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Introduction

AsClinical Behavior Analysts, we are called on to make recom-
mendationsto parentsregardingtheir children, toteachersregarding
their students, and to staff regarding their consumers/clients. For
example, we ask parentsto record on acalendar each timethat their
child has a tantrum and we ask that they reinforce “consistently”
eachtimethat thechildiscooperativeor doesnot haveatantrum. We
ask the teacher to allow the child to take abreak when he presentsa
“red card” andtodeliver atoken(i.e., happy face on asheet of paper)
at random intervals throughout the day when the child is“on task.”
(Theteacher has 13 other studentsin her class.) We ask group home
staff touse“ activelistening” when oneof their chargeshasatantrum
and breaks property inthe home. We make these recommendations
and freguently becomefrustrated when they are not implemented as
wesuggested. Wemay describetheparentwhoisinconsistentinhis/
her data collection and does not reinforce as suggested as
“noncompliant” and we may suggest that the family does not need
or at least not want the help.

We frequently make recommen-
dations assuming that they can be
carried out; that those to whom we
have given the recommendations be-
lievein what we have recommended,

want to participate, are motivated to
participate, and have the physical/
technical skills to do what we have
suggested. Traditionaly, little atten-
tion has been given to theseissuesin

thefield of Behavior Analysis. These

are Mediator |ssues.

Mediators are those individuals
who we would expect to carry out a
support plan (e.g., parents, teachers,
staff), to carry out our recommenda-
tions (see Tharp & Wetzel, 1969). In
order for asupport planto be success-
ful, the people who are responsible
for carrying out the plan must want to.
They must be motivated to partici-
pate, they must have the skills, they
must havethephysical and emotional
abilities to carry out the plan, and
there must be sufficient people re-
sources (i.e., staff to client ratio) to
implementtheplan(Carr etal., 1994).

In the Mediator Analysis, we at-
tempt to answer severa questions,
including the following:

» Do the mediators wish to partici-
pate in implementing the support
plan?

» Arethemediatorslikely tocooper-
ate with our recommendations?

Continued on page 9
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Editors’ Note...

In this issue of Positive Practices we continue our presentation of issues
related to Behavioral Assessment; namely, Mediator Analysis. Thisisan often
overlooked, but extremely important, component of an assessment. Wearesure

that many of you have experienced a
situation where after spending many
hours conducting a behavioral assess-
ment, and designing a support plan, the
people who are supposed to implement
theplanjustdon'tdoit, or can’'t. Inthis
article we identify some of the mediator
issues that must be taken into consider-
ation when designing a support plan.
Remember, not everyone can do what
we recommend and not everyone wants
to. It is important to identify these
counter-therapeutic issues up front
through a Mediator Analysis.

We also want to take this opportu-
nity to announce anew column that will
be added to future issues — “The Cre-
ative Corner.” The purpose of this col-
umn is to take advantage of your CRE-
ATIVITY. It has been our experience
many good treatment ideas are never
known outside of the individual support
planfor whichthey weredesigned. What

Gary W. LaVigna, PhD
Clinical Director

awaste of creative efforts. Wouldn't it be nice if there were a place where
professionals could share their ideas, their strategies, their innovative thoughts
with other professionals. Wouldn't it be nice if we didn't aways have to
REINVENT THE WHEEL. In this endeavor, we invite you to submit your
ideas. Describe unusual and exciting reward programs, describe how crises

were averted through creativereactions,
describe new and novel teaching strate-
gies, describehow behaviorschanged as
a result of simple, non-intrusive eco-
logical changes, etc. When you submit
your ideas, give usashort description of
theperson(e.g., age, sex, disability, level
of learning difficulty) and the challeng-
ing behavior(s). Wewill contact you if
we select your ideas for publication.
Y our ideas can be submitted on our web
site at http://www.iaba.com, or you can
send them to our Los Angeles address.
WE HOPE TO HEAR FROM Y OU.
Wealsowant toannouncethat inthe
very near future, psychologists will be
able to earn APA approved CE credit
on-line for reading Positive Practices
and our other resources and for attend-
ing seminars. More information will
follow on thistopic.
Gary W. LaVigna and
Thomas J. Willis, Co-editors

Thomas J. Willis, PhD
Associate Director
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An Application of Crisis Services Within
the Multielement Approach: A
Community Behavioral Support and
Crisis Response Demonstration Project

Joan M. Oslund and Wayne H. Larson, Mount Olivet Rolling Acres, Minneapoalis,
Minnesota

Cynthia Rudolph and K. Charlie Lakin, University of Minnesota, Center for
Residential and Community Services, Minneapolis, Minnesota

Editors’ Note: Since the mid-1980’ s there has been an international effort to move
people out of large state and national institutionsinto local communities. This
effort burgeoned in the 1990’ s in the United States as many state institutions were
being closed. Unfortunately, many people returned after unsuccessful placements,
while others were placed in state institutions for the first time. A vast majority of
the placements in state institutions wer e because of behavioral challenges that
ostensibly could not be managed in the community for lack of resources. Inthis
article, Joan Oslund, Wayne Larson, Cynthia Rudolph and Charlie Lakin report on
a two-year demonstration project in Minnesota designed to reduce the number of
people who return to state institutions from the community or enter for the first
time. Theresults, although preliminary, are exciting in that they show a positive
impact and demonstrate a further application of the Multielement Model.

Introduction

The impact of challenging behavior on the community service
options and social opportunities of persons with developmental
disabilities has been well documented. Individuals exhibiting
challenging behavior are at greater risk of being “demitted” from
their community residences (Borthwick, 1988; Bruininks, Hill &
Morreau, 1988), and often face more obstacles to acceptance by
community serviceproviders(Hill, Lakinetal ., 1989; Scheerenberger,
1981) than their counterparts without behavioral challenges. They
are also more likely to be admitted or readmitted to large public
ingtitutions (Hill & Bruininks, 1984; Intagliata& Willer, 1982). The
presence of challenging behavior with persons with devel opmental
disabilities has been shown to limit opportunitiesfor social interac-
tions and relationships (Anderson, Lakin, Hill & Chen, 1992). In
addition, challenging behavior may exclude many persons with
developmental disabilitiesfrom the positive advantages of commu-
nity living, that have been greatly advanced by service changesin
recent years.

A number of community behav-
ioral support and crisis response pro-
grams have been created in recent
years to address the needs of indi-
viduals with developmental disabili-
ties who display challenging behav-
ior (Beasley, Kroll, & Sovner, 1992;
Colond & Weiseler, 1995; Davidson
et al., 1994; Donnellan, LaVigna,
Zambito, & Thvedt, 1985). These
authors have pinpointed various fea-
tures of their successful programs.

Given the high comorbidity of de-
velopmental disabilities and psychi-
atric disorders and the significant po-
tential for the misdiagnosisof psychi-
atric problems (Marcos, Gil &
Vasguez, 1986; Menolascino, 1989;
Reiss, 1990; Woodward, 1993), akey
ingredient in existing models is the
inclusionof mental health profession-
as. Modelsfortheprovisionof crisis
services stress interdisciplinary ap-
proaches, including theincorporation
of psychiatric expertiseintothetreat-
ment teams (Beasley et al., 1992) and
linkages with the mental health sys-
temat both primary andtertiary levels
(Davidson et al., 1995).

A second important aspect of cri-
sis service modelsis an emphasis on
prevention. Colond and Weiseler
(1995) document the effectiveness of
providing such services within the
context of individuals' existing com-
munity residences. Davidson et al.
(1995) stress the early identification
of individuals who may be at risk of
needing crisis services and training
for those individuals, their families,
and service providers. Preventative
approaches also emphasize the im-
portanceof devel opingthecrisisman-
agement and identification compe-
tencies of community service provid-
ersandfamilies(Beadley etal., 1992;
Davidson et a., 1995).

Some existing crisis service mod-
els provide “less restrictive” short-
term residential alternatives to psy-
chiatric hospitalization and, in in-

3
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stances in which such hospitalization
isnecessary, the enhancement of hos-
pitalization through coordinated ef-
forts. For example, Davidson et al.
(1995), describe a “continuum” of
residential options, ranging from re-
spiteand group homes specializingin
behaviora interventions, to collabo-
rativework with inpatient psychiatric
units and intensive post-discharge
follow-up. Beasley et al. (1992) rec-
ommend short-term (i.e., not more
than 30 days) mental health respite

...these individuals were
admitted for short-term stays in
response to behavioral crises...

carein community-type settings and,
when necessary, psychiatric hospital -
ization conducted with the supervi-
sion of the specially-trained crisis
team.

This paper discusses the devel op-
ment of a two year demonstration
projectin Minnesota. Likeanumber
of other states, Minnesota is rapidly
closing state institutions for persons
with developmental disabilities. In
just fiveyearsbetween June 1990 and
June 1995, the state institution popu-
lation decreased from 1,337 to 524
people. Despite the rapid depopula-
tion of Minnesota s state institutions,
during the same period an average of
122 people were admitted each year
back to state institutions. The vast
majority of theseindividuals (77%in
1994) were admitted for short-term
stays (less than 90 days) in response
to behavioral crises and other emer-
gencies. Itisplanned to provide 30 -
50 beds in a central state-operated
program - the Minnesota Extended
Treatment Option (METO). Build-
ing of thesmall cottageswill beginin
the summer of 1997.

4

Method

Program Description

In 1992, the Minnesota State L eg-
islature responded to a request from
variousstate, county, and community
agencies by authorizing funding for a
single community crisis intervention
and behavioral support programs for
persons with devel opmental disabili-
ties (DD). This project, the “ Special
Services Program” (SSP), is located
within an ICF/MR
(Intermediate Care
Facility for [persons
who are] Mentaly
Retarded) in a sub-
urb of Minneapolis
to serve five coun-
ties in the western
Minneapolis metro-
politan area. Two goals were estab-
lished for the SSP. The first was to
prevent out-of-home placements due
to behavioral episodes or, when nec-
essary, to provide a short-term resi-
dential community alternativeto psy-
chiatric and state regional center ad-
mission. The second goal wasto keep
the at-risk individualsin their homes
and communitiesat equal or lower costs
than would have been expended for
more restrictive residential treatment.

Program Characteristics

The SSP provides two types of
services: outreach in theindividuals
home, workplace, school, or other
community settings; and short-term
(i.e. 90 days or less) inpatient treat-
ment in a specialized unit. Both ser-
vicesinvolveainterdisciplinary team
focusing on nonaversive behavioral
interventions guided by a functional
analysisof challengingbehavior. The
teamsincludeaprogramdirector with
extensiveexperienceinmental health,
two behavior analysts, a psychiatric
nurse, an intake worker, and (on the
unit) experienced direct care staff. It

isfurther supported by on-going con-
sultation with a board-certified psy-
chiatrist and licensed psychologist.
Based on thismodel, the SSPteam is
ableto assessarange of environmen-
tal, medical, psychiatric, psychologi-
cal, and communicative factors that
may contributeto theindividual’s at-
risk status.

Outreach services include func-
tionally analyzing the challenging
behavior for which the client is re-
ferred, technical assistance in devis-
ing appropriate methods of interven-
tion, and careprovider training. The
residential unit provides intensive
support and intervention for clients
whosebehavioral challengesserioudy
jeopardizetheir current residential or
other serviceparticipation. Consulta-
tion is provided by the SSP staff on
long-term planning of more appropri-
ate accommaodations and supports to
permit the individual to return home
or move to another appropriate resi-
dential setting. Theshort-termunitis
staffed 24 hours per day with amini-
mum staff-to-client ratio of two-to-
four during waking hours. The unit
can accommodate four clients at a
time. To the extent feasible, clients
maintain their school or day activity
programs while on the unit.

Referrals

Referralsare made by county case
managers. Priority for services is
given to individuals from the SSP's
five-county service area. When pos-
sible, outreach services(in-home) are
promoted as the first option. As ad-
vised by other providersof crisispre-
ventionandintervention services(e.g.
Beasley et al., 1992; Davidson et al.,
1995), the SSP's home facility re-
ceives direct funding so that thereis
no fee for outreach services and indi-
viduals can access these services re-
gardless of their insurance coverage
or ability to pay. Crisis unit clients
must haveM edicaid or other financial
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resources to defray the cost of these
services.

Provision of Services

Outreach and crisis unit services
are provided in three phases: 1) as-
sessment; 2) intervention/training (in-
cluding the development of a Crisis
Prevention/Intervention Plan); and 3)
follow-up. The foundation of thefor-
mat for the assessment and interven-
tion process is based on instruments
and format designed by the Institute
for Applied Behavior Analysis(Willis,
LaVigna, & Donnellan, 1993;
LaVigna& Donnellan, 1986; LaVigna
& Willis, 1995).

Assessment.  Assessment is de-
signed to be brief, but intense, so that
preliminary recommendations can be
developed and presented to Interdis-
ciplinary Teams (IDT) within one
week of service commencement.
Assessments are conducted by a be-
havior analyst and apsychiatricnurse.
The assessment includes individual
and group interviews with family
members and service providers, a
records review, and direct observa-
tion of clientsin their home and day
program. The team uses both verbal
and written formats for gathering in-
formationrelevanttoeachindividual’s
situation. Topics covered include
socidl interactionand communication,
medical, mental health, personal pref-
erences, reinforcement histories, and
a functional analyses of the target
behavior(s). Theteam drawson vari-
ous interview/assessment tools, in-
cluding the Motivation Assessment
Scale (Durand, 1988), the Functional
Analysis Screening Tool (lwata,
1995), the Problem Behavior Inven-
tory (Willis & LaVigna, 1989), and
functional analysis methods devel-
oped by O’Neill, Horner, Albin,
Storey, and Sprague (1990).

Intervention/Training. Recom-
mendationsfor interventionandtrain-
ing are then presented to the client’s

IDT. Theseincludethefollowing: a)
proactive strategies; b) environmen-
tal or ecological modifications; c) re-
activelemergency strategies; d) staff/
careprovider training; €) data collec-
tion; and f) follow-up.

The subsequent intervention and
training strategi esused aredetermined
by the input of individuals' IDT. In-
tervention strategies concentrate on
the devel opment of alternative social
skills, communication competencies,
and environmental modifications
whichmay alleviateparticul ar behav-
ioral situations. Often additional rec-
ommendations are received from the
consulting psychiatrist and psycholo-
gist. Referralsaremadeto other medi-
cal specialists or to communication
speciaists.

Reactivestrategiesareal sodevised
to nonaversively intervene in the oc-
currence of challenging behavior.
Individualized crisispreventionplans
are developed to assist families and
service providers.

In accordance with Minnesota
regulations, procedures such as se-
clusion and faradic shock are prohib-
ited. Cer-

vention/Support Plan.

Full results are likely to require
multielement treatment plans, thevari-
ous components of which, in combi-
nation address the full range of out-
come requirements (LaVigna, Willis
& Donnellan, 1989).

On-going consultation regarding
the implementation of specific inter-
ventionsisprovided. Thismay entail
verbal and written instructions, mod-
eling, and role-playing exercise.
When possible, the SSP either di-
rectly or via other specialists in the
community provideseducational ma-
terials and training on specialized is-
sues (e.g. communication strategies,
autism, sensory integration, particu-
lar psychiatric diagnosis, etc.).

Follow-up. TheSSPteamfollows
clientsfor oneyear from servicecom-
mencement. Contact is made on a
weekly or bi-weekly basisdepending
on the needs of individuals and the
wishesof their IDTs. Throughout the
remainder of the year the SSP main-
tainsquarterly telephone contact with
serviceproviders, familiesand county
case managers. They may also make

tain other

E’efzc‘z‘;‘éﬁ‘ The foundation of the format for the
sionary  assessment and intervention process
me 20 is based on instruments and format
out mana designed by the Institute for Applied
restralnt, . .
mechanical Behavior Analysis.
restraint,

restitutional

overcorrection, etc.) are al'so limited
and strictly controlled by Minnesota
regulations. The SSPteamsgenerally
do not recommend these strategiesbe
includedinaCrisis|ntervention/Sup-
port Plan. However, someemergency
use of controlled procedures (e.g.
manual restraint to prevent a person
from harming himself or others) may
be indicated as part of a Crisis Inter-

in-home visits and attend IDT meet-
ings. Follow-up enables the SSP to
keep informed of the client’s adjust-
ment following discharge and offer
further assistance.

Between April of 1993 and De-
cember of 1994, the Special Services
Program provided servicesto 76 cli-
ents. An additional 24 individuals
were denied services during that pe-

5



POSITIVE PRACTICES -

riod either becausethe SSP crisisunit
was full, the wait for services was
considered to be too long by their
IDTs, or they were not from the five-
county area. Theseindividualsserved
asthe comparison group when calcu-
| ating the estimated service outcomes
and expenditures.

To compilethecharacteristicsand
service histories of SSP clients, ade-
tailed record review was conducted
using information gathered at intake.
Additionally, follow-up data on ser-
vice changes and other concernswas
collected via quarterly phone contact
with case managers and primary
careproviders of persons served in
1993 for one year following comple-
tion of SSP services. Analysis of the
cost effectivenessof the SSPwasper-
formed through an estimation of ser-
vice expenditures in the absence of
theprogram. Casemanagersof the76
clients identified what would have
most likely happened to each indi-
vidual had the SSPnot been available.

VOLUME IIl « NUMBER 2
This was based on their experience
and knowledge of the service options
available prior to the devel opment of
the SSP. Estimated cost of these
outcomes were computed using cur-
rent average costs from the payment
files of the Minnesota Department of
Human Services. These aternative
scenariocost estimateswerethencom-
pared to the prorated development
and operational costs of the SSP.

Results

Participants

Diagnostic Characteristics. The
most common behavioral concernsat
the time of initia referral included:
physical aggressiontoward other per-
sons(71%); verbal aggression (50%);
property destruction (26%); and self-
injurious behavior (21%); with non-
compliance, running away, and theft
eachbeing mentionedfor at least 10%
of individuals. Morethat three-fourths

+ JANUARY 1998

(82%) of all clients had a psychiatric
diagnosis, including most frequently
schizophreniaor other psychotic dis-
orders, personality disorders, affec-
tive disorders, and impulse control
disorders. Figure 1 displays these
characteristics graphicaly.
Demographic Characteristics.
The ethnic representation corre-
sponded roughly to the ethnic compo-
sition of the Twin Citiesmetropolitan
area. Clientsranged in agefrom eight
to 67 years, with an average of 29.6
years. A quarter of clients were less
than 17 yearsold. Sixty seven percent
of the clients served were male.
ServiceHistory. Seventy five per-
cent of the 16 clients served in the
crisisunit wereinitially placed out of
their family homesby theageof 16, as
comparedwith54% of outreach clients.

Outcomes

Table1 comparesresidential situ-
ationsof thoseclientsreferredin 1993
to their situation at the end of 1994.

80

Characteristics

70 ~

60 -

50 -

40 ~

20 +

10 +

w
o o
| |

.

Physical
Aggression
Verbal
Aggression

Property
Destruction

Self
Injurious
Behavior

Non-
Compliance
Elopment

Presenting Problems

Theft

Other

Sexual
Aggression

Figure 1. Behavioral and psychiatric problems at time of initial referral for SSP services (N=76). May be more than one

presenting problem per service recipient
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Fifty eight percent of theclientsserved
through outreach services remained
inthesameresidential settingthrough-
out 1994 as they had been at thetime
of initial referral in 1993. This com-
pares with 25% of crisis unit users.
Sixty percent of the individuals who
were unable to access SSP services
did not change residential settings.
For fiveof thesesix individual s, addi-
tional in-homesupportsweresecured.
AscanbeseeninTablel, only one
of the 24 individuals who received
SSP servicesin 1993 was placedina
state regional center in the following
year, whereasfour of thetenindividu-
as unable to access services were
placed (threeonalong-termbasisand
one on an interim basis).
Satisfaction - Careproviders. Sat-
isfaction was measured using afive-
point scale. Post-service telephone
interviews were conducted with 32
primary careproviders of persons re-
ceiving SSP services in 1994. Fifty-
six percent rated their overall satis-
faction as“very high” and 44% rated
it“high”. Four-fifthsof careproviders
gave staff “very high” satisfaction
ratings. Careprovidersfrequently vol-
unteered being impressed with the

“nonthreatening” and“ non-judgmen-
tal” approach of the staff.

Different concerns were noted by
careproviders. Four (20%) of the
careproviders interviewed thought
SSP staff would have developed a
more “realistic” picture of specific
behavioral issueswith additional and
longer visits. The concern by 25% of
careprovidersof personsplacedinthe
crisisunit wasthat day activitieswere
insufficient.

Satisfaction - Case Mangers. Of
the46 casemanagersresponding, 63%
rated their satisfaction with service
outcomes as “very high” and 37%
rated it “high”.

Theprimary dissatisfactionsof the
case managers revolved around the
timelapsebetweenreferral andinitia-
tion of service. The 90-day place-
ment limit for crisisunit serviceswas
too short to develop new residential
programsfor peoplewhowereunable
to return to their pre-SSP settings.

Cost Effectiveness. Estimates of
the cost effectiveness of the project
were based on projections of the most
likely servicedispositionfor each SSP
client in the absence of the program.
These projected outcomes were ob-

tained through interviews with each
client’s case manager. Dispositions
werestated intermsof residential and
other support servicesand their prob-
able length (e.g. increased or de-
creased hours of case management,
psychological services, etc.). Expen-
ditures were estimated based upon
averagecostsfor those servicesinthe
metropolitan area.

They were limited to a 90 day
period from referral because of lower
reliability of longer projections.

Case managers projected that 27

Cost Effective

Total Estimated Service
Expenditures in Absence
of SSP Operation in 1994 ... $722,320

Total Expenditure for

Developing and Operating

SSP and its Physical

Space in 1994 .........cc.cue... $435,148

Total Estimated Reduction
in Total Expenditures .......... $287,172

Table 2. Comparison of Expenditures
for Developing and Operating SSP and
Physical Space with Estimated
Expendituresin its Absence in 1994

Outcomes
Same New Community | New Community | New Community |From Family Home State
Residence Residence with | Residence with | Residence with to Community Institution
Less Structure | Similar Structure | More Structure Residence
Outreach
Service 7 0 2 2 0 1
Recipients
(N=12)
Crisis Unit
Service 3 3 1 0 5 0
Recipients
(N=12)
Service
Referrals not 6 0 0 0 0 4
receiving SSP
Services
(N=10)

Table 1. Residential Stuation at End of 1994 As Compared to Residential Stuation at Time of Initial Referral for SSP Services

in 1993
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of 54individualscompleting SSPser-
vicesin 1994 would have been placed
onashort-term basis (90 daysor |ess)
in a state regional center. The total
costs projected for personswho were
served in the crisis unit had the unit
not been available were $414,619 or
$20,731 per person.

Expenditures of $307,703 or
$9,050 per person were projected for
persons served off-campus had those
services not been available. There-
fore, the average projected alterna-
tive expenditures for all SSP partici-
pants were $13,376 per person.

In 1994, total expendituresfor SSP
operations were $435,148, including
$26,553 for 1,308 resident days on
the crisis unit (89.6% of full capac-
ity). The net projected expenditures
for SSP participantsin the absence of
the program were $722,320. Based
onprojected expendituresfor alterna-
tive services and established costs of
devel opment and operation of the SSP
in 1994, costs for SSP clients were
$287,172 less than the costs of ser-
vicesthat would havebeenusedinthe
absence of the SSP (i.e. $722,320 -
$435,148; see Table 2).

Validation. Whileit seemed clear
that there were no better sources of
projected outcomesfor individualsin
the absence of the SSP than those
individuals case managers, it also
seemed important to validate their
projections. This was done through
follow-up on 14 individualswhowere
unableto access SSPservicesin1994.
Because these unserved individuals
weresimilar tothoseclientsservedin
the SSP, their actual experienceswere
used to test the accuracy of the case
managers’ projectionsof what would
havehappenedtoindividualsactually
served by the SSP had the it not been
available. Analysis of actual out-
comes for these 14 individuals dem-
onstrated that one half actually were
admitted on a short-term basis to a
state regional center, while one was

8

placed in a psychiatric hospital.

These expenditures yielded a per
person averageestimated expenditure
of $13,273 (in the absence of the
SSP). This compares with the aver-
agealternativeexpenditureof $13,376
for SSP participants. These similar
amounts provide strong support for
the assumptions of the case manag-
ers projections of likely service sce-
narios and expenditures in the ab-
sence of the SSP.

Discussion

Throughout the course of provid-
ing crisisservicestheextensiveneeds
of individuals and the gaps in the
present service system have become
obvious. Whilethe multielement ap-
proach to assessment and interven-
tion has been a comprehensive and
effectivemeansof producing change,
itisclear that much timeisnecessary
to accomplish the task with limited
resources. Asillustrated by the satis-
faction survey results the clients and
their careproviders expect high qual-
ity supports and services from the
system.

Although the SSPislimited by its
resources, the project demonstrates
the need for community-based sup-
port before a deterioration in behav-
ior lead to more costly and restrictive
Services.

Also of concern is the current
system’ sinability to provideadequate
supportsto prevent repeated residen-
tial moves. Whilecrisisunit services
were highly thought of, it is not ac-
ceptablefor temporary placementsto
beextended or repeated. In June 1995,
the L egislature authorized a proposal
to further develop programs making
behavioral supports and crisis re-
sponse services available throughout
Minnesota. These programs began
operation later in 1996. Implementa-
tion of this statewide network of be-
havioral support and crisis response

will help to assure a permanent place
inthecommunity for all Minnesotans
withdevel opmental disabilities. Inthis
regard, a seven-county metropolitan
area coordination effort to further
expedite and develop crisis services
isin process.

We encourage other providers to
develop service outcome and cost-
effectiveness studies so we can more
fully understand the dynamicsof crisis
prevention and intervention services.
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Continued from page 1

* Arethe beliefs or philosophies of
themediatorsconsistent withthose
that form the foundation of our
recommendations?

* Do the mediators have the physi-
cal and staffing resourcesto carry
out the support plan as recom-
mended?

e Aretherebarriers(e.g., emotional,
social, financial, work-rel ated) that
might preclude the mediator from
carrying out our recommenda-
tions?

* Dothemediatorshavethetraining
andknowledgenecessary toimple-
ment the recommendations; and if
not, how much and what type of
training will they need?

* What additional resourcesand ser-
vices are necessary for the planto
be carried out successfully.
Answers to these questions may

not be straight forward. While some

might be answered through very di-

rect and specific questions, the Me-

diator Anaysisinvolvesreaching con-
clusions as to whether there may be
one or more mediator characteristics
that may act as barriersto the consis-
tent implementations of the recom-
mended support plan. These conclu-
sions may be based on information
derivedfromawidevariety of sources
reported elsewhere in the behavior
assessment and functional analysisor
may be based on information specifi-
cally gathered and reported as part of
the mediator analysisitself. For ex-
ample, amediator isunlikely tosay “|
am unmotivated and | won’t cooper-
ate,” although this does happen on
occasion. We might infer the
mediator’ smotivation, however, from
how the person presents themselves,
the“ excuses’ the person givesfor not
being available, etc. A mediator may
be unwilling to say “I am over-
whelmed.” It might only be evident
from the person’s emotional expres-

sion during an interview (e.g., tears),
or incommentssuch as“ Sometimesl|
just want to run away and not come
back.” “I wish | was never born.”

Most parents and teachers don’'t
come right out and say (some do) “I
don’t believe in this positive stuff, |
believe in firm discipline.” But we
may get a good understanding of po-
tential philosophical conflicts when
we begin addressing child-rearing
methods (whichwemight describeas
part of the person's family back-
ground) and/or behavior management
strategies (which we might describe
as part of the consequence analysis).
For example, when talking to parents
we will ask about how they might
manage their child's behavior. We
will even ask about hypothetical be-
havior problems. At the end of our
guestions, we may come away with
the impression that the parent(s) rely
heavily onaversivemethods. Insome
cases, the parent might say thingslike
“I've tried those (positive strategies)
but they didn’t work. The only thing
that seemsto work istaking away his

As we tak to staff and teachers,
they may not bewilling to comeright
out and say thingslike“Heisdisgust-
ing.” Rather, this might be inferred
fromtheir expressions. They may say
thingslike“Itishardtowork withhim
when he

Information for the Mediator
Analysis is gathered in a variety of
ways, including direct observation,
direct interviews, attitudes of those
being interviewed, written records,
expressions, statementsfromthecon-
sumer, etc. The Behavior Analyst
must be sensitive throughout the be-
havioral assessment to potential bar-
riers; actions, attitudes, philosophies,
resources, etc., that might interfere
with the implementation of recom-
mendations. |n the following pages,
we present different points of focus
for aMediator Analysisthat might help

9
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answer important mediator questions.
Some people feel that they can't
honestly and fully report theresultsof
their mediator analysisbecauseit will
insult the mediators and/or create a
negative reaction that itself can be a
barrier to implementation. We have

We have learned that the results
of a mediator analysis should be
provided descriptively rather

than judgementally...

learned that the results of a mediator
analysis should be provided descrip-
tively rather than judgementally and,
where ever possible, described from
the mediators' point of view. For
example, in carrying out an assess-
ment in a group home setting, we
became aware that the staff simply
did not want to work with the focus
person any more. To report thisasa
negative judgment of staff’s profes-
sionalism would not have been pro-
ductive. Rather, wereportedthisfind-
ing from their point of view, i.e., that
they were feeling that the other resi-
dents of the home had not been get-
ting a fair share of their time and
therefore staff felt that they could not
fairly givethefocus person the atten-
tion he would need without further
depriving the other residents. Ac-
cordingly we recommended a time-
limited, intensive support team to
implement theearly stagesof theplan
inorder to givetheprimary staff some
respite. Asaresult, theperson’ splace-
ment was saved, primary staff re-
couped and, at their request, eventu-
ally took over responsibility, and the
person’s challenging behavior was
resolved along with amajor improve-
ment in his quality of life.

10

Some of thefollowing illustrative
examples describe parents as media-
torsand somedescribestaff asmedia-
tors. You may want to keep in mind
that these issues have their paralel
counterparts. That is, if the example
is referring to parents as a mediator,
you should con-
sider how the is-
sue would mani-
fest itself with
staff. Conversely,
if the example is
referring to staff,
you should con-
sider how that
same issue might
manifest itself
with parents.

Some Focus Points for a
Mediator Analysis

A. Mativation. TheMediator Analy-
sis begins with information about
thereferral; “Who madetherefer-
ral?’ Research in rather clear in
this area, people/familieswho are
self-referred or referred by indi-
vidual professionals, rather than
by an agency, show better out-
comes (Gaines & Stedman, 1981;
McMahon, Forehand, Griest, &
Wells, 1981). So, we might ask
“Why are you here?” “What
brought you to need this assess-
ment?’ “How did you cometo be
referred to 7" Lack of
motivation for the assessment and
subsequent trestment may be re-
flected in answers such as “My
social worker said | should come.”
“Thecourtsaid I won’tget my kids
back if |1 don't take a class.” “I
really don’'t have a problem, but
the school said | needed to get
some help for my child.”

Answers such as these may re-
flect poor motivation. More im-
portantly, the lack of motivation

B.

may bereflected in poor outcome,
but also wasted cost and profes-
sional time (e.g., missed appoint-
ments, late appointments, incom-
plete assignments).

Expectations Surrounding Be-
havioral Services. The expecta-
tions that people have about the
nature of behavioral services may
be counter-therapeutic. Many
people view treatment as taking
the child or adult to the counselor
or psychiatrist to be “fixed” or
“cured.” Behavioral services(e.g.,
parent training), ontheother hand,
requires that the participants or
mediators take an “active role.”
Participation may include obser-
vation, mastery of educational
materials, helping ateam develop
and revise support plans, attend-
ing weekly/monthly training or
team meetings, summarizing data,
frequent telephone contacts, etc.
The demands for active participa-
tion in the process of providing
behavioral servicesmay determine
whether people agree to partici-
pate or not; and may have an im-
pact onwho persistsandwhodrops
out (Kazdin, 1985).

In the Mediator Analysis it is
important to determine the expec-
tationsthe mediators have regard-
ing behavioral services or train-
ing. Thereis every reason to be-
lieve that if they begin with the
WRONG EXPECTATIONS the
outcomeswill not bepositive. For
example, Baekelandand Lundwall
(1975) identified anumber of fac-
torsthat were associated with par-
ticipants dropping out. Lower so-
cioeconomic status was one of
thesefactors. They suggested that
this might reflect a conflict be-
tweentheclient’ sexpectationsand
the values and expectations of the
speciaist.

Oneway of resolving the prob-
lem of people dropping out be-



cause of unrealized or conflicting
expectations is to lay out the ex-
pectations for them so that they
can make decisions about whether
they want to or can participate ef-
fectively with the recommenda-
tions. Thisis frequently done in
the form of an Informed Consent
and Service Agreement in which
the expectations are listed in writ-
ing and the mediator is asked to
indicate their agreement or dis-
agreement to each item. Prior to
theinitiationof behavioral services,
there may be negotiation around
the expectations. Agreement
should be reached prior to service
initiation. If agreement cannot be
achieved, then alternative resources
or services may be suggested.
. Parent and Family Risk Factors.
Not every parent or family may be
candidatesfor parenttraining. The
literature is replete with research
describing Risk Factorsassociated
with poor outcomes. Some of the
risk factors described in the par-
ent-training literature (Patterson,
1974; Reisinger, Frangia &
Hoffman, 1976; Strain, Y oung, &
Horowitz, 1981) include:
» families with father absent
 |lower socioeconomic status
* marital discord
» greater parent psychopathology
Wahler and colleagues(Wahler,
Leske, & Rogers, 1979; Wahler,
1980) have conducted extensive
research related to factors that
might influence the outcome of
parent trai ning and behavioral ser-
vices. TheHigh-Risk factorsthey
identified included:
» families with the father absent
 |lower socioeconomic status
» poor education
* liveincrowded and high-crime
area
* living at the poverty level
Their research showed that
high-risk familiesweremorelikely

todiscontinuebehaviora services,
andif they continued, they required
50 percent moretraining and con-
sultation than other families be-
forethey achieved satisfactory per-
formance. Moreimportantly, their
datafailedtoshow significantgains
asaresult of parent training onthe
part of high-risk families.

In our work with families, the
two factors that have sometimes
appeared to impede progress have
been those familiesin which there
isonly oneparent or wherethere
ismarital discord. Thesefactors,
therefore, are risks that should be
identified and addressed as part of
the mediator analysis.

Single Parenting. Parentingis
difficult enough when there are
two parents. But consider afamily
in which there are two or three
children, one child with serious
behavioral challenges, and only
oneparent. Thestressorsof parent-
ing are compounded logarithmi-
cally. When we do an assessment
we must attempt to determine
whether the parent can dowhat we
ask given the stresses of single
parenting. We would attempt to
determinewhether additional sup-
ports are available in
the home, and the
level of support avail-
ablethroughextended
family, relatives,
friends or agencies.

Eventhedegree of
social support is im-
portantwhenit comes
tothe outcome of par-
ent training. Wahler
(1980), after exten-
sive research of the effects of par-
ent-management training con-
cluded that the effects of parent
management training may vary as
afunction of aparent’ ssocial con-
tacts outside of the home. Intheir
research Wahler and colleagues
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noted that after mothers had posi-
tive contacts outside of the home
(e.g., with friends) they were sig-
nificantly lessaversiveat homein
their interactions with their chil-
dren.

From a treatment utility per-
spective, this means that our rec-
ommendations and suggestions
may not be effective under condi-
tions where the parent does not
havethe necessary supportsavail-
ableinsideor outsidethe home. If
weareto besuccessful withsingle-
parent families, then it may be
necessary to help them find or de-
velop the proper support systems,
such as:

» Singles groups

» Baby sitting so they can go out

» Support group for parentswith
children who

« ETC.

Marital discordissurely arisk
factor. There may be arguments
over many issues that erupt into
yelling, screaming and sometimes
physical altercations. Sadly, these
disagreementsfrequently occur in
the presence of the children and
may represent Setting Events that
influencethechild’ shehavior now,

When we do an assessment we
must attempt to determine
whether the parent can do
what we ask given the stresses

of single parenting...

later and across settings. Our ex-
perience has been that when the
parents are having significant in-
terpersonal difficulties, they fre-
guently disagree and argue about
and over the children. They dis-
agree about the nature of the prob-

11
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lem, who is responsible for the
problem and how to manage the
problem. Unlessparentscancome
to some agreement, it is unlikely
that they will agree on how to
implement the recommendations
of aconsultant or trainer.

Needless to say, if

something is not done to

resolve the issues, it is
unlikely that the

behavioral support plan

will be effective.

12

Our assessments often deter-
minethat previousbehavioral ser-
vices did not take broader family
issues into account and their pos-
sible impact on outcomes. The
assumption seems to have been
that thesedon’ t matter andthefam-
ily will pull together to dowhat is
right. This“putting on the blind-
ers’ approach is a waste of time
and resources. For behavioral ser-
vices (e.g., parent training) to be
effective, expliciteffortsmay need
to bedirected at resolving some of
the discord existing between the
parentseither before or during ser-
vices. Griest et al. (1982), for
example, investigated the effects
of dealing with parental relation-
ship issues on the outcome of par-
ent training. They compared the
effectiveness of various forms of
parent management training (e.g.,
traditional parent training alone,
and parent training plusdiscussion
of family relationship problems
(e.., parental personal adjustment,
marital adjustment, parent percep-
tion of behavior, extra-family re-
lations). Both groups showed sig-

nificant improvement over a no-
treatment control group. But at a
2-monthfollow-up, improvements
were maintained significantly bet-
ter only inthe group in which par-
ent and family problems were ad-
dressed. The result of this study
suggest that successful treat-
ment of a child’s behavior
problems may require ex-
plicit consideration of and
attentiontotheinter personal
context in which the behav-
iorsoccur.

Therefore, aspart of aMe-
diator Analysis questions and
exploration needs to focus on
the conflictsin the family that
might preclude effective
implementation. Some spe-
cificquestionsthat might get at
these issues include the following
» How areyou and your husband

getting along?

» Do you have open arguments?
What do you argue about?

» Do you agree on how to man-
ageyour child’s behavior? On
what do you disagree? Agree?
We may be able to get at the

answersto these questions by ask-
ing parents to describe the meth-
odsthey useto managethechild’'s
behavior, to describe what works
and what does not work, to de-
scribe what they do as a family,
and to describe why they think the
behaviors occur. Based on these
descriptions, we may be able to
identify unstated disagreements
and difficulties.

Disagreement Around the Fo-
cus of Behavioral Support. The
likelihood of our recommendations
being carried out by parents or
staff may be a function of the de-
gree to which they agree on the
problem that is causing them the
most difficulty. One parent may
feel that refusal isthebig problem,
whiletheother may feel thechild's

tantrums are the most disturbing.
What is the likelihood that the
things we recommend will be car-
ried out if thereisno resolution of
their disagreement? Thesamedis-
agreements might exist between
staff, between staff and supervi-
sors, between staff and adminis-
trators, and between administra-
torsand consultants. |ndeed, staff
bickering is one of the most fre-
guently cited reasons in agencies
for plans not being carried out as
they have been recommended.

In the Mediator Analysis, we
attempt to identify disagreements
that may interfere with consistent
implementation. Subsequently, we
attempt to resolve these conflicts.
This may be through explicit ne-
gotiationwithafundingagency. It
might involvereframing thefocus
from an objective, assessment-
based, position. If might involve
satisfying everyone by prioritiz-
ing for foci or addressing all of the
concerns at the sametime. Need-
less to say, if something is not
done to resolve the issues, it is
unlikely that the behavioral sup-
port plan will be effective.

. Emotional Resources. Some-

timesthose who work with people
who have challenging behaviors
get to the point that they can sim-
ply donomore. A question that
needs to be answered is whether
the mediators have the emotional
resour cesto carry out the recom-
mendations. Wehaveheard people
say thingssuchas*| amat my wits
end.” “I just don't know what |
will do if he doesiit again.” “I've
just had it.” Statements such as
these suggest that the person’'s
emotional resour cesmay beat an
extreme low ebb and may not be
able to do more. This means that
they may not be able to carry out
recommendations consistently or
at all. Indeed, making certain rec-



ommendations, without consider-
ing the person’s emotional state,
may push the parent or teacher
over the edge, to the point of re-
sortingto severemanagement tech-
niquesor to the point of premature
placement or expulsion from the
school program.

The does not mean that a be-

haviora support plan cannot be
effective. Rather recognizing that
peopledonot havetheemotional
resour ceswe may need to suggest
separate services or supports for
the parent or staff. We may even
recommend the temporary infu-
sion of resourcesintothesettingto
give the mediator a respite. This
might come in the form of respite
services, inhomeintervention, be-
fore and after school services, al
designed to reduce the amount of
stress experienced by the parent.
. Physical Resources. Many of the
peoplewe serve are extremely ag-
gressive; they are large and when
they hit thereisavery real poten-
tial for injury. The question we
need to answer iswhether the me-
diators have the physical re-
sources to carry out the recom-
mendations? Can they keep the
client and themselves safe during
an episode. Here is an example
that illustrates this point:

We recently conducted an as-
sessment for an 11-year-old boy
with brain injury who manifested
physical aggression and self in-
jury. Theself injury was of major
concern becauseit involved goug-
ing his eye, stabbing himself with
sharp objectsin the forehead, and
extracting hisownteeth. Atschool,
hewas supported by two, full-time
aidesthroughouttheday. Athome,
his mother was frequently alone
with him while dad wastraveling.
Of course, everybody agreed that
he should NOT be allowed to self
injure. A number of strategieshad

been recommended, but evidence
suggested that over 80 percent of
episodes of self injury required
physical prevention and subsequent
prone containment until heregained
control. We found that at school,
physical containment sometimes
required up to four individuds.

Theboy’ smother explainedthat
shewasPHY SICALLY incapable
of preventing his self injury. In
lieu of this, shewould givein and
capitulate early to prevent injury
or seriousdamage. But thisdid not
guarantee that all self injurious
episodes would be prevented. In-
deed, once he was self injurious,
she did not attempt to stop him;
rather, shewould wait for aperiod
of timeand hopethat hedid not do
serious damage to himself.

Unfortunately, his mother had
been criticized by the school as
noncompliant and uncooperative
for not setting limits and holding
to these limits. What they did not
realize is that she was physically
incapable of stopping self injury
once it be-
gan; which
would bethe
outcome of
settinglimits
with her son.
Our Media-
tor Analysis
showed
rather clearly
that the
boy’s mother could NOT KEEP
HIM SAFE if and when physical
control became necessary. Fur-
ther, inacircumstancewhenitwas
important for her to set limits and
holdtotheselimits, shecould only
enforce the limits through physi-
ca means; which shewasnot able
to do. Consequently, we recom-
mended that two support staff be
provided in the home setting dur-
ing his waking hours.

INSTITUTE FOR APPLIED BEHAVIOR ANALYSIS

In ancother example, a young
man was referred to us because he
had not been in a day program
since heleft school at theage of 22
yearsold. Hewasinhismid-40’s.
The purpose of thereferral wasto
design a support plan that would
gradually introduce himinto alo-
cal workshop. Our assessment
showed that heweighed morethan
200 pounds and had tantrums that
included physical aggression. Our
assessment also showed that his
mother had beeninjuredinthepast
asaresult of hisaggression. Dur-
ingtheassessment, hismother said
that she would “do anything to
help her son.” Our concern was
that she was in her 80’'s and that
evenminor frustrationsmight trig-
ger further aggression. We were
concerned about her safety carry-
ing out the plan. She simply did
not have the physical abilities to
“keep herself safe.” Aspart of our
support planwerecommended that
he have the opportunity to livein
his own apartment (i.e., supported

making certain recommendations,
without considering the person’s
emotional state, may push the
parent or teacher over the edge...

living). But in the meantime we
recommended that support staff
provide services in his parents
home until a supported living ar-
rangement could be established.
When we make recommenda-
tions, we need to consider whether
the people who will be asked to
carry out the plan have the physi-
cal attributesto carry out the plan.
Are they fast enough to catch the
personif heruns? Canthey physi-
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In many cases, it seems
that their meaningfulness
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cally prevent a person from enter-
ing the street or leaving the safe
area? Can they effectively physi-
cally contain the person if he en-
gagesinsevereself injury and this
isanecessary reactivestrategy? In
other words, intheMediator Analy-
sisweneedtoaddressthebest physi-

as people is
indistinguishable from

their children’s disabilities
and behavior challenges.

14

cal match between the support staff
and the person we are evaluating.

. Secondary Gain. We sometimes

mistakenly conclude that “every-
one will do what is best for the
person they are serving.” We be-
lieve that the parent will reliably
attend classes on behavior man-
agement; weexpect the owner of a
group home will insure that sup-
port plans are carried out consis-
tently so that children can move
back withtheir parents; and weare
surethatthel:1aidewill doevery-
thing in hig’her power to help im-
provethe person’ sbehavior andto
reduce the service. We often fall
torecognizethat parents, teachers,
staff, and administrators MAY
HAVE GOOD REASONS FOR
THE PERSON NOT IMPROV-
ING. In other words, there is a
“secondary gain” or benefit if the
person doesn't improve. As part
of our Mediator Analysis we at-
tempt to identify possible benefits
that might be accrued if the person
fails to improve, which might act
asabarrier tofull implementation.

Scapegoat. Tharp and Wetzel
(1969) talked about “The Needed
Scapegoat.” They wrote: “If the
pre-delinguent child provides the
focusfor family disharmonies, and
simultaneously is the screen for
them, thefamily will resist chang-
ing its pattern of consequation be-
cause the child's improve-
ment is punishing to the me-
diator.” In other words, the
child’'s behavior provides a
socia focus and deflects at-
tention from the real prob-
lemsin the family. If thisis
suspected, wemust recognize
that behavioral services may
not beeffectiveuntil thefam-
ily problems have been re-
solved. Aspart of acomplete
behavioral support plan, we
would recommend that the
parents/family participate in fam-
ily counseling. We may go so far
as to suggest that the family re-
ceive counseling prior to provid-
ing services focused on the child.

Social Value and Rallying
Point. Have you ever sat with a
group of staff in alounge and lis-
tened to their conversations about
the peoplethey serve. Itwould not
be unusual to hear one or two staff
comparing their clients/students
and their behavior problemsin a
one-upmanship manner. For some,
having the WORSE ACTING cli-
entsis abadge of courage to sug-
gest that they are able to do what
no other can do, that they are un-
usually competent. During assess-
mentswehaveheard staff say “I’m
the only one who knows how to
work with ;" or “No one
knowshow tohandlehimlikeme.”
Indeed, we have experienced situ-
ations where staff do not follow
our recommendationsbecausethey
feel we “Don’'t really know what
heislike,” or “Don’t really know
Fred.”

We need to be sensitive to the
possibility that a resident/client
might not be improving because
improvement might reduce the
person’ svalueor worthintheeyes
of his’her colleagues (i.e., She/he
no longer has the worse acting
clients).

Overtheyears, wehaveworked
with a number of families where
the problems of achild area“ral-
lying point” around which family,
friends, and agencies provide at-
tention, socia contact, emotional
support, financial support, and ser-
vices. Because of the child’s EX-
TREME behavior challenges, the
parents spend a majority of their
waking days attending meetings,
working with advocates, organiz-
ing causes, attending therapy ses-
sions, and talking to friends and
family about HOW HARD IT IS.
Insomecases, thechild' sbehavior
challenges may bethe only source
of social contactsoutsidethehome.

Wehaveworkedwithsomepar-
ents who, for most of their adult
lives, have stayed at home to care
for their disabled children, now
adults. Their children have been
their lives, their focus, and their
vocations. Inmany cases, it seems
thattheir MEANINGFULNESSas
people is indistinguishable from
their children’ sdisabilitiesand be-
havior challenges. It also seems
that their feelingsof self worth and
belongingness to the family are
closely tied to their children
HAVING BEHAVIOR CHAL-
LENGES.

Given these scenarios, the Me-
diator Analysismust ask (based on
the information we have accumu-
lated) “Is there a possibility that
the parents/teacher/staff would
‘sabotage’ the support plan in an
effort to ‘safe face’ or to insure
their meaningfulnessintheeyesof
significant others.?” If theanswer



is“yes,” thenthe support plan may
need to specifically address in-
creasing the mediators interests
outside of the person’ s behavioral
challenges. Ininstanceswherewe
are talking about staff, teachers,
consultants, we may recommend
changes to break the interdepen-
dence.

The Glue That Holds Them To-
gether. Some families may resist
recommendations for out of home
placement or move into the com-
munity for their children/adult-
children, eventhough the problem
is extremely serious and a change
is necessary and/or appropriate.
They may resist such recommen-
dations out of fear that once the
childisout of thehome, thefamily
will disintegrate.

Oneor both parentsmay recog-
nize that the family remains to-
gether only because of the prob-
lems manifested by the child. For
example, several years ago, this
scenario played out in textbook
fashion. We were providing ser-
vices in the family home of a 16-
year-oldwith the problemsassoci-
ated with autism. He manifested
severe physical aggression and
property destruction (average of 3
incidents per hour). Our services
weredesignedtoimplement asup-
port plan in the home setting until
such time that a specialized ser-
vice (group) home became avail-
able in the community (it took
about a year). At the point of
assessment and throughout thepro-
visionof behavioral servicesitwas
clear that the parents agreed on
very little. Indeed there was some
guestion as to whether they even
liked each other. Their entire fo-
cus of life was around their son.
Aboutamonth after hewasplaced,
the parents separated (and eventu-
aly divorced). Clearly, without
the “glue” of their son’'s behav-

ioral challenges, the family could
not stay intact.

As we conduct our Mediator
Analysis, we need to address the
possibility that our recommenda-
tions might not be followed be-
cause one or more members of the
team are fearful that if the person
improves, the family might not
survive.

Financial Gain. There may be
goodfinancial reasonsfor afamily
or staff not tofollow recommenda-
tions. Families may resist place-
ment when there is no question
that it is needed because they de-
pend on financial support that the
childor adult generates. Thiscould
be in the form of Federal or State
Support (e.g., SSI, child support).
Tharp and Wetzel (1969) recog-
nized this as a problem in their
description of Case #66.

They described: “ Our staff
strongly urged a widowed
mother to call the juvenile au-
thorities when next her daugh-
ter, Annie, sneaked out of the
houseat night. Themother was
unable to do so, because this
might have resulted in the
daughter’s being adjudicated
delinquent. Ifthedaughter were
confined to a detention or cor-
rection home,
the mother
would have
lost the pen-
sionwhich she
administered
for the daugh-
ter, and which
wasthefamily’ smajor support.
It was economically unfeasible
for the mother to behavein her
daughter’s best interest” (p.
130-131).

There isno easy answer to this
problem. Until the problemisad-
dressed, the therapeutically cor-
rect decisionsmay never be made.
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The answer is quite complex. It
may involve placing the family in
contact with other social service
agencies. It may involve helping
one or both parents find employ-
ment. It may involveinfusing ser-
vices into the home (e.g., baby
sitting, respite care) so that the
parents can get jobs. It may in-
volve infusing services (e.g., be-
fore and after school services,
weekend services) into the setting
which reduces the financia reli-
ance on the client’ sincome.

. Philosophical and Attitudinal

Conflict.

The Need For Discipline. At
IABA, weholdthat itisnot neces-
sary to punish peopleto influence
their behavior. We ascribe to a
systemof nonaversive, person-cen-
tered behavioral support (LaVigna
& Willis, 1995). Not everyone
holds our view. Some people ar-
guethat “ punishmentisnecessary,”
and ascribe to the view “spare the
rod and spoil the child.” Some
professionals argue that people
with severe behavior challenges
have the “right to tresatment” with
aversive strategies. Unless we
change their minds, unless we are
able to teach them a new view of
people, thenatureof their behaviora

Until the problem is addressed,
the therapeutically correct
decisions may never be made.

challenges and methods of support,
it is highly unlikely that they will
carry out our recommendations.
Tharp and Wetzel (1969) dis-
cussedtheconflictsthat arisewhen
working with some school sys-
temswhenthey wrote, “thereisthe
steadfast disinclination to employ
available positive control. There
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are many reinforcers which might
be used to stimul ate academic per-
formance and which incorporate
imaginativearrangementsfor edu-
cational practice, creating a cli-
mate of positive motivation and

In the absence of

“philosophical agreement,”

it is unlikely

that...recommendations

will be carried out.

you going to do to get him into
class?” They suggested that we
discipline him for not going to
class and also suggested that we
MAKE HIM go to class; this de-
spite evidence that physical inter-
ventionor punishment would
SURELY result in physical
aggression; and more con-
cerning, stripping naked and
runningaroundtheclassroom
or school yard. If hedidthese
things, intheir eyesthiswould
be sure evidence that he does
notbelonginaninclusiveedu-
cation setting. If it were not
for hisadvocatesandthefam-
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experience. Butthisvisionisafar
cry from educational institutional
practice. Thus, even the limited
and correctional use of positive
reinforcement meets frequent
resistance” (p. 137). They noted
that public education is“managed
almost entirely through aversive
control: suspensions, expulsions,
ridicule, loss of hall-passes or li-
brary privileges, scolding, loss of
varsity eligibility, and thelike” (p.
137).

In the absence of “philosophi-
cal agreement,” it is unlikely that
our recommendationswill be car-
ried out. Here are some examples
of thephilosophical conflictsaround
discipline we have experienced.

We have been working with an
11-year-old boy in an inclusive
education setting. Inthefirst two
months of our provision of behav-
ioral services he spent very little
timeintheclass. Our support plan
called for reinforcing him for ap-
proaching, enteringandremaining
inclassasafirst step. But school
personnel, from the teacher to the
principal, were obsessed with the
concern that hewould spend large
amounts of time out of the class.
They repeatedly asked “What are

ily lawyers, our worst fears
would have been realized.

In another instance, we were
providing 1:1 support for ayoung
girl bothinher homeand at school.
Her behavior had been so intense
prior to our participation that she
had been placed out of statein a
residential school After acompre-
hensivebehaviora assessment she
was brought back home and ser-
vices were initiated both at home
and at school. One of the foci of
the support plan was “going to
school;” thatis, shewasreinforced
for going and remaining at school.
Our data showed clearly that she
was spending significantly more
time at school and her behavior
was improving. But there were
daysthat shewoulddecideNOT to
go to school. On those days, we
had an alternative schedul einclud-
ing shopping, household chores,
etc. We were unconcerned that
this might be reinforcing her
STAYING HOME behavior. We
felt that the reinforcement for go-
ing to school significantly out-
weighed that for remaining at
home. However, thiswas not suf-
ficient for the girl’s mother. She
DEMANDED that when her
daughter refused to go to schoal,

she should stay in her room and
DO NOTHING FUN. Despite
evidencethat her school attendance
had improved dramatically in just
a couple of months, despite reli-
able documentation graphically
presented showing improved be-
havior, and despite evidence that
keeping her in her room when she
did not goto school wouldresultin
severe behavioral escalation and
the need for physical intervention,
the parents demanded that wetake
adisciplinary approach. Wewere
never able to come to agreement
onthisissue. Wechoseto transfer
and refer the behavioral services
to an agency that would be likely
to DO WHAT THE PARENTS
ASKED.

Reinforcement AsBribery. The
controversy over whether to use
punishment or not is not the only
point of potential conflict. Some
parents and staff do not believein
the use of REINFORCEMENT
They view it as“bribery,” and see
no reason for “bribing” the person
todowhat they are supposed to do.
Some people may not reject all
reinforcement, but may reject the
idea of using a particular type of
reinforcement; e.g., food, certain
privileges. We have worked with
parentswho have the belief that if
you use food as a reinforcement,
the person will become acompul-
siveeater. (WehaveNEVER seen
this side effect.) So, what is the
likelihood that staff or parentswill
usereinforcement aswesuggest if
they believe that using rewardsis
bribery? Just about ZERO. If
behavioral servicesto be success-
ful, then we will need to either
select other methods, or re-edu-
cate the people around the poten-
tial benefits of using positiverein-
forcement.

Interfering Beliefs. Beliefs
about the person being served



might negatively impact people’s
ability to carry out recommenda-
tions. For example, staff after hav-
ing been spat upon may say that
the person “did it on purpose.” In
other words, they take it person-
aly. It may bedifficult for staff or
parentsto be positive or to deliver
reinforcementtoaconsumer if they
believe that the child is misbehav-
ing“willfully,” orthechild“knows
what heisdoing.” And some staff
have difficulty with the idea of
trying to teach people with severe
to profound learning difficulties
becausethey believethey are“too
retarded” to learn. “Why try?’

Unless we are able to change
the views held by parents/teach-
ergstaff, it is unlikely that they
will follow the plan or adopt our
recommendations. It is the pur-
pose of the Mediator Analysis to
identify these philosophical/atti-
tudinal impediments. Perhapsthis
can help explain why the person
has not progressed. One purpose
of theMediator Analysisistoiden-
tify these problemsup front so that
we can plan to re-educate or sug-
gest other alternatives.

There are many other beliefs
that may intrude on the ability of
mediatorsto carry out recommen-
dations. In1969, Tharpand Wetzel
talked about “The Insistence on
Equity.” Thisisamajorissue. Our
experience has been that many
support plans are not carried out
effectively because staff, teachers
and parents fed that ALL THE
CHILDREN AND ADULTS
NEED TOBETREATED ALIKE.
They needtofollow thesamerules
and they need to experience the
same consequences for their be-
havior. Withthesebeliefsinplace,
it may bedifficult toindividualize
support; butindividualization may
be the only way that behavioral
services may have an impact.

Schoolsare notoriousfor hold-
ingthesebeliefs(codifiedinschool
rules). Students must be in class
and they must not leave without
permission and a hall pass. In
class, students must sit and work
for the prescribed time, and if they
don’'tcomply, they aredisciplined.
If a student has a tantrum or is
assaultive, he must be suspended
for a codified period of time.

Students with disabilities and
who have Individualized Educa-
tion Plans, are also held to the
same standards and rules. Fre-
guently, little recognitionisgiven
to the possibility that the person’s
behavioral challenges may be a
reflection of his disability. For
example, the student who is ag-
gressive because he has no other
way of communicating, the stu-
dent who refusesto enter the class
out of fear or because of alack of
tolerance for crowds, noise, etc.,
the student who strips his clothing
off becausethisistheonly way he
is able to terminate the task or
activity. While the field pays lip
service to the concept of an Indi-
vidualized Education Plan, it has
been our experi-
ence that it isin-
dividualizedonly
to the point that
the RULES AL-
LOW.

As part of the
Mediator Analy-
sisitisimportant
toidentify thebe-
liefs that might
impedetheimple-
mentation of abehavioral support
plan. Solutionsto these problems
may be difficult. Identified up
front, wemay beabletore-educate
the mediators; or we may be able
to re-negotiate the rules to better
meet the person’s needs. Unless
these problems are addressed,
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progress may belimited or nonex-
istent.

. Personal Emotions. There are

many personal emotions, dislikes
or biases that may negatively in-
fluence the ability of people to
carry out our recommendations.
Askyourself thesequestions, “Are
there behaviors or actions per-
formed by othersthat disgust you?
Are there actions performed by
your clients or students that make
it difficult for you to work with
them effectively?” Some com-
mon examples of personally dis-
gusting behaviors include nose
picking, eating snot, physical ag-
gression, directed spitting (i.e.,
snortingalargeamount fromabove
thesoft palate, projectingitinyour
direction and hitting you between
the eyes), feces smearing, feces
eating, public masturbation, geni-
tal touching (yours). For avariety
of reasons some staff, teachers,
parents have difficulty with cer-
tain behaviors, while not others.
Wehaveheard staff say, “ |’ drather
him hit me in the face and knock
me down than spit in my face.”
Hereis one example.

...many support plans are not
carried out effectively because
staff, teachers and parents feel
that all the children and adults
need to be treated alike.

A number of years ago, we as-
signed one of our most competent
behavior specialists to conduct a
behavioral assessment and begin
services for a person who had a
long history of feces smearing,
among other behaviors. Littledid
we know that our behavior spe-
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They may bear such anger
and resentment toward the
individual that they cannot
begin to carry out our
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cialist had astrong aversion to the
smell and sight of feces (others').
During the assessment, the behav-
ior specialist was smeared with
feces, at which point the specialist
vomited uncontrollably. We

recommendations...
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learned severa things from this
experience. First, we learned it
was not a good idea to ask this
specialist to assess, treat, or super-
viseany clinical caseinwhich the
person had problems with feces
smearing, feces eating, or simply
having bowel movements in his
pants. Second, we learned that
given hisrevulsion, it was highly
unlikely that this specialist could
orwould carry out areinforcement
program for the absence of the
behavior, or would carry out toilet
training; he simply would be un-
able to get close enough without
vomiting. Third, we learned that
likesand dislikesof particular staff
need to be meshed to and with the
behavioral challengespresented by
the client. Not doing this would
result in ineffective implementa-
tion; if implementation at all.

For some other people, they
can't tolerate barrages of directed
profanity and insults. Perhapsfor
moral reasons, they seeit aswrong
and consequently escalate as the
person’ sinsultsbecomemoreper-
sonal. | would imagine that they
DO NOT TOLERATE ANY
FORM OFDIRECTED PROFAN-
ITY FROM THEIR OWN CHIL-

DREN. We had a recent experi-
ence where this was the issue; it
nearly resulted in the termination
of the person from our services
because no one wanted to work
with him. Wewere providing ser-
vicesfor ayoung manin
his own apartment. Our
assessmentfailedtoiden-
tify that he had a history
of directed profanity, in-
sults, racial slursas chal-
lengesthat would need to
befaced. Because of the
potential severity of the
behavior which was the
focus of our assessment,
hewasprovided with 1:1
support 24-hours-a-day. Theprob-
lem appeared within about 2
months of initiating services. He
began screaming profanities and
threatening our staff hundreds of
timeseachday. Asstaff described,
he hurled at them every profanity
and personal slur they had ever
heard. Because we were unpre-
pared for these actions, we neither
selected staff on the basis of their
tolerance for these problems, nor
didwepreparestaff for these prob-
lems. Staff reported anger, and
several staff burned out at being
verbally accosted and either quit
or asked to be transferred to an-
other apartment. Unfortunately,
therewasturnover of theentire sup-
port team, from direct care staff to
supervisors. At one point the ques-
tion was raised whether the client
could be served in the community.
Our answer tothisproblemwas
an ecological one. Recognizing
that his current support team was
“burnt out,” we reconstituted an-
other team in one of our other
departments. In addition, we pre-
pared staff, seniors, and supervi-
sors for what they were about to
experience. TheKEY wasfinding
people WHO WOULD NOT

TAKEHISINSULTS, PERSON-
ALLY. Of course other actions
were taken, including the intro-
duction of needed psychiatric and
neurological servicesandrevision
of his support plan to focus on
these additional behaviors. We
learned that even the best staff and
administrators may have limits.

For abehavioral support planto
work wemust findaway of MESH-
ING the challenges presented by
the personwiththeINDIVIDUAL
LIKES AND DISLIKES of the
Mediators.

Anger is another fedling that
canintrude on amediator’ sability
to carry our recommendations. |t
may be insurmountable for some
mediators. They may bear such
anger and resentment toward the
individual that they cannot begin
to carry out our recommendations
becausethey havereachedthe“last
straw.” Atthislevel of anger, the
mediator may not deliver pre-
scribedreinforcement becausethey
are unable to see something they
feel meets the criteria; in other
words, they may NOT BE ABLE
TO SEE ANY GOOD GIVEN
THE BAD.

Thislevel of anger isnot diffi-
cult to identify. It presentsin the
person’s tone of voice during the
interview. It presentsincomments
that may bedisparaging and blam-
ing. These emotions may present
quitefrankly in tears and anger as
the mediator discusses the person
and hisbehavior. Onceidentified,
the question is What do you do
about it? On the one hand, if we
have the resources, we might
change the mediators. We might
suggest that a different teacher,
aide or staff be involved with the
person. In some instances, we
may recommend that the entire
instructional or other support team
be changed; onethat doesn’t carry
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theANGRY BAGGAGE. Butthis
isdifficult to do in anatural home
setting.  The parents may not be
ableto “bail out.” Herewe might
suggest ways of reducing the an-
ger through providing additional
resources(e.g., baby sittingor even
an in-home support team
[Donnellan, Lavigna, Zambito &
Thvedt, 1985]) that separate the
parents and child. We might also
suggest counseling for the parents
to help them deal with their nega-
tive emations. Tharp and Wetzel
(1969) suggested some other ways
that anger might bemitigated. They
wrote:

“The technique here is to
choose an original target be-
havior which is particularly
annoying to the mediator. The
immediate correction of the
particular problem will thus be
gratifying to the mediator and
make his cooperation more
likely. For instance, if asmall
childisannoyingtheteacher by
getting out of his seat without
permission, in addition to be-
ing bad on the playground, and
isalso underachieving in arith-
metic, the strategy should beto
focus initially on getting-out-
of-seat. With that ‘ sandpaper’
removed from the relationship
between teacher and child, she
will be in a better position to
cooperate in consequating the
full range of problem behav-
iors’ (p. 133).

External Constraints. We
pointed out at the outset of this
articlethat many support plansare
driven by a mistaken belief; that
the plan can be carried out by the
parents, staff, or teachers. Inmany
instances, whilethemediatorsmay
bemotivated, they may not beable
to carry out the recommendations
effectively becauseof environmen-
tal constraints including insuffi-

cient time or financial resources;
because of the demandsfor caring
or teaching other children/adults
in the same setting, etc. In other
words, thedemandsof evenamini-
mally acceptablesupport plan may
exceed the abilities of the media-
torsto carry out recommendations
(Kazdin, 1985). This is an ex-
tremely importantissuesincesome
research has shown that “ external
factors’ (e.g., transportation, child
care, work) are given as the rea-
sonsfor dropping outin 55 percent
of cases (Garfield, Affleck, &

Muffly, 1963).

It is our role in the Mediator
Analysis to identify factors that
might negatively impact the me-
diators' ability to implement our
recommendations, and to deter-
minewhether the plan can bereal-
istically implemented given the
evident constraints.

1. Monetary Demands. Some of
the demands may be monetary.
The families may not have the
funds available to purchase re-
inforcers, or to hire baby sitters
so that they can attend therapy
or training sessions.
Some families may
not have transpor-
tation to get to and
fromthedesignated
training locations.
This does not mean
that the families
should not receive
services; rather, it
means that adapta-
tions and modifica-
tionswill beneeded.
For example, some
programs have provided tele-
phone resources, others have
provided assistance with trans-
portation, and child care (e.g.,
Horne, & Patterson, 1979).

2. TooMuchToDoand Too Little
Time. When we conduct be-

havioral assessments world-
wide we frequently conclude
that the previous recommenda-
tionswerenaotimplemented, not
because people were non-
compliant or unmotivated, but
because they simply did not
have enough time. Let us ask,
how many of you parents or
teachers could consistently

* record every occurrence of
self hitting that occurs at a
rate of one incident per
minute;

» reinforce your child every
10 minuteswith praiseanda
token for the absence of
screaming;

 sit your child on the toilet
every 30 minutes for 10
minutes;

e give attention every five
minutes on a noncontingent
basis.

While these recommenda-
tionsmay beimportant; asgood
asthey may be, they may not be
realisticgiventhedemandsthat
exist in the setting.

In the endeavor to deter-

...while the mediators may be
motivated, they may not be

able to carry out the

recommendations effectively
because of environmental

constraints...

mine whether there are con-
straints that would prevent the
mediatorsfrom effectively car-
ryingouttherecommendations,
we ask them to describe their
work schedules, their other re-
sponsihilities, their social and
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...we need to keep in mind
... not all clients can be
treated or supported under

POSITIVE PRACTICES « VOLUME IIl « NUMBER 2 « JANUARY 1998

political commitments. We
describe to them the commit-
ment of time we feel may be
necessary and ask very specifi-
cally whether they feel they can
dowhat may berecommended.

ALL conditions...
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3. Saffing Resources. Theability
of mediators to carry out our
recommendations will depend
on the number of OTHER
PEOPLE for whom they are
responsible. A parent who has
one child with behavior chal-
lenges may be able to do alot
more than a single-parent with
three other young children in
additiontothetarget child. Staff
of agroup homewith al:3 staff
to client ratio may have diffi-
culty carrying out recommen-
dations (a) if there are several
other childreninthesettingwith
severe behavioral challenges,
(b) if theother residentsrequire
considerable hands on care and
direct teaching, (c) if in addi-
tionto their client responsibili-
ties, they have total responsi-
bility for the care of the physi-
cal setting.

Given these issues, as part
of the Mediator Analysis we
attempt to determine the other
responsihilities of the parents
and staff; thenumber other chil-
dren/clients who have behav-
ioral challenges and/or require
care, and the level of physical
care required by others in the
setting. Given our findings, it

may benecessary torecommend
additional resources and/or to
recommend the reorganization
of the existing resources.

J. The Behavioral Characteristics

of ThePerson. Whether amedia-
tor will be able to carry out
your recommendations will
depend on the rate, dura-
tion and severity of the be-
haviorspresented by thecon-
sumer. Something we need
tokeepinmindisthat not all
clients can be treated or
supported under ALL con-
ditions. Hereisan example
of the problem:
Ginaisinher mid-thirties. She
has problems associated with au-
tism along with serious learning
and communication difficulties.
She had along history of physical
aggression and self injury. Our
assessment determined that her
physical aggressionand self injury
werelargely (85%) duetothepain
she experienced as a result of se-
vereulcers. Whenshewouldcycle
through her ul cer, shewouldphysi-
cally attack support staff over a
period of 8 to 10 hours with very
few breaks. Knowing this, at the
outset of serviceinitiation, we as-
signed 1:1 staff to support her. But
it was not too long after beginning
servicesthat her staff complained
that they were overwhelmed and
could not effectively manage her
behavior. After aperiodof trouble-
shooting (the clinical supervisor
carried out the 1:1 support during
a severe episode) the clinical su-
pervisor concluded that her behav-
jor wastoo severe, too intenseand
of such duration (with few if any
breaks) that no single staff mem-
ber could carry out the emergency
strategies. Asaresult, during her
cyclesof severebehavior, two staff
were provided. Staff would work
with her nolonger than 15 minutes

beforeanother staff memberwould

take over. This would continue

until the episode or cycle ceased.
So, when we conduct a Behav-

joral Assessment, the Mediator
Analysisneedstoevaluatewhether
the mediators can carry out the
recommendations given the rate,
duration, and severity of the be-
haviors presented by the person
they are serving. Consider these
examples:

* A 4-year-old boy participates
in a preschool class with a
teacher an aide and 28 other
students. He runs or wanders
around the class 30 minutesout
of every hour. Duringthistime,
he hitsand slaps his classmates
onthe average of 15 timesdur-
ing the same period. He seems
to be doing it for the fun of it.

* An1l-year-old boy with prob-
lems associated with autism
lives with his parents. He has
profound learning difficulties
alongwith highrateself injury.
Our assessment showed that he
would hit his head as much as
150 times per hour.

* A 16-year-old boy with prob-
lems of autism and some minor
learning difficulties lives in a
group home with five other
boys. The home hasa 1.3 staff
toclientratio. Heisreported to
run away and escape at every
opportunity (i.e., He attempts
about every 20 minutes). When
hegetsaway, it cantakeseveral
hours of staff time to find him
and return him home.
Theseexamplesareillustrative

of situations in which the recom-
mendationswould need to address
the mismatch between the media-
tor resources and the needs of the
focus person.

. Organizational Structure. We

are frequently asked to conduct
behavioral assessmentsfor people



who arein group homes, sheltered
workshops, or classrooms. At the
end of the assessment, we make
recommendationsand suggest very
specific strategies that might be
used. We are frequently asked to
consult on a regular basis with a
program and to provide training
around, evaluation and updating
of our recommendations. In some
cases, each time wereturn to con-
sult, there is a new face, a new
person we talk to or consult with.
We find that one person has no
idea what was recommended the
last time and we have to reiterate
what hasalready beensaid. Thisis
frustrating to say the least, and
totally ineffective at the worst.

Oneroleof theMediator Analy-
sisisto determine who will medi-
ate the recommendations. We at-
tempt to identify the person or
person’ swho will take the recom-
mendations and do what is neces-
sary to insure that EVERY ONE
knows what has been recom-
mended, and who will SUPER-
VISE the implementation of the
recommendations.

Instaff operated programs, there
needsto beamanagement STRUC-
TURE to support the provision of
behavioral services. Indeed, Th-
ompson and Grabowski in 1972
emphasized this point when they
wrote” ...enthusiastic supportfrom
high-level administrators is the
single-most crucial factor in estab-
lishing a behavior modification
program” (p. 272). In a critica
review of staff management prac-
ticesininstitutional settings, Reid
and Whitman (1983) concluded
“...where their (direct care staff)
performance has been less than
adequate, itisprimarily thereflec-
tion of the ineffectiveness of the
management practices currently
operating” (p. 146).

Aspart of the Mediator Analy-

sis, we strive to answer questions

such as those listed below:

 Who is the supervisor or
manager?

» How often does the supervisor
meet with staff?

 |sthe supervisor supportive of
staff?

* |s there a method of account-
ability present that will insure
that recommendations are
implemented?

» What needs to change in the
organizations structure for the
support plantobeimplemented
effectively?

»  Who will have the responsibil-
ity for meeting with the con-
sultant?

If necessary, we may recom-
mend reorganization and/or reas-
signment of responsibilities, out-
side consultation, and/or changes
to the management system
(LaVigna, Willis, Shaull, Abedi,
& Sweitzer, 1994).

. Intra-personal Issues. Thereare

many factors within the mediator
that might intrude on his/her abil-
ity to carry out recommendations.
For example, many staff and par-
entswe haveworked with over the
years have learning difficulties or
mental illness themselves. They
may havedifficultiesread-
ing and remembering what
they read, they may have
difficulties understanding
what they hear in lectures
and in-services because
auditory processing prob-
lems, or English may not
betheir primary language.
In someinstances, the par-
ent may have psychiatric
problems(e.g., schizophre-
nia, obsessive - compulsive disor-
der) which may make it difficult
forthemtocarry out recommenda-
tions. During interviews, we may
recognizeissuessuchasthese. This
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may lead to some specific ques-
tions and probes to expose these
issues. For example, we might
give a parent a couple of para
graphs to read and ask them to
answer some questions. Recog-
nizing that the parent is having
difficulty concentrating we might
ask questionsto get at a history of
mental illness. We might explic-
itly ask whether the parent is re-
ceiving psychiatric treatment and
for what reason. We might ask
whether the parent hasa history of
mental illnessfor which they have
received treatment. Surprisingly,
the parents we have worked with
are usually quite open and willing
to discuss their problems.

Once the Analysis identifies
these mediator issues, it does not
mean that the person will not be
ableto carry out the recommenda-
tions. On the contrary, it means
that we will need to recommend
adaptations that will help the me-
diator understand what we recom-
mend. We might recommend that
programs be translated into the
mediator’'s primary language or
that it be explained by atrandator
so that they can better understand
the recommendations. We might
recommend multi-modality teach-

...1t means that we will
need to recommend
adaptations that will help

the mediator understand
what we recommend.

ing for some staff who have diffi-
culty learning in particular ways.
We might recommend that plans
be concretized in such away that
the schizophrenic parent can bet-
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ter understand it. We might rec-
ommend agradual introduction of
behavioral services in a step-by-
step fashion so as not to overwhelm
aparent who has a history of stress
induced psychiatric episodes.

.Training Issues. Training is a

critical component of a support
plan. All to often, the training of
mediatorsis less than adequate or
nonexistent at all. The conse-
guence is that support plans are
either not carried out or carried out
inconsistently or incorrectly
(Anderson & Schwartz, 1986). In
theMediator Analysis, weattempt
to determine whether the media-
tors have the training and knowl-
edgetoimplement our recommen-
dations. We ask gquestions to de-
termine whether training exists at
all, aswell asthetypeand extent of
training.

It is important to understand,
that if training exists, it isusualy
in the form of reading training
manuals and policies, and in-ser-
vice/workshop training. Unfortu-
nately, these methods are least ef-
fective in teaching staff the skills
they need to carry out individual
support plans. Thisisvery impor-
tant when it comes to understand-
ing parentsalso. Aspart of parent
trai ning classes, parentsread manu-
als, listen to lectures and are ex-
pected to take the information
homeand useit withtheir children
who may manifest very challeng-
ing behavior. Thereis very little
evidence available to show that
parents can take what they read
and implement the strategies effec-
tively a home; similarly teachers.

These methods create knowl-
edgeand understanding; they don't
impart skills. For some, who are
already skilled in the area, they
may be able to implement what
they have read because it isnot a
far cry from what they are already

doing. If we want staff, teachers,

and parents to carry out specific

strategies, then other methods are
necessary. We employ a method
we have termed “Three-Tiered

Training” (LaVignaet al., 1994).

The basic steps of this training

processincludethefollowing steps:

1. step-by-stepdescriptionof each
step of the strategy in the form
of a written “procedural
protocol”;

2. themediator reads, reviewsthe
protocol and all questions are
answered by a supervisor;

3. the mediator demonstrates that
they understand theprotocol ei-
ther verbally or through awrit-
ten test (i.e., they show verbal
competence - tier one);

4. the mediator demonstrates that
they understand the protocol by
practicing the strategies de-
scribed in the protocol with the
supervisor or consultant, until
they meet specifiedcriteria(i.e.,
they show role-play compe-
tence - tier two);

5. themediatorisobservedimple-
menting the procedure and cor-
rective feedback is provided
(i.e., they show in-vivo compe-
tence - tier three).

Aspart of the Mediator Analy-
sis, wenot only evaluate the exist-
ing practice of training; but also
we recommend the level of train-
ing that will be necessary to carry
out therecommendations. Itisour
belief that unlessthemediatorsare
knowledgeable, unless they are
properly trained and supervised,
they cannot effectively carry out
many of therecommendationsthat
we make in our support plans.

Conclusion

In conclusion, we have tried to
describe some of the considerations
in performing a mediator analysis.

Most of our commentswere aimed at
identifying mismatchesbetweenwhat
a person may need and the mediator
characteristicsthat exist. Thisarticle
has not addressed, except for some
isolated exampl esin passing, many of
the strategiesthat could be employed
toovercomethemediator barriersthat
may have been identified. That topic
will be addressed in afuture issue of
Positive Practices.

There is obviously a relationship
between a mediator analysis and the
social validity, i.e., acceptability of a
recommended support plan. In an
earlier issue, Kushlick, Trower, and
Dagnan (1997) described the use of
cognitive-behavioral strategiesto ef-
fectively deal with some mediator is-
sues. Thetopic of social validity will
also be further addressed in future
issues, as it may represent the most
difficult outcome to achieve under
certain circumstances.
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Conference Announcements

Tenth Annual Two Week Summer Institute on

Assessment & Analysis of
Severe & Challenging Behavior

July 26 - August 8, 1998 ¢ Los Angeles

For a complete description of the course, registration procedure and fees,
contact:

Institute for Applied Behavior Analysis
PO Box 5743
Greenville, SC 29606-5743 USA
Telephone: +1 (864) 271-4161 « Fax: +1 (864) 271-4162
Toll Free (US & Canada): (800) 457-5575
Internet: jmarshall@iaba.com
http://www.iaba.com

SEXE

IABA’s 2nd International Conference to Advance
Positive Practices in the Field of Challenging Behavior

CALL FOR PARTICIPATION

Contact John Marshall for more information
Tel: +1 (864)271-4161 » Fax: +1 (864) 271-4162
E-mail: jmarshall@iaba.com
Enrollment and participation limited to previous participants in IABA’s Two Week
Institute and Longitudinal Training.

Walt Disney World, FL ¢ January 6-9, 1999

International TASH Conference
1998 Call for Presentations

Seattle, Washington * December 3-5, 1998

Seattle Sheraton Hotel and Towers - Washington State Convention Center
(Pre-Conference Workshops & Opening Reception only on December 2nd)

Proposals will be due on March 31, 1998 « Proposals may be submitted on
any topic that relates to the inclusion of people with disabilities.
For questions about the 1998 TASH Conference, or to obtain a Call for
Presentations e-mail Denise Marshall (dmarsh@tash.org)
or call 410-828-8274 x 103.

#TASH

http://www.tash.org
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Resources

Assessment and Analysis of Severe

and Challenging Behavior

Gary W. LaVigna & Thomas J. Willis
This competency-based training

practicum provides participants with the

clinical skills required to design and

implement person-centered multielement

nonaversive support plans.

Los Angeles ¢ July, 1998

London ¢ October, 1998

IABA’s International Conference to
Advance Positive Practices in the Field
of Challenging Behavior

Enrollment limited to previous
participants in IABA’s Two Week Institute
and Longitudinal Training.
Walt Disney World, FL « January 6-9,1999

Positive Approaches to Solving
Behavior Challenges and The Periodic
Service Review
Gary W. LaVigna & Thomas J. Willis
Positive Approaches... are 2, 3 & 4 day
seminars that present IABA’s multielement
model for providing person centered
nonaversive behavioral supports to people
with challenging behavior. These seminars
cover Basic Principles of Nonaversive
Behavior Support, Behavioral Assessment
and Emergency Management. Assuring

Training Calendar

Staff Consistency Through the Periodic
Service Review: A Quality Management
and Outcome Evaluation System is a 1 day
seminar that teaches participants a staff
management system that ensures the
agency/school is providing quality services.

March, 1998 - US Seminars (Sacramento &
San Diego)

April, 1998 - US Seminars (Providence, RI
& Marion, IN)

May, 1998 - Canada Seminars (Vancouver)

June, 1998 - US Seminars (Bowling Green,
KY & Nashville, TN)

July, 1998 - US Seminars (Los Angeles)

October, 1998 - UK Seminars (London,
Edinburgh, Belfast, Manchester,
Sheffield, Birmingham)

1998 TASH Conference
“Creating Futures Together”
Seattle « December 2-5, 1997

Other venues will be arranged and announced at a later date. For
detailed, current information on any seminar, contact:
John Q. Marshall, Jr.
Institute for Applied Behavior Analysis
PO Box 5743 « Greenville, SC 29606-5743 USA
Phone: +1 (864) 271-4161 « Fax: +1 (864) 271-4162
Internet: jmarshall@iaba.com ¢ http://www.iaba.com
Toll Free (USA and Canada): (800) 457-5575
In the United Kingdom contact:
Reshad Suffee « The Tizard Centre « (01227) 827755

Multimedia Training Programs

Competency Based Training Program

This is a systematic, criterion-referenced, self-
instructional multimedia course for staff development
that is customized to your agency. It is being used by
adult service agencies and schools in Australia, Great
Britain, Spain and the US. $1,500.00

For more information on the CBT, contact:
Diane Sabiston
Institute for Applied Behavior Analysis
PO Box 30726
Savannah, GA 31410-0726 USA
Telephone: (912) 231-0707 « Fax: (912) 231-6684

Positive Approaches to Solving Behavior
Challenges

This is a 6 module video training program that
teaches viewers IABA’s person centered multielement
model for developing nonaversive support plans for
people with challenging behavior. Two text books,
lecture notes and pre/post tests are included. $1,250.00

Staff Supervision and Management Strategies for
Quality Assurance

This is a 4 module video training program based
on The Periodic Service Review: A Total Quality
Assurance System for Human Services and Education.
Viewers will learn concrete strategies to ensure that the
highest quality services are being provided by their
agency/school. Text book, lecture notes and participant
exercises are included. $750.00

For more information, contact:

John Q. Marshall, Jr.
Director of Professional Training Services
Institute for Applied Behavior Analysis
PO Box 5743
Greenville, SC 29606-5743 USA
Telephone: (864) 271-4161 « Fax: (864) 271-4162

Alternatives to Punishment: Solving Behavior
Problems with Nonaversive Strategies
G.W. LaVigna & A.M. Donnellan

“(This book) provides a comprehensive treatment
of alternatives to punishment in dealing with behavior
problems evidenced by human beings at various levels
of development and in various circumstances. Based
upon their own extensive observations and a
thoroughgoing analysis of relevant experimental studies,
(the authors) have put together a document that is at
once ateaching instrument, a summary of research, and
an argument for the use of positive reinforcement in the
treatment of inadequate or undesired behavior... a
landmark volume which should forever lay the ghost that
aversive methods (even the ubiquitous ‘time out’) need
to be applied to the delinquent, the retarded, or the
normal ‘learner,” whether in the home, the school, the
clinic, or other situations.” — Fred S. Keller (From the
Preface to Alternatives to Punishment) - paper, $19.50/
ISBN 0-8290-1245-1

The Behavior Assessment Guide
T.J. Willis, G.W. LaVigna & A.M. Donnellan

The Behavior Assessment Guide provides the
user with a comprehensive set of data gathering and
records abstraction forms to facilitate the assessment
and functional analysis of a person’s challenging behavior
and the generation of nonaversive behavioral support
plans. Permission has been granted by the authors to
reproduce the forms for professional use. -spiral, $21.00

Progress Without Punishment: Effective
Approaches for Learners with Behavior Problems
A.M. Donnellan, G.W. LaVigna, N. Negri-Schoultz, &
L. Fassbender

As individuals with special educational and
developmental needs are increasingly being integrated
into the community, responding to their challenging
behavior in a dignified and appropriate manner becomes
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essential. In this volume, the authors argue against the
use of punishment, and instead advocate the use of
alternative strategies. The positive programming model
described inthis volume is agradual educational process
for behavior change, based on a functional analysis of
problems, that involves systematic instruction in more
effective ways of behaving. The work provides an
overview of nonaversive behavioral technology and
demonstrates how specific techniques change behavior
through positive means. The extensive examples and
illustrative material make the book a particularly useful
resource for the field.-paper, $17.95/ISBN 8077-2911-6.

Social Skills Training for Psychiatric Patients
R.P. Liberman, W.J. DeRisi, & K.T. Mueser

This guide to the application of social skills training
with psychiatric patients systematically provides clinicians
with the ingredients necessary to start and run their own
social skills groups. Case examples, transcripts of social
skills training sessions and exercises aid the reader in
applying the training methods.-paper, $28.95/ISBN 0-
08-034694-4

The Role of Positive Programming In
Behavioral Treatment
G.W. LaVigna, T.J. Willis, & A.M. Donnellan

This chapter describes the role of positive
programming in supporting people with severe and
challenging behavior. After discussing the need for
positive programming within a framework based on
outcome needs, variations of this strategy are delineated.
Then, assessment and analysis are described as critical
for comprehensive, positive, and effective support. A
case study of severe aggression is presented toillustrate
the process of assessment and analysis, the supports
that follow from this process, and the long term results of
this approach. - spiral, $5.00

The Periodic Service Review: A Total Quality
Assurance System for Human Services &
Education
G.W. LaVigna, T.J. Willis, J.F. Shaull, M. Abedi, &
M. Sweitzer

Evolving from more than a decade of work at IABA,
this book provides the tools needed to enhance and
maintain high quality service delivery. Translating the
principles of organizational behavior management and
total quality management into concrete policies and
procedures, the Periodic Service Review (PSR) acts as
both an instrument and a system. As an instrument, the
PSR provides easy to follow score sheets to assess staff
performance and the quality of services provided. As a
system, it guides managers step-by-step through 4
interrelated elements — performance standards,
performance monitoring, performance feedback, and
systematic training — to offer an ongoing process for
ensuring staff consistency and a high level of quality for
services and programs. Practical examples show how
the PSR is applied to group home, supported living,
classroom, and supported employment settings, and the
helpful appendices provide numerous tables and charts
that can easily be tailored to a variety of programs. -
$37.95/ISBN 1-55766-142-1

Add for Shipping to US Addresses:
1st book (min.) $4.00 Each add’'l book $0.75
Add for Shipping to International Addresses:
1st book (min.) $9.00 Each add’l book $2.00

Mail/Fax check, credit card information or company purchase order to:
Institute for Applied Behavior Analysis
PO Box 5743
Greenville, SC 29606-5743 USA
Telephone: (864) 271-4161 « Fax: (864) 271-4162

Foreign orders must be made in U.S. currency by
bank draft, international money order or credit card.
(Prices are subject to change without notice.)



