principal clinical psychologist and
a behaviour specialist teach the course. Invited
speakers contribute on a variety of topics, such as
person-centred planning, medical and psychiatric
issues and writing reactive strategies.

Among the unique features of the training are
the following.

® Practitioner model of learning: Each unit has
an assessment matrix of competency skills and
represents a continuum of competency
development. Steinaker & Bell’s (1997)
taxonomy of teaching and learning was adapted
to provide a structure for progression along the
continuum.

® Tuition: The student receives individualised
tuition, through written review of the material on
five separate occasions.

® Workplace demonstrations: the coursework
that the student undertakes is part of the local
multi-disciplinary team’s response to the person
with challenging behaviour. The student presents
the work to the team at intervals throughout the
course. The assessment, interventions and
outcomes are developed with the team.

® Training in person-centred planning:
Throughout the curriculum, there is emphasis
on ‘ordinary things for ordinary people’. Staff
are supported to consider community
participation, facilitating friendships and making
meaningful choices, based on the framework of
accomplishments identified by John O’Brien
(1987).

® (linical impact: A multi-element behaviour
support plan is designed for one individual in
the service presenting with challenging
behaviour. It is based on a comprehensive
assessment, is technically accurate and is
embedded in a quality assurance system.
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EVALUATING THE IMPACT
OF TRAINING

Monitoring effectiveness (or return on investment)
is one of the most effective ways in which training
and development can increase their influence in the
organisation. Many organisations now link their
training programmes to organisational goals. Large
organisations are more likely to have long-term
strategic vision, a dedicated training function,
training specialists with relevant qualifications and
expertise, and a culture of training (Costine, 2003).

In line with Kirkpatrick’s (1996) analysis, the
course has been evaluated at a number of levels.
First, outcomes for service users with challenging
behaviour have been reviewed. Second, the impact
upon staff competencies has been measured using a
quantitative and qualitative format. Third, any
improvements that need to be made are considered
by the course advisory board. Finally, an
organisational cost—benefit analysis has been
conducted.

The effectiveness of multi-element behavioural
support is well documented at the first level.
McClean and colleagues (2004) evaluated 138
individuals with learning disabilities who received
services within the Hospitaller Order of St. John of
God and were referred to the Callan Institute for
positive behavioural support, using the training
programme described. In this study 77% (n=106) of
this group made a significant improvement (defined
as a reduction to less than 30% of the baseline rate
of the behaviour) at a 22-month follow-up. This
study also found that the levels of behavioural
reduction associated with the behavioural support
plans developed and applied by front-line care staff
were not significantly different from the levels of
behavioural reduction of plans designed by
psychologists.

In a recent training course conducted by the
Callan Institute, 56% (n=25) of cases presented
with significant improvement (defined by reduction
to less than 30% of baseline) within three months of
implementation. This study used Type III case
studies (Kazdin, 1981), in which objective data was
collected on a target behaviour, and continuous
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assessment and data analysis were carried out
during baseline and intervention phase. On
completion of the training course, all behaviour
support plans are implemented and monitored by
front-line staff using the Periodic Service Review
format. Case presentations are made each quarter to
the resource teams.

The Quality of Life Questionnaire (Schalock &
Keith, 1993) was employed in an attempt to track
broader outcomes for service users. Initial findings
indicated that this tool appeared insufficiently
sensitive to measure some of the anecdotal evidence
about lifestyle change provided by staff and families.
This evidence referred, for example, to the person
undertaking more activities, having improved social
interactions with peers and staff, appearing happier,
learning new skills and earning more money.

The second level of evaluation involves the
review of four areas of student progress — attitude,
confidence, knowledge and support — all of which
have been identified as relevant in training reviews
and in integrating the principles applied in the
training into practice. A recent analysis of a sample
of 38 students who had completed the Callan
Institute training course showed that 94% of staff
rated the course as ‘very relevant’ and 96% as ‘very
interesting’, and 91% reported that their knowledge
had increased as a result of the course. Around 40%
also indicated a need for further learning,
highlighting the need for ongoing support for staff
to continue this work once the course is completed.

Throughout the training course, each student
completes a comprehensive behavioural assessment
and intervention plan for one individual who
presents with challenging behaviour which meets
the standards established in the Behaviour
Assessment Report and Intervention Plan
Evaluation Instrument (Willis & LaVigna, 1990).
This has been adapted by the Callan Institute and
specifies 49 separate competencies under seven
major categories. The portfolio assessment and
presentation of 38 students against the 49
competencies yielded the results shown in Figure 1,
overleaf.

The unit competencies indicate that skills
teaching, specifically ‘systematic instruction’, needs
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further training and support to meet the average of
92.33% acquired in the other six units. Students are
achieving an average of 91.7% across all units, with
88% in skills teaching principles. The competencies
achieved by the staff members, also referred to as
standards of performance or level of critical thinking
(Girot, 1995), are extremely high. A pass rate of
85% has been achieved, with distinction and/or
merit by 97% of students.

The third review level involves an evaluation of
the quality assurance practices, the course
development strategy and the former two
evaluations. The course advisory board sits twice a
year. There have been many recommendations made
as a result of these reviews. Some are specific to the
content of the course, others relate to course
delivery and structure, organisational support and
further staff development. One of the
recommendations highlighted the need for
supervisor training. A supervisors’ workshop is now
provided for all supervisors of staff members
attending the course. It is widely acknowledged that
supervisors require skills to oversee programme
implementation and efficacy, since they are often
required to be both an expert in behaviour and an
effective manager. The supervisors are trained in the

review and audit of a behaviour support plan using
a Periodic Service Review format, which includes 12
indicators of intervention fidelity which have been
identified for maintaining effective behavioural
support services. They also correspond to the
components of the organisation’s policy document
on challenging behaviour.

The key skill areas on the supervisors’ course
are:

® understanding positive behaviour support

® using competency ‘skills check’ for behavioural
protocols designed by the student

® developing consultation procedures and
strategies for facilitating teamwork and
increasing effective communication

® auditing and reviewing behaviour support plans.

These workshops are also evaluated; 52% of
participants highlighted the need for workshops and
information on behavioural support services and
developments in this area, and 34% stressed the
need for refresher workshops. Other comments
identified a need for flowcharts of key supervisory
skills and that the course needed to be run more
frequently to allow greater access. Resources and
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funding were also identified as a necessary support
in order to facilitate training and to implement a
person-centred service. A number of comments
highlighted the need to integrate behavioural
assessments into a mechanism to facilitate strategic
planning for services.

The final part of the training evaluation, as
identified in Kirkpatrick’s work, involved an
organisational cost-benefit analysis. This suggested a
number of positive gains. First, there is now a
culture of positive behaviour support in the
organisation. Second, many of the staff trained in
this model have subsequently been promoted to key
managerial positions and continue to advocate and
implement positive behaviour support strategies.
Third, there are now trained behavioural
practitioners in all the services, which facilitates
access and speed of response for people presenting
with challenging behaviour. Fourth, there are
indications that staff make a longer-term
commitment to the organisation, reducing staff
turnover. Fifth, the training is viewed as cost-
effective in terms of improved response times and
results. Finally, the course is an accredited
programme, recognised both nationally and
internationally through the European Credit
Transfer System.

FURTHER DEVELOPMENTS

Since 1995, more than 350 staff have participated in
the training course. To date, 75 have received
accreditation. In 2002, a proposal was submitted to
DIT to enable the accreditation of prior learning
(APL) for students who had completed the course
before 2001. This proposal was approved in Spring
2003, and students studying on the APL module
have been supported for intake from September
2003. A second proposal was submitted to DIT in
Summer 2002, for students who had completed the
course as a team. This team learning approach
allows a group of staff members to consolidate,
consult and maximise contextual fit while
conducting one comprehensive behavioural
assessment and behavioural support plan with one
individual presenting with challenging behaviour. It

A MODEL FOR TRAINING STAFF IN POSITIVE BEHAVIOUR SUPPORT

is proposed that this model of learning facilitates
team learning, team building and team effectiveness.
This proposal was also approved by DIT in Spring
2003.

These two new modes of learning provide more
flexibility for students and continue to facilitate
multi-element behavioural support plans based on
comprehensive assessments for people presenting
with challenging behaviour. It is envisaged that
students will continue this work in micro-
training/support workshops to allow them to use the
skills acquired and link this work to continuing
professional development (CPD) credits with DIT.
It is also proposed that the course be developed into
two modules, one based on assessment and one on
design and implementation. These modules will
make up part of a proposed postgraduate
programme in positive behavioural support.

CONCLUSIONS

Costine (2003) states that an organisation
demonstrating best practice in its approach to
training will have all the following in place:

® formal and widely communicated training
policies and plans

® clear links between these plans and the
organisation’s strategic vision and goals

a focus on knowledge

personal development opportunities linked to
organisational goals

® a pervasive culture of formal and informal
learning

® a proactive approach to identifying and analysing
training and development need

® formal, in-depth evaluation of training and
learning from both qualitative and quantitative
perspectives
built-in review and change processes

integration of human resource development and
management policies and processes.

The course described in this paper has gone a long
way towards enabling the St. John of God
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Hospitaller Services to develop a high-quality
service for people with learning disabilities and
challenging behaviour. In particular, it has built a
clear link between the stated policy aims of the
organisation, what staff are asked to do in helping
achieve policy goals and how they are supported to
apply ideas in practice. While this paper has
presented some of the benefits of training staff,
there are many questions still to be answered.
Specifically, this model requires assessment and
measurement of each of the five outcomes identified
in the introduction. In keeping with the behavioural
literature in general, the Institute needs to be able to
demonstrate changes to quality of life more clearly,
as well as providing evidence of maintenance and
generalisation of behavioural change. Clearer
understanding of the environmental and systemic
variables that promote positive behavioural
strategies is also required. Although these are
important and necessary developments, it is
nevertheless clear that the training has made a
significant contribution to the support offered to
our most vulnerable service users.
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Staff Training in
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Richard P Hastings
SCHOOL OF PsYCHOLOGY, UNIVERSITY OF WALES BANGOR

INTRODUCTION

There is evidence for the efficacy of positive
behaviour support (PBS) as an intervention for
people with learning disabilities who engage in
challenging behaviours (Carr et al, 1999). In their
meta-analytic review, Carr and colleagues conclude
that up to two thirds of published reports of PBS
show positive outcomes, as measured by reductions
in targeted challenging behaviours. The criterion
used here was that challenging behaviour had to
reduce by least 80% over baseline conditions.
Although there are fewer published studies, Carr
and colleagues also concluded that these treatment
effects were maintained again in about two thirds of
reports.

However, it is also important to demonstrate
that interventions work in everyday service settings
(that is, that they are effective). This question relates
to the translation of the findings of controlled
research into practice. Work such as that carried out
by the Callan Institute and reported in Dench’s
article is crucial in answering this core question. In
commenting on this article and its implications, I
would like to attend to four main issues: data
collection in clinical services, PBS as a focus for

staff training, supporting staff training and the
development of theoretical models of staff and other
carer behaviour. Each of these is discussed in turn
below.

DATA COLLECTION IN
CLINICAL SERVICES

Dench and colleagues past and present should be
congratulated on their commitment to data
collection as part of the delivery of their PBS
training. Without such data collection, it is
impossible to determine whether interventions can
work outside the controlled environments of
research studies. Ongoing evaluation of the
effectiveness of all clinical work is essential if we are
to contribute to an evidence base through practice-
based evidence (Newman ez al, 2003).

PBS AND STAFF TRAINING

Dench describes a process for training staff in the
use of PBS and focuses on data that include
describing changes in challenging behaviour to
evaluate the training. It is not entirely clear whether
the purpose of PBS training is to change service
users’ challenging behaviours, change staff
behaviour, or both. The article’s Abstract suggests
that the second or third of these is true. If we were
to evaluate the effectiveness of training staff in PBS,
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one would expect to see perhaps two key sets of
outcomes.

The first would be effective behaviour change for
service users, both in reduction in challenging
behaviours targeted for change and in movement
towards other valued outcomes (such as increased
adaptive skills, improved independence in the
community or improved quality of life). The second
would be staff behaviour change. Here we would
expect to see observational data showing the
development of specific staff skills or perhaps
general habilitative behaviour (for example
improved frequency of staff-service user
interaction). Alternatively, competency checklists
could be used to assess key staff skills.

Dench discusses aspects of both these outcomes.
In terms of service user behaviour, there is evidence
discussed that supports the effectiveness of staff
training in PBS (McClean ez al, 2004).
Unfortunately, although quality of life was assessed
with a standard scale, there do not appear to be
specific targets for adaptive behaviours that one
would hope are developed in the PBS programmes.
Thus further effectiveness data in this domain are
needed to support this particular PBS training
model.

Staff outcomes are often neglected, but if this
model is meant to train staff in PBS these data are
essential. Dench mentions some data on staff
competencies. Unfortunately, this description lacks
specificity. Most important: there are no clear
behavioural definitions of the seven competence
areas in Figure 1, and there are no data showing
pre- to post-training changes in these competencies.

SUPPORTING STAFF
TRAINING

It is ethically and practically important to consider
the suitability of the environment in supporting
applied behaviour analysis (ABA) interventions.
Dench addresses this question in her discussion of
contextual fit and the provision of supervisor
workshops, both of which are likely to be crucial in
supporting the effectiveness of staff training in PBS.

The difficulty is that we lack data to support these
factors as key facilitating variables.

Two important problems are apparent here.
First, the concept of contextual fit needs
clarification and some description of how one
assesses key variables that are to be addressed in
developing ‘high’ or close contextual fit. We also
need to see data showing that PBS plans with a
close contextual fit are more effective than those
with a loose fit. Second, the relative effectiveness of
PBS plans developed with and without trained
supervisors in place was not described. One would
also expect that the most effective PBS plans (in
changing challenging behaviour, for example) would
be those where contextual fit is close and managers
demonstrate high levels of PBS-related
competencies. These are questions for future
research.

A further key question, related to one of the core
dimensions of ABA (Baer ez al, 1968) is the extent
to which staff PBS skills generalise. Generalisation is
addressed in the PBS plans, but it is also important
in evaluating the effectiveness of staff training in
PBS. From Dench’s description, it is not clear how
generalisation of staff competencies is planned, nor
whether staff competencies can, for example, extend
to the design of further effective PBS plans.

MODELS OF STAFF AND
CARER BEHAVIOUR

Dench’s article is a solution to the ‘problem’ of the
development of staff competencies in delivering PBS
in a variety of service settings. The training model is
well structured, and there are data supporting its
effectiveness along some dimensions. However, one
thing that is missing from this work, and from
virtually all other descriptions of staff training, is an
explicit empirical analysis of required staff
competencies. Where can we point to evidence that
the set of competencies implied in the categories
shown in Figure 1 are those that maximise the
chances that staff will design and implement
effective PBS plans?

The need to understand, through suitable
analytical research and through clinical assessment,
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the behaviour of staff who work with those who
challenge has been highlighted for at least 10 years
(Hastings, 1999, 2005; Hastings & Brown, 2000;
Hastings & Remington, 1994). The failure is that
my colleagues and I have not developed suitable
research and assessment to a stage where clinicians
can carry out an informed analysis and then design
staff training to address directly the functions of
staff behaviours that maintain challenging
behaviours. A similar problem exists in identifying
the contingencies that maintain staff PBS
competencies.

Do these questions matter? At theoretical level,
the answer is certainly yes. At clinical level, the
answer is probably an even more emphatic yes. If we
want to develop maximally effective staff training
that will generalise and maintain its effects, we
cannot do so without an analysis of staff behaviour.
We are happy to accept such an argument in
relation to challenging behaviour itself. Why lower
our standards in developing training interventions
for staff behaviour?

References

Baer DM, Wolf MM & Risley TR (1968) Current
dimensions of applied behavior analysis. Journal of
Applied Behavior Analysis 1 91-7.

Carr EG, Horner RH, Turnbull AP ez al (1999) Positive
Behavior Support for People with Developmental Disabilities:
A research synthesis. Washington, DC: American
Association on Mental Retardation.

Hastings RP (1999) The dialog between research and
application: a focus on practical issues in behavioral
intervention. In: JR Scotti & LH Meyer (Eds)
Behavioral Intervention: Principles, models, and practices.
Baltimore: Paul H. Brookes.

Hastings RP (2005) Staff in special education settings
and behaviour problems: towards a framework for
research and practice. Educational Psychology 25 205-19.

Hastings RP & Brown T (2000) Functional assessment
and challenging behaviors: some future directions.
FJournal of the Association for Persons with Severe Handicaps
25 229-40.

Hastings RP & Remington B (1994) Rules of
engagement: toward an analysis of staff responses to
challenging behavior. Research in Developmental
Disabilities 5 279-8.

McClean B, Dench C, Grey I er a/ (2004) Person
focused training: a model for delivering positive
behavioural support to people with challenging
behaviours. Journal of Intellectual Disability Research 48
300.

Newman DW, Kellett S & Beail N (2003) From
research and development to practice-based evidence:
clinical governance initiatives in a service for adults
with mild intellectual disability and mental health
needs. Journal of Intellectual Disabilivy Research 47 68—74.

Learning Disability Review Vourume 10 Issue 2 ApriL 2005 © Pavilion Publishing (Brighton) Limited 33



» ¢« TRENDS

The Management and
Treatment of
Challenging
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ABSTRACT

The paper considers the kinds of treatment available for people with learning disabilities and

challenging behaviour. It draws on research data on the use of reactive strategies and behaviour
plans for 235 children and adults rated by carers as extremely challenging, and 276 rated as very
challenging, to identify any trends in the management and treatment of challenging behaviour. It
finds an increase in written plans for adults but not for children, and no information on the
extent to which plans are based on sound functional analyses and contain proactive as well as
reactive strategies. Only half the plans were said to have been drawn up with any support from

behavioural specialists, and there was no discernible change in the use of reactive strategies.
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INTRODUCTION

Severe challenging behaviours among people with
learning disabilities are associated with a range of
negative outcomes including physical injury,
exclusion, abuse, neglect, restrictive practices, care-
giver stress and increased service costs (Emerson,
2001). Between 10% and 15% of people with
learning disabilities are estimated to present severe
behavioural challenges and, although the

effectiveness of therapeutic interventions has been
demonstrated (Allen er al, this Issue), there is still
evidence of the widespread use of aversive reactive
strategies. For example, Emerson (2002), in a
review of several studies over the last decade,
reported that restraint was used for 28-67% of
children and 8-57% of adults. The equivalent figures
for seclusion were 32-68% for children and 15-39%
for adults, and for sedation

1-6% and 15-35% respectively.

In a more recent study of adults with severe
challenging behaviour, Robertson ez al (2005)
reported on restraint being used for between 13%
and 48%, seclusion for between 17% and 56%, and
sedation for between 22% and 40%. Moreover,
despite lack of evidence for the efficacy of
antipsychotics in reducing challenging behaviours,
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between 44% and 80% of people with challenging
behaviour have been found to be in receipt of such
medication (Kiernan et al, 1995; Fleming er al,
1996; Robertson et al, 2005).

In contrast, only between two per cent and
twenty per cent have been reported as having access
to behavioural interventions (Oliver ez al, 1987;
Harris & Russell, 1987; Qureshi, 1994). More
recently, Robertson and colleagues (2005) reported
that between 58% and 83% had individual
programme plans that included some goals intended
to reduce challenging behaviour, while between
48% and 63% were reported to have a written
intervention plan. However, the authors noted that
few intervention programmes consisted of more
than reactive strategies.

THE MANAGEMENT AND TREATMENT OF CHALLENGING BEHAVIOURS

The reactive strategies reported by carers as
usually or sometimes used as the immediate
response to challenging behaviour are shown in
Table 1, below. Although distraction was the most
common response for both children and adults,
regardless of the degree of challenge, there was still
widespread use of intrusive approaches. Physical
restraint was usually or sometimes used for more
than a third of children and the most challenging
adults, and seclusion was used for a quarter.
Sedation was reported for two-fifths of the most
challenging adults and a quarter of those rated as
very challenging, but rarely with children. Physical
intervention by one or more carers was reported as
the maximum level of intervention used for more
than half the children and for between a third and a
half of the adults.

IV ReACTIVE STRATEGIES USUALLY OR SOMETIMES USED

% children % adults
(18 years old or under) (19 years or over)
Reactive strategy Extremely Very Extremely Very
challenging challenging challenging challenging
n="72 n="74 n =163 n = 202
Physical restraint 45 39 36 17
Seclusion 25 26 23 16
Sedation 6 6 42 23
Distraction 78 71 73 81
Other 64 51 64 66

CURRENT TRENDS IN
REACTIVE STRATEGIES

As part of a recent major epidemiological study,
conducted in a territory with a total population of
more than 1.3 million, data on the use of reactive
strategies and presence of behaviour plans were
collected on 235 children and adults rated by carers
as extremely challenging, and 276 rated as very
challenging (Lowe et al, 2004). The methodology
employed was based on that developed by the
Hester Adrian Research Centre (Emerson, 2001).
Most of the children (89%) lived in family or foster
homes and most of the adults (85%) lived in
residential services, mainly staffed houses.
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The regular use of medication for the control of
challenging behaviour was more prevalent among
adults; it was prescribed for more than three-
quarters (77%) of adults rated as extremely
challenging and for 62% rated as very challenging,
compared with 27% and 15%, respectively, of
children.

CURRENT TRENDS IN
BEHAVIOUR PLANS

Written behavioural plans were reported to be in
place for about three-quarters of adults (74%) rated
as extremely challenging and for 62% of those rated
as very challenging, but for much lower proportions
of children (21% and seven per cent, respectively).
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Specialists such as clinical psychologists or specialist
behavioural team members were reported as the
main advisor for only about half the plans reported.

Figure 1, below, shows the proportions of
children and adults reported as presenting severe
levels of aggression, destructiveness, self-injury and
other disruptive behaviours, and the proportions
reported to have relevant behaviour plans.
Behaviours were so rated if they were reported to
occur at least several times a week, usually or
sometimes resulted in the person being prevented
from taking part in activities, physical intervention
by carers, injury to the person or others or damage
to property, or if they would do if not controlled in
the person’s current environment.

FIGURE 1

CONCLUSION

Recent studies would suggest an overall increase in
the use of written behavioural plans to address
challenging behaviours in community-based
residential services for adults, but little change in
this respect for children living in their family homes.
Despite this possible trend, there remains a
substantial proportion of adults who present severe
levels of challenging behaviours for whom no
written plans are available. Moreover, none of the
cited studies has described the quality or scope of
the plans in existence, that is, the extent to which
the plans are based on sound functional analyses
and contain proactive as well as reactive strategies.

PROPORTIONS WITH SEVERE BEHAVIOURS AND RELEVANT BEHAVIOUR PLANS
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The discrepancies between the proportions of
children reported as presenting the four main types
of behaviour at severe levels and the proportions
reported to have relevant behaviour plans was stark.
While more than 50% were rated as showing each
behaviour, only about a tenth had written plans that
addressed these behaviours. Although the pattern
was less dramatic for adults, discrepancies were still
evident across all behaviour types.
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This is an area that requires further investigation,
particularly as only half the plans in the current
study were said to have been drawn up with any
support from behavioural specialists. The latter issue
is highlighted further by the apparent lack of
discernible change in the rates of use of reactive
strategies.
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One of the most frustrating things about working
with people with challenging behaviours is the gulf
that often exists between academic research and
traditional professional practices on the one hand,
and the needs of people with challenging behaviours
on the other. The publication of the clinical practice
guidelines by the British Psychological Society goes
a long way towards setting a standard for
professional practice. In doing so, the authors have
successfully unified research and practice into a
single strand that, in our current state of knowledge,
is likely to improve the treatment of perhaps the
most marginalised group of people with learning
disabilities.

In essence, the guidelines propose that positive
behavioural support (PBS) is the benchmark for
intervention in the field of challenging behaviours.
There are 52 guidelines in total, each of which is
based on research evidence and described as either
‘essential’ or ‘good’ practice. Three essential core
guidelines set out the value base of PBS. They focus
on recognising the person’s unique strengths and
needs and unique social context, adopting a
coherent process of assessment-driven intervention
and considering the person and the environment as
well as the behaviour. Assessment is therefore
idiographic rather than diagnostic; intervention is
systemic as much as intra-psychic. Seeking consent
before assessment, maintaining confidentiality,

eliciting feedback, assessing risk and preventing
abuse are all essential practice.

Five of the essential practice guidelines govern
assessment, which should include the abilities and
resources of the person, the impact of their
disabilities, the impact of service and resource gaps,
and their developmental, social and medical history.
In keeping with the contemporary emphasis on the
role of distal and molar variables in precipitating
challenging behaviour, assessment should also
consider environmental characteristics such as
space, comfort, heat and noise, relationships,
interactions, beliefs and values, quality of life and
quality of care. The emphasis on setting events and
antecedent intervention relies heavily on the work of
applied researchers like Robert Horner, Mark
O’Reilly, Glen Dunlap and Ted Carr, and is perhaps
the feature that most clearly distinguishes PBS
interventions from traditional applied behaviour
analysis.

Baseline measurement is essential, as is
functional assessment, the defining feature and
linchpin of PBS. While research has found that
interventions that employ functional assessment are
more effective than interventions that do not, the
guidelines opt for a more generic model of
‘formulation’. In doing so, they appear to adopt the
diplomatic verdict of the dodo at the end of the
caucus race in Alice’s Adventures in Wonderland:
‘Everyone has won, and all must have prizes’.
Interventions based on functional assessment are
more effective not because they contain a written
formulation, but because they specify a functional
relation of behavioural contingencies. Interventions
are effective if they establish contingencies (remove
or moderate the effects of setting events, remove or
reduce antecedents, alter the availability or effects of
reinforcing consequences or establish new
replacement behaviours) that compete with the
contingencies for established behaviours.

The authors marshal a wide variety of proactive
interventions based on the results of functional
assessment, and most of them have evidence of
effectiveness from well-designed cohort or case-
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controlled studies. They include improving
biological status, cognitive interventions (such as
anger management), teaching coping skills, teaching
functionally equivalent skills, environmental
enrichment, non-contingent reinforcement,
differential reinforcement and extinction. The
danger of over-reliance on evidence-based practice
lies in the assumption that research keeps abreast of
practice. Much of the available research database
consists of well-designed studies with high internal
validity but limited application to the real needs of
people with challenging behaviours and their
families. For example, it would seem self-evident
that changes in service environment can reduce the
incidence of challenging behaviours in that setting,
but to support this assertion the authors are forced
to revert to a 1980 study concerning the use of
prompting and attention to improve engagement.
The guidelines’ consistent emphasis on quality of
life improvements and quality of system supports
should engender a new generation of research as
concerned with external validity as with questions of
design and internal control.

Three of the guidelines on intervention are
described as essential; they concern punishment and
reactive strategies. Although the guidelines make it
clear that there should be very little use of
punishment, they do not expressively forbid it.
Instead, they suggest that every instance of its use
must be monitored in writing, the possible effects
on the individual should be noted, there must be
frequent reviews of its use, a date should be set for
its discontinuance and the client should have a right
to appeal. Informal or unauthorised use of
punishment should be reported, using local child or
adult abuse procedures. Punishment should be
monitored by ethics committees with lay
membership and, where punishment is agreed to be
appropriate, every effort should be made to obtain
the person’s free and informed consent. It is difficult
to envisage how this might occur in practice,
however, given that punishment is defined in the
document in the broad sense of the application of a
response which is aversive. If ‘aversive’ is defined as
any event that the person would normally act to
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avoid, how could an individual consent to
punishment?

They also go a long way towards setting out the
framework for designing physical management
techniques, but could have gone a little further by
stating, strongly, that prone techniques should never
be used. Taking a restrained person to the floor is
implicated in about half the fatalities associated with
restraint where the method of restraint is specified,
but it remains an integral component of the market
leader in training packages on physical intervention
(Murphy ez al, 2003; Allen, 2002). Techniques that
inflict pain are proscribed, but many trainers still
argue that the proscription does not cover a range of
‘pain compliance’ techniques, where pain is not
inflicted unless the person moves or resists.

The guidelines have a particularly strong section
on the ethical, professional and legal issues. This
stems from recognition that people with learning
disabilities are disempowered and vulnerable to
abuse and neglect, and that many psychologists
work in settings that cause distress and challenging
behaviours. The Bournewood ruling has accentuated
concern about coercing or restricting the
movements of people with learning disabilities and
the importance of consent. The guidelines propose
three criteria for consent — capacity, voluntariness
and being appropriately informed — and state that
the psychologist can carry out interventions only
with the valid consent of participants. In addition,
the psychologist has a duty of care, which means
that they may be negligent if they do not provide an
intervention when it is required to preserve the well-
being of the person. Given that the majority of
people with challenging behaviour are not receiving
adequate treatment (Emerson ez al, 2000), it seems
that negligence could characterise the work of a
majority of clinical psychologists!

There are, of course, gaps in the guidelines. The
primary prevention of challenging behaviours
through parent training or early intervention is not
addressed. This is surprising, given the real pressure
that families of young children with autism now
face, following publication of research on intensive
early intervention, to engage in 40 hours a week of
intensive behavioural programme. Another issue not
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considered is the dilemma of what to do in the
event of placement breakdown due to severe
challenging behaviour and, say, acute psychiatric
illness. Behaviour should be assessed in everyday
settings such as the person’s home, school,
workplace or community. The implication that
specialised assessment units are inappropriate for
assessments is not stated. Similarly, evidence on the
deleterious effects of congregate settings for people
with severe challenging behaviours is not presented.
While the research evidence on the relative efficacy
of special treatment units, designated beds in
mainstream acute psychiatric settings or alternative
models of crisis response is extremely limited, the
need for guidelines in this area is pressing. It is
accepted that the majority of people with
challenging behaviours do not receive any effective
psychological interventions, but the logistical
necessity of developing psychological expertise in
people (such as front-line staff and families) who are
available in sufficient number to deliver and
maintain psychological interventions is not
discussed. Similarly, the need for professional
practices that ensure that effective interventions
maintain over time is not considered.

Are these guidelines comprehensive? Yes. Do
they raise the bar in terms of the standards that
clinical psychologists should be trying to achieve?
Most certainly. Are they likely to empower people
with challenging behaviours to play a more
complete role as members of the community? Alas,
this is less certain. The great revolution taking place
in the field of learning disability is one which, I
believe, will continue to relegate the role of
professionals. In this new dispensation, the power of
genuine partnership with the individual with
learning disability and of collaboration with families
will become apparent. The person is not simply
someone who consents to the professional treatment
on offer, but a partner in all aspects of assessment,
intervention design and delivery. Individuals, family
members and front-line staff usually know most
about the idiosyncratic behaviour patterns of the
person with challenging behaviours. The quality of a
behavioural assessment or intervention is often
determined by the quality of partnership we have

with the natural support system. What we will need
then is not just more expertise, but psychologists
who are constantly prepared to change what they do
in order to empower the people they are paid to
serve.
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Every now and again, I discover a new ‘essential
text’ to be added to my list of recommended reading
for colleagues and students who are new to this area
of work. Ethical Approaches to Physical Interventions is
my most recent addition, and joins the likes of
Cognitive Counselling and Persons with Special Needs
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(Lovett, 1985) and Behavioural Intervention:
Principles, Models and Pracrices (Scotti & Meyer,
1999).

While drafting Psychological Interventions for
Severely Challenging Behaviours Shown by People with
Learning Disabilities: Clinical Practice Guidelines (Ball
et al, 2004), I was struck by the limited literature
and empirical research relating to reactive strategies.
There is a large body of evidence (Didden ez al,
1997) that interventions which are based on
psychological principles are currently the most
effective approaches for reducing the incidence of
challenging behaviour in people with learning
disabilities. Despite this background, there is a
paucity of guidance for carers about how to
intervene at the time when people with learning
disabilities are displaying the most risky behaviours.

This book provides a comprehensive overview of
this area. Each chapter considers the issues from the
value-base of positive behavioural support and helps
to dispel the common belief that ‘the more extreme
the person’s challenging behaviour, the more
justified one is in using restrictive and potentially
aversive interventions’.

The paucity of the evidence base has meant that
clinicians have often found it hard to give
appropriate, clear or consistent guidance to carers in
situations when people have been hurting
themselves or others. As Allen notes in the preface:

In the absence of formal advice, solutions were
typically improvised by direct carers, sometimes with
appropriate results, but more often than not with ad
hoc responses to difficult behaviours that increased
risks for both service users and carers... The net
result was that in many service settings, severe
challenging behaviours were managed in ways that
were potentially dangerous, unethical and unlawful.

At long last we have a book that starts to redress
this, by bringing together many of the key issues
into a single volume. It provides a clear framework
for a wide range of potential readers. People who
are likely to find this collection of papers invaluable
as a means of directly influencing practice include
all the practitioners in community learning disability
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teams, parents, care staff and managers. It will also
provide strong guidance for anyone involved in the
commissioning or monitoring of services for this
vulnerable group of people.

The book sets out to review some of the
evidence for ‘behavioural management’, with
particular reference to physical interventions. Since
1996 the British Institute of Learning Disabilities
has been developing and promoting policies that
ensure safe and ethical physical interventions. Many
of the chapters address the impact of these
approaches, and evaluate the efficacy of the
resultant training.

The section on ‘Risk’ provides an important
reminder that clinicians need to promote positive
risk-management strategies that are based on an
individual formulation. This approach contrasts with
the common alternatives that may involve
potentially oppressive interventions, or that may be
so risk-aversive that people with challenging
reputations are denied the opportunity to participate
in community settings.

The chapters on crisis management present
powerful arguments to contradict the frequently
quoted, but misguided, advice to ‘ignore his
behaviour; he’s doing it for attention’. The authors
demonstrate that effective reactive strategies can be
both non-physical and constructive.

The final section of the book recognises that,
despite the best efforts to develop non-physical
alternatives, sometimes physical interventions will
be used. When they are required, they must be safe
and ethical. The authors provide a review of best
practice, a salutary caution and evidence of the
consequences of using potentially life-threatening
practices, from the perspective of both service users
and organisations.

Several of the chapters acknowledge that, in
order to develop ethical and effective interventions,
carers require an understanding of why the person is
challenging. Such an approach will increase the
likelihood that interventions can be individualised
and will address the underlying reasons for the
person’s behaviour. The chapter ‘Devising
individualised risk management plans’ provides a
helpful step-by-step guide for carers. Many services
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do not have access to appropriately experienced
clinicians who can advise on the development of
such plans. However, care staff who follow this
guidance should be able to develop robust and
ethical risk-management plans.

Finally, the book demonstrates that a systematic
approach can reduce the use of physical
interventions. The authors provide a helpful
framework for developing safe and ethical practices,
and point to a number of areas for future research.
The challenge now is for everyone who has an
interest in this area to take on board the issues
raised. It is a sad fact that scandals and
investigations often prompt improvements in
practice; we need to implement these approaches
now, and not wait for another example of abuse to
trigger further inquiries.

Overall, this book provides a comprehensive
overview of current best practice in this very
difficult area of work. It addresses issues from a
wide range of perspectives and should be essential

reading for anyone who has responsibility for
providing, commissioning or monitoring the care of
people with learning disabilities whose behaviour is
severely challenging.

References

Ball T, Bush A & Emerson E (2004) Psychological
Interventions for Severely Challenging Behaviours shown by
People with Learning Disabilities: Clinical Practice
Guudelines. Leicester: British Psychological Society.

Didden R, Duker P & Korzilius H (1997) Meta-
analytical study on treatment effectiveness for problem
behaviors with individuals who have mental
retardation. American Fournal on Mental Retardation 101
(4) 387-99.

Lovett H (1985) Cognitive Counselling and Persons with
Special Needs: Adapting Behavioural Approaches to the
Social Context. Praeger.

Scotti JR & Meyer LH (Eds) (1999) Behavioural
Intervention: Principles, Models and Practices. Baltimore:
Paul H Brookes.

A Promoting inclusive lifestyles with people who have
O learning difficulties

Living Well promotes better quality lifestyles for people with
learning difficulties, with a unique focus on good practice in work,
education, leisure and lifestyle. The Journal aims to enable you to
work towards genuinely inclusive connections and relationships in
the community.

Each issue is full of inspiring features with a common-sense
approach that readers can use to develop and maintain good
practice, as well as covering policy, practice and research
discussions, events, resources and networking information. Each
issue of the journal also features an article from Mencap.

Living Well is published in association with the Foundation for

People with Learning Disabilities. You can subscribe to Living Well
for only £42 for an individual subscription or £95 for a corporate subscription.

~
For more information call Pavilion’s customer services on 0870 161 3505, A

email info@pavpub.com or visit www.pavpub.com.

Pavilion

42 Learning Disability Review VolrumMe 10 Issue 2 ApriL 2005 © Pavilion Publishing (Brighton) Limited



BUSINESS DESIGN

— CENTRE, LONDON

SOCIAL CARE STUDY DAYS AND EXHIBITION

The BIG event is back!

@ ‘Why should you allend Commuaily Care Live?

@ 'Who can attend?

@ How much does il cosi?
a

\ Register Free Now

e = - Call 870 429 5320 for your registration form
or register anline at

weww, Commundtycane. co.ul e

Benasied by Endosed by Dvgweiid by

_T
h!E}UkﬂEﬂE SE'-C'-" E'mf.fi'ﬂf Leaders in social care Q (! teost Brinens itormaton

Learning Disability Review Vourume 10 Issue 2 ApriL 2005 © Pavilion Publishing (Brighton) Limited 43



SUBSCRIPTION ORDER FORM

Learning Disability Review

To subscribe to Learning Disability Review simply photocopy this form and complete
and return by fax on: 0870 161 3506 or call customer services on 0870 161 3505 with
your card details. Published quarterly.

Get online

Corporate ’ UK £155 ’ Europe £165 ) ROW  £175

access
Individual* () uk 49 () Europe £49 () row 65 with your
*Individual payments must be made by personal cheque/credit card and delivered to a home address. subscri ption

Service user subscription rates available. Please apply in writing.

for just £25!

Q I would like online access for an additional £25 Your email

Payment Details address:

Q By Direct Debit — Save £5 on your order
O By Debit/Credit Card — please debit my credit card for £ | |

O Visa/Delta O Electron @ Switch O Visa/ Barclaycard O Solo O MasterCard
credteardromber | | | L L L LT LT L]
Card issue no (Switch only) |:|:| Valid from D:l:l:‘ Expiry date |:|:|:|:|

Registered cardholder's name

Signature

Q By Cheque - | enclose a cheque payable to Pavilion Publishing (Brighton) Ltd for £ |

Q By Invoice - Please invoice me for £ *
Delivery Details __

Name
Return to:
Pavilion Address
FREEPOST (BR458)
The Ironworks
Cheapside
Brighton Postcode
BNI 42Z S, Fax no
Or fax on
0870 161 3506 Email Date * Orders from UK organisations only

www.pavpub.com
Instruction to your Bank or
Building Society to pay by Direct Debit ¢ B'gg?{ Choose Direct

Please fill in the whole form using a ball point pen and send it to: Pavilion,
FREEPOST (BR458), The Ironworks, Cheapside, Brighton BN | 42Z

Name and full postal address of your Bank or Building Society Originator's |dentification Number

To:The Manager 9 4 8 2 6 0

Address

Reference Number

Postcode

Instruction to your Bank or Building Society

Please pay Pavilion Publishing (Brighton) Ltd Direct Debits from
the account detailed in this Instruction subject to the safeguards
assured by the Direct Debit Guarantee. | understand that this
Instruction may remain with Pavilion Publishing (Brighton) Ltd
and, if so, details will be passed electronically to my Bank/Building
Society.

Name(s) of Account Holder(s)

Bank/Building Society account number

Branch Sort Code Signature(s)

Date

Banks and Building Societies may not accept Direct Debit Instructions for some types of acount

S

This guarantee should be detached and retained by the Payer.

The Direct Debit Guarantee

B This Guarantee is offered by all Banks and Building Societies that take part in the Direct Debit Scheme.
The efficiency and security of the Scheme is monitored and protected by your own Bank or Building Society.

B [f the amounts to be paid or the payment dates change Pavilion Publishing (Brighton) Ltd will notify you at least 10
working days in advance of your account being debited or as otherwise agreed.

B If an error is made by Pavilion Publishing (Brighton) Ltd or your Bank or Building Society, you are guaranteed a full and
immediate refund from your branch of the amount paid.

B You can cancel a Direct Debit at any time by writing to your Bank or Building Society.
Please also send a copy of your letter to us.

DIRECT
¢ Joebit

Debit!

The easiest
payment option....
Simply fill in the
whole form and
send it with your
subscription to:

Pavilion

FREEPOST (BR458)
The Ironworks
Cheapside

Brighton

BNI 4ZZ

-

AN
il

Pavilion



