University of

'Sl Kent Academic Repository

Brady, Lucy, Padden, Ciara and McGill, Peter (2025) Positive behaviour support
in Irish residential services: Perspectives of frontline staff, management and
clinicians on implementation challenges. Journal of Intellectual & Developmental
Disability, 50 (2). pp. 151-164. ISSN 1366-8250.

Downloaded from
https://kar.kent.ac.uk/107673/ The University of Kent's Academic Repository KAR

The version of record is available from
https://doi.org/10.3109/13668250.2024.2410849

This document version
Publisher pdf

DOI for this version

Licence for this version
CC BY-NC-ND (Attribution-NonCommercial-NoDerivatives)

Additional information

Versions of research works

Versions of Record
If this version is the version of record, it is the same as the published version available on the publisher's web site.
Cite as the published version.

Author Accepted Manuscripts

If this document is identified as the Author Accepted Manuscript it is the version after peer review but before type
setting, copy editing or publisher branding. Cite as Surname, Initial. (Year) ‘Title of article'. To be published in Title
of Journal , Volume and issue numbers [peer-reviewed accepted version]. Available at: DOI or URL (Accessed: date).

Enquiries

If you have questions about this document contact ResearchSupport@kent.ac.uk. Please include the URL of the record
in KAR. If you believe that your, or a third party's rights have been compromised through this document please see

our Take Down policy (available from https://www.kent.ac.uk/guides/kar-the-kent-academic-repository#policies).



https://kar.kent.ac.uk/107673/
https://doi.org/10.3109/13668250.2024.2410849
mailto:ResearchSupport@kent.ac.uk
https://www.kent.ac.uk/guides/kar-the-kent-academic-repository#policies
https://www.kent.ac.uk/guides/kar-the-kent-academic-repository#policies

Taylor & Francis
Taylor & Francis Group

P Journal of Intellectual & Developmental Disability
-
LoeAE

ISSN: (Print) (Online) Journal homepage: www.tandfonline.com/journals/cjid20

Positive behaviour support in Irish residential
services: Perspectives of frontline staff,
management and clinicians on implementation
challenges

Lucy Brady, Ciara Padden & Peter McGill

To cite this article: Lucy Brady, Ciara Padden & Peter McGill (22 Oct 2024): Positive behaviour
support in Irish residential services: Perspectives of frontline staff, management and clinicians
on implementation challenges, Journal of Intellectual & Developmental Disability, DOI:
10.3109/13668250.2024.2410849

To link to this article: https://doi.org/10.3109/13668250.2024.2410849

© 2024 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group

ﬁ Published online: 22 Oct 2024.

N
C/J Submit your article to this journal &

||I| Article views: 219

A
& View related articles &'

@ View Crossmark data ('

CrossMark

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalinformation?journalCode=cjid20


https://www.tandfonline.com/journals/cjid20?src=pdf
https://www.tandfonline.com/action/showCitFormats?doi=10.3109/13668250.2024.2410849
https://doi.org/10.3109/13668250.2024.2410849
https://www.tandfonline.com/action/authorSubmission?journalCode=cjid20&show=instructions&src=pdf
https://www.tandfonline.com/action/authorSubmission?journalCode=cjid20&show=instructions&src=pdf
https://www.tandfonline.com/doi/mlt/10.3109/13668250.2024.2410849?src=pdf
https://www.tandfonline.com/doi/mlt/10.3109/13668250.2024.2410849?src=pdf
http://crossmark.crossref.org/dialog/?doi=10.3109/13668250.2024.2410849&domain=pdf&date_stamp=22%20Oct%202024
http://crossmark.crossref.org/dialog/?doi=10.3109/13668250.2024.2410849&domain=pdf&date_stamp=22%20Oct%202024
https://www.tandfonline.com/action/journalInformation?journalCode=cjid20

JOURNAL OF INTELLECTUAL & DEVELOPMENTAL DISABILITY
https://doi.org/10.3109/13668250.2024.2410849

Taylor & Francis
Taylor &Francis Group

8 OPEN ACCESS

Positive behaviour support in Irish residential services: Perspectives of frontline
staff, management and clinicians on implementation challenges
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ABSTRACT

Background: The current study explored the perspectives of staff working with adults with
intellectual disabilities and behaviours that challenge. We sought insight into their
understanding of procedural fidelity and challenges faced when implementing behaviour support.
Method: We interviewed 15 staff members supporting adults with intellectual disabilities in
residential settings. Participants included five front-line staff, five residential managers, and five
clinicians. Interviews were transcribed and thematic analysis conducted.

Results: Issues identified by the participants related to four main themes: (1) Organisational and
environmental constraints; (2) Understanding and monitoring of procedural fidelity; (3) Theory
versus practice; (4) There’s nothing positive about behaviour support.

Conclusion: Across staff groups, lack of understanding of fidelity emerged, as well as minimal
accountability regarding behaviour support. Front-line staff felt isolated and under pressure.
Greater emphasis on partnership, practice leadership, and positive feedback may give front-line
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staff the support needed to use behavioural interventions with high fidelity.

Positive Behaviour Support (PBS) is a multi-com-
ponent approach combining goals of reducing the
risk of behaviours that challenge displayed by people
with intellectual disabilities, while increasing skills,
opportunities, and environments that support quality
of life (Gore et al., 2022). PBS has increasingly been
endorsed internationally as an approach of choice
(e.g., NICE, 2015). Multiple demonstrations of the
effectiveness of PBS have been provided in direct
work with individuals who display behaviours that
challenge (e.g., Hassiotis et al., 2009), through staff
training (e.g., MacDonald et al,, 2018) and when
applied on a setting-wide basis (e.g., McGill et al.,
2018). At an individual level, PBS is often implemented
through the development of a behaviour support plan
(BSP) that guides frontline staff in the strategies to be
used with an individual to reduce behaviours that chal-
lenge and support quality of life. Many such plans
incorporate both proactive components relating to
the prevention of behaviours that challenge through
the provision of high-quality support and environ-
ments and the development of functional skills
together with more specific reactive strategies to be
used in the event of the occurrence of behaviours
that challenge (e.g., LaVigna et al., 2022).

Previous studies have highlighted a number of
difficulties in the successful implementation of PBS
plans. Fisher et al. (2022) reported that, while staff
find PBS plans useful, they are often lengthy and difficult
to implement due to lack of support. Albin et al. (1996)
discussed the fact that the separation between clinicians
and frontline staff may have an impact on the level of
accuracy with which plans are implemented. They
suggested that plans can often be written in techni-
cally-proficient language, but may not be compatible
with the resources, values, and needs of the service in
which they are to be implemented.

Procedural fidelity refers to the implementation of a
behavioural intervention as intended (Ledford & Gast,
2014). It is considered as a major factor in behavioural
research, listed as one of the six standards for single-
case research by Horner et al. and included in a list of
essential features for special education research by Ger-
sten et al. (2005). However, Wolery (2011) highlighted
that there is little evidence that frontline implementers
of behavioural interventions can and do deliver inter-
ventions as intended without significant support from
researchers. There is little research into improving pro-
cedural fidelity in adult services for individuals with
intellectual disabilities despite their huge financial cost
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for governments and organisations. For instance, in Ire-
land, the Action Plan for Disability Services 2024-2026
has allocated over €2 billion to the provision of adult
residential disability services (Department of Children,
Equality, Disability Integration and Youth, 2023).

It has been argued that the failure of human services
to consistently deliver quality-of-life outcomes and
interventions delivered with high fidelity lies within
the organisational processes underpinning frontline
management and leadership practices (Mansell & Bea-
dle-Brown, 2012). Most community residential services
in Ireland work within a three-tier staffing structure to
deliver frontline behavioural interventions. The three
tiers include frontline staff members, clinicians, and
frontline residential managers (National Disability
Authority, 2018). However, a systematic review con-
ducted by Brady et al. (2019), which focused on pro-
cedural fidelity of behaviour interventions in
intellectual disability service provision, identified that
previous research focused solely on frontline staff mem-
bers’ training and experience of implementing interven-
tions. It is important to consider the range of influences
operating on different groups of staff and how they
might support or act as barriers to fidelity.

Regulatory bodies involved in ensuring quality and
safety in services provide one set of influences. In Ire-
land, for example, residential disability services for indi-
viduals with intellectual disabilities have been subject to
regulation by the Health Information and Quality Auth-
ority (HIQA) since 2013. The Irish government has
committed to moving people from congregated settings
to community-based settings within a 7-year period and
is committed to creating organisational and culture
change across the disability sector (HSE, 2011). The
standards outlined by HIQA have a basis in Irish law
with eight key domains identified, which include: per-
son-centred care and support; effective care and sup-
port; safe care and support; better health and
wellbeing; leadership; governance and management;
workforce; and resources. The effective care and support
domain lays particular emphasis on good quality behav-
iour support, guided by evidence-based practices. While
these standards aimed to improve and bring consistency
to services provided, they have been established in a top-
down manner, with organisations being required to
conform within a set time period or risk not being regis-
tered as a service provider or being shut down.

While additional regulation may have been necess-
ary, a 2019 overview report by HIQA (Health, Infor-
mation and Quality Authority, 2019) highlighted its
sometimes-negative impact on service provision. Ser-
vice users reported that increased paperwork was pre-
venting frontline staff from being able to spend time

with them, and the rules and regulations in place
made their home environment too restrictive. A focus
on administrative activities at the cost of interaction
with service users has been previously reported in intel-
lectual disability research (Mansell & Elliott, 2001). Such
factors are likely to have an impact on procedural
fidelity by reducing the time staff spend with service
users to teach new skills, support them in new environ-
ments, or deliver other recommended interventions. It
should be noted that this report also highlighted a num-
ber of benefits of the new regulations, including
increased safety and autonomy and better standards of
living across services.

The behaviour of frontline staff is also heavily
influenced by the organisations in which they deliver
services. Bigby and Beadle-Brown (2018), in a review
of factors influencing quality of life outcomes, identified
a range of influential organisational characteristics
including but not limited to management practices,
enabling and less institutional cultures, clarity and
understanding of organisational mission, and good gov-
ernance. Mostly, such organisational features have their
impact through their influence on frontline staff
practices.

Bigby and Beadle-Brown (2018) also acknowledged
the role played by the external environment and the
importance of this being congruent with an organis-
ational mission that is centred on quality-of-life out-
comes for the people receiving the service. More
individual factors, such as staff background and pre-
vious training histories, likely also play a significant
role, as do the personal values, attitudes, and percep-
tions of one’s own role of the staff required to carry
out the interventions (Lewer & Harding, 2013). While
the new HIQA requirements mean all frontline staff in
Ireland must have a minimum Level 5 qualification in
social care, there are different levels of staffing including
personal assistants, care assistants, nurses, and social
care workers, meaning that qualifications can vary sig-
nificantly. Social care workers are required to hold an
undergraduate degree in social care and be registered
with the National Health and Social Care Registration
Board (CORU); and nurses must hold nursing degrees
and be registered with the Irish Medical Council. It is
likely that the differences in qualification and experience
required for frontline positions will impact each indi-
vidual staff member’s perspective and focus in their role.

Staff training systems have been developed to
improve the quality of support delivered to service
users. A review by Konstantinidou et al. (2023) ident-
ified nine studies that reported results of staff training
within a PBS framework. These studies included “train
the trainer” methods and an Organisational Behaviour



Management (OBM) framework. which resulted in
positive overall outcomes for service users. However,
difficulties were highlighted in the reporting of results,
in that the main measurable outcome was the reduction
of behaviours that challenge, with little focus on service
user quality of life. Additionally, the reviewed studies
included little information about how training systems
could be replicated, leaving it uncertain how procedural
fidelity of support plans developed after the trainings
could best be monitored and maintained.

The current study aimed to further explore staff per-
ceptions of how interventions around behaviours that
challenge (especially those associated with PBS) are
implemented day-to-day and their understanding of
factors that influence the perceived fidelity of these
interventions. The study included three different groups
of staff based in Ireland: clinicians, frontline managers,
and frontline staff, to investigate and compare percep-
tions from the different roles involved in developing
and implementing behaviour support plans.

Method
Design

Qualitative, semi-structured, face-to-face interviews were
used because of their ability to gather extensive and rel-
evant data while allowing for exploration of interviewees’
experiences and own perspectives (Creswell & Clark,
2011). This method also ensures that certain topics are
addressed consistently in the interview process, while
allowing some degree of freedom to gather information
specific to the individual participant (Rabionet, 2014).

Participants and recruitment

Participants were recruited in groups of three from each
organisation: one clinician, one house manager, and one
frontline staff member. All members of each triad were
involved in working with the same service user to enable
the researcher to compare their perspectives of the pro-
cess involved in implementing the same behaviour sup-
port plan. A total of 15 participants (i.e., five triads) were
recruited from five adult disability services in Ireland. A
database of 20 organisations, based in Leinster, Ireland,
which described their behaviour support as PBS, was
compiled. All organisations were contacted via email
by the researcher. Five organisations responded to the
research request and these were included in the current
study. Organisations provided study details (e.g., pur-
pose and participant involvement) to residential house
managers, who were asked to volunteer if they were
interested in the research. The first manager that
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volunteered in each organisation was selected to take
part in the study. Following this, the participating man-
ager’s front line staff team were provided information
and interested participants were asked to volunteer to
take part. The first team member to volunteer and pro-
vide a consent form to their manager was selected for
the study. Clinicians associated with the residential
house were then provided with information about the
study. All clinicians associated with the identified resi-
dential teams provided consent to take part in the
study. Demographic information was gathered by ques-
tionnaire prior to interviews. Summary information is
provided to protect participant anonymity; all names
reported in the results are pseudonyms. Eleven females
and four males took part. The average age of partici-
pants was 39.25 years (range 25-56), and the average
duration they had been working with people with beha-
viours that challenge was 15.1 years (range 7 months —
25 years). All participants had a minimum qualification
of a Bachelor’s degree. Five participants were frontline
social care workers, two participants were clinical
nurse managers, and three were social care workers
with the title “Person in Charge”. Three clinicians
were clinical psychologists and two were Board Certified
Behaviour Analysts. Thirteen participants were full time
employees of their organisations and two clinicians were
contracted to work within their organisations.

Measures

Semi-structured interviews were designed to focus the
participant on five key topics in their work with individ-
uals who display behaviours that challenge: the partici-
pant’s experience working with individuals with
behaviours that challenge; experience and understand-
ing of the development of behaviour support plans;
understanding of procedural fidelity; opinion on the
level of procedural fidelity in their day to day practice;
and perceived barriers to achieving high procedural
fidelity in their practice.

Procedure

Ethical approval was obtained through the University of
Kent in addition to organisational ethics committees
where relevant (requested by two services as an addition
to university ethical approval). Service managers within
the organisations that had agreed to participate were
contacted via email with a brief description of the
study to assess their interest in participating. Consent
was obtained by the service manager from the service
user (someone who lived in the residential home, has
a behaviour support plan in place for behaviours that
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challenge, and has regular contact with a behaviour sup-
port specialist) for the researcher to speak with their
support staff. The manager was given a participant
information sheet and consent form, written in an
accessible format. All service users were considered
able to provide consent under the Ireland Assisted
Decision Making (Capacity) Act (2015). When consent
was given by the service user, the researcher approached
the frontline staff and clinician to explain the study and
gain their consent. All participants then took part in
individual semi-structured interviews that had an aver-
age duration of 28.5 minutes (Range: 25.3-38.6 min-
utes). Interviews were conducted in person in head
offices of four organisations and in one residential facil-
ity for the fifth organisation. All interview times were
organised around the participants’ convenience. All par-
ticipants were presented an information sheet about
procedural fidelity prior to the interview, which
explained the term in jargon-free language to ensure
that they were familiar with how it was relevant to
their jobs.

Data analysis

Interviews were audio-recorded and later transcribed.
Transcripts were analysed using Reflexive Thematic
Analysis, a qualitative method emphasising the
“researcher’s reflective and thoughtful engagement
with their data and their reflexive and thoughtful
engagement with the analytic process” (Braun & Clarke,
2019, p. 594). This method acknowledges that no two
researchers will interpret the data in identical ways.
The researcher followed Braun and Clarke’s (2006) six
step guide to analysing data. Initially, the researcher
became familiar with the data. This involved transcrib-
ing the data and then reading while making some notes.
During transcription, all identifying details of partici-
pants were removed from the transcript and all service
users who were discussed were given pseudonyms. Fol-
lowing this, the researcher began to develop initial
codes. During this phase, the researcher examined tran-
scripts in four groups: all transcripts together; clinician
transcripts only; manager transcripts only; and frontline
staff transcripts only.

The researcher then began to generate themes from
the identified codes. The researcher developed a the-
matic map, using this map for the fourth and fifth
phase of the analysis where themes were reviewed
with the rest of the research team, defined, and
named. During these phases, overlapping themes were
identified and reorganised into overarching themes,
each containing sub-themes. Finally, the researcher
engaged in phase six, writing the report.

While, as described above, it was initially anticipated
that there would be significant differences between the
perspectives of each staft group, it became apparent
that the differences between the groups were less than
expected. As such, the analysis primarily focused on
the 15 interviews as a single sample, while drawing
out identified differences in group perspective or under-
standing where apparent.

Reflexivity

The first author is aware that her own personal precon-
ceptions may have affected the design of interview
questions and the analysis or interpretation, or both,
of data. The first author has worked in organisations
similar to those of participants, as a frontline staff
member, frontline residential manager, and behaviour
specialist, and was aware that personal experiences
could produce leading questions or a focus on similar
experiences during the interviews. To avoid this as
much as possible, key questions were designed to
maintain a structure and these were developed with
the research team. The researcher listened to each
interview within 3 days and wrote a reflective account,
while the transcription process took a number of
weeks. The reflective accounts were then used to dis-
cuss the analytic process with the rest of the research
team. While this is not an essential part of the Reflexive
Thematic Analysis process, it was considered valuable
to discuss and compare interpretations of three inter-
views in reaching “a richer more nuanced reading of
the data” (Braun & Clarke, 2019, p. 594).

Results

Overarching themes and sub-themes are listed in
Table 1.

Theme 1: Organisational and environmental
constraints

This theme reflects participant reports regarding the
structure and policy of the organisations they worked
in. Participants discussed the difficulty of being
powerless to change environments due to senior
management decisions and highlighted a clear hier-
archical divide between clinicians, managers and
frontline staff: the three people who need to be work-
ing together to ensure success of support plans. All
participants shared similar experiences and perspec-
tives of the structure of the service they were work-
ing in.



Table 1. List of identified themes and sub-themes.

Theme Sub-theme
Organisational culture and * Inappropriate housing placements
environmental constraints » Power divide between frontline staff
and clinicians
« Priorities of organisation governed by
outside body
Understanding and ¢ C(linicians aren’t accountable
monitoring of procedural o Levels of behaviours that challenge as
fidelity a measure of procedural fidelity
« Consistency is important but can’t be
sure it's happening
Theory vs practice « Different perspectives of stakeholder

involvement in support plan
development

« Inconsistencies in narratives from
different staff about training and
implementation of plan

o Functional analysis is best practice, but
we're not doing it

o Regular reviews are a great idea

o Feedback in a crisis

o Frontline staff under pressure
o Behaviour centred plans

e Focus on restrictive practices

There’s nothing positive about
behaviour support

Inappropriate housing placements

Eleven participants noted that service users were placed
in settings that were completely unsuitable for them,
where they were unhappy and unable to engage. They
highlighted the difficulty of a PBS plan being successful
in an unsuitable environment:

But you see, there’s no point again if the environment
isn’t right. I mean staft can’t follow a plan that needs
a quiet space and low lighting if the person lives with
six other people and they all love rock music. You
know? (Clinician 1)

Participants also discussed how living in communities
and with people with whom you did not choose to
live and may not get along with can have a major impact
on behaviour and motivation to take part in the house
community:

So, the problem is a parent, her mam dies. She’s isolated
(in her community) and there’s going to be problems.
She’s not going to be able to live independently on
her own. She finds it very hard to cope living with
other people, but, unfortunately, she has to be sup-
ported here for safeguarding reasons. (Frontline man-
ager 4)

Participants reported sometimes successfully advocat-
ing for individuals and challenging the organisation’s
policies:

When I started Emma was living with a couple of other
people and we felt that her tolerance of other people was
pretty low and that wasn’t going to change. You know?
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And so, we would have very strongly advocated for
changes to the service design and we’ve been very
lucky in that and strategic in how we went about things.
So, we kind of refuse to get involved unless certain cir-
cumstances happen, unless we’re given a certain level of
resources and that kind of commitment for the service
to change. So yeah that was hard initially, but once we
had a suitable environment it was always going to be
easier for the plan to be implemented. (Clinician 1)

Power divide between frontline staff and clinicians
The language used by participants to describe the
relationship between clinicians and frontline staff was
notable. The terms pass “up” to clinicians and “down”
to frontline staff were frequently employed:

Well, they (clinicians) come down to see us and tell us
the plan. When we give feedback to the PIC [person
in charge] it goes back up and then they send out the
finished plan. (emphasis added, Frontline staff 2)

The clinicians might not come out after an incident, but
they will usually send some suggestions down to us after
we send an incident report up to the psychology depart-
ment. Usually pretty quickly. (emphasis added, Front-
line manager 3)

Participants also commented on the struggle between
clinicians who wrote the report and frontline staff who
implemented it. Frontline staff knew the person very
intimately and may have had a different view to what
will work than the clinicians:

If people aren’t in agreement with them, they’re not
going to implement them. (Frontline manager 3)

During three of the interviews there was a suggestion
that frontline staff would face negative consequences if
they chose to disagree or not implement the plan as
directed by a clinician. One clinician described quite a
punitive accountability system:

I'm not the only clinician and we aren’t the only clini-
cians to have found that support plans were being put in
place and staff were going “that’ll never work, I'm not
doing that”. And unfortunately, then they wouldn’t be
followed and then sometimes you would find that
people hadn’t even read them. And that was a problem.
So that’s why we instituted this very kind of harsh pro-
cess. (Clinician 4)

Priorities of organisation governed by outside

body

Participants from all three groups discussed the pressure
of ensuring HIQA standards were met. Such standards
focussed on fire safety, medication management, finan-
cial audits, and other aspects of the day-to-day running
of supported accommodation. While such matters are
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clearly important, participants described how the
associated paperwork would take away from time that
could be spent with service users implementing proac-
tive strategies from their PBS plans:

I don’t know if it’s because we have a manager who is
hugely focused on the paper work and no matter
what happens, i's HIQA, HIQA, HIQA, HIQA.
And T've never worked with that before. And he’s a
very good manager. But the pressure of that is huge.
(Frontline manager 2)

One clinician noted the importance of remembering
that there is a person at the centre of each support
plan and that it is not just an exercise in complying
with outside standards.

It’s really around putting the person at the centre of
that, and trying to be as true to them as possible, you
know, so that you’re not designing something for
HIQA or for external bodies or for people to come in
and say, “oh, that looks great.” You're actually saying,
“it’s for this person, and this is what they genuinely
need.” (Clinician 3)

All participants from one organisation discussed the
difficulty of having to wait for funding decisions from
an external body (The Health Service Executive, HSE)
and how this had a major impact on their ability to deli-
ver effective services.

She needs the funding from the HSE for the staff and
that’s the piece we’re waiting for. (Clinician 5)

Theme 2: Understanding and monitoring of
procedural fidelity

During each interview, participants were asked what
their understanding of procedural fidelity was. Ten par-
ticipants said they did not know and the five clinicians
who responded gave an incorrect response:

It’s a bit like a person-centred process ... ... like their
quality of life. (Clinician 2)

Following these exchanges, the researcher gave a
definition of procedural fidelity and its application in
research and clinical practice. All participants agreed
that procedural fidelity is important, but differences
were highlighted in how it could be achieved and who
should monitor it.

Clinicians aren’t accountable

This sub-theme drew on information taken only from
the clinicians who took part in the interviews. All five
participants discussed how, once they had written a
plan, they had no real way of monitoring if the plan
was being correctly implemented. When asked how

they knew staff were following the plan accurately,
their responses suggested a lack of accountability:

I'm not sure I can answer that. A PIC (person-in-
charge) is much better placed. They’re on the ground.
They know if they are following through or not. I can
go to a meeting and they can all say, oh we did exactly
what the guidelines said. But I don’t know whether they
did. (Clinician 2)

Two clinicians distanced themselves from the responsi-
bility for monitoring procedural fidelity since they were
contracted in by the organisation and not permanent
staff members:

Given the particular position I am in here...I don’t
have any great input into policy...I don’t have any
power, executive power. (Clinician 4)

Levels of behaviours that challenge as measure of
procedural fidelity

All 15 participants reported that staff testimony and
levels of behaviours that challenge were enough to
determine if a plan was being implemented accurately
and decisions about changes to the evidence-based
plan could be made based solely on this:

(The support plan) is reviewed on the basis of the sup-
port workers” input and staff saying this isn’t working
any more or that doesn’t make any sense any more,
or we have to put in a restrictive practice. So, a restric-
tive practice is put in. (Clinician 2)

All participants, despite having just received an expla-
nation that procedural fidelity was the accuracy of
implementation of plan, discussed how the number of
behaviours that challenge incidents could be used as a
measure of procedural fidelity:

We wouldn’t have many ABC (Antecedent-Behaviour-
Consequence) incidents recorded. So, to me I think that
was obviously a way of showing everybody’s doing the
same thing and that the plans are working. (Frontline
staff 1)

Consistency is important but can’t be sure it's
happening

All participants agreed that consistency of implemen-
tation of behaviour support plans was essential. How-
ever, they also stated that there is no way to know if
this was happening. Due to shift working, some staff
may not see other staff for two weeks at a time, people
work alone and do not get any feedback on how they
are getting on:

I'm not working with someone for two or three weeks
and people are different — they might not implement it
the same way, they might think they are, but they’re



not, you know. So, not at the moment, there’s not, not
really a way to monitor implementation. (Frontline
staff 1)

Theme 3: Theory versus practice

There were some notable differences between the per-
spectives of clinicians and the other groups in this
theme. In a manner consistent with the material on
power divide above, there was some suggestion that
clinicians perceived the development of a support plan
as more consultative than did frontline staff. Similarly,
manager and frontline staff accounts suggested that sup-
port plans were not always implemented in the way
expected by the clinician, with perceived failures (unac-
knowledged by the clinician) in the staff training and
implementation process.

Different perspectives of stakeholder involvement

in support plan development

In the accounts of how support plans were developed and
monitored in three different triads, there were direct con-
tradictions of the role of the different staff members.
When asked how they developed a support plan, the clin-
ician, manager, and frontline staff member from the same
team provided different responses. The following
descriptions are taken from one triad to illustrate the
conflicting reports and experiences of the same process;

I would come to a staff meeting and we would talk
through how Steven is presenting, how they’re getting
to know him. And then we would design a positive
behavioural support plan. (Clinician 2)

There would have been observing staff interactions with
Steven, and also there would have been observing Ste-
ven’s behaviour. And then it would have been a col-
lation of E-forms which would, anytime there’s an
incident of challenging behaviour one of the forms
would be completed by the staff and it would outline
everything that’s done, and the behaviours that were
presented and ... the forms go up to [the psychologist]
and we would sit down and we would discuss the plan,
as a multi-disciplinary team, so it would be myself, it
would be psychologist, and it would be his key worker
then as well. (Frontline manager 2)

[The house manager] would have had a huge part in
that. It would have been X at the time. And then
there would have been the psychologist. Yeah, and
then we were given the plan. (Frontline staff 2)

Inconsistencies in narratives from different staff
about training and implementation of plan

In some of the accounts of the training and implemen-
tation process of the plan, there were direct
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inconsistencies in staff recall of events. When asked
about whether training on implementation of the plan
was provided, one triad of participants provided confl-
icting responses. The clinician reported that careful
training and implementation occurred, but the manager
and staft quotes show a gradual dilution of this. The
manager discussed the practice of providing frontline
staff with an unsanctioned summary version of the
plan, while the frontline staff member reported they
needed to do the best possible at the time:

There’s absolutely no point in handing somebody a
plan and saying do that. So, you sit down with staff,
you work out what’s practical ... ... then it’s about run-
ning through it with them and making sure they’re
happy with it and reviewing it on a regular basis. (Clin-
ician 4)

Basically, the plan, well it was the multi-disciplinary
process. The clinicians are the ones who design the
plan and then sent it over to us. But what we might
do sometimes, because what we use in the front line,
we would have our own support really, just a summary
... we made that yes. (Frontline manager 4)

Well, it was the best staff could do here at the time
because it would be so busy, and things like that
are kicking off at the time they’re saying “OK read
this and see what you think about it”. (Frontline
staff 4)

Functional analysis is best practice, but we’re not
doing it

Each organisation that took part in the study had a
behaviour support policy that outlined functional analy-
sis (a systematic approach to identifying the antecedents
and consequences of behaviours that challenge) as best
practice; however, only one clinician mentioned the
functional assessment process when developing the sup-
port plan:

We would have developed the functional assessment
and the behaviour support plan. (Clinician 1)

There was a consensus among four of the triads, includ-
ing the clinicians, that data collection and reports (i.e.,
providing information about likely antecedents and
consequences of behaviours that challenge) were not
being followed up on by the clinician:

There was loads of incident report forms, like, you
know, behaviour challenge report forms regarding
these kinds of behaviours, but, like, they're still in the
file. No one has read them. (Frontline staff 3)

I don’t do it (review ABC forms) officially, but I know I
should. I suppose the best way to know if the plan is
being followed is by the outcomes. (Clinician 1)
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One clinician also disputed the importance of conse-
quences of behaviour when writing a support plan and
felt that antecedents were all that was needed for a suc-
cessful support plan despite the organisation’s PBS pol-
icy stating that a full functional assessment should be
completed:

You really have to focus on the antecedents. What is
causing the behaviour. There’s little point doing any-
thing about it once it’s happened ... a functional assess-
ment is incredibly important but focusing on the setting
events and the antecedents. 'm not too bothered about
the consequences. (Clinician 4)

Regular reviews are a great idea

Participants had different understandings of the appro-
priate length of time between reviews of support plans
with suggested periods ranging from 6 months to 2
years:

I think it varies. I don’t really get into that process per
se. I just come when asked. But it’s usually once a year I
think, maybe two years. (Clinician 4)

There was general consensus that regular reviews were
very important and beneficial to the behavioural sup-
port process, but they seemed to be more likely after a
crisis or some sort of incident. If things were going
well, reviews were pushed back as the individual was
no longer a priority:

She contacted me about getting it reviewed and then I
said to the manager, and she said “Oh well, you
know, the review meetings - like, if we don’t need to
have a meeting then we don’t have to because it’s
hard for, you know, time and money reasons.”
(Frontline staff 5)

You're asked to come over and the whole thing has
fallen apart, and you go, if you'd only called me in a lit-
tle bit sooner, we could have tweaked a few things, so I
think we maybe need to build in some kind of periodic
review. (Clinician 4)

Theme 4: There’s nothing positive about
behaviour support

All participants were focused heavily on crisis interven-
tion and the stress and pressure that the behaviours that
challenge caused in their work life. Rather than being
positive and person-centred, it appeared that the focus
of many of the PBS plans and staff discussion was
quite negative and behaviour-centred. Participants also
reported that the behaviours that challenge they faced
did not seem to improve over time despite the behav-
iour support process.

Feedback in a crisis

All frontline participants reported that the main way to
feedback information about the behaviour support plan
to the clinician was through incident report forms and it
was these that prompted the clinician to get in touch.
When asked about support from the manager and clin-
ician, frontline staff said this would happen after a beha-
viours that challenge incident:

Well, if an incident was to occur. (Frontline staff 1)

Frontline staff under pressure

Frontline staff commonly reported being frightened by
some of the behaviours with which they were
confronted:

We’re on our own on night shifts. So, if Laura’s extra
heightened, you can feel a bit like, oh my God, I wish
there was someone else there. (Frontline staff 3)

Manager and clinician participants showed empathy for
the sometimes-frightening experiences of frontline staff
and acknowledged the difficulty of their job and the
impact it might have:

Sometimes for the frontline staff it’s mentally draining
... you need a break because she exhausts you. (Front-
line manager 5)

There was also an acknowledgement that staff might not
follow through on guidelines as challenging the service
user or saying “no” would take up a lot of time or
cause a scene when out in public:

It’s just, it’s that it might be easier to give in sometimes.
(Frontline manager 2)

The repetitiveness and unrelenting nature of some of
the behaviours can be exhausting for frontline staff to
work with and participants highlighted the need to
take this into account when developing support plans
to avoid staff burnout:

It’s a long shift when you’re putting in a shift with her.
(Frontline staff 1)

Behaviour-centred plans

Participants were concerned that individuals who dis-
played behaviours that challenge may not have access
to the same opportunities as those who did not. Review
meetings and conversations tended to focus on their
behaviours that challenge rather than more positive
goals:

It would be great to get out there and engage more posi-
tively and get some opportunities you know? But I don’t
know, we’re very focused on managing her behaviour



so we need to focus a bit more on the positive things.
(Frontline staff 1)

Another concern was that people with long histories of
behaviours that challenge became infamous within the
organisation, so staff met them with a negative
perception:

They’re difficult, and “Oh God, you worked in that
house? Oh no, that must have been terrible” ... We're
trying to get away from that kind of ... people with
big labels and heavy hitters or whatever. (Clinician 2)

Focus on restrictive practices

All groups of staff tended to focus more on the restric-
tive practices in place as part of support plans rather
than the accompanying proactive strategies such as
skills teaching:

So, some restrictions would have had to be put in place
... (Frontline manager 4)

We got okayed to lock the doors ... (Frontline staff 3)

Participants talked about restrictive practices as the
defining components of support plans, following direc-
tions to the letter of how long doors could be locked,
how many behaviours should be displayed before medi-
cation should be given, etc.:

So, if you lock the door, you're locking it for 15 minutes
and you open it up. A few inches, OK. You feel after 15
minutes it still needs to be locked, you justify and
record. It’s all reported and monitored, safeguarded.
(Frontline manager 2)

There was no mention of skill building across the 15
interviews and developing methods to reduce the use
of restrictive practices for service users.

Discussion

Semi-structured interviews were used in this study to
explore the experiences of staff involved in designing
and implementing behaviour support plans in residen-
tial services for adults with intellectual disabilities.
They also sought to identify any barriers to high fidelity
of implementation and other challenges within the
organisations. Reflexive thematic analysis of interview
transcripts led to the identification of a number of key
themes. Staff identified the main barriers to faithful
implementation of PBS plans to be: organisational and
environmental constraints; lack of understanding and
monitoring of procedural fidelity; challenges related to
the development of support plans, their quality,
implementation and review; and finally, the reactive
and restrictive nature of the support plan process that
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neither supported frontline staff under pressure nor
the skills and quality of life of service users. A novel con-
tribution of this study is the exploration of the perspec-
tives of three different staff groups: frontline staff,
managers, and clinicians. While there was perhaps sur-
prisingly broad agreement across these three groups
about the issues and challenges faced, differences did
emerge in respect of the role played by frontline staff
in the development of behaviour support plans and
the rigour of the implementation process, and these
are considered further below.

Limitations

Before the implications of the results are discussed it is
important to highlight the limitations of the study. All
15 participants were recruited from urban areas in the
East of Ireland with no representation from services in
other geographical areas or in rural settings. It is poss-
ible that participants recruited elsewhere may have
had different perceptions and experiences of imple-
menting behaviour interventions. The study focused
on frontline staff, frontline managers, and clinicians.
However, none of these staff groups were directly
responsible for funding, resourcing, or training. It may
have been valuable to also gain insight from a higher
level of management such as “service managers” to get
a clearer overall picture of implementing behaviour
interventions in residential services and the challenges
and barriers to this.

Another limitation of the study was that most of the
data gathered related to the overall process of imple-
menting PBS, rather than procedural fidelity specifically.
Staff discussed challenges and barriers in very broad
terms and did not focus specifically on any particular
elements of support plans that were difficult to
implement properly. This may reflect the overall lack
of understanding and awareness of procedural fidelity
that was displayed by all participants. While a definition
of procedural fidelity was provided in the information
sheet, a more thorough discussion before beginning
the interviews may have allowed participants to provide
responses more directly related to fidelity. However, in
practice, it is likely that participants would still have
had difficulty in commenting on actual fidelity since
none of the organisations employing participants had
mechanisms for collecting fidelity information. There-
fore, participant responses inevitably reflected their per-
ceptions of barriers to, and facilitators of, likely fidelity.

Finally, it is important to acknowledge that a possible
limitation of the study was that participants were not
fully engaged in providing what may be considered com-
petent behaviour support. Previous research has
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highlighted that problems with implementation are com-
mon (Hassiotis et al., 2018), suggesting that the group of
participants in the current study were by no means atypi-
cal of others. Despite these limitations, a number of
themes were apparent across the 15 interviews.

Organisational and environmental constraints

Archaic institutional hierarchies from the days before
modern disability policy and practice appear to con-
tinue to have some impact on current human services.
People continue to be placed in congregated settings
without any choice over where they live or who they
live with (Joint Committee on Disability Matters,
House of the Orieachtas, 2023). These issues were
apparent in the current study where many participants
identified the difficulty of implementing PBS when indi-
viduals’ housing placements had not been chosen by
them and may have been inappropriate. These findings
are similar to those of Jackman-Galvin and Partridge
(2022), who highlighted hierarchical systems of man-
agement preventing person-centred care being deliv-
ered effectively. Their staff and service user
participants also noted that the concept of “choosing
where I live” was “tokenism” and not a value that was
acted upon or given priority in the service.

Another legacy from the institutions is the percep-
tion that clinicians are very separate to frontline staff
and do not fully understand the challenges involved in
supporting individuals on a daily basis. Clinicians typi-
cally work across a number of locations, with their office
based in a separate area of the company. Lines of auth-
ority can be blurred as the clinician does not report to
the house manager or service manager directly, leading
to confusion about who is responsible for monitoring
delivery of support plans and who has the authority to
lead frontline practice. In fact, psychologists and behav-
iour specialists usually have no authority over any staff
other than those in their direct clinical teams and they
occupy a support role with respect to frontline staff.
These issues may contribute to clinicians being viewed
as difficult to approach and more important than front-
line staff. Similar perceptions of powerlessness were
identified by Quilliam et al. (2018), whose frontline
staff participants highlighted that they “knew the person
best” but were often overruled and not listened to in
relation to major decisions related to the individuals.
Within our current study, the terms “pass up” to clini-
cians and “down” to frontline staft (employed a total
of 23 times throughout the 15 interviews), strongly
suggested an ongoing power imbalance within the
organisations.

Such problematic structures are likely to create ten-
sion between frontline staff and clinicians, preventing
information being shared, which in turn will interfere
with the development and implementation of a success-
ful support plan. Collaborative practices with key stake-
holders have been identified as a key underpinning
value of PBS (Gore et al., 2022). Results of the current
study suggests that, even in settings avowedly using
PBS, true partnership is sometimes limited and tra-
ditional roles of clinicians “prescribing” and frontline
staff administering (or not) the “prescription” remain
influential. This is despite the development of effective
other models in which frontline staff and managers
take a much greater role in developing PBS plans (e.g.,
McClean et al., 2005; MacDonald et al., 2018).

Outside regulatory and funding bodies (HIQA and
HSE) continue to heavily influence care provider policy,
so person-centred plans and supports must fit in with
larger, national policy and guidelines. However, such a
one-size-fits-all approach may be very difficult to
implement given the diversity of those supported in
adult disability services. The focus on reactive and
restrictive approaches around behaviours that challenge
that emerged in the fourth theme was, perversely, likely
to reflect HIQA standards on health and safety. Staff
were so concerned about what they should do, if the
behaviour occurred, to keep the person, themselves
and others safe, that they may have lost sight of ways
to prevent the behaviour or teach alternatives. Such a
focus on risk avoidance rather than positive risk taking,
independence, and human rights has previously been
discussed by Seale et al. (2013) in the context of more
general services for children and adults with intellectual
disabilities.

Understanding and monitoring of procedural
fidelity of behaviour support plans

In the organisations where the research was carried out
there was a clear lack of identifiable accountability for
monitoring and evaluating the procedural fidelity of
behaviour support plans. This is very concerning as
major decisions are made as a result of the success or
failure of these plans such as implementing restrictive
practices, using medication and reducing access to
different amenities or opportunities (Vollmer & Slo-
man, 2008). As discussed above, the current study
found an emphasis on restrictive practices in the behav-
iour support plans involved. It is likely that the lack of
understanding of procedural fidelity and accountability
for the plan contributed to this. As PBS plans are not
being monitored for fidelity, if or when they do not pro-
vide positive outcomes, the plan is blamed and more



restrictive procedures put in place. People may be stuck
with locked doors, given PRN (as required) medication,
and denied access to areas of their own homes, when the
more proactive plan in place may not actually be being
implemented at all. It would seem natural that the
author of a plan would be responsible for monitoring
its implementation; however, this did not appear to be
the case in the current study. Unfortunately, due to
the organisational structure and divides between differ-
ent groups of staff, this key element of behavioural sup-
port seems to have been neglected.

There was agreement among all participants that
measuring procedural fidelity of a behaviour support
plan is something that should be done. One participant
had positive experience of using the periodic service
review (LaVigna et al., 1994), but this did not go as
far as monitoring accuracy of implementation. For
many reasons, at least in the current study, procedural
fidelity has been overlooked as a necessary part of the
PBS process and the success of plans is determined by
the level of behaviours that challenge after the plan is
written. This is in line with findings by Gresham
(2004), who identified that this was how clinicians
were monitoring their plans and making life changing
decisions. A more structured and accountable support
system would allow practice leadership (Beadle-Brown
etal.,, 2015) to be at the centre of PBS. This would ensure
that frontline staff and managers have access to training,
feedback, and ongoing discussions to maximise pro-
cedural fidelity. Further exploration of how to
implement Organisational Behaviour Management sys-
tems within disability services would be useful to facili-
tate more accountable and measurable application of
support plans.

Theory versus practice

Dunlap et al. (2010) highlighted that, while a huge
amount of effort has been put into developing the pro-
cedures of PBS, considerably less is known and under-
stood about how to put these procedures into practice.
When speaking with all participants in the current
study, there was a clear consensus about what is best
practice. All participants were well trained in behaviours
that challenge, had received training in PBS, and the
social model of disability and had lots of experience
working in disability services. Therefore, it was pre-
sumed that participants had knowledge and skills in
the core principles of PBS, although they were not
“experts” in PBS. All organisations had clear behaviour
support policies that each staff member had read and
signed off. Clinicians were aware that frontline staff
know the service users best and should be included in
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the development of the plan; however, this was not
being done consistently across services. Managers
knew that regular reviews of behaviour support plans
were important to their monitoring and success, yet
they allowed review meetings to slip when things were
going well in order to prioritise resources elsewhere.
Wiese (2015) highlighted a similar, more general dis-
connect between the rhetoric of PBS and actual practice.
Such a disconnect may also reflect the contingencies
operating on managers, especially from their own man-
ager and external regulators. For example, meeting
frontline staff regularly and collecting data on plan
implementation was not a priority in HIQA standards
and perhaps, therefore, not a priority for the relevant
staff. As noted by Thompson (1995), practitioners
adjust their behaviour to meet the goals specified by
their organisations.

It was also interesting that across five different triads
of staff, from five different organisations, there was no
agreement about how often review meetings should be
held. The recommendations ranged from “constantly”
to “every two years.” HIQA standards are extremely
vague on this also, simply stating that “interventions
are reviewed on a regular basis” (HIQA, 2019, p. 82).
It may be valuable to explore a quality standard for
how often reviews should occur and in what format.
For example, do reviews need to be carried out regularly
with a multidisciplinary team or would it be sufficient to
have the clinician and key worker managing the review?
The second issue is, what exactly is being reviewed? Staff
testimony and incident forms are reportedly the only
methods to review the effectiveness of a plan. As dis-
cussed above, with no record of how accurately plans
are being implemented and limited data being gathered
on their impact on desired outcomes, it could be
suggested the reviews risk being carried out with incom-
plete evidence.

There’s nothing positive about behaviour
support

Staff perceptions of behaviours that challenge play a
huge role in staff interactions and support for service
users. Staff confronted with behaviours that challenge
may respond in ways that are not recommended
because, no matter their long-term consequences,
such responses stop the behaviour from happening
and enable them to escape what are often highly aver-
sive situations (Oliver, 1993). As staff report only
receiving feedback after an incident of behaviours
that challenge, there will often be no monitoring of
the extent to which such “off-plan” approaches are
being used.
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The apparent lack of positive reinforcement and
feedback for staft and service users who are following
plans and making progress is a clear contradiction of
what PBS is about. As attention is only focused on
these individuals and staff teams when something is
going wrong, the perception that the work is negative
and aversive is strengthened.

The current study has highlighted a focus on restric-
tive practices and an absence of prioritising skill build-
ing and environmental factors, which are key to
successful PBS interventions. This is a common
finding across services (National Guideline Alliance,
2016) and is extremely concerning due to the growing
evidence base that restrictive practices can have a detri-
mental psychological impact on the individual, their
staff, and the therapeutic relationship between the two
(). The described how, despite mounting evidence that
restrictive practices increased the likelihood of beha-
viours that challenge, staff were able to justify restric-
tions on people’s access to food, personal care, and
movement as a regularly required “duty of care”. This
suggests the need to ensure that all staff understand
the importance of proactive strategies within PBS and
these are encouraged through clear and easy-to-follow
guidelines.

There was acknowledgement from one clinician that
there should be more of a focus on teaching new skills,
but as a team, they tended to only think of behaviour
management. This has been highlighted previously
by Hoole and Morgan (2011) as service users with
PBS plans felt they were excluded from activities and
learning opportunities due to their label. The fear
and burnout reported by participants in the current
study may have contributed to reduced motivation to
carry out the more positive aspects of the PBS plan,
such as skills teaching. Without being taught the
necessary skills that might replace their behaviours
that challenge using techniques such as functional
communication training, progress towards a better
quality of life will be limited.

Conclusion

The need for more understanding of the importance of
procedural fidelity of PBS interventions is clear. To
enable this to happen, more input and support needs
to be provided to enable frontline staff and managers
to follow guidelines accurately. A more structured and
accountable support system would ensure that frontline
staff and managers have access to training, feedback,
and ongoing discussions to maximise procedural
fidelity. The implementation of an accountable struc-
ture of recording interactions and feedback sessions

would improve communication between clinicians and
frontline staff, allowing challenges to be dealt with as
they arise, and ensuring that appropriate decisions can
be made in due course about the effectiveness of PBS
plans and any necessary adjustments to intervention
approaches.

Acknowledgements

The authors would like to thank all organisations and staff
members who participated in this research.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

The research was funded as part of a privately funded PhD
study with the Tizard Centre, University of Kent.

Conflicts of interest

All the authors declare no conflicts of interest.

Data availability statement

The data that support the findings of this study are available
from the corresponding author upon reasonable request.

All authors listed have contributed to, seen and approved
of the manuscript and have agreed to the order of authors
as listed on the title page.

ORCID

Lucy Brady
Ciara Padden
Peter McGill

http://orcid.org/0000-0002-7714-7890
http://orcid.org/0000-0001-9789-1812
http://orcid.org/0000-0003-2796-8284

References

Albin, R. W, Lucyshyn, ]. M., Horner, R. H., & Flannery, K. B.
(1996). Contextual-fit for behavioural support plans: A
model for ’goodness of fit’. In L. K. Koegel, R. L. Koegel,
& G. Dunlap (Eds.), Positive behavioural support:
Including people with difficult behavior in the community
(pp- 81-98). Brookees.

Beadle-Brown, J., Bigby, C., & Bould, E. (2015). Observing
practice leadership in intellectual and developmental dis-
ability services. Journal of Intellectual Disability Research,
59(12), 1081-1093. https://doi.org/10.1111/jir.12208

Bigby, C., & Beadle-Brown, J. (2018). Improving quality of life
outcomes in supported accommodation for people with
intellectual disability: What makes a difference? Journal of
Applied Research in Intellectual Disabilities, 31(2), e182—
€200. https://doi.org/10.1111/jar.12291


http://orcid.org/0000-0002-7714-7890
http://orcid.org/0000-0001-9789-1812
http://orcid.org/0000-0003-2796-8284
https://doi.org/10.1111/jir.12208
https://doi.org/10.1111/jar.12291

Brady, L., Padden, C., & McGill, P. (2019). Improving pro-
cedural fidelity of behavioural interventions for people
with intellectual and developmental disabilities: A systema-
tic review. Journal of Applied Research in Intellectual
Disabilities, 32(4), 762-778. https://doi.org/10.1111/jar.
12585

Braun, V., & Clarke, V. (2006). Using thematic analysis in psy-
chology. Qualitative Research in Psychology, 3(2), 77-101.
https://doi.org/10.1191/1478088706qp0630a

Braun, V., & Clarke, V. (2019). Reflecting on reflexive the-
matic analysis. Qualitative Research in Sport, Exercise and
Health, 11(4), 589-597. https://doi.org/10.1080/2159676X.
2019.1628806

Creswell, . W., & Clark, V. P. (2011). Designing and conduct-
ing mixed methods research (2nd ed.). Sage Publications.

Department of Children, Equality, Disability, Integration and
Youth. (2023). Action plan for disability services 2024-2026.
Government of Ireland.

Dunlap, G., Carr, E. G., Horner, R. H., Koegel, R. L., Sailor,
W., Clarke, S., Koegel, L. K., Albin, R. W, Vaughn, B. J,,
McLaughlin, D. M., James, K. M., Todd, A. W., Newton,
J. S., Lucyshyn, J., Griggs, P., Bohanon, H., Choi, J. H,,
Vismara, L., Minjarez, M. B, ... Fox, L. (2010). A descrip-
tive, multiyear examination of positive behaviour support.
Behavioural Disorders, 35(4), 259-279.

Fisher, A. C,, Jarvis, C., Bellon, M., & Kelly, G. (2022). The
accessibility and usefulness of positive behaviour support
plans: The perspectives of everyday support people in
South Australia. International Journal of Positive
Behavioural Support, 12(1), 36-45.

Gersten, R., Fuchs, L. S, Compton, D., Coyne, M,
Greenwood, C. R., & Innocenti, M. S. (2005). Quality
indicators for group experimental and quasi-experimen-
tal research in special education. Exceptional Children,
71(2), 149-164. https://doi.org/10.1177/001440290507
100202

Gore, N. J., Sapiets, S. J., Denne, L. D., Hastings, R. P,
Toogood, S., MacDonald, A., Baker, P., Allen, D,
Apanasionok, M. M., Austin, D., Bowring, D. L,
Bradshaw, J., Corbett, A., Cooper, V. Deveau, R,
Hughes, J. C., Jones, E., Lynch, M., McGill, P, ...
Williams, D. (2022). Positive behavioural support in the
UK: A state of the nation report. International Journal of
Positive Behavioural Support, 12(S1), 4-39.

Gresham, F. M. (2004). Current status and future directions of
school-based behavioral interventions. School Psychology
Review, 33(3), 326-343. https://doi.org/10.1080/02796015.
2004.12086252

Hassiotis, A., Poppe, M., Stydom, A., Vickerstaft, V., Hall, L. S,,
Crabtree, J., & Crawford, M. J. (2018). Clinical outcomes of
staff training in positive behaviour support to reduce chal-
lenging behaviour in adults with intellectual disability:
Cluster randomised controlled trial. The British Journal of
Psychiatry, 212(3), 161-168. https://doi.org/10.1192/bjp.
2017.34

Hassiotis, A., Robotham, D., Canagasabey, A., Romeo, R,
Langridge, D., Blizard, R, & King, M. (2009).
Randomized, single-blind, controlled trial of a specialist
behavior therapy team for challenging behavior in adults
with intellectual disabilities. American Journal of
Psychiatry, 166(11), 1278-1285. https://doi.org/10.1176/
appi.ajp.2009.08111747

JOURNAL OF INTELLECTUAL & DEVELOPMENTAL DISABILITY 13

Health Information and Quality Authority. (2019). Five years
of regulation in designated centres for people with a
disability.

Health Service Executive. (2011). Time to move on from con-
gregated settings: A strategy for community inclusion.

Hoole, L., & Morgan, S. (2011). ‘It’s only right that we get
involved’: Service-user perspectives on involvement in
learning disability services. British Journal of Learning
Disabilities, 39(1), 5-10. https://doi.org/10.1111/j.1468-
3156.2009.00563.x

Jackman-Galvin, V., & Partridge, M. (2022). Relationships
and power: An exploration of person-centredness in an
intellectual disability service in Ireland. Health & Social
Care in the Community, 30(6), €6294-e6302. https://doi.
org/10.1111/hsc.14068

Joint Committee on Disability Matters. (2023). Annual report
2022. House of Oireachtas.

Konstantinidou, I., Dillenburger, K., & Ramey, D. (2023).
Positive behaviour support: A systematic literature review
of the effect of staff training and organisational behaviour
management. International Journal of Developmental
Disabilities,  69(1), 29-44.  https://doi.org/10.1080/
20473869.2022.2123199

LaVigna, G. W., Hughes, E. C,, Potter, G., Spicer, M., Hume,
L., Willis, T. J., & Huerta, E. (2022). Needed independent
and dependent variables in multi-element behavior support
plans addressing severe behavior problems. Perspectives on
Behavior Science, 45(2), 421-444. https://doi.org/10.1007/
s40614-022-00331-4

LaVigna, G. W., Willis, T. J., Shaull, T. F.,, Abedi, M., &
Sweitzer, M. (1994). The periodic service review: A total
quality assurance system for human services and education.
Paul H. Brookes Publishing Co.

Ledford, J., & Gast, D. L. (2014). Measuring procedural fidelity
in behavioural research. Neuropsychological Rehabilitation,
24(3-4), 332-348. https://doi.org/10.1080/09602011.2013.
861352

Lewer, A., & Harding, C. (2013). From “what do you do?” to
“a leap of faith”: developing more effective indirect inter-
vention for adults with learning disabilities. Tizard
Learning Disability Review, 18(2), 74-83. https://doi.org/
10.1108/13595471311315092

MacDonald, A., McGill, P., & Murphy, G. (2018). An evaluation
of staff training in positive behavioural support. Journal of
Applied Research in Intellectual Disabilities, 31(6), 1046—
1061. https://doi-org.chain.kent.ac.uk/10.1111jar.12460

Mansell, J., & Beadle-Brown, J. (2012). Active support:
Enabling and empowering people with intellectual disabil-
ities. Jessica Kingsley.

Mansell, J., & Elliott, T. (2001). Staff members’ prediction of
consequences for their work in residential settings.
American Journal on Mental Retardation, 106(5), 434-
447.  https://doi.org/10.1352/0895-8017(2001)106<0434:
SMPOCF>2.0.CO;2

McClean, B., Dench, C., Grey, L, Shanahan, S., Fitzsimons, E.,
Hendler, J., & Corrigan, M. (2005). Person focused train-
ing: A model for delivering positive behavioural supports
to people with challenging behaviours. Journal of
Intellectual Disability Research, 49(5), 340-352. https://
doi.org/10.1111/j.1365-2788.2005.00669.x

McGill, P., Vanono, L., Clover, W., Smyth, E., Cooper, V.,
Hopkins, L., Barratt, N., Joyce, C., Henderson, K., Sekasi,


https://doi.org/10.1111/jar.12585
https://doi.org/10.1111/jar.12585
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1080/2159676X.2019.1628806
https://doi.org/10.1177/001440290507100202
https://doi.org/10.1177/001440290507100202
https://doi.org/10.1080/02796015.2004.12086252
https://doi.org/10.1080/02796015.2004.12086252
https://doi.org/10.1192/bjp.2017.34
https://doi.org/10.1192/bjp.2017.34
https://doi.org/10.1176/appi.ajp.2009.08111747
https://doi.org/10.1176/appi.ajp.2009.08111747
https://doi.org/10.1111/j.1468-3156.2009.00563.x
https://doi.org/10.1111/j.1468-3156.2009.00563.x
https://doi.org/10.1111/hsc.14068
https://doi.org/10.1111/hsc.14068
https://doi.org/10.1080/20473869.2022.2123199
https://doi.org/10.1080/20473869.2022.2123199
https://doi.org/10.1007/s40614-022-00331-4
https://doi.org/10.1007/s40614-022-00331-4
https://doi.org/10.1080/09602011.2013.861352
https://doi.org/10.1080/09602011.2013.861352
https://doi.org/10.1108/13595471311315092
https://doi.org/10.1108/13595471311315092
https://doi.org/https://doi-org.chain.kent.ac.uk/10.1111/jar.12460
https://doi.org/10.1352/0895-8017(2001)106%3C0434:SMPOCF%3E2.0.CO;2
https://doi.org/10.1352/0895-8017(2001)106%3C0434:SMPOCF%3E2.0.CO;2
https://doi.org/10.1111/j.1365-2788.2005.00669.x
https://doi.org/10.1111/j.1365-2788.2005.00669.x

14 (& L.BRADYETAL

S., & Deveau, R. (2018). Reducing challenging behaviour of
adults with intellectual disabilities in supported accommo-
dation: A cluster randomized controlled trial of setting-
wide positive behaviour support. Research in
Developmental Disabilities, 81, 143-154. https://doi.org/
10.1016/j.ridd.2018.04.020

National Disability Authority. (2018). National disability
authority annual report.

National Guideline Alliance. (2016). Mental health
problems in  people with learning disabilities:
Prevention, assessment and management. NICE guide-
line, NG54. Appendix V, BILD service user focus group
report. National Institute for Health and Care
Excellence.

NICE Guidelines [NG11]. (2015). Challenging behaviour
and learning disabilities: Prevention and interventions
for people with learning disabilities whose behaviour
challenges. National Institute for Health and Care
Excellence.

Oliver, C. (1993). Self-injurious behaviour: From response to
strategy. In C. Kiernan (Ed.), Research to practice?
Implications of research on the challenging behaviour of
people with learning disability (pp. 135-188). British
Institute of Learning Disabilities.

Quilliam, C., Bigby, C., & Douglas, J. (2018). Staff perspectives on
paperwork in group homes for people with intellectual

disability. Journal of Intellectual & Developmental Disability,
43(3), 264-273.  https://doi.org/10.3109/13668250.2017.
1378315

Rabionet, S. E. (2014). How I learned to design and conduct
semi-structured interviews: An ongoing and continuous
journey. The Qualitative Report, 16(2), 563-566. https://
doi.org/10.46743/2160-3715/2011.1070

Seale, J., Nind, M., & Simmons, B. R. (2013). Transforming
positive risk-taking practices: The possibilities of creativity
and resilience in learning disability contexts. Scandinavian
Journal of Disability Research, 15(3), 233-248. https://doi.
org/10.1080/15017419.2012.703967

Thompson, N. (1995). Theory and practice in health and social
welfare. Open University Press.

Vollmer, T. R., & Sloman, K. N. (2008). Practical implications
of data reliability and treatment integrity monitoring.
Behavior Analysis in Practice, 1(2), 4-11. https://doi.org/
10.1007/BF03391722

Wiese, M. (2015). Commentary on “It can still happen here:
Systemic risk factors that may contribute to the continued
abuse of people with intellectual disabilities. Tizard
Learning Disability Review, 20(3), 147-150. https://doi.
org/10.1108/TLDR-03-2015-0015

Wolery, M. (2011). Intervention research. Topics in Early
Childhood Special Education, 31(3), 155-157. https://doi.
org/10.1177/0271121411408621


https://doi.org/10.1016/j.ridd.2018.04.020
https://doi.org/10.1016/j.ridd.2018.04.020
https://doi.org/10.3109/13668250.2017.1378315
https://doi.org/10.3109/13668250.2017.1378315
https://doi.org/10.46743/2160-3715/2011.1070
https://doi.org/10.46743/2160-3715/2011.1070
https://doi.org/10.1080/15017419.2012.703967
https://doi.org/10.1080/15017419.2012.703967
https://doi.org/10.1007/BF03391722
https://doi.org/10.1007/BF03391722
https://doi.org/10.1108/TLDR-03-2015-0015
https://doi.org/10.1108/TLDR-03-2015-0015
https://doi.org/10.1177/0271121411408621
https://doi.org/10.1177/0271121411408621

