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Dear Colleague:

These "Guidelines 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 continuvously reevaluated.

Through ycur collective help, the Department will refine these standards
in the clinical situations where direct developmental services are being
administered and provided.

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

j . yet been reviewed and approved by their leaders and public boards. This

Z review will be accomplished prior to the finalization of these Guidelines.

We expect, at some point, to seek regulations. Thus, your serious atten-
tion and effort to assure that these guidelines are the best that we are

able to do, to assure quality of life and human rights for the clients we
serve, is truly needed.

I invite you to study and discuss this draft as widely as possible. Try
the standards. The Department would appreciate any immediate reaction you
have but need your comprehensive input by July i, 1979. DPlease critically
review both content and format to aid in facilitating the appropriate use
of the standards for consumers, direct service workers, and administrators.

Sincerely,.

%trick L. Martin, Ph.D.
Assistant Director
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GUIDELTME ISSUES AND PRECOMDITIONS

THE_CONTEXT

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 in 2 major statewide, interagency colliaborative
effort to serve the needs of all settings providing educational or
developmental human services. They are designed to provide a
comprehensive single source for criteria to be adapted and applied
to those settings and administrative systems within the Departments
of TLducation, Developmental Services and those programs licensed

by the Departments of lHealth Services and Social Services where
behavioral interventions are applied.

The task is difficult and controversial. It is appropriate that
it be sc as the subject is one which should be scrutinized and
addressed by all who are sensitive to human rights, the sanctity
of individual liberty and the potential abuse 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 be constantly
asked and directly answered for we are dealing with a means that,
even when intended to lead to ideal ends, require thorough prior
ethical, philosophical and legal comsideration. The human service
system must regard the broad implications to the public's value
system and social order must ultimately accept the responsibility
when 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 the fragility of informed consent power, raises

ethical as well as legal questions regarding the rights of such
persons.




PREFACE

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 (i}, "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.
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A NATIONAL {FGACY

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 our citizens in need of
specialized services to ameliorate handicapping conditions.

Until 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 which were "special' and meant to help the "less fortunate™.

As '"'special'™, these services were often neither required nor
guaranteed. Similarly, the treatment of the persons in these
programs varled greatly in kind and quality and while many profes-
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 been given
can as easily be taken awav. As a result, staff training and
adequacy was never assured. Many programs were little more than
depcsitories while others used procedures and interventions which
were often socially and physically traumatic. The programs continued
hbecause 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 challenged.
This was particularly true in the case of persons who tended to
exhibit difficult behavior problems where highly punitive inter-
ventions 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, 1t's appropriate) and a lassez faire legal attitude was
relatively suddenly challenged with judicial interventiocn, then
laws, regulations and standards that dramatically reversed era-
0old beliefs and practices. The scientific and service provider
community were poorly prepared for the emergence of serious
ethical and legal questions over matters which had always bheen
taken for granted.




MATTERS OF PRIOR CONCERN

We would like to introduce these guidelines by asking some of
these questions in the hone that hagic leoal and ethical issues
can be clarified. These questions clearly apply to all persons,
not just those who happen to have special needs. The answers are
contemporary. They are 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.




1. GIVEN THAT PEOPLE HAVE A RIGHT TO LIBERTY AND PRIVACY, IS
THERE EVER ANY JUSTIFICATION IN A CIVILTZED 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 been identified as needing "special” services,
being removed from the regular developmental programs, and in
many cases, removed from the community completely into wholly
segregated "treatment' facilities. These placements ocutside of
the "mainstrean'” of American life and social interaction have
been seen by the courts as imposing severe limitations upon
personal liberty. This liberty is protected by "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

1s leading to legitimate ends. At the very least, as

Judge Frank Johnson expressed in the Wyatt v Strickney case:

"To deprive any citizen of his or her Iibherty upon the

altruistic theory that the confinement is for human therapeutic
reasons and then fail to provide adequate treatment, violates

the very fundamentals of due process'. Similarly, the court in
the Willowbrook case held that for the state to restrict an
individual's liberty and allow him/her to worsen is equivalent

to cruel and unusual punishment which is prohibited under the
Eighth Amendment, Therefore, the rationale for removing a person
convicted of no crime from free and full participatien in society,
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 liberty

The reason for promoting guidelines rather than to prohibit the

use of aversive intervention out of hand is to acknowledge 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. Under those conditions,
and those alone, such methods may not only he necessary hut

required to fulfill the right to treatment of the client.




2. HOW CAN ONE BXPECT TO MEET DUF PROCESS REQUIREMENTS AND
ASSURE TINFORMIT) CONSENT™ TROM A PERSON WHO 1S POSSTBLY
INCOMPETENT DUE IO AGE OR TCOONTTIVE ABILITY EOP A PROCEDURE
WIICH, RY DEFINITION, THAT PERSON WOULD ORDINARILY ACT TO
AVOID?

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 due process safeguards

are met, ethical questions still remain.

1t should be noted that several difficult and unresolved legal
issues are involved in the utilization of aversive behavioral
interventions. The primary unresolved issue is the possible
conflict between the individual's right to treatment and habilita-
tion services that foster the developmental potential of the indivi-
dual and the right to refuse certain kinds of treatment.

For instance, the Lanterman Developmental Disabilities Services

Act (Division 4.5 of the California Welfare and Institutions

Code) 1in Section 4503(g) provides persons with developmental
disabilities who reside in state hospitals, other health facilities,
and community care facilities a right "to 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)).

Resclution of situations involving conflicting legal rights and
interests of individuals and of society can come in several ways.
The Legislature can clarify or elaborate upon the rights of indivi-
duals and the protection to be afforded to the exercise of such
rights in light of other social policies. The courts may resolve
such conflicts either on an individual basis or on a class basis.
Administrative regulations or guidelines may also serve to resolve
such conflicts, though these solutions can be overruled either by
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 noxiocus

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 bhehavior autonomously is
often what calls for the aversive procedure. Thus, the question
of when, if ever, it is appropriate to use behavioral interventions
is clouded by lack of resolution of the question of the propriety




of non-consentual therapy, invasion of privacy and violation of
the principle of not harming, in the course 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 Tisk;
2. Is capable of giving consent, and
3. Is ecither a child or an adult who experiences mental disahility

or adjudged incompetence,

Further guidance for the conditons under which a person might bhe
allowed to receive aversive hchavior interventions is available
from the National Commission for Protection of Human Subiects!
recommendations for rescarch 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 of direct benefit for the subject,
and i1s available only in the proposed context. We would substitute
the phrase "proposed aversive behavioral" intervention 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.

"Benefit", 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" 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, any one 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 vrocedures
are, 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-being, i.e., more normal
functioning.




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 harm
is sometimes as great when the treatment is withheld.

Gencrally, the risk of using a procedure which is more aversive
than necessary arc these:

1. TPotential physical harm or damage

2. Social stigma brought about by the interventicn

3. Dehumanization
4. Continued necessity for aversive procedures {see Technical
Notes)

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

5. 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 behavior.

This document, therefore, rests on the premise that each case is
different and that one would not think of proceding unleSs the
Tisk of harm from 1ON-iNTETVERLION wWas preafer. The decision
Tests on the benefit to the client retferenced to the ultimate
restoratlon of personal llberty and autonomy o
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3. EVEN IF WE GRANT THAT THE TREATMENT WILL BE OF BENEFIT TO
THE CLIENT, ISN'T THE USE OF AVERSIVE BEHAVIOR INTERVENTION

TANTAMOUNT TO THE WILLFUL EXERTION:OF STATE POWER OVER THE
POWERLESS?

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

Assent to less intrusive procedures, while desirable, is not less
difficult to obtain. For the non-verbal, profoundly psychologically
or neurologically impaired individual, aversive behavior interven-
tion almost can be presumed to void assent, since its very use
automatically elicits objection by the individual or it is not

truly aversive. Thus, the usual test of consent or assent is

not feasible and the overall justification for aversive behavioral
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: 1liberty. This conclusion is unclear, however,
when the action contemplated would act on an individual whose
liberty is already circumscribed by sicnificant behavioral
disturbances. 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. '




4. WHY SHOULD WE ALLOW PEOPLE TO PUNISH A CLIENT FOR A BEHAVIOR
WHICH, BECAUSE OF HIS/HER HANDICAPPING CONDITION, MIGHT BFE
. BEYOND INDIVIDUAL CONTRQL?

It 1s 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
out of scientific research in the field of human psychology known
as applied analysis of behavior. These procedures can bhe
categorized as positive reinforcement, negative reinforcement,

and punishment. Although positive reinforcement itself can be
harmful if improperly used (that is, to produce "institutionalized"
behaviors, cause stigmatization, etc.) these techniques are widely
usced, seldom abused and do not usually raise the legal and ethical
concerns considered here.

Negative reinforcement is the termination of an aversive stimulus
or event contingent upon the occurrence of a particular behavior.
Its purpese 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 will 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.

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 "time out'.} Unfortunately, the very word "punishment" is laden
with repulsive connotations for many people who see it always as

an unwarranted intrusion upon privacy when delivered in a public
setting or by public or private human service workers. We submit
that this notion comes from a misunderstanding of the word punish-
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.

Retribution, on the other hand, is imposed to hurt and ''get even',
to make a person more blindly obedient and submissive to rules and

. social authority. It is rarely imposed to impare more spontaneity,
to reduce fear, to eliminate constraints., By contrast, the
appropriate use of punishment is in those limited cases where it
is aimed at increasing autonomy, reducing fear and freeing the
rerson from the constraintsimposed by the individual's own behaviors.

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 retribution no




matter how painful. Further, no matter how aversive the inter-
vention, 1f 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 are not promoting the use of punishment but arc trying

to raise the Issue above the mire of emotionalism and conjecture.
When necessary for the liberty and autonomy of the individual,
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-




5. THESE GUIDELINES ARE BOUND TO BRING ABOUT THE USE AND WIDESCALE
ABUSI 0T AVIERSTVE BEHAVIOR INTERVENTIONS IN SETTINGS WHICH

NOW HESTTATE TO UST I1T.

The argument that any guidelines will open the floodgates of abuse
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 bhehavior
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
untenable position that severely jeopardizes the consumer and our
society. It is not enough to hope that abuse 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 ciraimstances
where aversive interventions must be used, one must acknowledge
the necessity for giving guidance teo 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 educatiocnal 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 1s precisely
when morale is at its lowest and shortcuts are sought to compensate
for staff losses, that controls and regulation become all the more
vital to prevent abuse.

-11-




6. TO WHOM AND WHEN DO THESE GUIDELINES APPLY?

Aversive hehavior intervention (ABI) refers to a structured and
consistent program of efforts which has as its goal the modifica-
tion of maladaptive or problem behaviors and their replacement
with behaviors that are adaptive and appropriate. ABI means

all procedures which include either:

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

Z. The contingent withdrawal or termination of a stimulus
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
fellowing 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.

Z. When a question is raised about the appropriateness of
a given 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 gppropriate aversive procedure.

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 reinforcement for alternative behaviors; or the
contingent presentation of a mild aversive stimulus such as
"no” or nonforceful physical prompts.

Emphasis on the term "intermittent' becayse the removal or
withdY¥awal 1s measured in seconds or minutes, not hours or

$1zable portions thereof, and the term mild" emphas1zes
the likelihood that the stimulus will cause only minimal

and temporary discomfort.

Wise and knowledgeable discretion must be exercised by professionals
in making humane, ethical, and scientific judgment for the applica-
tion of ABI services for individuals.

-12-




In conclusion, two issues emerge above all others:

ENDS AND MEANS: AN ULTIMATE DECISION OF VA[UF

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

For example, sufficient experience has bheen accumulated in the
past describing the impact of isolation on an individual child
(e.g., primate deprivation experiements, etc.) to justify extreme
means to bring & 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 social interaction which can result
in an absolutely unacceptable human state. If an individual is
unable to experience and carry out social intercourse 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 outweigh

the legal, moral, physical and psychological risks presented by

the usc of such interventions, as long as sufficient regulations

and controls set forth in these guidelines are followed.

It is upon 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.

NORMALIZA!TON PRECONDITIONS AND PRINCIPLES IN ALL HUMAN SERVICES

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 reguire extraordinary
assistance in order to participate in our society. As a nation,

we must ask these 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 upon 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 ocur 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 are
perceived decides how we are treated in society. This 1s a matter
Ot the very sanctity of life and one's identity for those who

have disabilities.

_13_




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?
How do we balance the clinical or educational benefit of using
methods that improve competence and performance with the cost in
status and reputation when culturally stigmatizing measures are
employed? How do we protect the sense of personal well-heing,
confidence, dignity and pride of a perscn 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 socliety while eliminating
ineffective programs which Tepresent 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

-- & community of concern and friendship

-- economic security, health and the full benefit 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-




interim, we intend thut it serves as means of guiding parents,
professionals, clients and advocates to an understanding of a

necd for normalization in human services which accentuates the
positive, which demands the use of means which are culturally
normative in order to offer each person conditions at least

as good as the average cifizen and to as much as possible, enhance
Or support personal behaviors, appearances, experience, status

and reputation to the greatest degree possible at any given fime
tor each individual according to his or her developmental needs.
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PART ]
SECT0N [
tIME AfN OC ]
Tkis document has been developed to be applied to programs operated by a number of different agencies.
These are the standards against which programs should be measured. Though they zre not meant to be
regulations, they do contain the essential legal and ethical program components which should be applied

to all programs.

When the use of aversive behavioral imterventions are contemplated im any setting, strict attestion
must be given to a well-estabiished body of ethical and theoretical tenets of behavior modification.

This Section deals with planning and implementing behavior intervention pregrams.

16~




A, AGENCY/PROGRAM

STANDARDS TECHNICAL NOTES

1. Aversive behavioer interventions may be provided for individueals
in services or a facility only after that service or facility
& . il -
program has been reviewed and appreved by the appropriate
review committee,

2. Services or facilities which provide aversive behavior inter- 2. See JCAK Regulations as well as PL 93-112 and the Lanterman Act -
vention to [ndividuals sheuldfshall® have written policies and fDivision 4.5 of the Welfare and Institutions Code, Sections
];— procedures that (a) describe the use of aversive interventions, 4500-4825) for greater understanding of the affirmative obliga-
l-h; the staff members who may authorize and implement their use, tions of schocls and other care providers. - o
Ta and 2 mechanism for monitoring and controlling their use; (b)

describe the coordination and continuity of the total pregram
for the individual; (c) are directed toward maximizing the
growth and development of the individual by incorperating a
hierarchy of available methods that emphasize positive
approackes; [d} are available to all personnel, the individual,
and his/her family.

3. The record-keeping system must comply with the existing 3. Recerd Keeping.
recording regulatiens which apply to the scheel, living
arrangement, or activity program. Daily records older than one year may be kept separately. Records

ought to centain the following kinds of infermation.

a. Hedical - In addition to the complete medical evaluation,
all pertinent medical information such as allergies and
other physical conditicns which may have a bearing on
treatment. This section should be first in the record.

* Bhouldfshall references pertain to esach department’s degree of
respoasibility, i.e., "should" refers to the Department of
Education, and "shall™ ta the Departments of Social, Develop-
mental, and Health Sexvices.
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STANDAREDS TECHNICAL WOTES

b. Mistory - Ie addition te any other available history, a
brief description of previcus interventions performed
at previous treatment facilities {typically not more than
three pages) and at the present facility (typically not
pore thae twoe pages). JInterventions should be listed b
target behavior. All interventions for a given target
behavior should be listed chronglogically.

c. Censent/Approval Ferms - Must be signed for current
programs. No ABI intervention program should be in
effect without signed and dated consent and approval.

d. Goals of Treatment - This secticn should contain {1) the
definition of all target behaviors, (2) types of rein-
forcement msed, (2) types of aversives used, (4) specific

. —_ centingencies employed, (5} type and method of data
m m &E:ﬂega - P 1SR collection, (&) the long~range goais, (7) the time
reguirements for each goal, (B) the names of all persons
— . Q-g* assigned to carry out the interventiors, (9) current

curriculum or program designed for the individual client,

(10) objective evaluztion criteria, and (11} schedules
.”-—-——

for determining at least annually whether cbiectjves age

be ins mek .

e. Progress - This section should contain summaries of data
collected on all target behaviors. In addition, 2
concurrent graphs should be maintained on all rate, dura-

tion, and percenlage Cabulations ™ | Eraph WHLch shows &.L\-[u“-\f&_\
the dail rogress (not more than 48 hours in arrears) Wﬁ
‘3nd another that depicts weekly results (ot more than 5

days in arrears). -
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STANDARDS TECHNICAL HNOTES
f. Assessment — The tesult of all standardized and interim
referanced assessment should appear here. All assess-
ments should be dated and the tester ldentlifled. All
entries desired by parents or surrogatz should be i
included here, specifically the results of independent
assessment tequested hy parent or surrogate.
individuals must be served in the least restrictive 4. See technical note B.l.a., page 6.

enviromment that reinforces normatlwe behavior and expecta-
tions and which avold stigmatizing the individual.

Conf identlzlity of Individual ianformatfon sust be protected by 5.
program personnel and review teams.

There should/shall be one complete record maintalned for each
individuzl, comwveniently located for easy reference to direct
gervice staff and access by parents and official monitorlng
personnel.

The record~keeping procedure for the specific aversive behavior 7.
intervention should ba sufficlent to allow for day-te-da

:EEEEEEEES of behavior to develop appropriste summary Eraghs.

Both the Lanterman legislation for care providers (Welfare and
Imgtitutions Code, Sections 45N0-4510) and PL 94142 for educators
{The Buckley Amendment) require strict adherance to regulaticas
protecting the privacy of the individuals in your facllity. Tou
should he familiar with these regulations.

it 13 not necessary to savefaccumlate reems of raw data but
data should he summarized in accordance with technlcal note

Je above.

Care chould he taken to see that the dgta fs taken on w‘ .
behaviors which are belng positively reinforced often enough W
el E N

and in a form compatible with the ABT data to enable you to

See Intertelatinnships. m@@
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STANDARDS

TECHRICAL NOTES

§. W¥hen a program hac cnly used mild aversive or nonaversive pro-
cedures and an individual seems to need a more intensive, more
restrictive Interventlon, personnel In the program must_seek

ollabotation and those services for the individuzl from other
agencles and professionals to assure contimued placement in
this less restrictive envircrment.

Client fstudent rights are not served by automatically placing
persons with difficult behavior problems in the "behavior
modification program” in your facillty. The concept of LRA
and REight to Treatment require that, to the waximum extent
possible, treatment Interventiens take place In the environ—
ment 1in which the hehaviors oceur. BSimilarly, the principles
of learning tell us that, =ince many persons In need of
developmental servlces have problems generalizing learning,
1t 1s hest to teach new behavior patterns in the envirommonz
1n which you want them to ultimately occur.
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B. MULTIDISCIPLEMARY DECISIAM-MAFING PROCESS

STANDARDS TECHNICAL NOTES

1. Before any aversive behavier intervention is used, the
r follewing should/shall be considered and documented in
6‘!“:"5 developing a2 plan. ih

a. The envi where the behavior change is programmed 4. Anmy specific procedures for stremgthening or wezkening
in order to avoid stigma and in order to scpport and hehavior which are discussed here can be maximally
teinforce the desired behavior. effective in contribeting to the zlient’s development

only io the context of a humane, stimulating, and
normalizing environment. The effects of the specifie
procedures are insoparable From the total physical and

?—) m.@-‘-—-‘ ‘E&'&ﬂ"“" social environment im which the client spends most of
her/hls time. The first step in any program, then, is
;;l U, rauliy Lo SQ,A-Q\_. @ﬂ_ to ensure that clients have the continuing opportunity
to partlicipate in thelr enviromment, to become engaged
in actlvities, and to¢ talk 1o stafF and other clients.

- "'}) Co-bR, ,, Q-D‘g &R C-M Living units and other places where clients spend thelr

. time must have avaflabhle materials and structured
5fj Q‘“L activities, and staff members must he trained to engape
.ai > 1, W cent lnuously In soclal lateractfons with clfents. Such
- an environment would not only prevent the loss {due to
- f-) w% ,e..__‘og nenusel of skills clfeats have but would contribute
heavily to the practice and elaboratlon of any skills
a client mipht learn in speclfic therapy sessions.
Ideally, any skllls a client learns In educational pro-
prams away from the living unit would be further sup-
ported and elaborated when she/he returns te the living
unit, and new skills should be acquired In the context
of daily activitles on the llving uric,

Stigmatic and Environmental Considerations

fversive procedures in general, and in fact, many
positive procedur2s may bhe abused in subtle ways IF
the intent and effect Is to Ilmpose a scclal stigma
on the client or if they take the place of 2 move

21—




STANDARDS TECHNICAL NOTES

socially adequate environment. The review process may
decide that treatment programs which are allowed in
these guidelines violate the spirit of these guide-
lines in this particular way. They may also decide in
some cases that a mild social stigma of limited degree
may be therapentic.

In general, proceduores may be considered to add to
social stigma whenever they produce scorn or ridicule
from peers or the public which is beyond the scorn or
ridicule produced by the hehaviar which the therapist
is seeking to eliminate. In cases such as these the
normalization principle has been clearly violated, and
they should not be aliowed. The interdisciplinary team
mrst censider this factor before approval of all pro-
grams, and the review process must also weipgh Chis
Tactor. In additioen, the team and review process shall
consider any long-term effects upon the client's self-
image or self-respect.

Qther more peneral social censiderations should be taken
whern inappropriate behaviors occur. The envircnment In
which the client spends his time and €XhibiLs Che problem
ehaviors must be exXamined DETOrLe AWersive Lrea are
Fmployen. The Setfifg shonld be surveyed at regular
1%%3-5 throughout the day for several days aad a count
made of the clients in that setting who are actively
engaged in watching or interacting with materials, activ-
ities, or people at that mement in time and whether the
client in question is so engaged. It should also be
noted which staff members are giving attention to the
clients or to cther activities such as paperwork. Such
"spot checks™, if done frequently and regularcly (e.g.,
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STANDARDS

TECHNICAL NOTES

-23-

every half hour) throughout the day for several days,
will provide a workable diagnosis of the enviromment in
which the prdblem Belaviors are oCrurring and_gu t
the remedial procedures which must be em_p_lcrﬁa bhefore
Mrect measires are taken. If most of the students
in your program are not found to be engaged for some
parts of the day, more engaging materials and activities
mest be planned and provided for those times. If most
clients are engaged throughout the day but the client in
questioa is not, special materials and activities more
appropriate to his interest and skill level should be
sought or he should be transferred to ancther environ-
ment where appropriate materials and activities are
available. For example, in a living arrangement, if
staff members are not giving their time to the clients
but are busy with housekeeping chores, more staff should
be provided and/or more efficient housekeeping routines
instituted. If staff members are giving their time to
neithey clients nor housekeeping, training and supervi-
sion procedures should be reevaluated and strengthened.

Once 2 client is appropriately engaged in activities
throughout the day and staff members are devoting a sub-
stantial portion of their time to the clients, most
behavier problems which occur can be handied and severe
beRavior problems can be prevented oy skillful staff
m’mmmim
Torcement and extinction. Wherever possSibDle, Foifitorce-
ment systems show 2 devaloped Lo reward staff for
using effective rewards. Pay-offs for using aversive
programs are generally intrinsic to the treatment
situation.




STANDARDS

TECHNTICAL HOTES

b. The zelative effectiveness of different procedures from

which a chelce 15 maqe.

<. The undesic long— short-te de_offec hat
may be assoclated with a procadure for the I[ndividual.

-24-

In order to prevent abuse, any procedure for weakemning
bahavior can only be Implemented when there is ewvidence
that a client actuwally has behaved inappropriately.
Usually thle requires that a2 staff sember actuvally wit-
ness the lnappropriate behavier. IF a particular client
1s consistently teparted as behaving inappreoprilately
only by one particular staff member, then an inguiry
should te Instlgated, 1t may be that the stafFf member 1is
either promoting the behavisr or enforcing more rigld
standards thaa other staff wembers.

Behavioral procedures vary in theilr effeectlvensss as
they are applied to different hehaviors. To the extent
possihle these pguidellnes have taken Into account the
data that are avallable ceoncernlng this relative
effectivensss. TFor example, severely self-Injurious
behavior that can result in permanent injury or even
death requires the most effectlve intecvention possible
even tmmm
;mms

effectjve.” Om the octher hand ihe etfectiveness of a pro-
cedure s net an sbsolute argument For 1is use.

Another clinical contraindication for a procedure may be
its side effects, For example, stodies have shown that
severely restrictive aversive procedures (Ulrich and
Azrim, 1962} may have the side effect of elfsiting
appressive behavior. Given thils, It should be deter-
mined whether resulting side effects will outweligh the
potentlal henefits or success of the aversive procedure.




STANDARDS TECHNICAL NOTES
d. The condition(s) under which 2 specific procedure ls d. There are condlticns under whick a particular behavioral
contralndicated. procedure Is clinically contraindicated. 1In some cases a
m————— given procedure would not be expected to be effective,

For example, extlnction, while a useful procedure for a
wide varlety of behaviors, has some limitations.

The stereotypic Tteocking of an autistic client is most
likely malntained by factors other than the rewarding
attention he pets from others in hils environment. In
such a case [gnoring the behavior would he an interven-
tion procedure clinically contralndicated because of its
predictable lneffectiveness.

Stmilarly, extinctlon (including, sometimes lgnoring)
zlso tends to escalate behaviors before they decreasa.
Therefore, 1t would be contraindlicated when escalatian
of the behavior in questicn might cause a dangerous
situation.

e. .E¥5_EE;1;15E&z_g;_;hg_ggggiiL;_p:acedu:a_;hosen in terms e. A further clinical consideratlon Is the retatiwve

ol need Tor duratlon, freguency, and staff requirements. efflciency of a given procedure. FProcedures may be
equally effective In bringing about z deslred hehaw-—
lor change. There may, however, be z difference in
thelr efficlency. For example, shaping (rewardlng
approximations to the desired behavior) may be just
23 effective 1n teaching a client to sit in his seat
during dinner time as Instructlonal control, but It
is unlikely that It would he aqually efFiclent in
terms of the time and effort requlred.

Finally, we have tried to reflect a4 consideration For
the clinlcal benefits a given procedure may have as

appllied to a particular behavlier. If any therapeutie
procedures are to he employed, they m@EE Ee EE: EEE
enefit of the client and not simply For the conven-

ance af the faclllty. {See technlcal acte 5.}
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STARDARDS . . TECHNICAL NOTES

f. The sociﬁl, behavioral, andfor status benefits that can
e .
be expected for the Indiwiduwal.

2, Prior to the Initfation of the use of ABI, a tharcugh 2, Obviously, this kind of assessment information wiil be
assessment of the Indiwidual vtilizing a4 multidisciplioary developed on all the IfFIvIduais In your program routirely
process must be completed in the following areas: and at _least annually. In terms of the ABI, however,

parfTEET;?-E?TEHTTE;Imust be paid to the conditlions under

which the preoblem behawior occurs. For example, In order

to intervene in a tantrum behavler you would want to know

1f it occurs when a student has difficulty with a particular
task. In order to get that information you would have ta
know haw thls partlcular student leares best {(learning

style and level) and tty to remedy that learnfng situation
before FOu tackle the tantrums which are caused by 1t.

a. Soelal interaction.

b. Commnication.

€. TPhysical develepment and health,
d. Cognitive and adaptive status.

e, Learning style and level,

f. Target behavior Identificatfon which 1ncludes an F, Most problem behaviors, even the most hizarre and severe,
evaluation of the antecedents, analysis of the eccur because they produce results for the cilent.
target behavicer, and the conditions which centrib- Clients laheled developmentally disabled and mentally
ute to the maintenance of the target behavier. digahled often enmpage in maladaptive behavior because

they produce lmmedlate and predictahle responses from
other cllents and staff members. Tndeed, in a harren
environment with an inatteatlve {or insufflcient) staff,
stich problem beshaviors may be the anly means clients
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STAMDARDS TECHNICAL ROTES

have of obtaining physical and social stimulation. Such
ant epvicomment is in violation of a client's right to an
zdequate environment which will suppart his development.

To aveid this tafringement of basic human tights, staff
must be trained to provide materials, organize activ-
tties, and promote and facilitate apprepriate and more
skil1lFul behaviors while the clieat is engaged. The
staff must be trained to provide frequent attention, sin-

. 4
SaagPTEL 1STBOB et o SL‘LP-'-

Tt D sal NS S B«..Q\asr:?.ﬂ Pﬂﬁﬂﬁaﬂ ™ Feie prii_se, a_n-:|lI asaist_axice f:;r ail appro;iriats lorms of
Pottluiz Galpuars Cafi, a5HE: T q@mnat inappropriste behaviors so ac mat £ Lnaguartently
B o amESTOL @B o uler T Fillime. and Loler, 1965, oot BimbIer

M ldmﬂm * Whenever human interaction occurs, some behaviors are

reinforced while other are ignored. In their dealings
with clients, therefore, direct care stzff are delivering
consequences for behavior. Thus, staff members must be
taught to completely ignore any insfances of inappro-
priate behavior and to heavily reward each instance of
apprepriate behsvior.  Ihe provision of 3 High I2VEL of
interaction among staff members and clients, where these
procedures are skillfully used, may be especially effec-
tive in preventing the occurrence of such maladaptive
behaviors as aggression or self-stimulatien. Such
interaction is essential for the development of

complex behaviors such as language which requires

many instances of interaction. Staff members must
understand their engoing responsibility for building
such complex behaviors rather tham assuming that they
will be developed in short training sessions. Further-
more, staff must be zlerted te the fact that responding
to primitive forms of a behaviar when the client 1s

capshle of moye complex forms only delays deve lopment.
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- The extinction of inappropriate behavior and concurrent
reinforcement of appropriate behavior is difficult to
use after a client has developed 2z high rate of maladap-
tive behavier. If such is the case, staff meabers
should be aware that when a client is ignored for a
particular behavior, he will temporarily engzge in more
of that behavior. In addition, if the behavior is being
supported by the social group rather than by staff mem-— :
bers, it may mean that the peer group must be taught how ?
tc imteract more appropriately with the client. This '
aspect is particularly important with higher functioning, |
more age appropriate, and more verbal clients. |

These characteristics make extinction and comcurrent
reirforcement much more suitable as preventive rather
than remedial measures. These procedures would not
usually ke the only ones recemmended if an individual's
behavior caused harm to himself/herself or others or
greatly disrupted his envivonment.

3. When situations exist where an individual is causing 3. It is essential to remember that though one might bhave to
serions physical harm te self or others or serious property intervene to save a life or protect property, that interven-
destructien, the multidisciplinary process can be initiated tion does not necessarily become Lreatment even if it is
at the same time as the ABI but must be completed as soon &tTective. For example, physically pulling ore 1ndividual
as possible, away from a weaker person may be an urgent necessity; however,

if the behavior continues to occur, you must look at all the
relevant variables and attempt to present or control the
behavior as part of a planned btreatment process.

Similarly, new perscas entering a program present wnique
problems.
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ST T Sadils
PR mBAs AT Ea bl
oniTorias gof S-cc®sd

A one~ to two-week period is supgested for new admissions te
a program in order to allow the client to adjust te hisfher
new surroundings. Treatment should be offered within two
weeks. This imitial period should be utilized by staff to
(a) verify recommendations of previcus programs and {b)
sugpest further areas which may be indicated for interven-
tions. Before this period terminates, the interdisciplinary
team must meet to determine long-term geals which are appro-
priate for this client.

Consequent to baselime observations, the interdisciplinary
team should pmm-tem goals in detail.

The oxder of intervention om target behaviors shoeuld be speci-
fied, along with the precise interventions to be employed. In
addition, the staff to be carzying cut the intervention myst

R s, p——

be named, and th ise system of measurement must be delin-
eated along with specific criteriz for goal attainment.
Tinally, the team must determine the date Tor the nexl session
in which the client's case will be updated. This date must
ot exceed one month from the date of the present meeting.
*THE TIienl 5 pIogress may be reviewed prior to this date if
the treatment fails er if some other crisis warrants immediate
attenticn. Decisiosns made at this time with respect to a
particular intervention are spbject to two restrictions: (a}
Mo change should be made prior to adeguate observation. In
m%o the clieal or others, such obser-
vation should be kept to a necessary minimem. {b} The team
must be presented with a written review of all data relevant
to this decision. They should alsc be aftorded an oppertunity
"Tor direct observation if required.
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STANDARDS ] TECHNICAL WOTES
1. The members of the multidisciplinary process should/ 1. Alternatives te the Use of Aversive Therapy.
shall document the raticnale for aot using less restrictive
alternatives for each individual for which aversive The elimination of undesired behaviors does not necessarlly
ptocedures are planned. All {nterventiens exist on a require the use of aversive procedures. A number of positive
continumm and must be explicitly addressed and documented approaches may be effectlve urder certaln conditions. A
in the decision process. brief descriptlon of some of the alternatlves ares provided

as follows:

Instructional Centrol

Definition i

Instructional contrel is the delivery of information as te

the correctnessfappropriateness or Inapproprizteness of ,
behavior. Such instructions may be effected through manwal :
guidance of the client through the correct response, (a |
prompt) or verbal statement such as "yes", "no", Tcorrect™,

or "wrong'. TIastructienal control ls not considered as

restricelve.

Treatment Consideratlions

Instructional contrel is established through the differential
reinforcemant of those responses that are In compliance with
the verbal Instruction presented. What is taught is the
contingency rule: Do as I say and you will he rewarded.™

An i{nstruction is given over a serles of tralls until the
client complies at some speclfied correct percentage. At that
polnt a second instruection 1s I[ntroduced. This procedure ls
continued until compliance Ls obtained to a2 number of nevel
fnstructions on the First trial. Many cliemts are already
under instructicnal control, and it is not mnecessary to
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establish it, only to use it. In the classroom using dis-
crete trial methods (Donnellan-Walsh, et 2l., 1976}, autistic
childreen have been taught to fellow the instructions of the
teacher. Some initizl instructions inciude "sit dewn™, "sit
still", "hands down", "look at me", “touch -- this or that
body part™, etc. Once generalized instructional ceomtrol has
been established, it is much easier to control undesired
behaviors.

Differential Reinforcement of Competing Behavior

=31~

Definition

The reinforcement of those behavicys that canpnot be physicaliy
pecformed with the undesired response in imtemsity, duration,
or topagraphy.

Examples:

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

Undesired Behavior Incompatible Behavior

a. Qut of gseat a. In seat

b. Throwing objects b. Writing or reading

c. Pushing in line . Standing with arms at
sides

d. Fighting on playground d. Playing on playground
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Differential Reinfarcement of Low Rates cf Responding (DRL)

Defipiticn

DRL inwolwves the reinforcement of the undesired behavior only
if at leasl a specified period of time has elapsed since the
last episode or only if fewer than a specified number of the
undesired behavier cccurred during 2 preceding interval of
time.

Examples:

There are two ways to implement a DRL procedure. One way is
to deliver the reinforcement contingent wpon the occurrence
of the undesired behavior only if a certain minimal period

of time has elapsed sioce its last occurrence. This should
increase the proportion of intervals of that size and, there-
fore, lower the frequency of the undesired behavier. The
interval can theo ke extended to further decrease the rate

of the behavior.

The second kicd of DRL procedure might involve delivering the
reward every hour according to a specified schedule if there
were, for example, sine episcdes or less during the preceding
hour. This wonld alse act te decrease the freguency of the
undesired response.

Differential Reinforcement of Qther Behavior [DRO)

DRO is the reward after a specified period in which the unde-
sired behavior is absent.

-32-




STANDARDS

TECHNICAL NOTES

_33_

As with DRL, there are two ways to implement this precedure.
In tke first case a peried of time is specified and if that
period passes without any occurrences of the unadesired behaw-
ior, then the reward is delivered and a gew time period
starts. If the behavier occurs, o reward is delivered and
the "timer" is reset. One disadvantage of this procedure is
that behavior tends to occur just zfter the reward is deliv-
ered. A way to avoid this is to establish a schedele of
reward which is progressively increased with esach consecutive
period of no responding.

& second form of DRC is te deliver the reward on a preset
schedute as long as the target behavior bas not occorved dur-
ing the previous specified period. So, for example, reward
would be delivered every hour by the clock as long as the
bebavicr had not occurred during the previcons hour. This
differs from the previous DRO schedule in that the timer is
not reset. Progressive schedules of reward are also effective
with this form of DRO.

Additive Procedures

Additive procedures are the combination of two cr more pro-
cedures in order to reduce or elimiaate an undesired behavior.

Many times zny given procedure isz not cffective by itself in
reducing behavior te the desired level although it may be
effective in reducing it somewhat. In these cases the addi-
tion of another procedure may be more effective than the
substitution of another procedure. A given procedure need
not be totally effective bot may contribute, along with other
procedures, to 2 solation of the behavioral problem.
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These notes will be concerned with three further comsidera-
tiens in the use of aversive procedures. [Firsy, insurance
must be taken that the least restrictive procedure is applied.
Second, limits mest be placed upon the most restrictive preo-
cedure uSed I0T & particular behavior. These limits should

be geared to the seriousness of the behavior and how such the
presence of that behavicr restricts efforts at nomalization.
Third, attempts nust be made to limit the potential for abuse
¢f specific treatments. These considerations will be effected
by a suggested ordering of aversive procedures by their level
of restrictiveness and maladaptive behaviors by their serious-
ness. Division of each inte the follewing four nonexhaustive
categories will serve as a basis for this discussion.

The folloving represents one way of partial Listiag four cate-
gories of aversive procedures. It is intended to serve as a
starting point for decisions of interdisciplinary teams apd
review teams to augment and work with., The categories are
rank ordered in cur epinien in terms of increasing restric-
tiveness or intrusiveness but, of course, ultimately such
intresiveness is a function of the effect on the individual.

Examples of Category 1: Contingent observation, extincticn
procedures, withdrawal of social contact, negative reinforce-
ment.

Examples of Category 2: Educational fines, exclusion timeout.

Examples of Category 3: Contingent mini-meals, seclusion
timeout , overforrectlon harmless bad tasting or smelling
substances.
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Examples of Category 4: Coatingent slapping, response con-
tingent electrical stimulation.

The definition and treatment considerations of seme ¢f these
procedures follows.

Contingent Ohservacion

Definition

Contingent observation is the removal of a client From parti-
cipatien in an activity for a short period of time after he
has just misbehawved.

Treatment Comsiderations

Contingent observatien combines elements of exclusion timeocot
(Wolf, Risley, and Mees, 1964) and modeling [Bandura, 1969)
and assumes a program of well planned activities fer the cli-
ents. A client who is doing something inappropriate is asked
Lo step away from the activity for a few moments, sit in a
chair nearby, and watch the appropriate behavicr of other
clients. The staff member deliberately attends to other cli-
ents who are appropriately behaving ia ways the client should
observe. The client rejoins the zctivity after a few moments
of observation and after indicating that he intends to behave
appropriately. After returning to the activity, he receives
feedback frem the staff member for appropriate behavior.
Clients who leave the chzir or refuse to sit and watch either
because the ongoing activities distract them or because they
are upset are taken to ancother area where they can practice
sitting or calm down before they return to the chazir to watch
the others,
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When contingent observation is used in a setting where the
ongoing activity is engaging and reinforcing for a client,
the ohservation period need only be long encugh to offset the
possible rezinforcing effect of the educationat instructions ~-
a few seconds’ removal from a highly engaging activity fe.pg.,
eating), a minute's removal from an adult-structured, well
organized activity, several minotes' removal from a passively
supervised play time with other clients and teys, up te 15
wmingtes' removal from a situation with ocpportunities only for
a client-initiated interaction with staff, other clients, or
materizls. In all cases the observation period should con-
tinue until the client is quietly watching the opgoing acki-
vities and can indicate an agreement to behave appropriately.
Beyond this duration and perhaps an additiopal 30 seconds of
Quiet, increasing the length of the observation period is
unlikely to increase the effectiveness of the procedure.
Accordingly, a note should bhe made in the client's chart
whenever he sits in the observation chair longer than 15
minutes before he indicates he is ready to again pariicipate
appropriately. Similarly, a note should be made whenever a
client must be sent to ancther area to practice sitting or to
calm dewn, and the time he is sent and returns should be
recorded. If the client must be sent to ancther area, that
area must be withie visual and hearing range of a staff mem-
ber at all times. If the dcor between t

11 the door between Ehat arsz and the
ongoing activity area must be shut or latched, that fact
should be nniEEE Eﬁﬁ ; EEE{E EEEEE Eust EE sLaEioEEd at_the

doox so as Lo easily see and hear the client at all tinmes.
Any 3 such notes {e.g., Longer than 15 minutes in the chair,
5 being sent 5 ancther area, and door having to be shut
between areas) in any week would require that the interdis-
ciplinary team review his program to determine if adequately
engaging activities are being provided For him or if another
procedure is needed to correct his problem behavior.
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Extinction
Definition
Extinction is the systematic eliminaticn of potential rewards
for a particular behavior. Such elimination is coften accom—

pPlished by staff pretending a behavior did eot occur (ignec-
ingl.

Treatment Considerations

See techknical note 21, Hultidisciplinary Process.

Withdrawal of Scclal Contact
Definition
Withdrawal ¢f social centact is the termination of am intar-
action with a client immediately after the ¢lient demonstrates
an inappropriate behavior. Typically, the iateraction resumes

shortly after the client ceases the inappropriate behavior.

Treatment Considerations

Treatment considerations for withdrawal of social contact are
the same as those for extinction (Section B.5.2).

Nepative Reinforcement
Definition
Megative reinforcement is the attempt to increase the fre-

guency of a desired behavior by zllowing that behavior to
terminate an aversive stimslus or event. These guidelines
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will allow negative reinforcement only with client-initiated
aversive events or stimuli.

Treatment Considerations

An example of negative reinfercement is the client avoiding
the experience of wet paats by using the toilet properly or
escaping wet pants by putting on another pair of pants. In
some cases this procedure is not effective in increasing a
desired response. This type of program shonld be reviewed
frequently and discontinued if proven ineffective after a
reasonable period of time.

Definitions and Examples of Mildly Restrictive Aversive

Procedures [(Category 2)

Educational Fines_
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Definitions

Token rewards are articles giver to or indications made about
a client which can be exchauwged at some future time for a
desired object or activity.

Educational fines are the loss of tokemn rewards consequent to
predetermined inappropriate behavier.

Each fine must be accompanied by & teaching episode which
imcludes a description of the inapprapriate behavior, the
amount of the {ime, instruction on the appropriate form of the
behavior, and the opportunity for the clieat immediately to
“"earn back" a portion of the fine for practicing the appro-
priate hehavior.
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Treatment Considerations

If the client displays the appropriate behavior, he is
praised, a porticn of the fine is returned to him, and the
episode ends. 1f the clieat refuses to practice the appro-
priate behavior, the episode ends without a retumrn of a
portion of the fine. If the client exhibits arpomentative,
abusive, or other inappropriate behavior when fined, he may
receive an additiomal educaticoal fine. However, the client
should receive an immediate opportunity to display appro-
priate behavior and thereby reearn a porticn of the second
fine (and then the first fine); then the episade should be
terminated regardless of the client's behavior. Fines should
never resuit in the client owing more than he has.

The edecational fine procedure should be subject to the fol-
Iywing restrictions. In no case shonld a fine be greater than
approximately ten percent of a client's average daily earning
(and he should have the opportunity te earn back half or more
cf each fine immediztely for practicing appropriate behavior).

In addition te the normal token records, an explicit note
should be made ir the client's chart whenever 2 client does
not earn back a portion of a fine or wherever ke loses half or
wore of his daily token earnings in fines. Any five such
notes in any week should require 3 review of the client's pro-
gram by the treatment team to determine if there are adeguate
opportunities to earn tokens and an adequate variety of things
to purcbase for the client or if another procedure is needed
to handle kis problem behaviors.
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Educational fines will be more effective when the client s
frequently able to buy a varisty of items with his tokens.

The fewer the opportunities to buy and the more restricted the
selectior of items and privileges available, the less effec-
tive educational fines will be in reducing inappropriate
behavior and the more often inappropriate behavior will accur
during fining episodes. If a client is regularly purchasing

4 variety of items and privileges with his tekens, educatienal
fines will be effective in reducing inappropriate behavior and
ke will be eager to earn back a portion of the fine by prac-
ticing approprizte behawvior.

Fines

—Lp-

Definitions

Fines are a lass of token rewards without a description of the
inappropriate behavior or the opportunity to earn back & por-
tion ¢f the fine for responding appropriately.

Treatment Consideraztions

The edecational components of these procedures shorld be
discontinned only 2s a prescription for particular clients and
only after review by the supervisor/consultant.

Io no case should a fine be greater than ten percent of 3
client’s average daily earning. Explicit note should be made
in the client’'s chart as per educational fines [Section

8.6.1).
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Exclusion Timeout

Definition

Exclusion timecut is contingent observation without the educa-
tional compopent. It iowelves simply removing a clieat from
an activity to another area in the environment for a short
period of time without talking to the client ox requiring him
Lo watch or respond appropriately.

Teeatment Considerations

The same treatment comsiderations apply as for contingeat
observation. This program shoul# require the authorization of
the supervisor/consultact only as treatment for particular
clients.

Tefinitions and Examples of Moderately Restrictive Aversive

Procedures (EE?egory kD]

Contingent Mini-Meals

51~

Definition

Contingent mini-meals arcur when the regular diet is broken
into five or more smaller wnits (which can be as smal} as a
bite). Each unit is given to the client after a particular
target behavier occurs.

Treatment Considerations

The use of food or liquids as reinforcers is sometimes helip-
ful when z client is not amenable to the intrinsic or soccial
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reinforcers in bis eovironment (Section 3}. Althcugh some
foods, such as sweets, are often powerful reinforcers repard-
less of the time of the client's last meal, a period of
deprivation can contribute to the reinforcing effectiveness
of food and may be necessary to make it effective for a
client.

Since food deprivation involves an ethicai and lepal consider-
ation cencerning depriving a client of basic rights, certain
safeguards pust be established for its use. Therefore, no
deprivatien should occur which results in the intake of less
thar the normal amwount of food for that client. When less
drastic alternative procedures have been ineffectual, such
deprivation may be deemed npecessary for a particular client.

In cases in which appropriate self-Feeding behavior is defi-
cient, food supplemeats should be used to maintain body
weight.

It must be emphasized that dividing the daily diet into mini-

meals is never to be used as a meaas of weakening behavior but
T2zther in THe context of lncreasing The motivaticn of & client

‘Lo participate in a traiaing program.

Seclugsdon Timeout
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Seclusion timeout is isolation of a client in a locked room.
{Seclusion timeout shonld be distinguisheé from exclusion
timeout which simply invelves removing the client to another
area of his environment.)
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Additional Kestrictioons

Under some conditicns (Section B.4) the interdisciplinary team
may prescribe the use of seclusion timecut in a specially con-
structed locked reom for a special behavior problem. This
prescription should be immediately implemented on ar interim
basis. The seclusicn timeout rocom should be free of objects
or fixtures that can be broken or used to inflict injury. A
staff member muat be explicitly assigned to the area of the
timecut room for contiouows monitering of the client. The
roon must have a window or opening permirting visual monitor-
ing of all pertioms of the rocm. The roce must be large
enolgh to allow the client to stand and stretch his/her amms.
If the time extends to one hour, one of the senior persons on

is prescriptive program committee must De immediaktely called
and be in continuous attendance until the end of the episode.
Records should be made of the time the client entered the room
and the time he left it. Netes should be made of the circum-
stances surrounding the episode and the client*s hehavior
before, during, and after each timeocut episode.

When a prescriptioa for seclusion timeout is written, the
client's program mast be impediately and thoroughly examined.
The procedores described above for evaluating the adequacy of
his living environment in engaging his interest aad in provid-
icg differential social reinforcement for his behavier should
be implemented. Transfer to another living environment where
tke staff and residents are less eadangeced by his problen
behavior should ke considered.




STANDARDS

TECHNICAL NOTES

Mrrercorrect lon

-t

Definition

Overcorrection is when the client is taught to assume respom-
sibility for the disruption to the eavirosment caused by his

inappropriate behavior by restoring the environment to better
tkan its origimal condition {restituticn) and by intensively

practicing appropriate behavicr (positive practice).

Treatmert Considerations

Overcorrection, a technique developed by Foxx and Azrin {1973)
is most appropriate in situations where there is no program of
planned activities from which clients can be removed to watch.
The overcorrection procedure has been used to reduce self-
stimulatory behavior as well as aggressive and disruptive
behavice.

This procedure is effective only vhen there exists a large
amount of interaction which is rewarding to the client. The
client’s behavior is net enly interrupted by overcorrection,
but he must expend a great deal of effort in restitution and
positive practice. The avoidance of the effort provides the
incentiwe Lo behave more appropriately in the future.

Fwenty to 30 minutes is the receommended length of each epi-
sode {with the exception of self-stimulatory behaviors where
3 minutes is the recosmended length). However, empirical
determination of this interval is advised. In addition to a
regular record of each overcorrection episode, a special mote
should be made whenever a client actively resists manual
guidance during the procedure. Five such notes in aay week
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should require a review of the client's program by the inter-
disciplinary Leam to determine if overcorrection may be rein-
forcing in contrast to an inadequately engaging enviconment
and whether ancther procedure wight e needed to deal with the
client’'s problem behavior.

Foece only sufficient encugh to easure isplemseatation of over-
correction should be used. Contact should only te applied to
arms, legs, andfor head. The client should be given the
oppertunity to comply without ferce. Such force or contact
should be frequently reduced to test the client's willingness
to comply.

Harmless Bad Smalls or Tastes

Definition

This procedure invelves the presentation of a bad smell or
Laste to the client after the occurrence of the target behav-
ior. These substances rust pet be harmful to the client in
any way.

Severely Restrictive Aversive Procedures {Category 4)

S i, ey &r 5RO S
QAMM/\L"“Q"@
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Definition

A severely restrictive aversive precedure is one which
invelves the use of any event which causes a physical sensa-
Lion of pain or extreme discomfort (not subsumed under any of

the above treatments). 0Only two acceptable forms of extremely
¥} -- either slapnj or electric shock -~ as a
consequence of each instance of maladaptive Behavicr L(see

technical note ‘. These punishers can be z2dministered
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when the client is totally cut of restraints {Lovaas and
Simmons, 1969; Corte, Wolf, and Locke, 1971} or as the client
is being slowly eased out of restraiat (Tate aod Baroff,
1966) . Immediately after (e.g., within three seconds) of a
maladaptive response, the therapist should use s loud "not™.
The clieat wmay be given an opportenity tc cease the maladap-
tive behavior st this point, or punishment may fellow immedi-
ately. If the client is provided with the cpportunity to
aveid electric shock by inhibitiog subsequent maladaptive
responses, shock should be withheid if the waladaptive
response is inhibited for specified amounts of time and made
contingent within two seconds after the next immediate mal-
adaptive respense. In general, if there is mo ohservable
reduction in rate by the fiftlh a cation of this aversive
stimulation, the procedure should be reviewed and possibly

discoatinued.
M

The effects of this treatment may not generalize Lo other
people and envirvonments (Frankel and Simmons, 1976; Lovaas
and Simmops, 1969). 1f aot, thep it most be carried over to
these new situatiocns and pecple. The client must be punished
in all environments with all coatact persons present [(punish-
meat should proceed to new situations and people on an indi-
vidual basis). Reward pregrams must always coexist with these
procedures. Punishment has traditicnally been avoided because
of suspected nndesirable side effects (Lichstein and Schreib-
man, 1976). Experimental data bave shown these side effects
Lo sometimes be therapeutically advantagecus; for instance,
increased alertness and social bekavior. However, this may
not be trve for all clients so that petential undesirable side
effects should be carefully monitored,
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The interpretation of behavier, as acceptable or
nonacceptable, must take into account the social,
religious, and ethnie values of the individyal,

the family, and the community and these shoold take
precedence.

The question of how one decides a behavior is unacceptakle 1=z
a complicated one and fas sericus Implications fFrom a legai,
ethical, as well as procedural viewpoint. We will attempt In
these notes to highlight some of these 1ssues as they relate
to maltidisciplinary team decislon-making:

The Comstitutien and BLE]l of Rights grarantee to every citizen
the right to be left alone, that 1s free from government
Interference unless there is a2 compelling state interest to
intervrene in 2 person's life. Courts are partleularly sensi-
tive to Interventlons vwhich are used as a result of decisions
which are not primarily concerned with the rights of the indi-
viduals. Tn Wyatt ». Stickney the federal court held that:
"Residents {In this case of a state Institution) couwld not be
subjected to behavior modificatlon procedures when the alm of
the procedure was merely Instltutlonal comvenience.™ Obwi-
vusly, therefore, you wost look at a hehavier you wish to
change in terms of lts value to the indi{vidual as well as the
problem it presents to you., If, for example, 1t is more con-
venlent for vour facility to have fndividuals sitting quletlw
for one-half hour hefore meals with ne activitles, vet some
prefer to wander about, you should he most cautious about
using an aversive I{nterventicn te bring about "pgood sitting
behavilar™.

There are some circumstances In which a mild punishment to
brimg shout "good sitting hehavier" might be justified from a
legal as well as an ethlcal polnt of wview; perhaps to enable

a student to ride safely in a car. 1In order to deal with the
ethics of this matter you should at least be aware that behav-
1ors do not fit Into categories of "acceptable™ and "non-
acceptable”. Accepeablliity or deslrability fall on 2 contio-
wom and behavior has degrees of deslirabllity, Wheres z glven

47—
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behavior falls on that coentinuom is dependent upon the stand-
ard by which the bebavior is judged. In the above example,
sitting quietly in a moving vehicle would be judging the
behavior from a standacd of "life"; i.e., the behavior could
severely effect the quality or quantity of the individual's
life and those around bhim. Quiet sitting for an extended
period of time befere meals is judging a behavior in terms of
the needs of the facility; the behkasvior may have little value
to the individwal. Practitioners should understand the under-
lying concepts which affect their decision-making process
because they have direct bearing at 2 minimue oo the kinds of
procedures one might vse te change 3 behavwior. (La Vigra &nd
Donnellan-Walsh, 1376.]

One standard by which ong couid judge A given hehavier is the
impact of that behavior on the normalizatj ibilities for
the person; e.g., an opportunity to learn and live iz a less
restrictive environment. The follewing represents a partial

list of maladaptive bekaviors categorized in our opinion
according to their potential impact on normalization:

Examples of Catepory A:

Incerrect - Client is incorrect or fails to respond to demands
or questions posed by the therapist.

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

Inattention - Client looks in directicn other than required by
therapist or gives indication of disregard of instruction.

4B~
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Out of seatfevasion - Client physically evades therapist when
sought or required to be within range.

Examples of Category B:

Public masturbation - Repetitive acts performed in putlic,
specifically invelving the genitals.

Bizarre speech - Verbalizations which are norcommunicative in
nature and contextually inapproprizte.

Sterotypic behavior - Repetitive acts having no cbvious goal.

Tantrums -~ Client becomes agitated, hyperventilates, screams,
or cries.

Spitting - Directed at pecple.

Threwing ohjects - When not directed specifically at people.
Also includes deliberate destruction of ohjects.

Exauples ¢f Category C:

-49-

Aggression/adult - Hitting, pushing, scratching, hair pulling,
or biting, or attempts to do so dirvected exclusively at
adults.

Aggression/peers - Hitting, pushing, scratching, hair pulling,
er biting other clients.

Self-ipduced seizures - Clinically verified seizure activity
precipitated by flicking hands before the eyes, hlinking (net
itself part of the seizure), and hyperventilzation. These pre-
cursors should have been demonstrated to be Fol lowed by sei-
zures during baseline.
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Self-induced vomiting/rusination ~ An overt act {e. g., stomach
tension, reaching down throat) precipitates vemiting.

Pica - Eating nonedibles or debris.

Miid self-injury - Self-injury mot serious enough to be
included in Category D

Exampies of Category D:

Dangerous destructiveness - Thrawing objects at pecple which
may cause injury or destruction of objects soch as electrical
equipment while functioning which may cause iajury to self.

Yialent aggression - Severe encugh to cause life-threatening
or harmful conrseguences to others.

Severe self-injury -~ Perfermed with either sufficient intens-
ity to result in serious injucry or death if left unatteanded or
witk sufficient rate such that a significant amount of the
client’s time is occupied with this behavior.

Restrictiveness as a Function of the Inappropriateness of a
Behavier

As suggested, the inappropriateness of & behavior has ethical
implications for the kinds of intervention procedures which
might be used. For example, the self-injurious behavior of a
child with the problem of autism might, in some cases, justify
the use of shock to deliver contingent punishment. We would
maintain, however, that the cursing by an adolescent wounld
never justify such an interventicn procedure. Behaviors which
are relatively mildly vndesirable or imappropriate justify
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less extreme and punitive intervertion procedures. The
reverse, hewever, does not necessarily hold. Extremely unde-
sirable bekaviors do not necessarily justify an aversive pro-
cedure. Considerations of immediacy and urgency netwithstand-
ipg, if nonpumitive procedures work for ooe set af behaviors
de @ildly ugacceptadie}, then they should be effective for
ancther set [the highly unacceptable). Given two or mure
equally effective procedures from which to cheose to control
m}mvior, then the least restrictive precedure
should be used.

The follewing represenis cge attempt at justifying different
mm;ﬁﬁt—iun of the undesirability
of the behavior to be modified, assuming that all the other
standards in this document bhave Feen met:
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Examples of Aversive
Procedures

Category 1:

Extinction - except when used
es 4 part of a dlfferentlal
reinforcement program.

Withdrawal of soclal contact.

Contingent chservation,

Negatlve reinforcement (clienc—
initiated).

Category 2@

Educatioral fines.
Flines.
Exclusion timesout,

Category 3:

Contingent meals.

Seclusion tlmeout.
Mwercorrectlion.

Harmiess bad smells or tastes.

Category i:

Contingent slapping,
Respomse contingant electrical
stlmulation.

-5

Examples of Maladaptive
Behaviors

Category A:

Tororrect.

Persistent incerrect.
Inattention.

Out of seatfelopement.

Category B:

Publlic masturbation.
Bizarre speech.
Stereatype behavlor.
Tantrums .

Category C:

Adult aggression.

Peer apgression,

Self-lnduced seilzures.
Self-indeced vomiting/rumination.
Pica.

Mild self-iojury.

Categary D:
Nangercus destructiveness.

¥lolent aggression.
Severe self-Injury.
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In oxder to meet the stazrdards to which these notes apply,
ordinarily one must arrange for the following:

a.

=53-

Prier to the application of any member of Categery 1, the
client must have been subjected to programs of positive
reinforcemnent ceootiegent upon appropriate behavior which
Lave been detailed in the client's chart.

Aversive procedures in this category may be used to coa-
trol behavior of any severity.

Prior to the implementation of aversiva pregrams of
Category 2, a token economy andfor differential rein-
forcement programs should have been attempted, and pro-
gramz in Category 1 should have been attempted which
have been detailed in the client's chart. Aversive
procedures in chis category could be used to control
behavior from any category subject to restrictions
herein.

Prior to the implementation of prograns of aversives in
Categories 2, 3, or 4, the client's parents, legal
guardian, or surrogate must have heen given notice and
granted their informed consent to the use of these pro-
cedures in writing.

It is appropriate to design programs for a specific pre-
cursor of a response which appears earlier in a behav-
ioral chain only if baseline observations have estab-
lished that it i5 usually foliowed by a maladaptive
behavior and only if this earlier response itself is
maladaptive,
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Specific baseline chzervatlons and recording of the target 3.
beharior should/shall be takem In sufficlent detail to provide

an ohjactive meagure of the undeslired response before inmter-
ventlon and to provide relevant information to carry cut a
functionzl analysls befere an averdlve Interventlon Is used.
Systematle baseline observaticms are typleally cmitted, however,
when an undesired target behavior is 1life=threatening, ot

threatens the physleal well-being of others, or when serious
property destructlon has occurred.

Catepories 3-4

Bemember the principle of least restrictive alternative
and the need fer greater dwe process ags you intervene
more heavily Into another person's life.

Aversive programs in Categories ] and 4 are usuzlly con-
sidered highly aversive by the client, are easily subject
to abuse, and have the additional concern of soccial
stlgma regardless of thelr precedural value.

In corder to meet these standards the protectlons, evaluas—
tion, and review processes hoth within wour facflity and
outside of It must Be stringent.

At a minimum, we would state:

e. Before Implementlng averslve programs in Categery 3,
interventions from Catepories 1 and 2 and Aifferential
telnforcement programs and/or token ecenomy should have
been attempted.

Baseline observatlons cam be taken In omne cor more situations,
in one of at least three different ways. (a) The ohserver
may he present In the sltuatiom, but {gnoring target behav-
iors (the use of "ignore" may itself be considered an inter-
vention). (b} The cbserver may simply record the target
hehavior and treat the cllent as was done previcusly {im the
case of cllents who have been In the facility for at least
three weeks prior to selectlon of the particular target
hehavior}. (c) The observer may not be presant Ln the situa—
tion with the client, but covertly observing (e.g., with the
use of wvideotape or one-way mirror). Baseline cbservatlen is
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4. Individuals with maladaptive or preblem behavlors that are to 4,
be modified will have a writtem program plan which includes
provislons: f{a} to teach the individual the circumstances
under which the behaviors can he exhibited appropriately te
shape the behaviors inte more appropriate expressions; or {b)
to replace the behaviors with those that are adaptive and
appropriate.

5. Each plan (program) to modify bshavior for an individual will
speclfy I[o writing:

a. The targeted behavior stated in objective and quantifiable
terms.

typically omitted when an undesirable target behavior is life-
threatening or threatens the well-belng of others. These
cases may be elther severe self-{njury, such as head banging
of severe intensity, or viclent agpression which risks the
well-being of other clients,

For example, 1t is usually simpler, and of course more
legally and ethically sound, to teach someomne the appropriate
setting where masturbation or self-stimulatlen can eccour than
to attempt the near impossible task of eliminating these
behavlors.

a. Objeetive criterla should be employed in the definition
and measutrement of all target behavior. In the presenta-
tion of guidelines for ohjectiflcatfon, {t 18 necessary
to divide target behavior accerding to the types of goals
that Foster them. Programs emploving aversive procedures
must demonstrate that these Interventions accur within an
ladividualized program that has both short— and lopg-term
goals and are the Least restrictive alternatlives avail-
able,

b, Rellahility of measurement is the cornerstone of this
obJectivity. The supervisor/consultant should establish
the reliahllity of the hehavlor techamiclan's observatlons
prilor te or early in the basellne shservation fl) for
each new target hehavlor, (2} For each type of measure-
ment system, and {3) In each new situatlon for each
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STANDARDS TECHNICAL MHOTES

c¢lient. This may be done by initial training sessions

for each new behavior. Reliability of measurement is

accomplished through paraliel bet independent observation

of the behavier by the supervisor/conseltant and the

technician, each using the description of the bebavior

as written, Adequate reliability should be used as a

guide to refining and qualifying the criterion used by

the technician. At least one random spot check should

follow this initial assessment. Behaviors whick have 2

very low rate of occurrence may he excepted, but tke

supervisorfconsultant remains responsible for such

exceptions. The assessment sessions and substitute

consultations (re: low rate behaviors) should be docn- |
mented and made a part of the clieut's perwaneat record. |
Adequate reliability should be obtained without Ffeed-

back during its assessment. These procedures should be |
documented in the client's chart. |

b. The behavioral ebjective or goal of the program, including
the time frame.

¢. The operational description of the behavioral method.
d. The schedule for use of the method.

e. The data to be collected and the means Lo assess progress
toward the objectives.

f. The cvontrol or probe techniques to determine the necessity
of continuing intervertion.

g. The conditiens vnder which this specific plan (pregram) is
chaonged or medified.
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STANDARDS

TECHNICAL WOTES

h. The person(s) respensible for the plan {program).

The behavioral program superviscr for the service or
faciiity should/shall participate in the development of
the 1ndivlduaiized plan.

Any ABL that cleariy affects the health of the Individual
requires participation of appropriate medical or cther
health profesaicnals on the muitidiseiplinary team and
regular review process.

Systematic Timecut, referring ta the removal of an [ndlvidual

from a sltuation, occurs only during the behavioral program
fer no longer thaa an hour in extraerdinary cases, and under
direct observatlion of persons coaducting the program.
Systematlc timeout 13 used enly as an integral part of an
individualized program thzt lsads to a legs restrictive

way of managing, and ultimately to the elimimation of the
behavicrs for which the technique is employed.

If an individual exhibits behavior or eaperiences conditions
that are a hazard to his/her health and safety, the use of
systematic timeout reguires contlnual visual observation and
a physical siltuwatlon that allows Immediate access.

Food. When food is provided er withheld as part of a
behavior management program, itz effect on nutrition and
dental stztus is considered.

Simllarly, cne should always consider whether there is a
medical problem causing or even megnifying the preseat prob-
Izm. For example, an individual with an itchy rash may act
out causing disruption to your pregram when a salve might
prevent the problem.

Deflinition

Seclusion is deflned as the placement of an indlvidual in a

room or other area from which egrass is prevented, and the
individual caomot be observed br any staff member, except
when the clizsnt 1s under observatlon as part of a gystematic
timecnt program that meets all expllczble standards.
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STANDARDS

TECHNICAL NOTES

a. Foods that may be deleterfous to health are not used
as rewards vnless 1t ls documented that alternative
rewzrds hiave been tried without success. Cuestions
as to what foods may be deleterfous to health are to
be answered by am appropriate health professional.

h. Behavior management programs do not employ, or result
in, denlal of s nutritfonally adequate diet.

Shenever restralnt devices or behavior control drugs are
employed teo suppress maladaptive or problem behaviors, the
individual's record wili document the fact that less
testrictive methods of modifying or replacing the
behavior, Including ABI, have been systematlcally

tried and have besn demonstrated to be Lneffective.

If sufficlent caugse exlats for not trylng alternatives,
these reascns will be documented.

10,

Fmergency Procedures-Restraint

Deflnltion

Restralnt refers to any means employed to prevent a behavior
from occurring.

Restraints are only permissible wnder circumstances in which
the supervisor feels that they are absolutely necessary to
protect the clilent from injury to hipself or others. Client
behaviors requicring emergency restralnt might Ilnclude severe
self=abuse or aggression.

Restralnt is not treatment and should not be used as sueh,
Restralnt should only ke a temporary measure to prevent Ilnlury
whlle an appropriate treatrent intervention 1z planmed by the
supervisor and staff. The following safeguards are designed
te prevent Imappropriate use of restralntsz.

a. Restralnts will he allowed only when the client®s behav-
for poses ao lmmediate threat te the safety of himself
andfor athers,
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I3.

STAHDARDS

TECHRICAL NOTES

Except when used as a timecnt device, In accordance with
applicahle ABI standards, physical restraint is enp loyed

only when absnlutely necessary to protect the Individual

from injury to himself or herself or to others, and restraint
1s not employed as puonishment, for the cenvenience of staff,
or as a substitute for program.

Physical restraint ig used only as an Integral part of an
indivLiduat program or educational Flan by a multidisciplinary
team to lead to a less restrictlve way of managing, and
ultimately 2o the eliminaticn of, the behavior for which

the restraint ig applied.

Hedication (chemical restraint) 1s not used as punishment,
for the convanlence of staff, as a substitute for a program,
or in quantities that Interfere with an Individual's devel-
opmental program.

11.

Where restzaint has been identified as a
relnforeing avent,

granm

be treated In terms of approval and

Restraints will ardinarily not continue for a per bad
exceeding two days, This time will allow for the desipn-
ing and implementaticn of appropriate trzatment proce—
dures. Exception: well deralled programs for slowly
decreaslng the amount of Testralnts. Such programs would
not exceed ten days without special walver from tha
appropriate review coomlttee. Physlcal restralnts

should be checked at least gnee every 30 minutes by

the behaviar technlcian.

Restrzint of any kind shall nat be used as punishment,
for the convenience of the staff, or as a sobstitute for
adequate programming and shall not causa harm or injurr
to the client.

potential positive
1t may be used as part af a positive pro-
to decrease undegired responding. Such a program should
review as if 1t wera a

Category 3 interventlon,
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STANDARDS

TECHNTCAL MOTES

Drugs used for bebavior control are ntilized as an integral
part of an iadividual program, or educational plan designed
by a aultidisciplinary team, to lead to a less restrictive
way of managing, and ultimately to the elimination of, the
behavior for which the drugs are employed.
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BART
SECTION 11
LDIYITUAL PROTECTIOMS
The technology of behavior modificatioa iavelving the control of human behavior has raised many

Ccoustitntionsl and ethical issees regarding the rights 2nd treatment of individvals. Nometheless,
these guidelines provide the basic policies and procedures to safeguard the individual rights.

This Section is presented in two parts: A. Individual Rights. B. Due Process.
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STANDARDS TECHNICAL WOTES

1. All imdividvals (including the parent or surrogate who can
act in behalf of the individuzl) who may benefit from an
aversive behavior intervention have the right:

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

b. To adequate and neadiscriminatory assessment, either by
the service or facility, or by an independent outside
agency.

c. To participate whem appropriate as outlined in these
guidelines in the development of the written individual-
ized educaticn or program plan that implements ABI.

d. To have theic parent(s) participate in the development of

the individoalized program plan as appropriate to legal
status.

e. To the provisions for the least effective alternatives for
w ABI procedures, A

f. To insure maximum involvement in programs for perscns who
are nonhandicapped.

8- To the maiotenance of corfidentiality of information.
k. To have access te all their own recerds when legal require-
ments are met, and for parents to have access to the indi-

vidual's record when acting legaily in their behal £,

I. To have the written individualized Plar implemented as soon
as possible.
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STANDARDS

TECHWICAL NOTES

A1

To have competent and qualified persoapel implement and
monitor the written individualized plan.

To e fully informed about the purpcses, actions, aad
outcomes of the ABI.

To bave procedural safeguards and protections ip the deter-
mination of the selection and implementation of ABI.

Periodic review by staff of progress toward the goals and
objectives in the imdividualized plae.

To have parent or self-give informed consent when a service
or facility propeses to initiate or change the identifica-
tion, assessmect, or ABI for the individual when zge
requirement is met and when appropriste.

agencies shall motify persons of these rights.
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"The keynote to any intrusion on the body of a person
most be full, adequate, infermed consent." Kaimowitz ¥.
Department of Hental Health (420 U.S5. Law Week 2063).

Since due precess is not a static thing, it cannot be
described precisely or in unchaanging terms. This is
particularly true with regard to the use of behavioral
procedures. The state of the art changes. Mininom
acceptable standards prow with the development of

inproved behavicral strategies and techmignes. A
%mgm well have
been irreproachable at one peint in time, can be evalu-
ated two years to two months later as viclating an indi-
vidual's right tc substantive due process because it no
longer provides the least restrictive alternative. WWhy?
Because a new medication, or a new instructicnal design,
or a new nukritienzl approach te the target behavicr has
supplied an alternative that is less restrictive.




STANDARDS

TECHRICAL NOTES

€ Tane o~ 000 (-
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The primary purpose of the due process guidelines is 1o
ensure provision of substantive dee process to each per-
son with whom behavioral interventions are employed.
Since the standards defining what substantive due process

is are grewing, these guidelines must be flexible encugh
to allew for evelution.

The following components are required to safeguard the
rights of the special needs ¢f the individual before
there can be informed consent.

1) There must be a precise description of the behav-
ioral intervention or the program of interventions
to be used. The description and explanatiop must be
in terms zod in a language readily understood by the
individuwal or his family or representative.

(2} There must be an explangtion of why this program of
aversives fits into the plan for {hg particular
individual's least restrictive aiternative. The
test of whether the explanation satisiies 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 individeal from
immediate and continuing self-injury; where it
allows freedom from physical restraints which would
otheruise be continued; when it can be adwministered
far only a few short instances; when it allows free-
dom from physical restraints which would othervise
be continued, and when its goal is to make other
non-aversive therapy possible." Hartin, Reed, Legal
thallenges to Behavior Modifjcation: Trends in

Srhoels, Corrections, ‘&L(I Mental Healtk. (197%3)



STAMDARDS

TECHNICAL WOTES

f
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{3}

(4]

(53

(6)

(7}

(8)

(9)

o=
vided, including both other aversive procedu:es and
nonavers ive ptograms wlﬁre possfﬁ[e

A Jusnflcatmn of the purpese and ratiomale For the
proposed program of interventions must be given and
fully explained.

Risks, side effects, or special precautioss musti
be set aut.

Frocedures for documentation must be detailed and
baseline data given.

The specific behavior to be extinguished or modi-
fied must be described and the correlation between
its incidence and situational or motivational cmes
explained to the best of the treatment or educa-
tien stalf's ability.

The certificalion of a physician must be presented
Lo Lhe effect that his examinalion of the 10dividual
reveals po medical cavse for the behavior to be

extinguished that would make the behavior either

subject to _amgljoration by medical care and treat-
ment or impossible to eradjcate wjthout endangering
e health of the individual.

The time sequence of expected results must be set

out, ——
—




STANDARDS TECHNECAL NOTES

(10} The documentation of a peer review committee that
mﬁm—‘Lmor
@ other affirmative programming in the setting must
be available. The names and qualifications of
these serving on this committee must be supplied
to the persons giving censent and an cpportunity
for discussicn and questioning made available.

(11} The perscn or persons giving consent must be advised
of their right to refuse consent without penalty
contingent cn their refusal, their right to withdraw
consent at any time, and the means for doing this.

£12) Provision should be made in the agency's written
pelicy or procedores for a behavioral element teo
the informed consent process used. This behavieral
element must provide evidence that the persons giv-
ing consent te use of bebhavieral procedures under-
stand thet for which they have given consent. The
means used must be appropriate to the person giving
consent. The behaviorz! element could consist of a
post consent questionnaire.

o. To be informed of all rights and due process procedures
available to them, including the right to refuse service.

p- To challenge the decisions and zctions of a program which
are related to the individuval's rights and protections.
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STANDARDS

TECHNICAL NOTES

1. Procedureg have been established to provide an organized 1.

method for resclving differences and assuring the protection
of the IndivIdual™s rights.

Due process Erocedures should/shall be estzblighed in 2,
accordance with regulatlons to guarantee falr treatment

and protect the rights ¢f the individual,

An individeal, a parent, or an apgeacy mar Inltiate a hearing 3.

befere a fair hearing panel sbout any decision regarding, and
resulting from:

Isgues most commonly requiring review include due process
relatlve to the Interventlom, questions of professional or

7 Ters

ethical judgment, approprlateness, custom, intervention

need, and relevance.
L

P e —— ]

Appeals may be made by thercl[ent, parent, or parent surro—
gate, staff, advocate, member of the public, administrator,
monltoring hoard, or review structure,

E.g., required Falr hearings currently sutlined in SDE.

"A fair hearing must assure the complainant certain basie dus
process of law., There are several such procedures that are
required of providers of services. The Lanterman Act, Welfara
and Institetions Code Sectlons 4700-4725, establishes procedures
for providers of state Funded care td developmentally disabled
perscons. Falr Hearing procedures for educational providers

are cutlined In PL 94-142 and 45 CFR 12la S06-510, Californla
Educatlon Code Sections 55341-56341.4 and Californla Adminis—
tratlve Code Title 5 Sections 3124 and 3160-3170.

"As an exanple, the required procedures far educatien related
hearings are as Follows:"

a. The parent andfor lndividual's appeal.

k. The attempted resolution at the local administratlwve
lavel,

e, The local falr hearing befFore a panel of experts.

d., The state revlew by an Appeal Revlew Gfficer.
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TECHNICAL NOTES

Before the parent andfor individual's appeal gets to the
third level (local fair hearing parel}, it is essential that
the local top administrator eor designee review the reasons
for the appeal wilh the parent andfor individual aad attempt
tc resoive (or negotiate) the problem area.

In order to guarantee that all parties are ensured that an
impartial, unbiased decision is made relative to ao appeal,
the follewing shall be adhered to:

a. Any party to a hearing has the right to:

(1)

(2)

{3)

(43

(s}

-8~

Be accompanied and advised by counsel and by
individuals with special knowledge or training with
respect to the problem of the handicapped individ-
ual.

Present evidence and confront, cross-examine, and
compel the attendznce of witpesses.

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

Obtzin a written or electrenic verbatim record of
the hearing.

Obtain written findings of fact and decisions.




STANDARDS TECHNICAL HOTES

{(6) Parents invelved in hearings must be given the right
to:

(a)} Have the individual who is the subject of the
hearing present.

(b) Open the hearing to the public,

b. Mearimgs shall be conducted in the English langrvage; when
the primary lamguage of a party to a hearing is other
than Erglish, an interpreter shall be provided who is
competent in the required lamguage.

c. The agency shall ioform the pareat or individual of any
free or low-cost legal and other relevant services avail-
able in the gecgraphical area, upon initiztion of hearing
precedures, or when the parentfindividual reguests such
information.

d. The decision and related materials submitted to the com-
prlainrant shall be in English, and where appropriate, also
in the complainant's prinary language.

e. MWritten potice of the right and explanation of the
procedure for requesting a review of the hearing at the
state level shall be included with the complainzant's
copy of the panel's decision.
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STANDARDS TECHNICAL BOTES

If an appeal reaches the state level, the following shall be
adhered to:

The state ageacy shall conduct an impartial review of the
hearing. The official conducting the review shall:

a. Egaminge the entire hearing record.

b. Easure that the procedures of the hearing were com-
sistent with due process.

¢. Seek additicnal evidence as necessary.

d. Afford the parties an cpportuaity for orzl or writtea
argusent, or both, at the discretion of the reviewing
officer.

e. HMake an independent decision on completion of the review
and give a ropy of the written findings and the decision
to the parties.

f. The decision made by the reviewing official is final,
unless a party initiates civil*action.

e o . 8 TRl
a. The identification of the individual's need for aversive el
behavior intervention. )
b. The individual's assessment.

c. The implementaticn ef the individvalized plan.

d. The denial, placement, transfer, or terminaticn of the
individuzl in a program on the basis of the behavier
problem.




STANDARDS

TECHNICAL NCGTES

e, The Individuval's situatlion program ls umnecessarlly
restrictive.

f. The alleged denlal of individual's rights.
4, When an aversive behavior intervention becomes very restrictive L,
and Intrusive wpon the lod{vidual. augmented dve process pro=-
cedures to approve ew, and evaluate should be esta shed

@ to guarantee the protection of the individval.

in simpler terms, dme process is similar to a balance geale,
The heavier the interference in the person's 1ite, theough an

ABIfresgtraln edication, or separatlon from pears, the
reate ed for due cess safepuards af 2 minimum.

Instances of Category 4 interventions are employed, prior
not catlon of the Intermal review commitfees esta

y the program/facllity is regulred. 3 O ees
mist evaluate the situatioe within one week of the prior

notice of the use of a Category & ABI.

et
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REYIEX AND EVALUATION PROCED!R]
Iegal and ethical comsiderations make it imperative that the rights of individsals be protected and
that sdequate safeguards be established to ensure that the development of individuals will take place
in the ceater of a compassiopate, challenging, and normalizing environment. It is, therefore, of

great ispartance that ABI and the effect of these procedores on individusls zre reguiarly examined
apd evaloated.

These gnidelines provide for four levels of iew and evaluation. Each Ievel is independent of the
other, however, each level will contribote infermation of value £ the total service gystea.
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STANDARDS

TECHNICAL WOTES

1. The purpeose for contiruous and frequent examimatlon and
evaluation of the Individualized program for aversive
behavier Interventlons £s to assure that:

a. Comprebensive assessment of the Individuai's behavior has
FeEh coRprETI—MmTATERL behaviors have been deflned.

[y

b. Effective procedures have been gelected to bring about
deslred behavior change.

e. Specific and Eregue s are recorded of the
ndividual's behavior.

d. A review process 1s established te examine data collected
or 2ach indivwidual.

2, The review and evaluatfon of the individvwal's develcpment and
progress shoonld includes

a. A tevlew of the daily collection of data by the direet

service staff,
D P }

b, Perlodic reviews of the data summaries by the multpidis~
ciplina

c. A written report which includes:

{1} The results of specific mezsurements of thke indi-
vldual's development and progress.

{2} The effect of the metheds and technlques wsad In the
ABI propram.

When ABI 1s recommended for individuals in a care or educational
Facllity, there mast be g responsibie person designated in the
faellity to moniter 21l the procedures ta he carried cut in the
determination of the need for the ABI, for planning and develop-

ing the TPP, for the implemoftatlon of the ABI, and for the
evaluation of the effect of the ABI.

This responsible person represeats the first level of the review
and evaluztion process. 1his person must svaltuate fhe quality
and completeness of the procedures required Lkn the use of ABI
For every ing vidual in fhe FaclTTEy T thIs TerssnTe 7ot the
responsible administrator of the Facility, thls does mot rellewe
the adminlstrator of the responsibility for maintaining the
appropriate program standards For personnel to use when ABIs are
recommended and used for Ilndividuals. Therefere, the responsible

administrater must set up the monltering system to evaluate the
quality and completeness of thé entlre process to provide ABI.

—

There must be a frecuent teport made to the responsible adminis-
trator 1f other persons ate monltoring the process.

The emphagls an thls lewvel of evaluation and review is that the
responalble admindstrator must perform the first phase of monitor-
ing the procedures which are carrled out for each dndividual.

Before a facility starts to use ABIL procedures, an “ageacy™
comrittee mast review the compatency of the facllity to follow

e e
these guidelines and appreve the programs. The “agency”™ commit-

tee 1s estiblishe] by each state agency having responsibility
for the facllity and must be composed of perzons knowledgeable
of these guidelines and thelr use,

-7
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STANDARDS

TECHMICAL NOTES

(3) The progress of the individual toward achievement of

the goals and short-term objectives specified in the
ABI program.

(4} Recommendations for specific program changes or
contimuation.
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2.

STANDARDS

M Al pr

GRAM VAl ATIO!

TECENTCAL NOTES

The purpese of Intermal program evaluvation is to assure that:

a.

The aversive behavlor interventlon techniquea employed
are the least restrictive and the most effective
procedures,

The rights of individuals are protected.

lepal andfor regulatory requirements have been met.

There 1e evidence of planning for program improvement.

There is appropriate personnel assigned to implement an
evaluztion plan.

Each service or facllity shall{sheuld develop and carry out
& program evaluation plan to include the following:

A

b.

The provision for pregram ewalvation to be completed at
least annually.

A raview of the adequacy of assescments to assura
adherence to the least restrictive, effectlve behaviaral
procedures.

A review of the effectiveness of the ABT implementation

The gecond level of evaluation or review of a program in a facility
which uses ABI requires that personnel Intensively revlew and
examine the procedures and processes For delivering ABIs.

Whereas, the first level requires almost a daily exawlnation of

the proceﬁmaﬂmmvmg ., this
second level of review reguires that alt _the data collected for
each tnaividual will be zgprepated and complled to show the quality

and effectiveness of the total program.

Data gathering procedures will have to be anticipated aand proce-—
dures designed to collect, compile, and retrieve Information,
Personnel in the facility will have to be assigned to carry out
the program evaluatlicn plan which should be completed at least
annually. Tf personoel are not available In the facllity to
carry out program evalwation actlvities, the Facllity should con-
tract with outside persons to complete this phase of the review
ptacess.

Facilities have the option to establish independent review struc=-

tures through the stilization of a peer review copmitree andfor a
human_rights committee. These commlttees can perform waluable
tevlew and comsultative services to z facklity.

procedures as outlined in the individualized education pro-

gram or individual program.

A& revliew of the effectiveness of personnel to carry out the
prescribed procedures, Inecluding the ratio of service staff

to the individual.
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STANDARDS

TECHNTICAL WOTES

A review of progress toward achievement of the geals and
objectives by all individuwals in the Program.

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

A written report that is available for public access.

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

There shall be specific program optien tec establish either
or both of two independent review structures for the
process of internal program evaluation.

{1) A peer review committee may be established which can
provide review and advice regarding technology and
procedures, personnel qualifications, and other pro-
gram related performance factors., This committee
shall primarily be a professional standards body for
the program or facility.

(2) A human rights committee may be established to review
aod moniter kuman rights and civil safeguards for the
program or facility apd shall irclude consumers and
comrupity representatives.
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L. LEVEL THREE - EXTERMAL RFVIFW AMD EVALUATEOM BY 3EGIONAL TEAMS

STANDARDS

TECHNICAL NOTES

1. The purpese of the external review and evaluatfon by regional
teams Is to assure that am Independent team will evaluate the
aversive behavior intecvenilons used In Lallfornia services
facilities. The reglonal Teview team should:

LR

E%ﬁ!;:ST_

Deteraine the adequacy of program procedural safegusrds.
Evaluate professfonzl quaiity and program methodelogy.

Determine the technical adequacy of aversive behavior
intervention progra=s.

APgrnve severely restrictive aversive interventlons prior
to Thelf Inlfiation unless such_approval has heen ghtalned

i e o ) DR

from the level II committee,

Heet at least quarterly to rewlew programs within a Juris-
dictional reglon.

Ee compesed of persons who encompass demonstrated and
recognized competence Ln:

{1) Planning, programming, and implementing ABRL and
alternatives,

(2) Adedaistration of programs using behavioral proce-
dures and alternatives.

{3) Progranm evaluation.
(4) Develapmentzl and educational programming,
(5} Legal advocacy,

Prepate written repozrts and utilize other lines of
comminication for interactlion with the local service or

The first and second lewels of this revlew process regulre
procedures and Personnel within the facllity to perform the first
line of program honitaang and revlew. The quality and complete-
ness of the procedures and processes being vsed by a Facllity
should be known ts the responsible administrater of the facility.
Although there may not be common agreement among administrators

of facilitles as to what constltutes an adequate or effective pro—
gram, the procedures and processes outlined [n these guldelines
shallfshould be followed in facilities where AEIs are used. These
guidelines should bring some consistency and quality to the prac—
tice of providing ABI to Individuals.

The third level of the review and evaluatisn process requires the
use of external teams which should be established to serve specl-
fled reglons. These teams ghould/shall schedule regular {at least
annually) on-site reviews of programs using ARI for fndividuals.
These teams should be composed of persens representing multidis-
ciplinary backgrounds, and should have multiagency representation.

The "agency" commirtees which have approved ABI programs shall
provide the regfional teams with the list of facllities which have
been appreved and provided the name of a contact person at each
facilier,
The reglonal team{s) should/shall:

1. Review and evaluate all programs which provlide ARBI.

2. Peview the Indiwvidual and program evaluatlon precedures
described under lavel one and two of this document,

3. HMake on-sfte wigltg,

4. Revlew the appeal procedures available te individuals In the
facllity and review the type of appeals which were made,

-



STANDARDS

TECHNICAL NOTES

facility, state review committee, and the varlous State
Departments of Health and Education.

Recommend modification of state guldelines and standards
annually to state review committee.

Prepare written report for the facility, the state "agency"
committee, and state review committee.

Make recommendations for program changes as may be necessary.

Communicate to the state review commlittee recemmendaztions for
changes to these guldelines.
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D. LEVEL FOUR - EXTERNAL REVIEW BY STATE REVLEW COMMITTEE

STANDARDS : TECRNICAL NDTES
l. The state review committee shall be composed of pECsons A state revlew committee phould/shall be established to pecforn
Jointly appointed by the DepartmWrts of Education, Soctal, Eanctions which will have otatewide impact om the use of ARl pro-
Developmental, and Health Services which should have the cedures., Lt should receive much data and information from the
responsibility for approving and monitoring programs which preceding levels of review and eveluation 1n order tc effect
enploy aversive interventions, The state teview coamittes changes to the guldelines, to determine need for legiglative
should: action, to recomcend improved procedures.
4. Review and amend guidelines and standards for ABI The state review comnittee shall be available to investigata
biannually, - seriouve charges of noncompliance brought by & reglonal tesa.
“
b. Review evaluation reports submitted by tegicnal review
’ teans semiannnally.
¢. Hold public meatings for consumers and providers to be
determined by ite policy adviscry needa. .
d. Hecommend the establishment of local/reglonal review
. teams.
e. Honltor the review and evalustion procedures of the local/
teglonal review teams,
f. Review appeals of decisions by localfreglonal review teama.
8. Assure enforcement of the guidelinea for ABI,
h. Advise Licensing and Certification which facillities under

the Departments of Social, Developmental, and Healch
Services jurlediction are to be granted a spactal permit to
utilize ABE.
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STANDARDS

TECHNICAL NOTES

i. Effect a liaison between the scientific commnity and

the providers’ constituency, iacluding summarizing state
of the art developments biannually,

-80-




- Programs vtilizing aversive behavior interventios (ABI) shall/should have the following personnel

raspengible for the delivery of services: behavioral program {climical) supervigsor,®* direct service
staff, and direct service assistants. The behawioral {clinical) superviscr and direct services staff
shall/shouid he mandatory for implasentation of ARI programs.

* Supervisor functions, in some imstances, may be pecformed by a consultant.
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RESPONSIBILITIES

1HICA

EHAYIORAL, PROGRAN ¢

QUALTFICATIONS

SUPERYISE

COMPETENCIES

The legal, social, educationmal, and
psychological well-being of all persons
who, by necessity {as outiined imn
theze guldelines), require aversive
behavior intervention.

The personal gupervision and ewalua-
tion of assigned service staff and
assistants in the performence of ABI,

The quality of records which moniter
the ABL program and 1ts measurable
effects upon the individwal.

The designing and lmplementatfon and
quality control of all ABI programming.

The implenentation of review proce-
durea for individual programming.

The provision and assurance of communi-
catfon channels that allow any staff
merber to report, im writing, chserved
misuses of ABL to the appropriate review
autheority, without penalty to the staff
memher.

The preparaticon of writtem reports of
any misuse cf ABI to the appropriate
review suthority, '

A behavierally trained Ph.D'. or a person
with equivalent professiconal competencies
trained In an dnstitution of higher learn-
ing with a recognized curriculum in hehav-
ioral technology.

An extenslve background and practical
experience in the application of behav-
ioral procedures.

Has had direct experlence with the Lkinds
of populations with which the present
service is concerned.

Able to provide documented experience

and demopstrate competency in at least

the following areas of expertise: applli-
catlon of behavior modification thaary
and teckniques, ethiecal and legal factors,
and supervisory skills.
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1.

Applicatien of behavior modification:

d.

b.

Tdeatifies target behawior 1wt rela-
tion to antecedents and consequences.

Conducts reliahle measurement of
targeted behavior.

Carries out 4 trouble-shooting pro-
gram to evaluate effectivemess of
procedures.

Lists the essentlal stages in deaipgn-
ing and conducting hehavior change
activities.

Hrites a propesal for behavior change
progran,

Provides a written report of the pro-
gram effects,

Identifies wariables which may cona-
trzlndicate specific treatmernt
procedures.

Ffwalvates the approprizte behavior
modlfication procedure to manage
behavior problems, specifically
{includes, but Is not limited to):




10.

11.

RESPONSIBILITIES

QUALTFICATIONS

COMPETENCIES

Asgurance of contlnuing ataff develop-
ment telative te procederal, thecretical,
and ethlcal advances in the field throwgh
in-service training andfor continuing )
education opportunities.

Participation in recruftment and
gelection of persennel engaged Iz ABI
programming.

Ability to Irtegrate bBehawioral pro-
cedures and ABI into an overall program
emphasizing normalization and quality
individualized education within a
developmental model.

Integrate Individual and family
interests with program prioritles.
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{1} Extinctien,
{2y Timeout.

{3} Relnforcement of {ncompatihle
behaviors.

{4) Graduated guidance.

{5) Restitutlon.

{6) Restralnt.

{7} HNHoxious nolses, swells, etc.
(8) Deprivation cf food or water.
{9} Slapping er spanking.
(10) Painful skin stimmlatEon.

{11) Fading out of restrictives,

Is famillar with procedures for
arranging contingent relatf{onships
between targeted responses and coo-
sequences whilch are avallable {n the
nztural envirenrent.

Mozt he able to devise at least two

alternative treatment procedures in
each of the three levels of Inter-

vent lon restrictiveness.




RESPONSIBILITIES

GUALIFICATIONS

COMPETENCIES

Can analyze stimtlus control and
oLher parameters which wil} maximize
generalization of treatment gains of
the individual's abilities to a

more normalized setting.

2. Ethical and legal issues:

a.

b.

Can identify the major ethical
issues.

Demopstrates the incorporation of
ethical standards in program design
implementation, communication, and
evaluation.

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

Is familiar with the ethical issues
of research with respect to the use
of human subjects.

3. Theoretical issues:

R~

Demonstrates familiarity with current
Literature on application of nonaver-
sive and aversive procedures.

Is familiar with learring principies
and the treatment proceedings which
hazve heen derived from them.




RESPONSIBILITIES

QUALIFICATIONS CCHMPETEMCIES

4, Supervisory issues:

a. Demonstrates ability to coordinate
and participate in a multidiscipli-
nary team.

b. Demonstrates am ability to organize
direct service staff.

©. Demonstrates an ability to evaluate
the effectiveness of direct service
staff.
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RESPOWSLBILITIES

nv 1R

QUALIFICATIONS

COMPETENCIES

The direct implementation of the ABI
program,

The mainternance of dailly records with

. sufficlent detail to measure the

effects of ABI on the individeal.

The preparation aand submission of a
written report of any individual’s
unexpected or unplanned program
outcomes to the person providing
behavicral program supervision.

Maintenance of regular summary
reporte detailing the methed and
effects of program implementation
upen the individual®s target behav-
lers, and any other sipgnificant
obgervations.

The preparation and submission of a
written report of any need for altera-
tion of the ABI te¢ the superviszor.

The submission of a written teport of
any chgerved misuge of ABT to the
appropriate review authority.

The parsonal supervision of service
assistants,

Possess at least a high schoal diploma
or equivalent,

Evidence of continufng education at
college level in area of behavior
modification.

Demonstrate competency [n application
af behavior modification theory and
technfques, knowledge of the ethleal
and legal facters ags they apply to the
population.

Documented evldence of past history of
good judgment In providing quality
human services.




RY SIn
RESPONSIBILITIES QUALIFICATIONS COMPETENCEES
Carry cut alternative nonaversive 1. Possess a high school diploma or its

bekavieral procedures.
Implement ABI as directed. .

Mafntain reperts and records as
directed.
1.
Report in writfing any misuse of ABI
to the appropriate review autherity.

Beport to the behavioral program
supervisor andfor direct service
staff member.

eqgulvalent.

Dexonstrate Interest in and semsitivity
to the needs of individuals participating
in the program.

Bemonatrate good judgment and personal
stability.
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OBJECTIVES OF A TRAINING PACKAGE

Participants will identify from a list of possible purposes, 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. Jdentified 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 behavier.

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

5. Participants will specify when ABI 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
ABT. .

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 ABI program available.

¢. Safeguards guaranteeing that all established program procedures
are foliowed,

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.

14.

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

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 qualified individuals are presently not in the employ

of a participant, methods for assessing the competencies to use ABI
are to be identified.)

=80~




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 are 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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Do your existing policies include statements which reflect:

) a.
() b
() c.
() d.
() e.
() f.
() s

How ABI is to be used.

The staff member(s) who may authorize ABI.

The staff member(s) who may implement ABI.

The mechanism for monitoring and controlling the use of ABI.

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

The need for an established hierarchy of available behavior

change methods which emphasize positive behavior change
approaches.

The need to actively make available the above policy state-
ments to personnel, the targeted individual, and the targeted
individual's family.
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Have you considered the following in developing a behavior change

plan?

()

)
()
()

(3
()

()

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

Alternative strategies for behavior change.
The undesirable long- and short-term side effects.

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

The time needed to complete the plan.

The frequency or how often the procedure should be
implemented.

The staff needed to carry out the prccedure.
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3. Have you made a thorough multidisciplinary assessment of the individual
prior to initiation of ABI, including measurements of:

. { } a. Social interaction.
() | b. Communication.
() c. Physical development and health,
() d. Cognitive and adaptive status.
{ ) e. Learning style and level.
()} f. The targeted behavior.

() 8. The conditions which contribute to the occurrance of the
targeted behavior.
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Does each individual selected to participate in an ABI program have
a2 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.

() ¢. 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 ABI.

()} 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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In protecting the rights of individuals partiéipating in ARI, you have
considered the following:

() a,
{) b
()} -«
() 4.
() e
() f£.
() s.
() h.
) i
)y .
() k.
)y 1.
() m

The adequacy of the assessment techniques employed.
The potential for the assessment procedures to be discriminatory.

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

The use of least restrictive alternatives in planning the
intervention procedures.

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

The accessibility of the targeting individual's records.

The extent to which ABI procedures are implemented with the
least delay. '

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

The adequacy of the staff carrying out the ABI program.

The enactment and implementation of procedural safeguards
and protections.

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

The possessicn of signed informed consent forms,

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.
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[CSD-1]

In developing a set of procedures for individual review and evaluation,
you should consider the following:

()

()

()

()

()

()

a.

A review of the daily collection of data by the direct
service staff.

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

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

In writing, a statement of the effect of the methods and
techniques used in the ABI program.

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

In writing, a statement of the recommendations for specific
program changes or continuation. '




A program evaluation plan should consist of the following:

()
()

()

()

()

()

(3
()

()

a.

b.

The provision for annual review.

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

A review of the effectiveness of the ABI implementation
procedures as outlined in the individualized education
program or individual program,

A review of the effectiveness of personnel to carry out the
prescribed procedures, including the ratio of service staff
to the individual.

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

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

A written report that is available for public access.

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

The establishment of two independent review structures for
the process of internal program evaluation -- a peer review
committee and a human rights committee.
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