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Editor’s Note: Albert Kushlick is a behavioral psychiatrist practicing in
Great Britain. In addition to having Albert as a friend, we were very
fortunate to have Albert attend as one of the participants in our very first
two-week Summer Institute held in Los Angeles in 1989. Albert has
specialized in addressing what in our opinion may be the biggest
challenge facing the Multielement approach, i.e., its social validity. In
particular, Albert and his colleagues have applied the principles of Albert
Ellis’ Rational Emotive Behavior Therapy to this problem. We hope their
article inspires your own clinical practice and stimulates the further

research that is very much needed in this critical area of the Multielement
Model.

We are extremely grateful to the authors and Routledge for granting us
permission to reprint this chapter in Positive Practices. This chapter
appears in a new book published by Routledge entitled Cognitive-
Behaviour Therapy for People with Learning Disabilities edited by Bisa
Stenfert Kroese, Dave Dagnan, and Konstantinos Loumidis (ISBN/ISSN
0-415-12750-5 for the hardback edition and 0-415-12751-3 for the
paperback edition). It is available in the US and Canada from Routledge
(29 West 35th Street, New York, NY 10001, USA, Telephone: (212) 244-
3336, Fax: (212) 564-7854) and through Routledge ITPS, Ltd (Cheriton
House, North Way, Andover, Hampshire SP10 56BE, UK, Telephone: (+44)
01264 3429264, Fax: (+44) 01264 343005). It can also be ordered on-line
at Routledge’s web site (http:/ /www.routledge.com).

Introduction

In recent years a great deal of
research has been developed in the
area of working with people with
learning disabilities who have addi-
tional challenging behaviors (e.g.
Jones & Eayres, 1993; Emerson,
McGill, & Mansell, 1994a). Chal-
lenging behavior has been defined
as:

‘...behavior of such an in-
tensity, frequency or duration
that the physical safety of the
person or others is likely to be
placed in serious jeopardy, or
behavior which is likely to se-
riously limit or delay access to
and use of ordinary commu-

nity facilities’ (Emerson et al.,
1987).
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Editors’ Note...
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As promised, in this issue of Positive Practices we continue
to share information presented at our International Conference

in London last February. In do-
ing so, for the first time we give
the lead article to someone other
than ourselves. Albert Kushlick
and his colleagues in Great Brit-
ain have been doing excellent
work in addressing stafffeelings,
which can sometimes become a
barrier in their effort to provide
support to people with challeng-
ing behavior. Albert described
some of this work for us at the
International conference and we
reprint a recent article on this
topic here. We are also pleased
to publish in this issue an article
by Taj Edwards and her colleague
in which they describe the use of
video tape in an application of
imagery based role play practice
to solve a difficult problem be-
havior occurring in a regular

Gary W. LaVigna, PhD
Clinical Director

classroom in a Detroit Public School.

As has been our practice, we also provide further examples
of a procedural protocol, this one for a Stimulus Change proce-

dure, and a behavioral defini-
tion, this time for perseveration.
People have told us that they
find these regular features very
useful as they are building their
libraries of protocols and behav-
ioral definitions for future adap-
tation and use.

Please make note of the

All rights reserved. No portion of this newsletter
may be reproduced by any means without the
express written permission of the Institute for

Applied Behavior Analysis.

Positive Practices (ISSN 1083-6187) is a
quarterly publication of the Institute for Applied
Behavior Analysis. Individual issues are $10.00

each. Subscriptions are $25.00 per year for
delivery within the US and $40.00 per year for
delivery outside of the US. For subscription
information, change of address or information on
classified advertisements contact: John Marshall;
IABA; PO Box 5743; Greenville, SC 29606-5743
USA,; (864) 271-4161.

“save-the-date” notice for our
next International Conference
scheduled for January, 1999 in
Orlando Florida. We hope you
can join us there and we hope
you enjoy this issue of Positive
Practices.

Individuals wishing to contribute articles or
letters to the publication are requested to contact
Gary LaVigna or Thomas Willis; IABA; 5777
West Century Blvd. #675; Los Angeles, CA
90045 USA; (310) 649-0499.

Gary W. LaVigna and
Thomas J. Willis
Co-editors

Thomas J. Willis, PhD
Associate Director
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The Use Of Edited Videos For The
Treatment of Selective Mutism

Taj M. Edwards , Detroit Public Schools, Detroit, Michigan
Gregory A. Prouxl, Sheboygan Community Mental Health Center,
Sheboygan, Michigan

Editors’ Note: Taj Edwards participated in the Longitudinal Training
Program we provided a number of years ago for the Detroit Public School
system. She also presented a very interesting case at our International
Conference in London. It involves a positive program in which imagery
based role play practice was achieved through the creative use of edited
video tape in which the student was able to see herself engaging in the
desired behavior. The strategy produced rapid and lasting change and
proved to be very cost effective. We thought you would be interested in
learning more about this very promising strategy.

Introduction

Selective mutism is a childhood disorder characterized
by the absence of any speech in at least one specified
situation (usually school), while speech in any other situa-
tions is present (American Psychiatric Association, 1994).
In the Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-IV) the name of the disorder was changed from
“elective mutism” (based on the belief that these children
were “electing” not to speak) to selective mutism (based on
the belief that these children do not speak in “select”
situations). It appears that the recent edition of the DSM-
IV shifted in the etiological view on selective mutism, de-
emphasizing psychodynamic factors and instead focusing
on biological mediated, temperamental and anxiety factors
(Black & Uhde, 1992; Crumley, 1990). Recent reportsin the
literature suggest that selective mutism may simply repre-
sent the most severe end of the spectrum of childhood
speech inhibitions and social anxiety (Black & Uhde, 1995).

An informal derivation from the  provoking situation (school) elimi-

etiology and definition of selective
mutism can be reviewed as follows:
a specific situation or environment
(school) promotes the manifestation
of a severe anxiety response (mut-
ism). The removal of the anxiety

nates the anxiety response; result-
ing in speech. Using this model as
the basis for formulating an effective
treatment approach, it would stand
to reason to address the anxiety fac-
tors which elicits the mute response.

The behavioral interventions in
the treatment of selective mutism
are based primarily on the contin-
gency management and the use of
positive reinforcement with stimu-
lus fading. These interventions, in
addition to inconsistent results, in-
volve extensive manpower, funding
and professional consultation and
rarely address the anxiety compo-
nent of the selective mutism disor-
der.

The most efficacious treatment
strategy, and least utilized, is the
use of edited videotapes for self-
modeling. Self-modeling is defined
as the “behavioral change that re-
sults from repeated observations of
oneself on videos that show only
desired behaviors” (Dowrick & Dove,
1980).

A case study by Kehle, Owen and
Cressy (1990) employed an edited
video depicting a selective mute boy
responding to the questions posed
by histeacher with his peers present.
The results yielded complete
remediation within five, 5-minute
treatment sessions. The therapeu-
tic procedure involved very little
technical expertise and may be the
least restrictive and intrusive of
interventions used to treat selective
mutism (Kehle et al., 1990).

Ann

Ann is an 8-year old girl in the
third grade who had not spoken in
class since kindergarten. During the
initial weeks of kindergarten she
was described as quiet and shy. But
within several weeks verbal pro-
duction in school completely ceased.
Occasionally she would whisper to a
neighborhood peer on the school’s
playground, but no other verbaliza-
tions were heard or observed. A ba-
sic shaping and fading procedure
was employed to remedy the situa-
tion but it had minimal success.

During the first grade the selec-
tive mutism persisted. The school
was ill-equipped to intervene and

3
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the parents were forced to imple-
ment a home based intervention.
This consisted of a reward system
contingent upon school verbaliza-
tions and the imposition of sanc-
tions for the failure to speak in
school. These strategies did not
work. There were no apparent re-
wards that were powerful enough to
consistently motivate Ann, and the
sanctions employed, omission from
family outings, did not have the
desired effect either. The net result
was increased family tension and
continued selective mutism in
school.

selective mutism and ruled out other
developmental disorders: childhood
schizophrenia; speech and language
disorders; neurological disorders;
depression and psycho-social fac-
tors.

Ann’s selective mutism was not
confined only to the school situa-
tion. She would not speak in front of
unfamiliar adults; even in the pres-
ence of her parents and in the com-
fort of her own home. However, af-
ter approximately 2-hours of expo-
sure to the unfamiliar adult she
would begin to ease into speech.
Initially, she would whisper to her
parents and these whispers would
be audible to the unfamil-
iar adults. Eventually Ann
would begin to speak. Situ-
ations such as restaurants

treme shyness and social anxiety in
school as a child.

Ann is the eldest of three chil-
dren. At home sheis very verbal and
assumes the dominant role of eldest
child. She is described as “happy,”
although sometimes obstinate topa-
rental authority. The family assess-
ment did not reveal any familial
violence, abuse, neglect or any other
traumatic events.

The Plan

A three-faceted approach was
implemented in treating Ann’s se-
lective mutism. The first strategy
involved relaxation training within
the school setting. The rationale for

The assessment confirmed
selective mutism and ruled
out other developmental
disorders...

this strategy was to teach coping
and self-soothing skills for anxiety
management. The relaxation tech-
niques were taught in 30-minute
sessions at least 1-time per week by
the school’s social worker. The pri-

and social outings were also
areas where she would be
selectively mute. She also
refused to answer the tele-
phone or make telephone

During the second grade, Ann
continued to be mute in school and
further attempts for remediation
were considered. A school evalua-
tion was performed and Ann was
labeled as “speech and language
impaired.” A speech teacher was
assigned to her and they, Ann’s par-
ents and the teacher, developed a
shaping strategy for the teacher to
use with Ann during the half-hour
per week speech therapy sessions.
The teacher viewed this shaping
strategy as an imposition to her
overwhelming case load and it was
abandoned.

During the summer between
Ann’s second and third grade, she
and her family moved to a rural
school district. It was during this
time period when an independent
school social worker conducted a
full behavioral assessment based
on the Behavior Assessment Guide
(Willis, LaVigna, & Donnellan,
1993). The assessment confirmed

4

calls. Within the school set-
ting Ann would speak to
her parents, but only if no
one else were present.

Despite her pervasive mutism in
school Ann exhibited adequate so-
cial skills. She would smile and si-
lently laugh at amusing situations;
she played and interacted with most
of her classmates during free-time
andrecess; she creatively used hand
gestures and nods to indicate needs
and desires; and she displayed a
wide range of affectual expression.
She maintained a “C” average
throughout her three years of el-
ementary school, despite failing
grades for areas which required ver-
bal participation.

The behavioral assessment re-
vealed a parental history of social
anxiety. According to Ann’s father,
he was described as “shy” and “quiet”
in social situations and when he
was in school. His remediation of
the problem began later in high
school when he became involved in
the performing arts. Ann’s mater-
nal grandmother also reported ex-

mary relaxation techniques utilized
were: “Sitting at the Desk,” “Auto-
genic Phases for Hand Warming”
and the “Progressive/Gross Motor
and Facial Relaxation” (Cautela &
Groden, 1978).

The second strategy involved
teacher and social worker home vis-
its. The rationale for this strategy
was to establish a rapport with Ann
in an environment where she spoke
and interacted normally. Ann never
spoke to the teacher or social worker
in her home environment. She would
whisper to her parentsin their pres-
ence, but their length of stay may
not have been sufficient for her to
acclimate.

These strategies took place for
approximately two months prior to
the initiation of the third phase:
The use of edited videos for self
modeling. On the day of taping,
Ann’s father was brought into the
herregular education class and was
instructed toread ten questions (e.g.,
“Who is the president of the U.S.?,”
“Whatisyour phone number?,” etc.).
No other person was present in the
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classroom and Ann answered each
question on the tape without a prob-
lem. A second videotape was then
utilized to video the entire class
(including Ann) with the teacher
reading the same set of 10 ques-
tions. The two tapes were then ed-
ited with the results depicting Ann
responding to the teacher’s ques-
tions in the presence of the entire
class. The class was videotaped from
the back of the classroom with close-
up shots of Ann answering each
question. The total length of the tape
was approximately two-minutes.

Initially, the edited tape was
viewed at home with Ann and her
family. The following day she viewed
the video for a second time in the
presence of her family, the social
worker and her teacher. This view-
ing also took place in her home. On
the same day, a third viewing took
placeinfront of the entire class. The
response of her class was of excite-
ment and praise.

Immediately following the third
viewing, Ann began to vocalize in
the presence of her social worker.
She spontaneously answered “uh-
huh” and “un-unh” to questions
posed by the social worker. She was
reinforced by giving her the oppor-
tunity to hold “little guy” (a pet
hamster) when she answered the
social worker and she was allowed
to feed the gold fish when she an-
swered the school secretary. She
was then taken to other staff per-
sons and she responded to their
questions. During that week she
produced only simple syllable
utterances.

No further progress was noted
for approximately one week follow-
ing the third video session. During
this time another videotaping was
conducted in order to improve the
sound quality of the tape. It was
hypothesized that the poor sound
quality of the first tape may have
contributed to the subject’s lack of
continued progress.

The second tape was remarkably
improved in sound quality. The pro-

cedure for taping the second video
was the same procedure used in
taping the first with the addition of
aremote microphone. The length of
the tape remained approximately
two-minutes in duration. This tape
was viewed initially at home with
Ann and her family. The next day
the revised tape was viewed with
the social worker, the teacher and
Ann in her home and the following
day the both tapes (the original and
revised) were viewed with the en-
tire class. This viewing was made
into a classroom event; the tapes
were formally introduced and pop-
corn was served to the students.
Again, the classmates were jubilant
and supportive of Ann after viewing
the revised tapes.

Results

After the class viewing of the
revised tape, the social worker be-
gan to tell each staff person in the
school to “expect” Ann to communi-
cate verbally. One week later from
the classroom viewing, Ann verbal-
ized the words “basket,” “yes”
and “no” while working on a
basket weaving project with
the social worker. The social
workerimmediately took her
to each staff member; where
she answered “yes” and “no”
to their questions.

A week later Ann abruptly
answered “uh-huh,” “un-unh”
in the presence of her class-
mates. Her peers were elated;
they simultaneously asked
her questions as she excit-
edly responded.

Following a six-week period and
viewing the videos eight times, Ann
began speaking one-word vocaliza-
tions in the classroom. During the
seventh week she progressed to two-
word vocalizations and eventually
began to read out loud in class. The
social worker continued to encour-
age and support each progression of
her verbalization.

Initially Ann would only speak
to others in the presence of the so-
cial worker while she was holding
the social worker’s hand. The social
worker began to gradually fade out
her “support” by moving away step-
by-step. Towards the end of the se-
mester Ann attended a mother and
daughter tea at the school; Ann
giggled, played and conversed
throughout the event.

Her progress was consistent un-
til the last two weeks of the semes-
ter when the social worker decreased
her days at the school from five-
days per week to one-day per week.
Ann responded to the change by
relapsing. As a response, the social
worker successfully established a
contingency plan to support Ann in
her continued progress. In prepara-
tion for summer break, Ann was
introduced to her 4th grade teacher
four-times.

The following semester after
summer break Ann began to speak
fluently after the first two-weeks of
discomfort and hesitancy. Her tran-
sition into the new semester was

Towards the end of the

semester Ann attended a
mother and daughter tea at

the school; Ann giggled,
played and conversed
throughout the event.

supported by the social worker and
a best friend.

One year following, Ann contin-
ues to speak in school. Her grades
haveimproved dramatically and she
has delivered several verbal book
reports, speeches, and she won “best
performance” for a poetry recital.
Her success has also generalized to

5
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all other situations including: res-
taurants, social outings and tele-
phone speaking.

Discussion

According to the DSM-IV: social
phobia or social anxiety disorder is
a marked and persistent fear of one
or more social performance situa-

Generalization of treatment
effects for selective mutism

are paramount for the
prevention of life-long

disabilities associated with
childhood social phobia.

tion in which the person is exposed
to unfamiliar people or to possible
scrutiny by others. The individual’s
fear is that he or she will act in a
way that will be humiliating or
embarrassing (American Psychiat-
ric Association, 1994). In recent lit-
erature, authors have noted a re-
semblance between selectively mute
children and socially phobic adults
(Black & Uhde, 1992; Crumbley,
1990; Goldwyn & Weinstock, 1990).
The major difference in adults with
social phobia is their ability to con-
trol anxiety situations through
avoidance of the actual situation. In
turn, children with social phobia
are unable to select their situations
and therefore may develop situa-
tion specific responses (i.e. mutism)
in order to manage their intense
anxiety.

Exposure with desensitization is
a common therapeutic technique
used to treat phobias. The therapist
tries to create a hierarchy of fright-
ening situations coupled with physi-
cal relaxation. The relaxed person
is then gradually exposed to the
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fear stimulus until toleration is ac-
complished. “Butin social situations
it is difficult to arrange a hierarchy,
because they are so diverse, compli-
cated, and unpredictable. It is
difficult to guarantee exposure suf-
ficient to diminish anxiety. Besides,
patients can not judge their accom-
plishment as easily as they can af-
ter overcoming a fear of bridges or
spiders.” (The Harvard
Mental Health Letter,
1994). With the use of
edited videos the person
can clearly assess their
accomplishmentsin acre-
ated social situation that
approximates reality,
with himself/herself as
the model. The un-intru-
siveness of this procedure
allows the person to ab-
sorb the information
needed to confirm their
accomplishments and
safety. This may explain
why, asin Ann’s case, the
strategy was so successful in gener-
alizing results across other situa-
tions and remained stable over time.
That is, Ann resumed speaking in
the classroom setting after the sum-
mer break. In addition, she showed
other improvements throughout the
fourth grade. For example: 1) she
began to raise her hand in class,
seeking out the opportunity to par-
ticipate, 2) she began to make tele-
phone calls on her own and to an-
swer the telephone, and 3) she made
restaurant orders without assis-
tance. During the first two weeks of
fourth grade she received encour-
agement and was expected to speak.
After that initial period, no further
strategies were implemented. Gen-
eralization of treatment effects for
selective mutism are paramount for
the prevention of lifelong disabili-
ties associated with childhood so-
cial phobia. Studies have suggested
that adults who suffered from social
phobias and anxieties in childhood,
continued to demonstrate co-mor-
bidity with other disorders: simple
phobia, agoraphobia, major depres-

sion, dysthymia, alcohol and other
drug abuse (Black & Uhde, 1995).

The use of relaxation techniques
were incorporated as a coping strat-
egy to manage anxiety in general
and also, used as a primer for the
video procedure. It is also impor-
tant to establish a non-stigmatizing
environment for the person. An eco-
logical strategy was put into place
by establishing home visits for the
teacher and social worker. The ra-
tionale of this strategy was to have
significant school personnel witness
her “normal” behavior in a situation
that did not promote the mute re-
sponse. Unfortunately she did not
directly verbalize to the staff per-
sons, but the visits did help to estab-
lish a “therapeutic commitment.”
The other ecological strategies in-
cluded the preparation of school staff
and peers to expect speech from Ann.

Ann made a gradual eight-week
progression into speech. According
to Kehle et al., this may have taken
place because the tape did not de-
pict a sufficient amount of time
showingthe child talking. In Kehle’s
study, his focus person demon-
strated no speech after viewing the
videotape; which depicted less than
4 seconds of actual speech. The same
procedure was implemented as the
first, but with an increase of speak-
ing time (7.78 seconds). After the
second day, using the revised tape,
the focus person began to converse
spontaneously. The total speaking
time for the focus person in this study
was approximately 1 minute. In hind-
sight the focus person may have dem-
onstrated spontaneous speech sev-
eral weeks sooner if the video de-
picted an increase in talking time.

Other related questions also
arise. Whatisthe best stage at which
to employ these strategies? Is there
an age threshold under which these
strategies would not be effective?
Would these techniques work with
other behavioral challenges such as:
depression; hyperactivity; attention
disorders; explosive disorders or any
other behavioral challenges which
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have traditionally responded to
some aspect of modeling and anxi-
ety reduction strategies?
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Such a definition introduces the
idea that one aspect of challenging
behavior is that it prevents people
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oflife. Many services for people with
learning disabilities use the con-
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life with ensuing opportunities to
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haviors are offered despite the chal-
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We suggest that seeking a high
quality life for oneself and others is
avaluable and widely accepted goal.
A definition of challenging behavior
as a behavior that impedes our
achievement of this allows us to
understand our own behavior and
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This chapter shows how one of the
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with a cognitive psychotherapy ap-
proach for carers. This cognitive-
behavioral method will be described
in some detail in the context of a
training course for carers of people
with learning disabilities. The ap-
proach described assumes that the
goal of working with people with
learning disabilities and challeng-
ing behavior is to enable our clients
and ourselvestowork creatively and
effectively towards a high quality of
life.

Behavioral Approaches

By far the biggest contri-
bution to understanding and
intervention in challenging
behavior has come from the
behavioral approach. A ma-
jor advance within this has
been the shift from behavior
reducing techniques to sup-
press or eliminate behaviors
labeled ‘challenging’ to using
non-aversive contingencies to
develop new, and maintain
existing positive behaviors; the con-
structional approach. (Goldiamond,
1970).

Positive Programming

One of the most widely used
multi-component packages of non-

Kehle, T. J., Owen, S. V., & Cressy, E. T.
(1990). The use of self-modeling as an
intervention in school psychology: A case
study of an elective mute. School
Psychology Review, 19(2).

Willis, T. J., LaVigna, G. W., & Donnellan,
A.M. (1993). Behavior Assessment Guide.
Los Angeles: The Institute for Applied
Behavior Analysis.

Masten, W. G., & Stacks, J. R. (1996).
Behavioral treatment of a selective mute

Mexican American boy. Psychology in the
Schools, 33, 56-59.

Social Phobia. (1994). Cambridge: The
Harvard Mental Health Letter.

aversive behavioral interventions
is that assembled by LaVigna and
Donnellan (1986). This approach
begins to offer the techniques needed
to maintain a high quality of life in
‘ordinary’ environments. They offer
a constructional approach that cel-
ebrates, rewards and extends each
person’s existing current valuable
repertoire. The approach has three
components.

1. Assessment. Positive program-
ming requires thorough assess-

This chapter shows how
...positive programming
...can be integrated with a
cognitive psychotherapy

approach for carers.

ment. This should involve assess-
ment of the strengths of the cli-
ent, their preferences and their
adaptive behavior. It will also
involve assessment to identify
the functions of the challenging
behavior. One of the main com-
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ponents of the ‘non-aversive’ ap-
proaches is an emphasis upon
functional analysis (Bijou & Baer,
1961; Bijou, Peterson, & Ault,
1968; Carr, 1988; Horner et al.,
1990). Functional analysis is the
attempt to identify factors af-

In this section we turn to N
cognitive-behavioral
approaches which we
believe can provide us with
an understanding of staff
responses to challenging
behavior.

fecting a particular behavior.
These include events immedi-
ately preceding and following the
behavior and broader ecological
variables. From this it has been
possible to infer some possible
communication functions of chal-
lenges. For example, ‘I feel...,” ‘1
want...,” or ‘I don’t want...’. Us-
ing such formulationsit hasbeen
possible to teach carers to re-
spond immediately to the chal-
lenging behavior in the ‘hot’ situ-
ation as if the person had com-
municated more effectively and
appropriately and to begin to
teach the person presenting the
challenges, in the ‘cold’ situation
to communicate more effectively
(Carr & Durand, 1985).

. Positive proactive interventions
to teach more appropriate ways
for the person to communicate
their needs and feelings. This
may include positive program-
ming of the constructional devel-
opment of general skills and skills
that are functionally equivalent
tothe challenges presented. This
may then replace the challeng-
ingbehavior provided it achieves
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the same function as the chal-
lenging behavior at least as eas-
ily. Proactive interventions may
also include direct behavioral
treatment such as arranging dif-
ferential schedules of reinforce-
ment and stimulus control meth-
ods and ecological manipu-
lations to change settings,
styles of interaction etc.

A range of reactive
strategies to be imple-
mented to keep clients, car-
ers and others safe and to
limit any damage caused
by the challenging behav-
iors until the proactive
strategies have an effect.
This may include active lis-
tening, stimulus change
and other forms of crisis
intervention.

The Importance of Staff Behavior
The positive programming ap-
proach requires staff and carers to
implement a complex set of proce-
dures over long periods. Increas-
ingly there has been recognition of
the cognitive, behavioral and emo-
tional challenges presented to car-
ers if they are to arrange high qual-
ity environments for their clients.
Evidence shows that, without ac-
cessible support, care staff ‘survive’
by responding to challenges in the
best way known to them (Hall &
Oliver, 1992; Hastings &
Remington, 1994a). Such reactive
strategies may successfully stop the
behavior in the short-term, but they
may have long-term negative effects.
For example, giving the client what
they want, or removing what they
don’t want in response to challeng-
ing behaviors, may reduce escala-
tions to more serious behaviors.
However, unless also accompanied
by procedures to increase frustra-
tion tolerance, or to teach appropri-
ate alternative ways of attaining
objectives, they will strengthen the
earlier component of the challeng-
ing behavior in the long-term. This
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is so particularly if such conse-
quences are delivered only inter-
mittently (Ferster & Skinner, 1957).

Effective intervention packages
will often be complex and must be
carried out consistently over long
periods of time if they are to work.
There have been few attempts to
study the barriers to successful
implementation of such behavioral
programs. Indeed Hastings and
Remington (1994a) point out that
‘researchers and practitioners have
rarely considered the motivational
factors that may underlie the ori-
gins and current determinants of
staffbehavior’ (p.281). Hastings and
Remington (1994b) recommend
that, in trying to understand the
determinants of staff behavior, we
should look at the relationships be-
tween a behavior and its conse-
quences as a two-term contingency.
They suggest that, components of
staff behavior may be ‘under the
control of contingencies relating to
the aversive nature of challenging
behavior itself’ (p. 282). Some care
staff behavior may arise from at-
tempts to reduce their aversive ex-
periences.

Cognitive-Behavioral Models

In this section we turn to cogni-
tive-behavioral approaches which
we believe can provide us with an
understanding of staff responses to
challenging behavior. The virtue of
these approaches is that they pro-
vide aframework for explaining such
staffresponses at the emotional and
cognitive as well as the behavioral
level. These approaches also enable
us to specify and test the kind of
cognitive-behavioral training inter-
vention that may be effective in pro-
ducing beneficial change in carer
behavior. We draw mainly on ratio-
nal-emotive behavior therapy
(REBT; see Ellis, 1995).

Theresults of a study by Dagnan,
Trower and Smith (1996) and other
studies that show arelation between
staff attitudes and staff behavior
can be understood within arational-
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emotive behavior therapy (REBT;
Ellis, 1995) perspective. Ellis offers
an ABC model in which A is an
activating event, B is a belief about
that activating event and C is the
consequence in behavior or emo-
tion. For example the A may be a
client’s challenging behavior in a
particular situation. B is a belief
about that behavior, for example
the inference that, ‘the behavior is
under the person’s control’ and that
the personis ‘attention seeking’and
hence is ‘bad’ or ‘worthless’ and
‘should be punished or avoided.’ Cis
the emotional or behavioral conse-
quence that may involve feeling
anger and avoiding the person. The
main point of the theory is that the
person’s feelings and behavior can
be predicted from a knowledge of
their beliefs. Rational-emotive be-
havior therapy is then designed to
help a person identify their beliefs,
feelings and behaviors. Beliefs that
are found to be ‘irrational’ (i.e. that
are unsupported by evidence) and
that appear to be an obstacle to
working towards a high quality of
life may be systematically ap-
praised. They may then be changed
for beliefs that are supported by
evidence and that empower the in-
dividual to work for the attainment
of a high quality of life for them-
selves and others.

In setting the scene for describ-
ingthe training workshops we make
thefollowing assumptions. Humans
want to live high quality lives for
themselves and, where they can see
ways of doing it, to help other hu-
mans to also live high quality lives.
However, challenging behavior, by
definition is a barrier to high qual-
ity living. It is predictable that we
all will, at times, respond
unhelpfully at the behavioral level,
experience anxiety or anger at the
emotional level, and make negative
attributions to the challenger
(‘blame’ the client) at the cognitive
level (Weiner, 1980; 1985). We may
also make inappropriate positive
attributions to the challenger.

Ellis and Harper (1975) have
drawn attention to the tendency of
most humans with sufficient expres-
sivelanguage to exaggerate and over
generalize their healthy ‘prefer-
ences’ about themselves, others, and
the universe into unhealthy ‘de-
mands.’For example, a healthy pref-
erence may take the form, ‘I like to
perform well,” and a healthy infer-
ence, ‘If I want to get things the way
I prefer, I had better accept my
uncomfortable feelings and work
creatively towards getting what I
want.” Our tendency to exaggerate
and over generalize as ‘demands’
may take the form ‘T must, ought
and should always perform per-
fectly,” and unhealthy inferences
drawn from this may include, ‘If I
don’t get what I demand of myself
then I deserve condemnation and
punishment as a worthless wimp, I
feel totally depressed, the future is
hopeless and it is awful and terrible
and I can’t stand it.” Because of
these very widespread and fallible
tendencies in most humans, we con-
clude that most will need special
forms of support if they are to
problem-solve effectively and
implement detailed multi-com-
ponent procedures of the con-
structional behavioral approach
over long periods that will in-
clude both successes and severe
setbacks.

Overview of an
Integrated Cognitive-
Behavioral Training
Approach

In describing a substantial cog-
nitive-behavior training approach
inthe space available here we inevi-
tably have to be selective. We there-
fore concentrate at the level of de-
tail on the innovative and cognitive
components of the training. In or-
der to make use of this material
readers will need to have a detailed
knowledge of positive programming
from sources such as LaVigna and

Donnellan (1986). The bulk of this
chapter takes the form of a descrip-
tion of the framework and some of
the content of a training course de-
veloped by the first author. The
training takes the form of two or
more workshops that are best inte-
grated with ongoing supervision of
carers and people themselves, fo-
cusing on issues of concern.

Preparation

Before the first training meeting
participants are asked tocollect data
concerning anindividual client. The
data may consist of:

1. The Behavioral Assessment
Guide (Willis & LaVigna, 1989).
This substantial assessment pro-
vides descriptive data on the
person’s strengths and the daily
routine they follow. It provides
sufficient data on the challeng-
ingbehavior to make an informed
hypothesis about its function.

2. Staffarerequestedtosendavideo
of parts of the client’s daily ac-
tivities. People sometimes apolo-

Rational-emotive
behavior therapy is then
designed to help a person

identify their beliefs,
feelings and behaviors.

gize that the video taken does
not include illustrations of the
challenging behaviors. However,
examples of the clients behav-
iors that are not challenging pro-
vide the key information on what
is already working and it is on
this type of material that future
interventions can be built. Staff
are asked to take about one or
two hours of video ‘as it occurs’ so
that the sequence can be seen in
‘real time.’
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3. If the client has an extensive
verbal repertoire or is self-con-
scious about being videoed, staff
are asked to do a tape recording
of a conversation or a counseling
session and send that.

4. Staff are asked to keep a daily
diary of ‘good news’ and ‘bad
news.’Ifthe clientis able to write,
the client is asked to do this with
as much support as they need.
Some clients do this using pic-
tures and symbols, otherwise
staff do it with them.

Who Constitutes the ‘Service'?

Before starting the workshops
wereview the service in which people
work. Participants are often un-
aware of the numbers of profession-
als whose participation will need to
be supported and aligned if proce-
dures are to be effectively and effi-
ciently implemented. In particular
it is useful to highlight the different
amounts of time carers of different
types spend with clients. This var-
ies from clients, parents, residen-
tial and day-care staff who interact
intensively with one-another over
long periods of the day or night, to
the interactions of professionals who
interact intensively, and often indi-
vidually, for much shorter periods
of any day, and who may only do so
at long intervals (weekly, or
monthly, or even annually). The fail-
ure of service managers and plan-
ners to address this challenge may
result in a waste and duplication of
effort that is often ineffective. It is
also often perceived very negatively
by clients, parents and other front-
line workers.

The Training

To work successfully with people
with learning disabilities and chal-
lenging behavior it is important to:

1. Have a goal and know what we
are trying to achieve.

2. Know how to achieve this goal.
3. Have a way of ‘surviving’ the
journey, that is to be able to act

10

constructively, calmly and lov-
ingly to ourselves and others de-
spite the set-backs we will expe-
rience and the accompanying
emotions that will be felt during
the journey.

The goal is to attain a high qual-
ity of life for the client and those
working or living with them. The
method of attaining this goal is the
constructional, non-aversive behav-
ioral approach (Skinner, 1953;
Goldiamond, 1970; 1974; LaVigna
& Donnellan, 1986). The ways of
keeping calm and accepting along
the way involve the use of tech-
niques and ideas from Rational
Emotive Behavior Therapy (Ellis &
Harper, 1975) by those working or
living with the client and by the
client themselves if they are able to
participate.

What Are Our Goals?

We begin this section with a dis-
cussion of our goals. Through dis-
cussion these are brought together
under the heading of achieving a
high quality of life. We use the ab-
breviated form ‘HQL’ to make this a
specific goal rather than a general
concept.

Table 1 lists some components of
a ‘menu’ of what constitutes a high
quality of life for most people. Most
people seeing the menu agree that
the main challenge they face is the
priority given to different compo-
nents of the menu. ‘How much time

should I spend on my house, my
clothes, my finances, my relation-
ships, my spiritual life or being cre-
ative.” Few people find a good bal-
ance for very long. We strongly em-
phasize that our most important
relationship is with ourselves. Ellis
(1979) summarizes this as ‘me first,
others a close second.’ Participants
may claim that this is a selfish posi-
tion, and that their most important
relationship is with their partner,
parent, or children. During discus-
sion, most agree that the better [ am
getting on with myself, the better I
am also likely to respond to the
interests of others and help them
towards their own high quality life.
On the other hand, if I am relating
badly with myself and putting my-
self down, I am less likely to notice
others and their needs. The com-
mitment to work for goals relating
to a high quality life constitutes
what Ellis calls ‘medium and long-
term (as opposed to short-term) he-
donism’ (Ellis, 1979).

There is a qualification to a high
quality life menu. This is that it is
very important to be committed to
work for a high quality of life de-
spite failure. Most people have a
tendency to work for their and oth-
ers high quality life, ‘as long as I
don’t have failures or too many of
them.” We discuss the issue of ‘fail-
ure’ (we offer Table 2 as a ‘menu’)
and help trainees to the conclusion
that ‘failure’ is best defined as, ‘not
getting what I want,” or, ‘getting

Housing, shelter, clothing, food, furnishings, money, paid work
Social relationships with: ourselves, children, parents, family, friends,
partners, colleagues, neighbors, town
Privacy and choice
Expression of sexuality
Security from abuse
Education, qualifications, information
Physical and emotional health
Recreation
Political decision-making, protesting, access to legal help, rights
Exploring and creating, helping self and others
Spiritual

Table 1 -A Menu for a High Quality of Life
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what I don’t want.’ The items on the
failures menu are discussed in some
depth. It is noted that the items
listed on Table 2 are either syn-
onyms for failure, or particular forms
of it, e.g. ‘obstacles,” ‘hassles,’ or, in
the case of ‘uncertainty’ or ‘risk,
predictions that I may not get what
I want, or that I may get what I do
not want.

The value to the species of the
commitment to work at HQL activi-
ties despite discomfortisillustrated
from the observation that very im-
portant valued activities take place
despite the fact that people are ex-
periencing extreme forms of discom-
fort. For example, women continue
to bear children despite the fact
that the confinement and birth is
clearly very uncomfortable and pain-
ful! Parents of very young children
who do not sleep choose to practice
walking and doing other parenting
tasks when they are virtually asleep!
Similarly, important and valuable
tasks are carried out despite the
fact that the people doing so feel
depressed, panicky, or angry. In-
deed, the evidence suggests that
people ‘get better’ and even ‘feel
better’ to the extent that they prac-
tice and learn to work for high qual-
ity lives despite their negative feel-
ings and the discomfort of ‘failing.’

Often for people working in
health and social services lack of
resources is a big issue and people

often resist committing themselves
to working for a high quality of life
for themselves or others because
their resources are inadequate.
However, whenever we are working
towards high quality lives we use
those resources that are available
to us (if our resources were not ad-
equate to do what we are doing, we
would not be doing what we are!). If
we want to do new things, we had
better budget for what we want to
do and set about getting or re-ar-
ranging our resources to do what we
want.

A quick exercise we often use is
to ask participants to raise their
hands if, on the day of the meeting
they have already not got some
things they wanted or got others
they didn’t want; all do. Some add
comments about what the failures
have been, such as attending the
workshop when they would rather
be doing something else. We point
out that this exercise shows that
people have experience of working
towards a high quality of life de-
spite the fact that they experience
failures. The commitment to work
and support others to work for their
high quality life despite failing some
of the time, is what is referred to by
Ellis (1979) as ‘high frustration tol-
erance.” The commitment to pro-
crastinate or give up because it is
too difficult at present and to wait
until things get better before work-
ing toward high quality life is use-

Failure

Obstacles
Hassles

Uncertainty

Risk
Just and unjust criticism
My own and other’s obnoxious behavior
Inadequate resources
Physical impairments, mental health impairments, intellectual impairments
Felling ‘yukkie’: depressed, panicky, angry, jealous, tired, nauseous, in
pain, sweaty, shaky, breathless
Severe challenging behavior

Table 2 -A Menu for Setbacks in Working Towards a High Quality of Life

fully categorized as ‘low frustration
tolerance.’

Low frustration tolerance relates
directly to the issue of challenging
behavior. A challenging behavior is
one that gets in the way of us or
others attaining a high quality of
life. Self-harming behaviors such as
smoking, overeating and procrasti-
nation (putting off completing as-
signments, taking up issues to im-
prove relationships) are usually ac-
knowledged by workshop partici-
pants as challenging behaviors that
they have. Next they are asked if
they believe that they will ever be
ableto give them up entirely. Wisely,
very few think they will. Neverthe-
less, most can conclude that they
are committed to continue working
for their own and others’ high qual-
ity of life despite their own continu-
ing challenging behaviors. The same
principle can be applied in working
with the challenging behaviors of
others.

Why Are Challenging Behaviors So
Difficult to Give Up?

We explore with trainees the idea
that challenging behaviors virtu-
ally always have a function, for ex-
ample, under some conditions they
get the person immediate results or
relief from discomfort. This relief is
often exaggerated by the person, for
example smokers say they are ‘dy-
ing’ for a smoke and proceed to kill
themselves smoking; overeaters say
they are ‘starving’ despite being
overweight and munch cheese sand-
wiches; procrastinators say ‘T'll do it
later’ and leave important tasks
undone. The immediate common
result of each challenge is the ‘relief’
felt by the person expressing the
challenge. In this way, challenging
behaviors can be seen as having a
‘communicative function’ i.e. they
communicate, ‘I feel...,” ‘I want...’’
and Tdon’t want...”. We set trainees
the task of working out what their
own challenging behaviors commu-
nicate.

11
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One of the aims of this section is
to help participants to identify the
power of immediate relief from dis-
comfort as a motivator of human
behavior. We also identify the ten-
dency of humans to use their cre-
ative verbal behavior to derive inac-

One of the aims of this
section is to help

participants to identify
the power of immediate
relief from discomfort as

a motivator of human

behavior.

curate inferences on which they then
proceed to act as if they were true or
a part of their real experience. This
helps to introduce them to what
Ellis (1977) calls ‘irrational beliefs’
or ‘inferences’; a point we return to
later.

What Tools Do We Have to Work
Towards a High Quality of Life for
Our Clients?

This part of the training includes
a checklist of procedures drawn
largely from the package developed
by LaVigna and Donnellan (1986).
These procedures are the tools that
people will need in order to work
towards and maintain a high qual-
ity life for themselves and for the
people with challenging behavior.
Later in the training and in later
supervision meetings they will be
going over and implementing these
components in detail. At this stage
the aim is to familiarize partici-
pants with all of the components
and to highlight that many of them
are similar to the ‘ordinary’ activi-
ties that they and others now do.
Most of what we cover here can be
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found in other works (LaVigna &
Donnellan, 1986). In this chapter
we give an overview with issues
highlighted where they are of par-
ticular interest.

Assessment

We continually stress that
we are taking a constructional
approach and that any new
developments will take place
‘ontop’of whatis already there.
Therefore, we stress that we
assess the challenging behav-
ior in great detail and also as-
sess the strengths of the per-
son and people working with
them. We add to the non-ver-
bal behavioral assessment an
assessment of the person’s ver-
bal (cognitive) behavior.

Direct Treatment and Reinforcers

At this point the value of
‘catching people getting it right’
rather than ‘getting it wrong’ is
raised. If we want to teach new
behaviors effectively we need to re-
ward people more for getting things
right than for getting things wrong.
In doing this it is important that we
find out what are the things that
function as rewards for individuals,
and that we do not assume that
these are the same for everyone. We
also highlight issues surrounding
schedules of reinforcement.

Positive Programming

A number of staff or carer skills
are discussed here including Dis-
crete Trial Compliance Training
(Koegel, Russo, & Rincover, 1977),
an effective and non-aversive way
of getting compliance for practicing
skills, and Functional Communica-
tion Training (Carr & Durand, 1985)
which is an approach that teaches
people an appropriate way to com-
municate the preference or demand
expressed by the challenging be-
havior.

Atthis stage participants are also
introduced to the procedures of
‘thank you for saying ‘no’ ‘ and Tl

come back soon and ask again’
(Kushlick, 1988). This is very help-
ful in allowing staff to back off ap-
propriately from a request to a cli-
ent who says or indicates “no.” Staff
who have been told “no!” can then
get on with other tasks before going
back to try another way with the
client. Without such a procedure,
carers tend to feel very rejected by
the person’s refusal. They may tell
themselves catastrophic things
about their having ‘no power’ or ‘a
low value,” and about being ‘ma-
nipulated.” They may then express
these beliefs and engage in nag-
ging, over- prompting, abuse or
avoidance of the client.

Within this section participants
also learn to value high frustration
tolerance referred to earlier. That
is, the carer will at first respond
immediately to the client’s want or
not want only because at that stage
the evidence is that the client is
unable to respond appropriately to
the frustration of not getting what
they want immediately. However,
it is the medium and long-term aim
to teach the client the skill of toler-
ating frustration for longer periods,
without escalating. Staff and par-
ents will therefore be supported in
gradually increasing the delay in
responding to the client’s requests.
In relation to clients with conversa-
tional skills, this aim can be agreed
with them. For clients without such
skills, the increases in delay are
arranged subtly so that they are not
noticed by the client.

If this strategy is to work, staff
have to agree to comply by ‘actively
listening’ to (e.g. Egan, 1986) and
problem-solving around the clients’
requests. This has to be done re-
peatedly and with great precision if
the client is to learn that it works
better than interacting in ways that
do not involve active listening. The
regular participation of clients in
goal-setting and problem solving re-
lating to their high quality of life is
a key ingredient for those clients
with the skills to participate in this
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way. Staff who learn to ‘actively
listen’ also have to learn the impor-
tance of accepting, without arguing,
what clients express as their beliefs
atthat time, however unlikely these
may be.

Ecological Strategies

In the past most attention in this
domain was focused on conditions
like noise, crowding and tempera-
ture (e.g. Aiello & Thompson, 1980;
Boe, 1977;Rago, Parker, & Cleland,
1978). These conditions are still rel-
evant, but more attention is now
focused on the staff/parent interac-
tion with the client, and the train-
ing is aimed at familiarizing par-
ticipants with these competencies.
These may include the manner in
which staff approach a client before
making a request, whether the
client’s attention is negotiated be-
fore making requests or giving in-
structions, the clarity and tone of
the instruction, whether the person
repeatstheinstruction several times
(nags), whether and how prompts
are given, how client successes are
rewarded, how clients’ requests are
responded to, how carers respond to
the client’s non-compliance.

Reactive Strategies

These are procedures aimed at
limiting damage to the client and
others, and returning the client to
agreed high quality of life activities
as soon as possible. Reactive proce-
dures are needed to keep people
safe when challenges occur until
the other components of the overall
package begin to render challeng-
ing behavior less relevant as a form
of communication. Indeed, we be-
lieve that parental and staff cred-
ibility in the skills of an outside
consultant whouses anon-aversive,
constructional approach is seriously
reduced if the consultant fails to
address the vital issue of ‘what do
we do that is acceptable (and will
not result in our being disciplined)
to keep safe when the challenging
behavior occurs? On the other hand,

experience shows that staffand par-
ents who have got agreed, safe and
well-practiced reactive procedures
(preferably agreed and role-played
with the client), will work creatively
and lovingly, despite the persistence
of challenging behaviors over long
periods.

Reactive procedures are taught
in the form of a hierarchy from the
least intrusive to the most. The most
valuable by far, particularly in rela-
tion to people who have some con-
versational or verbal receptive and
expressive skills is active listening
(Egan, 1986). Simply listening to
the person can diffuse difficult situ-
ations and allows jointly prioritiz-
ing clarified issues in a way that can
lead to creative problem solving.
Where this fails or is not applicable
other strategies are needed. These
include ignoring or diverting to high
quality living activities, stimulus
change and blocking to limit the
impact of physical violence. Where
other methods fail restraint and re-
location may be needed. All of these
procedures are better designed in-
dividually for (and wherever pos-
sible with) the client during emo-
tionally ‘cold’ periods of calm dis-
cussion. They had better be prac-
ticed, with feedback, regularly
in role-plays, if they are to be
used effectively when emotion-
ally ‘hot’ situations arise.

Setbacks

We ensure that our train-
ees will also have strategies
for coping with ‘setbacks.’ The
aim in this work is not to elimi-
nate setbacks, but to monitor
them systematically, and to
use the data to modify the proce-
dures used. Indeed, the most impor-
tant component of the workshop is
to communicate the value of accept-
ing the data of the situation in rela-
tion to the high quality life of staff,
parents and client just asitis at any
time, and working energetically and
creatively at nearly all times to-
wards high quality lives despite the

severe challengingbehaviors. Inthis
context, setbacks, although always
healthily uncomfortable, had better
be viewed as useful data indicating
that changes are needed to prevent
damage, and to enable a high qual-
ity of life to be attained. Another
way of putting this is that setbacks
illustrate that the strategies being
followed do not work. The challenge
to staff'is to describe what will hap-
pen in that situation if the strategy
works and to set about problem-
solving tofind ways of making things
work.

The A-B-C of Emotions

The next part of the workshop

addresses the ways staff, parents
and some clients with sufficient ver-
bal skills can apply rational-emo-
tive procedures to help the task of
working creatively for a high qual-
ity of life as calmly and effectively
as possible. This is developed
through the ‘birthday exercise.’ The
aims of the exercise are,

1.

2.

tohelp participants to distinguish
feelings from beliefs.

to identify and name negative
and positive feelings.

... “what do we do that is

3.

4.

acceptable ... to keep safe

when the challenging
behavior occurs?’

to clarify that there are healthy
and good negative feelings that
protect us through highlighting
situations in which we are not
getting what we want or getting
what we do not want.

to distinguish healthy negative
feelings which help us defend
and expand our high quality of
life and that of those we care

13
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about, from unhealthy negative
feelings which help us to destroy
and sabotage high quality life
goals.

The Birthday Exercise

First we ask participants to rate
their own feelings as they are at

...if one’s beliefs about ‘A’
or ‘C’ are positive, one feels
‘cheery’ and does ‘cheery’
things; if one’s beliefs about
‘A’ or ’C’ are negative, one
feels ‘yukkie” and does

‘yukkie’ things.

that point in time. They are told,
‘Rate yourself zero if you are feeling
such that you are considering sui-
cide as a solution to your problems.
Rate yourself 10 if you are feeling so
energized that you are looking for-
ward to making this workshop/ ses-
sion the best you have ever created.’
We then ask some participants to
volunteer their score and the rea-
sons for this. Their responses usu-
allyillustrate the A-C theory of emo-
tions; that events cause the emo-
tional consequence. For example
some one may say, ‘My score is two,
the baby didn’t sleep last night, my
partner was in a foul mood at break-
fast, the car didn’t start for an hour
and the credit card account shows
we owe £500.” We point out that if
the events (the As) are the cause of
the feeling (the Cs), then until the
events are changed, the feeling (C)
would not change. However, most
people experience that their score
does indeed change during the day
eventhough the Asremain the same.

Participants are then introduced
tothe cognitive A-B-C theory. There
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are still activating events and emo-
tional consequences. However, be-
tween ‘A’ and ‘C’ we now consider
our beliefs (B) or thoughts about ‘A’
or ‘C.” At it’s simplest level this
theory suggests that if one’s beliefs
about ‘A’ or ‘C’ are positive, one feels
‘cheery’ and does ‘cheery’ things; if
one’s beliefs about ‘A’
or ‘C’ are negative, one
feels ‘yukkie’ and does
‘yukkie’ things.

We then suggest
that we test this theory
out. We ask for volun-
teers who are told that
they will be given an
activating event that
occurs regularly in
everyone’s life. The vol-
unteers will be asked
to share with the group
their beliefs or
thoughts in relation to
this ‘A.” The first vol-
unteer is asked to give
us depressed thoughts in relation to
the‘A’Itis explained that depressed
thinking is offered to the earliest
volunteer because most people are
very good at it. Indeed, participants
are told that they will now be given
a recipe for having a ‘great depres-
sion’ because if they know how to
create one, they will also know how
to get out of it. A second volunteer is
then sought for the equally easy
task of offering anxious thoughts.
Participants arereassured that like
depressed thinking, this too is well
developed among most people. Re-
cruiting of volunteers continues
until they are also available for an-
gry, calm, and loving.

Volunteers are told that the ‘A’
for the experimentis, ‘It’s your birth-
day, and they have woken up with
depressed thoughts. They are then
asked ‘what are these thoughts?
The first volunteer may start with
‘T'm a year older. I haven’t done the
things I had wanted to do. No one
has remembered my birthday. I'm a
year closer to death. I have wrinkles
on my face/I am getting bald or

grey.’ (It is useful to stop the listing
at three to make the exercise man-
ageable). It is asserted that these
beliefs will not cause depression. If
at one’s birthday one believes that
one is other than a year older, it
would be a source for serious con-
cern. The point is made that scien-
tifically accurate thinking supported
by evidence may well be accompa-
nied by healthy feelings of sadness.
Thisis appropriate because this may
set the occasion for healthy prob-
lem-solving. However, with only
healthy sadness people will not suc-
ceed in the difficult task of creating
depression. It is asserted at this
stage that additional effort will be
needed for this. If no one has al-
ready offered this, we then prompt
participants in the core belief lead-
ing to depression (as opposed to
healthy sadness), that of global
negative self-rating. Thus the accu-
rate beliefs that people have forgot-
ten my birthday, that I have not
attained my targets, that I am now
nearer death will only lead to de-
pression if they are linked by a com-
mon cause, that I am ‘a failure, a
loser, a nobody, a fool.” We suggest
that this is covered by the general
label of ‘a worthless shit.’

Most ‘depressed’ beliefs follow
logically from the belief, ‘T am a
worthless shit.” In giving the recipe
for depression this can be taken as
the first ingredient. The second in-
gredient is a response to the ques-
tion, ‘what is the future for us worth-
less shits?’ with the reply, ‘the fu-
ture is bleak, none, hopeless.” We
then ask ‘how should the future be?’
and the third ingredient is offered,
‘it should be perfect and easy like it
is for everyone else and I should get
the things I want, and I should not
get the things I don’t want.” We add
‘like it is for every one else. This
leads to the fourth ingredient: ‘poor
me.’ The participants then complete
the sentence ‘I can’t...” with ‘I can’t
cope’ or ‘I can’t stand it’ as the fifth
ingredient. We suggest that the rep-
etition of these five beliefs many
thousands oftimesin all the waking
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hours of each day will probably be
accompanied by ‘yukkie’ feelings la-
beled ‘depressed.’Itis also suggested
that this sequence occurs because it
has been reinforced by expressions
of sympathy, special forms of atten-
tion, and relief from unpleasant ac-
tivitiesthat attain high quality oflife,
‘until the person feels better again.’

We then ask the participants to
address systematically the evidence
supporting or challenging the five
beliefs. Participants have so far en-
joyed laughing at the expression of
the beliefs without examining the
appropriateness of their humorous
rejection of the beliefs. First they
are asked if they know a ‘worthless
shit.” We remind participants that
people who, like us, behave ‘shittily
some of the time’ do not count. We
make the point that if the rating
was tobe used meaningfully it would
have to be applied only to humans
who behave worthlessly 24 hours of
the day and 365 days of the year. We
suggest that fallible humans like us
who try hard to be committed to
such ‘worthless’ behavior all of the
time would, occasionally, by mis-
take, get something ‘right’ and do
something ‘worthy.” We suggest that
the only generalization which can,
therefore, be usefully made about
people is that we are all ‘fallible
human beings’ (FHBs) who some-
times get things right and some-
times get things wrong. Most people
are delighted to see themselves in
this way. They are advised that as
FHBs, they will continue to use glo-
bal ratings of themselves and oth-
ers as they have been doing (like all
of us) for many years. However, if
they practice the new skills from
the workshop, they may do so less
frequently, may not take their glo-
bal ratings so seriously, and they
may treat them more humorously
than they have done in the past. We
highlight the value of giving up the
habit of giving general values or
ratings to themselves and other
humans.

We then take the same approach

to the belief that ‘the future is hope-
less.” Participants quickly conclude
that they and others cannot predict
the future because they do not have
crystal balls or time machines. They
note the extent to which they are in
control of vital care activities like
getting up, washing up, getting
dressed, eating, going to work. These
are activities that are more valu-
able if performed in difficult cir-
cumstances. They are also helped to
seethat the things they have gained
in their own high quality lives have
been attained by their own work
and efforts (sometimes supported
by others). Participants also note
that the behavior of fallible human
beings other than themselvesisvery
much more difficult to predict, let
alone to control. They therefore note
the folly of making their efforts to
work for their or other’s high qual-
ity of life dependent on whether
other FHBs act lovingly to them.
They note, often for the first time,
that they are their own best and
most reliable friends.

The beliefthat, ‘the future should
be great, and that I should get ev-
erything I want and nothing that I
don’t want’ is addressed by asking
participants for evidence that this
is so. Thefirst author describes
how he asks clients to look out
of the window to check whether
it is written in the sky that
they should have a great life. It
is pointed out how some de-
pressed clients with a devel-
oped healthy sense of humor,
say “it was there but someone’s
rubbed it out.” The belief that,
‘everyone else is having a bet-
tertimethanIam’isaddressed
by asking what evidence would
be required to support it. It is
agreed that a telephone or door-to-
door survey isrequired but that this
is not often done by people who feel
depressed.

Ifwe take the depressed thoughts
and feelings that we have on our
birthday seriously, how does this
affect our behavior? The first volun-

teer is asked: ‘If you were energeti-
cally rehearsing the five beliefs that
lead to depression, which room of
the house would you be in? The
volunteer generally replies ‘in my
bedroom. I would probably be in bed
looking very gloomy.’ In reply to the
question ‘and how would the bed-
room look if these thoughts have
been practiced for several weeks?,’
the person generally replies, ‘The
curtains would be drawn; the floor
would be covered with dirty clothes,
unwashed cups and plates, filled
ashtrays, empty beer cans or other
containers of alcohol, unopened mail
and unread newspapers.” Asked
what arrangements they have made
about their birthday, volunteers
shake their heads and say ‘none.’

In this exercise we have begun to
demonstrate the links between the
beliefs and the emotional and be-
havioral consequences. We then pro-
ceed to carry out the same process
for anxious, angry, calm and loving
thoughts. This chapter does not al-
low enough space to describe these
in the same detail as have for de-
pressive thoughts. However we sum-
marize some points of these discus-
sions below.

...we are all ‘fallible
human beings’ (FHBs)

who sometimes get things
right and sometimes get

things wrong.

For ‘anxious’ thoughts the
prompt is given that anxious think-
ing is generally about the terrible
things that will happen today in
relation to my birthday. The person
starts listing things like ‘no one will
turn up,” ‘I will not have enough
food.” We point out that expert
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panickers can catastrophize in both
directions. For example, ‘Either no
one will turn up or there will be
droves of people,” ‘Either there will
not be enough food and drink or
there will be too much.” Whatever

...there are two components to
loving, loving of yourself and

loving of others.

happens, other people will discover
today that T’'m a worthless shit and
Iwill feel very yukkie.’ Participants
list details of their ‘yukkie’ symp-
toms associated with panic. They
note two key fears; the fear of being
uncomfortable and the fear of get-
ting depressed, discovering that they
are worthless and having a ‘nervous
breakdown.” They note that most
discomforts are not damaging and
can be relieved. They note that ‘ner-
vous breakdowns’ do not happen
and that depression only arises out
of practicing depressed beliefs.

For the angry volunteer the clue
is to find someone who has let them
down on their birthday and to think
angry thoughts about them. For ex-
ample, ‘Joe didn’t send me a birth-
day card or sent me the wrong
present.’ The volunteer isthen asked
...and what are you planning to do
to Joe on Joe’s birthday? The volun-
teer usually responds ‘I'm not going
to send him a card or I'm going to
send him an inappropriate present.’
The workshop leader then asks the
volunteer what they will be if they
do not do this, but merely send Joe
a card or an appropriate present.
The volunteer usually replies ‘T will
be a fool/ idiot/ doormat/ worthless
shit.” The leader emphasizes how
the main feature of angry thinking
is the need to exact revenge against
the person who was at fault. It is
also pointed out how the revenge is
believed necessary if the person per-
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ceiving themselves as victim is to
avoid becoming depressed and
‘worthless.’Finally, participants are
helped to see that expression of an-
ger (calling others a worthless shit)
isaveryinefficient anti-depressant.

The calm volunteer
generally begins with
‘I feel really calm be-
cause I have every-
thing prepared for
today’s celebrations;
the invitations, the
food and the house is
organized and I can
now choose to go back
to sleep until I need to get up to go to
work.” We challenge them ‘to as-
sume that they have the radio on
and hear the weather forecast. It is
that it will rain for the next two
days and that they have prepared to
have a barbecue in the evening.’
The volunteer responds ‘Oh well,
we will grill the food inside.” We
then challenge further ‘but you also
note there has been no card from
your partner.’ The person responds
‘She probably forgot,” ‘But why did
she forget?,” ‘Because she was very
busy arranging other things for the
party, or because she is fallible.’

The loving volunteer is first told
that there are two components to
loving, loving of yourself and loving
of others. The person is asked to
start with loving thoughts about
themselves, for example to list some
of their performances during the
last year about which they are proud.
This generally seems to take the
volunteer by surprise. We ask other
participants to put their hands up if
at this point they are pleased that
they did not volunteer to give loving
thoughts. Most raise their hands. It
is suggested that we are more prac-
ticed at listing ‘depressed’ and ‘anx-
ious’ thoughts than at listing posi-
tive things that we have done.

We ask the volunteer to shame-
lessly list three things they have
done about which they are proud,
for example to list things they have
done as a parent, or as a son or

daughter. We then ask the volun-
teer, ‘given that you have done these
loving things for others during the
last year, what special treat would
you like to give yourself on your
birthday? We point out that while
the actions of people who think de-
pressed, anxious, or angry thoughts
are boringly predictable, the perfor-
mances of people who think calmly
or lovingly are quite unpredictable.
The volunteer might say, ‘Iwill take
the morning off’ or ‘I will take a long
bath with scented oil’ or ‘I will go out
and get my hair done/ have a mas-
sage/ buy some new clothes for my-
self.” We then ask the volunteer to
name some people who have done
nice things for them during the last
year. The volunteer is then asked to
list people, describe some things the
person has done during the year
which they have appreciated and
then to describe how they can com-
municate this appreciation to the
person today. Many people have
great difficulty describing loving
thoughts and feelings for themselves
and others. This form of prompting
helps them to express the thoughts
simply and in performance terms
onwhich they can easily act. It helps
them to list ways in which they can
easily express love, towards them-
selves, or towards others, today or
on any other day. For example, they
canphone, send cards, cuddle, make
food for, invite out, perform chores
for, send flowers. Participants are
helped to see that there is no harm
from the expression of loving
thoughts either to oneself or to oth-
ers. This active loving which is
healthy, is carefully distinguished
from unhealthy demands that oth-
ers express love tous. We are able to
control our own thoughts and per-
formances, but we are not able to
control those of others. Therefore, if
we believe that our ‘worth’ as hu-
mans depends on the expression of
love to us by other fallible human
beings, we are likely to seriously
upset ourselves. On the other hand,
we may healthily want or prefer
others to express love toward us,
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and healthily feel disappointed, sad
or annoyed when they do not do so.
Participants are helped to see that
itis particularly helpful to be able to
express loving thoughts about
people about whom we also have
angry thoughts. This is contrasted
with the belief that if we do so it
would prove that we are wimps,
two-faced, insincere or worthless
shits.

We then draw some conclusions
from the birthday exercise. We sug-
gest that we all have the ability to
think both healthy and unhealthy
negative and positive thoughts
about any event occurring in our
lives. We can begin to use this abil-
ity in relation to the sorts of events
that occur in our lives by asking
participants to think in these styles
about some home and work situa-
tions. Examples from home include,
‘We were burgled last night,” ‘My
son passed his driving test,” “The
baby didn’t sleep, the car won’t start,
the washing machine has broken
down and the Inland Revenue want
£500.” Examples from work include
‘My supervisor gives me no feed-
back,” ‘My client has kicked me on
the shin for the seventh time this
morning,” ‘My client hits her head
onthe wall very hard.”We also draw
the conclusion that without special
help we will all continue to respond
to events in the same way we, and
everyone else, always have. We hope
this will be accepted as a very hu-
man, fallible tendency. We can make
our healthy emotional pain even
worse by thinking depressed, pan-
icky or anxious thoughts about the
fact that we have this pain, we can
even label ourselves ‘abnormal’ for
doing this; however, this is not com-
pulsory! We hope that being aware
of our ability to think in a variety of
ways will help us work creatively
with our healthy negative thoughts
through focusing on what is not
working and through celebrating
things that are working. Through a
goal planning and Prioritization
process we can describe in detail
what needs to be done if things are

to work in a situation that has be-
come problematic. If review shows
they are now working then this can
be celebrated, if it is not working
then this can be accompanied by
healthy negative feelings and set
the occasion for trying another way.

Conclusions

The approach described here is
best seen as the beginning of a pro-
cess of continuing personal develop-
ment. As in other forms of personal
development staff, carer and client
skills will accelerate with more pre-
cision if it takes place in the context
of individual or group supervision.
We note that without special help
and attention, we are all likely, in-
tuitively, to respond to events in
ways that we have practiced and
are now good at. It is valuable to
accept this fallible tendency of all
humans with full creative aware-
ness. The first author has at least
seven years of experience applying
these approaches alongside staffand
carers whose clients have severe,
moderate, mild and no learning dis-
abilities. Many of these clients have
presented severely aggressive be-
havior to staff and clients or have
damaged themselves severely. Even
when challenges continue over a
long period, carers supported in this
model may value learning to be-
come aware of and to accept
their own feelings and be-
liefs about their clients
when they (the carers) get
things wrong. They can also
learn how to avoid escalat-
ing the challenges, respond
better to the early commu-
nications, how to design and
get client’s agreements in
practicing new and more ef-
fective ways of communi-
cating their feelings, ‘wants’
and ‘not wants,” and how they can
create more positive opportunities
for high quality living for the client
and themselves, despite the expres-
sion of severe challenging behavior
some of the time.

Learning new approaches is al-
ways uncomfortable. Like clients
who present challenges, profession-
als also feel more comfortable using
ineffective but well practiced ap-
proaches. Like clients, they feel com-
fortable with new approaches only
when they begin to get better re-
sults from using them than from
their current approaches. In the
early stages of applying new ap-
proaches staff, carers and clients
may experience ‘cognitive disso-
nance, (Festinger, 1957). That is
they may believe new approaches
are right, but feel uncomfortable
about applying them. This is likely
to continue until the results they
get from applying the new ap-
proaches work better for them and
their clients than do the old ap-
proaches. A key aim for individual
and group supervision is, therefore,
to support new learners through
this phase and to help them avoid
giving up too early. The key indica-
tors that things are working will
arise from well-kept data on what
works for the individual concerned
and whether it is being attained
better with the new methods.

There are a number of ways
forward with this work. Training
and support with care staff working
with people with learning
disabilities and challenging
behavior often focuses on the non-

... we all have the ability to
think both healthy and
unhealthy negative and
positive thoughts about any
event occurring in our lives.

verbal behavior of the client and
carers. However staff values, beliefs
and ideologies have Dbeen
acknowledged as important issues
tobe addressed by service (Emerson,
Hastings, & McGill, 1994b). The

17



POSITIVE PRACTICES « VOLUME Il « NUMBER 4 « JULY 1997

training described here addresses
these issues, in relation to staff,
carers and clients from a coherent
and well established theoretical
base. There is a need for properly
documented and systematic
evaluation of the effect of
introducing a cognitive-behavioral
component into such training. The
first author has applied these
approaches with carers and clients
who have psychiatric and medical
problems as well as challenging
behavior. They have potential for
use with carers and clients with a
range of ages, disabilities and
challenges.

This chapter has described a
comprehensive and innovative
approach that introduces into
training in constructional
behavioral methods a consideration
of our and our clients responses to
events at a cognitive-behavioral
level. The approach offers an overall
direction within which to view our
lives and work with people with
learning disabilities and challenging
behavior. The implications of this
approach are important. Much of
our current service and research
practice views disabled people as
‘abnormal’and as presenting unique
‘problems’ or ‘burdens’ to the
‘normal’ carers, family members and
professionals. This frequently leads
to ‘solutions’ involving mainly
changing the behavior of the
disabled person to make it less
stressful to the carer. However, in
supporting carers and celebrating
their emotional and cognitive
responses to their work we can create
services where we can enjoy
supporting our own development in
designing effective environments
which enable people with a wide
range of different behaviors to live
together creatively and safely. In
this way we can work with people
with learning disabilities and
challenging behavior whilst working
towards high quality lives for them
and ourselves. This is a demanding
but worthwhile goal.
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of Problem Behavior

Editors’ Note: This issue’s behavioral definition is for Perseveration.
This can sometimes be hard to operationally define in such as way as to
provide reliable data collection. While the specific of a given situation
should always dictate the definition, we hope that this may give you some
ideas that you will find helpful. As you will see, in this particular case,
perseveration is not just a problem in its own right but also can and does
sometimes escalate to “tantrum” behavior, including self-injury and

aggression.

If you would like us to provide sample definitions for a particular
problem that you have come across, please let us know.

Tantrum Perseveration

1. Topography. Two variations of
perseveration have been defined:

a. Typel Perseveration: Defined
as saying “I want to call
daddy,” at any other time than
the previously agreed upon
time of 5 o’clock P.M. (Darrel
has the opportunity to call his
father one time a day as agreed
upon between him and his
father.)

b. Type2 Perseveration: Defined
as saying nonsense phrases
or “out of context” phrases
which have no literal commu-
nicative value, e.g., “Alex
Trevecchio.”

2. Cycle. For the purposes of count-
ing the number of times perse-
veration occurs, the onset crite-
rion, i.e., the criterion for count-
ing an episode of perseveration
as having begun, is the occur-
rence of either of the above to-
pographies. The offset criterion,
i.e., the end of the episode, is
considered to have occurred when
the 15-minute interval during
which the behavior is counted
ends.

3. Course. Precursors to persevera-
tion typically begin when Darrel
approaches a staff member while
giving eye contact,leans hisbody

in the direction of that person,
and says simultaneously, “I want
to talk to daddy” or makes a non-
sensical or out of context state-
ment. After perseveration begins,
it is repeated rapidly, and con-
tinuously until the staff member
gives a response. During these
repetitions, Darrel’s voice be-
comes increasingly louder and
higher, and Darrel moves closer
and closer to the staff member.

If perseveration involves ver-
bally expressing, “I want to talk
to daddy,” one of three things
typically occurs: (a) the request
isacknowledged, Darrel makes a
telephone call, and the incident
is finished; (b) the request is de-
nied, e.g., “It’s not time to call
now, Darrel. You can call at 5
o’clock.” and this postponement
is accepted and the incident is
finished; or, (c) the request is
denied (same as “b”), and Darrel’s
behavior escalates into tantrum
behavior, which may or may not
include self-injurious behavior.
Perseveration, therefore,is a pre-
cursor to tantrum behavior.

In contrast, if the persevera-
tion involves a nonsense or “out
of context” phrase, one of three
other things typically occur: (a) a
staff member responds to Darrel
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and replies, “I don’t understand.
Please speak slowly and tell me
whatyoumean,” and Darrel gives
an appropriate verbal request;
(b) the staff member replies, “I
don’t understand. Please speak
slowly and tell me what you
mean,” and Darrel continues to
perseverate and his behavior es-
calates into tantrum behavior,
which may or may not include
self-injurious behavior; or (c) the
nonsensical phrase is followed
by, “I want to call Daddy,” and is
continued as described in the
preceding paragraph. Persevera-
tion lasts from 30 seconds to four
minutes before it either ends, or
escalates into tantrum behavior,
which may last up to ten min-
utes. Perseveration ends when
the interval during which perse-
veration has been counted ends.

This behavior typically begins
suddenly, and escalates quickly.
It becomes immediately intense,
and if it is not responded to im-
mediately, it will continue and
escalate until tantrum behavior
begins. Tantrum behavior is con-
sidered to have occurred when
two or more of the following be-
haviors are observed: jumping
up and down, screaming, bounc-
ing his right leg up and down,

hitting himself or his head with
his hand, biting the pointer fin-
ger on his hand, and pressing his
body up against another person’s
body while in an agitated state.
The onset of a tantrum involves
the emission of two or more of the
above within a 10-second inter-
val and the offset is defined as
five minutes after all of the above
behaviors have stopped. Hence,
the extreme nature of Darrel’s
perseveration is exhibited in its
potential escalation to self-inju-
rious behavior and aggression,
which has in the past caused
staff injury.

When perseveration occurs
after 10 p.m. it has been called
“nighttime disturbance.” Night-
time disturbances occur when
Darrel comes out of his room af-
ter ten o’clock and perseverates
about calling dad, and/or talks in
nonsense words, and/or “out of
context” phrases. However, from
now on, Irecommend that “night-
time disturbances”be categorized
and recorded as “perseverative
behavior,” since there appears to
be no difference between perse-
veration which occurs during the
day, and “nighttime disturbance.”

. Rate. The current rates (during

the last six months) of perse-

veration are estimated to be from
16 to 315 perseverative events
per month based on current data
recording records, with an aver-
ageoffiveincidents per day. This,
in fact, may be an underestima-
tion, since during my observa-
tion four perseverative events
occurred in one hour. Only three
aggressive outbursts occurred
(during the last six months) at
the end of the chain of behaviors
beginning with perseveration.
Tantrum behavior for the same
time period occurred from 4 to 28
times per month, and self-injuri-
ous behavior occurred from 3 to
23 times per month.

. Severity. An episode of perse-

veration canbe over quite quickly
(30 seconds to 4 minutes), or can
escalate into tantrum, self-inju-
rious and aggressive behavior.
In severe incidents the chain of
events can last up to ten min-
utes, and staff injury is possible.
However, during the past six
months, aggression has been
rare. Self injury is more com-
mon, but Darrel has not injured
himselfseriously during the past
year. Because perseveration is a
high frequency behavioritis frus-
trating to staff who feel helpless
in controlling it.

Save These Dates & Plan to Attend

IABA’s 2nd 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 1999
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Procedural Protocol - Stimulus Change

Editors’ Note: This issue’s procedural protocol is for a stimulus change
procedure. While the use of Stimulus Change should, if it is
appropriately used, appear spontaneous, it is really very well planned
and only one small part of a comprehensive, multielement support plan.
Further, as a reactive strategy, good judgment is always required and
typically, a real time decision must be made by the person on the spot as
to what to do at the time. Accordingly, the protocol acts not as an
absolute prescription but rather as a set of operational guidelines.

Protocol:

Name: Henry Jones

Date Protocol Developed: January
22, 1996

Protocol Name: Stimulus Change
Materials: None

Schedule: Whenever Henry is up-
set and agitated, and active listen-
ing and the relevant scripts have
been tried and have failed to help
Henry relax and be willing to move
ontotheregularly scheduled activi-
ties, and he is escalating to or has
already started to be aggressive or
destructive of property, stimulus
change should be employed.

Responsible Person: Primary sup-
port staff.

General Statement: At the time of
an incident or an apparently im-
pending incident of aggression or
property destruction, the introduc-
tion of a novel stimulus may inter-
rupt the course of or terminate these
behaviors. This takes advantage of
Henry’s extreme responsiveness to
the environment around him. While
his distractibility may be consid-
ered a problem in most contexts, it
can be used here as a very effective
strategy for getting control over an
escalating or dangerous situation
when active listening has not been
sufficient. For example, aloud noise,
a flick of the lights, a staff member
doing something entirely unex-
pected (e.g., sitting down), is likely
to stop the occurrence of the behav-
ior. Additionally, providing an in-
struction that evokes a competing
behavior might stop an aggressive

or property destructive episode (e.g.,
“Give me the . “Get me the
”“Help me .,” especially
if these requests are those to which
Henry is known to be very likely to
respond.). Asking a question may
evoke aresponse that also competes
with such behavior (e.g., “What did
you do at ?” “Where is your
?” “Where is your radio?”).

Methods:

1. If active listening and the pre-
pared scripts are not effective in
helping Henry get control over
his overt behavior, and if aggres-
sion or property destruction con-
tinue to represent a serious dan-
ger to Henry, to others, or to
property, a “stimulus change”
should be attempted.

a. This strategy involves the
“non-contingent” delivery or
a sudden addition of a novel
stimulus or the alteration of
incidental stimulus conditions.

b. This method involves intro-
ducing something entirely
new (novel stimulus) or mak-
ing slight changes in the ex-
isting situation (alter inciden-
tal stimuli) as a way of tempo-
rarily managing or stopping a
behavior.

1) This procedure has the
usual effect of decreasing
all behavior, including the
target behavior.

2) The momentary response
reduction is only tempo-

rary. The stimulus change
is likely to become ineffec-
tive with repeated usage.

3) The particular tactic you

employ may be useful when
Henry is in the process of
an aggressive or property
destructive act, when such
situations are imminent or
are already occurring; and
in situations where seri-
ous behavior is occurring
in a seemingly unending
chain. Of course, it may
take some experience to
identify the specific stimuli
that have the desired prop-
erties for interrupting
Henry’sbehavior. Some ex-
amples of stimulus change
tactics you might try in-
clude the following:

a) When Henry is ap-
proaching to aggress
against you, or has al-
ready begun the assault:

¢ Going completely
limp.

* Dropping to the
ground and going
into a fetal position.

¢ Inviting him to sit
down, on a couch or
even on the ground
for you to learn what
he is upset about
(with tone of voice
and body language
thatthisisanewand
interesting idea you
just had).

* Quickly walking to
his room saying “We
have to talk about
this, we have to talk
about this, we have
to talk about this, we
have to talk about
this.”

b) When Henry is either
preparing for or is ac-
tively engaged in prop-
erty destruction:
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* Turning up the vol-
ume of the music or
turning on the radio.

* Doing any one of the
above.

¢ Using a remote con-
trol device to turn on
the tape machine
playing a tape of his
dad asking him to
please calm down so
that someone can
help him solve the
problem.

VOLUME Il «+ NUMBER 4 « JULY 1997

his pep talks from his
friends, etc.

. Each day, at the begin-

ning of your shift, list
on the master data
sheet, what stimulus
change tactic you plan
touseifyou should need
it, and what tactic you
will use as a back up.
You may need different
ones for the different
environments you plan
to access that day.

b. If the tactic you have
employed has not
worked, make a quick
judgment as to whether
to try active listening
again, whether, to try
your back up stimulus
change tactic, or
whether to use geo-
graphic containment.
You may also decide to
do nothing and just
“ride it out” if you be-
lieve that nobody is
going to be hurt.

2. If stimulus change is going
to work, it will work imme-
diately.

¢. Other potential novel
stimuli might include:
calling “dial-a-prayer”
on the telephone and

Comments:

Although specific reactive strat-
a. IfHenryterminates his
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telling Henry there is
an important message
for him, using a remote
control to set off an
alarm and reacting to it
with surprise, saying
“Oh, listen to that
alarm, that means we
are supposed to sit down
and talk about this,” and
using a remote control
which turns the TV and

escalation, aggression
and/or property de-
struction, immediately
go back to active listen-
ing and or the script for
dealing with the par-
ticular situation. If you
do not resolve the initi-
ating situation, trying
to move on with the
regularly scheduled ac-
tivities may cause the

egies have been planned for Henry,
Including active listening, stimulus
change, geographic containment,
and physical management, and al-
though these are intended to be used
in a hierarchical attempt to get con-
trol over aggression and/or prop-
erty destruction, timing and judg-
ment as to how long or whether to
try each can’t be prescribed. The use
and timing of these strategies should
be a function of the situation and
rapidjudgments asto which of these

video tape machine on,
which will play one of

behavior to start up  strategies to use and when to use
again. them.

he 1997 TASH Conference is December 10- power! Specific sessions that give in-depth and

13, 1997 at the Sheraton Boston.

Boston is a city with an

impressive history inspir-
ing action. A perfect match for an
organization known for the same!
“Inclusion" is not necessarily a
revolutionary idea. However, the
actual realization of true inclusion
still has many miles to go, and
there are still many battles to win.
This is the opportunity to learn and

share from the people whose combi-

nation of personal experience and

practical information on vision, goals, strategies
Sfor implementation, and systemic
evaluation of the full spectrum of
inclusive services will be offered.
This is one conference you can't
afford to miss! Mark your
calendars and watch for more
information, or to be on our mailing
list call TASH at 1-800-482-8274.

ATASH

29 W. Susquehanna Avenue, Suite 210
Baltimore, MD 21204
(410) 828-8274
FAX (410) 828-6706 - TDD (410) 828-1306
Email: conference@ tash.org
Check out our website: www.tash.org

L
BOSTON 1997

professional expertise have led the disability move-
ment. Over 2,400 advocates, educators, disability
leaders, university personnel, community members,
Jamily members, and others who believe in the
values you do attend this conference. The TASH
Conference has always had incredible motivating
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Make your plans now to
attend the

Tenth Annual
Two Week Summer Institute
on

Assessment &
Analysis of Severe &
Challenging Behavior

July 26 - August 8, 1998
Los Angeles, California

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

John Q. Marshall, Jr.

Director of Professional Training Services
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
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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, 1997

Melbourne « September, 1997

Auckland ¢ January, 1998

Los Angeles « July, 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 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

Training Calendar

Behavior Support, Behavioral Assessment
and Emergency Management. Assuring
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.

July, 1997 - US Seminars (Los Angeles, CA)

August/September, 1997 - Australia
Seminars (Adelaide, Brisbane, Hobart,
Melbourne, Sydney)

October, 1997 - US Seminars (Boston and
Minneapolis)

November, 1997 - US Seminars (Chicago);
Canada (Edmonton)

December, 1997 - US Seminars
(Philadelphia and Albuquerque)

1997 TASH Conference
“We the People, ALL the People”
Boston ¢ December 10-13, 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 Australia - Jeffrey McCubbery (0354) 395 305

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) 898-0390 « Fax: (912) 898-8077

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 $1.00

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 or international money order or credit card.
(Prices are subject to change without notice.)



