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Welcome to Positive Behaviour Support (PBS) learning program.  This course aimed at Disability Accommodation Services (DAS) staff will provide you with a solid understanding of positive behaviour support along with the tools and techniques necessary to implement the culture and practices of PBS in your workplace. 
The first two days of this course are focused on understanding the principles, philosophy and systems underlying a positive behaviour support approach.  Using a person-centred framework, participants will develop the skills necessary to undertake a functional behaviour assessment.
During the final portion of the course we will explore how this assessment leads to the development of an individualised, multi-pronged positive behaviour support plan.  
PBS is a team-based approach and in this course, you will work with your staffing team to:
Work through the steps for gathering information about the individual.
Describe a behaviour operationally.
Measure/record a behaviour accurately.
Identify the function of a behaviour and be able to clearly explain the underlying message.  
Articulate the components of the positive behaviour support framework.
Plan and use a range of immediate response strategies.
Explain to all members of an individual’s circle of support including: family, support teams, managers, Community Visitors, and others your rationale for strategies/decisions.
Work together, consistently as a team to implement the plan your develop. 

The learner’s guide is designed to assist with your learning throughout the three day program, and provide a resource to utilise in your ongoing implementation of Positive Behaviour Support strategies throughout your everyday work practice. 
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[image: ]Who is the person?
Understanding the behaviour
Immediate Response



	Proactive Strategies
What to do BEFORE an issue arises
	Response Strategies
What to do when an issue is occurring

	Change the Environment
	Teach New Skills
	Focused Supports
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The Oxford dictionary defines a value as “principles or standards of behaviour; one’s judgment of what is important in life.”  We all use values everyday as a guide to how to behave.  They consciously and unconsciously influence our decisions, attitudes and behaviour choices. Governments and organisations have taken steps to ensure that these are underpinned by law and policy.  In Victoria our rights and responsibilities are enshrined in the:

1. Victorian Charter of Human Rights and Responsibilities 2006
The Charter sets out the basic rights, freedoms and responsibilities of all people in Victoria.  It requires that governments and other public authorities, including the Department of Health and Human Services, consider human rights when they make laws, develop policies or provide services.
The Charter gives legal protection to 20 fundamental human rights, such as freedom of movement, right to life, equal recognition before the law and protection of privacy.  
For more information see www.victorianhumanrightscommission.com

2. The United Nations Convention on the Rights of Persons with Disabilities 2007
The Convention is an international agreement to protect and uphold the rights of persons with disabilities. Parties to the Convention are required to ensure persons with disabilities are treated as equal under the law and that their human rights are promoted, protected and ensured. 
For more information see www.un.org

3. The Disability Act 2006 
The Disability Act outlines a whole-of-government, whole-of-community response to the rights and needs of people with a disability, and provides a framework and principles for providing quality services to people with a disability. The Act also sets boundaries for the limitation of the rights of people with disabilities through the use of restrictive interventions and compulsory treatment. 
For more information see www.legislation.vic.gov.au






[image: ]Group Activity: Values, Rights and Responsibilities  
Each small group has been provided a “value”.  As a group discuss what the value is and reflect on each of the follow questions.  Be prepared to share with the group!


Our Group Value is: ________________________________

1. What does the value mean?
2. Give examples of when you have seen this value in practice at work?
3. Give examples of when you have seen this value infringed upon at work?
[image: ]
Your values are your compass; they should guide everything that you do and point you in the right direction when you are lost.
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Everybody has a story.  It is how we have come to be who we are, why we react the way we do, why we prioritise the way we do.  The elements of an individual’s story and our interpretation of them colours how we perceive them – positively and negatively. 

“Person-centred planning begins when people decide to listen carefully and in ways that can strengthen the voice of people who have been or are at risk of being silenced.” ~ John O’Brien

The basis for PBS is a solid understanding of the individual.  The backbone is your Person Centred Plan (PCP) and related Person Centred Active Support (PCAS). 



[bookmark: _Toc438646915]What is PCAS? 
“Support workers who use PCAS see that every moment has potential for a person to be engaged. They provide little amounts of assistance often. They provide just enough assistance of the right kind, to enable a person to succeed in doing all, or part of a task. They provide opportunities for people to exercise choice and control over many aspects of their lives” 
http://www.activesupportresource.net.au/module-1.html
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Person-centred planning is about listening to and learning from what people want from their lives.  A person centred plan captures the whole of life and focuses on identifying the goals and aspirations of the person and the supports needed to achieve them.  Though the tools of person-centred planning are applicable for all, it is most often used to support those with a disability or others with support needs such as mental health, significant illness or for children/young people.  Person centred planning facilitates the inclusion and participation of individuals in the community. The Person Centred Plan (PCP) is referred to as the ‘Support Plan’ in section 54 of the Disability Act 2006 and must be completed by a disability service when it provides an ongoing disability service. 
Note: this is different from the Behaviour Support Plan in Part 7 of the Act.



How does all of this relate to Positive Behaviour Support? 
When PCAS is in place, individuals are engaged in meaningful activity, with exactly the right amount of the right type of support to experience success. They have choices; they have control over their own lives and they make decisions for themselves. Individuals develop and learn new skills and they are a part of their community. When PCPs are in place, individuals have dreams and aspirations that have been heard; they have goals that are important and meaningful to them, and they are provided the support they need to work towards achieving these goals. When all of this is in place, individuals literally have fewer reasons to engage in behaviour of concern as their needs have been met and they are enjoying a good quality of life! 
Where behaviours of concern exist, it is because an individual has an underlying need that they are attempting to meet in the best way they know how. In PBS we use scientifically validated methods to try to understand what that unmet need is, and to have that need met so that there is literally no need for the individual to resort to behaviours of concern. Meeting the unmet need may involve changing the individual’s environment, teaching the individual new skills and/or changing the supports provided to the individual. The end result is that the person’s quality of life has improved, the behaviour of concern is eliminated and therefore the need to use restrictive interventions (such as chemical restraint or seclusion) is also eliminated. 

Person-centred active support, person-centred plans and positive behaviour support all have the same aim – to increase individuals’ quality of life. 

[bookmark: _Toc438646917]Quality of Life
There are lots of different opinions about what constitutes a good quality of life, however there is general consensus that it includes feeling happy and satisfied, having a general sense of well-being and having the chance to achieve potential. Quality of life applies to all humans equally, so people with disabilities should, and are entitled to enjoy the same quality of life as others in the community.  






[image: ]	Group Activity: Quality of Life  
What constitutes a good quality of life? Are there any documents in your organisation that capture what a good quality of life means? 
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8) Communication
7) Historic experiences
1) Personality
4) Diagnoses:
· Disability
· Mental health
· Medical conditions
· Medications
2) Strengths and Abilities
3) Family of Origin / Culture
6) Emotional Considerations
5) Sensory processing considerations
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This is getting to the core of an individual.  Are they introverted or extroverted?  Optimistic or cynical? Logical or creative?  As well as giving indications of who they are and how they might choose to engage with the world around them, understanding these traits is essential for the development of effective support systems.


Group Activity: Who am I? 
Take a minute to reflect on the questions below.  Then turn to page 52 in the Application Section and complete section 1) Personality. 

Who is the person?  What words comes to mind when you think of him or her?
If they can/could, how would they describe themselves?
How would you describe them to others?
What’s most important about this person?


[image: ]
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We all have strengths and abilities.  Some strengths are overt such as extreme music or sporting abilities, while others are more subtle or relative to the persons other ability levels.Group Activity: What is their strengths and abilities? 
Turn to page 52 in the Application section of your manual.  As a group, brainstorm the individual’s unique strengths and abilities.

[image: ]
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Each of us has been shaped by our early family experiences.  How our family home operates (highly routine/organised versus free-flowing/spontaneous), how we were parented (such as use of punishment and rewards, expectations), how events and activities were approached and discussed shapes our expectations and perceptions.  Similarly, we all bring a cultural and/or religious heritage which provides a lens through which we see ourselves and others.
[image: ]Group Activity: Impact of family of origin and culture? 
Turn to page 52 in the Application section of your manual.  As a group, note the cultural and family of origin elements that need to be considered in developing supports for this individual.

[bookmark: _Toc438646922]4. Diagnoses: Impact of the Disability/Mental Health/Medical Conditions/Medications  
As discussed earlier, the Victorian Charter of Human Rights and Responsibilities 2006 was an important step towards ensuring all individuals are afforded freedom, respect, equality and dignity.  One of the practical outcomes of this was the renewed focus by DHHS and other bodies to “see the person and not the disability”.
At face value there are not many of us who would openly disagree with that focus.  However, while we are right to be wary of “labelling” and making judgements based solely on a diagnosis, we, as professionals, have a responsibility to understand disabilities and other health conditions that impact on those we support on a daily basis.  It is a part of their personal journey to who they are. 
In furthering our understanding we need to look at issues which are on-going, current or were a significant element in the past, for example, an individual may not be depressed now, but it is essential we know if depression is something they’ve dealt with so we know what signs to look out for.  
The Australian Bureau of Statistics (2007) estimates the prevalence of individuals with an Intellectual Disability at between 1-3% of the population. Of these between 30 - 40% are likely to experience a mental illness at some time in their lives (Senior Practitioner, 2010).  There is also a higher prevalence of medical conditions, such as epilepsy, in this population with studies indicating 20% of those with an Intellectual Disability have epilepsy (Calvert, 2011).


Personal notes or comments: 



What are things we look for or think about when supporting someone with:
Intellectual Disability.
Autism Spectrum Disorder.
Medical Conditions such as epilepsy, coeliac disease, diabetes.
Mental Health such as depression,  psychosis.


For each of the above areas, it is important to understand:
What impact does the condition have on the person?
Are there any symptoms to be aware of? 
Are there warning signs to monitor for changes in the condition? 


Influence of Medications
The use of medication within the population of individuals with an intellectual disability is now almost commonplace.  A report by the Senior Practitioner in 2010 details that the population of people with intellectual disability is one of the highest medicated groups in society.  Some of this is related to diagnosed mental health disorders within this population, however, a growing percentage of psychotropic prescriptions are used to address behaviours of concern.  Of those who present with behaviours of concern, as high as 80% may be treated with these medications without adequate reviews in place (Senior Practitioner, 2010).  It is important, we understand that medication used in this manner is a restrictive practice and constitutes chemical restraint.  Regardless of the reason for use, it is important support staff understand:

What medications the person has been prescribed?
Why is each medication prescribed?
What benefit the medication is meant to be having?
What side effects the medication might result in and what are the warning signs which require monitoring?


It is important to remember, it is not your job to make decisions about medications, but it is your responsibility to be well informed about the medications those you support are taking and the positive and negative implications of such medications. 
More information and resources can be obtained in the Residential Services Practice Manual (RSPM).  




[image: ]
Group Activity: Diagnoses and medications
Return as a group to your focus individual.  Turn to page 52 in your manual and discuss the following:

What diagnoses are part of their story? Remember these may be on-going, current or in their past.
What implications do these present for this individual?
Are there appropriate systems in place to monitor conditions that may have a fluctuating impact?
Are there ways in which these elements could be better catered for in their current care plan?
In relation to medication: 
· What medications has the person has been prescribed?
· Why has each medication prescribed?
· What are the benefits the medication is meant to be having?
· What are the side effects of the medication might result in and what are the warning signs that need to be monitored?
[bookmark: _Toc438646923]5. Sensory Processing Considerations
Sensory Processing involves taking in information from our body and the environment through our senses and then being able to organise and process that information to produce purposeful goal directed responses. It is important to consider the role sensory processing has on the way in which an individual engages in their world, as differences or impairments in processing can affect participation in daily life.  Sensory processing impairments are known to coexist with a number of other conditions, such as Autism Spectrum Disorders, fragile X syndrome, attention deficit hyperactivity disorder, developmental disability, childhood trauma, and some mental health disorders (Watling, Koenig, Davies, & Schaaf, 2011). 

What are our senses???
 Touch (Tactile):  
 Four elements: 
· Texture (smooth, rough, bumpy, slimy, etc.).
· Pressure.
· Temperature.
· Pain.
Touch processing includes:
· Identifying when we are touching something.
· Identifying where on our body is being touched.
· Identifying the attributes (weight, texture, etc.) of what is being touched.
· Identifying whether touch is light or deep.
Hear (Auditory):
	Auditory processing includes:
· The ability to hear sounds and sensitivity to noise levels.
· The ability to determine what sounds are important (discriminate – hear directions in a busy room, etc).
See (Visual):
	Visual processing includes:
· The ability to take in visual information (what I see).
· Sensitivity to light.
· The ability to see what is important (discriminate – find something in a closet, recognise facial expressions).
Taste (Gustatory):
	Gustatory processing includes
· Recognising the primary tastes: sweet, sour, salty, bitter and savoury (umami).
· Determining whether what is in our mouth is appropriate.
Smell (Olfactory): 
Olfactory processing includes:
· Recognising  smells (average human can detect 20,00 distinct smells).

Movement (Vestibular):
Vestibular processing includes
· Knowing whether we are moving or standing still.
· Determining in which direction we are moving and how fast.
· Recognising if we are upright and where we are in relation to the ground.
· Whether the objects around us are moving or motionless.
Body Awareness (Proprioception): 
Proprioception includes:
· Knowing where our body is in relation to itself and the environment.
· Understanding how to orient our body to perform particular movements.
· Knowing how to time the movements of our body.
· Regulating the amount of force we use.
· Its engaged through all push, pull, lift and carry activities.
Our Sensory Fingerprint:
For each of us, the way we experience the world is as unique to us as our fingerprint.  We have no way of knowing for sure how those around us are experiencing their own sensory world.  Some people require more information to register, or process, particular sensory information.  They have a high threshold.  Others require less information to register particular sensory information.  They have a low threshold.  Most of us have some differences in our sensory processing, but individuals with neurological conditions such as Autism Spectrum Disorders or Dementia often show much greater variation in one or more sensory areas. 
Implications of Sensory Processing Difficulties
Regulating energy levels.
Regulating emotions.
Focusing on and attending to tasks.
Coordination.
Regulating impulse control.
Factors which impact an individual’s sensory processing thresholds
Hunger.
Fatigue.
Physical health and wellbeing.
Stress levels.
[image: ]Emotional state.
Observing for Sensory Processing DifficultiesGroup Activity: Determining their sensory fingerprint 
Review the table on the next two pages. As a group, discuss and highlight which of these behaviours you have seen in the individual you support. Note your findings under the heading “Sensory Processing Considerations” on page 53 in your manual.  

The following table provides a list of some example behaviours you might observe which are possible indications of sensory processing difficulties.  This list is not exhaustive but a guide to assist your observations.



	Low Threshold
	High Threshold

	Tactile 

	Defensive about others touching body
Reacts emotionally or aggressively to touch 
Negative about dental work
Withdraws from splashing water


Avoids selected textures
Narrow range of clothing choices
Rigid rituals in personal hygiene
Picky eater
Avoids things that might make them messy
	Uses poor judgment regarding personal space
Mouths objects frequently
Enjoys taking a shower or having a bath
Enjoys activities which involve touch – for example, clay, finger painting, cooking with their hands, etc.
Always wanting to touch things


Slow to respond to touch, does not notice others
Allows messes to remain on hands or face
Leaves clothing twisted on body
Seems clumsy or destructive because they are always breaking things

	Auditory

	Overreacts to unexpected sounds
Easily distracted in busy areas
Gets distressed in noisy environments
Complains about normal sounds or sounds others cannot even hear

Holds hands over ears
Cannot work with background noise
Can hear things which others cannot
Reluctant or avoidant of busy/noisy areas
	Enjoys making strange noises
Loves music and other sound producing activities
May use their hands or other things to increase volume of their own voice
May speak with a loud voice tone regardless of background environment


May appear not to hear things
Does not respond to name being called
Seems oblivious in noisy environment
May get animated or seem to switch on around more intense beats, music or sounds



	Visual 

	Covers eyes when in lighted room
Watches everyone when they move around the room
May hold things close to their face to look at them
May get over stimulated by busy visual experiences – bright pictures, movies, books with lots of words, etc.

Avoids bright lights, may choose a darkened area
Pulls clothing or other material over their head
May have poor eye contact
	May stare intensely at objects
Appears to enjoy brightly coloured activities
Attracted to bright, shiny, spinning objects

Doesn’t notice when people come into the room
Difficulty finding objects in box, drawer, etc.
Trouble locating desired objects
Doesn’t notice new things, for example, an unexpected obstacle in their path
May not turn away from a bright light
Can appear to be looking through things

	Taste

	Resistant to brushing their teeth 
May frequently gag while eating

Restricted range of food preferences – picky eater
Unwilling to try new things
	Enjoy mouthing/eating objects, potentially non-food items
Always wants something in their mouth

Enjoys stronger flavoured foods

	Smell

	Reacts to smells, potentially even subtle ones – ripening fruit, a relatively empty bin
May identify people by their smells – picking up on things others cannot
Comment that things smell ‘off’

Dislikes perfumes and  other scented items
Picky eater
	Enjoy sniffing things, including strongly scented things
Appear to try and smell all sorts of things around them, including people

May not pick up on odours, even ones others think are very strong – smoke, bins, excrement
Enjoys a range of foods

	Vestibular

	Becomes disoriented after bending over
Insecure about movement experiences
Easily car sick

Avoids or fears movement
Occasionally described as lethargic
Clumsy on uneven surfaces
Turn whole body to look at you (rather than just their head)
	Rocks in desk or chair
Seems to always be seeking/craving movement
Loves riding in vehicles
Enjoys slides, swings, etc.

May appear to be unaware of being moved
Clumsy, lethargic – protects self poorly when falling
Slow to respond to movement demands, but once started can go a long time.
Poor endurance

	Proprioception

	Insecure about movement experiences, particularly on uneven or changing surfaces
Holds head upright even when bending down or leaning over
Appears rigid and uncoordinated

Holds onto walls or furniture
Joints can appear “floppy” – tend to rely on gross rather than fine movements
May appear to have weak muscles
	Loves push, pull, carry activities – may ask to be squeezed or pressed
Enjoys heavy work and seems more intense when engaging in playground type activities

Clumsy
Movements may appear out of control
Bump in to objects which are known, i.e. the coffee table or hits door jam with shoulder










[bookmark: _Toc438646924]6. Emotional Considerations
Emotions have significant impact on our day to day lives – they are not simply about the way we feel, they also influence the way our bodies feel physically and the way our brain works. Emotions can impact on our energy levels, coping skills, concentration, our perceptions and attitudes – you may find that someone who is experiencing emotional distress is unable to communicate in the same way that they usually would, or they may not be able to think as clearly as they usually would.  Recognising and understanding the emotional experiences of those we are supporting is an important component of any plan. Some signs of potential emotional distress are listed below: 

Pacing, fidgeting, having difficulty sitting still.
Changes in level of activity, refusing activities or disengagement/withdrawal from activities and/or people.
Shallow breathing.
Headache, stomach pains.
Poor concentration, distractibility.
Forgetfulness.
Repetitive questions or comments.
Avoidance of an object or individual.
Increased or decreased appetite.
Increased or decreased sleepiness.
Changes in communication skills, personal care or other skills of daily living.

It is also important to realise that there are a range of emotional states, and that people will often experience many emotions even during a single day. Some examples of emotional states are: happy, frustrated, hopeless, angry, joyful, anxious, lonely, hopeful, sad. Think about how the individuals you support express each of these emotional states!





[image: ]Group Activity: Emotional Considerations  
Return as a group to your focus individual.  Turn to page 53 in your manual and note the emotional considerations for this individual. 
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We are all shaped by our past experiences, and these experiences impact our current ways of thinking about the world (for example, is the world a safe place or do I always need to be on the lookout for danger?); our ways of interacting and forming relationships with others (for example, do I trust others? Have I learned to form healthy relationships?); and ourselves (for example, am I a good person? Do I have inherent value in this world?).  Historic experiences can even influence our personality, the way we learn and the way we experience emotions. 
There are many historic experiences that are particularly important to be aware of – these include the way we grew up; how we formed attachments to our parents and others; where and with whom we have lived; how many times we have moved; whether or not we had friends or were isolated or bullied; grief and loss and our experience of trauma. 

Grief and Loss

“Sorrow makes us all children again - destroys all differences of intellect.  The wisest know nothing” ~Ralph Waldo Emerson

Grief is defined as a deep and poignant distress caused by someone’s death.  It’s important to recognise that one doesn’t have to have a cognitive understanding of death to experience loss.  Too frequently the experience of loss, whether from a long term staff member moving on or the death of a loved one, for individuals with a disability is minimised.  

Four Dimensions to Grief (Worden 1991)
Feelings.
Thoughts.
Behaviours.
Physical Sensations.

There has been lots of research into grief commencing with the landmark Kubler-Ross Grief Cycle in 1975.  While there are now many different views on grief, the experience is universal while the process is completely individual.

Our Role
Ensure the individual is informed that the death/loss has occurred in a respectful, factual manner.  
Remember to do this without any expectation of a “particular” or “correct” response.
Talk about death/loss in a way you think they might understand, but be careful in your language particularly with individuals on the Spectrum who are likely to interpret things more literally.
Allow, encourage and acknowledge their feelings.  It’s not your job to fix or solve, rather it is your job to be present.
Provide reassurance and validate their feelings.
Be aware of the possible physical symptoms, thoughts and behaviours the individual might experience and match your responses to their needs.
Provide opportunities for them to talk about their experiences but do not push. It is important to be guided by them.
Encourage and support them to participate in the rituals.
Keep reminders of their loved one present.  If they do not have much consider supporting them to put together a memory box, photo album or something similar.
Maintain stability.

Trauma
Trauma is often described as the experience of an event or an enduring situation which is a threat or perceived threat to a person’s life or integrity, or someone of importance to them. 
Trauma is an unfortunate reality for too many of those supported within the disability sector, and it is believed that individuals with disabilities are more exposed to traumatic life events than the general population (Wigham, et.al., 2011). Trauma may stem from abuse – physical, emotional, sexual, neglect, chronic stress, or significant loss.  
Research has demonstrated that trauma profoundly impacts on the way in which individuals understand themselves and their worlds.  While there has not been much research particularly in the population of those with a disability, the impacts are comparable to those without a disability. 
Areas impacted may include their capacity to:
Understand emotions and behaviours.
Respond to situations.
Build and maintain relationships.
Feel safe and secure.
Cope with changes in their life. 
(Keesler, 2014) 



Often we will not have access to all of this information, but it’s important to document what is known. Having gaps in the information about the person should not stop you from doing an assessment – but think about where you may source additional information after the training (for example, review old files; speak with family/friends; speak with past staff members or others who may know the person well).  Group Activity: Historic Experiences  
Return as a group to your focus individual.  Turn to page 53 in your manual and note the historic experiences for this individual that you know about. 
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What is Communication?[image: ]

Communication is about two or more people interacting to share information, thoughts or opinions.  Communication is not just limited to the words we say; it can involve a range of skills. Communication is broken down into 2 main components: 
Receptive Communication
Receptive communication encapsulates all the ways in which we receive information from others as well as how we make sense of it.Unintentional		           Intentional			           Symbolic

Expressive Communication
Expressive communication encapsulates all the ways in which we express information to others.
The Communication Continuum


Does not use communication as a tool to obtain goal
Uses communication as a tool to obtain goal
Uses formal systems to communicate message and obtain goal
For example, licks lips when feels mouth becomes dry but doesn’t see that as a cue to those around them.
For example, feels thirsty so looks at glass of water and then looks at support worker.
For example, when thirsty brings support worker picture of a glass of water, signs drink or makes a verbal request.
Partner needs to anticipate and assign intent and meaning.
Partner interprets meaning and responds.
Partner listens to message and responds.


[image: ]Group Activity: What Kind of Communication?
Read each of the statements below.  For each example decide whether the person is using unintentional, intentional or symbolic intentional communication.  Use the chart on the previous page to help you.  Be ready to explain why you chose your answer!








1) Marco is able to say a few words and also uses some key word signs such as drink, more and toilet.
	Type of communication: _______________________________________

2) During a sensory program Sarah’s teacher blew bubbles.  Sarah followed the bubbles with her eyes, smiled and looked at the teacher when the bubbles stopped. 
	Type of communication: _______________________________________

3) Fred often holds his stomach and cries.  Fred’s parents think he does this when he is either hungry or has indigestion.
	Type of communication: _______________________________________

4) Hilary takes her father’s hand and leads him to the cupboard and vocalises and points at the biscuits.
	Type of communication: _______________________________________

Developed from Victorian Department of Human Services – Disability Services – Disability Learning and Development Unit.


How do we assess communication abilities?
There are a number of ways in which we can assess communication abilities. 
Formal assessments
Assessments conducted by Speech Pathologists may provide a more formalised understanding of a person’s communication abilities, especially for individuals who are impacted by personal and environmental factors. 
Screening
We can also conduct screenings such as “The Checklist of Communication Competencies” (The Triple C). This screening tool can be used for adults with less than 50 words in their expressive vocabulary, and assists in identifying where the individual sits on the communication continuum. 

Informal assessments
We are also able to look at a person’s communication abilities through focused observations of their interactions, responses and general behaviour. Putting together, as a team, a personal communication dictionary can be an excellent means of capturing an individual’s communication.

How do they let someone know when they need/want something?
How do they let someone know when they don’t want something?
How do they let someone know how they are feeling?
How do they let someone know what has happened?
How would they share information about an event, experience, object? 

Example Personal Communication Dictionary
	WHAT GEORGE DOES/SAYS
	WHAT IT MEANS
	WHAT STAFF DO

	· George claps his hands, stamps his feet, smiles and looks at the ground
	· I am happy and excited about what we’re doing
	· Continue to engage in activity, giving praise to George for his positive participation

	· Laughing
	· I think what I am doing/you’re doing is funny
	· Carry on!

	· Makes eye-contact, takes arm and guides you towards object
	· I would like this or I would like to do this
	· Where possible attempt to fulfil George’s request

	· Stands close to staff member, holds on to their arm, leans in, body relaxed
	· You make me feel safe and I’m needing some reassurance 
	· If you are comfortable and have rapport with George allow contact and then direct back to activity, while saying “you are OK George” 
· If you are feeling insecure remind George that he’s in your space and ask him to step back.  Redirect him into activity, while saying “you are OK George”

	· Says “Ask”
	· I would like to ask you a question.  I would like to interact with you
	· Encourage him to ask his question. 
· If he is in a repetitive cycle say, “What is the answer to the question?”
· Look for other ways to engage him in conversation
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Group Activity: Understanding an individual’s unique communication
Turn to pages 54  and 55 in the application section of your manual and complete the provided activities to capture the individual’s unique communication.


Communication difficulties
Impact of disability 
When an individual has a disability, this can often impact on the way in which they can express, receive and understand information. When someone’s message is not heard or understood, or there is a communication breakdown, this may lead to behaviours of concern as their other communication methods are unsuccessful. 

Personal notes or comments: 





Common communication trouble spots:
	Use of negatives
	Too much information
	Sensory impairments

	Processing speed
	Multi-step directions
	Social skills problems 

	Implied choice
	Ambiguous language
	Position words

	Simplified language
	Literal interpretation
	Difference between expressive and receptive language skills

	Incongruity
	Presuming message was understood
	Abstract concepts



Impact of personal or situational factors
If a person is able to communicate successfully on some occasions, yet has difficulty at other times, we need to assess the impact of background factors or the situation.  For example, if I was to ask you to speak about your family in front of 10,000 people, you may have difficulty articulating and conveying your message as well as you would if it was just one-on-one. 

The following are only a small selection of factors that may impact on an individual’s communication abilities:

Anxiety.
Agitation.
Fatigue.
Lack of predictability.
Isolation.
Staff attitudes.
Involvement in activities.
Grief, loss and trauma.
Effective Communication  
Communication requires two or more people, so therefore we have a significant role to play in supporting effective communication. 

Supports for effective communication and understanding
When an individual finds it difficult to communicate or understand using verbal language alone, there is a need to provide them with supports to:

Increase their ability to communicate. 
Increase their ability to receive and understand information.
Decrease the impact of personal or situational factors.

Complex Communication Needs
“People who have Complex Communication Needs are unable to communicate effectively using speech alone.  They and their communication partners may benefit from using Augmentative or Alternative Communication systems either temporarily or permanently.”
	Department of Human Services, Victoria, Disability Services, 2000

Many of those individuals we support have complex communication needs. This may be as a direct result of their disability, as we explored above, or because of increased complexity introduced via the personal or situational factors we discussed.  It is important that their communication partners select appropriate communication supports to enhance their communication experiences.

These supports can look very different depending on the individual, but may include:
Touch cues.
Real objects.
Environmental cues – such as pictures, logos, compics, boardmaker signs, photos, colours, noises, textures, smells, words, symbols.
Facial expression, gesture and body language.
Key Word Sign Australia, Braille, Alternative and Augmentative Communication (AAC).
Facial expression, gesture, body language.
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Group Activity: Communication 
Return as a group to your focus individual.  Turn to page 54 in your manual and note the communication skills and difficulties for this individual.  


DAY 2 – Functional Behaviour Assessment“What you do speaks so loud that I cannot hear what you say.” 
	Ralph Waldo Emerson



 
[bookmark: _Toc438646928]What is a behaviour


Behaviour IS Communication


There is a reason for everything that we do. Each of our behaviours communicates a message. Sometimes that message is hard to understand or interpret, but the person is trying to communicate a message. We need to remember this key principle: 

BEHAVIOUR = AN ATTEMPT TO COMMUNICATE A MESSAGE
People will try to communicate in the most efficient, effective and easiest way. For many people, the “most acceptable” way of communicating a message is not always the quickest or easiest for them because they do not yet have the skill or their communication partner does not respond accurately or at all.  

[bookmark: _Toc438646929]Behaviours of concern 
A behaviour of concern refers to:
“Behaviour of such intensity, frequency and duration as to threaten the quality of life and/or physical safety of the individual or others and is likely to lead to responses that are restrictive, aversive or result in seclusion” 
Adapted from Emerson, 1995 
http://www.rcpsych.ac.uk/files/pdfversion/cr144.pdf

This Disability Act 206 only permits a restrictive intervention to be used when there is a risk of physical harm to the person or others (section 140(a)). 
Personal notes or comments: 


[image: ]Functional Behaviour Assessment (FBA)  









“It is not a matter of what causes self-injury or what causes aggression or what causes stereotyped or repetitive movements but for each of these difficult forms of behaviour, what does it do for the individual, what purpose does it serve for them in life?”
Brown and Brown 1994

We need to do some assessment to find out the reasons why the behaviours of concern are present, and what the message of the behaviour is, in order to provide support to the individual. Without an in depth understanding of the behaviour and what the person is trying to communicate, we are not able to develop individualised supports that will assist the person to engage in their environment and with the people around them in a more positive manner.  	
Strategies not tailored to the individual can often increase the behaviours of concern, or limit the person’s access to services, supports and interactions. 
It’s all about:		WHAT LIES BENEATH
[image: ]










[bookmark: _Toc438646931]The Behaviour Assessment Process
When presented with a behaviour of concern, the first step is to reflect on and determine whether any changes have recently occurred that could have brought on a change in behaviour.  If not, the next step is to work through all the background factors and ensure that the supports in place are an appropriate fit.  If after that has been addressed the behaviour is still present, it is time to commence the assessment process.  A flow chart capturing this in detail is found in the back of the manual.


Knowing the ABCs of behaviour assessment
Background Factors
A
Antecedents
(Triggers)
B
Behaviour	
C
Consequences
Step 4
Step 2
Step 1
Step 3


Step 1: What does the behaviour look like?
We need to describe the behaviour in objective terms, so it can easily be understood by other people, and reduce misinterpretations of the behaviour. It is also important to get an accurate description of the behaviour in order to assist in recording the frequency and severity of the behaviour when we assess the ongoing support strategies. 
Behaviour description guidelines: 
Answer the “W’s” and “H’s” – What, When, Where, How, How often?
Pass the Telephone test – can you describe the behaviour over the phone with enough information for the other person to understand what it looks like? 
Be measurable – frequency, duration, severity.
Recording Severity
You can develop a rating system of the severity of the behaviour of concern to assist in recording accuracy. This can refer to the different ways the behaviour presents, for example, the different severity levels of an ‘Outburst’ could be:
1. Swearing.
2. Spitting.
3. Hitting.
4. Biting.
5. Kicking.
Or your severity levels could refer to the impact that the behaviour has. For example, the severity ratings for ‘Hitting’ could be:
1. Attempt.
2. Single contact no injury.
3. Multiple contacts no injury.
4. First aid.
5. Medical attention.
6. Hospital/Time off work.

When we use the behaviour description guidelines, it will facilitate a more accurate picture of what is occurring and minimise language that is open to interpretation and perhaps emotionally loaded.

[image: ]Group Activity: Behaviour Descriptions
Rewrite the behaviour on the left so that it fits the guidelines above.
 








	“He’s was so hyperactive” 
	For 20 minutes, he moved constantly around the living room stopping for no more than a few seconds at a time.  He appeared unable to focus on what was around him.  He bumped into furniture, knocking over a chair. 

	“She was non-compliant and then had a tantrum”
	

	“He was very good today”
	

	“She seemed a bit off this afternoon”
	


[image: ]Group Activity: Target Behaviour
Now use the behaviour description guidelines to write a description of a behaviour that your focus individual displays.
 



________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Step 2: Antecedents (Triggers) – What happens before the behaviour 
Transitions/ Changes.
Types of people present.
Delays.
Not getting what they asked for.
Being ignored (or the perception of..).
Particular Demands.
Task too difficult.
Medication or other drugs given/not given.
Difficulty communicating their needs.
Time of day.
Weather conditions.

Step 3: Consequences – What happens after the behaviour
What do people do when the behaviour occurs?
What have people done in the past when the behaviour occurred?
What is the immediate impact?
What is the long term impact?

Step 4: Background Factors – What personal and environmental factors might have come into play?
Individual background factors.
The physical environment.
The support provision.
Other people around them. 
Support staff.
Staff training. 
Activities throughout their day/week.

The final step requires bringing together your knowledge of the individual and the information you have gathered through these four steps to make a professional judgement about the possible functions of the behaviour.  
Review the information you have collected through the steps and develop a list of hypothesis about the function or purpose the behaviour is serving for the individual.
  


[bookmark: _Toc438646932]Functions of Behaviour 
Behaviour of Concern




Obtain/Get Something
Escape/Avoid Something




Internal Stimulation

- Sensory
- pain
-discomfort
Attention / Interaction
Object / Activity
Object / Activity
Attention /
interaction
Internal Stimulation

- Sensory 
- Emotional/ body regulation







Figure from O’Neill, et.al., 1997Group Activity: FBA
With your group read through the provided scenario.  Then complete the box diagram on page 36.  Make note of any areas where you want more information. Be prepared to present the scenario to the group.
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Scenario 1
Ben loved going to the swimming pool.  The feel of the water was great against his skin and he could happily sit in the spa feeling the bubbles on his back. Each time he went to the pool, Cathy took him first into the big pool to float around with the mats and then after he had done his exercises they would go have a chat in the spa.  Now that it was summer time and the weather was hot, Ben thought they would go to the pool even more regularly.
Cathy picked him up that morning to head off for their day’s outing.  They started by going to the park near Ben’s house, which he often enjoys, but today there were several dogs around the park and they kept barking and making all sorts of racket.  Cathy noticed that Ben was pacing around and not enjoying the swings as usual, so she suggested they head off to the pool.
When they arrived at the pool, Cathy saw that it was a lot busier with school holidays.  There were many more children about.  As they entered the pool area she could hear all the children laughing and screaming.  After a few minutes in the pool, Ben started trying to get out.  He seemed to be rocking and putting his head up against the side of the pool.  Cathy suggested they go to the spa.
When they got out of the water, Ben started heading for the dressing room.  Cathy playfully grabbed his arm and said, “Come on Ben, it’s time for the spa!”  Ben screamed, slapped Cathy’s arm away and went running toward the changing rooms yelling and knocking chairs over on his way.
Scenario 2
Simon always went bowling on Wednesday mornings.  It was an activity he looked forward to because over the last months he had started getting really good.  He had even won a trophy for most improved player. 
This morning Chris was to take Simon out on his activity.  Chris was not one of Simon’s regular workers, but he had been around off and on for a while so Simon knew him pretty well.  There had been a lot of changes to Simon’s support team recently.  He did not know where everyone had gone, but he was seeing a lot of new faces.
Chris noticed that Simon seemed a bit tense that morning and was saying “no bowling’.  However, Chris had read in Simon’s profile that it was pretty normal for Simon to say no to an activity initially and generally had to get going before he relaxed into things.  Simon was okay in the car, listening to music and enjoying the humorous stories that Chris told.  When they got to the bowling alley, Simon got out of the car and went in.
Once in, Simon started looking around and saying regularly, no bowling. Chris continued to encourage Simon to participate.  Simon started moving his hand towards his head, an indication he might engage in self-injury.  Chris stepped closer, moved his hand away, reassuring him he was okay and directing him to his lane.  Simon then said loudly, “No, No, No”.  Chris continued to try and encourage Simon as he believed once he was bowling he’d settle down.  Simon lunged out, grabbed the front of Chris’s shirt and began dragging him to the ground. 

Scenario 3 
Janie had recently moved into a new group home.  After living on her own for several years she was enjoying the hustle and bustle that came with this new environment.  There always seemed to be something happening with her co-residents running around, making noises and interacting with each other.  Janie found it particularly funny if one of them did something mischievous with the staff.  
Having to share space was a new experience however, and one that was sometimes difficult.  Frequently the stimulation tired her out and staff noticed as the days passed she was taking more and more naps.
Her co-residents had lived collectively for years and had little sense of privacy or personal property.  Todd particularly had a view point that everything in the house was fair game.  Staff were working hard to monitor Todd’s whereabouts and help him learn not to go into Janie’s room and touch her things.  Janie had demonstrated on a number of occasions that she had a sense of her own space.  Staff only entered her area when they had her explicit permission.
On Friday morning, Todd was running around the house yelling.  As he moved past Janie’s room he grabbed the Geelong Cats poster off her door.  Janie, who was in her room, immediately got up and chased after Todd.  When she caught him she hit him with a closed fist on the top of his head.  She pulled back her arm in preparation to strike him further when a staff member stepped in front and re-directed her to her room.  She walked into the room and slammed the door and then threw various items over her back fence.


Consider: What do people do? What have people done in the past? Immediate impact? Long term impact?

STEP 3: Consequences
STEP 1: Identify the behaviour
STEP 2: Triggers

The Behaviour Assessment Process
STEP 4: Background Factors



Looking at Steps 1-4 what are the possible functions (messages) of the behaviour?
1.
2.
3.
4.
Pass the telephone test. 
Be measurable: Frequency, Duration, Severity
Consider: Transitions/Changes, People Present, Delays, Not getting what asked for, Being Ignored, Demands


Consider: Personality, Strengths & Abilities, Family of Origin/Culture, Diagnoses, Sensory Processing, Emotional Experiences, Trauma  Communication


[bookmark: _Toc438646933]Behaviour Recording
Often we do not have enough information in a single incident to be confident in determining a function.  This is when we need to collect more data.
Methods of recording
Box Diagrams.
STAR/ABC charts (see example page 59).
Frequency charts (see example page 60).
Incident reports/Non-critical logs.
Interaction Recording.
Choice checklists.
Other.Group Activity: Your Turn
Using one of the Box Diagrams on pages 58 and 59, analyse a specific behaviour of concern presented by your focus individual.  Work through each of the four steps and then identify the possible functions of the behaviour.  Using your professional judgement determine which of the hypothesised functions is most likely underlying the presenting behaviour.
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Motivational Assessment Scale (MAS)
The Motivation Assessment Scale (MAS) is a quick, user-friendly assessment tool developed by Durand and Crimmins (1992) to “assesses the functions or motivations of behaviour problems”. It is freely available on the internet from a wide range of websites.
The MAS consists of 16 questions which describe situations or contexts in which a behaviour might occur. Using a six point scale, from Never (0) to Always (6) we evaluate the probability of the specific behaviour in these different situations or contexts. It is important when completing the MAS that you select a specific target behaviour and rate your answers reflecting that behaviour alone.
When you have answered all 16 questions, total the scores using a simple scoring box at the end of the assessment. The results suggest what the function (or functions) of the behaviour are – sensory, tangible, attention or escape. The simplest way to use the scoring sheet is to look at the function with the highest score – this is the most likely function of the behaviour. Group Activity: Motivational Assessment Scale (MAS)
A copy of the MAS has been provided on page 58.  As a group select one specific behaviour that your individual presents and use the MAS to determine possible functions.
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Personal notes or comments: 


[bookmark: _Toc438646934]DAY 3 – Developing a Plan
[bookmark: _Toc438646935]Positive Behaviour Support Framework
We start with two simple premises: 
1) Behaviour is a form of communication and
2) Everything is done for a reason!
	Proactive Strategies
What to do BEFORE a problem arises.
	Response Strategies
How we can de-escalate and/or respond to behaviour.

	Change the Environment
	Teach New Skills
	Focused Supports
	

	Focus: Improving the fit between the individual and their world. 

Review Background Factors from Day 1:
· Personality.
· Strengths and abilities.
· Family of origin / culture.
· Diagnoses.
· Sensory processing considerations.
· Emotional considerations.
· Historic experiences.
· Communication.

Role of Person Centred Active Support.

Environment
Predictability: Do they know what’s going to happen?  Do they know where they are going?

Routines: Is there a framework to their day?

Control: Do they have opportunities to make choices?
  
Relationships.

Expectations. 

Engagement.
	Focus: What new skills can we encourage that would reduce the need for the behaviour? Functionally equivalent skills.

Based on their strengths and interests are there skills we can provide which would increase their independence and control?

Are there skills they are missing which are causing frustration, anger, disappointment?  

Is their behaviour helping them achieve something?  Would there be another way for them to do the same thing, which might be better for them and for us? 

Are there communication strategies we can promote to foster effective communication.

Are there coping skills or relaxation strategies that would improve their emotional state?
	Focus: Steps to bring about rapid behaviour change in the short term.

Focus on doing the things you know work for this individual:

Communicate in a way they understand.

Maintain consistent expectations.

Introduce a positive activity or item.

Stimulus Control: Where possible, remove elements that might be causing distress, etc.

Decrease or stop making demands.

PRAISE appropriate behaviour.

Reinforcement.
	
Focus: Immediate responses to a developing or presenting behaviour from least to most restrictive.

Try to meet the need

Ignore the behaviour

Redirect or distract.  

Use humour

Simplify your communication

Keep your voice, facial expression and body language as calm as possible.

Be aware of your position in the space.

Remove others and yourself from the environment.

Last Resort Strategies:
· Chemical Restraint.
· Seclusion.
· Mechanical Restraint.
· Physical Restraint.
· Other restrictions.


This framework is drawn from The Multi Element Model by La Vigna, Willis, Donnellan at the Institute of Applied Behaviour Analysis
[bookmark: _Toc438646936]Change the Environment
Environment means “the surroundings or conditions in which a person, animal, or plant lives or operates”, in other words, the background factors.   We are not just talking about the physical space, but rather everything external to the individual that has the capacity to directly impact on them.
This includes:
Activities:
Person Centred Active Support.
Routine/Predictability.
Personal control/Independence.
Communication:
Suited to their capacity and emotional conditions.
Opportunity and motivation.
Appropriate individualised tools.
Daily schedules or diaries.
Social stories and social scripts.
Choice cards or boards.
Activity Sequence supports.
PECS systems. 
Key Word Signing.
Auslan.
Community access cards. 
Staff boards.
Augmentative devices such as iPads, GoTalk. 
Personal Communication Dictionaries.
Relationships (Mediator Factors):
Number of individuals.
Personality types.
Interaction styles.
Interaction guidelines.
Personal dynamics.
Expectations and opportunities. 
Physical environment:
Layout.
Temperature.
Sensory inputs such as, volume, brightness, feel of furniture. (Hint: reflect on the table from Day 1 about the person’s sensory processing).
Material supports.
Further assessments needed to aid understanding.
[image: ]Group Activity: Change Background Factors 
Go back through your notes from the first two days.  Identify at least 3 places where the fit between the individual and their background factors could be improved. Using the blank framework provided on page 61, determine and record steps that would improve the fit between the person and their world.




[bookmark: _Toc438646937]Teach New Skills
When teaching skills or assessing a person’s skill level, the aim is for them to be as independent as possible. 
When preparing to introduce a new skill, ensure it is: 
Functionally equivalent.
Based on their strengths, goals and aspirations (see their PCP).
Valued – by them and others.
Based on their abilities.
Dignity-enhancing.
What types of skills 
Functionally equivalent skills – meet the unmet need!
Independent Living Skills – I need/want to be more effective:
Food preparation.
Personal care: toileting, showering, shaving, brushing teeth, getting dressed.
Clothes selection.
Travel.
Shopping.
Household chores.
Using money.
Communication Skills – I need/want to be able to tell you something:
“Finished”
“Stop”
“Help”
“I want a break”
 “I would like….."
Coping and problem solving skills – I need/want to be able to handle this:
Waiting.
 Deep breathing.
Relaxation.
Choosing something different.
Coping with change.


 Personal notes or comments: 




Support to Provide when Teaching Skills
In order to provide exactly the right type of support required while maximising the person’s independence, use the hierarchy of prompts below:

Ask – using the type of communication that best suits the individual, including any communication aids required. For example, “Jacob, make your cup of tea” while signing “tea”. Allow the individual time to process the request and respond. If no response, then:
Instruct – tell the person to do the very first step in the activity. For example, “Jacob, get your cup from the cupboard”. Allow the individual time to process the request and respond. If no response, then:
Prompt – use gestures or signs to help inform the individual about what to do. This is like an instruction, but using non-verbal communication as well as repeating the instruction above. For example, “Jacob, fetch your cup from the cupboard” while pointing at the cupboard door. Allow the individual time to process the request and respond. If no response, then:
Show – model the first step in the activity. For example, “Jacob, watch me. I’m getting your cup from the cupboard”. Then, return the cup and tell the person to do the first step in the activity. Allow the individual time to process the request and respond. If no response, then:
Guide – provide physical assistance (the minimal assistance the individual requires) to help the person complete the first step as well as repeating the instruction. For example, “Jacob, get your cup from the cupboard” while you support his arm by gently raising it up from underneath the forearm. Remember, teaching new skills happens when a person is happy, calm and relaxed – if the person resists the physical guide, cease the teaching session immediately and try again another time. Remember to only use as much physical assistance as is required and try to decrease the amount of support you provide over time so that the individual can become as independent in the skill as possible. 

Teaching techniques
Modelling.
Social Story.
Task Analysis.
Trial and error.
Forward Chaining.
Reverse Chaining –  teach it backwards!
Play a game.
Reinforcements.

[image: ]Group Activity: Teach New Skills 
Return to the framework on page 61 and complete the second column. What skills would assist this individual?






[bookmark: _Toc438646938]Focused Supports
Unlike the first two columns of the plan on page 38, these strategies are not focused on bringing about long term lasting change.  The aim of these strategies is to assist in breaking a cycle of behaviour and to facilitate a climate that is more conducive to learning new skills and implementing changes in the environment.  
Antecedent Control
Increase pleasurable and high preference activities that do not rely on the person meeting behavioural expectations before they can participate – do more enjoyable things.
Increase the factors that lead to positive behaviours, for example: 
High preference activities.
Positive interaction styles.
Preferred, known individuals.
Predictable routines.
Consistency of supports. 
Decrease the factors that lead to negative behaviours, for example: 
Reduce noise.
Reduce demands.
Do not rush or hurry routines.
Relocate people.
Change the time or location.


[image: ]Group Activity: Put together a “DO” and “Don’t” list
We’re going to set a timer for 2 minutes. Working as a team, brainstorm as many “to do” and “to don’ts” as possible for your individual.
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	TO DO
	TO DON’T

	
	


Situational Control – There’s a time and place
This is recognition that some behaviours are only a concern because of where they occur or the frequency of their occurrence, rather than the behaviours themselves.
Example behaviours might include:
Throwing items.
Removing clothing.
Repetitive Behaviours.
Masturbation.
To implement situational control:
1. Identify the behaviour.
2. Determine the situations in which the behaviour is safe and acceptable.
3. Determine how you will signal that it’s the “right” time – activity sequence boards, physical sign (badge), time of day?
4. Teach and reinforce!

Reinforcement
We all need reinforcement to take on or continue behaviours which are not in and of themselves highly intrinsically reinforcing (for example, we work for pay; we buy treats for our kids to see the smiles on their faces). 

For individuals with a disability the impact on their cognitive functioning can mean that internal motivation and the all elusive “will-power” can be more difficult to harness, and the need for more external motivation becomes stronger. 

Reinforcement = a consequence that strengthens the tendency for a behaviour to be repeated


Reinforcement can be either positive or negative; but it is still reinforcement if the behaviour is strengthened (it occurs more frequently/consistently)
Positive reinforcement = giving or adding something to the situation which makes the behaviour more likely to occur in the future. 
Negative reinforcement = taking something away from the situation which makes the behaviour more likely to occur in the future. 

Reinforcement is used to get more of the behaviour that we want to see:
Behaviour that is FUNCTIONALLY EQUIVALENT to the behaviour of concern. 
Behaviour that promotes the person’s independence, choice, control and dignity.
Behaviour that helps the person and/or those around them.
Behaviour that is INCOMPATIBLE with the behaviour of concern.
Reinforcement Program Rules
Choose a specific target behaviour – a behaviour you want to see MORE of.
Select an incentive(s) – examples include:
Activities the person enjoys.
Social time.
Objects or items the person likes.
Foods or beverages.
Can use something that is reinforcing each time, or use stars, stickers or tokens that the person can trade in for reinforcement (for example, 5 stars = coffee with favourite support friend or worker).
Determine frequency – less than baseline (current measured) rates of behaviour to ensure success. 
Set up a way of tracking their progress – Go Visual!
Pair any reinforcement with enthusiastic and specific labelled praise – tell the individual exactly what you liked, for example, “It was fantastic that you used your deep breathing at footy when you got angry for missing the goal”.
Make sure you reinforce every instance of the behaviour at first – this ensures the quickest learning. Then you can gradually fade the reinforcements, as long as you still acknowledge the behaviour every time.

So, do we punish the behaviour of concern so that it decreases? NO! And here’s why……
Legal and Human Rights Framework – the law. 
Ethics – do we want people to change their behaviour because they are afraid of us or of something we might do to them or take from them? Is this how you would like to be treated? 
Can impact on relationships.
Does not result in long-term behaviour change – only ever effective in the short-term, while you are there, administering the punishment, but when punishment stops, the behaviour is likely to return.
May get “other” behaviours of concern because unmet need is still present.

Using PBS, the behaviour of concern will decrease and be eliminated over time as you meet the individual’s needs by: 
Changing the environment to find the best fit for the person.
Teaching the person skills they need to get their needs met, and to be more independent.
Using focused supports – making quick changes to decrease the likelihood of the behaviour of concern occurring and reinforcing the behaviours we want to see more of.
Common Concerns with Reinforcement/Punishment 
But positive reinforcement is a crutch!
This attitude is often rooted in a false belief that most people do what they do just ‘because’.  Positive reinforcement programs are no more a crutch that receiving a pay check, public recognition, or pouring yourself a glass of wine after a big day at work.
But positive reinforcement is a bribe!
A bribe is defined as an inducement for illegal or unethical act or a payment with the expectation of services or goods.  This is NOT what we are talking about.
Positive reinforcement is providing something new and highly valued by the recipient after a desired behaviour to help maintain or increase the presence of that positive behaviour.
But nothing reinforces him/her!
While it can be more difficult to find effective reinforcement for some people than others, there is ALWAYS something that will reinforce them.  Sometimes it requires sampling – putting a range of things in the environment and observing what they gravitate towards.
How are people supposed to learn if they are not punished?
People can never learn what to do as a result of being punished for what not to do! For example, would you learn how to speak Swahili if you were given an electric shock every time you spoke English? How do you teach someone? How do people learn? Modelling, reinforcement, trial and error, task analysis…
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Group Activity: Focused Supports  
Return to the framework on page 62 and complete the third column. What skills would assist this individual? How might you reinforce those new skills?

[image: ]Response Strategies 




This is where, as a team, a planned response to incidents is developed.  The development and implementation of a positive behaviour support plan, done properly, will significantly reduce the intensity, duration and frequency of behaviours of concern.  However, it must be understood that the aim is not to eliminate these behaviours and, as the plan is being implemented there may even be an increase in behaviours of concern as the individual reacts to changes in their environment. 

The aim of Response Strategies are:
To, where possible, avoid the escalation of a potential episode.
TO REDUCE HARM.  Physical harm to the individual, others, property and their story.

The role of response strategies is to provide a “break” in the behaviour escalation, allowing for space to use more proactive strategies to keep the person safe, and those around them safe. No single response strategy is guaranteed to work all the time. In different situations, some of the planned response strategies may be unsuitable or ineffective, so a wide range of planned response strategies are needed to increase the likelihood of effective responses. 

Response Strategies may include:
Meet the need. 
Active Listening.
Encouraging Communication.
Redirection. 
Do something unexpected.
Use Humour.
Use space.
Inter-positioning.
Give them what they want. 

Restrictive Interventions
A restrictive intervention is defined as any intervention that is used to restrict the rights or freedom of movement of a person with a disability and each are defined in section 3 of the Disability Act 2006.
Chemical Restraint: medications not prescribed for the treatment of an existing medical, including mental health, condition but rather used for the primary purpose of behavioural control.

Seclusion: Refers to the sole confinement of an individual at any time day or night in any room or area of a place.
Mechanical Restraint: The use of any device to prevent, restrict or subdue a person’s movement.
Physical Restraint: Physical restraint is the use of physical force to prevent, restrict or subdue movement of a person’s body or part of their body for the primary purpose of the behavioural control of a person with a disability and which is not physical assistance or physical guidance. Refer to the Senior Practitioner’s Direction on Physical Restraint issued under section 150(2)(e) of the Disability Act 2006 listed in the resources.
Other restrictions: Interventions which are not incorporated in the above definitions which place a restriction on an individual’s liberty.
Environmental restraint: unjustifiable limitations on where a person can go 
Psycho-social restraint: this involves the exertion of power or undue influence, overcorrection or the withdrawal of “privileges”.
Consequence-driven strategies: strategies which focus on the on-going removal of items or activities until a person “behaves” or a problematic behaviour is ceased.

Conditions under which Restrictive Interventions (RI) can be used (Part 7 of the Disability Act 2006):
Only for the prevention of physical harm to self or others, or from destroying property in a manner which may cause physical harm to self or others
It is the least restrictive alternative
Included in a BSP and can only be used in accordance with the BSP (unless in an emergency).
Is only applied for the period of time approved by the Authorised Program Officer (APO)  (that is, the dates on the BSP; unless in an emergency)
An independent person must be made available to the person to explain the use of a RI. 
Use of RI must be reported to the Senior Practitioner (Office of Professional Practice; OPP).
BSPs need to be reviewed at least every 12 months, unless warranted earlier (or specified by the APO or Senior Practitioner).
The person with a disability can request that their BSP be reviewed at any time.
Under The Act, BSP reviews MUST include consultation with:
The person with a disability.
The person’s guardian (if they have one).
Other disability service providers who provide a service to the person.
Any other key stakeholders.
Note: different requirements exist under Part 8 of the Disability Act 2006 for people with a disability subject to compulsory treatment.[image: ]Group Activity: Response Strategies 
Review your current response to the behaviour and determine, as a team, if any changes need to be made. List them in the last column on page 62.

What if it does not work!
Change is hard!  Even changes we are excited about and looking forward to can bring stress and challenges – anyone ever moved or got married?  It is important to remember that positive behaviour support is a process, not a quick fix.  
Following the flow chart we have provided will support your undertaking of a functional behaviour assessment.  Uncovering the function, or reason, underlying the behaviour will point you in the direction of selecting the best strategies.

However, none of these will work if they are: 
a) not directly targeting the function; and 
b) not being implemented consistently by the team.

How do we know if it is working?
This is where data recording is your friend!  There is nothing like accurate records to let you, as a team, capture and celebrate the early signs of change or identify when things aren’t going right.  Use frequency charts, incident reports, or other specially designed tools to get a sense of what’s happening BEFORE you start any program (1-2 weeks of data makes a good baseline).
Then once you start implementing a strategy, start your data recording again. If after implementing a strategy for a reasonable period of time, 3-4 weeks is a good minimum, there appears to be little change in the behaviour or improvement in the individual’s quality of life it is time to reassess.  
There is often more than one possible function to behaviour.  Keep track of your original thoughts and try another approach if the first one does not seem to be working!  
Remember the keys to successful PBS;
Consistency – working as a team.
Persistence.
Positive Attitude.
Stick to the plan – ensure everyone is on the same page.
Monitor data to ensure progress is being made.
Review the plan regularly – at team meetings, not just when the BSP is due! 
And forever asking…..”What Lies Beneath?”





6) Do you understand their sensory processing?

4) Do you have a solid understanding of their communication abilities?
STILL PRESENT
STILL PRESENT
STILL PRESENT
STILL PRESENT – Functional Behaviour Assessment


STILL PRESENT

NO

NO

Inform Team

STILL PRESENT

NO
NO
NO
NO
NO
YES or maybe
YES or Maybe
 
Complete communication assessment and adjust
Complete a profile reflecting emotional considerations and review supports
Mentoring and active support needed then re-evaluate
Observe the individuals sensory processing and evaluate supports
Complete communication assessment and update interaction guidelines

Complete Profile and adjust supports
· Document and observe with additional supports for approximately 2 months. 
· Re-evaluate 

· Discussion with family/support team 
· Encourage Health Assessment if sudden change or longer than 6 months
· If unwell - Treat, document for 4 weeks and re-evaluate

Presenting behaviour of concern
10) Complete the Motivational Assessment Scale.

9) Complete the Box diagram

8) Review programs to ensure their needs are being met. Is the information being used proactively?

5) Do you have an understanding of the impact of anxiety/grief and loss/ trauma?

7) Are all programs and staff using appropriate supports and methods consistently?

3) Do you have a clear picture of the individual?
- Personality, strengths + capabilities
- Disability, Mental Health etc. 

2) Any significant life changes?

1) Recent change to health or medication?
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[bookmark: _Toc438646941]Application Activities
Who is the person template.
Communication Assessment Tool.
Functional Behaviour Assessment: The Box Diagram (2 copies).
Functional Behaviour Assessment: The Motivational Assessment Scale.
Example data recording sheets – ABC, STAR and frequency charts.
The Positive Behaviour Support Framework.
Resources.


[image: person outline.jpg]
Who is the Person?


1. Personality: What words come to mind when you think of him or her? How might they describe themselves?  What’s most important?


2. Strengths and abilities: What are their unique strengths and interests?
4. Diagnoses/Medications: What diagnoses are parts of their story? Remember these may be on-going, current or in their past. What implications do these present for this individual? Are there appropriate systems in place to monitor conditions that may have a fluctuating impact? Are there ways in which these elements could be better catered for in their current care plan? Is the individual prescribed any medications?  Are they treatment or chemical restraint?  Is everyone confident about the role they play and possible side effects?

3. Family of Origin/Cultural Implications: What is the individual’s cultural/religious background? What is your current understanding of how these can and should be considered? What do you know about this person’s childhood experiences and the implications for them now? How are you currently addressing these and what more could you be doing?

[image: person outline.jpg]Who is the Person?




5. Sensory Processing:  What have you observed about their sensory processing? Do you see them try to seek or avoid certain sensory information? What environments and activities do they like / dislike that provide them with sensory stimulation? 



7. Historical Experiences: What is the impact of their past? Where did they grow up? What experiences did they have? Is trauma something that has played a role in this person’s story?  Reflect on the possible implications?  What further support/information do you need? What people are important to them? 
6. Emotional Considerations: How conscious are you of the individual’s emotional state at any given moment.  Do you have a clear way of identifying and assessing their mood?  What does this individual look like when they’re becoming anxious? When they’re very anxious? If they are distressed?  What things are likely to increase their anxiety or distress?  What things/activities have you discovered that help them feel better?  Have they experienced loss in the last 12 months?  How does that manifest?
8. Communication: Turn to the “Understanding an Individual’s unique communication” assessment (on the following page) and summarise findings here.


Expressive Communication: How does he/she communicate with you?  Understanding an individual’s unique communication
These questions help to examine the potential difficulties the individual you support may have in their everyday communication with other people. 


 Facial Expression			 Gesture, pointing  				
 Leading you to things		   	 Showing objects
 Photographs				 Line drawings
 Sign					 Writing
 Single words				 Multiple word phrases
Give examples of how the individual communicates
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are some common areas of expressive language that he/she may have difficulties with?  
 Requesting information (for example, what is planned for the day)		
 Requesting an object/item/activity/food    	
 Expressing emotions		
 Giving information (for example, if something is broken, or information about their day)
 Multiple word phrases
Give examples of some common difficulties
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Receptive Communication: What type of communication does he/she understand?    
 Facial Expression			 Gesture, pointing  				
 Showing objects			 Pictures – photographs or others
 Sign					 Writing
 Single words				 Multiple word phrases
When does he/she have difficulties understanding what is being said?  
 When tired  							 With background noise   	
 When person talking is unfamiliar				 When engaged in an activity
 When more than one conversation is happening at a time	 When in an unfamiliar place	
 When information is fast / complicated / technical		 Particular time of day 
Give examples of some common difficulties
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Interaction and conversation:            
How does he/she initiate communication with someone else?  
 Makes eye or body contact  	 Makes vocalisations
 Comments on something	 Asks a personal question
 Talks about something they’re interested in   		
 Asks a question with a known answer (time of a meal, who’s coming on?)
 Unsure?	 

How do they express:
	Happiness
	

	Sadness
	

	Boredom
	

	Anxiety
	

	Pain
	

	Loneliness
	






Looking at Steps 1-4 what are the possible functions (messages) of the behaviour?
1.
2.
3.
4.
STEP 4: Background Factors
STEP 3: Consequences



STEP 1: Identify the behaviour
STEP 2: Triggers


The Behaviour Assessment Process

Looking at Steps 1-4 what are the possible functions (messages) of the behaviour?
1.
2.
3.
4.
STEP 4: Background Factors
STEP 3: Consequences



STEP 1: Identify the behaviour
STEP 2: Triggers


The Behaviour Assessment Process
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STAR Chart
	Date & Time
	Who is completing the form
	Setting

Where? Who was there? What was happening?
	Trigger

What happened immediately before the incident? 
	Action

What did the person do?
Describe the incident

	Result

What happened next?

	


















	
	


	
	
	


ABC Chart
	Date & Time
	Antecedent

What was going on before the behaviour occurred?
Consider: Transitions/Changes, People Present, Delays, Not getting what asked for, Being Ignored, Demands

	Behaviour

Pass the telephone test. Be measurable: Frequency, Duration, Severity

	Consequences

What happened after the behaviour?

Consider: What do people do? What have people done in the past? Immediate impact? Long term impact?
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Frequency Chart

Behaviour to Be Recorded: ___________________________________________________________
__________________________________________________________________________________
Person(s) Completing Form: __________________________________________________________ Dates Observed: _________________________

	Time 
	MON

	TUES

	WED

	THURS

	FRI

	SAT
	SUN
	Total


	8:45
	
	
	
	
	
	
	
	

	9:00
	
	
	
	
	
	
	
	

	9:15
	
	
	
	
	
	
	
	

	9:30
	
	
	
	
	
	
	
	

	9:45
	
	
	
	
	
	
	
	

	10:00
	
	
	
	
	
	
	
	

	10:15
	
	
	
	
	
	
	
	

	10:30
	
	
	
	
	
	
	
	

	10:45
	
	
	
	
	
	
	
	

	11:00
	
	
	
	
	
	
	
	

	11:15
	
	
	
	
	
	
	
	

	11:30
	
	
	
	
	
	
	
	

	11:45
	
	
	
	
	
	
	
	

	12:00
	
	
	
	
	
	
	
	

	12:15
	
	
	
	
	
	
	
	

	12:30
	
	
	
	
	
	
	
	

	12:45
	
	
	
	
	
	
	
	

	1:00
	
	
	
	
	
	
	
	

	1:15
	
	
	
	
	
	
	
	

	1:30
	
	
	
	
	
	
	
	

	1:45
	
	
	
	
	
	
	
	

	2:00
	
	
	
	
	
	
	
	

	2:15
	
	
	
	
	
	
	
	

	2:30
	
	
	
	
	
	
	
	

	2:45
	
	
	
	
	
	
	
	

	3:00 
	
	
	
	
	
	
	
	

	3:15
	
	
	
	
	
	
	
	

	Daily Totals: 
	
	
	
	
	
	
	
	

	Weekly
Total: 
	
	Notes/Comments:




Completing your PBS Framework – Developing the plan
	Proactive Strategies
What to do BEFORE a problem arises (draw from Who’s the person activities)

	Change the Environment
	Teach New Skills

	Are supports appropriate for their personality? Do activities reflect their strengths and interests? Are needs arising from Disability, medical conditions, etc. addressed?  Are their sensory needs met?  Think about noise, lightening, activities, etc.  What is their emotional and physical state at the moment? For example, anxious, sad, angry, hungry, tired, bored, etc. Are there clear protocols in place regarding preferred interaction styles? Are supports provided to enhance their communication? 
	What skills could assist them and reduce the need to use behaviours of concern?  Why do you think that?  What’s your rationale?  What teaching methods do you believe will be most effective? 



	Proactive Strategies continued
	Response Strategies
How can we de-escalate and or/respond to behaviour

	Focused Supports 
	

	What could you implement in your environment to make an immediate difference to your team and those you support?  What positive activities could you include?  What can you do to control the antecedents?  What reinforcements can you provide? 
	Am I confident in the immediate response strategies currently in place in the environment?  What improvements, if any could be made?  Are we all responding to this behaviour in the same way?





[bookmark: _Toc438646942]Resources – Positive Behaviour Support
Listed below is a selection of resources related to topics covered in the three-day Positive Behaviour Support learning program. This is not an exhaustive list of resources; however it will provide you with some further information about particular topics covered that you may want to learn more about. 
Resources Related to Human Rights
Title: Enlivening Human Dignity and Rights: The Senior Practitioner Implementing the Victorian Charter of Human Rights and Responsibilities 2006; Guidelines for disability service providers and practitioners (Document).
Description: A resource from the Office of Professional Practice that provides an overview of the Victorian Charter of Human Rights and Responsibilities; provides information to help those in the disability sector understand human rights and outlines the responsibility of the Senior Practitioner in relation to human rights.
Link: http://www.dhhs.vic.gov.au – click on human service; search for “Senior Practitioner Resources”


Title: Charter of Human Rights and Responsibilities eLearning Module (Online resource, DHHS staff only).
Description: An online resource for staff of DHHS which guides learners through the Charter of Human Rights and Responsibilities. 
Link: http://intranet.dhhs.vic.gov.au –  search for “Charter of Human Rights and Responsibilities eLearning Module”
Resources Related to Trauma and Attachment
Title: Positive Solutions in Practice; Office of the Senior Practitioner; Attachment and Trauma in People with an Intellectual Disability (Document).
Description: Describes attachment theory and types of attachment; discusses the impact of trauma on attachment and outlines some methods of supporting people with intellectual disability who have issues with trauma and attachment.
Link: http://www.dhhs.vic.gov.au – click on human service; search for “Senior Practitioner Resources”
Resources Related to Functional Behavioural Assessment (FBA)
Title: Positive Solutions in Practice: Getting it Right From the Start: The Value of Good Assessment (Document).
Description: Outlines a Functional Behavioural Assessment process and works through an example; also contains the intervention framework with proactive and reactive strategies.
Link: http://www.dhhs.vic.gov.au – click on human service; search for “Senior Practitioner Resources”
Resources Related to Restrictive Interventions
Title: Authorised Program Officer Practice Advice: Important Information for Authorised Program Officers (APOs) (Document).
Description: A resource from the Office of Professional Practice (OPP) which outlines the responsibilities of the APOs under the Disability Act (2006). Also contains links to other resources from the OPP.
Link: http://www.dhhs.vic.gov.au – click on human service; search for “Senior Practitioner Resources”


Title: Senior Practitioner Physical Restraint Direction Paper (Document)
Description: Outlines the Senior Practitioner’s direction in relation to physical restraint under the Disability Act (2006). Contains definitions and examples of physical restraint, reporting guidelines in relation to physical restraint and outlines prohibited physical restraints.
Link:   http://www.dhhs.vic.gov.au – click on human service; search for “Senior Practitioner Resources”
Resources Related to Behaviour Support Plans  
Title: Senior Practitioner - Behaviour Support Planning Toolkit (Several Documents).
Description: This toolkit contains a number of documents and useful resources designed to help staff develop high-quality support for the people they support, particularly those who may be at risk of restraint and seclusion.  The toolkit contains a step-by-step description of how to complete the electronic Behaviour Support Plan (e-BSP) and provides a completed example of an e-BSP. Section 4 of the toolkit contains a number of useful tools, forms and templates. 
Link:   http://www.dhs.vic.gov.au – click on human service; search for “Senior Practitioner Resources”
Resources Related to Person Centered Active Support (PCAS) 
Title: Every Moment has Potential (Website).
Description: This is a comprehensive, research-based online learning program designed specifically for disability support workers as an introduction to Person Centered Active Support. The website contains a range of materials including videos, written material and activities.  There is a workbook to help guide learners through five modules which outline what PCAS is, the skills required to implement PCAS and the outcomes of this approach for people with disabilities.  The modules should take between 30-60 minutes each to work through. 
Link:   http://www.activesupportresource.net.au
Resources Related to Looking After Yourself
Title: Employee Assistance Program (Counseling Service).
Description: Employee Assistance Programs are free, external counseling services for staff who are experiencing personal or work-related issues that may be impacting on their work.  These services are confidential and provided by trained professionals such as psychologists. 
Link:   Speak with your line manager or human resources. 
DHHS staff can also go to http://intranet.dhhs.vic.gov.au – search for “Employee Assistance Program”


Title: Critical Incident Response Management Service (Debriefing Service; DHHS only).
Description: This service is provided to staff who may be distressed following a critical incident.  The purpose of this service is to get a clear understanding of what happened, to allow staff to express their emotions, to process the incident and to allow for closure.  This can occur with individuals or with groups, such as the whole staffing team. 
Link:   Speak with your line manager to access this service or go to 
http://intranet.dhhs.vic.gov.au & search for “Critical Incident Response Management Service”
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T1. Does this person scem fo do the behavior fo Upset or annoy you When you are fot paying
aftention to him or her, for example, if you are sifting in a separate room, interacting with [
another person?

-

T2. Does the beliavior stop occurring shorily afier you give s person the foy. food. of

activity he or she has requested? 0o 1 2 3 4 5 6
13. When the behavior is occurring does this person seem calm and unaware of anything

else going on around him or her? 0o 1 2 3 4 5 6
14. Does the behavior stop occurring shorlly afier (one fo five mimmutes) you stop Working or

‘making demands of this person? 0 1 2 3 4 5 6
15. Does this person scem to do fhc behavior o get you fo spend some fime with him or

her? 0 1 2 3 4 5 6
16. Does s beliavior scem to occur whe fhis person s been told tiat b or she can'{ do

something he or she had wanted to do? 0o 1 2 3 4 5 6

Scoring Sheet

Sensory Escape Attention Tangible
1 2 3 4
5 6 7 8
9 10 1 1
13 14 15 16

Total Score

Mean Score

Relative Ranking

INSTRUCTIONS FOR USING THE MOTIVATION ASSESSMENT SCALE
‘Person iling out the form had to be familiar with the individual who has the behavior challenge. To direct our understanding of the behavior challenge to the intent of the
challenge versus the way it appears or make use feel. To understand the corrlation befuveen the frequency of the challenging behavior and is potential for mulple inents. To
identify those sitations in which an individual i lkely to behave in certain ways for example. placing work demands often leads to head banging. OUTCOMES: To assist in
the identification of the motivation(s) of a specific behavier. From: Duran, V.M. & Crimmins. D B. (1988). Identifying the vartables maintaining self-
injurious behavior. Journal of Autism and Developmental Disorders, 18, 99-117. Adapted by JM. Cafiero
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MOTIVATION ASSE

Name Rater, Date.

Behavior Description

Setting Description,

Instructions: The Motivation Assessment Scale is a questionnaire designed to identify those situations in which an individual is likely
to behave in certain ways. From this information, more informed decisions can be made concerning the selection of appropriate
reinforcers and freatments. To complete the Motivation Assessment Scale, select one behavior that is of particular interest. It is
important that you identify the behavior very specifically. Aggression, for example, is not as good as a description as hits his sister
Once you have specified the behavior to be rated, read each question carefully and circle the number that best describes your
observation of this behavior

Never=0  AlmostNever=l  Seldom=)  Halfthe Time=3  Usually=4  Almost Always=5  Always=6
1. Would the behavior occur confinuously. if his person were Ieft alone for long periods of
time, for example, several hours? 0 1 3 4 s 6
2. Does the behavior occur following a request fo perform a difficult fask?
0 1 3 4 5 6
3. Does the behavior seem fo occur in fesponse o your talking fo anofher person in the
‘room? 0 1 2 3 4 6
2. Docs the behiavior ever oceur 1o get a foy, food. or activity tha s person has been fold
that he or she can’t have? 0 1 2 3 4 6
‘Would the behavior occur repeatedly in fhe same way for very long periods of fime if 10
one were around. for example rocking back and forth for over an hour? 0o 1 2 3 4 s
6. Does the behavior occur when any request is made of this person?
0 1 3 4 s 6
7. Does the behavior occur whenever you stop afending fo this person?
0 1 3 4 5 6
5. Does the behavior occur when you take away a favorite foy. food, or activity?
0 1 2 3 4 6
9. Does it appear to you that this person enjoys performing the behavior? (1t fecls, @astes,
Iooks. smells. and sounds pleasing.) 0o 1 2 3 4 s
10. Does this person scem fo do the behavior fo upset or annoy you when you are iying o
get him or her to do what you ask? o 1 2 3 4 s
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