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Exploring Behaviour and Interventions in the Learning Environment   

In the following essay the writer will be looking into behaviour and interventions within a learning environment for children.

The writer does not work within a school environment so therefore will be discussing a specific child she sees within their home and school environment and also within the clinical setting.  The writer works in the NHS (National Health Service) within Paediatric Physiotherapy and holds caseloads of children with different conditions such as, Cerebral Palsy, Down’s Syndrome, Achondroplasia (Dwarfism), Duchenne Muscular Dystrophy, ASC (Autism Spectrum Condition), ADHD (Attention Deficit Hyperactivity Disorder) and general development delayed non diagnosed children.

When assessing and working with children with specific needs it is paramount to be able to be aware that behaviours can and will change at any given time whilst working with the child.  Within a clinical setting we follow “The Chartered Society of Physiotherapy, Working with Children, Guidance and Good Practice 2016, which provides good practice for physiotherapists working with children”.  (www.csp.org 2016)  

It is evident that half of all children with disabilities or an additional learning need are not identified before school age.  Within my service early intervention programs are put into place to assist with the development of the child from birth.  These include generic physiotherapy programmes to assist in their global development delay concentrating on gross motor skills, more specialised intervention such as Portage Early Education (www.portage.org 2017),  which looks at development within socialisation, self help, cognitive, language and motor skills, or early admission into a specialised playgroup with 1-1 support from the age of 18 months.

Preterm babies have a much higher survival rate compared to decades ago.  Early intervention in perinatal care has improved although it has been recorded a higher increase of severe impairments, although Cerebral Palsy and sensory difficulties have actually decreased. There is also sufficient evidence that preterm babies are at a higher risk in developing abnormalities in childhood, in particular learning and behaviour problems. (www.onlinelibrary 2017)

When we mention ‘behaviour problems’ it can be used to describe a wide variety of difficulties within behavioural self regulation these can include hyperactive / aggressive behaviour, attention difficulties,  interactive, sleep, eating,  and sensory sensitivity problems as well as depression, anxiety and  somatic symptoms.  (www.onlinelibrary 2017) 

Communication can affect a child’s behaviour, albeit direct from the child or an indirect message from the parent, children with special needs may have communication difficulties thus not being able to be verbally interactive, therefore behaviour can and will become erratic, even the average child can use their behaviour to communicate.  All children need attention and interaction from parents, siblings and peers to encourage development.  If a child happens to be well behaved and quiet they can then misbehave to gain attention, such as screaming or fighting with a sibling or peer.  When attention is received in reaction to a child’s behaviour then the child feels they have achieved the reaction they want.  (www.adc.bmj.com 2017)

As the writer looks into challenging behaviour it is evident that the child’s behaviour is a challenge to the parents, professionals, carers, teachers and other support staff involved with the child.  It is a sign that something isn’t working for the child, and can cause harm or stop the child attending certain external activities.    Examples of challenging behaviour can be:- Self injurious – head-banging, scratching, eye poking.  Aggressive – biting, scratching, hitting, hair pulling or spitting.  Stereotyped – repetitive movements, rocking, manipulation of objects.  Non –person directed – damage to property, stealing, hyperactivity, incontinence or withdrawal.  (www.scope.org 2017)

A disabled person is more likely to have challenging behaviour.  Disabilities, environment and interpersonal relationships play a big part in the behaviour of the child; it enables the child to be less equipped to understand their behaviour and how they display it.  (www.scope.org 2017)

The writer has been working with a young boy since birth.  Birth history - normal pregnancy, first baby, and gestation was 34 weeks.  Following delivery the baby was incubated and required oxygen.  Apgars were low in the first minute but improved by 5 minutes.  Following birth the Paediatrician performed a full assessment of the child and confirmed a diagnosis of Down’s syndrome.  Down’s syndrome is a condition where and extra chromosome appears in the early stages of pregnancy also known as Trisomy 21. People with Trisomy 21have a special set of physical and mental characteristics.  The diagnosis came as a complete shock to the parents. Baby was referred into my service shortly following discharge from hospital.  

On my initial assessment it was noted that parents were struggling with the diagnosis and many questions were being asked.  Acceptance is very hard and behaviours of others became an important factor to their environment.  Through early intervention and family support the parents were soon very protective of their beautiful son. 

Early intervention was introduced to encourage development within gross motor skills. Children with Down’s syndrome do not develop along normal patterns; they progress at a much slower pace compared to the average child.  The child with Down’s syndrome has an overall global developmental delay.  Initially working on positioning and play, then moving on to work with the parents and educate the child in fine and gross motor, self help, socialisation and cognitive skills.  Over time the child was taught how to sit, stand, cruise and independently walk.  Alongside this the child was taught how to self feed, assist in dressing / undressing and participate in all normal play activities for his age.

Parents decided to separate when the child was just over three years of age, paternal father has no current contact and the mother soon became involved in another relationship therefore the child now has a step father and step siblings.  Soon after this period of time the child started to become frustrated and cried quickly, he would run off and try to escape from the home environment, he was also not safe to be left alone with younger step siblings.
   
Due to his diagnosis, communication is very difficult and signing was introduced at around 12 months of age.  The child has limited verbal communication and therefore he is encouraged to use sign language following intervention from a speech and language therapist.  

As the child develops his behaviour becomes difficult, he is unable to cope when things don’t go his way and started having tantrums and becoming destructive.  More recently within the home and clinical setting he has become difficult to engage and doesn’t hold eye contact.  Mum and stepdad were concerned of his poor sleeping pattern, getting up during the night, stripping the bed and not going back to sleep.

Through interactive play it became evident that the child was starting to line up toys and likes to do things his way.  Although he likes books he is unable to read them but does have the ability to recognise certain objects and animals, he will not allow an adult read them to him, he would quickly flick through the book then proceed to throw the book away. Destructive behaviour is felt triggered by being told ‘NO’ or being told to stop something.  He loves to be praised and mum and I are focussing on good behaviour.

In the school environment the child is happy and enjoys his own company.  The nursery has a large number of pupils and is a loud environment with a lot of sensory stimulation.  Due to his condition he is of smaller stature compared to his peers so finds outside play activities somewhat challenging.  Strategies are put into place like supportive seating with foot rests and a specialised trike in the outside play area where he can reach the pedals, although he is still at the push a long stage.  He plays alongside other children but will not engage in conversation.  He will interact with peers with more encouragement from his 1-1 support staff, particularly one little boy who insisted on playing cars with him.  He is easily distracted and continues to need help to keep focused and prompting for self care tasks such as going to the toilet.  He often seeks reassurance and attention.  

Crying and general unhappiness are more evident in the child with specific needs than the average child.  When working closely with him it is evident that you can see how he is feeling through his facial expressions, a pout when angry and a huge smile when happy.  Through play and praise laughter is also seen.

Within the home and clinical setting the child has limited attention and is easily sidetracked he also tends to give up easily when confronted with difficult toys or demanding tasks and often switches his attention from one activity to another. The interactions between the parent and the child fail to produce good feelings by the parent about themselves.  The absence of smiles and other positive behaviours of the child make the parent feel rejected and unappreciated.  

Acceptance of the child with Down’s syndrome still does not match the parents’ expectations on how the child develops. Mum becomes overwhelmed and realises the child’s diagnosis is more than she realised, but still loves him very much.  It is evident that mum and stepdad still need support to understand the child’s feelings and needs accurately.  They have become more isolated from family and friends and are under considerable stress.  

Strategies are put into place to not only help the child in his development but to help the parents improve his behaviour at home. A sticker chart used for good behaviour when walking nicely to school and not running off.  Recognising and encouraging positive behaviour between the child and younger step sibling with praise so that everyone has a good time.  Talking positively and avoiding saying “naughty boy” when he becomes angry or upset.   Helping the parents to anticipate potential problems and show intervention on how to deal with the child’s behaviour in a more positive manor.

When we look at managing behaviour we have to make sure that the needs of the child are listened to.  As the child has communication difficulties it is imperative that myself, the parent and carers are able to use sign language to lesson frustration.  Early intervention has helped both the family and child in his development. If this child was not seen early then we could be in a completely different situation, the child already has a diagnosis of Down’s syndrome but however we still anticipate a diagnosis of ASC (Autistic Spectrum Condition), but due to waiting lists and lack of Psychologists within the county this could still take up to four years before the child is assessed.

My working role with the child is still relevant and we continue to work on early intervention and behaviour.  The child shows a developmental level below his age for all aspects of self help, socialisation, cognitive and gross/fine motor skills, his chronological age is four  years although he performs between two and three years of age.  Working alongside school and other Health Care professionals involved with the child, such as Speech and Language therapists who assist with all language and signing programmes, Occupational Therapists who assist with seating and toileting aids or equipment to help with fine motor skills and also the Surestart NNEB (Nursery Nurse) who comes under the service of the Health Visitor and visits the home environment weekly to help with sleeping and toileting as the child is still in nappies both day and night.

Looking at the child’s behaviour it is evident that not only through his internal factor of a diagnosis of Down’s syndrome and awaiting assessment for ASC there are also external factors such as the home environment which affect his overall behaviour.  Even with his difficulties it is evident that changes in the home environment with mum and dad separating, and then mum finding a new partner with children, then bringing into the home environment has had an effect on his behaviour causing outbursts, disturbed sleeping and understandably being destructive.  Through early intervention to help his overall development and family support at home behaviour has improved and mum has a better understanding of his diagnosis.

Within the school environment through the structure of daily routines alongside the good 1-1 support that always encourages him to interact with his peers, and participate in all activities allows him to be able to enjoy the whole school experience.  The child may have difficulty in communicating but signing has improved and he is now able to sign two words, his class teacher has learnt sign and encourages all the children to sign when participating in song and rhyme time so his frustration has decreased.

“Maslow’s Hierarchy of needs (1943 /1954) expresses his theory of the five tier model of human needs.  These being Biological and physiological, safety, love and belongingness, esteem and self-actualization needs.   He states that people are motivated to achieve certain needs and some needs take precedence over others.  The most basic need is for physical survival which happens to be the first thing to motivate behaviour.”  (www.simplepsychology 2017)  

“Maslow (1943) formulated a more positive account of human behaviour which focused on what goes right. He was interested in human potential, and how we fulfil that potential.  Psychologist Abraham Maslow (1943, 1954) stated that human motivation is based on people seeking fulfilment and change through personal growth”.  (www.simplepsychology 2017)

As a health profession we aim to encourage growth and development of every child able or disabled referred into our service from as early as birth.  Regular intervention strategies are put into place for every child who attends our clinical setting alongside correct documentation, reports and record keeping for future reference as and when the child moves on into a playgroup or a school setting.  Close working relationships with the parents with provided programmes to able the child to meet their full potential in aspects of development and behaviour.  Liaising with other health professionals also ensures the child has a consistency and continuity in their development in all settings, allowing them to reach their full potential.  Behaviour is the result of both external and internal factors of the individual child.
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