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PBS INTENSIVE SUPPORTS

Intensive Supports Goal: To Enhance Personal Freedom and Quality of Life
I.  PURPOSE
Intensive Supports may be implemented for dangerous or significantly interfering behavior such as those behaviors that put a person or others at risk of harm or result in significantly poorer quality of life.  Intensive Supports usually are considered only after the person has had a fair trial of Universal and Targeted Supports and even with those supports the behavior of concern presents risk of harm or a diminished quality of life.  However, there may be instances where Intensive Supports are implemented immediately because the intensity or nature of the behavior requires it.
II. INTRODUCTION
Most individuals served by DDS will succeed with supports provided at the Universal and Targeted levels.  However, some challenging behaviors may require additional supports to allow an individual to live and work in the least restrictive environment possible. When Intensive Supports are implemented, the Intensive Supports Team is expected to use evidence based practices, that is, those procedures that have been adequately researched and are the most efficient, positive, and proactive intervention(s) available to help improve the behavioral and social functioning of an individual needing support.  When Intensive Supports are used there is an ongoing commitment to not use interventions that force participation. Further, data based decision making is especially important at the Intensive Supports level where individuals experience the greatest disruption to daily life and are at most risk for continued distress.
While clinical input is important at all levels of support, guidance and standards for clinically appropriate practice become even more important at the Intensive Supports level.  In order to thoroughly understand the basis for the challenging behavior and to provide for the individual’s needs, Intensive Supports require greater participation by all members of the organization and must include a qualified clinician to provide such supports.  Intensive Supports also require greater levels of review by the agency and DDS and may require the inclusion of resources external to the team.

III. WHO SHOULD RECEIVE INTENSIVE SUPPORTS
Individuals are referred for Intensive Supports when there are concerns that the health, safety, or emotional well being of the individual, or others, is at risk, or the individual’s quality of life is seriously impeded due to challenging behavior.  Intensive Supports typically are not implemented until Universal and Targeted Supports have been implemented with integrity and data have shown them not to be sufficient for meaningful behavioral change.  However, when there is danger of harm to self or others Intensive Supports may be utilized immediately.
IV. INTENSIVE  SUPPORTS TEAM
Intensive Supports Team Membership
The PBS Leadership Team is required to determine the number and composition of Intensive Supports Team(s) and to document in the agency’s PBS Action Plan.  The number of teams will depend on the need within an agency for Intensive Supports. An agency with a number of individuals requiring Intensive Supports may need more than one Intensive Supports Team. An agency serving a small number of individuals may not have the need or resources for an Intensive Supports team. Depending on the number of individuals needing support at each level, the Leadership Team may decide to combine the Universal and Targeted teams or the Targeted and Intensive teams. In some cases, it may be necessary to combine Universal, Targeted, and Intensive Supports.  When teams are combined, it is recommended that separate meetings occur and separate meeting minutes are written to accomplish the tasks of each support level.
An administrator with decision-making authority and a qualified clinician are required members of the Intensive Supports Team. It is recommended that the Intensive Support Team is lead clinically by a Qualified Clinician.  Other members may include other clinical, managerial, administrative, and support staff. 
Duties of Administrative member(s): 
· Ensuring there is a data system that provides objective and valid information to inform the Team’s work; 
· Ensuring data are used to guide decision making; 
· Ensuring that resources are available so that Intensive Supports can be implemented

· Creating and maintaining a system that encourages staff behavior that is caring and supportive of all individuals including those for whom the Intensive Supports are provided; and  
· Ensuring that treatment integrity checks are conducted regularly and provided to the Intensive Supports Team for review.

Duties of All Intensive Supports Team Members:
· Attend and participate in Intensive Supports Team meetings;

· Review target behavior and replacement behavior data as well as treatment integrity data for each individual receiving supports at the Intensive Supports level at each Intensive Supports Team meeting;

· Assist in conducting and reviewing Functional Behavioral Assessments/Analysis of problem behaviors identified as needing additional supports;

· Allocate resources to Intensive Support Behavior Plan creation/modification and assign responsibility for implementation and follow-up;

· Assist in the referral of the individual to other clinicians both inside and outside the agency;

· Seek consultation by other qualified clinician(s) when other (e.g. physical or mental health) reasons for the behavior have been ruled out and despite the current clinician/Team’s best efforts, the individual still is burdened by significantly challenging behavior; and 
· Participate in clinical and life planning work as needed to support the individual to live a safer and/or more engaged life. 

Qualified Clinician

Some clinicians in the field of PBS and the related, foundational field of Applied Behavior Analysis (ABA) are experienced but may not hold formal certifications.  The Department of Developmental Services (DDS) will address the issue of qualification without disenfranchising experienced, ethical clinicians who are open to learning new evidence based practices to support individuals with intellectual disabilities.  The Department expects that all professionals work in an ethical manner and do not work outside their areas of competence.  There is no domain in which it is acceptable for clinicians without adequate qualifications or without rigorous clinical supervision from a qualified clinician to work with individuals with intellectual disability.  Finally, DDS is aware that clinical supervision, formal trainings, and less structured learning opportunities such as access to key professional literature can be important supports to clinicians who are gaining competence in a new domain such as PBS. DDS will take steps to make opportunities available to interested clinicians.
Due to the serious nature of behavior leading to referral for Intensive Supports, the Intensive Supports Team must have one or more members with substantial clinical expertise. The Intensive Supports Team will work with the guidance and clinical leadership of a qualified clinician who is a Team member.  

A qualified clinician will have at least a Master’s Degree in a relevant discipline such as Applied Behavior Analysis, Psychology or Special Education.  The qualified clinician will have a substantial clinical background in Developmental Disabilities including a combination of professional experience, class work, formal training, and/or supervision by a licensed or certified professional.  Applied Behavior Analysis (ABA) is the foundation for PBS.  PBS is informed by behavior theory and is rigorously data based. It is expected that qualified clinicians will have ABA competencies.  

The Department recognizes that qualified clinicians need to have significant background and experience in Positive Behavioral Supports and/or Applied Behavioral Analysis and how that expertise is developed may vary.   Additionally, the Department expects that qualified clinicians will continue to expand their clinical knowledge and skills, by for example, taking or teaching courses or doing other work to attain professional CEUs that are relevant to PBS. 

In addition to training, qualified clinicians also must have sound clinical judgment and possess the ability to work directly with individuals with intellectual disability, program staff, and families as needed.  PBS embraces a broad-based understanding of the roots of human behavior and the Team, including the qualified clinician, must have the clinical judgment to make referrals to other professionals for assessments, opinions, and/or services when needed.  

Duties of the Qualified Clinician:

· Describe and operationalize the nature of the behavioral problem;

· Assume responsibility for conducting the FBA 

· Select effective interventions for developing the person’s functionally equivalent replacement behaviors, general adaptive skills, and the least restrictive interventions that will be effective in diminishing the challenging behaviors;

· Obtain consent from guardian or individual;
· Develop a data collection system specific to the target behaviors and replacement behaviors defined in the Positive Behavior Support Plan (P-BSP);
· Review and analyze data collected related to the P-BSP;
· Address all aspects of implementation of the Plan including:

· Develop or implement available treatment integrity tool to evaluate the quality of P-BSP implementation;
· Ensure staff are trained to competence in all aspects of the Plan (e.g. data collection, implementation of interventions);

· All manner of implementation issues from resource allocation, to recognizing exemplary efforts by staff, to development of usable tools (e.g. data sheets that are understandable and from which meaningful data flow), to effective follow-up when staff performance improvement issues exist.

· Make revisions in P-BSP as needed and, with help from Team, inform guardian, DDS, and other interested parties of changes.

· Assist in the referral of the individual to other clinicians both inside and outside the agency 

· With others from Team present P-BSP for review at all required review committees. 

· Evaluate results over time; and 

· Participate in clinical and life planning as needed to support the individual to live a safer and/or more engaged life. 

Intensive Supports Team Meetings

Intensive Supports Team meetings are required to occur regularly (at least monthly is recommended) and as needed.  The Team is expected to maintain adequate records (e.g. minutes) of these meetings as part of the ongoing review of the individual’s progress and as a reference for all Team members. The agency PBS Leadership Team reviews minutes from the Intensive Supports Team meetings. When individuals are referred to in meeting minutes, names must be redacted for review as needed. 

The Intensive Support Team should not be confused with the Department’s requirement that individuals have an Individual Service Plan (ISP) Team.  An individual’s ISP Team addresses all aspects of a person’s vision and goals and all domains in which support is needed.  An agency’s Intensive Supports Team may include some ISP Team members although extensive overlap is not expected.  When an Intensive Supports Team is part of the agency’s PBS Action Plan, it is anticipated that it  is a standing group focused on improving the quality of life for a person with significant challenging behavior.

V.   FUNCTIONAL BEHAVIOR ASSESSMENT PROCESS 
Consistent with current recommendations in person-centered-planning and clinical-behavioral psychology, the individual’s preferences, history, and current supports are an important part of understanding how to best provide support. The information in a Functional Behavior Assessment (FBA) orients the reader to the individual and avoids an unreasonably narrow focus on “behavior” without considering personal history, health, individual differences and preferences, environment, context, and the nature and value of relationships in the individual’s life.  And, it is important to note that, consistent with other professional fields, including ABA, PBS interventions flow from the findings of the FBA. Functionally equivalent replacement behaviors will be identified through the FBA and teaching or strengthening those behaviors will be a critical part of the P-BSP to reduce the occurrence of interfering behaviors. In a separate document entitled FUNCTIONAL BEHAVIOR ASSESSMENT PROCESS, the format for completing an FBA has been shared and major elements of the process addressed.  
VI. INTENSIVE POSITIVE BEHAVIOR SUPPORT INTERVENTIONS  
PBS makes a commitment to use the most efficient, positive, and proactive intervention(s) available to support individuals in their daily lives. The emphasis of Positive Behavior Supports includes an overlay of values that does not allow implementation of a procedure over an individual’s resistance unless doing so is necessary to maintain the safety or dignity of the person or others.  Thus, no P-BSP will include such a procedure. When there is danger to the person or others due to serious and not yet decelerated interfering behavior, the expectation is that the agency’s safety/emergency intervention curriculum would be used to guide the work needed to support the person and others safely while the Intensive PBS work continues. 
Procedures that may be used to decelerate challenging behavior 
All procedures that are not prohibited may be proposed for use in decelerating challenging behavior.  When such a procedure is not normative, it is expected that the Intensive Supports Team will consider clinically sound alternatives.  Also, in such cases professionals from outside the agency will review and comment on any such proposal.

An Intensive Behavior Support Plan does not presume the use of intrusive or restrictive interventions. A P-BSP equates with greater effort and focus on fully understanding the individual’s life, health, and challenging behavior.  Intensive Supports will include the following:

· More resources may be devoted to the individual.
· Increased emphasis on teaching or strengthening effective replacement behaviors that are functionally equivalent to the challenging behavior and a broader range of reinforcement strategies may be used.
· Increased monitoring of all aspects to insure treatment integrity.  For example, checks to make sure all behavioral and medical interventions are administered as prescribed (these could include checks on interventions as varied as (1) frequency, timing and quality of praise given and (2) blood levels of seizure and/or psychiatric medication).
· Data are collected on both target behaviors for decrease and replacement behaviors and data are reviewed at regular and frequent intervals by the qualified clinician and the Intensive Supports Team.
· Amount of preparatory work is greater.  A detailed functional behavior assessment that identifies the establishing operations, setting events, predictors, and functions of the problem behavior will be conducted.
· A P-BSP is developed based on the functional assessment and with input from multiple sources; resources are dedicated to staff training and monitoring to allow full implementation of the plan with treatment integrity.

· The qualifications (experience and degrees) of the clinician(s) working on the plan are greater and external review of the plan may be included.

· More frequent reviews of results by Team/key clinician and others are conducted.

Antecedent, Teaching, and Consequential procedures  
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Antecedents

Behavior always occurs for a reason. Often in the early stages of assessment, a behavior may seem capricious as if it “came out of the blue.” However, further assessment will result in identification of the conditions of when and where the behavior is most likely to occur. The process for conducting this assessment is available through the FBA. An FBA provides a systematic, thorough approach to looking at conditions affecting behavior so that a coherent picture emerges of what maintains the behavior for the individual.  

An FBA may generate hypotheses suggesting that the antecedent conditions (events preceding behavior) are external to the individual such as when a non-preferred food item is presented or a housemate’s radio is played at high volume.  Antecedents that are generally more difficult to identify are those that are internal to the individual (often referred to as setting events).  These events “set the state” for the behavior to be more likely to occur. For example, pain, hunger, constipation, or fear, may result in interfering or dangerous behavior especially for an individual who has not been taught alternative ways of communicating internal states of distress. Antecedent conditions may be further complicated by a combination of conditions.  For example, an individual may be aggressive when his housemate’s radio is played loudly but only when enduring the pain of a headache.

Determining the antecedents to a behavior that has a low frequency but high intensity occurrence can be difficult. When dangerous behavior occurs at a low frequency, it may be difficult to acquire sufficient information to determine reliable antecedents to the behavior. In this case, it is important to continue the functional assessment and to document carefully so that conditions or patterns emerge over time.

Antecedent conditions connected to the interfering behavior may be complicated relationships such as aggression occurring when a non-preferred task is prompted.  In this case, escape would be identified as the reinforcer.  However, when identifying antecedents, it is important to ask qualifying questions such as does it matter who makes the request or when the request is made (e.g. is request made by a non-preferred staff before lunch)? The function of the behavior may be nuanced by specific antecedents that are important for adequately addressing conditions to promote lasting behavior change.  Similarly, attention may be identified as a reinforcer of an interfering behavior. Qualifying questions such as why the attention is sought are needed.  For example, attention may be sought for protection due to the antecedent of fear or for the desire for stimulation. 

Teaching
A hallmark of PBS and ABA is the teaching or strengthening of functionally equivalent replacement behaviors (FERB).  FERB is an acceptable behavior that serves the same function for the individual as the interfering behavior.  As with identifying antecedents, this intervention strategy flows from the findings of the FBA. Once hypotheses regarding the function and antecedents of the behavior are identified, then the task of teaching behaviors to replace the interfering behavior can begin. Emphasis is placed on selecting behaviors that are positive, pro-social and function equivalently to the interfering behavior.  For example, if a behavior functions to gain attention, then the replacement behavior must be equally effective in gaining attention as well as considered to be socially acceptable. If replacement behaviors are more difficult to engage in or less effective, then the individual will find it more expedient to engage in the interfering behavior and change will be less likely to occur.  

A necessary part of a P-BSP is the development of functionally equivalent replacement behavior.  Sometimes the task is to take an existing behavior, e.g. person says “No” and via stimulus control (when an individual behaves one way in the presence of a stimulus and another way in its absence) techniques teach the person when to say “No” so that the interfering behavior is unnecessary.  When teaching a new skill is needed, the replacement behavior must be defined in observable and measurable terms and, as noted, serve the same function as the interfering behavior. The P-BSP clearly defines how the new behavior will be prompted, what positive response will occur following the behavior to be taught, and who will provide the response.  There are many schedules for applying positive reinforcement; a full discussion is beyond the scope of this document. However, the schedule of reinforcement and the schedule for thinning reinforcement should be specified as part of Intensive P-BSP.   

Consequences
Each person experiences the world differently and as such, no particular event will necessarily be effective in promoting pro-social behavior. Similarly, no particular consequence (event following a behavior that increases or decreases the likelihood the behavior will occur again) will be effective for all. What serves to reinforce behavior varies across individuals and can vary for an individual over time and place.  Thus, no intervention can be guaranteed to produce an outcome and it may be misleading to label interventions as “reinforcing” (event following behavior and increases the likelihood that behavior will occur again) or “punishing” (event following behavior that decreases the likelihood that behavior will occur again) since the components of that intervention will be experienced differently by each individual.  For example, one individual may be encouraged to engage in a behavior if money is offered.  However, another individual will find this offer offensive and not engage in the behavior.  In one case, money served as a reinforcer and not in the other.  Intensive PBS work will be preceded by a reinforcer assessment (as part of FBA) so that reinforcement of non-interfering behavior can occur.
Just as consequences vary in their value between individuals, there is variability within an individual regarding the effectiveness of consequences.  This variability is the result of setting events (events that momentarily change the value of reinforcers and punishers in an individual’s life). For example if an individual has not listened to music in many hours, the offer of music contingent on behavior may serve to increase the likelihood of that behavior occurring. When the value of a consequence is increased, we call this an establishing operation.  However, if the same individual has just listened to music for two hours, music would not be expected to be effective in promoting behavior.  In this case, the recent experience of listening to music would be an abolishing operation. 
A  P-BSP often will include the consequences for the occurrence of the interfering behavior.  It is important that these are specified so that, in the future, the interfering behavior is much less likely to produce reinforcement of the interfering behavior. 
VII. TRAINING P-BSP
When a P-BSP is implemented, it must be preceded by training staff to competence in all aspects of the plan. The qualified clinician is responsible for this training.  Training on definitions of target behaviors and hypotheses generated by the FBA should be included in the training.  Training on all interventions as well as data collection also is required. It is recommended that some measure of staff competence in all aspects of the procedure be included as a standard part of this training. The qualified clinician also must retrain staff at regular intervals and as needed.   

VIII. INTENSIVE  SUPPORTS ASSESSMENT PROCESS 

As with the other PBS interventions concerted effort is dedicated to ensuring that staff implement P-BSP accurately and that data on implementation are generated and reviewed at each Intensive Supports Team meeting.

It is the responsibility of the Intensive Supports Team to review the data for both target behaviors for decrease and replacement behaviors for increase at each Intensive Supports Team meeting. The Intensive Supports Team should develop criteria for evaluating the data presented at the Team meeting.  It is recommended that criteria are standardized so that all data are evaluated with a reliably objective measure.  For example, criteria may be that data indicate an upward or downward trend for 3 consecutive months, behaviors are decreased and/or decreased by 25% of baseline for 3 or more months.  Further, the Intensive Supports Team must offer recommendations regarding the future direction of programming efforts when trends in data are not seen as adequate.  For example, the Intensive Supports Team might recommend that additional consultation is sought from a specialist, revisions to the plan are considered, or revisions to data collection or presentation are considered.  

Further, The Intensive Supports Team should assign the responsibility for conducting treatment integrity checks to personnel and determining the frequency of checks.  The frequency will be determined by the clinician and the Intensive Supports Team. The Intensive Supports Team must review treatment integrity data for each P-BSP; it is recommended that this review be done at each Intensive Supports Team meeting.  The Team must determine necessary follow-up, person responsible for follow up, and timeline for follow-up when treatment integrity data are not judged to be sufficient. 

IX. REFERRAL FOR ADDITIONAL SUPPORTS

The Intensive Supports Team is required to assess individuals at regular intervals for their response to supports provided.  The Intensive Supports Team will determine how frequently and by what method, individuals will be assessed for their need for additional support.  Following review of data collected on the target behavior for an individual receiving Intensive Supports as well as treatment integrity data for an implemented P-BSP, the Intensive Support Team may recommend additional supports for the individual.  When increased supports are indicated, the Intensive Supports Team may request additional outside consultation as needed. Successful resolution of the identified problem may indicate the need for an individual’s supports to return to the Targeted or Universal Supports level. Additional supports may 
also involved discussion with the individual’s ISP team as well.
X. CLINICAL REVIEW
All P-BSP will be reviewed in accordance with the guidelines provided by the Department.  Additionally, all P-BSP will require input and approval by the guardian and individual where appropriate.  The P-BSP also will be reviewed by a Human Rights Committee per guidelines provided by the Department.
Appendix 1

Examples of Intensive Supports
Intensive Supports may be seen as a continuum in both the duration of implementation and the intensity of the intervention. It may be the case that some Intensive Supports will be of short duration.  That is, sometimes, fairly quickly, it is discovered that a behavioral challenge that has not responded to Universal or Targeted Interventions is related to a problem that can be quickly alleviated once the issues are more intensively analyzed.  Examples below go from the easy to very difficult range of Intensive Supports:

Example #1 - An individual shouts and refuses to go when told it is time for a dental appointment.  A detailed joint interview with the individual by clinician and nurse notes that, over time, the individual’s gums have become more sensitive and now ‘bite-wing X-rays’  are uncomfortable.  When this issue is discovered and addressed via dental professionals using different methods of assessment, the individual again is willing to go to the dentist.

Example #2 - An individual who is irritable and at times aggressive is discovered via a sleep study to need help breathing at night and a “C-Pap” machine is recommended.  The individual initially refuses to wear the “C-Pap” mask and a month of desensitization and encouragement is needed before the C-Pap mask is worn reliably.

 At other times, greater scrutiny provided at the Intensive level may, in fact, uncover complicated    

 issues that require time to ameliorate.  For example:

Example #3 - An individual lost her job at a local supermarket due to inappropriate customer interactions.  She valued her work and relied on the money she earned for many personal needs.  A FBA indicated that her inappropriate comments were a means of gaining attention from those around her.  The need for her to attend social skills classes was identified by her Team, but she refused to participate in activities that involved individuals with intellectual disabilities.  As a result of her job loss, she was irritable and sometimes took money from her housemates. A therapist was engaged for her to speak with regarding her concerns.  Her service coordinator helped her to locate a volunteer position in the kitchen of a local nursing facility.  The residential supervisor practiced social interactions with her both at home and in local stores in order to teach functionally-equivalent replacement behaviors.  Her rent was reduced to give her extra spending money.  After six months of intensive interventions, she was able to apply for a new job in another supermarket.

 At other there times, more intense behavioral challenges may require more restrictive   

 interventions.  For example:

Example #4 - An individual who does not use words for communication often had difficulty exiting his van when returning from his work program.  At these times, he would scream and lash out at anyone near him.  The FBA indicated that he had difficulty during transitions. Staff began to meet the van with his favorite beverage and offered it to him once he exited the van without difficulty.  If he then became agitated, staff would remind him that he could have TV time before dinner if he walked into the house.  If he continued to become agitated, staff would assist him to the house and he would spend up to15 minutes in his room before entering the common areas of the house.

The continuum of intensive supports also extends to more serious behavioral challenges.  For example:

Example #5 - An individual had a history of setting fires when he was an adolescent.  He continues to evidence fascination with matches and other forms of fire.  Due to safety concerns, he and his guardian agreed to a pocket and bag check each time he returned home from his work program.  He was very athletic and enjoyed the outdoors.  If no fire related items were found for 7 days, he was able to hike with a group without support staff each weekend.  If fire related items were found, staff accompanied him on the weekend hike. The FBA indicated that he had angry thoughts before taking fire related items.  He participated in a skill building group where negative emotions were identified and strategies for managing them were taught.  

Example #6 - A young man with autism and a seizure disorder living with three other men has persistent  self-injurious behavior – when frustrated, startled or sometimes “for no apparent reason” he will punch himself, often in the area around his right eye.  The intensity of the hits are “mild” (no redness produced) to moderate (some redness and once a bruise was produced). He has been examined multiple times by physicians including a neurologist who knows him well and no medical reason for his self-injury has been found.  When he was 11 he had been diagnosed with “behavioral dyscontrol.”  Antipsychotic and antidepressant medications were tried in the past with no lasting benefits .Now he is 25 and an Ophthalmologist warns that he is at risk to detach his right retina.  He was subsequently assigned a 1:1 staff to redirect all self-hitting.  Less self-hitting occurred but there is some hitting of the 1:1 staff.  The Team conducted an FBA which indicated a lack of communication and leisure skills.  The FBA also produced two hypotheses:  a) SIB may serve to escape demands (demands such as “Set the table” or “put all your clothes in the hamper”) and b) at other times to get staff attention when there was no activity.  He has been taught how to ask for a break from demands (and his staff have been taught to ALWAYS respect that request) and he has been taught to do four new tasks on his own:  a) ring a bell to call staff to his room; b) make a peanut butter sandwich; c) operate a rotating table fan in his room (he loves to watch it rotate) and d) how to load a CD into the CD player.  He no longer has the 1:1 staff and his SIB has been reduced by 75%.  The Agency’s Intensive PBS Team and his parents/guardians have concluded their discussion of whether or not to add brief holding of his hands/arms (i.e. “hands down” for 10 seconds after a hit) to his Positive Behavior Support Plan.  They have concluded that they will not do that but rather will continue to meet every two weeks to review the data and discuss other more “normative” ways to address the behavior. 
The continuum of supports also extends to supports that are safety oriented, i.e. not PBS per se.
For example:

Example #7 – A man has a history of biting peers.  Three peers lost an ear as a result of his biting.  Several of his peers from long ago report crying and nightmares regarding their injuries and one woman who was bitten 22 years ago still speaks of him.  He is now 45 years old and for the past 10 years there have been only three instances of his biting a peer and none resulted in injury requiring more than first aid care.  During the last 10 years he has lived with three peers but spends very little time with them (about 1/2 hour a day).  A detailed FBA was conducted and is updated at least annually. The FBA generated two hypotheses: he is afraid of others due to a history of abuse, and he desires food/drink that he sees his peers possess.  He also has an Intensive P-BSP.  He has learned how to do some tasks for himself such as get a drink from available options in the refrigerator and remain seated during his meals and snacks.  At present, he eats alone before his housemates.  Also, he has learned three signs: “more”; “food” and “drink” and he uses each of those signs one or more times a day.  When he is around any person other than his trained 1:1, the staff stands between him and the other person.  In the past three years he has been restrained nine times which is a lower rate than previously.  The house manager and cluster supervisor conduct treatment integrity checks and determine that staff are implementing the Intensive Behavior Support Plan 98% of the time.  This year, efforts will be made to increase his ability to be around peers without biting. A sensory area has been established where he can listen to soothing music and wrap in a weighted blanket. Staff serve all snacks at the kitchen table and he always receives his food before housemates so that he does not take from them.  If he is able to complete his meal or snack without getting out of his seat, he receives a baseball card which he collects (likes to look at and “strum them” on his fingers). Staff have learned the antecedents to his biting include putting his head down and frowning.  When staff see these signs, they offer him his sensory area.   
PAGE  
1

