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These llGuidelines for the Use of Behavior Intervention to Restore Personal
Autonomy - Aversive Behavior Interventions as a Specific Case", include
standards and technical notes. They represent a thorough summation of
existing legal, legislative and program state of the art considerations.
The Introduction addresses critical, ethical, and societal issues that
deserve to be fully respected and continuously reevaluated.

Though the Department of Education has been an equal partner to the writing
and design of these Guidelines as required by AB 1250, this draft has not
yet been reviewed and approved by their leaders and public boards. This
review will be accomplished prior to the finalization of these Guidelines.•
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DRAFT
February, 1979

GUIDELINl ISSUES AND PRECONDITIO~S

THE CONTEXI

The California Legislature, through various laws, has mandated
that guidelines be developed regarding the use of those behavioral
interventions which, while they may seek to restore personal
autonomy, include the use of interventions which rely on aversive
and/or noxious stimulus or events.

These guidelines, consisting of standards and associated technical
notes, were produced j,n a major statewide, interagency collaborative
effort to serve the needs of all settings providing educational or
developmental human services. They are designed to provide a
comprellcnsive single source foY criteri,a to be adapted and applied
to those settings and administrative systems within the Departments
of Education, Developmental Services and those programs licen~ed

by the Departments of llealth Services and Social Services wllere
behavioral interventions are applied.

The task is difficult and controversial. It is appropriate that
it be so as the subject is one whicll should be scrutinized and
addressed by all WllO are sensitive to human rights, tlle sanctity
of individual liberty and the potential ahuse of state power.
The task is to establish guidelines aimed to regulate, and to block
abuses in the use of a technology that under some conditions could
constitute a nightmare of social control. Even when used by the
best technicians, the most profound questions must he constantly
asked and directly ansl~ered for we are dealing with a means that,
even when intended to lead to ideal ends, require thorough prior
etllical, philosophical and legal consideration. The human service
system must regard the broad implications to the puhlic's value
system and social order must ultimately accept the responsibility
wJlcn justifiable challenges arise against the use of these means.

The situation is further complicated by the fact that, often,
justified use of these means is in programs for persons who experience
severe handicaps who are often unable to competently communicate
on their own behalf and who are most in need of assistance in order
to restore their human dignity. The experience of these handicaps,
compounded by thc fragility of informed conSent power, raises
ethical as well as legal questions regarding the rights of such
persons.
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These guidelines were developed for the purpose of regulating the use of
aversive and restrictive procedures in the education, community care, and
health services and facilities of California. A Task Force made up of
representatives of the California Departments of Education. Social, Develop­
mental, and Health Services, augmented by recognized authorities in the
field of behavior modification, representing a variety of viewpoints which
included those of parents and child advocate groups. participated in the
preparation of this document .

These guidelines follow the legal mandate for protecting individuals in
California institutions embodied in the Lanterman Act, Assembly Bill (AB)
38002 (h), which states that a developmentally disabled person has "A right
to be free from harm, including physical restraint, or isolation, excessive
medication, abuse, or neglect", and (0, !!A right to be free from hazardous
procedures".

Consideration was also given to the many court decisions in which constitu­
tional concepts have been developed for handicapped individuals which
guarantee: (a) the right to privacy and dignity, (b) the right to treat­
ment, and (c) the right to protection from harm.

i
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The past few years has seen an unprecedented change in the laws
of the land, the attitudes of courts, lay persons and professionals
regarding the treatment of those of OUT citizens in need of
specialized services to ameliorate handicapping conditions.
llnti! very recently, we as a society, tended to regard such
persons as less able, less human, and therefore, as objects of
a double standard of service. These public attitudes prompted
the development of a variety of programs in our communities and
schools \\'hich were "special" and meant to help the "less fortunate".

As "special", these services were often neither required nOT
guaranteed. Similarly, the treatment of the person~ in these
programs varied greatly in kind and quality and while many pro~es­

sionals labored to improve the quality, it was often from a sense
of "nobless oblige", not from a compelling sense of civil rights.
This charitable notion has as its correlate: what has heen given
can as easily be taken away. As a result. staff training and
adequacy was never assured. Many programs were little more than
dejlositorics while otllers used procedures and interventions which
werc often socially and physically traumatic. The programs continued
]lccausc parents/advocates were reluctant to protest as no other
options were available and hecause the state-of-the-art was very
under-developed. Even programs that were effective in bringing
about behavior adjustment, despite unnecessarily harsh interven­
tions were felt to be better than nothing and were rarely challengec.
This was particularly true in the case of persons who tended to
exhihit difficult behavior problems where highly punitive inteT-
vent ions were routinely used for even minor offenses and, in fact,
sometimes to teach positive behaviors. It was in this context of
societal rejection, limited resources, limited technology and a
sense of "nobless oblige" toward persons with special needs that
much of our field and its practices developed.

The courts typically saw "treatment" as beyond judicial scrutiny
and only in the last decade, barring blatant abuse or cruelty,
did it concern itself with intervening in programming or imposing
legal quality safeguards. The absolute programatic ethic (if it
works. it's appropriate) and a lassez faire legal attitude was
relatively suddenly challenged with judicial intervention. then
laws, regulations and standards that dramatically reversed era­
old beliefs and practices. The scientific and service provider
community were poorly prepared fOT the emergence of serious
ethical and legal questions over matters which had always heell
taken for granted.

- 2 -
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We WOllld like to introduce these guidelines hy asking some of
t~esc qucstio~s in thp ho~p th~~ h~~ic lpoal anrl pthicRl iSSllCS
can be clarified. These questions clearly apply to all persons,
not just those who happen to have special needs. The answers are
contemporary. They aTe based on the best professional and public
judgment, given an evolving body, politic and scientific reality.
Nevertheless, they must be regularly reviewed and adapted at
least every two years to keep up with the relentless changes in
the field .

- 3 -
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1. GIVEN mAT PEOPLE HAVE A RIGHT TO LIBERTY AND PRIVACY, IS
THERE EVER ANY JUSTIFICATION IN A CIVILIZED SOCIETY FOR
USING AVERSIVE METHODS TO INFLUENCE A PERSON TO ADJUST?

The major. but not exclusive, concern of this document is for
those children or adults who have handicaps which have resulted
in their having heen identified as needing "special" services,
hcing removed from the regular developmental programs, and in
m<:tny cases, removed from the community completely into wholly
segregated "treatment" facilities. These placements olltside of
the "mainstream" of American life and social interaction have
been seen by tIle courts as imposing severe limitations upon
personal liberty. This liberty is protected hy "due process"
and "equal protection" clauses of the U.S. Constitutions 14th
Amendment.

When a state takes it upon itself to restrict an individual's
liberty or to treat a person unequally. the burden of proof is
on the state or its agents to show that there is at least a
compelling state interest to do so and/or that this treatment
is leadillg to legitimate ends. At the very least, as
Judge I:rank Johnson expressed in the IYyatt v Strickney case:
"To deprive any citizen of his or her liherty upon the
altruistic tJleory that the confinement is for human therapeutic
reasons anll then fail to provide adeqtlate treatment, violates
the very fundamentals of due process". Similarly. the court in
tIle Willowbrook case held that for the state to restrict an
individual's liherty and allo,~ him/her to worsen is equivalellt
to cruel and unusual punishment which is proJlihited under the
Eighth Amendment. Therefore, the rationale for remo,ring a person
convicted of no crime from free and full participation in societ)',
which can be constitutionally justified, is in order to give
treatment which will allow that person to gain and/or maintain
a greater degree of autonomy and libert)'

The reason for promoting guidelines rather than to prohibit the
use of aversive intervention out of hand is to ackno'~ledge that
in some limited cases where all appropriate alternatives have
been tried and found wanting, the only legitimate treatment might
include the use of an aversive intervention. llnder those conditions,
and those alone, such methods may not only he necessary hut
required to fulfill the right to treatment of the client.

- 4 -
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2. H.OW ..C,AN .,O-,'Ui £XI.'ECLT,o..lIHUllILERO.CFSS REQIJJREMENTS A~n
ASSIIHI' "INl'ORMUJ CONSENT" nml A PERSON WHO IS POSSIBLY
1N'CO';l!'rTr)J'i~i ilir'n)Ar,t'oiC'i:'o'(;~TTj VE ARI LI TY FOPA-f'R1'5CEnu RE
\vlTri:H, BY IlHfNTTfoN, THAT PERSON WOULD ORDINARILY ACT TOAVO I'tf?----~·_·

Aversive intervention as part of a treatment program is controversial
because it may, in the extreme, entail imposing the will or direction
of a professional - as an agent of the state - over a dependent
subject without that person's full knowledge of, and consent to,
the intervention itself. Even if these dllC process safeguards
are met, ethical questions still remain.

It should be noted that several difficult and unresolved legal
iSSllCS are involved in the utilization of aversive behavioral
interventions. The primary unresolved issue is the possih1e
conflict bet~een the individual's right to treatment and habilita­
tion services that foster the developmental potential of the indivi­
dual ancl tIle right to refuse ccrtilin kinds of treatment.

For instance, the Lanterman ]levclopmental Disabilities Services
Act (Division 4.5 of the California l~elfare and Institutions
Code) in Section 4S03(g) provides persons with developmental
disabilities who reside in state hospitals, other health facilities,
and community care facilities a right Ilto refuse behavior modifica­
tion techniques that cause pain or trauma". This right cannot
be denied by the facility operator for good cause, and minors 15
years of age and older may personally exercise this right of refusal.
All persons with developmental disabilities also have a right to
appropriate treatment and habilitation services. (See e.g.,
Welfare and Institutions Code Section 4502(a)).

Resollltion of situations involving conflicting legal rights and
interests of individuals and of society can come in several wa)"s.
The Legislature can clarify or elaborate upon the rigllts of indivi­
duals and the protection to be afforded to the exercise of SUCll
rights in light of other social policies. The courts may resolve
such conflicts either on an individual basis or on a class basi5.
Administrative regUlations or guidelines may also serve to resolve
such conflicts, though these solutions can be overruled either b)'
a court or by the Legislature.

While some aversive interventions are of minimal risk (e.g., "time
out"), others are painfUl and involve the imposition of noxious
if not traumatic stimuli. The desired effect of virtually all
of these interventions hinges on the conditioning of a person's
responses away from undesired behaviors. Often the subject cannot
meaningfully "know" what the effect of the imposition of an
aversive stimulus will be, since the subject's inability to
aniticipate and move toward the desired hehavior autonomously is
often what calls for the aversive procedure. Thus, the question
of when, if ever, it is appropriate to use hehavioral interventions
is clouded by lack of resolution of the question of the propriety

. S·
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of non-consentual therapy, invasion of privacy and violation of
the principle of not harming. in the COllYSe of therapeutic
procedures. In this context, the limiting case of aversive
behavioral interventions can be seen as the one in which a
person:

1. Will be subjected to a procedure of more than nominal risk;

2. Is capable of giving consent, and

~. Is either a child or an adult who experiences mental disahility
or adjudged incompetence.

f:urthcr guidance for the canditons under which a person might he
allowed to receive aversive hehavior interventions is available
from the National Commission for Protection of flumsn Sllhjccts l

recommendations foY research of those institutionalized having
a mental disability.

In the Commission's guidelines, the key phrase for nonconsentual
interventions is clearly the concept that the intervention being
proposed holds out the prospect o·f direct henefit for the subject,
and is available only in the proposed context. l~e would Sllhstitutc
the phrase "proposed aversive behavioral" intE'rvention as defined
in these guidelines. Thus, the decision to institute non-consentual
aversive conditioning hinges to a large degree on the justification
that the procedure is in the subject's benefit. Because the field
is relatively new, we might look to medical precedent for an
analogous situation.

"Benefi til, in the context of a child or an individual labeled
mentally disabled who is locked into a behavioral repertoire
which limits his/her interaction with peers, may be qualitatively
different from "benefit lr for a person who is striken with disease
or illness. Transitory contact or meaningful interaction with
peers might be construed as "benefit" in the first case. The often
common experience between aversive behavioral interventions and
more traditional medical ones is the imposition of pain in the
course of therapy. For instance, the procedures needed to rescue
a child from an acute illness such as meningitis are no less pain­
fUl, invasive or non-consentual than are those of aversive behavioral
interventions. While the presumption is that medical therapeutics
are not in themselves intended to harm, anyone who treats a
partially comatose child knows that painful procedures (e.g., spinal
taps) arc often done in the name of therapy, even when such procedures
arc, in fact, only confirmatory or diagnostic in nature.

Thus, the question of benefit must hinge on another, more fundamental
distinction. This second argument weighs ends and means. Presump­
tively, painfUl medical interventions, such as the example of
meningitis above, are said to be justified because of their
ability to restore physical health. It we accept this notion, we
ought to have little difficulty with the notion that aversive
conditioning for a self-destructive child suffering from autism
might be equally restorative of well-heing, i.e., more normal
"funct ioning.

-6-
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The means taken to reach these ends are, however, quite different.

In the case of aversive conditioning, restrictions of the same
nature as the disease itself can be said to be used such as the
use of pain to reduce self destructive behaviors. While medical
analogies doubtless exist, such as in the case of cardiac
electroconversion to treat heart beat rhythm disorders, noxious
techniques are generally discouraged under the primary dictum
of primum non nocere, "first, do no harm".

The same dictum must hold in the use of non-medical interventions.
In the case of aversive behavioral conditioning, the risk of har~

is sometimes as great when the treatment is withheld .

Generally. the risk of using a procedure which is more aversive
than necessary arc these:

1. Potential physical harm or damage

2. Social stigma brought about by the intervention

3. Dehumanization

4. Continued necessity for aversive procedures (see Technical
1\otes)

If a given aversive procedure is necessary, but due to some
extrinsic variable a less aversive procedure is employed, there
are also risks to be weighed:

1. Slower effect

2. Lack of effect

3. Potential physical harm or damage

4. Social stigma brought about by the behavior

S. Dehumanization

6. Continued necessity for the use of aversive procedure

7. Potential need for long-term chemical or physical restraint
to prevent the occurrence of the hehavior.

This document, therefore, rests on the Eremise that each case is
different and that one would not think of proceding unless tne
risk of harm from rlcm-l terventlon was reater. The deCISIon
rests on benefit to the client re erence to the ultimate
restoration of persona 1 erty an autonomy .

•

- 7 -
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3. EVEN IF \VE GRANT THAT THE TREATIlENT \VILL BE OF BENEFIT TO
THE CLIENT, ISN'T THE USE OF AVERSIVE BEHAVIOR INTERVBTION
TANTMIOUNT TO THE WILLFUL EXERTION OF STATE POWER OVER THE
POWERLESS?

'e-;.:­
"'~~ .,~",:::...,><

As stated above, it is fully admitted that-:'by definition the full
protection normally afforded through infor-m-ed consent may not be
attainable and, in extreme instances, real abuse of power is
always a threat. One where life itself is threatened can one
justify non-consentual and heavily risk-laden "rescuing" inter­
ventions.

interventions must turn on the legitimacy of using restrictive
measures to effect therapeutic ends absent consent or assent.

The use of any restriction on a person's freedom to act or behave
autonomously is - on its face - a restriction of a fundamental
personal right: liberty. This conClusion is unclear, however,
when the action contemplated would act on an individual whose
liberty is already circumscribed hy significant behavioral
disturhances. In this case, the decision can be one to further
limit freedom in order later to secure a more complete liberty
for the subject. Justifying arguments for such a decision can
be found in Rawl's Principle of Justice in which the sacrifice
of liberty is said to be warranted only for liberty's sake.

Aversive behavior intervention is an archetype of such a tradeoff,
and, as such, brings at least two fundamental values into conflict
with treatment: the right to personal privacy and the right to
autonomy. While extremely complex, the resolution of any compromise
of these rights is potentially based on the tradeoff principle
enunciated above: one is allowed to violate the autonomy of a
person when, and only when, that act is intended to increase the
basal capacity for autonomy later. However, it is still critical
to assure that the end of autonomy for autonomy's sake not vouch­
safe any intervention. More will be said in the section below
on Ends and Means.
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4. WHY SHOULD WE ALLOW PEOPLE TO PUNISH A CLIENT FOR A BEHAVIOR
WHICI!, BECAUSE OF HIS/HER HANDICAPPING CONDITION, ~lIGHT BE
BEYOND INDIVIDUAL CONTROL?

The analogy to acceptable medical practice is obvious. Subjecting
a client to the very dangerous and painful rabies serum is appropriate
and urgently needed when conditons warrant it and the treatment
is being done by a qualified practioner. It is not retribtltion no

to hurt and "get even",
submissive to rules and
iropare more spontaneit)',
By contrast, the

limited cases where it
fear and freeing the
individual's own behaviors.

Retribution, on the other hand, is imposed
to make a person more blindly obedient and
social authority. It is rarely imposed to
to reduce fear, to eliminate constraints.
appropriate use of punishment is in those
is aimed at increasing autonomy, reducing
person from the constraints imposed by the

Punishment is used to reduce behaviors. It consists of either
the introduction of an aversive stimulus contingent on a particular
behavior or the contingent removal of a positive reinforcer. (This
would include removing the person from a positive environment as
in lltime out".) Unfortunately, the very word "punishment" is laden
with repulsive connotations for many people who see it always as
an unwarranted intrusion upon privac)' when delivered in a public
setting or by public or private human service workers. lYe submit
that this notion comes from a misunderstanding of the l~ord Dunish­
ment. Used appropriately(and that word is explained via these guide­
lines) punishment is highly complex and sophisticated and can
assist people to gain greater personal freedom.

It is important to distinguish between aversive behavioral inter­
ventions and retribution for while they do not always differ in
their means, they are fundamentally different in their intended
application and end point. Aversive behavioral interventions
consist of a range of techniques or strategies which have grown
Ollt of scientific research in the field of human psychology known
as applied analysis of behavior. These procedures can be
categorized as positive reinforcement, negative reinforcement,
alld Ilunishment. Althollgh positive reinforcement itself can be
harmful if improperly used (that is, to produce "institutionalized"
behaviors, cause stigmatization, etc.) these techniqlles are widely
used, seldom abused and do not usually raise the legal and et}lic?l
corlcerns considcrcd here.

Ncgative reinforcement is the termination of an aversive stimultlS
or event contingent upon the occurrence of a particular behavior.
Its purpose is to strengthen that behavior. For example, if one
is in a car which buzzes upon starting and the use of a seathelt
terminates the buzzer, the use of the seatbelt behavior ~ill be
strenthened and, hopefUlly, even in cars without alert buzzers.
Comparatively little research has been done with human beings
using negative reinforcement because of the effectiveness of
positive reinforcement to strengthen behavior. As mentioned in
Technical Notes, we do not advocate the use of negative reinforce­
ment except under limited cirumstances and only when it is client
initiated.

•

•

•
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matter how painful. Further, no matter how averSIve the inteY~

vention, if it is not used contingently and appropriately for
the systematic reduction of a particular behavior, it is not
punishment in the technical sense. Even the electric chair
is not punishment - but retribution: "an eye for an eye",

Here and throughout this document we wish always to emphasize
that we arc not promoting the use of punishment hut arc trying
to raise the issue ahove the mire of emotionalism and coniecturc.
When necessary fOT the liberty and autonomy of the indivj~ual,
used under stringent conditions, as outlined herein, it may be
appropriate and necessary in certain limited cases and must be
a legitimate intervention to the professional in the best interest
of the client.

-10-
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The argument that any guidelines will open the floodgates of ahuse
where not only a trickle may exist is bound to be raised. It
is the position of some that aversive behavior intervention is
not the legitimate purview of certain agencies or settings despite
client needs. Such a position is tantamount to passive endorse­
ment of the widespread abuses that currently exist (including)
excessive chemical and physical restraint) and the entrepreneurial
range of incompetent or inapproriate use of aversive hehavior
intervention. Recall that the spectre of such abuse promoted the
Legislature to require that public departments create such guide­
lines in the first place.

To take the posture that the State should ignore existing unchecked,
and essentially unmonitored, aversive interventions represents an
untenahle position that severely jeopardizes the consumer and our
society. It is not enough to hope that ahuse will not occur but
to ensure that it is stopped and that the most humane and effective
approaches to developmental behavior change are used.

Similarly, if one grants that there are those limited cirmmstances
where aversive interventions must be used, one must acknowledge
the necessity for giving guidance to teachers, administrators,
nurses, doctors, residential staff, and other professionals who
are attempting to use such interventions appropriately. Without
such guidance, these human service managers run the risk of
violating the rights of their clients unwittingly and/or being
themeselves the false victim of some subjective accusations of
abuse. As the matter is so obviously complicated and controversial,
guidelines are essential. In addition, of course, this document
requires that each setting which uses aversive interventions have
a system for internal and external review which can allow for
discretion necessary in any therapeutic or educational situation
while still protecting client and staff alike.

Finally, the excuse that implementation of or monitoring of
competence is not feasible because of the shibboleth of cost of
resources and personnel needed in times of declining resources
and social service cutbacks, is even less tenable. It is precisely
when morale is at its lowest and shortcllts are sought to compensate
for staff losses, that controls and regulation become all the more
vital to prevent abuse.

-11-
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2. WIlen a questj,on is raised about the appropriateness of
a giveT) aversive procedure being used or contemplated
regardless of whether or not the agency recognizes it as
an aversive procedure.

~ 3. When a question is raised about the apparent denial of
right to treatment because of a program's reluctance to
use appropriate aversive procedure.

•
6. TO WHOM AND lmEN no TIlESE GUIDELINES APPLY?

Aversive hehavior intervention (ABl) refers to a structured and
cOllsistcnt program of efforts which has as its goal the modifica­
tion of maladaptive or prohlem behaviors and theiT replacement
with behaviors that are adaptive and appropriate. ABI means
all Ilyocedures which include either:

1. The contingent presentation of a stimulus or event
which an individual would ordinarily act to avoid, or

2. The contingent withdrawal or termination of a stimuilis
or event which an individual would ordinarily act to
maintain.

The guidelines contained in this document apply to any education,
health or community care services or facilities when any of the
following conditions are met:

1. When a person is removed to a more restrictive environment,
program, classroom or service on the basis of his/her
behavior.

4. When a consequence exceeds the momentary withdrawal of
social contact, such as exclusion from an immediate vicinity,
intermittent termination of an intensive training session,
or turning a person's chair away; extinction combined with
selective reihforcement for alternative behaviors; or the
contingent presentation of a mild aversive stimulus such as
"no" or nonforceful' physical prompts.

Em hasis on the term "intermittent" be the removal or
WIt rawa IS measured in seconds or minutes, not hours or
SIzable portions thereof, and the term "r:nld" emphas'lze-s
the likelihood- that the stimulus will cause only minimal
and temporary discomfort.

U;ise and knOWledgeable discretion must be exercised by prOfessiona~
in making humane, ethical, and scientific jtldgment for the applica­
tion of ABI services for individuals .

- 12 -
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Tn conclusion, two issues emerge above all others:

The tllcsis of this analysis asserts that at some point the ends
of greater liberty justify means which restrict liberty.

For example, sufficient experience has been accumulated in the
past describing the impact of isolation on an individual child
(e.g., primate deprivation expcriernents, etc.) to justify extreme
means to bring a child into contact with his peers. It is
axiomatic that sociality is critical to the very life and social
development of each child. Isolation from mothering and later
from peers, limits meaningful soc~al interaction which can result
in an absolutely' un'acceptable human state. If an individual is
unable to experience and carry out social intercour"se and have
access to a social world, one can say that the most critical and
minimal precondition for human life itself is threatened.

Given all these considerations, it is the conclusion of this analysis
that the benefits of aversive behavior intervention and the value
served in the restoration of liberty and autonomy can outweigll
the Jega], moral, physical and psychological risks presented by
tIle lIse of such interventions, as long as Sllfficient regulations
arld controls set forth in these guidelines are followed.

It is uJlon this premise that these guidelines are built - that the
question is not whether a given intervention ought to be allowed
or prohibited but under what conditions it might be allowed.

NORM8LIZAIION PRECONDIIIONS AND PR1NCIPLES IN PLL HUMAN SEPVICFS
The ethical and legal mandates which impact on our service delivery
system require that we look at this philosophical underpinning
of our service. Such a process raises many questions regarding the
quality of our commitment to those who require extraordinary
assistance in order to participate in our society. As a nation,
we must ask tllese questions because our cultural institutions
have not, as numerous European and non-Anglo societies have,
uniformly embraced our vulnerable members as part of the family
and as people deserving love, comfort, dignity and intimate
relations. Stereotypes predominate. We seek ways to eliminate
popular beliefs which are based tlpOn what the public has learned
from the past about disabilities. We must teach our fellow citizens
to believe in society's capacity to emancipate people with special
needs through new environments and our recent scientific achieve­
ments and successes in teaching. We must alter our own percep­
tions, and those of others, for as human beings the way we aTe
erceived decides how we are treated in society. This is a matter

o t e very sanctIty 0 11 e an one's identity for those who
have disabilities.
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We must ask ourselves what is the best way to assist people in
society to achieve and to enjoy the fruits of that society.
How do we assure that not only do we do no harm. but that we
uplift the persons we serve in the eyes of their fellow citizens?
Jlow do we balance the clinical or educational benefit of using
methods that improve competence and performance with the cost in
status and reputation when cUltllrally stigmatizing measures are
employed? liow do we protect the sense of personal well-heing,
confidence, dignity and pride of a person in a dependent
relationship with services and staff who do not, or will not,
identify with that person as a peer of equal worth? How do
we recognize the right to treatment and social integration and
help which each person possess in our society while eliminating
ineffective programs which represent deprivations of liberty
and impose overly restrictive alternatives?

California has adopted a philosophy of services based deeply in
values. It sums up many of the deepest held beliefs assuring
quality of life. These beliefs are at the root of our current
and emerging civil rights and human services laws and standards.
In order to grow, each person deserves:

love, honor and freedom from stigma throughout life

celebration of being special

a life-sharing family, home and nuturing support

a community of concern and friendship

economic security, health and the full henefit of
modern technology with a varied continuum of services

the opportunity to grow, learn, choose, work, rest,
play, be nourished, create, to experience well-being

solitude when needed

comfort and beauty in which to discover himself/herself

the power to improve his/her environment

justice

the dignity of risk, JOY and growth of spirit

a valid social future

We are at this point in our search for answers to these terribly
complex questions and situations. We have come to the perimeter
of practice based in this philosophy and summarized in these
guidelines. We intend that this document will be subsequently
regularly improved as our knowledge and perceptions grow. In the

-14 -
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Illtcrinl, we intcIIJ tllut it serves as means of glliding parents,
profcssion:lls, clients and advocDtes to an understanding of a
need for normalization in human services which accentuates the
ositive, which demands the use of means which are cultura11

normative in or cr to 0 er each erson con 1t10n5 at least
as goo as t e average CItizen an to as mue as possIble, enhance
or su ort ersonal behaviors, a earBnces, ex erience, status
and re utation to t e Teates! e Tee ossible at an iven time
or each in Ivi uaI Be cor Ing to his or .cr evelopmental nee s.
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SECI1Qtl I

rLtIJJnI'Ui !l!l!J ~BYI[;E DELIVERY

This- -doC1aent has heeD developed to be applied to pl"ogram; operated by a nU8ber (If different 8,geocies.
These are the standards again"St which programs shadd be measured. Though they are o-ot -.e-aot to be
regulations, they do contain. the ess-ential legal and ethical progr-alll components which should be applied
to all progra.s..

When tbe use of aversive bebavioral interventions are contemplated in any setting, strict attention
.lMJst be given to a well-established body of etbical and theor-etical tenets of behavior lIl(I.(Ii£ication.

This Section deals with planning and i.JIple-enting benaviQr intervention prGg.ral&.

-16-
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STANDARDS

I, ~versive behavio~ interventions may be pr~vided for individuals
in services or a facility only after that service or facility
program has bEen reviewed and a~ed by the appropriate
reyie~ committee.

•

.~.GENCY IPH0GP,IV~

TECHNICAL NOTES

•

2. Services or facilities ~hich provide aversive behavior inter­
vention to individuals shculd/shaJl* have ~ritten policies and
pr~cedures that (aJ describe the use of aversive interventions,
the staff me~bers-;Eo may authorize and implement their nse,
and a mechanism for monitoring and controlling their use; (b)
describe the cocrdination and continuity ~f the total p~ogram

for the individual; (c) are directed to~ard maximizing the
growth and development of the individual by incorporating a
hierarchy of available methods that emphasize positive
approaches; (d) are available to all pe~sonnel> tbe individual,
and his/her family.

2. See JCAH Regulations as velL as PL 93-112 and the Lanterman Act
(Division 4.5 of the Welfare and InstitutiQns Code, Sections
4500-4825) for greate~ understanding of the affirmative obli§a-
tions of schools and other care prOViders. '

3. The record-keeping system must comply with the existing
recording regulations whi~h apply to the s~hool. living
arrangement, or activity prog~am.

* Should/5hall references pertain to each department's degree of
responsibility, i.e., "sbcJoUld" refers to the nepart~ent of
.Education. and "shall" to the Depart~ents of S.o-eial, De ....elop­
mental, and Health Services.

3. Record Keepin@.

Daily re~ords older than Dne year ~ay be kept 5epa~ately. Records
ought to contain the follo~ing kinds of information.

a. Hedical - In addition to the complete medical evaluation,
all pertin~nt medical information such as allergies and
other physical c~ndition5 which may have a bearing on
treatment. This section sh~uld be first in the ~ecord.
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STAND-ARDS TECHNICAL NOTES

h. History - In addition toO any other available history, a
brief deSCLiption of previous inte~ventions performed
at p~evious treatment facilities (typically not more than
three pages) and at the preseot facility (typically Dot
mOl::e than tlo'O pages). Interventions should be listed b,x
target behavior. All interventions for a gl.ven target
behavior should be listed chronologically.

c. Consent/Approval Forms - Hust be signed for current
programs. N(l ABI intervention program should 'be in
effect witbout signed and dated consent and approval.

•

~~ ~kiw~ _~ loS\Eo.>!t.

~ L.R.A-

d. Gods of Treatment - This section should contain (l) the
definition of all target behaviors, (2) lYJles of rein­
forcement used, en types of aversives used, (4) specifi'C
contingenci~:s ~mploy~d. (5) type and IIetbod of data
collecti~n, (6) the long-range goals, (7) the time
requirements for eacb goal. (B) the names of all persons
assigned to -carry out the interventions. (9) Current
curriculum or p~ogran designed for the individual client~

(10) objective evaluation criteria, and (11} schedules
foe detemining <!t least annually ""'hethel' objectives an;:
being met.

e. Progress - This section should contain summaries of data
collected on all target behaviors. In addition, 2
concurrent ra hs should be maintained on all rat::'7' dura­
tion. and percentage raNIl ationsj I grap w 1C S o....'s
the daily progress (not more than 48 hours in arrears)
and anothf'c that depicts weekly results (not more than 5
days in arrears).
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STANDARDS TECHNICAL NOTES

f. Assessment - The result of all s~andardized and interim
referenced assessment should appear here. All assess­
ments should be dated and tne teste~ identified. All
entries desired by parents or surrogate should be
included here, specifi~aliy the result~ of independent
assessment requested hy parent or surrogate.

•

4~ Individuals must be served in the least restrictive
environment that reinforces normatIve behavior and ~xpecta­

tions and which avoid stigmatizing the individual.

5. Confidentiality of Individual information must be protected by
program personnel and ~evlew teams.

6. There should/shall be one complete record ~lnta[ned for each
individual. conveniently located for easy reference to direct
service staff and access by parents and offIcial monitoring
personnel.

7. The record-keeping procedure for the specifIc aversive behavior
intervention should be sufficient to allow for day-ta-day
monitoring of behavior to develop appropriate summary &raphs.-

4. See technic~l note 8.I.a •• page 6.

5. Both the L~nterman legislation for care providers (Welfare and
lnstit~tions Code, SectIons 4500-4510) and PL 94142 for educators
(The Buckley AAendment) require strict adherance to regulations
protecting the privacy of the individuals in your facility. You
should he famLliar wit~ these regulations.

7. It Is not necessary to save/accumulate reems of raw data but
data should he summarLzerl in accordance with technt~al note
3e above.

Care should he taken to see that the ~ftta is taken OR

behaviors whic~ are being positively relnfo~ced often enough
and in a form ccmpatlhle yith the AR! dRt~ to enable you to
see interrelatIonships.
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STANDARDS

8. ~en a pr~gram has only used mild aversive or nonaverslve pro­
cedures and an Individual seems to need a more intensive, more
restrictive InterventLon. personnel in th~ program must seek
£olisSoratlon and those services for the individual from other
agencies and profes9ionals to assure eontinued placement in
this le~s restrictive environment.

•

TECHNICAL NOTES

8. Client/student rights are not serverl by automatically placing
pe rsons -wi th di f f Leu I t behav lor: oprab l""lns in the "behavior
modification program" in your- facility. The concept of LRA
and Right to- Treatment re~uire that. to the ma-ximum extent:
possible, treatment Interventions t~ke place in the environ­
ment in which the hehavlors occur. SimilArly~ the principles
of learning tell us that. since many persons in need of
developmental services have proble~ generalLzlng learning.
it is nest to teach new behavior patterns in the environment
in which you want them tc ultl~ately occur.
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flU LTID ISC IPLl ~II\RY DEC!SII1'!-"IIf':II!'; P'lOCESS

TECHNICAL NOTES

•

Before any aversive behav10r intervention is used, the
follo~ing should/shall be considered and.iGcumente~ in
develo~[ng a Flan. ~

-

a. The envirgpmrnt where the behavior change is pro;,rraJltTlled
in order to avoid stigma and in order to support and
reinforce the desired behavior.

z) ~~. , '(.~~.
-» .. "4_' % I2o-y s,Q.,A-e........ ~j(,.

'1) '4~ ,.Jl... CIitt <3 ~ ft,C

~) ,ll!ti ~. > 't~'{.' C!

iJ s..c,p/~~

a. Any RFeeific procedures for strengthening or weakening
hehavior which are discussed here can be maximally
effective in contributing to t~e client's development
only in the context of a humAne. stImulating. and
normaliZing environment. The effects of the specific
procedure~ are in~eparable from the total physical and
social environment in which the clIent spends ~ost of
her/his time. The fir~t step in any program. then. is
to ensure that clients have the continuing opportunity
to p~rtlcipate in their environment. to become engaged
in activities, and to talk to staff and other cli~nts.

tivin~ units and other places where clients spend their
tl~e must have available materials and structure~

activitie~. and ~tRff m~mber5 must be trained to engage
continunusly in social iQteractfons with clients~ Such
an environment would not only prevent the loss (due to
nonu~~) of skills clic~ts have but would contribute
heavily to the practice and elaboration of any skills
a client mi~~t learn in specific therapy sessions.
Ideally, any skills a client learns in edu~ational pro­
grams away from the living un(t WQuld be further sup­
pnrted and elaborated when she/he returns to the liVing
unit, and ne~ skills sbould be acquired in the context
of d~Ily activitIes O~ the living unit.

Stigmatic and Rnvironment~l Considerations

Aver~ive proeedures in gener~l. and in fact, many
positIve pro-cedur.e~ may be Rbused ln suhtle ....ays if
the intent ~nd effect [s to impose a soci~l stigma
on the -client or if they take the place of a More
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STANDARDS

•

TECHNICAL NOTES

socially 'Idequilte environment. The review process may
decide th3t treatment programs -which are allowed in
these guidelines violate the ~pirit of these guide­
lines in this particular way. Th.ey lIlay also decide in
some- cases that a lOild social st.igma of limited degree
~ay be therapeutic.

In general, procedures may be considered to add t.o
scu::ial stigma whenever they produce scorn or ridicule
from peers or tne pUbliC whl.ch is beyon~ the- scorn or
ddicule produced by the behavia[" which the therapist.
is seeking to eliminate. In cases such as these the
nornalization principle has beell: clearly violated:! and
they should not be allowed. The interdisciplinary team
iIl!lst c-cnsi(Jer this factor before approval o£ aii pro­
grams, anOd the re\l'iel,ol process must also wel.{!;h €riB
-nctor. In addition, the team and review process shall
consider any long-term effects upon the client's self­
image or self-respect.

Other more general social consid€rati<lns should be taken
when inappropriate behavion; occur. Thf" €nvinmment Ln
which the clHnt spends his time and exhlbas tK~ problem
behaviors must be exalnUled Before <lver,sJ.ve EreaUilenES are
employed. Ine seEbng should be surveye<l at regular
l.ntervals thrnughout the day for several days and a COllnt

made of the clients in that setting who are actively
engaged io Io'atching or interact.iog w,rith matedals, activ­
ities, OT people at tl1at mom<"nt in time and whether the
client in question is so eng.a:e;ed. It should also be
noted whidl st.aff member:> are giving attention to the
clients (lor to ether activities. SL1Cl1 as paperwork. S.uch
Hspot ch{'cks·'. i r done frc<!uelLt ly "lmf regularly (e .g .•
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TECHNICAL NOTES

every half hour) t.hroughout the <lay for several days>
will provi-de OJ worKable diagnosis of the environment in
which the problem behavi~rs are occurring wnd~t
the remedial procedures '\IIhich must be employeaIlefor€
mgre direct measures are taken. If 1I0St of the students
in your program are not found to be engaged (or sOmle

parts of the day, more engaging materiaIi; and activit.ies
must be planned and provided for those time"!>. If most
clients aorE' engaged throughout the day bllt the client in
question I::; not. special materials and activities DOTe

ap-propriatt" to his interest and skill level should be
sought or he should be transferred to another envir(ln­
m.ent ......hl"H.. appropriate materials and act-ivities are­
available. For example, in a living arrangelllent I if
staff m€mbe~s a~e not giving their ti~e to the clients
but are busy ....ith hQusekeeping chores. more staff should
be prOVided and/or more efficient housekeeping routines
instituted. If staff members are giving tbeir time to
nei ther- cl i ents nor housekeeping. t [a illing and supervi­
sion procedures should be reevaluated and strengthened.

Once a client is appropriately engaged in activities
throughout tne day and staff members are devoting <II sub­
stantial portion of their time to- the clients, most
behavior problems which occur can be handled a~eYere
behav10r problems can be revented by skIllful stafr

em ers train€" in the procedures 0 1 ren 13 rein-
torcement (lnd extinction. Wherever poss16Ie, fe:1nrorce­
ment ~ystems should be ~Yeloped to reward staff for
using eff':Cctive rewards. Pay-ofh fOT using aversive
programs CITe generally intrinsic to the tTf'iltment
situiltior:.
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b. The relative effectiveness of different procedures from
which a chof.';$! is l'ItaQ;:.

e. The undesirable long- and short-term side effects that
may be associated with a procedure for the Individual.

•

TECHNICAL NOTES

In or~er to prevent abuse, any procedure for weakening
behavior can ~nly be implemented When there is evidence
t~et a client actually has behaved inappropriately.
Usually this requires that a staff ~mber actually wit­
ness the inapproprIate behavior. If a particular client
Is consistently repDTted as behaving Inappr~p~iately

only by one particular staff nember~ then an in~uiry

should be instigated. It may be that the staff member Is
either promoting the behavicr or enforcing more rigid
standards than other staff members.

h. Behavioral proee~ures vary in tnetT effectiveness as
they are applied to different behaviors. To the exten~

possihle these ~uidel1nes have taken into accoont the
data that are available concerning this relative
effectiveness. For example, qeverely self-injurious
behavior that can result in rermanent injury or even
death re uires the II10st effec.t Lve intervention possible
even t ou h the ntervent on may e more avers ve or
restrictive than ot er ?roce ures c may e ess
effective on the other hand the effectiveness of a pro­
cedure is not an absol~te argument for its use.

c. Another clinical contraindiCAtion for a procedure may be
fts side effects. For example, studies have shown that
severely restrictive aversive procedures (Vlrieh and
Azrin. 1952} may have t~e side effect of eliciting
aggressive b~havior. Given this, It should be deter­
mined whet~er resul~ing side effects ~ill outweigh the
potential heneflts or success of the Aversive procedure.
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d. The condition(s) under which a specific procedure Is
contraindicated.

e. The effidency of the speciOr procedure rhosen in terms
of need tor duration, frequency. and staff requirements.

•

TECHNrCAL NOTES

d. There are condlt(ons under which a particular behavioral
procedure Is cl!"ic~11y contraindicated. In some cases a
given procedure would not be expect~d to be effective.
For example. extlnct(on. while a useful procedure for a
wide variety of behaviors~ has some limitations.
The stereotypic rocking of an autistic client is most
likely maIntained by factors other than the rewarding
attention he gets from others 1n his environment. In
such a case ignoring the behavior would he an interv~n­

tion procedure clinically contraindIcated because of its
predictable ineffectIveness.

Similarly, extinction (including, sometImes ignoring)
also tends to es~a1ate behaviors before tney decrease.
Therefore. it You1d be contraindicated when escalation
of tne behavior in question might cause a dangerous
situation.

e. A. further clinical c(:msi-deratlon is the relati.ve.
efficiency of a given procedure. Procedures may be
equally effective In brInging about a desired hehav­
iGr change. There may. hove-ver, be a di.fference in
their efficiency. For example, shaping (reysrdLng
approximatIons to the desired heha~ior) may be just
as effective in teaching a client to sit in his seat
during dinner tIme as instructional control. but It
is unlikely that 1t would he equally efficient in
terms of the time and effort required.

Finally, we have tried to refL€~t ~ consideration for
the cl1nlc~1 benefits a given procedure may have as
arplied to a partic~lar behavLcr. If any theTa eutic
rroced~res are to be em 10 etl the rn~s ere
eneflt of tee ent and not simply for th~ conven-

1ence of the facIlIty. {See technlc~l note s.}
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f. The social. behavioral, and/or status beneflt~ that can
be expected for the individuaL. 4

2. Friar to the inltlatlon of the use of ~BI. a thorough
assessment of the individual util1ting a multidiscIplinary
proces9 must be completed in the follOWing areas:

a. Social interaction.

b. Communicat ion.

c. Physical devetapment and health.

d. Cognitive and adaptive status.

e. Learning style and level.

f. Target behavior IdentificatIon which includes an
evaluation of the antecedents~ analysis ~f the
target behavior, and the conditions whIch contr!b­
ute to t~e malntenanc~ of the target behavior.

•

TEClftUCAL NOTES

2~ Obvia~sly~ this kind of assessment information will be
developed on all the Individuais In your program routinely
and at least annually. In terms of the ~B[. however.
partIcular attentIon must be paid to the eonditlons under
which the problem behavior occurs. For example, 1n order
to intervene in a tantrum behavIor you would want to know
if it occurs When a student has difficulty with a particular
task. In order to get that information you would have to
know how this partlcular student learns be9t (learning
style and level) and try to remedy that learnrng situation
liefore you tackle the tantrums Whi~h are caused by It~

f. Most problem behaviors, even the most bizarre and severe.
occur because they produce results for the client.
Clients laheled developmentally disabled and mentally
disabled often engage in maladaptive beha~ior because
they rrodu~e immediate and predlctahle responses from
other clients and st~ff members. lndeed. in a har~en

environment with an inattentive (or insuffleient) staff.
such problell1 hehaviors m.ay be th-e only me.rlns clients
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TECHNICAL NOTES

have of obtaining physical and social stimulation. Such
an environment is in violation of a client's right to an
adequate environDent which will support his development.

•

To avoid this infringement of basic human Tights, staff
must be trained to provide nate rials • organize activ­
ities, and promote and faei litate appropriate and lIIore
skillful behaviors while the client is engaged. The
staff must be trained to provide frequent attention, sin­
cere p'r-aise. and assistan-ce for all app-ropdate forms of
interaction .....itb matedals and other people and to ignore
inappropriate behaviors so as not to inadvertently
strengthen them (Wi lliams. 1959; 'Wol f. Birnbrauer 1

Williams. and Lawler, 1965).

~enever human interaction occurs~ some behavio~s are
reinforced while other at"e ignored. In their dealings
foIith clients, therefore~ direct. 'Care staff are delivering
consequences for behavior. Thus. staff members must be
taught to co letel i nore any instances of lua t'o­
prlate behavior and to eavily rewalr each instance of
appropriate benavior. the prOV1.sJ.on ot a riI.. gh levet of
interaction among staff members and clients. where these
procedures are skillfully used, may be especially effec·
tive in preventing the (lccurrencc- of such .maladaptive
behaviors as aggression or sel f-sti!llUlation. Such
interaction is essential for the development of
complex behaviors such as language which requires
many instances (l f interact ion. Staff memb.e ~s mus t
understanrt th~ir ongoing responsibility for building
such rompl~x b~haviDrs rather than assuming that they
will be developed in short training sessions. Further­
more, staff must be alerted to the fact that responding
to rimitive forms of a behavior ~hen the cllent is
capilb]£" 9£ mor-e rQrnplex forlils only de .ays eve op ",nt-.
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3. When situations exist whete an individual is causing
seriolls physical harm to self or others or serious property
destruction. the multidisciplinary p~ocess can be initiated
at the same time as tbe ASI but must. be completed as soon
as possible.

•

TECHNICAL NO"FES

The extine-tioD of inappropriate bebavior and concurrent
reinforcement o( appropriate :behavior is diffie-ult to
use after a client has developed a high rate of maladap­
tive behavior. If such is the t;:ase, staff member_s
should be a.....are that when a client is ignored for a
particular behavior, he will temporarily engage in ~ore

of that behavior. In addition, if tbo!" behavior is being
supported by the sodal group rather than b-y staff mem­
bers, it may mean tbat the peer group must be l<lught bow
to interact mOTe appropriately with the client. This
aspe~t is particularly important with higher functioning,
m(l-n~ age appropriate, and morE' verbal clients.

These characteristics make extinction and concurrent
reinforcement mu~b mQre suitable as p~eventive rather
tban remedial measures. These procedures ioI'c>t.lld not
usually be the only ones recommended if all individual's
behaviOl" caused harm to himself/he~selfor others or
greatly dis~upted his environment.

3. It is essential to remember that though one might bave to
intervene to save a life or pr:otect property I that interven­
tion does not necessarily becooe treatment even if it is
etfecbve. lor example, physically puliLng one 1nd1v1.~u.a1

3foilay from a weaker person may be an urgent necessity. however.
if the behavio~ continues to occur, yOll must Look at all the
relevant variables and attempt to- pres.ent or cootrol the
behaviol" as part of a planned tre.atment process.

Similarly, nefoil persons ~ot~ring a pr~gram present unique
problems.
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•

TECHNICAL NOTES

A one~ to two- ....·f'ro-k. period is suggest.ed for ne", admissions to
a program in oTder to allow the client to adjust to his/her
new surroundings. Treatment should be offered within two
week~. This initial period should be utilized by staff to
(a) verify reco......endatioos of previous programs and (b)
suggest further ar-eas which Rlay be indicated f.or interven­
tions. Before this period terminates, the interdisciplinary
team must meet t-o detemine long-te[1'Jl goals which are appro~

pIiate for this client.

Consequent to baselin~ observations j the interdisciplinary
team should plan the lllJ'bedut-e short-term goals in detail.
The order of intervention on target behav10rs sHould be speci­
fied, .along ...'ith the- precise interventi<lOs t.oO bl"" employed. In
.addition. the~tc be carrying out the interveotion,..!!!.!lllt
be named." and :She neerise system of measurement must be delin­
eated .aL-oug with s ecific criteda fOf" oal.att.ail1.llent.

1na Y. t e team must determine the date or t e nex session
in which the client's case will be updated. This d.ate must

~,..__ .-
not exceed one lBonth from the date of the present meeting.
Ihe E1 Ll""nt' s progre-ss may be rev1ewed pnor fo this da te if
the treatment fails or if some other crisis \oIarrants ilmLediate
attentiOD. De-cisions m.ade at tbis time ... ith respect to a
paf"ticuLar intervention .are subject to tlolO r:f"strictions: (a)
No change should be m.ade f"ior to ade Date observation. In
c ses 0 ~mrllLrLent danger to the client or others, su'c obser­
vation should be kept to a necessary minimum. (b) The team
must be presented with a written review of all data relevant
to this decisi<m. They should also be afforded an opportunity

-ror dir-ect (}bst>rvation if required.
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C, CONTINUUM OF BEHAVIORAl I~IERVENTlO'IS

STANDARDS

1. The .embers of the multidisciplinary process shouldl
shall document the rationale for not using less restrictive
alternati.ves for each individual for ,",feh avershe
procedures are- 'P lanned. All interventions e-xist o-n 9.

continuum and must be explicitly addressed and docum~nted

in the decIsion process.

TECHNICAL NOTES

1. Alternatives ~ the Use ..£!. Aversive Therapy.

The elimination of undesIred b~haviors does not necessarily
requ1re the use of aversive- procedures. A number of positive
approaches may be effective under certaln conditions. ~

brief desc~iFtlon of some of the alternatIves are provided
as follows:

Instr~ctional Control

Definition

Instructional control is the delivery of information as to
the correctness/appropriateness or ln~ppropriateness of
beha~ior. Such instructions may be effected through manual
guidance of the client through the correct response~ (a
prompt) or verbal statenent such as "yes", "no", o·correct".
or .twrong ••• Instructional control is: not considered as
restrictive.

Treatment ConsideratIons

Instructional control is established through the differential
reinforcement of those responses that are in campiiance with
the verbal Instruction presented. ~at is taught is the
contingency Tule~ "Do as I say ..lnd you ...i11 be rewarded."
~n instruction is given over ~ series of traIls until the
client complies at same specified correct percentage. 4t that
point a second instruction is lntroduced. This procedure is
con~l~ue~ until compliance is obtained to a number of novel
Instructions on the first trial. ~any clients are alTea~y

under instru~tinnai control, ~nd it ~s not necessary to

-30-



•

STAllIJARDS

•

TECHNICAL NOTES

establish it, only to use it. In the classroom using dis~

-crete trial method::; (Oonnellan-\oj'alsh. et aI .• 1976). autis.tic
-ehildren have been taught to follo .... the instructions of the
t~ac:her. Some initial instructions include "sit down", "sit
still", "hands down". "loOlk: at. IDe", "Lou-ch -- this or that
body part" I etc. Once generalized instructional contral ha-s
been established, it :is R1uch easier to control undesired
behaviors.

Differential Reinforcement. of COlllJletiag; Behavior

Definition

The reinforcement of those behaviors that calUlot be physically
performed with the undesired response in intensity, duration,
or topograpby.

Examples:

The procedures require the differential reinforcement of those
behaviors that are incompatible with the undesired behavior.
Some examples of incompatible behaviors are:

•

-JI-

Undesired Behavior

a. Out of seat

b. ThIo~iDg objects

-c. Pushing in line

d. Fighting on playground

ln~ompatible Behavior

a. In seat

b. W~iting or reading

t. St.anding with ams at
sides

d. Playing on playground
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Differential R~inforcf".!!!'.l!!: of Lo.... Rates of Responding (DRL)

DefinitioD

DRL involves the reinfonem-e-nt of the undesired behavior only
if at least a specified period of time has elapsed s ~nce the
last episode or only if fe.....€r than a specified munber of the
undesired behavior occurred during a preceding interval of
time.

There are two ways t'O implement a DRL procedure. One ~ay is
to deliver the reioforcement contingent upon the occurrence
of the undesired behavior only if a certain minimal period
of time has elapsed since its last occurrencE". This should
in.crease tbe proportion of intervals of tbat size and. there­
[ore, lo....er the frequency of the undesired behavior. The
inte;rval can then be extended to further- decrease the rate
of the behavi or.

The second kind of DRL procedure- might inv<l]ve de.livering the­
rewar:d every hour ac'Cording to a specified schedule if there
were~ for example. Bille episodes or less during the pcecediDR
hour. This would also act to decrease the frequency of the
undesired response.

Differential Reinfor-cement of Other Behavior (DRO)

Definition

DRO is the re.....ard after a specified periOD in ..hich the unde­
sired behavior is abs~ilt.
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As with DRL, there are two ways to impLement this. procedure.
In the first case a period of time is sp-ecified and if that
pet:iod passes without any oc("un::eoces of the undesired be-hav­
101::, then the reward is delivered and a new tillle period
starts. If the behavior occurs, no reward is delivered aDd
the "timer" is reset. One disadvantage (If this procedure is
that behavior tends to occur just after the reward is deliv­
ered. A ..,ay to avoid this is to establish a schedule of
reward vhich is progressively inc-reased ....ith each cODsecutive
period Qlf no responding.

A second form of ORO is to deliver the reward OD a preset
schedule as long as the t.arget behavior has not occurred dur­
ing the previous specified periClod. So ~ for example, reward
'IooIould be deliveced every hour by the clock as long as the
bebavio[ had n:ot o<:cucred during the previous hOUL This
differs from the previous DRO schedule in that the timer is
not reset. Progressive s<:hedules of reward are also effe<:t.ive
'IooIith this fom of DRO.

Additive Procedures

Additive procedures are the combination of two or mace pro­
cedures LTI order to reduce or eliminate an undesired behavior.

Many times any given proceduce is not effective by itself in
reducing behavior to the desired level although it fIIay be
effective in reducing it somewhat. In tb.ese case-s the a-ddi­
tion of anothec pcocedure may be more effective than the
substitution of another procedure. A given procedure need
not be totally effective but may contrihute, along with other
procedures, to a solution of the b-ebavioral problem.
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Tbese notes -will be concerned with thlCeoE" further -considera­
tions in tl1e use of aversive procedures . .ll.!:liJw insurdnce
IIUSt be taken that the least restrictive procedure is applied.
Second. lill'its !!lost be placed u on the most restri<:tive ro--
cedurJ use or a par lcular behavjor. These- limits s ou d
be geared to the seriousness of the behavior and bow.uch the
presence of that. behavior restricts efforts at. no~alization.

Tbird, attempts must be made to limit the potent.ial fo-r abuse
of specific treatments. These considel::ations will be effected
by a suggested orderiog of aversive procedures by- their level
of restrictiveness and maladaptive behaviors by their serious­
ness. Division of each into tbe following four non~xh.alJsti....-e
cat-e-gori~s will serve as a basis for this discussion.

The following repre:sents one 'Way of par-tial listing fout" cate­
gories of aver:sive procedures. It is intended to serve as a
starting point fOlT decisions of interdisciplin.ary te.a.s- and
review teams to augment and work witb.. The categorie-s are
rank ordered in our opinion in terms of increa.sing restric­
tiveness ~r iotrusiveneS3 but. of course, ultimately sucb
intrnsiveness is a function of the effect o-n the indiVidual.

Examples of Category!~ Contingent observation, extinction
procedures, withdrawal of so-cial contact 1 negative reiDforce~

ment.

Examples of Category Z: Educational fines, exclusion timeout.

E.xamples of Category 1: COl1tirlgent mini-meals, seclusion
timeout, ov~rco["rection, h~r.mless bad tasting or smelling
substances.
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Examples of Ca.tegory 4: Contingent slapping. respollse con­
tingent electrical stimulation.

The definition and tre.atment consider-alions of some of these
procedures follows.

Contingent Observation

Definition

Cont ingent observation is the removal of a cl ient from parti­
cipation in an activity for a short period of time after he
has just misbehaved.

Treatment Considerations

Contingent observation comhines elements of exclusion timeout
(Welf ~ Risley, and M=ees, 195-4) and modeling (Bandura. 1969)
and assumes a progran of well planned activities for the cli­
ents. A client ....,ho is d-uing something inappropriate is asked
to step away from the activity for a few mo~ents, sit in a
chair nearby. and watch the appropriate behavio['" of other
clients. The stdf member delibe-Lately :IIttends to other cli­
ents lOIho <Ire appropriately behaving in ;,;:IIY5 the client should
observe. The client rejoins the 2ctivity :lifter a fe'lo1 Illoments
-of observation and after indicatil1g that he intends to behave
appropria tely. After retu ming to the act i vi ty. he reee i ves
fe-edba-ck from the staff member for appropriate behavior.
Clients .....ho leave the chair or refuse to sit and watch either
because the ongoing activities distract them or because they
are ullset aT.£'" taken to aTIothl."'r area where they c:IIn practice
sitting or calm down before they return to the chair to l.\1atch
the others.
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When contingent observati-on is used in a setting wbere the
ongoing activity is engaging and reinforcing for a client,
the observation period ne-ed only be long enough to offset the
possible reinf.orcing effect of the edUCCltiooal instructioGs __
iii few secGnds' rellQval frORl a highly engaging activity (e.g.,
eating), .a minute's removal froo an adult-structured

1
well

organized activity, several minutes' removal from a passively
supervised play time with. otber clients and toys, up to 15
l'IlillUtes' removal from a situation with opportunities only for
a client-initiated interaction with staff. otber clients. or
mat.erials. In all cases the observation period should con­
tinue until the client is quietly watching tbe ongoing acti­
vities and can in~icate an agreement to behave appr~priately.

Beyond this duration and perhaps an additional 30 seconds of
quiet, increasing thoe length of the observati(Jr1 period is
unlikt:ly to increase the effectiveness of the procedure.
Accordingly, a Dote should be made in the client's chart
whenever he sits in the observation chair longer tban 15
minutes before he indicates he is ready to again participate
appropriately. Similarly. a note should be made whenever a
client must bf': sent to another area to practice sitting or- to­
calm down, and tbe time he is sent .and returns should be
re-corded. If the client must be sent to another area. that
area Illust be within visual and hearing nmge of a staff mem-
ber at all times. If tbe door between that .area and the
on oin activit area must be sllut Dr latched that fact
should he no ust sta io d a the
door so as to f";'lsily see and hear the client at. all times.-=1Any 5 suc-h notes (e.g., longer than lS minutes in the chair ..

,- being sent to another area, alld door having to be shut
between areas) in any .....eek would require- that the interdis­
ciplinary team review his program to determine if adeqLlately
engaging activities are be-ing: proVided for him or l.f anotber
procedure- is needed to c'Orrect his proOblem behavior:-.
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t:::xtinc:tioll

Definition

Extinction is the systematic elilDinatioll of potential re....ards
for a particular behavior. Such elininillion is often accom­
plished by staff pretending a behavior did not o'Ccur (ignor:­
ing).

Treatment Considerations

S~e le'Cbnicai note 2f, Hultidisc:iplinary Process.

Withdrawal of Social Contact

Definition

Withdrawal of social contact is the teminatioD of a.n inter­
action with ;:II client immeoiately after the -client demonstrates
an inappropriate bebavior. Typically. the interaction resumes
shortly after the client -ceases the inap-prGpriate behavior.

Treatment Considerations

Treatment considerations for -wit.hdrawal of social contact are
the same as those for extinction (Section &.5.2).

Negative Reinforcement

Definition

Neg~tive reinforcement is the attempt to increase the fre­
quen-cy of a desired behavior by allQwin~ that behavior to
terminate all cwersivE' stimulu:> or event. These guidelines
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will alloW' negative reinforcement. £!!.!! vith client-initiated
aversive events ~ stimuli.

Treatment Conside~ations

An example of negative reinfct"cefl€llt is- the client avoiding
tbe experience of wet. pants- by using the toilet properly or
es'C'aping wet pants by putting OD another pair of pants:. In
some cases this procedure is not .effective in inn"easing a
desired response. This type of prognrt sbould be reviewed
frequently and discontinued if pr,o ....en ineffective after a
reasonable period of time.

Definitions and Examples of Hildly Restrictive Aversive
Procedures (Category Il

Educational Fines_

Definitions

Token rewards are articles given to or illdicOiLions made: ab()ut
a client which can be exchanged at S3me futu~e Lime for a
desired object O~ activity.

Educational fines are the loss of token re~21rds consequent to
predeLermined inappropriate behavior.

Each fine must be accompanied by a teaching episode which.
includes a description of the inappropriate behavior, the
ae'!c:mnt of the fine. instruction 011 the app~opriate fom. of the
behavior, and the OPP(l~tunity for the client irmrn:diately to
"earn back" a portion of the fine for practicing the appro­
priate behavior.
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Treatment Considerations

•

If tbe client displays the appropriate behavio~1 he is
praised ... .a portion of the fine is returned to hia, and th~

epi-sode -ends. If the client refuses to practice tbe appro­
priate behavior, the episode ends without a return of a
po~tion of the fine. If the client exhibits arguBeDtative~

abusive. or other inappropriate behavior when fined, he lla-y
receive an additional educational fine. However~ the client
should receive 3n iumediate opportunity to display appro­
priate behavior and thereby reearu a portion of the second
fine (and then the first fine), then the episode should be
teninated regardless of the client' s behavior. Fines should
never result in the client owing DWre than be has.

The educational fine procedure should be SUbject t.o t.he £01­
lu-wing restrictions. In DO case should a fine be greater t.han
appr:oximately ten percent of a client' s .average daily earning
(and be should have the opportunity to earn back balf or DOre
of each fine in:mediately for practicing appropriate be-bevier).

In addition to the nOnllal token recor:ds. an explicit note
should be made in the clientis chart whenEver a client does
not earn back a portion of a fine or whenever be loses half or
more of his daily t-Ol::.en earnings in fines. Any five such
notes in any week should require a revie~ of the client's pro­
gram by the treatment team to determine if there are adequate
opportunities to earn tokens and an adequate variety of things
to purt"base for the client or if another procedure is needed
to handle his problem behaviors.
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Educational fines will be more effective when the client is
hequently able- to buy a variety of items "With his tokens.
Tbe feW'er the opportunities to buy and the more restricted the
selection of itells and pdvileg!"'s available I the less effec­
tive educational fiDes .. ill be in reducing inappropriate
behavior and tbe !bOre often inappropriate beh.avior vBl -o-ecu["
during fining episodes. If a client is regularly purchasing
a variety of items and privileges with bis tokens. educat.io-nal
fines .....ill be effective in reducing inappropdate behavior a.nd
he- 'Will be eager to e.arn back a portion of the fine by prac­
ticing appropriate behavior.

Fines

Definitions

Fines are :II loss of token reo;wards without a description of the
inappropriat.e behavior or the opportunity to earn back a p(lr­
tion of the tine for l"esp.onding appropriately.

Treatment Considerations

The educational components of these procedures should be
discontinued only as a prescription for particular clients and
only after review by the :supeLVisorjconsultant.

In no case should a fine be greater than ten percent of a
client's average daily earning. Explicit note should be made
in the c Ii ent 1 s cha rt a s per educllt iona 1 fine:s (Sectioll
8.6.1) .
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Exclusion Timeout

Definition

Exclusion timeout is contingent obserYation without the educa­
tionaL component. It iove-Ives si-ply ["ftIOving a client frolll
an activity to anot.be~ area in the eovlrom.e-nt fOr a short
period of time without talking to the client or requiring hill!
to watch or- respond app:ropriately.

Treat~Dt Consideration~

Tbe same treatment considerations ap~ly as for conting~nt
observation. This program should! require the authorization CIt
tbe supervisor/consultant only as treal.ftent for parti-cular
clients.

Definitions and Examples of Moderately Restrictive Aversive
Pl'ocedures (Category 3)

ContIngent Hini-Me~ls

Definition

Contingent mini-meals occur wben the regular diet is broken
int.o five or more smaller units (which can b.e as snaIl .as a
bite). Each Wlit is given to the -clie[Jt after a par-ti-cu.lar
target behavior occurs.

Treatment Considerations

The use 'Of f'Ood or liquids as reinfonen is sOllletimes help­
ful when a client is not amenable to the intrinsic or social
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reinforcers in bis enviroruaent (Section 3). Although some
foods, such as sweets. are often powerful reinforcers regard­
less of the til!le of the client's last. lIlea]. a period o.f
dep~ivat.ion can contribute to the reinforcing effectiveness
of food and may be necessary to Slake it effective for- a
client.

Sin£€ (nod deprivation involves an ethical and legal cODsider­
ation concerning depriving a client of basic rights, certain
safeguards t1lllst be establi:shed for its use. Therefore, DO

deprivation should occur which results in the intake of less
than t.he nOrnlal amount -of food for that client. 'When less
dr-astic- alternative procedures have been ineffectual, sucb
deprivation may be deemed necessary for a particular client..

In cases in wbich appropriate self-feeding bebaviol" is defi­
cient, food supplements sbould be used to lIaintain body
weight.

It must be emphasized that dividing the dail diet into- mini­
meals is never to be used as a means 0 wea enin behavior ut
ra er 1n e con ext (I 1ncreas1ng e moll.Vat10D 0 a C Lent
to parbnp1lie 1n a tnln1ng progralJl.

Seclusion Timeout

Definition

Seclusion timeout is isolation of a client in a locked room.
(Seclusion timeout should be distinguished from exclusion
timeout whic-b simply involves removing the di'il!nt to another
area of his environment.)
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Additional Restrictions

Under some conditions (Section 8.4) tbe iDterdis~iplinaryteam
lQay prescribe the use of seclusion ti»eout in a specially -con­
structed locked rOOlll fo[' a sp-e-cial behavior probleD!. This
prescription should be r..ediat~ly i~leneDted on an interim
basis. The se<:lusioD tiMoeout rooa should be free of objects
or fixtures that can be broken or used to inflict injury. A
staff melDher must ~ explicitly assigned to the area of the
timeout room for continuous monitoring of the client. The
rooll must have a window or opening permitting visum! monitor­
ing of all portions of the [0011. The rocs must be large
enough t.o allow the client to stand and stretch his/ber ams.
If the time extends to one hour, one of the senior persoos on
his presnipt1.ve progl"~ CO"MI:Lttee ..ust be 1-ed1.3tely called
and be io continuous attendance until the end of the episode.
Records should be made of tbe tillle tbe client entered the room
and the time he left it. Notes should be made of the circum­
stances surrounding the episode and the client's behavior
before. during, and after ea-ch timeout episode.

\oIhen a prescription for seclusion timeout is written, the
client's program must be inmediately and thoroughly examined.
The procedures described abo....e for evaluating the adequacy of
hi-s living environllent in engaging his interest and in provid­
ing differenthl social reinforcement for his behavior sbould
be implemented. Transfer to another living environment -wbere
the staff and-residents are less endangered by his problem
behavior should be considered.
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Ovp.r.-nrrf>ct ion

Definition

Overconection is when the client is taught to assuae respon~

sibility for the disruption to the environment -caused by his­
inappropriate behavior by rest3ring the ""nvironne-nt to 'bet1i!:!r
than its original condition (restitutioo) and by intensively
practicing appropriate behavior (positive practice).

Treat.ent Considerations

Oven:orrectioR t a tecbnique developed by Foxx and Azrin (197))
is most appropriate in situations where there is no prograa of
planned activities from which clients can be removed to walch.
The overcorrection procedure bas been used to reduce self­
stullUlatory behavior as well as .aggressive and disruptive
bebavior.

This procedure is effe-c:::tive only when there exists a large
.allOunt of interaction r,;rhich is rewarding to the client. The
dient·s behavior is: Rot only interrupted by overcorrectio-n.
but he must expend a great deal of effort io restitution and
positive practice. The IIvoidance of the effort provides the
inoceotlve to behave nore appropriately in the future.

Twenty to 30 lIinut.es is tbe recOJ'IliIl"ertded length of each epi­
'Sode (with the exception of self-stimulatory behaViors where
S lIinntes is the recommended length). However~ empirical
detemination of this interval is advised. In addition to a
regular re-cord of ea-eh overcorrection ep-isode, a special note
should be made wh.enever a client actively resists .anual
guidan-ee during the procedure. Five such notes in any week
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should require a review of the client's program by the inter­
disciplinary team to determine if over-<:orrection lIay be rein­
forcing in contrast to an inadequately engaging environment
and whether another pro<:edure lIight be needed t.o deal wit.h the
client's pn)blem behavior.

For-ce only sufficient enough to ensure iIilple.eotation of over­
correction sbould be used. Contact should only be applied to
ams~ legs, and/or head. The client should be given the
opportunity to comply without force. Such force or contact
should be frequently reduced ta test the ~lientts willingness
to comply.

~~rmle~s R~~ Smells or Tastes

De-Hoition

This procedure involves the presentation of a bad smell or
taste to the client after the occur~eDc:e of the t.,arget behav­
ior. These- substances I'I'lIst not be ha~f\ll to- the client in
any way.

Severely Restdctive Aversive Pro-eedures {Cate-gory 4)

Definition

•

A severely restrictive aversiveprGcedu~eis one which
involves the use -of any event. which callses a physical sensa­
tion of pain or ext.reme discomfort (not subsumed under any of
the above treatments). Dnl two acee table- {orus of extretllely
aversive bject to li1litahcns In

) -- either sla or eLe-c-tri-c- shock -- as a
consequence of each instance of maladaptive e ,aVLOT see
technical note .). These punishers can be administered
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when the client is totally out of restraints {Lovaas and
Simmoos, 1969;. Corte f Wolf. and Locke. 1~71} or as. the clieot
is being slowly eased out of restuint (Tate aDd Ba.r-off,
1966). IRDediately after (e.g.~ 'ii'ithiD three seconds) of •
• al.adaptive .response, the tberapist. should us-e a loud "no!'·,
The client .ay be given an opportunity to cease the ubdap­
live behavior at this point, or pnnisb:llent may fo-llov u.edi­
ately. If the client is provided witb the opportunity to
avoid electric shock by inhibiting SUbsequent maladaptive
responses, shock should be \ilithheld if the ILaladaptive
response is inhibited for specified a.ounts of t.ime aDd aade
cO-ntingenl within two seconds after the next isnediate -.1­
adaptive response. In gene-cal, if there is no observable
reduction in rate by the fifth apphcitjog gf this aveniv-e
stiaulation~ tbe .cocedure should be reviewed and possibly

......l.SCOD l.nue .

'The effects of tbis. treatment may not. generalize to other
people and environments (Frankel and Simmons, 1976; Lovaas
and Si-.ons. 1969). If l1-ot, then it must be carril!!d over to
these lle1o' situatio-ns and people. The client lEst be punished
in all envirollDleQts with all contact persons present (punisb­
lDeot should proceed to new situations and people on an indi­
vidual basis). Reward programs must alw-ay-s cOoexist with these
procedures. Punis.hmellt has traditicn.ally been avoided h-ecause
of suspected undesirable side effects (Lichstein and Scnreib­
man, 1976). Experimental data have shown tbese side effects
to sometillles be therapeutically advantageous; foc instance,
increased alertness and social behavior. Hewever~ tbis May
net be true for all clients &0 tbat potential undesirable side
effects sbould be carefully monitored.
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2. The question of how one decides a behavior is unacceptable is
a complicated one and has serious implications from a legal,
ethical. as w~ll as procedural viewpoint. We will attempt in
these notes to hIghlIght some nf these issues as they ~elate

to multidisciplinary tea~ decision-maklng~

The Constitution and Bill of Rig~ts guarantee to every citizen
the right to he left alone. that Js free from government
lnterferenc~ unless there is a compelling state Lnterest to
intervene 1n a person's life. Courts are particularly sensi­
tive to interventions Which are used as a result of decisions
which are Rot primarily caReerned with the rights of the indi­
viduals. tn Wyatt v. Stickney the federal court held that:
"Resideots (in this case of a state institution) could not be
subjected to behavior ~dlfLcation procedures When the aim of
the procedure Iol'C1S merely instItutional convenience. T' Obvi­
ously. therefore. you must look at II behavior you wish to
change in termg of its value to the individual as well as the
problem it presents to you. If. for e~ample, it is more con­
venient for your facility to have individuals sittln~ quietly
fo~ one-half hour he fore meals with no activities, yet some
prefer to wander about. you should be most cautious about
using an aversive intervention toO bring about "good sitting
behavior" •

There are some circumstances in which a mild punishment to
bring abeHlt "good sitting hehavicru ...!!!.!s!:!1..be justified from. II
leg~l as well ~s an ethical potnt of view; perhaps to enable
a student to ride safely in a ea~. In order to deal with the
ethics of this matter you should at least be a~are that behav­
iors do not fit lnto cate.gories of .Tacceptable" and "non­
acceptable·'. Ac.ceptabil1ty or desirability fall on a contIo­
U~ and behavior has degrees of desirability. Yhere a given
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bphavior falls on that continuum is dependent upon the stand­
ard by 'f/hich the behavior is judged. In the above example,
sitting quietly in a mo.ing vehicle would he judging the
behavior frol'll a standard of lilife'·; i.e., the behavior could
severely effect the quality or quantity of the individual's
life and those around hill. Quiet sitting f.or an extended
period of time befo-re meals is judging a behavior in terns of
the needs of the fadlitYi the behavior Ibay ha.ve little value
to the individual. Practitioners shouLd understand the under­
lying concepts which affect t.heir decision-making proC"ess
because they howe direct bearing at a R1inimWl 0-0 t.he kinds of
procedures one might use to change.a behavior. (La Vigna and
Donnellan-Walsh, 1976.)

One standard byvhich one sould judge a gjyeD behavior is the
1i:3CE of that behavior on the normalizat jon possibilities for
t e person; e.g., an opportunity to l-earn and live in a less
restri~tive envirom.ent. The following ~epresents a partial
list of maladaptive behaviors categorized in our opinion
according to their peteotial impact Gn no~liz8tion:

Examples of Category ~:

Incocrect - Client is inc<lrrect or fails t-o respond to demands
<lr questions posed by the therapist.

Persistent incorrect - Client is incorrect significantly more
often than expected by chance or generally refuses to respond
to questions or comply with demands of therapist.

Inattention - Client looks in direction other than required by
therapist or gives indication of disregard -of in:strwction.
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Out ~f seat/evasion - Client physically evades therapist when
sought or requi red to be wi thin r!loge.

Examples of Category !!:

Public- masturbation - Repetitive acts peFformed in public,
specifically involving the genitals.

Bizarre speech - Verbalizations ~hich are noncommunicative in
nature and contextu.ally inappropl:"iate.

SterotYpi-c behavior - Repet.itive acts haVing no obvious goal.

Tantrums· Client bee-oDes agitated, hyperventilates. screa~s.

or crip.s.

Spitting - Directed at pecple.

Th.rowing objects - When not directed spec-ifi'Cally at people.
Also includes deliberate destruction of obje~ts.

Aggression/adlJlt - Hitting, pushing, scr-at<:bing. hair pulling,
or biting) or attempts to do so dire~ted exclusively at
adults.

A.ggression/peers - Hitting~ pushing, scrat-ching; hair pulling,
or biting other clients.

Self-i.nduced seizures - Clinically verified sei2:ure activity
precipitatF.d by flid.ing hands before tb~ eyes. blinking (not
itself part of the seizure) ~ and hyperventilation. These pre­
cursors should have been demonstrated to be fol lowed by: sei·
zures during baseline.
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Self-induced vomiting/ruMination - An overt act {e.g'
j
sto~ch

tension, reaching down throat) precipitates vomiting.

Pica - Eating nooedibles or debris.

Mild self-injury - Self-injury not serious enough to be
included in Category D.

Examples of Cat.efiory!!:

Dangerous destructiveness - Throwing objects at people which
may cause injury or destruction of objects such as electriCal
equiplilent while functioning 'ilhicb may cause injury to self.

Violent aggression - Severe enough to ~ause Life-threatening
or ha rmful -consequences to others.

Severe sel.f-injury - Performed 'With either suffident intens­
ity to result in serious injucy or deatb if left unattended or
with sufficient rate such tbat a significant amouot of the
d ient '5 time is occupied ""itb. this behavior.

Restrictiveness as ~ Function of the Inappropriateness of a
Behavior

•

As suggested, the inappropriateness of a behavior has ethical
i!ltplications for the kinds of interve-ntion procednres which
might be used. Fo~ exa..-le, tbe self-injurious behavior of a
child witb the problem of autis. might. in some cases, justify
the use of shock to deliver contingent punishment. 'We would
maintaill. however, that the cursing by an adolescent would
never justify such an int.ervention pr-ocedure. Bebaviors which
are relatively mildly undesirable or inappropriatejustify
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less ext.reme and punitive intervention porocedures. The­
reverse, however. does not necessarily hold. Extremely unde­
sirable behaviors do not necessarily justify an aversive pro­
cedure. Considerations o£ illDediacy 3nd-urgeocy nct-withstand­
~. if nonpunitive procedures ~ork for one set of behaviors
(the mildly unacceptable), then they should be ~ffective for
another set (the highly unacceptable). Given t.wo or more
equally effective- procedures from which to choose to contco.l
an undesLrable behavior, th.en the least restrictive procedure
should be used.

The following represents oDe atle t at j~stifying diff.erent
leve sores c'tctLveness as a fun-ction of the undesirability
of th.e behavior to be IDa-dified, assuming that all the other
standards in this document have be-en met:
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Procedures

Category !.~

TECHNICAL NOTES

Examples of Maladaptive
Behaviors

Category A:

•

'0'::" ~EQ'~ ~c>ci- .... ...,,,,"-1...
ECc~\.~~ ~le:t ~~ .-~... 'J

--n.. ~'o _~ Ie- ~t.~ ~--:.

<",-~b _. ~~. '"1l~. ~,--lc..,Q\

~12 1"-Ol"'"-~ _~. <:ho~S ~
;",~t-k

Extlnc~ion - except wh~n used
as a ~art ot a dIfferential
reinforcement program.

Withdrawal of social contact.
Contingent observatIon.
NegatIve reinforcement (client-

initiated).

Category :U

Educational fines.
Fines.
Exclusion timeout.

Category .3-:-

Contingent Meals.
Seclusion t Lmeout.
Overcorrect ion.
Harmless bad smells or tastes.

Category 4:

Contingent slapping.
Response contin~ent electrical

stlmul<3:tion.

-52-

Incorrect.
Persistent incorrect ..
Inattention.
Out of seat/elopement.

Category B:

Public mastu~batlon.

B1z:arre speech.
Stereotype behavior.
Tant rU!'ls.

Category £:

Adult aggression.
Peer aggression.
Self-induced seizures.
Self-induced vomi~lng/ruminatiQn.

Pica.
Mild self-injury.

Category .£:

n~ngerous destructiveness.
Violent aggression.
Severe self-injury.
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In order tQl meet the standards to which these notes apply,
ordinarily one must arrange for the follo .....ing:

a. Prior to the application of any member of Category 1, the
client must have been subjected to programs of positive
reinforcement contingent upon appropriate benavior which
have been detailed in the client's cbart.

Aversive prOlcedures in this -category may be used to -con­
trol behavior of any severity.

b. Prior to the implementation of aversive prograllls of
Category 2, a tok.en econ-o..y and/or differential rein­
forcement programs should have been attelillpted, and pro­
grams in Category I sbould have be-eil attelllpted which
have been detailed in the client's chart. Aversive
procedures in t.his category could be used to control
behavior from any category subject to restrictions
here-in.

c. Prior to the implementation of programs of aversives in
Categories 2, 3, or 4. the client's par-ents, legal
guardian, or surrogate must bave been given notice and
granted their informed consent to the use of t.hese- pro­
cedures. in ~ritiog.

d. It is appropriate to design pr-ograliS for a specific pre­
cursor of a response which appear.s earlier in a behav­
ioral chain Qnly if baselille obser-vations have estab­
lished that it is usually followed by a maladaptive
behavior and -only if this earlier response itself is
ma lad3pti ve.
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J~ Specific baseline cbse~atlGns and recording of t~e target 3.
behavio~ should/shall be taken in sufficient detail to provide
an objective measure of the undesired response before inter­
vention and to provide relevant information to carry out a
functional analysts before an aversive interventIon is used.
Systematic baseline observations are typically omitted. hcwever.
when an undesired target behavior is life-threatening, or
threate~ t~e physical well-being of others. or ~hen serious
p~operty destruction has occurred.

•

TECHNICAL. NOTRS

Categories 3-4

Remember the principle of least restrictive alternative
and the need for greater due process as you intervene
more heavily into another person's life.

Aversive programs !n Categories 3 and ~ a~e usually con­
sidered highly ave~ive by the client. are easily subject
to abuse. a"~ have the additional concern of social
stigma re~ardle$s of their procedural value.

In order to meet these 5ta~dard9 the protectio~s. evalua­
tion~ and review processes both vithin your facility and
outside of it must be stringent.

At a minimum. we would state:

e. Before implementLn~ aversive programs in Category 1.
interventions from C~tegories 1 and 2 and ~ifferentfal

reinforcement program~ and/or token economy should have
been .attempted ..

Baseline observations can be t~ken in one or more situations,
in one of at least three different vays. (a) The observer
may be present in the situation, but Ignoring target behav­
ior-s (the use of "ignore" msy itself be considered an inter­
vention). (b) The observer may sImply record the target
behavior and treat the cllent as was done previously {in the
case of clients who have b€en in the facilIty for at least
three weeks prior to selectIon of the particular- target
behavior}. (d The observer may not be present In the situa­
tion ~lth th~ cll€nt~ b~t covertly observing (e~g., with the
use of videotar~ cr one-way mirror). Baseline observatIon is
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4. Individuals with maladaptive or problem behaviors that are to
be modified viII have a written program plan Which lncludes
provisions: {a} to teach the individual the circumstances
under ~ich the behaviors can be eXhibited appropriately to
shape the behaviors into more appropriate expressions; or {b)
to replace the behaviors with those that are adaptive and
approprIate.

5. Each plan (program) to modify benavior for an individual will
specify in writing:

a. The targeted behavIor stated in objectIve and quantifiable
te:rms.

•

TECHNICAL NOTES

typically omitted ~hen an undesirable target behavior is life­
threatening or thre3tens the well-beIng of oth€t's. These
cases may be either severe self-injury. such as head hanging
of severe Int€nsity, or violent ag~ression which risks the
well-being of othe~ clients.

4. For example, it is usually simpler. and of course more
legally and ethically sound. to teach someone t~e appropriate
setting where masturbation O~ self-stimulatIon can occur than
to attempt the ne~r impossible task of eliminating these
behaviors.

3. Objective criteria should be employed in the definition
and measurement of all target behavior. In the presenta­
tion of g~idelines for o~jectlfication, It is necessary
to divide target behavior according to the types of goals
t~at foster t~em. Programs employing aversive procedures
must de~onstrate that these interventiQns occur within an
indivirluallzed program that has both short- and long-term
goals and are the Ie~st restrictive alternatives avail­
able.

h. Reli~bllity of measurement Is the c~rnerstone of this
objectivity. The supervLsor/consultant should e~tabllsh

the rell~brlity of the behavior teehnician's observations
prior to or early in the baseline observatlnn (1) for
each nev target heh~vior. (2) for each type of measure­
ment Rystem, anrl {}) In each rrew situatIon for each
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b. The behavioral objective or goal of the program. including
thif'! time frallle.

c. The operational description of the behavioral method.

d. The schedule for use of the llethod.

e. The data to be collected and the means teo asses"S progress
t.o-ward the obj eetives .

f. The control or probe te-cbniques to detemine the necessity
of continuing intervention.

g. The conditions under wbi<b this specific plan (program) is
cbanged or modified.

•

TECHNICAL NOTES

client. This may be done by initial training sessions
for each new behavior. Reliability of measurement is
accomplished through parallel but independent observation
of the behavior by the supervisor/consult~ntand the
tecbnician. ea-cb using the desniption of the behavior
as written. Adequate reliability sbould be used as a
guide to refining and qualifying the criterion used by
the- technician. At least one random spot c:-heck should
follow this initial assessment. Beha.viors which have a
very low rale of occurrence ma.y be exc-eptf"d, but the
supervisor/consultant remaiBS responsible for such
exceptions. The assess-nent sessions and substitute
con~ultations (re~ low rate behaviors) should be docu­
!JIented and made a part of tbe client'.s penanent record.
Adequate reliability sbould be obtained witbout feed-
back during its assess~ent. These procedures should be
documented in the client's chart.
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h. !be person(s) responsible for the plan (program).

6~ The behavioral program supervisor for the service or
facility should/shall participate in the development of
the individualized plan.

1. Any A!t that clearly affects the health Qf the individual
requires participation of appropriate medical or other
bealt~ professionals on the multidisciplinary tea~ and
regular review process.

8. Systeaatic Tlmeout~ referring to the removal of an individual
frOB a Bltuation~ occu~s only during the behavioral program
for no longer than an hour in extraordinary cases. and under
direct observation of persons conducting t~e program.
Systematic t1neaut Is used only 3S an integral part of an
individualized program that leads to a less restrictive
way of managing, and ultimately to the e11minati3n of the
behaviors for which the tech.nique is employed.

If an individual exhibits behavior or experiences conditions
tbat are a hazard to his/her health and safety, the use of
systematic timeout requires continual visual observation and
a physical situation that allows immediate access.

9. Food. When food is provided or withheld as part of a
behavior management program, itg effect on nutrition and
dental status is considered.

•

TECHNICAL NOTES

7. Similarly, one should always consider whethe~ there Is a
~dical problem causing or even magnifying the present prob­
lem. For exa~ple~ an individual wit~ an itchy rash may act
ou~ causing disruption to your progra~ when a salve mdght
prev~nt the problem.

De!Init10n

~eclusion Is defined as the placement of an individual in a
Toom or other area from which egress Is prevented. and the
individual cannot be observed by any staff member, except
when the client is under observation as part of a systematic
timeout program that meets all explicable standards.
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a. FDods that »41 be deleterious to health are not used
as rewards unless it is documented that a:lternat he
rewards have been tried without success. Questions
as to what foods may be delete~lous to health are to
be answered by an appropriate health professl~nal.

b. Behavior'" management programs do not oE!1Ilploy. -or result
In~ denial of a nutritionally adequate diet.

[O~ Whenever restraint devices or behavior control drugs are
e.ployed to suppress maladaptive or prDbl~ behaviors. the
individual IS record will document the fact that less
restrictive methods of modifying or replacing the
behavior. including ABI, nave been systematically
t~ied and have been demonstrated to be Ineffectlve~

If suffIcient cause exists for not trying alternatlves~

these reasons will be doeumented.

•

TECHNICAL NOTES

10. tmergencr Procedures-Restraint

Def Inl t ic:m

Restraint refers to any means employed to prevent a behavior
from occur-rlng.

Restraints are only permissible unrler circumstances in which
the supervisor feels tha~ they are absolutely necessary ~o

prot€ct the cltent from injury to himself or othe~s. Client
behavIors re~uiring emergency restraint might include severe
self-abuse or aggression.

Restraint is not treatment and should not be us€d as such.
Restraint should only be a temparary measure to prevent injury
while an appropriate treatment intervention is planned by the
supervisor and staff. The follOWing safeguards are designed
to prevent inappropriate use of restralnt~~

a. Restralnt~ viiI be allowed only when the clientts benav­
inr poses an immediate threat to the safety of himself
and/or otl1en.
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b. Restr~int~ will nrdinarily not continue for a perIod
exceeding two days. This ~l~e wilt allow for the design­
ing and irnplementa~ion of appropriate treatment proce­
dures~ F.xception: well ~etalJed programs for slowly
decreasing the amount of restraInts. Such programs would
not exceed ten days ~ith~ut special waiver from the
appropriate review committee. ~ysical restraints
should be checked at least once every 30 minutes by
the behavior technIcian.

c. ~estr~!nt of any kind shall not be used as punishment,
for the convenience of the staff~ or as a substitute ror
adequate programming and shall ~ot cause harm or i~jury
to the cUe"t.

•

11~ Except When used as a timeout devlee, in accordance with
applicable ABI standards, physical restraint Is employed
o~ly when absolutely necessary to protect the individual
from injury to himself or herself ~r to others. and restraint
1s not employed as punishment, for the convenience of staff~
or as a substitute for program~

12. Physical restraint 1s used only as an integral part of a~
indivIdual program or educational plan by a multidisciplinary
team to lead to a less restrictive way of man~ging. and
ultimately to the elimInation of~ the behavior for ~ich
the restraint is applied.

13. Medication (chemical restraint) is not ~ed as punish~ent.
for the convenience of staff, as a substitute for a pregram~
or in quantities that interfere with an individual's devel­
opmental prog~am.

11. Where restraint has been ideotffled as a potentIal positive
reinforcing event. it may be used as ~art of a positive pro­
gr~m to de~rease undesired responding. Such a ~rogra~ should
be treated in terms of approval and review as if it were a
Category 3 interventLon.
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]4. Drugs used for behavior <:ontr-ol are utilized as an integral
part of an individual progra'll, or educational plan desitoed
by a ClUltidiscipliDary team, to lead tOo a less restrictive
way of llanaging. and ultiaately to the -elimination of. the
behavior for which the drug.s are e.ployed.

•
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PAgT r
SECIIOH II

l:erVIoo.~L P~OTECTIO!lS

• •

!'be t-edutololY of beJaavio-r -.dificatioa. iD.volvi:n.c the control of huIIan behavior has raised IaaIIJ
COIlStitutional aDd ethical isalles recanting the rights aDd treataent of individuals. Ifonetheless.
t.hese ,guidelines provide the basic- policies and procedures to safeguard the individual rights.

This Section i:l presented iD two parts: A. Individual Rights. B. Due Pro-cess.
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A. IND Iy !DUAl RJ GHTS

STAIIDARDS
TECHNICAL NOTES

1. All individuals (iocluding the parent or surrogate who can
act in behalf of the individual) who nay benefit from an
avers-ive bebavior iotervention have the right:

a. To be ideDtified and assessed to determine their need.

b. To adequate and nondiscri.inatory assessment~ either by
the service or facility. or by an independent outside
agency.

c. To participate when appropriate as outlined in these
guidelines in the development of the written indiVidual­
ized educatioD or program plan that implements ABl.

To insure maxi.WI involvement in programs for- persons who
are nonbandicapped.

d. To have their- parent(s) participate in the development of
the individualized prograa plan as approp~iate to legal
status.

I:l fh #" c
To the provisions for the leas~erfectivealtern~tives for
ABI procedures.

f.

e.

g. To the 'Ilaiotenan.ce of confident.iality of information.

h. To have ac-cess to all their own records when legal require­
ments: are lltet, and for parents to have access to the indi­
vidual' 5 record when acting legi!l11y in thei.r behalf.

L To have the written individualized plan implelllent-ed as soon
as possible.
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j. To bave competent and qualified personnel implemellt and
aonitor the "'ritten individualized plan.

k. To be fully inforlled about the purposes, actions. and
outca.es of the ABI.

1. To have procedural ufeguar-ds and protections in the deler­
.ination of the selection and implementation of AB[.

III. PeriCKIic revieW" by staff of progress toward the goals aDd
object.ives in the individualized plan.

o. To nave par-ent or self·give inforl'lled consent when a S-erviOCE
01" facility proposes to initiate or change the identifica­
tion, assesslllent t or AR! for the individual when age
requirement is DIet and when appropriate.

All agencies shall notify persons of these rights.

•

TECHNICAL NOTES

n. "The keynot.e to any intrusion on the body of ill person
must be full, adequate 1 informed consent." Kailllio"'itz V.
Department of Mental Health (42C U.S. Law Week 2C63).

Since due process i£ not a static thing, it cannot be
described pre-ci£ely or in unchanging tenls. This- is
pa~ticuLlrly t.rue with regard to the use of behavioral
procedures. The state of the art changes. I1ininum
acceptable standards ,grow with the development of
I roved bebavloral strategies and techniques. A
restrictive ·01" aversive In er Ion at fIIlght well have
been irrepn>achable at one point in time, can be -evalu­
ated two years to two months later as violating an indi­
vidual's right to substantive due process because it no
longer provides the least res.trictive alternative. Why?
Becaus.e a new medication, oCr a new instructional design,
0[" .a new nUlritional app["oach to the target behcwioC[" has
supplie<! .an alternative that i!> less l".estrictive.
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The primary purp~se of the due process guidelines is t~

ensure provision of substantive due process to each per­
son with ~hol'D behaviord interventions are employed.
Since the standards defining what subst~ntive due process
is are growing, these gUidelines must be flexible eno-usb
to allow fOT evoti'tion.

The following components a~e required to safeguard the
rights of the special needs (If the imii"idual before
there can be informed consent.

•

(1) The-r-e must be a precise description of the behav­
ioral intl"rveQtTgn or tbe program. of interventions
to be used. The description and explanation lDust he
in terms and in a language readily understood by the
individual C>T his family or representative.

(2) Th.ere must be an explanation (Iof why this prograll o-f
aversives fits into the plan for articular
individual~astrestrictive alternative. he
test of 'Whether the explanahon saiLsbes due pro­
cess ... "should be that aversive therapy might be
used where other therapy has not worked.; where it
can be administered to save the indiVidual from
iromeaiate and ~ontinuing seLf-injury; where it
all~ws freedom [rom physical restrai~ts which would
-othen.rise be continued; vhen it can be administered
for only a few sh<lrt instances; when it allows free­
dom from physical restraints ~hicb would otherwise
be continued. and when its goal is to make other
nOll-aversive therapy possible." Martin, Reed. Legal
~nal}E..'!~ to Behavior: t'.-o_difi_~~i~!t: !!~nds in
S.d,1'2..t'].,:. Corrections, and ~l-erlt.al !!!"alth. (1915-)

-64-



• •

STANDARDS TECHNICAL NOTES

(J) "description of refereen! .. lternatjye§ must be pro­
vided, including .Q9th other aversive procedures and
nonaversive programs -where possIble. . -

(4) A justification 0-£ th~ purpose and rationale for the
proposed program of interventions must be given and
fully explained.

(5) Risks. side effects. 01: sp!"'c-ial precautions must
be set out.

(6) Procedures for documentation must be detailed and
baseline data given.

(7) The specific b-ehavior to be extinguished or lIlodi­
fied must be described and the corr-elation between
its incidence aDd situational or IlIOtivational cues
explained to the best of the treatment or educa­
tion staff's ability.

(8) The certification of a ph sician must be presented
to the ef ect tbat bis examinat10D 0 t e ID lV1 ual
reveals 00 medical cause for the beh.av10r to be
extinguished that would make the behaV1ore1ther
subject t~ amelioration by medical care ana treat~

ment or impossible to eradj rate -without endangering
'"(fie health of the individuaL

(9) The time sequence of expected results must be set
out.
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(10) The d cumentatioe of a ~er review committEe tbat
they are reviewing the use -of A r in t e con ex of
other affirmative prograllBling in the settl.ng mus~
be available. The names and qualifications of
those serving on this cQlNlittee must be supplied
to the persons giving consent and an opportunity
for dis'CussioD and questioning madf" available.

(11) The person or persons giving consent Dust be advised
of their right t<.t refuse ("(lDSent without penalty
cC:lontin;gent on their refusal, their right to withdraw
CO[lsent at any time. and the means for doing this.

(12) Provision should be ~ade in the agency's written
policy or procedures for a behavioral element toO
the informed consent process used. This behavioral
element. llIu:!';t provide e-vidence that the persons giv­
ing consent to use of beb~viocal pr~cedures under­
stand that for wbich they have given ccmsent. The
means used must be appropri~te to the person giving
consent. The behavioral element could consLst of a
post consent questionnaire.

•

0. To be informed of all rights- and due process: procedures
available to them. including the dght to refu:!';e service.

p. To challenge the decisions and actions of a progran which
are related to the individual's rights and protectLons.
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STANDARDS -CTE",C",HN=[",C"A"L~N",O",T"E"S,--- _

1. PIoc:ed,ues have been established to prevUe an organh-ed
method for resolving differences and assoring the protection
of the Individual's rLghts.

1. Issues most co~nl~ requiring review include due process
relative to the Inte~entlon. Questions of professional or
ethical judgment, appropriateness, ~. intervention
need, and relevance.-

l'~s

2. Due proceSSvfrOCedure~ should/shall be establisbed in
accordanceth regulations to guarantee fair treatment
and protect the rights of the individual.

2. Appeals may be made by the client, parent, or parent surro­
ga~e~ staff, advocate, menber of the public, administrator,
monItoring hoard. or review structure.

3. An individual. 8 parent, or an agency may Initiate a hearing
~fore a fair hearing panel about any decision regarding. and
resulting from:

3. E.g •• required~ hearinss currently outlined in STlE.

·'A fair hearing must assure the complainant certain basic due
process of law. There are several such procedures ~hat are
required of providers of services. The Lanterman Act, Welfare
and Institutions Code Sections 410C-4125, establishes procedures
for providers of state funded care to developmentally disabled
persons. FaIr Hearing procedures for educational providers
are outlined in PL 94-1~2 and 45 crR 121a 506-510, CalifornIa
Education Code Sections 5&341-56341.4 and California Adminis­
trative Code Title ~ Section~ 3124 and 3160-1170.

nAs an e~arnple. the required procedures for education related
hearings are as follows:"

3. The parent and/or Individual l s appeal.

b. The attempted resolution at the local administratIve
leveL

c. The lOCAl falr hearing before a panel of experts.

d. The state review by an Appeal Review OffIcer.
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STANDARDS

•

TECH:iICI\L NOTES

Before the parent and/or individual's appeal gets to the
third level (local fair bearing panel), it is essential that
the local top administr<ltor or de:s-igne~ review the- reason:s
for the appeal with the parent and/or individual and attempt
to resolve (or negotiate) the problelD area.

In order to guarantee that all parties are ensured thalt an
impartial. unbiased decision is ma.de relative to an appeal.
the following shall be adhered to:

3. Any party to a bearing has the right to=

(1) Ele accompanied and advised by couns!"l and by
individuals 'With 'Special knowledge or training with
respec:t t() the problem of the handicapped individ­
ual.

(2) Present evidence and confront. cross-examine, and
compel tbe attendance of witnesses.

(3) Prohibit the introduction of any evidence at the
hearing that has not been disclosed to that party
before the hearing.

(4) Obtain a written or -electronic verbatim rec<lrd of
the hearing.

(5) Obtain vritten findings of fact and decisions.
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STANDARDS TECHNICAL NOTES

(6) Parents invOolved in hearings must he given the right
t(J :

(a) Have the individual who is the subject of tbe
hea f" Lng p r:ese-nt.

(b) Open the bearing to the pub lie.

b. Hearings shall be conducted in the Englisb: language~ when
the primary language of a party to a hearing is other
than English. an interpreter shall be p:r3vided 'OIho is
competent in the required language_

c The <lgene:; sball inform the parent or individual of any
free or lo~-~ost legal and other relevant services avail­
able in the geographical area. upon initiation of hearing
procedures, or when the parent/individual reqDests sucb
information.

d. The decision and related materials submitted to the C~·

plainant shall be in English. and wher:e appropriate, also
in the complainant's primary language.

e. Wdttif'1l notice of the right and explanation of the
procedure for requesting a review of the hearing at the
s.tate level shall be included with the complainant's
copy of the panel's decision.
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a. The identification of the individual's need for aversive
behavior intervention.

b. The individual's assessment.

c. Tbe implement~ti~n of the individualized plan.

d. The deni1l1, placement, transfer, or termin~tioo of the
individual in a pr~gr-<!Im on the basis of the behavior
pr~blem.

•

TECHNICAL NOTE.S

!! an ~l:. [!~aches the state level~ the followin8 shall be
adhered to:

The state agency sball conduct an impartial review of the
hearing. The official conducting the re-view shall:

a. £xa.ine t~e entire hearing record.

b. Ensur~ that the procedure5 of the hearing were con­
sistent with due process.

c. Seek additional eviden-ce as nece-ssary.

d. Afford the parties an opportunity for oral or written
argument ~ or both. at the discrE"tion of the reviewing
officel'" .

E'. Make an independent decision GR completion of the review
and give a copy of the 'Written findings and the decision
to the part ies.

f. The decision made by the reviewing offidaL is final,
unless a party initiates civil~ction.

-' c.• .:..... •..;.c..
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STANDARDS

e. The 1ndividual'g sItuation program is unnecessa~11y

restrictive.

f. The alleged denial of individual's rights.

When aD 8V~rsfye behavior intervention becomes very restrictive
Ed intrusiye. upog the Jgdhi,'nAL augmented due process p['"o­
cedures to a rove ev and evaluate should be establIshed
to guarantee the protectlnn of the in Lvi ua •

4.

•

TECHNICAL NOTES

In simpler terms. due process 1s simIlar to a balance scale.
The heavier the interference In ttte erson's iIEe, throu h an

Et restra n e icat on or separatIon from ~eers~ the
Arester need for due process sa egnar s a a: In n mum. ~e
Instance5 of Category 4 interventions are employed? prior
notIfication of the Internal revlev committees esfablisned
6y the programlfaciHty is r-egulr:e:::i. ERe hoVieO commIttees
must evaluate the situation within one week of the prior
notIce of the use of a Category 4 ABI.
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PART I

SECTION III

•

REVIEW AN!) EVAlIJATlotl PROCEDURES
£qal .aad ethi-c.al cOuident:.i.oaa lAke i"t Uiperative that the rights of iDdividads he: prot.erted aad
that adequate :nfeauarU be eatablisbed to ensure that the devel~ot of individuals will ute place
ia the ceater of a cOIIpassiooate. challengiaS t and no;raalizing envir-o~nt. It is" therefore, of
areat iJIportaD.ce that. AlII and the -effect o-f these procedures on individuals are re,gular1y ex.a.ined
aad evaluated.

1'hese roideli.Des provide for four levels of rsyiew and evaluati-on. .Each level is iadependeut. of the
otller, iII.owever, ~adt level win contribute- iDfontatiOQ of value to the total service syste-.
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A. I EVEL O~E - frlDIVIDliAI EVIIIIJATIGII

STANDARDS

1. The purpose for continuous and frequent e~amlnatlon and
evaluation of the Individualized progra~ for aversive
behavior Interventions is to assure that:

a. Comprehensive assess.ent of the individual's behavior has
been c&up-lEtetl 2M tiltget bebaviors have been defined.

b. Effective proeedures have been selected to bring about
desIred behavior change.

t=. Specific and frequent meas.. rements are recorded of the
lndividual's behavior.

d. A review process is establi~hed to examine data collected
on each indhldual.

2. lhe review and evaluation of the indlvldual t s development and
progress should include:

a. A review of the daily collection of datB by Lne direct
service staff.-----

b. Periodic reviews of the dat3 summaries by the multidis­
ciplinary ifilm

c. A written report which includes:

(1) The results of specific mea~urements of the indi­
vidualts development and ~~og~ess.

{2} The effect of the methods and technIques nsed In the
ABI program.

TECI-lNICAL NOTES

When ARI is reeommended for individuals 1n 3 care or educational
facility, there must he a responsible person designated in the
facIlity to monitor all the procedures to be carried out In the
determination of the need for the ABI~ for planning and develop­
ing the IPP. for the Implement~tlonof the ARI. and lor the
evaluation of the effect of the ARI.

This responsible person represents the first level of the review
and evaluatIon process. this person must evaluate the quality
and com lete"ess of the procedures required in the use of KBI
or every individual in the raci ty. son 5 not the

responsibLe admini~trator of the facility, this does not relieve
the administrator of t~e responsibility for-maintaining the
appropriate program standards for personnel to use wnen ABle are
recommended and used for individuals. Therefore~ the respanstble
adminlstrator must set up the monitoring s stem to evaluate the
qua tty and camp eteness 0 t e ent re process to provide AB •

There must be a frequent report made to the responsible adminis­
trator if oth~r pers~ns are monitoring the process.

The emphasis on this level of evaluation and review is that the
responsible administrator must perform the first phase of monitor­
ing the procedures which are carried out for each individual.

"Before a facility starts to use AB[ procedures. an tta!'jenc.t l

committee must review the c~petency of the facLlity to foLlow
these guidelines and appr-ove the programs. The "agency·' commit­
tee Ls '.i.§,ttJhlLsbed by eac'h state ap;e:n.cy havin~ responSibility
for the faclltty and must be composed of person.s knowledge~ble

of these guidellne~ and theLr use.
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STANDARDS

(3) The proiEiress of the individual tIQw31:d achievelDe-nt of
the goals annhol:t-t-ertD objectives spec-ified 1Q the
M! progrllJ!l.

(4) "Rec~ndations for specific program changes or
continuation.

•
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STANDARDS

B,

•

I [VEL IUD - WrERH,~L PROGR~'1 mIIlATlQ'1

TECHNICAL NOTES

•

1~ The purpose of internal pr~gra8 evaluation is to assure that~

4. The aversive behavior intervention tec.hniques employed
are the least restrictive aad the most effective
procedures.

b. The rights nf individuals ate proteeted.

e. Legal and/or regulatory Tequireaents have been met.

d. There 18 evidence of planning for program iNprovement.

e. There is appropriate personnel assigned to implement an
evaluation plan.

2. Each :aervice -or facl11ty shCllll/should develop and carry out
a program evaluation plan to include the following:

a. The provision for program evaluation to be completed at
least annually.

~. A review of the adequacy of assessments to assure
adherence to the least rest~ictive, effective behavioral
procedures.

c. A review of the effectlvenes8 of the ARI implementation
procedures as outlined in the individualized education pro­
gram or individual program.

d. A review of the effectLveneS8 of pe~sonnel to carry out tne
prescribed procedures. including the ratIo of service staff
to thE individual.

The second level of evaluation or ~evie~ of a prngram in a facility
vnich uses ABI req~fres that personnel intensively review and
examine the procedures and processes for delivering ABls.

Yhereas. the first level re uires almost a daily examination of
the processes an proce ores being used or nus. this
second level of review requires that all the data collected for
each indiviJual will be aggregated and compiled to show the quality
and effectiveness of'the total program.

Data gathering procedures will have to be anticipated and proce­
dures designed to collect. compile. and retrieve informat1on.
Personnel in t~e facility will have to be assigned to earry out
the program evaluation plan which sho~ld be completed at least
annually. If personnel a~e not available in the facility to
carry out rrog~am evaluation activities, the facility should con­
tract witn outside persons to complete this phase of the review
precess.

Facilities have the option to establish independent review struc­
tures through the utilization of a.peer_~_eview committee andlor a
human rights committee. These committees can perform valuable
review and consultative services to a facility.
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STANDARDS

e. A review of progress toward achievemeot of tile goals and
objectives by all iDdividuals in tbe program.

f. Utilization of .II .ultidisciplinary evaluation tea..
ca.posed of .-..ben of the local program.

g. A written report that is available for publi'C" access.
"" "-----,",-.. -.-.

b. Procedures for the evaluation results to be utilized by
progra IUDage-.erlt to uke necessary progra. changes.

i. There shall be specifi<: pro-gra. option to establish either
Dr both of two independent review structures for the
process of internal progra. evaluation.

OJ A pefl'r f'eview ca.littee lNy be established r"rhich can
pro'?ide review and advice regarding technology and
procedures,. personnel qualifications ~ and otber pro­
gra. related perfora3oce factors. This committee
sball pr-i.arily be a pr-ofessional standards body f.or
tbe progra. or facility.

(2) A huaan rights c<llJlllittee may be established to review
and monitor h~D right5 and civil safeguards for the
program or facility aDd shall include consumers and
community representatives.

•
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c.

STANDARDS

LEVEL THREE

•

EXTB'IN gEm'! MID mol UfITlO'[ BY 3EGION41 IEP!lS

TECHNICAL NOTES

•

14 The purpose of the e~ternal review and evaluation by regional
teams Is to assure that an Independent team will evalua~e the
aversive behavior interventIons used In California services
facilities, The regional review team should:

a. Dete~fne the adequacy or program prDcedural safeguards.

b. Evaluate ptofesstoftal quality and progra~ nethodolo&y.

c. Detetmine tbe technical adequacy of aversive behavior
Interventl~n programs.

The first and seeond levels of this revIew process require.
procedures and personnel within the facility to perform the first
line of program monitoring and revle~. The quality and complete­
ne~s of the p~ocedures and processes b~ing used by a facility
should be known to the responsible administrator of the facility.
Altho~gh there may not be common agreement among administr8tor5
of faclli~t~s as to what constltutes an adequate or effective pro­
g~~m. the procedur~s and processes outlined in these guidelines
s~ali/shouid be followed In facilities where ABIs are Ug~. These
guidelines should bring some consistency and quality t~ the prac­
tice of providing ABI to individuals.

d.

e.

r.

Approve seve~ely restrictive aversIve interventIons prIor
J~·1hElr_rnrtiatlonunless such-_~_r2Yal has been.~tained
from the level II cQmmlttee.

Heet at least quarterly to review programs within a jurls­
dictiDnal region.

Be composed of persons who encompass demonstrated and
recognized competenee in:

{I) Planning, programming. and implementing AR[ and
a1 ternatlve.s.

The third level of the reviev and evalu~tlon process requires the
use of e~ternal teams which should be established to serve speci­
fied regions. These teams should/shall schedule ~egular (at least
annu~lly) on-site reviews of prograns using ABI for !ndivlduals~
These teams should be composed of persons representing multidis­
ci~linary baekgrounds~ and should have multlagen~y representation.

The "agency" c01IRIlittees which have approved ABI programs shall
provide the regional teams with the list of facilities which have
been approved and provided the name of a contact person at each
facility.

(2) Administration of programs using behavioral proce­
dures aDd alternatives.

(J) Program evaluation.

(4) Developmental and educational programming.

~.~;l-4"L (5) Legal advQcacy.

g. Prepare written rerQfts and utili~e other lines of
communlc~tion for interaction ~ith the local service or

The regional team{s) should/shall:

1. Review and evaluate all programs ~fch provide ASI.

2. Review the Individual and program evaluatIon procedures
described under level one and two of this document.

3. Hake on-sIte ~islts.

4~ Revi~~ the appeal procedures available to in~lvidual~ Ln the
facility and revIew the type of appeals Which were made.
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STANDARDS

faeil1ty~ state review committee, and the various ~tate

Depart~nts of Health and Edueation.

h. Recommend modification of state guLdellnes and standards
annually to state review committee.

•

TECHNICAL NOTES

5. "Prepare written report for the facility. fhe state "agencytl
committee. and state reviev committee.

6. Make recommendations for program changes as may be neeessary~

7~ ComMUnicate to the state review e~ittee recommendations for
changes to these guidelines.
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D. ~~ - £:(T&RNM. ~!!.~ REVIEW COMMITTEE

STANDAkDS TECHNICAL NOTES

•

l~ The state review cammittee shall be composed of per~ons

jointly appointed by lhe Depar(~nt8 of Education. Social.
Developmeotal~ and Health Service6 which should have the
responsibility for approving and monitoring programs -whicb
.employ aversi....e inte.rventions. The state review committee
should:

a. Review and amend guidelines end standards for ADl
b1annuall..y.

b. Review evaluation reports submitted by regional review
teams ae.~annually~

e. Hold public meetings fo~ consumers and prOViders to be
determined by 1t6 policy advisory needs.

d. Recommend the establishment of 10cai/reglQuai review
teams.

e. Monitor the t'evlelr1 and eY.alu~tion pro'Cedures 'of the locall
regional review tea~.

£. Review appeals of dec18ione by local/regional revi~ teams•

.8. ....ssure. enfor-eement of the guidelines for ABI.

h. Advise Lieensing aQd Certification wn1~h facilities under
the Departments of Social, Develop~ental, and Health
Servi~es jurisdiction are to be granted a special permit to
utUhe ....»1.

-19-

A state :revLe.... committee should/shall be estabU.s-hed to perform.
fun.ct ions 'WhLch will have etatewi~e impact: on the use of ABI pro­
cedures. tt should receive much data and info~tioQ from the
p~eced1ng level. of reY1ew and evaluation in ~rder to effe~t

changes to the luldelinea, to determine need fOT legialative
action, to recommend improved procedurea~

The state review ~ommlttee ahall be available to investigate
serious charges of noncompliance brought by • regional tead.

~
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STANDARDS

1. Effect.a liaison between tbe scientific cODIUDity and
the providers~ constituency. including summarizing state
-of the art developments biannua 11y.

•
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PM! l

smlOu IV
PERSOU~EI RESPQ8SIEILITIES ~~ quAlIFICATIONS

Pl'ograas utilizinl avenive behavior int-erve-ntiOil. (AlII) shall/should have tbe following personnel
responsible for the delivery of s.ervices:- behaVioral progr~ (clinical) sup-ervisor,* direct. service
staff_ and direct service assistaats. The behaVioral (clinical) supervisor and direct services staff
aball/sbould be aaodatory for i.IIpleentatioa of ABI Pt"Olulis.

* SllpervisoE' fuactio.ns, io SOlIe- instances ~ uy ~ peE:fo~d by a consultant.
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RESPONSIBILITIES

•

A. CEIIAV 1O~!l1 PROGRAf1 (CLI!lI CAll SUptgV [SUR

qUALIFICATIONS COMPETENCIES

•

1. The legal, social, educational. and
psychological well-being of all persons
~o. by necessity (as outlined in
these guidelines). require aversive
behavior intervention.

2. The personal supervIsion and ~alua­

tion of assigned service staff and
assistants in the performance of ARI.

3. The quality of records which .ant tor
the AB[ pro&ram and its measurable
effeets upon the in~lvidual.

4. The -designing and implementatlon and
quality control of all ABI programming.

5. Ute ilIIp-Ie-lllenta tion of review lIroce­
dures for individual programming.

6. The provision and assurance of communi­
cation cbannels tnat allow any staff
.ember to report. in WTiting~ observed
misuses of AB[ to the appropriate review
8uthority~ without penalty to the staff
lWE'mber ..

7. The preparation of written reports of
any misuse of ABI to the appropriate
review authQrity.

1. A behaviorally traIned Ph.D~ or a person
with equivalent professional competencies
traIned in an institution of higher learn­
ing with a reco~nized curriculum in hehav­
ioral technology.

2.. An extensive background and practical
experience in t~e application of behav­
i~ral procedures ..

3. Has had direct experience with the kinds
of populations wit~ Which the present
service i6 concerned.

~. Able to provide documented experience
and deeonstrate competency in at leRst
the following areas of expertise: appll­
catiQn Qf behavior modification theory
and technique~~ ethical and legal factors~

and supervisory skills.

-82-

1. Application of behavior modification:

a. Identifies target behavior in rela­
tion to antecedents and consequences.

b. Conducts reliable measurement of
targeted behavior~

c. Carrles out a trauble-shooting pro­
gram to evaluate effectiveness of
procedures ..

d. Lists the essential stages in deSign­
ing and conducting behavior change
activities.

e~ Writes a proposal for behavior cnange
progran.

f. Provides a written report of t~e pro­
gram effects.

g. Identifies variables which may con­
tralndicate specific ~rea~ment

procedures.

h. Evaluates the appropriate behavior
modificatIon procedure tG manag~

behavior problems. specifically
([ncludes~ but is not limited to):



•

RESPONSIBILITIES

8. Assu~ance of continuing staff develop­
nent ~elative to procedural t theoretical.
and ethical advances in the field through
in-service training and/or continuing
education opportunitie9~

9. ParticipatLon in re:crult.ent and
selectioa of personnel engaged in ABI
progra-1.ng.

10~ Ability to integrate behavioral pro­
cedures and ASI into an averall program
emphasl~lng normalization and quality
individualized educatton within a
developmental model.

II. Integrate individual and family
interests with progra. priotitLes.

•

QUALIFlCA.TlONS
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j.

•

COMPETENCIES

(1) Extinction.

(2) Tim~out •

(3) Relnfo~cement of incompatible
behaviors.

(4) Graduated guidance.

(5) Restitution.

(& > Restr-alnt.

(1) Noxious noises. SlDells .. etc.

(3) Deprivation of food or wate[".

(9) Slapping or spanking..

(10) Painful s~in stiaulatlon.

(II) Fading out of restrl~tives.

[s familiar with procedures for
arranging contingent rel~tlonships

bet~een targeted responses and con­
sequences which are available in the
natural environnent~

Must be able to devise at least two
alternative treatment procedu~es~
e~ch of the three levels of inter­
vention restrictiveness:-
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RESPONSIBILITIES

•

QUAl.IF1CATIONS

-84-
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COMPET£NClES

k. Can analyze stimulus cont~ol and
other parameters vhichwill maximize
generalization of trea.tment gains of
the individual t s abilities to- a
more DOrGalized settin&.

2. Ethi cal aDd legal issu.es:

a. Can identify the aajor ethical
issues.

b. Demonstrates the iD<:orpo~ationof
ethical standards in program design
implementation. communication. and
evaluation.

c. [dentifies federal and .state laws and
legal precedents as they affect the
conduct of education-treatment
a-ctivities.

d. Is familiar ....ith the ethical issues
of resea~cb with respe<:t to the use
of human subjects.

3. Theoretical issues:

a. Demonstrates familiarity with current
literature on application of 1l0rlaver­
sive and aversive procedures.

b. Is familiar with learning principles
and tile tr:eatll!of"Dt proceedings which
have been -derived hom them.
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RESPONSIBILITIES

•

QUALIFICATIONS
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•

COMPETENCIES

4. Supervisory issues:

a. Demonstrates ability to coordinate
and participate in a MUltidis£ipli­
nary teall.

b. Demonstrates an ability to organize
direct service staff.

t:. Demonstrates an ability to evaluate
the effectiveness of direct service
staff .
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IlESPOIIS lBnITIES

1. 11I.e direc.t iaplementation o-f the ADt
program.

2. 'D1e maintenance of daily records with
sufficient detail to Measure the
effects of ABI on the Indl~ldual~

J. 1111l!: preparation aad subrrlsslon of a
written report of any individual '8
unexpected or unplanned program
outcomes to the person providing
behavioral program supervision.

4. Kalntenanee of regular Rmmary
reports detailing the method and
effects of program implementation
upon the individual"' '6 target beha....­
lors, and any other s1gnificant
observations.

5. The preparation and submission of a
written report of any need for alter-a­
tion of the ABI to the supervisor.

6. The aublllss10n of a written report of
any observed lIIhuse of AD! to the
appropriate review authority.

7. The personal supervision of serviee
assistants:.

•

B, DIRECT SERVICE ST4FF MEt1RER

QUALIFICATIONS

l~ Possess at least a high school diploma
or equivalent.

2. Evidence of continuing education at
college level in area of behavior
modificatIon ..

3. Demonstrate competency 1n application
of behavior modification theory and
techniQues~ knowledge of tne ethical
and legal factors as they apply to the
population.

4. Documented evidenee of past history of
good judgment in ~roviding quality
hull'tan services:.
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RESPONSIBILITIES

1.. Carry out alternative nonaverslve
behavioral procedures ..

2.. r.pleaent ABI as directed.

:3.. Kaf..Dtain repot't8 and records as
directed.

4.. Report 1.0 vriUng any u8t1se of ABI
to the appropriate revie. authority.

s. Report to the beharloral progt'..
superri.lor ad/or direct serv1ee
-staff -.ber.

•

C. DIRECT SE~V ICE ASSlSTA:lIS

QUALIFICATIONS

l~ Possess a htgh school diploma n~ its
equhalent.

2~ Demonstrate interest in and sens.1tivity
to the needs of individuals participating
in the program..

3.. 'Demons:trate good judgment and penonal
stability.
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•

OBJECTIVES OF A TRAINING PACKAGE

1. Participants will identify from a list of possible purposes I the
purposes underlying the formation of the ABI guidelines.

2. Participants will be able to state the scope of application of the
guidelines, with specific reference to the following:

a. Applicable settings.

b. Appropriate target individuals.

c. Identified behaviors to be modified.

d. Types of interventions to be included under the heading ABI.

3. Participants will specify when the guidelines are not applicable with
respect to changing behavior.

4. Participants will state the key underlying philosophical concepts upon
which the guidelines rest.

5. Participants will specify when AB! may be initiated.

6. Participants will list the steps which must be taken before ABI is
initiated.

7. Participants will be able to identify procedural plan requirements.

8. Participants will be able to identify the individual plan requirements.

9. Participants will state who will participate in the multidisciplinary
process.

10. Participants will differentiate between normal and emergency use of
AB!.

11. Participants will establish a policy statement which identifies how
individual rights are to be protected with respect to the right to:

a. A technically sound ABI program.

b. The highest quality AB! program available.

c. Safeguards guaranteeing that all established program procedures
are followed.

d. Confidentiality.

e. Due process.

12. Participants will organize a mock review and evaluation procedure for
individual and internal program evaluation.
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•

13. Participants will state the rationale and expectations for regional
and state review procedures.

14. Participants will identify three exemplary individuals among their
existing staff who could meet the qualifications and competency
requirements of the personnel responsibilities and qualifications
section for the three levels of personnel listed. This task would
be accomplished by completing a chart which provides an opportunity
to state how each individual meets the guideline requirements. (In
the event that qU<;llified individuals are presently not in the employ
of a participant, methods for assessing the competencies to use ABI
are to be identified.)
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Instructions:

The following check lists will provide a means of determining whether you
have met the minimum requirements of the ABI guidelines. These check
lists arc not designed to be all inclusive, but rather to be a reminder
of some of the procedural requirements of the guidelines .
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() c. The staff member(s) who may implement AB!.

1. Do your existing policies include statements which reflect:

a. How ABI is to be used.

b. The staff member(s) who may authorize ABl.

() d. The mechanism for monitoring and controlling the use of ABI.

( )

( )

() e. How ABI is included in, and coordinated with, a total pro-
gram of behavior change.

() f. The need for an established hierarchy of available behavior
change methods which emphasize positive behavior change
approaches.

() g. The need to actively make available the above policy. state-
ments to personnel, the targeted ind~vidual, and the targeted
individual's family.

•

•

•



-92-

() c. The undesirable 10ng- and short-term side effects.

() g. The staff needed to carry out the prccedure.

a. An environment which is not stigmatizing and supports the
desired behavior change.

( )

() d. The condition(s) under which a specific procedure is
contraindicated.

() f. The frequency or how often the procedure should be
implemented.

() b. Alternative strategies for behavior change.

() e. The time needed to complete t~e plan.

2. Have you considered the following. in developing a behavior change
plan?

•

•

•
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() b. Communication.

() f. The targeted behavior.

a. Social interaction.( )

() g. The conditions which contribute to the occur ranee of the
targeted behavior.

() c. Physical development and health.

() d. Cognitive and adaptive status.

() e. Learning style and level.

3. Have you made a thorough multidisciplinary assessment of the individual
prior to initiation of ABI, inclUding measurements of:

•

•

•



4. Does each individual selected to participate in an ABl program have
a written plan which includes:• ( ) a. Provisions to teach the circumstances under which the behav­

ior can be exhibited appropriately.

() b. Methods to shape the behavior into more appropriate expressions.

() c. Procedures to replace the maladaptive behaviors with those
that are adaptive and appropriate.

() d. The targeted behavior stated in objective and quantifiable
terms.

() e. The behavioral objective or goal of the program, including
the time frame.

() f. The operational description of the behavioral method.

() g. The schedule for use of the method.

() h. The data to be collected and the means to assess progress
toward the objectives.

() i. The control or probe techniques to determine the necessity
of continuing AEl.

• ( ) j. The conditions under which this specific plan (program) is
changed or modified.

•

() k. The person(s) responsible for the plan (program).
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() d. The use of least restrictive alternatives in planning the
intervention procedures.

() e. The degree to which you have maximally integrated nonhandi­
capped individuals in the intervention procedure.

The extent to which the individual targeted and/or parents
are informed of the ABI procedures.

The enactment and implementation of procedural safeguards
and protections.

The possession of signed informed consent forms.

The conducting of periodic review of staff progress toward
the goals and objectives of the ABI plan.

The adequacy of the staff carrying out the ABI program.

8. The adequacy of the assessment techniques employed.

The informing of all ABI participants of their rights, including
the right to refuse services, and to challenge the decisions
or actions of a program, which are related to the individual's
rights and protections.

( )

() b. The potential for the assessment procedures to be discriminatory.

() c. The inclusion of the targeted individual or parent in the
ABI planning.

() t. The accessibility of the targeting individual's records.

() g. The extent to which ABI procedures are implemented with the
least delay.

5. In protecting the rights of individuals participating in ABI, you have
considered the following:

( ) h.

( ) L

( ) j.

• ( ) k.

( ) 1.

( ) m.

•

•



6. In developing a set of procedures for individual review and evaluation,
you should consider the following:
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() d. In writing, a statement of the effect of the methods and
techniques used in the ABI program.

a. A revie", of the daily collection of data by the direct
service staff.

( )

() c. In writing, a statement of the results of specific measure-
ments of the individual's development and progress.

() b. Periodic reviews of the data summaries by the multidiscipli-
nary team.

() e. In writing, a statement of the progress of the individual
toward achievement of the goals and short-term objectives
specified in the ABI program.

() f. In writing, a statement of the recommendations for specific
program changes or continuation.

[eSD-I]

•

•

•



7. A program evaluation plan should consist of the following:

() c. A review of the effectiveness of the AB! implementation
procedures as outlined in the individualized education
program or individual program.

a. The provision for annual review.

A review of progress toward achievement of the goals and
objectives by all individuals in the program.

A review of the effectiveness of personnel to carry out the
prescribed procedures, including the ratio of service staff
to the individual.
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The establishment of two independent review structures for
the process of internal program evaluation -- a peer review
committee and a human rights committee.

A written report that is available for public access.

Utilization of a multidisciplinary evaluation team composed
of members of the local program.

Procedures for the evaluation results to be utilized by
program management to make necessary program changes.

b. A review of the adequacy of assessments to assure adherence
to the least restrictive effective behavioral procedures.

( )

( )

( ) d.

•
•

( ) e.

( ) f.

( ) g.

( ) h.

( ) i.

•

•

•

•



•
,

•

•

•

These guidelines represent the cumulative effort of a score of dedicated
advocates and professionals for more than four years. The need to articu­
late such guidelines and the progressive efforts to accomplish the task
have been handed down through five generations of administrators. Through
this sequential refinement, more public power gathered to assure a compre­
hensive product. A design for the guidelines gradually emerged as the
effort converged under a unified interdepartmental team.

Two contributors must be singled out for the towering role they played in
writing and shaping the major portion of the guidelines: Anne Donnellan
Walsh and Gary LaVigna. Without their commitment, brilliance, and compe­
tence, this work would simply not have been possible. Their additional
contribution of comradeship and assistance in holding the project together
were vital elements.

Laura Shreibman, John Mabry, Fred Frankl, George Allebrand, and Virginia
Templeton produced enormous portions of the text and contributed organiza­
tional clarity to this complex project.

Outstanding support and critical assistance from other Department profes­
sionals such as Bea Babylon, John McConnell, Ralph Zeledon, Marc Lappe,
Pamela Metcalf, Kathy Lester, Al Simmons, Pat Martin, and Dennis Eckhart
added key technical, political, legal, and production pieces.

The administrative leadership and commissioning attention of Don Miller,
Charlene Harrington, Doug Arnold, Barry Griffing, Wilson Riles, and David
Loberg, coupled with the legislative encouragement and oversight from Gary
Hart, Leona Egeland, and Jerry Lewis, gave extraordinary weight and seri­
ousness to the project.

Community professionals who contributed included Ron Fishback, Ruth
Ohanessian, Tom Kelly, and Charles Galloway.

Special thanks must be given to Reed Martin, who provided the national
conscience to the group as a distant but ever present reference to produce
excellence and seek justice for the individual and public well-being.

These guidelines represent the highest achievement of professional and
consumer team collaboration. It is a work of profound love and respect for
human serVice, dignity, discovery, and life itself.

William Bronston. M.D., Chairperson
Interagency Task Force on

Behavioral Intervention Guidelines

iii




