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Abstract 

 

Background: There is a growing body of evidence in the literature to suggest that 

behaviour difficulties in preschool children with developmental delay can impact on 

child development and cause additional stress to the family. Evidence on the most 

appropriate method of providing support to families to develop their own competencies 

in managing behaviour difficulties is limited. 

Aims: To assess the impact of the Positive Behaviour Support programme on four 

preschool children with developmental delay and behaviour difficulties, and their 

families. 

Method: A series of four case studies were undertaken.  Both qualitative and 

quantitative research methods are used to assess the impact of Positive Behaviour 

Support (i) on the child’s behaviour (ii) on parental perceptions of the child’s behaviour 

(iii) parental perceptions of the impact of the child on the family and (iv) the social 

validity of the intervention.  

Results:  Results of the case studied are mixed. Two of the children showed a decrease 

in the defined behaviour over the intervention period. The programme positively 

influenced parental perception of their own ability to manage their child’s behaviour in 

three of the four cases studied. The results also suggest that the Positive Behaviour 

Support programme is an acceptable method of supporting these families. Results are 

discussed in relation to implication for practice, contribution to existing knowledge and 

recommendation for future research. 

Conclusion: Positive Behaviour Support is a practical, alternative method of supporting 

families of preschool children with developmental delay and behavioural difficulties. 

v v



However, further longitudinal research is needed into the long-term benefits for the 

child and the family 
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Organisational Context 

1.1 Introduction 

The early identification and treatment of children with developmental delay has the 

potential to offer considerable benefits to the child (Glascoe, 1999). The Disability Bill 

(2004) places an onus on the Health Services Executive to provide diagnostic 

assessment and interventions for children with developmental delay. This service is 

predominately provided by multidisciplinary Early Intervention Teams (Barron & 

Mulvaney, 2005). The Public Health Nurse, as an assigned member of the Early 

Intervention Team, provides a key role in supporting families of children with special 

needs. Supporting these families involves addressing issues such as behavioural 

difficulties, which can cause added stress on the family (Maes, Broekman, Dosen & 

Nauts, 2003).  

 

1.2 The Irish Context 

There has been radical reform in recent decades in the manner in which disability health 

services in Ireland are being delivered.  There is a shift from the institutional care 

setting in favour of a community based service (Kelleher, Kavanagh & McCarthy, 

1990). The family are now more likely to remain the main carer for children with 

special needs until early adult life (Hoare, Harris, Jackson & Kerley, 2003) with 

approximately ninety five percent of children from birth to 19 years of age living at 

home (Barron & Mulvaney, 2005). Children First National Guidelines (1999) identify 

these children as being a particularly vulnerable group in society. The United Nations 

Convention on the Rights of the Child (1989) places an onus on the state to provide 

appropriate assistance to parents and to develop services to meet the needs of these 

children.  



1.3 The Role of the Health Services Executive 

The United Nations Convention on the Rights of the Child (1989) advocates for the 

right of the child to fulfil their full physical and mental potential. The Disability Bill 

(2004) promotes the right of individuals with a disability to an assessment of health and 

educational needs. The Government Health Strategy, Quality and Fairness, A Health 

System for You (2001) places the responsibility with the Health Service Executive to 

develop services, which will enhance the health and social gain of people with 

disabilities.  

 

1.3.1 The Role of the Health Service Executive Dublin Mid-Leinster  

The philosophy of the mission statement of the Health Service Executive Dublin Mid-

Leinster (2006) identifies the right of an individual with special needs to receive an 

individualised, high quality service to meet their needs. The needs of children between 

birth and six years are met through locally based Early Intervention Teams who provide 

assessment and intervention to families of children who present with developmental 

delay. Each team is located in the major towns of the area and offers a service to a 

defined geographical location.  

 

1.3.2 The Mullingar Early Intervention Team 

The Mullingar Early Intervention Team provides services to children with a significant 

developmental delay from birth to six years. The team includes a Consultant 

Paediatrician who specialises in developmental paediatrics, a Dietician, a Public Health 

Nurse, an Occupational Therapist, a Physiotherapist, a Psychologist, a Social Worker, a 

Speech and Language Therapist and clerical support. Children who meet the criteria for 

assessment and intervention by the Early Intervention Team have a developmental 
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delay of 2.0 standard deviations from the mean on standardised psychometric 

assessments (American Psychiatric Association, 1994). Their conditions include global 

developmental delay, Down Syndrome, Chromosomal disorders, Cerebral Palsy, 

premature babies with neurological deficits and Metabolic disorders. Children affected 

by autistic spectrum disorder are not included in the team’s inclusion criteria as there is 

an autism-specific team in the area. The Mullingar Early Intervention Team has adopted 

a transdisciplinary model of care, which is focused on providing an integrated care 

programme for the child and the family. 

 

1.4 The Public Health Nurse’s Role on the Early Intervention Team  

The Public Health Nurse provides care at a primary, secondary and tertiary level to 

clients and their families. Primary public health nursing care involves providing 

preventative guidance to parents, thus promoting and enhancing child development 

potential, for example, providing advice on nutrition. Secondary public health nursing 

care includes responding to an identified need, for example supporting a family through 

a child’s diagnosis. Tertiary care involves rehabilitation and health maintenance, for 

example, behaviour management (Mc Murray, 1993). The role of the Public Health 

Nurse on the Early Intervention Team integrates all three levels of public health nursing 

care and includes holistic assessment, care planning, recommendations for interventions 

and the sharing of information with family members and professionals (Stepans, 

Thompson & Buchanan, 2002).  

 

1.4.1 Positive Behaviour Support 

The Positive Behaviour Support (PBS) programme is a new venture undertaken by the 

Early Intervention Team with the Public Health Nurse being the first member of the 
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team to begin training in this area. PBS offers a collaborative approach to working with 

families who have children with developmental delay and behavioural problems. It 

involves a holistic assessment of the child and results in the development of an 

individualised plan to address the behavioural difficulties (Lucyshyn, Horner, Dunlap, 

Albin & Ben, 2002). Public Health Nurses, because of their multifaceted role on the 

Early Intervention Team and their long-term, close relationship with families, are 

ideally placed to offer, implement and evaluate such interventions. The philosophy 

behind the PBS programme is comparable to the concept of individualised nursing care 

in that it acknowledges the uniqueness of each client and tailors interventions to the 

needs of the client and their family (Radwin & Alster, 2002). Interventions such as the 

PBS programme which are focused on social inclusion, developing the confidence of 

families and building parental self-esteem are fundamental to the role of the Public 

Health Nurse (Mason & Clarke, 2001). Therefore, it is important that the competencies 

of the Public Health Nurse include such programmes.  

 

1.5 Conclusion 

Psychosocial interventions which encourage parents to positively assess their child’s 

behaviour and develop a problem solving approach to behavioural difficulties are 

essential when supporting families of children with special needs (Lam, Giles & 

Lavander, 2003). The Public Health Nurse as a member of the Early Intervention Team 

has the ability to have an influential role in supporting families of children with special 

needs and behavioural difficulties. The PBS programme offers an ecological approach 

to a home-based family intervention (Lucyshyn, Albin & Nixon, 1997) which can be 

offered by Public Health Nurses as a key part of the child’s early intervention 

programme. The long-term contact the Public Health Nurse has with families who 
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attend Early Intervention Services ensure that the PBS programme can be evaluated and 

reviewed in line with the changing needs of the child and the family over time. 
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Literature review 
 

2.1 Introduction 

Children with developmental delay are three times more likely to have behavioural 

difficulties than their peers (Baker, McIntyre, Blancher, Crnic, Edelbrook & Low, 

2003). Such difficulties include self-injurious behaviour, non-compliance, self-

stimulation and aggression towards others (Robert, Mazzucchelli, Taylor & Reid, 

2003). Difficult behaviour can impede the cognitive, social and emotional development 

of the child (Roberts et al, 2003) and increase the burden of care on families (Maes et 

al, 2003), resulting in increased stress in families (Baker, Blancher, Crnic  & 

Elderbrook, 2002).  

 

At present, parenting programmes are offered to caregivers of children with 

developmental delay. Research into the long-term benefits of parenting programmes on 

typically developing children with behavioural difficulties is not promising (for a 

review see, Anderson, Vostanis & O’Reilly, 2005). Positive Behaviour Support (PBS) 

offers an alternative intervention programme. It is defined as “a collaborative, 

assessment-based approach to developing effective, individualised interventions for 

people with problem behaviour” (Lucyshyn et al, 2002, pp 7). This approach has been 

used successfully with children and adults with learning disability and challenging 

behaviour in the care setting (McClean, Dench, Grey, Shanahan, Fitzsimons, Hendler & 

Corrigan, 2005). However, research into its application within the family context is 

limited (Fox, Vaughan, Dunlap & Bucy, 1997). The current study endeavours to assess 

the impact of the PBS programme on the child and the family and the contextual fit of 

the intervention within the family system (Lucyshyn et al, 1997) 
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A critical review of the literature was conducted to identify the prevalence of 

behavioural difficulties in children with developmental delay and determine the effect 

of such difficulties on the child and the family. The databases MEDLINE, 

ScienceDirect, Cinahl, Swetwise, PsychINFO and Blackwell Synergy were consulted 

and resulted in an appraisal of reviews, meta-analyses, relevant books and research 

studies investigating intervention programmes for children with developmental delay 

and behavioural difficulties. 

 

2.2 Behaviour Difficulties and the Child 

In a prevalence study by Eisenhower, Baker & Blancher (2005), 38.2% of children with 

developmental delay present with behavioural difficulties compared to 10.3% of their 

typically developing peer group. These problems are more likely in children with 

conditions such as Smith-Magenis Syndrome (Dykens and Smith, 1998), Autism 

(Baghdadli, Pascal, Grisi & Aussilloux, 2003) and Cerebral Palsy (Eisenhower et al, 

2005).  

 

A child’s ability to self-regulate, control responses, detect errors and plan is important 

factors in his/her cognitive development (Rothbart & Rueda, 2005). Janssen (2002) 

suggests that children with developmental disabilities do not have as effective coping 

mechanisms as their peers and are more susceptible to stress. These children are also at 

risk of developing attachment disorders and the combination of the two can result in 

behavioural difficulties. Behavioural difficulties can also occur because of a deficit in 

communication skills, fine motor skills, gross motor skills, social skills and 

independence (Allen, 2000).  
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2.3 Behaviour Difficulties and the Family 

Many families of children with disabilities report finding great joy in their children. 

However, little academic attention has been given to the positive aspects of this 

parenting experience (Kearney & Griffin, 2001). In general, the literature 

predominately discusses the negatives of having a child with a disability (for example, 

Pelchat, Ricard, Bouchard, Perreault, Saucier, Berthiaume & Bisson, 1999, Beck, 

Daley, Hastings & Stevenson, 2004) highlighting its adverse effects on marital 

relationships and parental mental health (Baker, Blancher & Olsson, 2005). 

 

Family characteristics and family patterns of interaction have implications for their 

childrens’ development (Guralnick, 1998). Children with developmental delay and 

behavioural problems have complex needs that can prove problematic for families 

(Maes et al, 2003). Socially unacceptable behaviour can result in social isolation (Ryan, 

2005) and increased stress levels (Stores, Stores, Fellows & Buckley, 1998, Baker et al, 

2002, Baker et al, 2003 & Beck et al, 2004), which may prevent parents from 

implementing behavioural interventions (Hasting and Beck, 2004). Protective factors, 

such as high levels of social support can safeguard families from the extra stresses (Lam 

& Lavander, 2003). Professionals supporting families of children with developmental 

delay need to interpret each experience as individual to each family and tailor support in 

this way (Kearney and Griffin, 2001).  

 

2.4 Behavioural Intervention Programmes 

Intervention in early childhood years provides a significant opportunity to affect 

lifelong development (Committee on Children with Disabilities, 2001). Behavioural 

programmes need to be included in the repertoire of early intervention services to 
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support the family (Maes et al, 2003) and to maximise developmental potential of the 

child while averting or reducing developmental delay (Majnemer, 1998).  

 

Traditionally group parenting programmes such as the Incredible Years programme 

(Stewart-Brown, Patterson, Mockford, Barlow, Klimes & Pyper, 2004) have been 

offered to parents of children with developmental delay. Research into their influence 

on children with developmental delay and behavioural difficulties is limited. Group 

parenting programmes, which are tailored specifically for children with disabilities such 

as the Signpost programme (Hudson, Mathews, Gavidia-Payne, Cameron, Mildon, 

Radler & Nankervis, 2003) and the Stepping Stones Triple P programme (Whittingham, 

Sofronoff & Sheffield, 2005) have shown some initial success. However, the long term 

effects of group interventions programmes on behavioural difficulties are questionable 

(Anderson et al, 2005). A semi-experimental design was utilised by Pithouse, Hill-Tout 

& Lowe (2002) to assess the impact of a group parenting intervention programme to 

train foster parents on the management of challenging behaviours. Results of the study 

suggest that such interventions have a limited impact on the child’s conduct and on 

carers competencies. Group parenting programmes may also be unsuitable for very 

vulnerable families who may need a more intensive, individualised intervention 

programme (Patterson, Barlow, Mockford, Klimes, Pyper & Stewart-Brown, 2002). 

 

Individualised intervention programmes are an alternative method of supporting 

vulnerable families who present with a developmental delay and behavioural 

difficulties. As children with developmental delay can exhibit significant behavioural 

difficulties as early as three years of age (Baker et al, 2002), behavioural interventions 

need to be available to families from the preschool years onwards (Allen, 2000 & Baker 
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at al, 2005). Interventions need to focus on enhancing both parental skills and 

psychological well-being (Baker et al, 2005). Parental acceptance and willingness to 

participate in intervention programmes has a direct effect on their success or failure 

(Wacker, Berg, Harding, Derby, Asmus & Healy, 1998). Teaching parents to manage 

maladaptive behaviour appropriately can increase their perceived control over the 

situation and reduce stress levels (Wiggs and Stores, 2001). Supporting families in this 

way enhances the role of the primary carer(s) (Maes et al, 2003). Overcoming parenting 

challenges may increase parental satisfaction when caring for a child with a 

developmental delay (Beck et al, 2004).   

 

In a literature review and meta-analysis undertaken by Roberts et al (2003) the most 

successful comprehensive behavioural intervention programmes are those that are 

designed to develop the child’s skills and are based on social learning theory, applied 

behavioural analysis and parent management training. A randomised control trial by 

Wiggs and Stores (2001) on a behavioural intervention programme using the 

aforementioned approaches for children with severe intellectual disability, sleep 

problems and challenging behaviours showed promising results. Fifteen children were 

allocated to an intervention group and fifteen children allocated to a control group. 

Improved child sleep patterns and behaviour outcomes were apparent in the control 

group. Parental well-being was assessed using four questionnaires which measured 

stress, daytime sleepiness, locus of control and perceived actual control and all showed 

encouraging results.  There were also therapeutic benefits in being part of the control 

group, possibly because parents received recognition for the difficulties they have with 

their children. However, the results while promising are from a small sample group and 

all families were highly motivated as they volunteered for the programme.  
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2.5 Positive Behaviour Support 

The PBS programme is an individualised non-aversive treatment model for challenging 

behaviour (LaVigina and Willis, 1995). It involves using information obtained from a 

comprehensive functional behavioural assessment to design an individualised, multi-

element, behavioural support plan including both proactive and reactive methods.  

 

Proactive interventions are those designed to produce long term changes and involve 

ecological interventions, positive programming and focused intervention strategies. 

Ecological interventions look at the context of the behaviour in terms of the difference 

between the needs and characteristics of the individual and the environment within 

which the behaviour occurs (McClean and Walsh, 1995). Positive programming 

involves teaching the individual the skills to cope more appropriately with their 

environment. The child may be trying to communicate a legitimate message but the 

method of communication may not be acceptable. Positive programming attempts to 

give the child an alternative, more socially acceptable method of communicating the 

message (Lucyshyn et al, 2002). Focused intervention strategies such as stimulus 

reduction and antecedent control, aim to reduce the difficult behaviour rapidly. Reward 

contracts can also be used to reinforce appropriate behaviour. Reactive interventions are 

those designed to manage the behaviour when it occurs. They include methods which 

deal with the behaviour as effectively and efficiently as possible without causing 

adverse side effects to the individual. Examples of non-aversive behaviour management 

techniques include active listening or redirection. 

 

PBS is a partnership approach to behavioural difficulties which includes all the key 

stakeholders in the child’s life as active participants in the programme. This permits a 
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holistic interpretation of the needs of the child within the context of the family, the 

preschool and in therapies. The PBS programme regards the family as a system that is 

embedded within a larger social and environmental context (Singer, Goldberg-Hamblin, 

Peckham-Hardin, Barry & Santarelli, 2002). For change to occur, it must happen at the 

level of the family system (Kazak, Simms & Rourke, 2002). Interventions that are 

planned in collaboration between the health care professional and the family are likely 

to be more pertinent to the child and the family’s needs and therefore more successful 

(McClean et al, 2005).  Caregivers are experts on their children (Wilder and Granlund, 

2003) and therefore it is imperative that they participate in the PBS programme in 

partnership with the professionals. MacKean, Thurston & Scott (2005) noted that 

parents reported a desire to work in partnership with health professionals in making 

decisions on interventions and on designing a care plan that would best meet the needs 

of their child. Empowerment of parent(s) occurs when behavioural interventions are 

delivered in a manner that is family-centred (Nachshen & Minnes, 2005). 

 

A small number of research studies have focused on PBS and families (Derby, Wacker, 

Berg, DeRaad, Ulrich, Asmus, Harding, Prouty, Laffey & Stoner, 1997, Lucyshyn et al, 

1997 & Fox et al, 1997). A complex, quantitative case series by Derby et al (1997) on 

the long-term effects of functional communication training with four preschool children 

with challenging behaviour showed positive results.  

All interventions occurred in the family home over a twenty-seven month period and 

data collection included videotaped analysis of the sessions. The data was 

independently reviewed by trained data collectors. Functional assessments were 

conducted which included an analysis of the children’s behaviour and the reaction of 

the parent’s to the behaviour. The study was divided into four stages. Stage one 
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included a baseline recording of the child’s behaviour and in-debt interviews with the 

parents. Stage two analysed the triggers to the challenging behaviour and the 

consequences of the behaviour. Stage three matched the challenging behaviour to an 

alternative functional communication and functional communication training was 

taught to the parents. Analysis for this section was done using a multiple baseline across 

individuals design. Stage four included regular visits to the family home to follow up on 

the effects of the selected interventions on the behaviour. The results of the programme 

showed the positive long-term effects of teaching parents functional communication 

training on reducing challenging behaviour. It demonstrated an increase in the long-

term positive social responses of the children.  

 

A well-designed single case study by Lucyshyn et al (1997) reports encouraging results 

using PBS with a family of a 14-year-old girl with multiple disabilities and challenging 

behaviour. The results, although limited to the effects of the intervention on one 

individual, merit further consideration. The study used a multiple baseline across 

individuals’ research design to evaluate the effectiveness of the intervention on the 

defined behaviours. The study showed long-term regression in the target behaviours 

following implementation of PBS plan. The study supports the effectiveness of 

providing support to parents to develop their capacities in addressing behaviour 

difficulties in the home. The parents also positively evaluated the social validity of the 

intervention. 

 

A qualitative, multi-method case study was used to assess the impact of the PBS 

programme on the family by Fox et al (1997) on a nine-year-old with intellectual 

disability and challenging behaviour. The study used semi-structured interviews 
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conducted with the family and an audio journal kept by the child’s mother to provide a 

detailed account of the family perception of the programme over a ten month period. 

Reliability of the data was established using different family members. However, no 

objective method of establishing the impact of the programme on the child and family 

was given and behavioural outcomes were not discussed. Additional knowledge is 

needed to understand the use of the PBS with typical families and frontline staff in 

homes, mainstream schooling and community environments over long periods of time 

(Albin, Dunlap & Lucyshyn, 2002).  

 

2.6 Person Focused Training 

Person Focused Training is intended to train staff who work with individuals with 

intellectual disabilities and behaviour difficulties to deliver PBS to their client group 

(McClean & Walsh, 1995). Staff members are trained to conduct a functional 

behavioural assessment from which an individualised support plan is designed and 

implemented by the staff member (McClean & Walsh, 1995).  

 

In a comprehensive Irish study, McClean et al (2005) assessed the effectiveness of 

Person Focused Training delivered to 135 support staff working with 138 individuals 

with challenging behaviour. Results indicated that the method proved successful for 

reducing behaviours in 77% of cases.  

 

2.7 Conclusion 

Addressing behavioural difficulties at an early age is essential to promote family well 

being (MacKean et al, 2005). Interventions are needed which offer a holistic model of 

service support (Sloper, 1999) and work in collaboration with parents so that they can 
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be proactive in their child’s management (Pain, 1999). Interventions aimed at 

strengthening the parent-child bond and enhancing parenting skills are effective at 

reducing behavioural problems (Johnson, Kent & Leather, 2005). PBS offers a method 

of providing a family-centred approach to children with developmental delay and 

behavioural difficulties.  

 

2.8 Theoretical Proposition, Aims and Objectives 

Theoretical Proposition, 

The literature review has identified the following theoretical propositions (Yin, 2003) 

which underpins this research,  

• The PBS programme will have positive impact on reducing the child’s 

behavioural difficulties 

• The PBS programme will have a positive influence on parental perceptions of 

the impact of the child on the family 

Aims of the study include, 

• To assess the impact of the PBS programme on the child’s behaviour. 

• To assess the parent(s) perceptions of the impact of the PBS programme on the 

child and family. 

• To assess the social validity of the intervention programme. 

• To contribute to the development of Early Intervention Services that will be 

optimally supportive to the family.  

Objectives of the Study include, 

• To acquire information from the service user 

• To explore parental perceptions of the positive and negative aspects of 

implementing the PBS 
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• To develop the researcher’s skills in delivering the PBS programme to families 

of children with developmental delay. 

• To provide confidentiality and anonymity to all participants. 
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Methodology 
3.1 Research Design 

A case study is an “empirical inquiry that investigates a contemporary phenomenon 

within its real-life context” (Yin 2003 pg. 13).  The case study method was chosen as an 

appropriate approach for this project because the boundaries between the phenomenon, 

i.e. the behaviour and the context, i.e. the family is not clearly defined (Yin, 2003). The 

flexibility of the method is appropriate to account for the different variables which can 

affect each individual child and family (McBurney, 1998) and permits a more holistic 

interpretation of the impact of the PBS programme on the child and family.  

 

A repeated measures design was used for this project (Mc Burney, 1998). A series of 

four single subject case studies were undertaken. The study included both qualitative 

and quantitative methods of data collection in an endeavour to assess (i) the impact of 

the PBS on the child and family, (ii) psychological variables in relation to parental 

perceptions of the child’s behaviour and (iii) ‘goodness of fit’ of the PBS programmes. 

Quantitative methods include three questionnaires, the Child Behaviour Questionnaire 

(CBQ, Rothbart, Ahadi, Hershey and Fisher, 2001, see Appendix A), the Family Impact 

Questionnaire (FIQ, Donenberg and Baker 1993, see Appendix B) and the Outcome 

Rating Scale (ORS, see Appendix C). Issues of reliability and validity of these 

instruments are discussed. Qualitative data collection was in the form of field notes. 

Multiple sources of evidence are used in an attempt to address potential problems 

associated with construct validity (Yin, 2003). Ethical guidelines within the health area 

were adhered to and a pilot study was done prior to the commencement of the project.  
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3.2 Ethics 

The present study was to be undertaken in the Health Services Executive Dublin Mid-

Leinster and so ethical approval was sought in July 2005 from the Ethics Committee for 

the region based at the Midlands Regional Hospital in Tullamore, Co. Offaly. The 

research proposal submitted outlined the reasons for conducting the study, along with 

its aims, objectives and proposed methodology (see Appendix D). In addition, it 

addressed issues of confidentiality and consent. An Ethics Committee meeting was held 

on the 14th of October 2005. No ethical issues were identified by the committee and 

ethical approval was granted. 

 

3.3 Pilot Study 

A case study of a three-year-old girl with Down Syndrome and behavioural difficulties 

was undertaken in fulfilment of the Person Focused Training (McClean and Walsh, 

1995). This case study offered an opportunity to identify issues concerning the delivery 

of the PBS programme with a family, for example, the accurate recording of the 

behaviour can be problematic. Issues identified included parental motivation to record 

behaviour, behaviour occurring too frequently to record and difficulties in establishing 

inter-rater reliability as both parents were not always with the child. The need for 

follow-up support visits to ensure the family understand and are able to implement the 

interventions was also identified.  

 

A pilot study of the questionnaires selected for inclusion in the study, the CBQ, the FIQ 

and the ORS was undertaken by three Irish mothers to assess readability, 

comprehension and suitability for administration with an Irish population. The mothers 

are colleagues who have children aged between three and seven years, they expressed 
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no issues with regard to understanding and completing the questionnaires. However, in 

the Family Impact Questionnaire the questions numbered 33 to 39 the term “marriage” 

was changed to “partnership” to account for changes in the demographics of the modern 

family.  

 

3.4 Participants 

An opportunistic sampling procedure was employed and participants for the study were 

selected from the cohort of children who attended the Mullingar Early Intervention 

Team and reside within Health Services Executive Dublin Mid-Leinster. The sample 

was selected from eight children referred to the PBS programme with behavioural 

difficulties. Each prospective participant was given an information leaflet on the 

programme (see Appendix E). Behaviour difficulties were identified as a problem by 

the participants’ families or by Early Intervention Team members. The term “behaviour 

difficulties” is used to describe a wide range of behaviours such as, aggression, non-

compliance, tantrums, self-injury, over activity and inappropriate social behaviours 

(Allen, 2000). In a study by Glascoe, MacLean and Stone (1991) parental concern was 

a highly accurate predictor of behavioural difficulties in children.  

 

Of the eight children referred, two families were not interested in participating in the 

programme, one child was underage for the study and one parent was unable to 

participate in the study for medical reasons. Four families with children aged from three 

to five years consented (see Appendix F for consent form) and received the PBS 

programme. Each child recruited had a score of < 70 on the Bayley Scales of Infant 

Development II (BSID-II, Bayley, 1993) at 3 years of age. All participants were 

ambulatory, not receiving medication for their behaviour and not diagnosed with autism 
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at the time of recruitment. The names of the clients have been changed to protect their 

anonymity. See Table 1 below for a summary of the participants. 

 

Table 1: Participants’, pre-intervention age, diagnosis and target behaviour for the 

Positive Behaviour Support Programme

Name Age  Diagnosis Target Behaviour 
Case 1 

Matt 

3yrs 1mth  Jacobsen Syndrome Aggression  

Non compliance 

Case 2 

John 

3yrs 7mths Undetermined global developmental 

delay 

Frequent ear infections 

Screaming  

Non compliance 

Case3 

Frank 

3 years Undetermined global developmental 

delay  

Aggression  

Non compliance 

Case 4 

Tom  

4yrs 7mths Down Syndrome Non compliance 

 

 

3.5 Materials 

3.5.1 Bayley Scales of Infant Development (2nd edition) 

The Mullingar Early Intervention Team uses the BSID-II (Bayley, 1993, See Appendix) 

as standardized psychometric assessment for children aged between one month and 

forty two months. The Mental Development Index is normed referenced with a mean 

score of 100 and a standard deviation of 15. High short term test-retest reliability (6 

months and repeated at 8 months) for the Mental Developmental Index is reported 

r=0.91. 
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3.5.2 Children’s Behaviour Questionnaire (CBQ) 

The CBQ (short-form) is a parental report measure, which is aimed at providing a 

highly differentiated assessment of the child’s temperament (Rothbart, Ahadi, Hershey 

& Fisher, 2001). It is designed to assess 3- to 7-year-olds on 15 primary temperament 

characteristics namely, positive anticipation, smiling/laughter, high intensity pleasure, 

activity level, impulsivity, shyness, discomfort, fear, anger/frustration, sadness, 

soothability, inhibitory control, attentional focusing, low intensity pleasure and 

perceptual sensitivity.  

 

A multitrait-multimethod approach (LoBiondo-Wood and Harber, 1998) was used to 

assess the validity of the CBQ. Factor analysis identifies three major dimensions to the 

CBQ, surgency-extraversion, negative affectivity and effortful control (Putnam and 

Rothbart, 2004). Surgency/extraversion is defined by scales of temperament 

characteristics which assess positive emotionality and approach including positive 

anticipation, high intensity pleasure, impulsivity, activity level and a negative scoring 

for shyness. Negative affectivity is defined by the scales for discomfort, fear, 

anger/frustration, sadness, with a secondary loading for shyness and a negative scoring 

for soothability. Effortful control is defined by scales for inhibitory control, attention 

focusing, low intensity pleasure and perceptual sensitivity. This factor refers to the 

ability of an individual to act or withhold action depending on situations (Rothbart and 

Hwang, 2005). The values for the three major dimensions are obtained from the mean 

scores from their respective sub-scales.  
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These findings are consistent with findings by Rothbart et al (2001) on the standard 

CBQ. Criterion validity was assessed between the standard and short version of the 

CBQ and a high correlation was demonstrated between the instruments (.90). A 

moderate mean alpha score of .73 was identified for the internal consistency for the 

instrument (Putnam and Rothbart, 2004).  

 

3.5.3 Family Impact Questionnaire (FIQ) 

The FIQ is a fifty-item questionnaire that measures parents’ perceptions of their child’s 

impact on the family. Parents rate their agreement with fifty statements on a four point 

scale ranging from ‘not at all’ to ‘very much’ for example; item number one states “My 

child is more stressful”.  

 

There are six subscales in the FIQ. Five subscales measure the parents perception of the 

child’s negative impact on their feeling about parenting (9 items), finances (7 items), 

social relationships (11 items) and if applicable siblings (9 items) and their relationship 

with their partner (7 items).  One subscale measures parents’ perception of the child’s 

impact on positive feelings about parenting (7 items).  

 

Test-retest reliability of the FIQ demonstrated an acceptable mean correlation of .62 

(Donenberg and Baker, 1993). Satisfactory correlation with the Child-Parenting Stress 

Index (Abidin, 1983) for the subscales negative impact on social life and parenting were 

identified (0.68). However, the other subscales had a low correlation rate ranging from -

.42 to .42 (Donenberg and Baker, 1993).  
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3.5.4 The Outcome Rating Scale  

The Outcome Rating Scale (ORS) is composed of elements of three different scales, 

namely Miller and Duncan’s (2000) Outcome Rating Scale, the Nisonger Child 

Behaviour Form (N-CBRF, Aman, Tasse Rojahn & Hammer, 1996) and the Treatment 

Acceptability Rating Form-Revised (TARF-R, Reimers, Wacker and Cooper, 1991).  

 

The first part of the ORS requests the parent to reflect over the last month and mark on 

a scale of 1-10 how they feel their child has been in four domains individually, 

interpersonally, socially and overall. The second part of the ORS rates parental 

perception of the child’s behaviour over 3 areas, frequency, management difficulty and 

severity using a five-point rating scale. There is no information on reliability and 

validity of the adapted parts of theses scales. The third part of the ORS is a modified 

version of the TARF-R Questionnaire (Reimers et al, 1991) was used to assess the 

parental perception of the intervention. This subscale consists of a 10 item Likert-type 

format with value ranges from 1 - 7, 1 being not at all acceptable and 7 is very 

acceptable. In research by Reimers et al (1991) on the acceptability of 3 alternative 

treatments for child behaviour a high mean Cronbach’s Alpha coefficient score of .88 

was found.  

 

3.5.5 Record of the Behaviour 

In each case study a protocol for recording of the behaviour was agreed with the family. 

In all cases the child’s mother agreed to record the behaviour. Reliability of behaviour 

recorded was established by (i) where possible recording the behaviour in the preschool 

to provide an independent record of the behaviour and (ii) establishing the reliability 

coefficient by reflecting on the last recording the behaviour on two separate occasions 
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with the parents. The protocol for recording the behaviour was individually defined 

because of variations in type and frequency of target behaviours. The protocol in each 

case was as follows, 

 

Case 1 Matt: The behaviour was recorded during the preschool hours and at home for 

the first hour after preschool. The behaviour was recorded when Matt made direct 

contact with his teeth, nails or hands with his own skin or another person’s skin or if 

Matt made direct contact with a person in the form of a slap or uses an object or a part 

of his body to direct harm onto a person. 

Case 2 John: John’s screaming behaviour was recorded between 14.30hrs and 16.30hrs 

each day at home. The target behaviour, screaming, was deemed to have started when 

John vocalised a high-pitched scream. It was deemed to have finished when no 

screaming occurred in the five-minutes following his last scream.  

Case 3 Frank: Frank’s behaviours of non-compliance and aggression would be recorded 

over the course of the day. An incident of non-compliance was recorded when Frank 

avoided partaking in an activity and threw himself on the ground. The behaviour was 

deemed finished when Frank got up off the floor. An incident aggression was recorded 

when Frank made direct contact with his hand or nail with a person’s skin.  

Case 4 Tom: Tom’s behaviour of non-compliance was recorded when he avoided 

partaking in an activity and puts his head down and covered his eyes with his hands or 

he got under the table during a task. Recording of the behaviour would finish when 

Tom actively started participating in the task again. The behaviour would be recorded 

over a twenty-four hour period in the preschool and in the home.  
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3.5.6 Field Notes 

Qualitative data was collected in the form field notes. This method of data collection 

was chosen as it acknowledges the context of the research and captures the evolving 

nature of the intervention programme (Munhall, 2003). A template for the collection of 

field notes was employed, using Emerson Frets and Shaw (1995 as cited in Munhall, 

2003) framework for data collection in the field. This template focused on a description 

of the physical environment during each contact with the family or in the preschool and 

a synopsis of the dialogue during the visit. Any factors which may have a direct 

influence on the child’s behaviour was also recorded, for example, illness. Inter-rater 

reliability for the field notes was established by using an external researcher to validate 

the main themes from the data collected.  

 

3.6 Procedure 

The following procedure was employed for conducting each case study and collecting 

the data, 

Step 1 Pre-intervention (October-December 2005): A baseline assessment included 

administering the CBQ, the FIQ, and the ORS to the parents and a week’s baseline 

recording of the behaviour. A detailed semi-structured interview was conducted with 

the parents and the child’s behaviour was observed over three to four home visits in 

November- December 2005.  

Step 2 (January 2006): The ORS was completed by the parent and the interventions 

commenced.  

Step 3 (February 2006): The ORS was completed by the parent and the interventions 

continued. 
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Step 4 (March, 2006): The CBQ, FIQ and the ORS were completed by the parent and 

the intervention continued. 

 

3.7 Data Analysis 

Data analysis is conducted as follows,   

• Graphs of behaviour counts: On the ordinate of each graph the weekly record of 

the behaviour is shown. On the abscissa of each graph, the number of incidences 

of the defined behaviour is displayed. The percentage of the PBS plan 

interventions that were implemented (according to the child’s mother) are 

compared to the rated behaviour. 

• Pre- and post-intervention data from the CBQ are summarised and inspected to 

observe whether any changes took place on the three major dimensions of 

temperament, extraversion/surgency, negative affectivity and effortful control 

during the intervention. A decrease in negative affectivity which reflects 

negative emotions (Rothberg et al, 2001) is encouraging. An increase in 

effortful control and surgency/extraversion is a positive trend. 

• Pre- and post-intervention data from the ORS are observed for changes in 

parental perceptions of the frequency, difficulty managing the behaviour and 

severity of the behaviour over the intervention period (as measured by the 

ORS). 

• Pre- and post-intervention total scores from the subscales on the FIQ are next 

assessed. An increase in rating for the sub-scale positive feeling about parenting 

is promising. A decrease in the sub-scales negative feelings about parenting, 

finacial impact, impact on partnership and impact on siblings is a positive trend. 
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• Pre-and post-intervention total scores from the TARF-R and the subscales of the 

FIQ, positive feelings about parenting and negative fellings about parenting, 

were tallied and entered into Excel and SPSS stat anal package and presented. 

• Content analysis of field notes was undertaken using the Taylor-Powell and 

Renner (2003) framework for analysing qualitative data. The main themes from 

each section were coded in a frequency analysis. Responses were independently 

coded by two researchers in order to examine inter-rater reliabilty.  

• The social validity of the intervention for all families is examined. 
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Results 

A summary of the functional behavioural assessment, PBS plan and the data collected 

for each child is provided below. 

4.1 Case 1 Matt 

Matt was referred for assessment by his foster mother. The functional behavioural 

assessment was undertaken in the family home. Table 2 illustrates the main themes 

from the functional behavioural and Table 3 outlines the PBS plan. 
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Table 2: Matt’s Functional Behavioural Assessment  

Cognitive factors 
• Understands simple requests and is very 

aware of the environment around him 
• Cognitive developmental age of 15 

months in April 2005 on the BSID-II 
• Does not understand sequence instruction 
• Does not understand abstract concepts 

such as bigger but does understand more 
Physical and Health 

• Jacobsen Syndrome 
• Had cardiac surgery @ 22 months. 
• Frequently has ear infections, eye 

problems and episodes of anaemia 
• Poor safety awareness 
• Poor dynamic balance and trips easily  

Preferences 
• Loves Barney and certain songs, he will 

listen to them over and over again if let. 
• Only likes certain clothes   

Communication factors 
• Has 27 Lamh signs from the Lamh 

sign language system and has 
approximately 50 words 

• A lot of words are incomprehensible 
and he gets very frustrated when he is 
not understood 

• Matt will physically bring the person 
to what he wants or he will point 

• Ability to picture match 
Home 

• In foster care since he was seven 
months. His older brother John (8) is 
with him 

• There are 5 older boys in his foster 
family 

• Matt has 1 younger sister in foster 
care with a different family he has 
frequent contact with her. 

• Does not see his biological mum 
Dependence 

• Not toilet trained and has no concept 
of same 

Function of behaviour- Matt communicates the following messages with his behaviour: 
1) I want attention                                   2) I don’t know what you want me to do 

3) I don’t want to do this 

TRIGGERS 

• Non-preferred tasks 

• Lack of preferred activity  

• Lack of interaction 

• Demands in the presence 
of uncertainty 

 
• Episodes of boisterous 

play or excitement 

 
BEHAVIOUR 
Self biting, biting others, 

scraping himself and 

scraping others, pinching, 

slapping and using objects 

to cause harm to other 

Biting and pushing 

 
CONSEQUENCES     
 
Attention in particular from 
his foster mum.  
 
A preferred activity 
 
Escape uncertainty and non 
preferred activities 
Escape demands 
Given space 
Perceived fun 
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Table 3: Matt’s PBS Plan adapted from Lucyshyn et al (1997). 

Ecological Interventions 

Change of preschool 
Frequent intervals of high energy activities 
Family Meeting  
Apply for preschool grant for special needs assistant 
Incorporate activities with speech therapy or hold joint sessions with occupational 
therapist 
Identify Matt’s preference for clothes i.e. colour/texture and wash his clothes prior to 

wearing 

Antecedent Procedures  

Use a teaching style that promotes attention, cooperation and reinforces achievements 

increase opportunities for choice  

Use a reward contract for academic skills and use one step instructions 

Teaching new behaviours/skills  

Picture sequencing diary 
Use Matt’s current knowledge of Lamh Signs to reinforce verbal communication 

Positive reinforcement strategies  

Differential reinforcement of good behaviour 

De-escalation Intervention 

Diversion 
Ignoring difficult behaviour and ceasing play/interaction if behaviour happens during 

play 

Emergency Interventions 

Use non-aggressive physical restraint to prevent injury 
Remove Matt physically from the situation 
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Figure 1 shows a weekly graph of Matt’s behaviours during the intervention period. A 

downward trend in his behaviour is apparent. There is a mean decrease of 3.25 

incidences per week over the course of the intervention.  

The decrease in behaviour was also reflected in a comment by Matt’s foster mother “his 

behaviour is definitely improving. He has not inflicted harm on other children” 

(personal communication, March 2006). 

 

Matt's  Behaviour Graph
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Figure 1: Weekly graph of Matt’s behaviour at pre-intervention and across 12 weeks of 

the PBS plan 

There is a decrease in pre- and post-test the score for negative affectivity with a 

corresponding increase in effortful control. Table 4 shows pre-and post-intervention 

scores. 
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Table 4: Pre- and post-intervention for surgency, negative affectivity and effortful 

control scores CBQ for Matt 

Sub-Scale (Maximum Score) Pre-test Score Post-test Score 

Surgency (7) 5.77 5.42 

Negative Affectivity (5.8) 3.92 3.88 

Effortful Control (7) 3.85 4.08 

 

Matt’s foster mother’s perception of the difficulty in managing the behaviour changed 

over the course of the intervention period. Table 5 presents data from the four time 

periods of the intervention. 

 

Table 5: Scores across the intervention period for parental perception of the behaviour 

ORS for Matt 

  

Behaviour Dec 2005 Jan 2006 Feb 2006 March 2006 

Frequency of behaviour Very Often Very Often Often Often 

Diffculty in managing 
behaviour 
 

Moderate 
problem 

Moderate 
problem 

Slight 
problem 

Slight  
problem 

Severity of the behaviour Minor Injury Minor Injury Minor Injury Minor Injury 

Matt’s pre-and post-intervention scores show an increase in positive feelings about 

parenting and a corresponding decrease in negative feelings about parenting. However, 

there is an increase in the post-test scores for social relationship, impact partnership and 

impact on siblings. The frustration mum feels was also reflected in a comment from her 
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“It would be better if everybody in the house followed the plan” (personal 

communication, March 2006). Table 6 presents pre- and post-test intervention scores 

for the FIQ. 

 

Table 6: Pre- and post-test scores on the FIQ for Matt 

Sub-Scale (Maximum Score) Pre-test Score Post-test Score 

Social Relationships (36) 10 14 

Negative Feelings About Parenting 

(21) 

13 9 

Positive Feelings About Parenting 

(24) 

8 10 

Finacial Impact (21) 2 2 

Impact on Partnership (15) 5 7 

Impact on Siblings (24) 3 5 

 

 

4.2 Case 2 John 

John was referred to the PBS programme by his mother. Table 7 summarises the main 

themes from the functional behavioural assessment and Table 8 outlines the PBS plan.  
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Table 7: John’s Functional Behavioural Assessment  

Cognitive factors 
• Poor problem solving skills 
• Difficulty with transitions 
• Difficulty understanding abstract concepts 

such as more and bigger - He doesn’t 
understand sequenced instructions and is 
unable to match two objects  

• Does not like to wait for a preferred object  
• Difficulty bringing a message from one 

room to another and carrying out verbal 
instruction. Will also seek an object hidden 
from view and remembers familiar faces. 

• Attends to fun tasks if he is interested in 
them  

• Excellent visual skills he is able to see 
items up to one metre away and pick up 
small objects 

• Cognitive developmental age of 15 months 
on the BSID-II @ 40 months of age 

Physical and Health  
• History of Asthma and Eczema, on 

inhalers 
• Weight is above the 97th centile  
• Frequent ear infections and regularly has 

fluid on his ears. Mum feels the screaming 
is worse when he has an ear infection or he 
has fluid on his ears and his hearing is 
down 

Communication factors 
• John has a number of words and phrases, 

e.g. I’m fine, lets play, go away, help me, 
I’ll show you, tickle me  ... 

• Babbles a lot and it can be difficult to try to 
determine what he is trying to 
communicate  

• Inconsistent when he is listening to others 
speak and responds inconsistently to his 
own name 

   Home 
• First child of Paul and Ann. John has a 

sibling Emma who is now 1 year old- 
Close to his grandparents, his two aunts 
and his first cousins Amy who is six and 
Sean who is 11 years 

Preferences 
Likes books and playing with water, bubbles, 
dollies, cars and snacks  
Dependence 

• John is being toilet trained at present and 
he regularly has accidents 

Function of behaviour-John communicates the following message with his behaviour: 

1) I want a preferred object/activity                                                2) I don’t know what you want me to do 

3) I don’t want to do this                                                                 4) I want attention 

TRIGGERS 
• A preferred object  
• Non-preferred tasks 
• Lack of interaction 
• Demands in the presence of 

uncertainty 

 
BEHAVIOUR 
 

Screaming  

 
CONSEQUENCES     
A preferred object  
A preferred activity 
Escape uncertainty and non 
preferred activities 
Escape demands  
Attention in particular from 
his mum. 
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Table 8: John’s PBS Plan adapted from Lucyshyn et al (1997).  

Ecological Interventions 

Hide and seek games to encourage pointing 

Singing instructions  

Sequence activity for dressing  

Massage  

Rest periods alternating with high energy activities  

Consult with dietician  

Special needs preschool   

Antecedent Procedures  

Use a teaching style that promotes attention cooperation and reinforces achievements  

Use a reward contract for academic skills and use one step instructions 

Teaching new behaviours/skills  

Picture Exchange Communication System 

Positive reinforcement strategies  

Constant praise for good communication 

De-escalation Intervention 

Diversion 
 

Emergency Interventions 

Remove John from the situation 

 

 

Implementation of the PBS plan in John’s case was erratic and recording of the target 

behaviour was inconsistent and therefore, there is no data available on changes to 

behaviour over the 12-week programme. John’s mother had difficulty accepting 
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John’s level of developmental delay and this was reflected in a comment by her “if he 

gets weekly speech there will not be a bother on him” (personal communication, 

January 2006). 

 

There is an increase in effortful control in John’s case. However, there is an increase in 

negative affectivity and a decrease in surgency. Table 9 shows pre- and post-

intervention scores on John CBQ. 

 

 Table 9: Pre- and post-intervention for surgency, negative affectivity and effortful 

control scores CBQ for John 

Sub-Scale (Maximum Score) Pre-test Score Post-test Score 

Surgency (7) 4.72 3.96 

Negative Affectivity (5.8) 3.65 4.8 

Effortful Control (7) 4.13 5.26 

 

Parental perception of the difficulty in managing the behaviour changed during the 

course of the intervention. Table 10 presents data on parental perception of the 

behaviour over the course of the intervention. 
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Table 10: Scores across the intervention period for parental perception of the behaviour 

ORS for John 

Behaviour Dec 2005 Jan 2006 Feb 2006 March 2006 

Frequency of behaviour Very Often Very Often Very Often Very Often 

Diffculty in managing 
behaviour 
 

Slight 
problem 

Slight 
problem 

No problem No problem 

Severity of the behaviour No injury No injury No injury No injury 

 

John’s pre- and post-intervention scores on the FIQ shows a decrease in the subscale 

scores for negative feelings about parenting, social relationships, financial impact and 

impact on partnership. However,  there is a decrease in the subscale score for positive 

feelings about parenting, but three of the questions in the post-intervention subscale 

were not scored. Table 11 shows pre-and post-test subscale scores for the FIQ. 
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Table 11: Pre- and post-test scores on the FIQ for John 

Sub-Scale (Maximum Score) Pre-test Score Post-test Score 

Social Relationships (36) 17 10 

Negative Feelings About Parenting 

(21) 

17 8 

Positive Feelings About Parenting 

(24) 

13 10 

Finacial Impact (21) 2 2 

Impact on Partnership (15) 6 2 

Impact on Siblings (24) 7 3 

 

4.3 Case 3 Frank 

Frank was referred to the PBS programme by his mother. Table 12 illustrates the main 

themes from the functional behavioural and Table 13 summarises the PBS plan. 
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Table 12: Frank’s Functional Behavioural Assessment  

Cognitive factors 
• Does not understand sequenced instruction  
• Difficulty waiting for a preferred object 
• Difficulty attending to academic tasks  
• Cognitive developmental age of 20 months 

on BSID-II @ 36 months 
Physical and Health 
• History of constipation, no other health 

issues  
Home 
• Lives with parents and his sister Joanne 

who is 4yrs. Both parents work full-time. 
Goes to the childminder four days a week 

• Attends the special needs preschool two 
days a week  

Dependence 
• Not toilet trained 

Communication factors 
• Approximately 20 words and uses 

phrases in context for example light, 
where is it 

• Attracts attention by making a sound 
and physically bringing them to what 
he wants  

• Able to point to familiar objects he 
wants and he remembers familiar 
faces 

Preferences 
• Food/drink preferences include 

yogurt, chocolate, waffles, chips, 
cherrios, ribena, apple juice and milk.  

• football, singing, make believe play 
and swimming, TV in particular Tom 
and Jerry and animal films 

Function of behaviour-Frank communicates the following message with his behaviour: 
1) I want                                                                        2) I don’t want to do this 

3) I don’t understand what you want me to do            3) I can’t do it 

4) I don’t want to wait 

TRIGGERS 
• wants  something 

someone else has 
• wants something but 

can’t communicate it. 
• doesn’t want to do 

something 
• waiting for a preferred 

object 
• an environment where is 

unsure of what is 
happening 

 
BEHAVIOUR 
Slapping,  

Hair pulling  

Pinching  

temper tantrums 

 
CONSEQUENCES     
   
Gets preferred object 
 
 
Escape non preferred 
activities 
Escape demands 
Obtains what he wants 
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Table 13 Frank’s PBS Plan adapted from Lucyshyn et al (1997).  

Ecological Interventions 

Singing to Frank  

Hide and seek to encourage pointing  

Transition protocol  

Special needs preschool  

Picture sequencing diary  

Picture requests 

Antecedent Procedures  

Use a teaching style that promotes attention, cooperation and reinforces achievements  

Use a reward contract for academic skills and use one step instructions 

Teaching new behaviours/skills  

Picture Exchange Communication System  

Picture requests 

Positive reinforcement strategies  

Praise for positive communication 

Differential reinforcement of positive behaviour  

De-escalation Intervention 

Diversion 
Ignore temper tantrum in a safe environment 
Emergency Interventions 

Frank should be physically removed from the room if he scrapes or slaps another child 

 

Frank’s mother work’s full-time and implementation of Frank’s PBS support plan was 

not consistent over the period of the intervention, no reliable record of the behaviour 

was forthcoming. The struggle to balance caring for a child with special needs and 
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working full-time is reflected in a comment by his mother, “Its slow, progress is slow.  

I try to sit him down every evening” (personal communication, February 2006) 

 

However, a pre-intervention week’s recording showed 12 episodes of the behaviour. A 

post-intervention week’s recording of the behaviour showed 4 episodes of the 

behaviour.  

 

Frank’s pre-and post-intervention scores on the CBQ are mixed. There is an increase in 

surgency score. However, there is also an increase in negative affectivity and a decrease 

in effortful control. Table 14 presents pre-and post-intervention scores for the CBQ. 

 

Table 14: Pre- and post-intervention for surgency, negative affectivity and effortful 

control scores CBQ for Frank 

Sub-Scale (Maximum Score) Pre-test Score Post-test Score 

Surgency (7) 4.17 4.4 

Negative Affectivity (5.8) 3.72 3.78 

Effortful Control (7) 3.9 3.81 

 

Parental perception of Frank’s behaviour changed over the course of the intervention. 

Table 15 shows the changes in Frank’s parents perception of the behaviour. 
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Table 15: Scores across the intervention period for parental perception of the behaviour 

ORS for Frank 

Behaviour Dec 2005 Jan 2006 Feb 2006 March 2006 

Frequency of behaviour Very often Often Often Occasionally 

Diffculty in managing 
behaviour 
 

Moderate 
problem 

Slight 
problem 

No problem Slight 
problem 

Severity of the behaviour Minor 

injury 

No injury No injury No injury 

 

 

Pre- and post-intervention scores for the FIQ revealed an increase in negative feelings 

about parenting and a decrease in positive feeling about parenting. Table 16 show a 

negative trend in the subscales of the FIQ. 
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Table 16: Pre- and post-test scores on the FIQ for Frank 

Sub-Scale (Maximum Score) Pre-test Score Post-test Score 

Social Relationships (36) 8 5 

Negative Feelings About Parenting 

(21) 

6 9 

Positive Feelings About Parenting 

(24) 

11 8 

Finacial Impact (21)  0 0 

Impact on Partnership (15) 4 5 

Impact on Siblings (24) 3 4 

 

 

4.4 Case 4 Tom 

Tom was referred to the PBS programme by his mother. Table 17 summarises the main 

themes from the functional behavioural and Table 18 outlines the PBS plan. 
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Table 17: Tom’s Functional Behavioural Assessment  

Cognitive factors 
• Down Syndrome child 
• Does not cope well with noisy 

environment 
• Cognitive developmental age of 19 

months on the BSID-II @ 42 months 
Physical and Health 

• Wears glasses for squint 
• No other health issues 

Home 
• First child of Jennifer and John. They 

have just had a new baby in Dec-05, 
Mark. The family have good support 
with Jennifer’s two sisters living 
nearby 

• Attends the local mainstream 
preschool 3 days a week 

Dependence 
• Is toilet trained - However, he does 

have a number of small accidents  

Communication factors 
• Knows over 50 Lamh signs from the Lamh 

sign language system 
• A lot of words and uses them to 

communicate at home 
• Does not communicate with words in the 

preschool or during therapies 
•  Communicates his needs by pointing and by 

physically bringing the person to what he 
wants  

• Attends well to academic skills such as 
picture matching and attends to books 

Preferences 
• Food preferences include ice pops, biscuits, 

grapes, spaghetti bolognaise, noodles, Barley 
water, 7 up, Miwadi  

• Favoured activities include TV programmes 
such as Something Special  

• Likes spending time with his parents 

TRIGGERS 
 
• I don’t want to do it 
• I’m bored 
• The noise scares me 
• There is too many 

people here I don’t like 
it. 

 
BEHAVIOUR 
Non- compliance: If doing 
table top  
activities Tom will  
Slide under the table and 
hide under the table.  
He will go into the corner 
of the room and not 
participate. 
 
Tom hangs his head   
and covers his eyes 
 with his hands 

 
CONSEQUENCES     
Escape non preferred activities 
 
Escape demands 
 
 
 
 
 
Given space 

 

Function of behaviour-Tom communicates the following message with his behaviour: 

1) I don’t want to do this                                                2) I’m bored 

2) The noise scares me                                                   4) There is too many people here I don’t like it 
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Table 18: Tom’s PBS plan adapted from Lucyshyn et al (1997) 

Ecological Interventions  
Special time for Tom and Mum  
High energy activities followed by rest time 
Instead of one to one with the special needs assistant try two to one  
Head phones with Tom’s favourite music  
Activity sampling for example horse riding or swimming  
Antecedent Procedures 
Bring Tom to noisy places first when it is empty  
When entering crowded environments, go to a quieter room first  
Teaching new behaviours/skills  
Picture sequencing diary. The picture sequencing can also be used for transitions. 
Lamh signs to reinforce verbal communication  
Encourage Tom to make more choices and to verbalise the choices 
Positive reinforcement strategies  
Reward contract for academic skills 
Positive reinforcement of good behaviour with verbal praise  
Videotape Tom at home talking with Mum and Dad. Playback the video and positively 
reinforce episodes when he is talking. 
Karaoke machine or microphone that changes Tom’s voice to encourage him to verbalise  
Reward contract for good behaviour. A visual one is better such as the ping pong balls in 
the Jar and 3 balls equal's a reward. Positive reinforcement of all verbal communication 

    De-escalation Intervention  
Use diversion for difficult behaviour 

 

 

Figure 2 shows a weekly record of Tom’s behaviour over the period of the intervention. 

No consistent decrease in Tom’s behaviour is apparent over the intervention period. 
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Tom's behaviour graph
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Figure 2: Weekly graph of Tom’s behaviour at pre-intervention and across 12 weeks 

of the PBS plan 

 

Tom’s CBQ score shows an increase in effortful control. However, there is a decrease 

in surgency and increase in negative affectivity. Table 19 shows pre- and post-

intervention scores for the CBQ.  

 

Table 19: Pre- and post-intervention for surgency, negative affectivity and effortful 

control scores CBQ for Matt 

Sub-Scale (Maximum Score) Pre-test Score Post-test Score 

Surgency 3.87 3.63 

Negative Affectivity 4.63 4.69 

Effortful Control 4.5 4.85 

 

 

46 46



Parental perception of Tom’s behaviour changes in all areas over the period of the 

intervention. This is reflected in a conversation with Tom’s mother “We like the results. 

Tom is a bit more interactive and talking more. Praising him gives positive vibes” 

(personal communication, February 2006). Table 20 shows the changes over the course 

of the intervention.  

 

Table 20: Scores across the intervention period for parental perception of the behaviour 

ORS for Tom 

Behaviour Dec 2005 Jan 2006 Feb 2006 March 2006 

Frequency of behaviour Very often Very often Very often Often 

Diffculty in managing 
behaviour 
 

No problem No 
problem 

Moderate 
problem 

No problem 

Severity of the behaviour No injury No injury No injury No injury 

 

Pre- and post-intervention scores for the FIQ reveal an increase in positive feeling about 

parenting and a corresponding decrease in negative feeling about parenting. Table 21 

shows the pre- and post-intervention scores for the FIQ. 
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Table 21: Pre- and post-test scores on the FIQ for Tom 

Sub-Scale (Maximum Score) Pre-test Score Post-test Score 

Social Relationships (36) 9 17 

Negative Feelings About Parenting 

(21) 

9 6 

Positive Feelings About Parenting 

(24) 

15 22 

Finacial Impact (21) 0 0 

Impact on Marriage (15) 6 2 

Impact on Siblings (24) NA NA 

 

4.5 Results Across Case Studies  

This section uses statistical analyses to assess changes in parents’ perceptions from 

Baseline/pretest to the end of the positive behaviour support intervention in relation to 

(i) feelings about parenting (ii) the social validity of the intervention.  

 

4.5.1 Reliability for Positive and Negative Parenting Subscales of the Family 

Impact Questionnaire  

Using data collected from each participant’s parents at Baseline/Pre-test, Cronbach’s 

Alpha was used to calculate the internal reliability of the positive parenting and 

negative parenting subscales of the FIQ. The first subscale, positive parenting, 

contained 7 items and was found to have a very low alpha co-efficient of 0.2207. 

However, on inspection of item-total statistics it was noted that deleting the last item of 

the subscale (question 15 of the FIQ) would produce an acceptible alpha level of .8810 
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(corrected item-total correlation = -.9563). Accordingly, subsequent analyses will use 

data from a revised, 6-item, positive parenting subscale. The second subscale, negative 

parenting, contained 9 items and had an acceptible alpha co-efficient of 0.8094. 

 

Tests of Significance 

The first analysis evaluated the impact of the intervention (data gathered at Time 1, pre-

intervention, and Time 2, post-intervention) on parents’ positive feelings towards 

parenting. The mean score at both time points was the same (M=12.75) and so no 

difference between the two time points was noted. A paired-samples t-test was next  

conducted to evaluate the impact of the intervention (data gathered at Time 1, pre-

intervention, and Time 2, post-intervention) on parents’ negative feelings towards 

parenting. Mean scores decreased from Time 1 (M=11.75, SD=4.349)  to Time 2 

(M=6.75, SD=1.50), although, this difference was not statistically significant 

(t(3)=2.81, p>0.05). 

 

4.5.2 Reliability for Acceptibility Subscale of Outcome Rating Scale (TARF-R) 

Using data collected from each participant’s parents at Baseline/Pre-test, Cronbach’s 

Alpha was used to calculate the internal reliability of the TARF-R, a 10-item subscale 

of the Outcome Rating Scale that assesses the social validity of the intervention. The 

scale was found to be reliable, with an alpha coefficient of 0.8816. 

 

Tests of Significance 

A one-way repeated measures ANOVA was conducted to compare scores on the 

TARF-R at Time 1 (Baseline), Time 2 (after one month of intervention), Time 3 (after 

two months of intervention) and Time 4 (on completion of the intervention). The means 
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and standard deviations are presented in Table 22 below. Mean scores on acceptibility 

did increase over the four data-collection times however, no significant effect for Time 

was observed (Wilks’ Lambda=.84, F(3,1)=.061, p>0.05, multivariate partial eta 

squared=.15). 

 

Table 22: Descriptive statistics for Acceptibility Scores at Time 1, Time 2, Time 3 and 

Time 4. 

Time Period N Mean Standard Deviation 

Time 1 (Baseline) 4 50.00 6.782 

Time 2 (one month into intervention) 4 50.25 4.272 

Time 3 (two months into intervention) 4 50.75 3.775 

Time 4 (post intervention) 4 51.25 2.872 

 

 

The mean scores for the TARF-R 10-item subscale were calculated over the four time 

periods. Contextual fit for nine of the subscales ranged from 4.25-6.13 (maximum 7) 

The mean score for the subscale for cost was 1.19. Table 23 shows the mean scores on 

subscales of the ORS (TARF-R). 
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Table 23: Mean scores for variables of the subscale of the ORS (TARF-R) for all 

participants 

TAR-F Subscales Max Mean 

Accetability 7 5.56 

Effective 7 5.46 

Willingness 7 5.88 

Cost (reversed) 7 1.19 

Disruptive/time 7 4.91 

 

4.6 Field Notes 

The field notes from each participant were analysed and resulted in six main themes. 

The inter-rater reliability of the themes was in excess of 90%.  No alteration of the 

themes was required. The main themes are as follows,  

 

Impact of the behaviour on the family: Evidence on how the difficult behaviour 

directly impacted on the family, for example, 

 “It’s difficult to keep it all going” (John’s mother, February 2006) 

  

Mum feels that it is sometimes hard being Tom’s Mum. Sometimes she just wishes that 

people did not call because he changes when people come into the house (summary of 

personal communication with Tom’s mother, January 2006). 

 

Positive impact of PBS on the child: Improvement in the child behaviour over the 

intervention period, for example, 
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“Matt loves the reward contract. His behaviour has improved and he is better at 

waiting” (Matt’s mother, February 2006). 

 

Tom was in the sitting room. He stayed in the sitting room for the visit. This is the first 

time he has stayed in the same room as me when I visited (researcher’s observation, 

March, 2006) 

 

Negative impact of the PBS programme: The main sub-theme was the extra volume 

of work associated with the programme, for example, 

“Very hard to follow through all the time for example during shopping trips” (personal 

communication Matt’s mother, January 2006). 

 

Evidence of behaviour difficulties: Evidence of ongoing behaviour difficulties, for 

example, 

Frank was non-compliant with assessment, he was interested in going on slides in room 

and going up the stairs. He was aggressive when examined by Doctor. (summary of 

researcher’s observation, March 2006).  

 

Evidence of increased communication: Evidence of increased communication by the 

child, for example, 

“Tom is a bit more interactive and talking more. Praising him gives positive vibes” 

(personal communication, February 2006). 
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Matt has learnt a lot in the past few months. His speech has improved. (summary of 

conversation with Matt mother, March 2006). 

 

Other: Other issues of relevance during the programme, for example, 

“Not a good week because he wasn’t well, but maybe that was because Tom was sick 

and we were giving into his behaviour”.. (personal communication, February 2006). 

 

The positive impact of the PBS on the child is the largest theme in the field notes. A 

substantial percentage of the field notes recognise the ongoing behaviour difficulties in 

each family. Negative impact of the PBS programme is apparent in three of the 

families’ field notes. The percentage of field notes, which focused on each main theme, 

is highlighted in Figure 3.  

0%
50%

100%
Percentage 
relevant to 

Matt Frank

Participants name

Percentage of client field note 
relating to theme

Other
Evidence of increased communication
Evidence of behaviour difficulties
Negative impact of the PBS programme
Positive impact of PBS on the child
Impact of the behaviour on the family

j

 

Figure 3 Percentage of client’s field notes relating to main themes 

53 53



Discussion 

5.1 Overview 

Research into the most appropriate way to support families of children with 

developmental delay and behavioural difficulties is important for the enhancement of 

Early Intervention Services (Maes et al, 2003). The results of this study do not provide 

unequivocal evidence of the positive impact of PBS on the child and the family. 

However, both Frank and Matt’s defined behaviour decreased over the intervention 

period. These findings are consistent with and support those of Derby et al (1997) who 

found that delivering PBS resulted in an immediate short-term reduction in behaviour 

difficulties in three of the four cases studied.  

 

Maternal perception of the difficulty in managing the behaviour changed positively in 

three of the four cases studied (Matt, John & Frank) and in Matt and Frank’s case 

maternal perception of the frequency of the behaviour changed favourably. Matt and 

Tom’s mother’s feelings about their own parenting capabilities changed positively over 

the period of the intervention. In Matt, John and Tom’s case studies negative maternal 

feelings about ability to parent changed favourably over the course of the intervention. 

The effects of teaching parents to manage their child’s behaviour difficulties, are not 

just limited to the child, but can have a positive influence on the parents’ perceived 

control over the behaviour and hence reduce stress levels (Wiggs and Stores, 2001). 

The results suggest that it is important not only to focus on behaviour management 

strategies, but also enhancing parents competencies and self-belief (Lucyshyn et al, 

1997). A change in the mean scores for the subscales positive feelings about parenting 

and negative feelings about parenting was not found to be statistically significant.  
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Matt, John and Tom all showed favourable increases in effortful control. This is a 

positive trend as effortful control refers to the ability of a child to self-regulate and 

control  emotions (Rothbart and Rueda, 2005). This finding concurs with Lucyshyn et 

al (1997) that PBS can result in a more generalised improvement in the child’s 

behaviour. The positve impact of the PBS programme was also reflected in the field 

notes with all parents identifying positive aspects to the programme. 

 

While Frank’s behaviour did improve over the course of the intervention. His mother’s 

perception of her ability to parent changed negatively. Frank’s mother is the only 

mother in the study who works full-time and the significant amount of time required to 

implement the intervention programme (Wacker et al, 1998) may have resulted in 

additional stress on her and negative feelings in relation to parenting. 

 

The success of the PBS is dependent on the parent’s ability to implement the 

programme. The mean scores for the TARF-R show’s a willingness on behalf of all the 

families to employ the interventions. However, two of the families were inconsistent in 

implementing them. Further investigations are needed into the ‘goodness of fit’ of 

interventions within the context of the family (Wacker et al, 1998). 

 

5.2 Contribution to Existing Knowledge 

There is a growing body of evidence to support the use of PBS in individuals with 

intellectual disabilities and behavioural difficulties (McClean et al, 2005 & Fox et al, 

1997). This study supports previous research by Derby et al (1997) that PBS offers an 

acceptable, alternative method of supporting families of children with developmental 

delay and behavioural difficulties. This study also supports research by Mc Clean et al 
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(2005) into the efficacy of Person Focused Training as a model of service delivery for 

training and supporting frontline staff in designing and implementing the PBS 

programme for individuals with challenging behaviour.   

 

5.3 Practice Implication 

Behavioural difficulties are common in children with developmental delay (Roberts et 

al, 2003) and have a direct influence on parental stress levels (Baker et al, 2003). A 

fundamental objective of early intervention services is to reduce the stress on the family 

that can negatively affect family dynamics and therefore impact on child development 

(Guralnick, 1998). There is a need to identify these families early and offer them 

comprehensive support to minimise the impact of the behaviour on the child and the 

family. Frontline staff need to be able to effectively support these families and PBS 

offers an alternative individualised method of doing this. Person Focused Training 

provides a cost-effective, feasible means of frontline staff delivering PBS to an 

increased number of client’s with the support of a senior psychologist (McClean et al, 

2005).  

 

5.4 Limitations and Cautions 

The results of the study are in general encouraging with three of the cases showing 

improvements in a number of areas. However, the results must be interpreted with 

caution. Outcomes are restricted to four individual cases and generalisation to all 

families of preschool children with developmental delay and behavioural difficulties is 

limited. All families were known by the researcher prior to the research project and this 

may have influenced the manner in which the results were reported. No inter-observer 

agreement of the incidences of the behaviour was available. An opportunistic sampling 
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procedure was used to select participants for the study. All families volunteered for the 

project, and issues related to self-selection may have influenced the findings (Wacker et 

al, 1998). 

 

The researcher also acknowledges that four individual participants are not a satisfactory 

number for conducting inferential statistics and, in doing so, making inferences about 

characteristics of the population. In addition, reliability of findings and the possibility of 

observing statistical significance is compromised. However, the calculations were 

conducted as an exercise in quantitative statistics to demonstrate knowledge of the 

procedure and interpretation of the results generated. 

  

The multi-factorial nature of the PBS programme makes it difficult to monitor the 

contribution of each of the variables to the improvement/deterioration of the child’s 

behaviour. For example, the effective implementation of the PBS plan was not 

monitored methodically during the intervention. The competency of a family to deliver 

the PBS plan has huge implications for the efficacy of the programme. 

 

The limitations of the research design does not account for alternative explanations for a 

decrease in the behaviour such as maturation effects or extra therapeutic factors. 

Therefore, absolute assumptions about the decrease in behaviours and the 

implementation of the PBS plan cannot be made. 

 

The short duration of the intervention programme is acknowledged by the author. This 

may have prevented the full impact of the PBS plan being realised. Intervention 

programmes of this nature need to implemented and monitored over a period of years 
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rather than months (Lucyshyn et al, 1997). Previous research in the area has evaluated 

the longitudinal effects of the PBS programme (Derby et al, 1997 & Lucyshyn et al, 

1997). In each case study there is a need for follow-up post-intervention support and 

continued collection of data to assess the longitudinal impact of the PBS programme.  

 

5.5 Future Research 

Future research needs to consider a number of areas. An alternative design for this study 

could be a multiple baseline across individuals design (Mc Burney, 1998). This design 

would permit each intervention to be evaluated individually and hence a more accurate 

assessment of the impact of the PBS programme on the child’s behaviour. However, it 

would be unethical to withhold treatment in the interest of research design.  

 

Participatory action research offers a way of gaining practice-based knowledge (Reed, 

2005). There is a need to replicate the study with a larger number of preschool children 

with developmental delay and behavioural difficulties. Research should also be aimed 

at determining the contribution PBS makes to the capabilities and coping mechanism of 

the primary caregivers and how family friendly the interventions are (Roberts et al, 

2003). The concept of ‘contextual fit’ of behavioural intervention programmes within 

the family needs further attention. Further research into the effective, durable and 

practical application of such programmes is required. 

 

5.6 Conclusion 

Positive Behaviour Support can have a positive impact on the child and the family. The 

Positive Behaviour Support programme increases awareness of the behaviour and 

encourages families to draw on internal resources and skills to deal with the behaviour. 
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Fundamental to the success of the programme is a partnership approach between the 

professional and the family and a willingness by the family to consistently implement 

the programme. The reciprocal nature of Positive Behaviour Support contributes to the 

knowledge of the health professional and the development of the family. 
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Appendix A 
 
©2000 Mary K. Rothbart, 
University of Oregon 
All Rights Reserved 
 
 
 
 

Children's Behavior Questionnaire 
Short Form Version l 

 
 
Subject No.  ___________    
 
Today's Date ____________              
   
Sex of Child ____________        
Instructions:  Please read carefully before starting: 
 
On the next pages you will see a set of statements that describe children's reactions to a number 
of situations.  We would like you to tell us what your child's reaction is likely to be in those 
situations.  There are of course no "correct" ways of reacting; children differ widely in their 
reactions, and it is these differences we are trying to learn about.  Please read each statement 
and decide whether it is a "true" or "untrue" description of your child's reaction within the past 
six months.  Use the following scale to indicate how well a statement describes your child:  
 

    Circle If the statement is: 
 

1  extremely untrue of your child 
 

                                       2  quite untrue of your child 
 

                                       3   slightly untrue of your child 
 

      4  neither true nor false of your child 
 

                                       5  slightly true of your child 
 

                                       6  quite true of your child 
 

                                       7  extremely true of your child 
 

If you cannot answer one of the items because you have never seen the child in that situation, 
for example, if the statement is about the child's reaction to your singing and you have never 
sung to your child, then circle NA (not applicable). 
 
 
Please be sure to circle a number or NA for every item. 
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Appendix B 
FAMILY IMPACT QUESTIONNAIRE-R, 50 ITEAM 

 
• Being a parent/caregiver can be difficult, and children have different 

effects on the family.   
• We would like to know what impact your child has had on your family 

compared to the impact other children his/her age have on their families.   
• The following questions are asked in an attempt to understand children's 

impact on different areas of family functioning.   
• Please tick the box that best describes your situation in terms of how 

things have been in general for you with and your child.   
COMPARED TO CHILDREN AND PARENT(s)/CAREGIVER(s) WITH  
CHILDREN THE SAME AGE AS MY CHILD...         
                                                                                          Not     Some    Much   Very                              
                                                                                          at all    what                   much 
1.  My child is more stressful.                                            [    ]     [    ]      [    ]     [    ]              
  
2.  I enjoy the time I spend with my child more.               [    ]     [    ]      [    ]     [    ] 
 
3.  My child brings out feelings of frustration and            [    ]     [    ]      [    ]     [    ] 
anger more.   
 
4.  My child brings out feelings of happiness and             [    ]     [    ]      [    ]     [    ] 
pride more.  
 
5.  When I am with my child, I feel less effective             [    ]     [    ]      [    ]     [    ] 
and competent as a parent. 
 
6.  It is easier for me to play and have fun with my child.   [    ]      [    ]     [    ]     [    ] 
 
7.  My child's behaviour bothers me more.                          [    ]      [    ]     [    ]     [    ] 
 
8.  My child makes me feel more loved.                              [    ]      [    ]     [    ]     [    ] 
 
9.  I feel like I am working alone in trying to deal               [    ]     [    ]      [    ]     [    ] 
with my child's behaviour. 
 
10.  My child makes me feel more energetic.                       [    ]     [    ]     [    ]      [   ] 
 
11.  I feel like I could be a better parent with my child        [    ]     [    ]      [    ]     [    ] 
 
12.  My child makes me feel more confident as a parent.    [    ]     [    ]      [    ]     [    ] 
 
13.  I feel like I should have better control over his/her       [    ]     [    ]      [    ]     [    ] 
behaviour.   
 
14.  My child does what I tell him/her to do most of the     [    ]      [    ]     [    ]       [    ] 
time.   
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15.  I feel like I know how to deal with my child's               [    ]      [    ]     [    ]     [    ] 
 behavior most of the time.    
 

The impact of your child on your social life 

COMPARED TO CHILDREN AND PARENT(s)/CAREGIVER(s) WITH  
CHILDREN THE SAME AGE AS MY CHILD...         
                                                                                             Not     Some    Much      Very     
                                                                                             at all    what                  much 
                                                                                           
16.  My child's behaviour embarrasses me in public more. [    ]      [    ]        [    ]       [    ] 
 
17.  My family avoids social outings more (e.g. public      [    ]      [    ]        [    ]       [    ] 
events, restaurants) because of his/her behaviour. 
 
18.  It is more difficult to find a babysitter to stay with      [    ]       [    ]       [    ]        [    ] 
him/her. 
 
19.  My family visits relatives and friends less often than   [    ]        [    ]       [    ]    [    ] 
I  would like to  because of my child's behavior. 
 
   
20.  My child interferes more with my opportunity to         [    ]         [    ]     [    ]     [    ] 
spend time with friends. 
 
21.  I feel more tense when my family goes out in public    [    ]         [    ]     [    ]    [    ] 
because I am worried about his/her behaviour. 
 
22.  I need to explain my child's behaviour more.                 [    ]      [    ]      [    ]      [    ] 
 
 
23.  I participate less in community activities because          [    ]     [    ]       [    ]    [    ] 
of my child's behaviour. 
 
24.  I have guests over to our house less often than I           [    ]     [    ]       [    ]        [    ] 
would like to because of my child's behaviour. 
 
25.  I take my child shopping and on errands less.               [    ]      [    ]       [    ]        [    ] 
 
COMPARED WITH OTHER CHILDREN MY 
CHILD'S AGE...    
                                                                                              Not    Some     Much     Very     
                                                                                             at all    what                  much 
26.  The cost of raising my child is more.                            [    ]       [    ]        [    ]      [    ] 
 
27.  The cost of child care is more.                                       [    ]       [    ]        [    ]      [    ] 
    [
28.  The cost of food, clothes, and/or   toys is more.            [    ]       [    ]        [    ]      [    ] 
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29.  The cost of home alterations and/or fixing and            [    ]      [    ]         [    ]      [    ] 
replacing items in the home is more. 
 
30.  The cost of medication, medical care and/or                [    ]       [    ]        [    ]      [    ] 
medical insurance is more.   
 
31.  The cost of educational and psychological                   [    ]        [    ]       [    ]      [    ] 
services is more. 
 
32.  The cost of recreational activities (e.g. music              [    ]        [    ]        [    ]      [    ] 
swimming, gymnastics) is more.  
 
IF YOU HAVE A PARTNER COMPLETE THE FOLLOWING SECTION.  
OTHERWISE SKIP TO QUESTION NUMBER 40. 
 

The impact of your child on your relationship: 
COMPARED TO PARENT(s)/CAREGIVERS WITH CHILDREN THE 
SAME AGE AS MY CHILD... 

                                                                                         Not        Some     Much      Very 
 at all        what                    much 

 

33.  My partner and I disagree more about                   [    ]         [    ]         [    ]           [    ] 
how to raise this child. 
 
34.  My partner is more supportive of the way            [    ]           [    ]      [    ]            [    ] 
I deal with my child's behaviour. 
 
35.  This child causes friction between my partner      [    ]         [    ]         [    ]           [    ] 
      and me. 
 
36.  Raising this child has brought my partner and      [    ]         [    ]         [    ]          [    ] 
me closer together. 
 
37.  My child causes more disagreements between     [    ]           [    ]        [    ]          [    ] 
my partner and me. 
 
38.  My partner is less supportive of the way I deal    [    ]             [    ]           [    ]      [    ] 
with my child's behaviour. 
 
39.  Raising this child has pushed my partner and me   [    ]       [    ]            [    ]     [    ] 
further apart.  
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IF YOU HAVE OTHER CHILDREN, COMPLETE THIS SECTION, 
OTHERWISE SKIP TO QUESTION NUMBER 49.   
  

The impact of your child on his/her siblings: 
 
COMPARED WITH OTHER CHILDREN MY 
CHILD'S AGE...   
 
                                                                                        Not          Some     Much    Very 

at all           what                  much 
 
 
40.   The other children in the family help take            [    ]             [    ]        [    ]      [    ]  
  care of him/her more. 
41.  My child prevents his/her siblings from                [    ]            [    ]           [    ]      [    ] 
participating in activities more        
 
42.  The other children in the family complain            [    ]            [    ]           [    ]      [    ] 
about his/her behaviour more. 
 
43.  The other children in the family feel more            [    ]            [    ]           [    ]      [    ] 
embarrassed by his/her behaviour. 
 
44.  My child is more rejected by his/her siblings.       [    ]            [    ]           [    ]      [    ] 
 
45.  The other children in the family invite friends       [    ]           [    ]           [    ]      [    ] 
over to the house less often because of his/her behaviour. 
 
46.  The other children in the family enjoy spending     [    ]          [    ]           [    ]      [    ] 
time with him/her more. 
 
47.  My child uses his/her siblings' toys without           [    ]            [    ]           [    ]     [    ] 
asking permission more. 
 
48.  My child breaks or loses his/her siblings'               [    ]        [    ]           [    ]     [    ] 
toys more.   
 

General Questions: 
 
49.  Compared with other children my child's age, the degree of difficulty living with 
him/her is: 
 
       A                  B             C      D                   E                        F                      G 
Much Easier     Easier       Slightly      About           Slightly     More           Much more 
                                          easier         the same      more difficult      difficult         difficult 
 
 
 
 

82 82



 
 
50.  Compared with other children my child's age, the impact of my child on our family 
is: 
 
    A                    B             C                  D                    E                         F                 G     
Much less    Less         Slightly         About          Slightly               More             Much 
more 
positive      positive    less positive   the same     more positive      positive           positive 
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Appendix C 
Outcome Rating Scale (ORS) 

 
Name of child _______________________ Filled in by:____________________________ 
 
Session # __________________________  Date: __________________________ 

 
Looking back over the last month, including today, help us understand how the child has been feeling by rating 
how well he or she has been doing in the following areas, where marks to the left represent low levels and marks 
to the right indicate high levels. 

Individually 
(Personal well being) 

I----------------------------------------------------------------------------I 
Interpersonally 

(family, close relationships) 
I----------------------------------------------------------------------------I 

Socially: 
(Preschool / School, Friendships) 

I----------------------------------------------------------------------------I 
Overall: 

(General sense of well-being) 
I----------------------------------------------------------------------------I 

Please complete the following rating: 
In the last month, how often did the behaviour occur? 

1 Never No knowledge of this behaviour ever occurring  
2 Not at present Has occurred, but not in the past month 
3 Occasionally One to four times in the past month  
4 Often More than four times in the past month  
5 Very often Daily or more often  
6 Extremely often Hourly or more often  

  
In the last month, how difficult was it to manage this behaviour? 

1 No problem One person could manage this situation 
2 Slight problem One person could manage this situation quite easily 
3 Moderate problem One person could manage this situation with difficulty 
4 Considerable problem One person would find this situation difficult to manage on their own 
5 Extreme problem One person simply could not manage this situation without help 

      
In the last month, how severe were episodes of this behaviour? 

1 No injury Did not appear to cause pain or tissue damage to other person in the past month 
2 Minor injury Caused superficial scratching or reddening of the other person's or own skin (e.g. 

light slaps/hits, gentle pushes, hair pulling without force).  First Aid or Medical 
Attention were not needed. 

3 Moderate injury Caused moderate tissue damage to other person or self (e.g. bites/hits/kicks, 
breaking the skin or resulting in bruising).  First Aid attention was needed during 
the past month 
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4 Serious injury Caused serious tissue damage (e.g. cuts/wounds requiring stitching).  Immediate 
medical attention essential during the past month 

5 Very serious injury Caused very serious tissue damage to other person/self (e.g. bones broken, deep 
lacerations/wounds). Hospitalisations and/or certified absences from work 
necessary during the past month. 

 
Outcome Rating Scales 

Please state what interventions or supports you think are in place right now for 
helping the individual overcome this behaviour 
______________________________________________________________________
______________________________________________________________________
____ 
 
1. How acceptable do you                                                                       1      2       3      4      5       6         7     
find the current behavioural interventions?                                              Not                                                          Very 
                                                                                                                                                at all                                               acceptable                                      

 

2. How likely are the current                                                                     1      2       3      4      5       6         7     
interventions to improve behaviour?                                                        Not                                                          Very 
                                                                                                                                                at all                                               acceptable                                      
 
3. How costly are the current behavioural intervention?                           1      2       3      4      5       6         7     
                                                                                                                   Not                                                          Very 
                                                                                                                                                at all                                               acceptable                                      

 
4. How willing would you be to                                                                 1      2       3      4      5       6         7     
 do the current behavioural interventions?                                               Not                                                          Very 
                                                                                                                                                at all                                               acceptable                                      

 
5. How much time is needed to                                                                 1      2       3      4      5       6         7     
do the current behavioural interventions?                                                Not                                                          Very 
                                                                                                                                                at all                                               acceptable                                      

 
6. How confident are you that the current                                                 1      2       3      4      5       6         7     
behavioural interventions are effective?                                                   Not                                                          Very 
                                                                                                                                                at all                                               acceptable                                      

 

7. How willing are you to change your daily                                           1      2       3      4      5       6         7      
routines for these behavioural interventions?                                           Not                                                          Very 
                                                                                                                                                at all                                               acceptable                                      

 
8. How disruptive is it to carry out theses behavioural interventions?    1      2       3      4      5       6         7     
                                                                                                                  Not                                                          Very 
                                                                                                                                                at all                                               acceptable                                      

 
9. How effective are theses interventions for the person?                       1      2       3      4      5       6         7     
                                                                                                                Not                                                          Very 
                                                                                                                                           at all                                                  acceptable                                      

 
 
10. How well do the behavioural interventions                                       1      2       3      4      5       6         7     
fit into the routine of your home?                                                          Not                                                          Very 
                                                                                                                                          at all                                                   acceptable                                      
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MIDLAND AREA 

 
 
 
 
 
 
 
 
 

DRAFT RESEARCH PROJECT ETHICAL APPROVAL 
APPLICATION FORM  
AND GUIDANCE NOTES 
 
 
 
 
 
 
 
 
 
 
 
 

Return to: 

Mary Paula Kelly,  
Research Ethics Committee Secretary,  

Medical Records Department, 
Midland Regional Hospital,  

At Tullamore 
mary.kelly10@mailq.hse.ie 
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Please read the following guidance notes before completing the Research Project 
Ethical Approval Proposal Form 

 
The following notes, produced by the Clinical Audit & Research Team, may help you 
plan and consider your ethical issues in your research. 
Section 1: Form submission details 
This provides details for the Research Ethics Committee so that we can record the 
proposal and also who to contact. 
Section 2: The topic chosen.   
This should address important areas with regard to the quality and/or delivery of 
healthcare services.  Bear in mind that the research/evaluation may highlight the need 
for changes in service and increased or re-allocated resources.  This may need to be 
discussed with your line manager. 
The aims and objectives of the research/evaluation are set at the start of the project and 
guide the overall design and measures used in the research/evaluation.  
Aims are broad statements that set out what the programme/project/research/evaluation 
expects to achieve.  Aims tend to be general, and they may be broken down into 
specific objectives that contribute to the overall aim.  It is essential that the aims, which 
provide the framework for the project, reflect the expressed and felt needs of the target 
population.  
Objectives are statements that map out the tasks needed to reach the overall aims, 
including a time frame for the achievement of each task.   

Wherever possible aims and objectives should be – 
• Explicit: discussed and written down 

• Specific: not general and vague 

• Scheduled: operating within a definite period 

• Prioritised: placed in order of importance 

• Related to one another rather than in conflict 

 
Clearly stated objectives provide: 

- A definition of the purpose and scope of the research 

- A shared understanding of what the group would like to change 

- A basis for keeping the research/evaluation focussed 

- A measure by which to judge success. 

 
Section 3: Methodology 
First distinguish whether your project is a piece of research or an evaluation of an 
existing program or project.  There are three basic types of research, i.e., exploratory, 
descriptive and explanatory.  Exploratory research aims to explore a new topic; 
descriptive research describes a social phenomenon; and explanatory research explains 
why something occurs.  However, there is no need to dwell on what type of research 
you are conducting as the Clinical Audit and Research Team will help you decide on 
this.  Evaluation research is a widely used type of research that addresses the question 
‘Did it work?’  Evaluation research measures the effectiveness of a program, policy or 
way of doing something.  There are two types of evaluation research: formative and 
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summative.  Formative evaluation is built-in monitoring or continuous feedback on a 
program and generally used for program management.  Summative evaluation looks at 
assessing the outcomes of a program or project.   
Whether your study is a piece of research or an evaluation, you will need to decide 
whether it is quantitative or qualitative or both.  
In general, quantitative research is used to answer questions about relationships among 
variables with the purpose of explaining, predicting and controlling phenomena.  It can 
also be described as a research technique in which scientific, concrete, and projectable 
numerical data, that can be statistically analysed, is gathered, often from large samples; 
also called hard data.   
Qualitative is any research that relies primarily or exclusively on qualitative measures.  
Qualitative research tends to focus on topics where there is little prior knowledge and 
represents an exploration of an issue.  Qualitative measures are any measure where the 
data is not recorded in numerical form e.g. short written responses on surveys; 
interviews, video and audio data recording.  Qualitative research also tends to focus on 
the experiences, interpretations, impressions or motivations of people that seeks to 
describe how people view things and why.  It relates to beliefs, attitudes and changing 
behaviour.  

DISTINGUISHING CHARACTERISTICS OF QUANTITATIVE AND QUALITATIVE 
APPROACHES ( L e e dy  &  Or mr o d  2 005 ) .  

What is the purpose of the study? - To explain & predict. 
- To confirm & validate. 
- To test theory. 

- To describe & explain. 
- To explore & interpret. 
- To build theory. 

What is the nature of the study process? - Focused. 
- Known variables. 
- Established guidelines. 
- Predetermined methods. 
- Somewhat context-free. 
- Detached view. 

- Holistic. 
- Unknown variables. 
- Flexible guidelines. 
- Emergent methods. 
- Context bound. 
- Personal view. 

What are the data like and how are they 
collected? 

- Numeric data. 
-Representative large sample. 
- Standardised questionnaires. 

- Textual &/or image based data. 
- Informative, small sample. 
- Loosely structured or non-
standardised. 
- Observations & interviews. 

How are the data analysed to determine 
their meaning? 

- Statistical analysis. 
- Stress on objectivity. 
- Deductive reasoning. 

- Search for themes & categories. 
- Acknowledgement that analysis is 
subjective & potentially biased. 
- Inductive reasoning. 

How are the findings communicated? - Numbers. 
- Statistics & aggregated data. 
- Formal voice & scientific style. 

- Words. 
- Narratives & individual quotes. 
- Personal voice & literary style. 

WHICH APPROACH SHOULD I USE- QUANTITATIVE OR QUALITATIVE?  ( L e edy ,  
1 997 )  

Use this approach if: Quantitative Qualitative 
You believe that: There is an objective reality that can be 

measured 
There are multiple constructed realities 

Your audience is: Familiar with/supportive of quantitative 
studies 

Familiar with/supportive of qualitative 
studies  

Your research question is: Confirmatory, predictive Exploratory, interpretative 
The available literature is: Relatively large Limited or missing 
Your research focus is: Covers lot of breadth Involves in-depth study 
Your time available is: Relatively short Relatively long 
Your ability/desire to work with people Medium to low High 
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is: 
Your desire for structure is: High Low 
You have/need skills in the area(s) of: Statistics and deductive reasoning Attention to detail and inductive 

reasoning 
Your have/need writing skills strong in 
the area of: 

Technical, scientific writing Literary, narrative writing 

Next indicate the type of data you intend to collect.  Prospective data is collected on 
patients who will be receiving the treatment/care in the future.  Retrospective data is 
collected after the patients have completed their treatment /care.  Concurrent data is 
collected while patients are receiving their treatment/care.  The method of data 
collection may include notes review, patient questionnaire and/or observation to 
measure current practice. 
Participants: please give details of all participants (i.e., patients, clients, healthcare 
professionals, voluntary organisations, other health service users, etc.) you would like 
involved in the research and note if they have been approached.   
Who will need to be involved?  All those who will influence changes or on whom 
changes will impact should be consulted.   All those involved should be duly informed. 
If you wish to interview clients or patients of the HSE Midland Area or to use their 
patient records in your study, you will need permission from the Research Ethics 
Committee.  See the Intranet Notice Board for further details of the purpose of the 
Research Ethics Committee and when they meet. 
Report and Results: Research results will be reported to all professionals involved in 
the research and these will be discussed at the working group for that research. 
Dissemination Plan: The results of every research project and potential dissemination 
activities (i.e., conference presentation, journal publication, etc.) should be discussed by 
the working group and the line manager informed. 
 

If you have any other queries while completing this form, please do not hesitate to contact 
any member of the Clinical Audit and Research Team (0506) 27924 for assistance. 
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RESEARCH PROJECT ETHICAL APPROVAL PROPOSAL 
FORM 

 
1. FORM SUBMISSION DETAILS 

 
DATE: 17/07/05  

PROJECT ORIGINATOR/LEAD/AUTHOR: 

 Geraldine Murphy  

SPECIALITY/DEPARTMENT: 

Public Health Nurse, Early Intervention Team, Mullingar Health Centre, Longford rd., 

Mullingar, Co. Westmeath   

SUB-COMMITTEE: 

   

CONTACT EMAIL & TELEPHONE/FAX NUMBER: 

geraldinean.murphy@mailq.hse.ie  

PROJECT TITLE: 
To assess the effectiveness of a positive behavioural support programme in preschool 
children with developmental delay and behavioural problems 
 
2. PROJECT DETAILS 

 
TOPIC: (please state why this topic was selected & a description of any background 
work carried out to date) 
I have been seconded by the HSE Midland region to undertake a positive behavioural 

support programme. This programme is run by Dr B. Mc Clean with the objective of 

training staff who work with clients who display challenging behaviour to develop an 

individualised behavioural support programme for them. This positive behavioural 

support programme was developed for use with adults who have an intellectual 

disability and display challenging behaviour. The philosophy of this programme can be 

safely adapted for use with children (Adams & Allen, 2001).  I have chosen to study 

this intervention for my thesis as there is a limited amount of research into the use of 

this programme with preschool children and this research project is being initiated at the 

start of a new service in my area of work.  

The Early Intervention Team delivers care to children between 0 and 5 years and 11 

months to children who have significant developmental delay and children with 

conditions that predispose them to developmental delay. Behavioural problems are 

more prevalent in children with developmental delay (Baker, Blancher, & Olsson, 
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2005). and reduce the quality of life and community participation of the child and the 

family (Maes, Broekman,  Dosen & Nauts, 2003). The positive behavioural support 

programme offers a non-aversive method of working with families to identify the cause 

of the behaviour and empowers the family to choose a behavioural support plan to meet 

the needs of the child and the family. 

 

 

 
AIMS & OBJECTIVES:  
To assess parental perception of the child’s behaviour on the family 

To identify parental perception of impact of the child’s behaviour pre and post 

intervention 

To assess parental perception of the effectiveness of a behavioural support programme 

on children with developmental delay  

To identify both the negative and positive aspects of the positive behavioural support 

programme 

HOW WILL THIS STUDY INFLUENCE YOUR CURRENT AND/OR FUTURE 
WORK? 
It is hoped that this study will identify the usefulness of the programme and support the 

continuation of a Public Health Nurse led behavioural support programme for families 

of children with developmental delay who display behavioural problems. The research 

will also identify the opinions of the families involved in the programme so that this can 

improve future practice.    

3. METHODOLOGY 

PROJECT TYPE: 
Research  Evaluation study ⌧ 
DATA COLLECTION METHODS: (please tick all those that apply) 
Qualitative  Quantita

Retrospective  Prospec
Please provide a brief description of how you propose to collect the data: 

A pre and post Family impact questionnaire will be administered to families (see 

Appendix A) A pre and post child behavioural checklist will be administered to families 

(see Appendix B) 

A functional behavioural assessment will be completed with the parents (see Appendix 

C) 

A behavioural support plan designed in conjunction with the parents (see Appendix D) 
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An outcome rating scale will be administered monthly (see Appendix E)  

A post intervention focus group with the parent to elicit both the negative and positive 

impact of the programme 

 
 
PARTICIPANTS:  
Please give details of all participants (i.e. clients, patients, professionals, other 
departments etc.) involved in the research/evaluation, and whether or not they have 
been (i) identified, (ii) approached or (iii) recruited? 
Five children will be selected for this study. These will be children who are referred to 

the author by the family themselves or by the other professionals within the Early 

Intervention Team. The age group is three to five years eleven months.  The Bayley 

Scale of Infant Development 11 will be administered by the Early Intervention Team 

psychologist and a score of under 70 on this scale will be the criteria used to ascertain 

developmental delay and inclusion in this study. Children with Autism are excluded 

from the study as there is an autism-specific team in the region. 

Outline how you propose to ensure the care and protection of the research participants? 
Parental consent will be obtained prior to commencement of the programme. The 
family will involved in all decisions in relation to the behavioural support plan.  
An information sheet will be given to the parents explaining the programme and the 
programme will be explained to the family.  
Consent for participation in programme can be withdrawn at any time during the course 
of  the intervention and the family will be informed of this prior to signing the consent. 
Have you addressed all the ethical considerations? Yes⌧ No  
Use Appendix 1, Ethical checklist guide to describe how.  Attach the necessary 
documentation. 
 
 
SAMPLE SIZE: 
How many participants will be involved? 5 children 
If quantitative, are these numbers representative of the total population size? No 
Yes  No ⌧ 
Proposed starting  date: 08/2005  
Proposed duration of the project:              August 2005 to May 2006 
What are the principal inclusion criteria?  Children who attend to the Early Intervention 

Team Mullingar and who are aged between 3 and 5 years 11 months and whose parents 

have identified concerns about the child’s behaviour. Children with a significant 

developmental delay as identified by the Bayley Scale of Infant Development 11. 

What are the principal exclusion criteria?   Children over 3 years and under 5 years 11 
months at the time of the study who are attending EIT and there is a concern re 

behavioural problems. Excluded are children with Autism as they do not attend EIT 
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4. RESULTS: 

Please provide details of the audience (internal/external/general .public/etc.) to whom 
the report will be made available and how the results will be used.  Have you any 
dissemination plans?  If so, please include a brief description of these also. 
University College Dublin, Mr. B Mc Clean, the regional library, all members of the 

Early Intervention Team, Director of Public Health, V. Pye and employees of the 

Midland HSE who have an interest in behavioural support. Participants in the study if 

requested. 

 

DATA PROTECTION 

What measures will be put in place to ensure the confidentiality of personal data?  

All of the participants in the study will be given a pin number from 0 to 5 and the 

information which identifies them will be stored separately in a locked cabinet and on a 

personal computer which only the author has access to 

Where will the analysis of the data from the study take place and by whom will it be 
undertaken?     The analysis of the data will be undertaken by the author and the 
analysis will be done in her own home. 
 

Who will have control of and act as custodian for the data generated by the study? 

The author will have control of and act as custodian for the data generated by the study 

Who will have access to the data generated by the study? 

The author only 

 

For how long will the data be stored?             5    YEARS                  0 MONTHS  

5. This question must be answered before undertaking this research. 

Will the individual researcher receive any personal payment over and above normal 
salary for undertaking this research?     Yes  No 
 
 
 
Will individual researchers receive any other benefits or incentives for 

undertaking this research?           Yes    No 
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DECLARATION 

 The information on this form is accurate to the best of my knowledge and I take full 
responsibility for it. 

 I undertake to abide by the ethical principles underlying the Declaration of Helsinki 
and the HSEMA Guidelines on Good Research Practice. 

 I undertake to submit an annual report as per Ethical Approval SOP to the REC. 

 I am aware of my responsibility to comply with the Data Protection Act 1998 and 
2003. 

 I understand that research records/data may be subject to inspection for audit 
purposes if required in the future. 

 I understand that personal data about me as a researcher in this application will be 
held by the REC and that this will be managed according to the Data protection Act 
1998 and 2003. 

 I will make a copy of my research available to the Regional librarian on completion. 

 
Date Proposal Form Submitted:  
  
/  
/  
Signed (project leader):   
__________________________________________________ 
 
 
FOR OFFICE USE ONLY: 
Results of proposal discussed by Research Ethics Committee. 
Accepted  

 
Rejected  

  
Reason:   
  
  
  
 
Chairperson/vicechariperson 
signature:________________________________________________ 
Date:     _________________ 
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APPENDIX 1:  Checklist for Ethical Consideration. 
 

Safety of respondents is paramount and should influence all research decisions. 
 

Ethical Considerations Recommended measures to be taken 

Ability of patient/client to conduct the 
interview/complete the questionnaire/take 

part in the trial 

If participants are to be recruited from 
any potentially vulnerable groups listed in 

A24, give details of extra steps taken to 
assure their protection.   

Informed consent 
E.G INFORMATION LEAFLETS, 

CONSENT FORMS.  Give details of who 
will take consent and how it will be done.  

Give detail of any particular steps to 
provide information (in addition to a 
written information sheet) e.g. videos, 

interactive material. Describe the 
arrangements to be made for obtaining 
consent from a legal representative if 

applicable. 
Privacy, Confidentiality and Anonymity  
Voluntary participation and freedom to 

withdraw 
 

Consideration of the effects of illness, 
exhaustion and or possible later effects of 

this nature 

 

Training and competency of 
researchers/investigators who are carrying 

out the research/clinical trial 

Include a  one page CV with the 
application form 

Provide for reduction of any possible 
distress caused to the participants by the 

research 

 

Ensure findings are properly interpreted 
and used to advance policy and 

intervention development 
 

 

Participants should be informed of the 
HSEMA complaint procedures should 

they need to avail of it during the study. 

 

Sensitivity and appropriateness of 
questions asked. 
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Appendix E 
Positive Behavioural Support Programme 

 
Information sheet for parents 

 
For some parents problems with their child’s behaviour such as biting, pinching, 

slapping and head banging can cause great difficulties and stress. I am currently trying 

to develop a support programme for parents to help them understand why their child 

behaves in this manner. The support programme is a method of helping parents 

understand why your child behaves the way they do and attempts to find methods of 

teaching parents skills which will help them deal effectively with the behaviour such as 

a new way of helping the child to communicate. 

 

It is intended to run the programme from September to December 2005 and if you are 

willing to participate you will be required to sign a consent form prior to commencing 

the programme. You will be asked to complete two questionnaires when you start the 

programme and when you finish the programme. These questionnaires are to find out 

how your child’s behaviour has impacted on your family. I will come to your home and 

observe you and your child for approximately half an hour and complete an assessment 

of the child behaviour with you. After the assessment a plan will be drawn up in 

conjunction with you. We will discuss a number of ideas which will hopefully reduce 

your child’s unwanted behaviour and you can choose which ideas you would like to try. 

None of the ideas involve any kind of physical force. Your child’s progress will be 

monitored monthly and a record kept of his/her progress. If you find you don’t like an 

idea, or you feel it doesn’t work, the plan can change. The support programme offers 

you a way of understanding more about your child behaviour and supporting you to 

find ways to help him/her. After the programme has finished you will be invited to meet 

with other parents who have participated in the programme to discuss what you thought 

was good or bad about the programme. If you have any further concerns you can 

discuss them with me at any stage throughout the programme. 

Many Thanks 
Geraldine Murphy, Public Health Nurse for the Early Intervention Team 

Phone number 044 39175 E-mail geraldinean.murphy@mailq.hse.ie 
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Appendix F 

Declaration of Consent 
 

To whom it may concern I ___________________ give permission for my 

son/daughter __________________ to participate in the positive 

behavioural support programme. I have read the information sheet attached 

and the programme has been explained to me in full. I am aware that I can 

withdraw my consent at any stage throughout the programme without 

effecting the future treatment of my child and that my child will not be 

identifiable from the research project. 

 

 
 

 

 

Signature of Parent___________________________ 
Date:           __/__/__ 

 

 

Signature of Witness_______________________________ 

 

Date:          __/__/___ 
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