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The ultimate lesson of science is humility.

For me, the initial appeal of applied
behavior analysis was not the dis-
criminative stimuli, S deltas, or the rein-
‘orcers. Rather, the appeal was the notion
that human behavior could and should be
studied through the use of scientific
methods. This approach was in opposition
‘0 the subjective and arrogant approaches
of schools ranging from psychoanalysis and
EST in clinical psychology to "whole-child,"
and "open-education" philosophies that
dominated and failed education. Applied
oehavior analysis was a humble approach
10 solving human problems. It asserted
that even the most simple claim must be
backed with scientific evidence.

Undoubtedly, applied behavior
znalysis introduced and refined many
scientific practices for the study of human
ochavior. The use of direct and con-
finuous measurement, the application of
mtrasubject replication designs, and the
smphasis on parsimonious explanations
-reated a unique niche for applied be-
havior analysis.

The fact that the approach was scien-
tfic in some respects, however, did not
mean that it was scientific in all respects.
Thus, early studies required measures of
mterobserver reliability on the subjects’

behavior, but did not require such
measures on the program implementer’s
behavior. Therefore, a study may have
centered on the notion that a teacher’s
contingent social attention increased
students’ on-task behavior. Yet,
measures were not taken to determine
whether, in fact, the teachers did perform
the stated operations. In this case, the
field adjusted its standards, and now many
journal editors require measures of treat-
ment integrity.

Other violations of scientific principles
also were evident. An applied behavior
analyst might speculate that an outcome
would occur simply because the events
that preceded it would seem to predict
such an outcome. Axelrod (1983, p. 64)
stated, for example, that an advantage of
peer tutoring programs was that they
freed the teacher to work with students in
need of assistance. Whether, in fact, this
outcome occurs is yet to be shown.

The violations of scientific methodol-
ogy described above may not produce a
great deal of harm to the field; other
violations may. Presently, a serious dis-
agreement exists within the behavioral
community about which procedures are
cthical and effective and which are not.
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Specifically, the question centers on the
role of punishment and negative reinfor-
cement in the repertoire of corrective
procedures. The debate is particularly
crucial, given that many of the recipients
of the procedures are sufficiently hand-
icapped to preclude conventional chan-
nels of communication on their part.

Seemingly, such a debate should not
exist within a discipline committed to the
scientific method; the data should speak
for themselves. Yet, the debate does exist
in books such as the present one, in
newsletters, in journal articles, and at
professional conferences. The data
may speak for themselves, but this is
irrelevant if professionals fail to attend
to them.

The damage caused by such a debate
could be immense. Comprising only a
small proportion of the fields of psychol-
ogy and education, applied behaviorists
always have had to fight for professional
and public acceptance. If behaviorists
give other professionals and the public
contradictory messages, the field may
have difficulty progressing and its
proponents will fail to multiply.

On the pages that follow, I will describe a
variety of notions that control many of the
practices within our field, yet are not scien-
tifically based. In each case, Iwill present a
rebuttal to the myth and will attempt to
correct prevailing misunderstandings.

MYTH ONE - AVERSIVE PROCEDURES
ARE NON-NORMALIZED AND UN-
NATURAL PROCESSES AND THERE-
FORE SHOULD NOT BE USED ON
PEOPLE WITH HANDICAPS

f anything, aversive procedures are too

normalized and too often are used with
nonhandicapped populations. Where do
we begin? Religions punish the inobser-
vant with excommunication and damna-
tion. Governments punish lawbreakers
with fines, suspensions, andjail sentences.
Schools attempt to punish students with
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detentions and failing grades. Parents
punish their children by grounding,
spanking, and reprimanding them. The
critical point here is not that these prac-
tices should exist, but that they do exist.
They are normalized practices.

In the conduct of one’s daily life, a mul-
titude of behaviors is controlled by nega-
tive, rather than positive reinforcement.
The consequences for preparing a good
meal for one’s family are too often the
absence of criticism rather than the
presence of praise. One consequence of
clothing one’s self in public is avoiding
ridicule and fines. When college profes-
sors submit their grades on time, they do
not receive a letter from the dean. When
they are tardy in this respect, they do
receive a letter from the dean.

Aversive procedures are used too often
with nonhandicapped and handicapped
populations, and such practices should be
changed. But eliminating all forms of
aversive conditioning is impossible.
Aversive conditioning is a natural process
that is partly responsible for the survival
of the human species. People learn to
keep their eyes closed in dusty areas be-
cause of the punishing consequences of
opening their eyes. People avoid walking
off cliffs, touching boiling water, and
eating bitter chocolate due to punishing,
or potentially punishing, consequences.

Arelated question is whether handicapped
populations are exposed to unusual punish-
ment procedures because they are
devalued by society’s mainstream and are
frequently incapable of advocating for
themselves. Our field must constantly ex-
amine itself in order to avoid such injus-
tices. In investigating the question.
however, we should remember that many
individuals with handicaps exhibit serious
misbehaviors that are seldom seen in non-
handicapped populations, and that some
people are so cognitively handicapped
that less restrictive procedures are not
feasible. Finally, we should not assume
that the public is always opposed to the
use of punishment procedures. Frentz
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and Kelley (1986) found, for example,
that parents considered a punishment
orocedure, response cost, more accept-
able than positive reinforcement in treat-
ing noncompliance.

MYTH TWO - POSITIVE REINFORCE-
MENTHAS SUPERIORMODIFICATION
CHARACTERISTICS TO PUNISHMENT

here are at least two major issues

raised by the present claim. The first
s that punishment procedures fail to
zeneralize across settings and time (i.e.,
they lack the properties of stimulus
zeneralization and maintenance). The
-laim is that the effect of punishment is
=xperienced only in the original setting
=nd that, once the punishment procedure
= removed, the progress disappears. The
second criticism is that punishment
sroduces adverse side effects while posi-
ive reinforcement does not.

An examination of the behavioral
sterature does indeed reveal the failure
»f some punishment procedures to
zeneralize across time. That is, in many
zases, when punishment procedures are
serminated, progress declines. The same,
nowever, is true for positive reinforce-
ment, traffic lights, and many forms of
medication. The remarkable buoyancy of
~chavior is what permits the reversal and
multielement research (Ulman & Sulzer-
Azaroff, 1975) designs to be useful. If
sehaviors were not so responsive to im-
sending consequences, the designs could
not be used.

A similar point can be made about
stimulus generalization. A punishment
orocedure applied at home tends not to
oroduce improvement in a school en-

ironment in which the procedure is not

eing applied. The same, however, can
~e said for positive reinforcement proce-
dures, which also lack magic qualities.
Again, we must remember that humans
show a singular tendency to respond to
:mminent contingencies.
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The failure of behavioral procedures to
produce generalization is not all bad.
Sometimes stimulus discrimination is ex-
actly what we want. We want children to
behave in a docile manner during
religious services and in a more enthusias-
tic manner on the school playground. In
other cases, the failure to achieve
generalization is a problem. Our field has
recognized this difficulty and efforts have
been made to address it (e.g., Stokes &
Baer, 1977). The point is not that
generalization is never a problem, but
that it is a problem for all behavioral pro-
cedures, whether they are based on
punishment or reinforcement.

The second issue is whether punish-
ment results in undesirable side effects.
Undoubtedly, there are many docu-
mented examples of such side effects.
Azrin and Holz (1966) and Newsom,
Favell, and Rincover (1983) point to ex-
amples of aggression toward both the per-
sons implementing and not implementing
punishment, temper tantrums, crying,and
social avoidance of the person im-
plementing punishment. To present a
balanced picture of the issue, Newsom et
al. (1983, pp. 301-305) also point out that
such side effects seldom occur, and that a
number of desirable side effects have
been noted in using punishment. These
include improved social relations (once
certain antisocial behaviors disappear),
increased attention to task, and increased
play behavior. Also, a recent article by
Matson and Taras (1989) reviewed 23
relevant journals over the period of 1967
to 1987. The authors found that when
aversive procedures were used, positive
side effects were reported 11 times more
frequently than negative side effects.

We also should note that positive rein-
forcement procedures are sometimes as-
sociated with undesirable side effects.
Balsam and Bondy (1983), for example,
point to inattention, clinging, excessive
dependence, lying, stealing, cheating,
conniving, and aggression as problems
that sometimes accompany positive rein-
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forcement procedures. As a personal
note, I recently attempted to use a con-
sumable reinforcer with a student with a
severe handicap. He became so dis-
tracted and enraged at the requirement
that he work for the reinforcer that the
procedure had to be discontinued.

The point here is not to make a case for
punishment and against positive reinforce-
ment. Indeed research may prove positive
reinforcement superior to punishment.
Rather, the point is that neither proce-
dure is all good nor all bad. Also, punish-
ment may be a necessary component for
remediation in many cases, and if adverse
side effects of punishment do occur, they
may be effectively treated.

MYTH THREE - THERE IS NO
EVIDENCE THAT PUNISHMENT PRO-
CEDURES WORK BETTER THAN POSI-
TIVE REINFORCEMENT PROCEDURES

Actually, this is true. A variety of ex-
perimental problems make examin-
ing this question, as well as other
questions comparing different proce-
dures, difficult. Problems include iden-
tification of the optimal level of each
treatment, the user preference for treat-
ment, the population chosen to serve as
subjects, and the behavior selected as the
dependent variable (Johnston, 1988; Van
Houten, 1983).

The real problem with the claim that
punishment does not work better than
positive reinforcement, however, is that
the wrong question is being raised. Be-
haviorists are not recommending that
punishment procedures alone be used;
rather, that when punishment procedures
are used, they be used in conjunction with
positive reinforcement procedures. This
point was made in the review by Matson
and Taras (1989) which revealed that
practically all studies using aversive pro-
cedures also had a component that rein-
forced appropriate behavior. The
question then becomes: Is a combination
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of positive reinforcement and punish-
ment more effective than positive reinfor-
cement alone?

Here the answer is clear. The combina-
tion of reinforcement and punishment is
superior to reinforcement alone. This ef-
fect was demonstrated early in the basic
literature by Azrin and Holz (1966). It
also has been demonstrated in more con-
temporary applied literature by Pfifner
and O’Leary (1987) who found that a rein-
forcement system, offering such incen-
tives as praise, public posting, extra
recess, and special activities, was initially
ineffective in controlling the disruptive
behavior of eight children in a remedial
summer school program. Later, when
reprimands for inappropriate behavior
were combined with positive reinforcers,
student behavior came under control.
These authors also demonstrated that
they could fade the reprimands without
losing behavioral gains.

Other researchers also have shown that
adding a positive reinforcement com-
ponent to a punishment procedure will
enhance the program’s effectiveness.
Solnick, Rincover, and Peterson (1977)
demonstrated, for example, that the more
reinforcing the time-in environment was,
the more effective the time-out proce-
dure would be. Also, Zegiob, Jenkins,
Becker, and Bristow (1976) found that
facial screening resulted in a partial sup-
pression of ritualistic hand clapping in a
boy with schizophrenia. Later, when the
boy was reinforced for appropriate verbal
behavior, hand clapping almost disap-
peared and appropriate verbal behavior
increased. Thus, an ideal program for
eliminating behaviors of some urgency
might be to use a combination of reinforce-
ment and punishment, with the gradual
removal of the punishment and even the
reinforcement component. Meanwhile, it
is difficult to see why a program involving
two powerful procedures--positive reinfor-
cement and punishment--would not be
more effective thana program with only one
of the components (Axelrod, 1987).
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MYTH FOUR - PUNISHMENT SHOULD
ONLY BE USED AS A LAST RESORT-OR-
ONE IS OBLIGATED TO USE POSITIVE
REINFORCEMENT PROCEDURES
BEFORE ATTEMPTING PUNISHMENT
PROCEDURES

Sometimes punishment should be
used from the outset; at other times,
= should not be used at all. The crucial
ssue here is: How urgent and important
= it that a particular behavior cease? In
the case of talking out in class, one could
zrgue that punishment should be used as
= program component only after curricular
modifications and positive reinforcement
somponents have been exhausted. In the
zase of walking a crooked line from the
zlassroom to the school yard, one could
srgue that punishment should never be
ssed (perhaps the teacher could change
the requirements.) In the case of at-
=mpting to stab a homebound teacher
w1th a knife (a case with which I am per-
sonally familiar), one can only ethically
Zzmand that the problem be eliminated

on of reinforcement and punishment in

=ch a case is an unconscionable injustice
» both the teacher and the student.

Implicitin the present mythis that there
: no harm in failing for a while. In fact,
nere is harm in failing. In one case, I was
ssked to recommend a procedure to deal
w:th a young man who frequently pushed

21 his rectum through internal muscular
sontrol. My recommendation was to use
sontingent electric shock (a procedure I
rad never recommended before, nor have

since). While permission was pending

implement my recommendation, less
mirusive, ineffective procedures were
psed with this client. He killed himself
mor toanopportunity toreceive electricshock.
sometimes there is great harm in failing.

A variety of problems can occur when
mcifective procedures are implemented.
=or example, the efforts of parents or staff
mayv extinguish following several, or even

== or two, failures. Individuals whose in-
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appropriate behaviors continue may be
responsible for long-term or permanent
injury to themselves or others. The in-
dividuals may also lose important social,
educational, and vocational opportunities, as
well as becoming exposed to chemical
restraints or institutionalization.

If practitioners are not given ethical and
effective techniques, they may find other
ways of dealing with the problems they
encounter. Rusch, Hall, and Griffin
(1986) found, for example, that the ex-
hibition of aggressive and self-injurious
behaviors significantly differentiated
abused from non-abused people with
mental retardation. Other research has
shown that the above behaviors were the
major factors associated with admission
and readmission of individuals with men-
tal retardation into large public institu-
tions (Hill & Bruininks, 1984; Lakin, Hill,
Hauber, Bruininks, & Heal, 1983).

MYTH FIVE - HUMAN RIGHTS COM-
MITTEES ARE THE BEST SAFEGUARDS
FOR PROTECTING CLIENTS’ RIGHTS

In order to deal with seriously disrup-
tive and dangerous behaviors, a variety
of restrictive procedures has been applied
in a diversity of situations. The restrictive
procedures have included 24-hour
monitoring, reduced access to reinfor-
cers, and applications of punishment pro-
cedures. Questions that immediately
arise are: a) How far can we go in order
to modify human behavior?, and b) What
are some basic human rights of which
people should not be deprived?

The two major mechanisms for ensur-
ing program integrity and client protec-
tion are the Peer Review Committee
(PRC) and the Human Rights Committee
(HRC). PRCs consist of experts in ap-
plied behavior analysis who make certain
that programs are carried out in conform-
ity with behavioral principles and re-
search. PRCs determine the clinical
appropriateness of programs.
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HRCs consist of interested citizens
from a wide variety of backgrounds.
Thus, the HRC might consist of a con-
struction worker, a parent of a child with
autism, a homemaker, a corporate attor-
ney, a clerk, a person with a disability, a
nurse, and a retired senior citizen. The
role of the HRC is to determine whether
proposed programs meet community
standards of treatment acceptability and
whether clients are receiving the basic
human rights of privacy, medical care,
education, social interaction, and physical
exercise (Van Houten, Axelrod, Bailey,
Favell, Foxx, Iwata, & Lovaas, 1988). The
italicized words above hint at the major
point of this section. When HRCs engage
in clinical review of behavioral programs,
they are violating their mandate.

A recent study by Spreat and Lanzi (in
press) comprehensively examined the
role HRCs play in the review of restrictive
procedures. Their survey indicated that
the majority of HRCs dealt with questions
of safety, informed consent, public offen-
sivity, and clinical appropriateness. They
further reported that conflict between a
facility and its HRC was common in the
area of clinical appropriateness. Such
conflict frequently resulted in delayed im-
plementation of programs. The Spreat
and Lanzi survey also revealed that only
about 33% of HRC members had been
trained in applied behavior analysis prin-
ciples. Thus, it was common for HRCs to
make clinical judgments while lacking the
skills to do so.

In what way can a well-intentioned but
unskilled HRC do harm to a person’s pro-
gram? One common manner is to require
that a less intense punisher initially be
used and that the intensity of punishment
be gradually increased if the less intense
level proves ineffective. This is in direct
opposition to research indicating that
punishment be delivered at full intensity,
rather than gradually (Azrin, Holz, &
Hake, 1963; Masserman, 1946). The ef-
fect of the gradual introduction of a
punisher is to require a more intense
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punisher than would be necessary had the
punisher been delivered at a reasonable
intensity from the start (Van Houten,
1983). This practice is comparable to re-
quiring physicians to use low dosages of
medication when there is evidence that
higher dosages are required to effectively
treat a medical disorder.

Another common practice for HRCs is
to require that a person be released from
time-out as soon as she or he becomes
calm. Teachers applying the procedure in
this manner may find that it helps them to
escape the immediate problem, but that it
does not produce a future decrease in the
disruptive behavior. Due to the immedi-
ate negative reinforcement effect of the
procedure for the teacher (i.e., it removes
the unruly person), time-out may be applied
indefinitely although it produces no
decrease in the overall rate of the behavior.
Proceeding in this manner, a student would
be in a more restrictive situation than would
be the case had time-out had been applied for
a long enough period to eliminate the
problem behavior. The benevolent mo-
tives of the HRC are hindering, rather than
helping, the student. To paraphrase an old
expression used by Samuel Johnson, "The
path to restrictiveness is paved with good
intentions."

Central to the guidelines under which
most facilities operate is the theme that
the least restrictive alternative should be
the method of choice (Spreat & Lipinski,
1986). Van Houten et al. (1988), how-
ever, have amended this concept to in-
clude the least restrictive effective
alternative. This modification prevents
clients from being repeatedly exposed to
ineffective procedures. Ineffective treat-
ment itself is restrictive when it allows an
individual to inflict personal injury, or
when it interferes with social, vocational,
or educational opportunities. Thus,
HRCs provide a crucial service to the
field when they stay within their bounds.
When they exceed their bounds, they be-
come part of the problem, rather than
part of the solution.
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MYTH SIX - HIERARCHIES OF TREAT-
MENT ALTERNATIVES PROTECT
PEOPLE FROM UNNECESSARILY
RESTRICTIVEPROCEDURES

In a prevailing effort to prevent people
from receiving unnecessarily restric-
ve treatment, many facilities devise and
use a hierarchical list of procedures. At
ne end of the list are procedures that are
considered nonrestrictive or minimally
~estrictive. At the other end of the list are
orocedures that are considered maximal-
restrictive. Inasurvey of facilities using
-estrictive procedures, Spreat and Lanzi
= press) found reprimands and extinction
> be among the least restrictive proce-
Zures; exclusion time-out and overcorrec-
won were in the middle; and seclusion
»me-out, electric shock, and water mist
were at the most restrictive end.
One may wonder, what is the basis for
och ratings? Some bases that would
<cm appropriate would include the side
=fects of each procedure, the physical
—oeet of the procedures to the offending
wvidual and the program implementer,
.~ the amount of time that the person is
pem 3\~ed from ongoing programs. None of
nese factors seems to prevail in construct-
- 2 hierarchy of treatment procedures.
ﬁ,_ v_\ammmg the perceived restrictive-
ress of extinction (among the least
=strictive), overcorrection (in the mid-
= 1. and electric shock (the most restric-
w2 ). people generally ignore side effects.
zsing extinction, the problem of extinc-
o burst can make the procedure too
tamzerous to employ. In applying over-
rection procedures, many researchers
= . Azrin & Wesolowski, 1975; Lam-
7. Bruwier, & Cobben, 1975) have
.nd the client’s reaction to be so severe
nzt the procedures had to be discon-
mued or greatly modified. On the other
nand. there is little evidence of harmful
de effects of electric shock (Carr &
aas, 1983, p. 235).
Similarly, when one examines physical
fiameer (O the offender and implementer,
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as well as time away from the program,
procedures such as exclusion time-out
and overcorrection should come out
worse than electric shock and water mist.
The hierarchy that prevails in most set-
tings, however, is reversed.

What appears to be most influential in
constructing treatment hierarchies is
public offensiveness . This is an important
consideration in any program. Ignoring
public sentiment would be harmful to the
field and to the individuals whom it ser-
ves. How, then, should professionals
proceed when public sentiment is in op-
position to the optimal treatment
protocol? Yielding to or compromising
with public opinion could be harmful to
the individuals whom behaviorists are
serving. The best strategy then would be
to educate the public as to the rationale
for applying a certain procedure. In this
regard, behaviorists would be no different
from physicians who once had to convince
the public that dissecting cadavers was not
a medical perversion, but a necessary prac-
tice for research and educational purposes.

MYTH SEVEN - THE ASSOCIATION
FOR BEHAVIOR ANALYSIS 1S
PROPUNISHMENT

he debate over whether the use of
aversive procedures in selected situa-
tions is ethical and necessary is similar to
the debate over the ethics of medically
performed abortions. The emotion on
either side of each argument has one ob-
vious similarity. Another similarity is the
use of labels in the debates. The abortion
question takes on one meaning when one
side calls itself "prolife." The implication
is that the other side is "antilife" or
"prodeath." It takes on still another
meaning if one side calls itself
"prochoice," the implication being that
the other side is "antichoice."
In the debate over the use of aversive
procedures, one side can call itself "an
tipunishment," implying that its op-
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ponents are "propunishment." On the
other hand, professionals who see the
need to use all available treatment op-
tions can call itself "protreatment," imply-
ing that the other side is "antitreatment."

The use of labels in this manner may be
functional inwinning a refereed debate or
a political campaign, but it does not
resolve the question of whether the use of
aversive procedures is necessary. The
fact does remain, however, that there is
widespread disagreement among profes-
sional organizations on this key question.

In 1982, the executive committee of
The Association for Persons with Severe
Handicaps (TASH) passed a resolution
that implicitly rejected the use of many
forms of punishment with persons with
severe handicaps. Later, a book written
by LaVigna & Donnellan, (1986) went
further in explicitly rejecting all forms of
punishment, as well as extinction.

Some professional organizations took a
different position on the question of ap-
propriate treatment. The Executive
Committee of the Association for Be-
havior Analysis (ABA) appointed a task
force to specify the treatment rights that
each individual should be granted. The
report of the task force (which was later
endorsed by its members and became of-
ficial ABA policy) specified a number of
individual rights. These include the rights
to a therapeutic environment, services
with a goal of personal welfare, a com-
petent behavior analyst, a program that
teaches functional skills, ongoing evalua-
tion of programs, and effective treatment
(Van Houten et al., 1988).

Indescribing the right to effective treat-
ment, the ABA task force specified that
exposing individuals to restrictive proce-
dures should be prohibited unless such
procedures were necessary to produce safe
and socially significant behavior change.
The report also stated that individuals
should not be unnecessarily exposed to non-
restrictive but ineffective procedures.

Such a position can hardly be regarded
as "propunishment." Rather, it is a
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protreatment position in its most com-
prehensive and ethical sense. It prohibits
the use of restrictive procedures when
unnecessary. It prohibits the excessive
application of nonaversive but ineffective
procedures. Yet, it also recognizes the
importance of behavior change in
people’s lives and extends treatment op-
tions to include the use of restrictive pro-
cedures when necessary and when in the
person’s best interests.

In a related manner, the position of B.
F. Skinner, the modern founder of be-
haviorism, has been brought into the
debate. Although the opinion of any one
individual should not be decisive on any
question, it is difficult to ignore the posi-
tion of a person with Skinner’s prestige.
At one point, the Community Services for
Autistic Adults and Children was circulat-
ing avideotaped interview of Skinner that
gave the impression that he was opposed
to the use of punishment procedures.
Skinner complained that the editing of
the tape distorted his views, and he
clarified his views with the following
statement: "Some autistic children, for
example, will seriously injure themselves
unless drugged or restrained, and other
treatment is then virtually impossible. If
brief and harmless stimuli, made precise-
ly contingent on self-destructive be-
havior, suppress the behavior and leave
the children free to develop in other ways,
I believe it can be justified" ("Skinner
Joins..." 1988).

MYTH EIGHT - NONAVERSIVE PROCE-
DURES ARE NOW AVAILABLE TO
TREATALL BEHAVIORAL DISORDERS

laims that aberrant behavior can be

managed without the use of aversive
procedures are occurring with greater fre-
quency. Donnellan and LaVigna (1987)
claimed, for example, "Our review of the
literature and experience with over 500
cases convince us that strategies are
presently available to deal with any prob-
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lem without resorting to aversive events."
Yet,abook by the same authors (LaVigna
& Donnellan, 1986) leaves me uncon-

vinced that such a goal has been

reached. Rather than dealing with
serious misbehaviors and individuals
with major handicaps, the text deals
mainly with mild management problems
and people who have minimal impair-
ments. Also, the authors frequently made
ireatment recommendations without
ziting supportive research and, at times
perhaps, unknowingly), recommended
zsing punishment procedures (Axelrod,
1987).

A much publicized alternative to proce-
Zures using a punishment component is
«nown as Gentle Teaching (Menolascino
& McGee, 1983; McGee, 1985). The ap-
oroach purportedly rejects the use of
~unishment procedures and, instead, em-
ohasizes developing a humanistic and

cerated relationship between student
:nd teacher (or client and therapist) that
~=sults in bonding. The bonding is said to
nzlp teachers gain control over inap-
sropriate student behavior.

The assertions concerning the effec-

weness of the Gentle Teaching approach
we vast. McGee (1985), for example,
c2mms to have successfully treated 650
ninviduals at a psychiatric institute over
: Tve-year period. The behaviors profes-
«Zv included self-injury and aggression,
wnc the clients were described as having
‘evels of mental retardation.

Mudford’s (1985) examination of

1:Gee’s Gentle Teaching approach
zached far different conclusions. Mud-

=2 pointed to McGee’s failures to: (a)
iescribe applied behavior analysis prac-

c=s and concepts correctly, (b) deal with
niniduals with profound impairments,
ans (c) use research designs to evaluate
mzztment outcomes. He also indicated

net McGee used the same punishment
~acedures that he had condemned in the
-« of others! Thus, Mudford (1985)
irgues for the continuation of
maunsireamed behavioral practices.
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Also, Jordan, Singh, and Repp (1989)
point out that there has been no inde-
pendent evaluation of McGee’s success
with Gentle Teaching, and that most of
McGee’s results are in the form of infor-
mal observations of client progress.
Rather than using experimental control
conditions, Jordan et al. (1989) indicate
that McGee employs before-and-after
videotaped vignettes. In a direct com-
parison of visual screening and Gentle
Teaching in reducing three cases of
stereotyped behavior, visual screening
was found to be superior in dealing with
the target behavior and resulted in more
bonding between the clients and the pro-
gram implementer than Gentle Teaching
(Jordan, et al., 1989)!

Rimland (Blake, 1988) recently con-
ducted a survey of professionals on the
necessity to use aversive procedures in
selected cases. The report cited a review
of more than 60 studies by LaGrow and
Repp (1984) which found that "aversive
procedures as a class were more effective
than positive procedures, manipulation of
the environment, and sensory extinction."
Rimland concluded that if his own son,
who has autism, were to engage in self-in-
jurious behavior, he would use aversive
procedures, including electric shock, if
positive reinforcement procedures
proved ineffective.

Recently, TASH made its first annual
Award for Distinguished Contributions
to Non-Aversive Behavioral Intervention
(Setting the Stage, 1988). Also, the
federal government has awarded Dr.
Robert Horner, University of Oregon, a
grant of $5.5 million to explore nonaver-
sive technology for behavior manage-
ment. I applaud such efforts and hope
that more professional organizations and
granting agencies will engage in similar
practices. As for myself, I recently par-
ticipated in a study in which the noncom-
pliant and aggressive behaviors of a 40
year-old man were modified without the
use of aversive procedures (Neuman,
Park-Yu, & Axelrod, 1988).
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Regardless of the development of new
technologies of nonaversive behavior
management, I do not believe that our
field should abandon the option of using
aversive techniques in selected cases. We
have not reached the point where we can
discard an effective technology. At
present, we cannot even be certain of the
types of behavior problems that we may
encounter. In this regard, we are similar
to the medical profession that did not
predict the onset of the lethal disease
AIDS. If we disallow procedures that
might be effective, we are relegating our-
selves to a position in which we do not
regard behavioral disorders with com-
plete seriousness and with complete com-
mitment. The medical profession does
not outlaw surgery when new forms of
medication prove effective. Rather, it
changes the conditions under which
surgery can be used.

I believe this is the same posture our
field should take. When we become more
sophisticated in this use of nonaversive
strategies, we should limit the conditions
under which restrictive procedures are
used.

MYTH NINE - PEOPLE WHO OPPOSE
THE USE OF PUNISHMENT PROCE-
DURES WITH INDIVIDUALS WITH DIS-
ABILITIES NEVER PUNISH PROFESSIONALS
WHO DISAGREE WITH THEM

A fter listening to and reading the com-

ents of those who advocate the use
of nonaversive practices in developmen-
tal disabilities, one cannot help but
wonder whether the advocates have
eliminated the use of aversive procedures
in all aspects of their own lives. Do they
use only positive procedures with their
children, with their spouses, with their
colleagues, and with professionals who
disagree with them?

Obviously, observing the practices of
the advocates in their personal lives is
difficult. Observing their behavior
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toward professionals who disagree with
them is much easier. In fact, the advo-
cates have used criticism during television
shows (e.g., ABC’s Nightline); they have
harassed presenters at professional con-
ferences; they vehemently have
denounced SIBIS (an electric shock
device designed to reduce self-injury) at a
press conference; and they have called for
the closure of the Behavior Research In-
stitute in Providence, Rhode Island.

None of the above actions sounds like a
positive approach toward behavior
change; nor do the words of LaVigna and
Donnellan (1986, p.7) who sarcastically
state that if one were only interested in
eliminating behavior a "flaming arrow
through the heart would be sufficient.’
The same authors are devisive when
they state, "Those who are irrevocably
wedded to the use of aversive interven-
tion will dismiss our position out of
hand" (p. 182).

As mentioned earlier, McGee is
aproponent of the Gentle Teaching
approach and an opponent of the use of
punishment procedures. Yet, in a sum-
mary of McGee’s tactics, Mudford
(1985) stated, "The conclusion is in-
evitable that (McGee’s) ill-researched
vitriolic attack on mainstream behavior
analysts/therapists...is definitely incorrect
and possibly libellous" (p. 268). Iwata (1988)
wonders, "Why is it the same people who
denounce the use of relatively harmless aver-
sive contingencies to eliminate life-threaten-
ingbehavior of aretarded individual, notonly
support aversive cultural practices, but also
routinely subject their own children and
coworkers to stimuli that are functionally
similar to the ones they abhor?" (p. 150).

The advocates also have been consis-
tent supporters of legislation that would
punish professionals who disagree with
them. For example, a bill that was
presented to the Massachusetts Legisla-
ture (Senate Bill #607) would revoke or
suspend a program’s license, approval.
certification, and funding if the program
violated its position on the use of restric-
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¢ procedures. In a similar manner, a
~:1l that was presented to the United
states Senate (Senate Bill #1673) would
isallow Medicare/Medicaid payments.
.zither of these bills, nor ones that were
oresented to the legislatures of Min-
nesota and California, have become law

date but, without doubt, their intent is

nunish the behavior of professionals
n0se practices they deem inappropriate.
4s I observe the actions of the advo-
~2tzs. I must agree that I probably would

= punishment procedures also if I

<hed to change some practices of other
vrofessionals. Perhaps that is the lesson
» zll of this. Sometimes changing human
nchavior without invoking punishment
mractices may be impossible.

- UNCLUDING COMMENTS

{f individual’s right to effective and
+« Ahumane treatment is undeniable.
defining the parameters of such a
"27 1s a matter of great debate among
“essionals. Those who reject a proce-
= on philosophical grounds are
zated to replace it with one that is at
¢ as effective or to show that an in-
Zual is better off with the behavior
cmazaining unchanged. In my own
wmon. this has not always been done;
some people have been denied their
=2t 10 effective treatment. "Not to rescue
7 from an unhappy organization of
ehavior is to punish him, in that it
him in a state of recurrent punish-

Baer, 1970, p. 246).

support for the selective use of
mctive procedures does not mean that

o field does not have important ques-

1o investigate. Some that occur to
e as follows:

Are behavior analysis proce-
“ures--both restrictive and non-
“estrictive--being applied properly?

- Has success with punishment
srocedures diminished the search

© less restrictive alternatives?
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3. Are punishment procedures left
in effect too long without efforts
made to withdraw them?

4. Are procedures used with
people with handicaps that would
not be used on people without
handicaps?

5. Is the term "punishment" so
emotionally charged that an objec-
tive evaluation of the process is no
longer feasible?

Our chore is always to investigate ques-
tions and devise procedures that will im-
prove the quality and diversity of
behavioral technology. Our present man-
date is to implement the least restrictive
but effective techniques, while simul-
taneously devising alternatives that are
equally effective, and less restrictive.
This outcome will not be achieved by
exploiting the emotions of the public, or
through political manipulation, but
through further development of the
same humane and scientific process that
accounts for the immense gains that ap-
plied behavior analysts have already
made.
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