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Abstract 

Background: Given concern over inpatient treatment models for individuals with intellectual disabilities and 
challenging behaviour, there has been increased interest in specialist community-based behavioural support 
teams in the UK.

Methods: We discuss the approaches, priorities and outcomes specialist community-based behavioural support 
teams should be focused on by examining research, outputs from the Positive Behavioural Support (PBS) 
Academy and drawing on professional experience.

Results: We propose that teams should adopt the PBS framework intervention model, targeting vulnerability/
impact factors and maintaining processes, in a preventative, multi-disciplinary model. The use of standardised 
measures (baseline and post-input) supports service evaluation. Specialised community-based behavioural 
support teams should report outcomes of case work to commissioners of services including quality of life and 
social validity impacts. 

Conclusions: We conclude that teams should additionally contribute to proactive service wide approaches 
that include developing capable environments, policy, training and screening. We discuss service capacity and 
qualification requirements, and consider the importance of practice leadership.	

Key words: positive behavioural support; challenging behaviour; psychotropic medication; outcome measures; 
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Introduction

Recent studies indicate a prevalence of challenging 
behaviour (CB) within intellectual disability popula-
tions (ID) of approximately one in five adults (Jones 
et al, 2008; Lundqvist, 2013; Bowring et al, 2017a). 
Many people with ID who display CB are placed a 
long way from home (Department of Health, 2007), 
thereby reducing contact with family and friends. 

Additionally, out-of-area assessment and treatment 
units are associated with poor outcomes and high 
placement costs (NICE, 2015), with a number impli-
cated in recent abuse scandals, eg Whorlton Hall 
(Triggle, 2019), stimulating interest in alternative local 
community-based support models.
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1	 PBS as a framework intervention model

There has been increased interest in the development of 
PBS as a framework intervention model for community- 
based behavioural support teams (Toogood et al, 2015, 
2016; Kincaid et al, 2016). This has been reflected in 
components of PBS being mentioned in practice (NICE, 
2015, 2018; Skills for Care, 2014) and government guide-
lines in the UK (Department of Health 2012a, 2012b, 
2013, 2014; Local Government Association and NHS 
England, 2014; Transforming Care and Commissioning 
Steering Group, 2014). 

Evidence from reviews suggests that PBS can lead to 
significant reductions in CB (Carr et al, 1999; LaVigna 
and Willis, 2012). There is a small, yet growing, number 
of studies that include elements of PBS, with successful 
CB outcomes, in community-based behavioural teams 
(McBrien, 1994; Allen and Lowe, 1995; Toogood 
et al, 1994a, b; Lowe et al, 1996; Forrest et al, 1996; 
Emerson et al, 1996; McGill, 2000; Allen et al, 2011). 
However, studies have been limited by small sample 
sizes, research designs that are not robust, measures 
which are not psychometrically sound, and a lack of 
clarity over whether PBS interventions are specifically 
utilised (Kincaid et al, 2002; Carr et al, 2002; McClean 
et al, 2005). Studies have also focused predominantly 
on behaviour change, often presented in terms of the 
percentage of people for whom reductions in levels of 
CB were apparent, but without any indication of how 
meaningful that change was. There has also been a 
lack of evaluation of the other aims of PBS, namely the 
impact on QoL and social validity outcomes (Kincaid et 
al, 2002; Carr et al, 2002; McLean et al, 2005).

Two recent studies have presented more robust evidence 
of the effectiveness of PBS applied by community-based 
behavioural support teams. Firstly, Hassiotis et al (2009) 
utilised a randomised, single-blind controlled trial to 
explore the impact of a community-based behavioural 
support team who operated using the multidimensional 
model of applied behaviour analysis (ABA) and PBS. 
One group of 31 adults with ID and CB received input 
from a multi-disciplinary community service featuring 
nursing and adaptive skill support, with a second group 
of 32 adults receiving additional input from the behav-
ioural support team. This second group experienced 
greater reduction in CB at three and six months as 
measured by the Aberrant Behaviour Checklist (ABC) 
(Aman and Singh, 1986) and at a two-year follow up 
(Hassiotis et al, 2011). In a second study, Bowring et al 
(2019) evaluated outcomes from a community-based 
PBS team in Jersey. Jersey is an island measuring 118 

In 2015, a national plan for England, ‘Building the 
Right Support’, was published which committed to 
developing specialist community-based behavioural 
support teams, to reduce the need for inpatient care 
(NHS England, 2015). Clinical guidance (NICE, 2015) 
indicated that the role of community-based behav-
ioural support teams was to complete comprehensive 
assessments of the factors likely to contribute to CB, 
suggesting the need for a range of multi-disciplinary 
professionals contributing to this person-centred 
process. More recent service guidance (NICE, 2018) 
identified the need for local authorities to commission 
services from community-based assessment and 
behavioural support teams, to ensure people have 
local support that is preventative, intervenes early 
and promotes quality of life (QoL). 

Given national recommendations towards the devel-
opment of the community-based behavioural support 
team model, it is timely to consider the design and 
operation of such teams. This paper will be of interest 
to those who develop, design, commission and work 
in community-based behavioural support teams. We 
summarise themes from recent research, outputs 
from the PBS Academy (http://pbsacademy.org.uk/),  
and offer insights from applied clinical practice 
to discuss a number of factors community-based 
behavioural support teams could usefully include 
within their design and operational remit. Additionally, 
we describe areas we think are important for service 
users and providers, and ways to describe knowledge 
of service impact to inform considerations about the 
quality and effectiveness of such teams.

Although not exhaustive, we think the following list 
could form the basis of an agenda for developing the 
community team model in the UK: (1) utilising positive 
behavioural support (PBS) as the underlying frame-
work model; (2) addressing factors that contribute to 
the causes of CB (Hastings et al, 2013); (3) utilising 
a multi-disciplinary professional approach; (4) 
employing standardised measures to assess CB, and 
reporting other PBS outcomes, including QoL and 
social validity; (5) contributing to proactive service 
developments including policy and screening those 
at risk of CB; (6) designing and delivering effective 
training models; (7) developing the capacity among 
team members to work intensively; and (8) ensuring 
appropriately qualified and experienced staff and 
practice leaders. These areas and their basis in 
the literature, as well as in our clinical practice, are 
described below.
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impacts for individuals including exclusion from local 
communities and harm to self or others (Emerson and 
Einfeld, 2011). These can have a cyclical impact by 
increasing the risk of vulnerability factors. It is there-
fore logical for community-based behavioural support 
teams to apply interventions that address vulnerability, 
maintaining processes and impact factors which all 
contribute to the presentation of CB.

A focus on vulnerability factors

In a 2017 population study (Bowring et al, 2017a), being 
non-verbal, having limited understanding of commu-
nication and having a severe-profound ID were found 
to be consistently correlated with higher levels of CB. 
Communication impairments and increased severity of 
ID (Emerson and Bromley, 1995; Emerson et al, 2001; 
Holden and Gitlesen, 2006; Jones et al, 2008) have 
been consistently identified as vulnerability factors 
for CB. In the Bowring et al (2017a) study, having no 
daytime engagement, living in paid or congregate care, 
the presence of an additional diagnosis of autism, the 
presence of another genetic syndrome, impaired vision, 
no clear speech, incontinence, the presence of seizures, 
epilepsy, and mobility problems were significantly 
associated with specific topographies of CB, such as 
aggression and destruction, self-injurious behaviour 
or stereotypic behaviour. Findings from Bowring et al 
(2017a) indicated that a multi-component response to 
CB is required that includes interventions that address 
vulnerabilities to presenting CB. In the current paper, 
interventions that target the promotion of communication  
and engagement levels are described below.

Promoting communication skills
CB may be less likely to occur when a person is 
understood by others (Allen et al, 2013). It is logical, 
therefore, to expect that services ensure that all indi-
viduals with ID have access to appropriate methods of 
communication. In the Bowring et al (2017a) study, 119 
out of 265 participants had an impairment of expres-
sive communication and 73 had limited receptive 
understanding of communication, yet only 32 had a 
means of augmentative alternative communication. Of 
these, 26 used Makaton, but it was not always clear 
if staff were proficient in its use. In order to prevent 
the occurrence of communication-related CB, services 
should ensure that staff/carers are highly trained in the 
preferred communication style of that person and that 
support for communication is seen across all areas of 
the individual’s life (Allen et al, 2013). Communication 
strategies should be shared across environments, 

square kilometres, 14 miles off the coast of Normandy, 
France. This study involved 85 participants with the 
features of the PBS assessment and intervention 
process clearly described, which were missing in the 
Hassiotis et al (2009) study. In the Bowring et al study, 
significant reductions in CB were evidenced in mean 
group scores on the Behaviour Problems Inventory 
(Rojahn et al, 2012a), decreasing from 37.74 (SD = 
30.54) at baseline to 12.12 (SD = 12.24) at follow‐up. 
In addition, significant improvements were found in 
QoL (measured by a tool adapted from Kincaid et al, 
2002), and Health related QoL (measured using the 
EQ5D 3L and VAS; EuroQol, 1990). Social validity 
assessments indicated that stakeholders valued PBS 
input from the community-based behavioural support 
team. The Bowring et al (2019) study, albeit a single 
group pre-post-test design, contributed to a better 
understanding of PBS outcomes in practising commu-
nity-based behavioural support teams.

Despite the promising evidence-base for PBS, less than 
half of community-based behavioural support services 
(47%) in the UK described themselves as being based 
on the principles and practices of PBS (Davison, 2015). 
Research suggests services and users might benefit 
from a PBS framework being more widely adopted. The 
PBS Academy has developed the PBS Competence 
Framework that community-based behavioural 
support teams can utilise (http://pbsacademy.org.uk/
pbs-competence-framework/). This framework details  
aspects required when designing and delivering 
community-based behavioural support services based 
on high quality PBS input.

2 	 Strengthening teams’ understanding of 
the causes of CB 

In developing a model to explain why individuals with 
ID engage in CB, Hastings et al (2013) described the 
inter-relatedness of vulnerability, maintaining process, 
and impact factors. Vulnerability factors include 
biological (sensory causes, physical health issues, 
and genetics) and psychosocial factors (negative life 
events, lack of communication skills, impoverished 
social networks, lack of meaningful activity, and 
psychiatric or mood problems) (Hastings et al, 2013). 
CB is also maintained by the social consequences that 
follow its occurrence and are directly related, therefore, 
to the behaviour of others (Hastings et al, 2013; Gore 
et al, 2013). CB is functional as it changes the environ-
ment in ways which are important to the person (Iwata 
et al, 1994). CB is associated with a number of negative 
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With only 6% of adults with ID in employment in the UK 
(HSCIC, 2015), efforts to promote opportunities for paid 
employment might also be advocated. Community-
based behavioural teams can support vocational 
training providers in improving on-task behaviour (see 
Bowring and Toogood, 2019), and developing pre- 
employment vocational and social skills. Teams could 
additionally link with potential employers to develop 
supportive work environments that are conducive to 
productive outcomes for people with ID, and to advise 
on any issues that may arise during employment.

A focus on maintaining processes

Hastings et al (2013) describe how CB must be useful 
for individuals for it to continue to occur; it must serve 
an important function. For example, a staff member may 
remove a request for an individual to perform a difficult 
task, contingent on the individual becoming aggressive. 
At times of low staff attention, engaging in self-injurious 
behaviour may lead to increased levels of staff attention 
and engagement. An understanding of the functions or 
maintaining processes to CB is helpful when designing 
person centred PBS intervention plans. All participants 
in the Bowring et al (2019) study had a pre-intervention 
functional assessment of CB, which informed the devel-
opment of a stakeholder informed multi-component PBS 
intervention plan. Functional behavioural assessments 
are an important process in developing effective PBS 
interventions (Iwata et al, 1994). Community-based 
behavioural support services following a PBS model 
depend on recruiting trained staff, and investing in 
training for existing staff, so they are competent in 
completing functional behavioural assessments (see 
NICE, 2015) to inform intervention plans. Community-
based behavioural support teams should focus on 
reciprocal processes for pro-social behaviour, such as 
antecedent supports that occasion desired behaviour, 
followed by reinforcement to strengthen the future likeli-
hood of such pro-social behaviour.

A focus on impact factors

Given how impact factors are interrelated with vulner-
ability factors in the CB causal model proposed by 
Hastings et al (2013), community-based behavioural 
teams must be capable of addressing multiple 
related factors on a case-by-case basis. This includes 
refraining from aversive and restrictive responses to CB 
that negatively affect an individual’s QoL. The Bowring 
et al (2019) study showed a strong correlation between 
QoL improvement and CB reduction. Given this, 

informing partner agencies, for example, by using tools 
like the communication passport (Allen et al, 2013). 
The function of behaviour should be described in PBS 
plans, with strategies in place to support functionally 
equivalent behaviours which will often involve commu-
nication strategies. Towards these aims, it is advan-
tageous for community-based behavioural support 
teams to work closely with speech and language 
therapists. The PBS Academy has additionally devel-
oped easy to read documents on behaviour, PBS and 
quality of life for people with ID (http://pbsacademy.org.
uk/people-with-learning-disabilities/) which explain the 
role of community-based behavioural support teams.

Promoting engagement: Active Support
Bowring et al (2017a) found a strong association between 
a lack of daytime engagement and self-injurious behav-
iour and stereotypic behaviour. In this total-population 
study, 38.5% of adults with ID had no daytime engage-
ment (Bowring et al, 2017a), similar to previous popula-
tion estimates (Lowe et al, 2007). Even within residential 
homes, adults with ID spent less than 50% of their time 
engaged in any activity (Qian et al, 2015). 

Community-based behavioural support teams can help 
to address this issue by promoting increasing levels of 
meaningful engagement for people with ID in and out 
of their home. In an earlier paper, Totsika et al (2008) 
described how Active Support could be used within a 
PBS framework model. Active Support is a model that 
promotes activity, including domestic, educational, 
vocational, leisure and social activities. Improving 
engagement levels is a key environmental intervention 
that community-based behavioural teams can target to 
address low levels of engagement. Active Support in 
residential homes may provide a context for increasing 
activity engagement for every resident with ID no matter 
how severe their disability (Totsika et al, 2008; Toogood 
et al, 2016). While current evidence is inconclusive 
regarding the effects of Active Support on existing CB 
levels (Flynn et al, 2018), some studies have suggested 
Active Support may alter environmental contexts (estab-
lishing operations) in ways that make CB less likely to 
occur (Totsika et al, 2010; Jones et al, 2013). One role 
for community-based behavioural support teams would 
be to lead on Active Support training and ensure oppor-
tunities for implementation by staff through coaching 
and data monitoring. Mansell and Beadle-Brown (2012) 
provide helpful suggestions for services tasked with the 
implementation of Active Support.
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3 	 Multi-disciplinary approach

Research on correlates (factors associated with higher 
levels of CB) or vulnerabilities of CB (Bowring et al, 
2017a) helps identify factors to address in an holistic 
intervention model. These are likely to require the input 
of several different professions who work with individ-
uals with ID. Research by Bowring et al (2017a, 2017b; 
2019) suggests behaviour specialists are needed 
for completing functional assessments; nurses and 
health professionals for completing health checks and 
addressing issues such as incontinence; speech and 
language therapists for working on communication 
skills; physiotherapists for addressing mobility issues; 
occupational therapists for promoting engagement, 
teaching independence skills and completing sensory 
profile assessments; psychologists for providing 
therapeutic interventions; and psychiatrists for moni-
toring mental health and medication. Addressing the 
vulnerability and maintaining processes and impact of 
CB requires a multi-disciplinary based approach. The 
PBS Academy has developed standards for commu-
nity-teams and services detailing high quality support 
approaches for people with ID (http://pbsacademy.org.
uk/standards-for-services/). These standards list the 
staple features community-based behavioural teams 
will need to effectively implement PBS.

4 	 Standardised measures to assess CB

The use of behaviour rating scales can help identify 
CBs to target for intervention and for reporting indi-
vidual and group outcomes of intervention. Completing 
rating scales on CB at the point of referral, and again 
following community-team input can contribute to the 
delineation of target behaviour to change. Completing 
scales intermittently thereafter can help to measure 
progress and monitor the maintenance of behaviour 
change. One such tool is the Behavior Problems 
Inventory – Short Form (BPI-S) (Rojahn et al, 2012a).

The Behavior Problems Inventory – Short Form 
(Rojahn et al, 2012a)

The BPI-S is an informant-based rating scale used 
to assess the occurrence and severity of CB in indi-
viduals with ID. The BPI-S has good psychometric 
properties (Rojahn et al, 2012a, 2012b; Mascitelli et al, 
2015; Bowring et al, 2017a) and is easy to administer. 
In a 2018 study, Bowring et al extended the use of 
this tool in research and clinical practice by providing 
population reference data, clinically significant cut-off 

community-based behavioural support teams can prior-
itise QoL outcomes and target restrictive practices for 
removal, with the latter serving as both an intervention 
and an outcome. Given the high level of psychotropic 
medication prescribed for adults with ID who present CB, 
but have no specific diagnosis of a mental illness, this 
may be a key restrictive practice for community-based 
behavioural teams to target for removal.

Psychotropic medication 
Psychotropic medication is commonly prescribed in 
a high proportion of adults with ID presenting CB (eg 
Sheehan et al, 2015: 49%; Henderson et al, 2015: 
49.1%; Bowring et al, 2017b: 39.7%), despite little 
evidence of clinical benefit (Emerson and Baines, 2010; 
Tsiouris, 2010; Paton et al, 2011; Wilner, 2014). In the 
Bowring et al (2017b) study, individuals who presented 
CB were nearly twice as likely to be prescribed psycho-
tropic medication compared to adults who did not 
present CB and were nearly three times more likely to 
be prescribed antipsychotic medication. Psychotropic 
medication can have a number of adverse side 
effects such as weight gain, somnolence, metabolic 
syndromes and behavioural impact (Deb and Unwin, 
2007; Maher et al, 2011; Deb et al, 2014; Wilner, 2014; 
Sheehan et al, 2017). There is national guidance on 
appropriate prescribing (NICE, 2015; RCP, 2016) and 
information available from national campaign groups 
such as STOMP - ‘Stopping the over-medication 
of people with a learning disability, autism or both’  
(https://www.vodg.org.uk/campaigns/stompcampaign/).

Improving access to community-based behavioural 
support services may assist the reduction in the use of 
psychotropic medication prescribed for CB as an alter-
native or complementary intervention. During assess-
ment, community-based behavioural support teams 
could, for example, audit use of psychotropic medica-
tion which individuals are prescribed and the reason for 
prescribing. Contact could be made with prescribers, 
and joint working programmes on CB devised, with 
drug reduction included as a target in intervention 
plans. Community-based behavioural support teams 
are ideally positioned to support prescribers by 
providing behavioural data on the impact of psycho-
tropic medication, in relation to new medication or to 
support drug withdrawal programmes. Having access 
to CB data can greatly facilitate improvements in the 
area of functioning, so that the effects of prescribed 
medication are documented and decisions to continue 
or discontinue the medication are based on evidence. 
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impact and effectiveness (Inchley-Mort et al, 2014). 
Monitoring of outcome is not currently widespread, 
nor is it routinely required or specified in contractual 
arrangements (Denne et al, 2015). An indicator of 
good community-based behavioural support services 
could be the quality of the outcome data produced. 
There are a range of tools that are low cost, easy to 
administer, and available for services to use and/or 
for commissioners to request (Bowring et al, 2019), 
such as the BPI-S (Rojahn et al, 2012a) for measuring 
behaviour change. 

5 	 Proactive service approaches

There are several ways for community-based behav-
ioural support teams to support system-wide PBS. For 
example, specialist teams could: (a) aid the devel-
opment of service-wide PBS policies; (b) support the 
development of QoL initiatives for individuals with ID 
such as engagement and vocational initiatives; (c) 
promote capable environments (McGill et al, 2010); (d) 
provide consultancy to other professionals (including 
prescribers); (e) contribute to the development of care 
plans/education plans/transition plans; (f) support the 
development of PBS competencies in provider services; 
(g) develop early intervention models; (h) support the 
development of community residential services; and 
(i) assist to promote support staff competencies via 
training and coaching.

Community-based behavioural support teams could 
also consider aspects of screening (eg Fuchs et al, 
2003) to identify individuals who would benefit from 
specialised behavioural support team input (subject 
to consent and ethical approval). As part of annual 
health checks, adults with ID could be screened using 
the BPI-S (Rojahn et al, 2012a). The BPI-S may identify 
adults who require function-based behavioural support. 
Vulnerability and impact factors could be explored to 
identify individuals who would benefit from input from 
other multi-disciplinary professionals. Screening tools 
could identify adults who require support with adap-
tive or communicative skills and ensure the relevant 
professional support is in place. This may prompt refer-
rals to other services (eg communication impairments 
prompt a referral to speech and language therapy). 
This would ensure that adults with ID have holistic, 
robust, multi-disciplinary support arrangements.

scores, and reliable change scores. Normative data 
could be useful to community-based behavioural 
support teams at screening to identify those who meet 
behavioural criteria for a service, or for prioritising case 
waiting. Clinical cut-off scores and reliable change 
scores, calculated using an approach described by 
Jacobson and Truax (1991), can enable services and 
practitioners to evaluate behaviour change in their 
work (for individuals, and for groups of individuals) 
utilising the BPI-S as a pre-and-post measure. This 
can help community-based behavioural support 
teams describe whether behaviour change is mean-
ingful and interventions have been effective. 

Results in the Bowring et al (2019) study indicate that 
the BPI-S was capable of detecting change in the 
referred population, and could identify and describe 
clinically significant and reliable change in CB, even 
though very few participants (10.6% of all participants) 
experienced total removal of the target CB.

Decisions regarding which behaviours to assess 
may be better made using behaviour rating scales, 
as compared with referral forms. The first may be 
subject to less bias than the latter, although referral 
forms may have a greater congruence with CB that 
is socially constructed based on stakeholder percep-
tions of problematic behaviour. Adding a rating scale 
to assessment procedures also may address the 
under-reporting of inner-directed behaviours, such 
as stereotypy (Bowring et al, 2019). Discussing CBs 
identified at the point of referral with stakeholders 
could be one way of clarifying target behaviours to 
improve QoL, to operationally define behaviour for 
functional assessment, and to establish a check for 
the social validity of behaviour change.

Standardised measures that assess behaviour 
change may also inform community-based behav-
ioural support teams on suitable timings for teams to 
withdraw their input (such as once clinically significant 
behaviour change has been achieved), and to monitor 
maintenance periodically. 

Reporting outcomes

It is highly desirable that commissioners of communi-
ty-based behavioural support services are provided 
with data on behaviour change, QoL, health related 
QoL and social validity impacts, to monitor service 
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7 	 Capacity of specialist community-based 
behavioural support teams

PBS services in the UK are currently provided by various 
organisations including NHS services, local authori-
ties, third sector groups and private health providers 
(Toogood et al, 2015). Current provision lacks breadth 
and is small scale (Toogood et al, 2015). Accordingly, 
there needs to be more evidence to support investment 
into the further development of such teams.

Given that average case length was 45 weeks in the 
Bowring et al (2019) study, this indicates the need for 
teams to have the ability to provide intensive, prolonged 
input. In the Bowring et al (2019) study, the commu-
nity-based behavioural support team completed 
data-informed functional behavioural assessments 
and developed collaborative PBS intervention plans. A 
behaviour advisor assistant supported families and staff 
teams in implementing interventions through coaching, 
modelling and the development of specific intervention 
tools (such as visual planners). For community-based 
behavioural support teams to be able to work intensively 
in this way, each practitioner should have a case list of 
no more than six to eight individuals at any one time 
in various stages of assessment, implementation and 
monitoring. Given potential high referral rates, monthly 
advisory clinics may be useful where families and staff 
can meet practitioners for advice. This may additionally 
assist screening and prioritising case work input for 
new referrals and ensure advice/signposting if some 
cases are placed on a waiting list. Community-based 
behavioural support practitioners should also have 
capacity for training delivery and time to contribute to 
proactive service developments.

8 	 Qualifications and experience of staff 
and role of practice leaders

The PBS Academy has recently produced standards 
for individual PBS practitioners (http://pbsacademy.
org.uk/wp-content/uploads/2019/04/PBS-Standards-
for-Individual-Practitioners.pdf). This details the type 
of qualifications and supervised practice required 
for direct contact staff, behaviour specialists and 
higher-level behaviour specialists who are respon-
sible for implementation of PBS within services. It is 
important that community-based behavioural support 
teams have suitably qualified, experienced staff who 
have access to appropriate supervised practice and 
ongoing professional development to undertake 
accurate functional behavioural assessments and 

6 	 Training models

Community-based behavioural support teams may 
have a training role to support the development of 
knowledge and implementation of PBS in services. 
Training could include activities that address QoL and 
the values models that inform PBS, such as normalisa-
tion and inclusion (Carr et al, 2002). Carers and staff 
may need help to develop an understanding of the 
causal model of behaviour, skills teaching, reduction 
of restrictive practices, and development of PBS plans. 
All staff who work with individuals with ID and/or autism 
would benefit from having access to PBS training and 
regular development sessions and updates. Many 
service workers may have had training in physical 
intervention approaches and not PBS. 

Given that services will support individuals with CB, 
some staff will require access to accredited de-esca-
lation and (non-restrictive) disengagement training to 
manage risk. All de-escalation and disengagement 
skills should be listed in PBS plans and be specific to 
individuals and regularly reviewed. 

Personalised physical intervention training may 
assist support staff in positive risk taking, such as 
in promoting community presence for individuals 
with CB, hence promoting QoL. This training should 
be considered only for specific staff who support 
specific individuals and may be identified through a 
multi-component function-based intervention plan, 
involving key stakeholders and service users. Having 
PBS practitioners (who know service users) involved 
in physical intervention training can be helpful for 
function informed proactive strategies to be promoted 
and for restrictive practices to be taught based on 
last resort approaches. Community-based PBS teams 
should monitor the application of restrictive physical 
interventions and complete assessments/update 
PBS plans accordingly to minimise the use of these 
approaches. PBS plans should include procedures 
to reduce the use of restrictive practices as the 
individual’s behaviour improves. Restrictive practices 
should be removed from intervention plans as soon as 
can be achieved. The PBS Academy has developed 
standards for training (http://pbsacademy.org.uk/
standards-for-training/) which can assist organisations 
responsible for in-house PBS training in the design, 
delivery and evaluation of training programmes. 
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  Behavioural rating scales, such as the BPI-S, 
may be used to help identify behavioural 
problems at the point of referral, to assess 
behaviour change as a function of intervention 
and to monitor the maintenance of change 
over time. 

  Community-based behavioural support teams 
should report outcomes to commissioners 
of services and help build a database 
of evidence on model effectiveness and 
efficiency. Teams should utilise multiple 
measures that capture progress in terms 
of meaningful behaviour change, QoL and 
social validity, as well as reductions in the 
use of restrictive practices and psychotropic 
medication.

  Teams should contribute to proactive service-
wide approaches that include developing 
capable environments, policy, training and 
screening.

  Teams require capacity to work intensively in 
case work. Practitioners should be suitably 
qualified and experienced. Practice leaders 
are important in provider services to achieve 
this level of team competency. 

data-monitored intervention plans. Research evidence 
suggests that when PBS is delivered by non-expert 
clinicians or after short training courses, then failures 
of implementation can occur (eg Hassiotis et al, 2018; 
Bosco et al, 2019). These studies did not show the 
positive impact on behavioural and QoL outcomes that 
other studies with more experienced PBS practitioners 
have demonstrated (eg Bowring et al, 2019).

Outcomes from community-based behavioural support 
services may be influenced by the quality of the services 
they support (Toogood, 2016). There is increased 
evidence of the benefit of practice leaders in referral 
environments (Beadle-Brown et al, 2015; Deveau and 
McGill, 2016). Practice leaders are frontline leaders who 
have knowledge of PBS, support the implementation 
of interventions, and coach/organise staff accordingly 
(United Response, 2018). Community-based behav-
ioural support teams should invest time in developing 
practice leaders within key provider services to support 
the fidelity of implementation of advice.

Recommendations and conclusions

We have summarised the findings from recently 
published research, outputs from the PBS Academy, 
and insights from applied clinical practice to generate 
an account of factors likely to affect the quality and 
effectiveness of specialist community-based behav-
ioural support services in the UK. Although not exhaus-
tive, we think this review could form the basis of an 
agenda for developing the community team model. In 
summary, our review suggests:  

  The adoption and deployment of a PBS 
framework for community-based behavioural 
teams that targets vulnerability factors, 
maintaining processes, and assesses impact 
factors for CB. Intervention should be person 
centred, function based, and address system-
wide issues to promote stakeholder quality of 
life and the reduction of challenging behaviour.

  Community-based behavioural support 
teams should be part of a multi-disciplinary, 
multi-stakeholder group assembled around 
individuals to develop multi-component 
plans and organisational contexts to address 
system-wide issues that contribute to the 
causal model of CB.
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