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Preface

Entering a full-time private practice and forsaking the comforts of a
regular paycheck was a difficult decision for me. Fortunately, I was able
to begin my practice on a part-time basis in space rented from two
physician friends. By using my behavior skills for self-management and
organization, I was then able to help my practice grow so that, with
some trepidation, I moved into a full-time practice. I have continued to
maintain my practice according to the same ethical, professional, and
business assumptions discussed in this book.

One of the reasons for my writing this book is that, at the time I
was beginning my practice, there was no one text that helped me begin
or to explain what “nuts and bolts” issues I needed to consider. As my
practice has grown, I continued to see a need for a resource text to help
the beginning therapist get started. I decided to describe the assump-
tions, methods, and issues that I have used so as to present a discussion
of timely issues relevant to the practice of behavior therapy.

This book is the result of an idea that arose out of a chapter I wrote
for Volume 17 of Progress in Behavior Modification, edited by Michel Her-
sen, Richard M. Eisler, and Peter M. Miller. Within this text, I have tried
to pull together not only all the pertinent behavioral literature I could
find but also traditional clinical psychology and business literature as
well. In this manner, the clinician can have a broad-spectrum look at
establishing and maintaining a behavior therapy private practice.

Chapter 1 presents a comparison of behavior therapy with clinical
psychology as well as the advantages and disadvantages of a behavioral
practice. Chapters 2 and 3 describe the methods for getting started and
conducting the practice. Getting and “nurturing” referrals as well as the
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viii PREFACE

methods for intake, assessment, treatment, and follow-up of a client are
some issues in these chapters.

Chapter 4 outlines and briefly discusses the various procedures
from all areas of behavior therapy used in clinical practice, whereas
Chapter 5 provides the therapist with the ethical standards and guide-
lines for professional services. Chapters 6 and 7 detail various “tools of
the trade” such as recording and treatment forms, equipment, texts,
computers, and continuing education.

In Chapter 8, I discuss various issues relating to being a behavioral
consultant to agencies, schools, retardation centers, and businesses. The
growing influence of employment assistance programs, health mainte-
nance organizations, and preferred providers organizations provides a
new market for short-term, effective treatment such as is available through
behavior therapy.

In Chapter 9, the “nuts and bolts” business issues of practice are
discussed. Financially, “getting started” and “keeping going” one’s prac-
tice is a never-ending challenge of monitoring expenses and minimizing
overhead. On the other hand, developing quality services and earning
a good reputation for such services will greatly offset overhead expenses
to ensure that the practitioner “survives” as well as is financially com-
fortable in the public marketplace.

Chapter 10 presents some case histories from my practice that
exemplify the variety of clinical populations and problems served. In
Chapter 11, I have provided the clinician with a discussion of several
issues relating to the new directions in the field. Certification and licen-
sure, peer review, considerations of treatment regarding “setting events,”
and the influence of behavior therapy in the formulation of social policy
are some examples.

The intent of this text is to provide the beginning and practicing
clinician with the basics of establishing and maintaining a behavior ther-
apy private practice. Though a variety of issues are discussed and high-
lighted in this book, the clinician must continue to rely on expertise,
experience, and innovation, clinically and from a business standpoint.
It is hoped that this guide will assist the clinician in this endeavor.
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Behavior Therapy

Foundations for Clinical Practice

The science of psychology is a multifaceted discipline that examines all
aspects of human behavior. From research, psychologists have been able
to describe and explain the hows and whys of behavior based on the
tenets of experimental, social, personality, physiological, and behavioral
psychology. Applied psychology has sought to integrate this scientifi-
cally obtained information, formulate hypotheses, and develop methods
of treating a variety of clinically significant problems in settings such as
public service agencies, hospitals, schools, clinics, and private practice.
Behavior therapy has, in its brief history, evolved as one of the most
viable forms of applied psychology used in these settings.

1.1. DEFINITION OF BEHAVIOR THERAPY

Despite the fact that behavior therapy has established itself as a
viable therapeutic approach, there is no single definition generally agreed
to represent the field by those calling themselves behavior therapists.
Brown, Wienckowski, and Stolz (1975) define behavior therapy as the
application of principles of experimental psychology to socially signifi-
cant problems for the purpose of alleviating human suffering and to
enhance human functioning. Included in this definition is the require-
ment that the behavior therapist systematically monitors and evaluates
the effects of the treatment procedures applied. The goal of behavior
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2 CHAPTER 1

therapy is, of course, to improve the self-control of the client by expand-
ing his or her behavioral repertoire of skills and abilities. Behavior ther-
apy attempts to do this by manipulating the consequences of the
individual’s behavior from the immediate environment. Wilson and
O’Leary (1980) view behavior therapy as simply a collection of principles
and techniques involving changing behavior; Kazdin and Wilson (1978)
view behavior therapy as an empirically based technology of behavior
change, whereas Krasner (1982) views behavior therapy techniques
entirely as methods of self-control. Wolpe (1973), on the other hand,
views behavior therapy in a more elaborate fashion. That is, Wolpe sees
this approach as a discipline in which the therapist, though attentive to
the emotional needs of the client, conceptualizes the presenting prob-
lems according to principles of learning and neurophysiology. Treatment
involves the manipulation of the complex interaction of the client’s
behavioral repertoire with his or her physiology whether the stimulus
is external or internal, simple or complex, and whether the response is
motoric, autonomic, or imaginal.

1.2. COMPARISON OF BEHAVIOR THERAPY WITH TRADITIONAL
CLINICAL PRACTICE

Behavior therapy and clinical psychology can be compared and
contrasted on several dimensions (Woolfolk & Richardson, 1984). First,
clinical psychology arose from the work of Freud, the humanists, and
the neo-Freudians. Inherent in each of these psychodynamic approaches
is a “value” system that specifies some optimum level of human func-
tioning (often varying from discipline to discipline regarding what is
optimum human functioning). Behavior therapy, on the other hand, is
based on a rather long history of experimental psychology in which
empirically tested clinical procedures have been developed from this
research. Behavior therapy assumes no such value system or perceived
functioning level, but rather targets goals mutually agreed upon by ther-
apist and client relating to the presenting problem only, and not on more
global life issues, as does clinical psychology. Behavior therapy separates
itself from value and attempts to relate predominately more to fact.

Second, the thrust of behavior therapy is based on its strong oppo-
sition to the role of the medical or disease model in the explanation of
behavior. Traditional clinical psychology adheres to this medical model.
By doing so, it frequently attaches generalized labels to “kinds” of peo-
ple, whereas behavior therapy focuses more on what specific behaviors
are dysfunctional (deficits, excesses, and lacking stimulus control) that
need to be changed.
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Third, contemporary behavior therapy has emphasized rationality
and logic in the treatment of clients since its precognitive days. With
the assimilation of the cognitive approaches (Beck, Ellis, Meichenbaum,
and others) into the realm of behavior therapy, the focus of treatment
is on logical thinking, rational behavior, and effective problem solving.
Clinical psychology, on the contrary, is more concerned with exploring
and developing one’s feelings rather than with the more cognitive activ-
ity of present-day behavior therapy.

Finally, because objectivity and fact are basic tenets of behavior
therapy, all monitoring, implementation of treatment procedures, and
goals in a behavior therapeutic approach are firmly grounded in the data
and in the objective development of a level of appropriate behavior
determined jointly by the therapist and client. Goals in traditional clinical
psychology are based on theories of personality not usually amenable
to empirical test, are more normative, and are frought with subjectivity.

1.3. THE GROWING INFLUENCE OF BEHAVIOR THERAPY

O’Leary (1983) in his presidential address to the Association for
the Advancement of Behavior Therapy (AABT) referred to the success
of behavior therapy in a variety of settings and its growing influence on
the helping professions. He emphasized the increased prevalence and
professional recognition of behavior therapists as evidenced by the
amount of published articles in behavioral and nonbehavioral journals,
the proportionally large amount of research grants obtained by behav-
ioral researchers, and by public and professional acknowledgment of
the effectiveness of behavioral treatment methods for clinically and socially
significant problems.

O’Leary cites a variety of statistics relating to the prevalence of
those who call themselves, and practice as, behavior therapists. First,
the two major orientations of treatment for child clinical psychologists
are psychodynamic and behavioral. In a survey of pediatric psycholo-
gists, 59% of them indicated that they were behaviorally oriented, whereas
only 39% said that they preferred the psychodynamic approach. For
psychologists working with adults, they, too, indicated a greater pref-
erence for the behavioral orientation than for the psychodynamic
approaches. Finally, a sample of the professional graduate schools of
psychology and practitioners from the National Register indicated that
the behavioral approach was among the top three orientations preferred
for therapy.

Professional publications have also seen a rise in the number of
behavioral research and application articles. O’Leary indicates that there
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has been a tremendous influence by behavior therapy in these journals.
A large majority of articles on psychological treatment involve some
aspect of behavior therapy. Further, the number of research grants from
the Psychosocial Treatments Research Branch of the National Institute
of Mental Health (NIMH) have been largely in favor of behavior therapy
treatment-outcome studies. Of those grants awarded in 1982, 74% of
them were given to behavioral researchers. In addition, this fact is so
impressive to the NIMH that this government facility is considering
asking behavioral researchers to study nonbehavioral methodologies
because of their excellent track record in behavioral outcome studies.

To determine the public’s image of behavior therapy, O’Leary
reviewed and rated newspaper articles for the New York Times from 1965
to 1983. Of course, in the days of misuses and abuses of behavior therapy
and behavior modification, the field received a great deal of bad press
and was viewed as using psychosurgery, or techniques similar to those
used in Stanley Kubrick’s film A Clockwork Orange, and brainwashing.
From 1968 to 1978, behavior therapy was, therefore, viewed as predom-
inately negative. However, from 1979 to 1983, newspaper articles
describing behavior therapy techniques and the field’s general approaches
have been generally positive and quite favorable.

Finally, in a review of various areas of clinical behavioral interven-
tion, O’Leary also found favorable indications of the strong and growing
influence of behavior therapy. Azrin and his associates” successful work
in the field of retardation, marital therapy, job finding, and alcoholism,
Lovaas’s longitudinal research in the field of autism, Patterson’s studies
with aggressive boys, O’Leary’s work with hyperactivity, Rachman’s
treatment of agoraphobia, Jacobson’s research with marital discord, and
Beck and his associates” work with depression all have resulted in tech-
niques that the practitioner can apply with at least moderate effective-
ness and that are empirically demonstrated to relieve human suffering.

In summary, there is an obvious growing influence of behavior
therapy on the fields of psychology, psychiatry, and mental health in
general. Behavior therapy has such promise that researchers are looking
toward ways of influencing social policy and mental health standards
in both the public and private sectors of our society.

1.4, THE ADVANTAGES AND DISADVANTAGES OF A PRIVATE
PRACTICE IN BEHAVIOR THERAPY

Browning (1982) has discussed many advantages and disadvan-
tages of private practice, regardless of treatment orientation. Private
practice affords an individual freedom to direct what work is done, when
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to work, how much is earned, and allows for immediate feedback of
one’s successes. However, the practitioner also becomes an administra-
tor who can get bogged down in red tape. The practitioner is personally
responsible for success or failure in the practice, and self-management
contingencies are necessary to get through what Browning terms the
“roller coaster effect” of referrals and services in private practice.

Behavior therapy has, in the past, been maligned as a viable means
of treating behavioral and emotional problems. Early claims of the
approach being nothing more than bribery, being too “controlling,”
“manipulative,” “mechanical,” and too “simplistic” still linger in the
public and private sectors. Abuses of this approach in the 1970s resulted
in litigation that altered how practitioners of behavior therapy applied
their knowledge. Out of this litigation came such policies as fully informed
consent, a statement of rights for the retarded, those with psychopath-
ology, and those in prison, the requirement of peer review committees
to ensure that the rights of the client are protected, and the consideration
of the least restrictive alternatives for treatment of client problems. With
such controversy, there are many professional risks and some benefits
one must consider, over and above those typically associated with a
traditional private practice, before beginning a behavior therapy practice
(Drash & Bostow, 1981).

The first obvious advantage is that the field of behavior therapy is
presently enjoying more credibility and wider use by psychologists and
other counseling professionals (Smith, 1982). Progress has been made
in the field, and there is greater diversity of available techniques for
treating different clinical problems.

Smith (1982), in an article discussing current trends and therapists’
preferences for different types of therapies, found that behavioral and
cognitive/behavioral psychology represented one of the strongest trends
in counseling and clinical psychology today. In a questionnaire sent to
clinical and counseling psychologists, approximately 58% of the
respondents indicated that the most influential psychotherapists in the
field of psychology today were from the behavioral and cognitive ori-
entations (e.g., Bandura, Beck, Ellis, Lazarus, Meichenbaum, and Wolpe).
Approximately 45 to 50% of those polled indicated that books and authors
currently most representative of the counseling and psychotherapy field
were written by these behavioral and cognitive/behavioral psychologists.
According to Smith, therefore, current directions in therapy emphasize
an integration of the behavioral, social, cognitive, and physiological tech-
niques frequently associated with behavior therapy.

Second, the therapist can provide to the client a practical approach
to resolving the presenting problems better than in more traditional
forms of psychotherapy (Stolz, Wienckowski, & Brown, 1975; Wolpe,



6 CHAPTER 1

197%). Specifically, in behavior therapy, presenting problems are viewed
as learned behavior and emotion, which are maintained by the current
environment, both inside and outside of the body. Operational defini-
tions of such events, combined with a functional analysis of how the
client’s problems developed and have been maintained, allow for the
use of scientific procedures that have been shown to be of a least mod-
erate effectiveness. The therapist and client set clearly defined thera-
peutic goals. The client can then logically see when these goals are
achieved, whereas the therapist can then modify treatment as the data
reflect such a need to do so.

Third, as pointed out by Eysenck (1960, 1964) and Wolpe (1973),
behavior therapy is more efficient and, therefore, more cost-effective for
the client. Success rates are reported at 70%, 80%, and 90% (Kaplan,
1982; Swan & MacDonald, 1978; Wolpe, 1973) using behavior therapy,
whereas rates of 40 to 50% are typical in traditional forms of therapy.
The number of sessions typical for behavior therapy averages approxi-
mately 30, as compared to greater than 100 sessions for traditional
psychotherapy and psychoanalysis. If psychotherapy averages $50 to
$75 per hour (Drash & Bostow, 1981; Kaplan, 1983; Psychotherapy Finances,
1984; Whalen, 1978), the client realizes substantial savings. In a ques-
tionnaire submitted to the private clients of this author, a similar success
rate of 80% was obtained. Furthermore, long-term follow-up data of 1
to 2 years reflected a 70 to 75% maintenance of the effects of treatment.

Fourth, behavior therapy can address populations of clinical prob-
lems not usually amenable to traditional forms of psychotherapy. Retar-
dation, autism, social skills deficits, sexual dysfunction, phobic reactions
in children and adults, and learning disabilities are some examples.
Hence, behavior therapy can provide a greater referral base because of
its diversity of techniques.

Finally, there is much emphasis in behavior therapy toward train-
ing the client to serve as his or her own therapist while the referred
problems are being resolved. Because the behavioral model is one that
emphasizes a reeducation of how behavior and emotions develop (Ellis,
1975; Wolpe, 1973), the client is then in a better position to avoid future
problems due to this reeducation process. This model is more efficient
than traditional approaches, which can continually reinforce a depend-
ent client-therapist relationship.

The disadvantages of a private practice in behavior therapy cannot
be ignored, however. In its youth, behavior modification and therapy
was often viewed, simplistically, as the “M & M” science. Second, inde-
pendent behavioral practitioners may still suffer from the stigma and
bad press due to misinterpretations and misrepresentation by the media.
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Turkat (1979) and Turkat and Feuerstein (1978) gave much evidence for
the negative image of behavior therapy, and the role that the media has
played in stigmatizing behavior therapy. Wicker (1974) and Nordheimer
(1974) have written articles that have done much to misrepresent behav-
ior therapy as “Chinese torture,” “brainwashing,” and “sensory depri-
vation.” Although behaviorists have attempted to correct this negative
viewpoint by emphasizing fully informed consent, client rights, peer
review, and least restrictive alternatives in the use of behavioral tech-
niques, the negative image, unfortunately, still lingers.

Third, professionals who practice traditional clinical psychology
and psychiatry are prone to view the behavior therapist with much
skepticism and, possibly, ridicule. There is still some hesitance by tra-
ditionalists toward viewing this pragmatic approach to therapy as a
powerful means of helping clients. Rather, this approach may be viewed
more as being narrowly limited in the scope of problems that it addresses.
Referrals may be made to the behavior therapist for treating a child’s
bedwetting or thumbsucking or an adult’s phobias, but treating depres-
sion, sexual problems, family difficulties, and other “deeper” psycho-
logical difficulties is left to the traditional psychotherapist and psychiatrist.
Fortunately, this problem is lessening in its influence, as has been implied
by Smith (1982).

Fourth, the public has, for so long, been exposed to the medical
model for dealing with problems. Those of the lay public who believe
that psychological difficulties are manifestations of some inner illness
are less likely to enter therapy based on a learning theory approach to
resolving clinically significant problems. Clients may not want to be
presented with an explanation as to how various antecendents and con-
sequences have contributed to the development of the frequency, dura-
tion, and topography of their behavior problems. Clients may not want
to correct their problems through behavioral tasks but may “believe,”
instead, that change in their suffering is solely the responsibility of the
therapist. The expectations of the client may be for a more psycho-
dynamic explanation and problem resolution where the therapist is the
authoritarian and omnipotent resolver of conflict.

Last, there are economic disadvantages for the private practitioner
in behavior therapy. The length of therapy time is shorter and requires
a wider referral base than more traditional psychotherapy, which empha-
sizes long-term therapy. The shorter the time of treatment, the more
clients are needed to maintain one’s practice. Also, there is less “front-
end loading” (Drash & Bostow, 1981) in that traditional psychotherapy
often requires comprehensive and costly psychological testing before
therapy, which can generate sizable incomes for these services alone.
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By contrast, the behavior therapist is more concerned about direct—
rather than indirect—measures, so that income to maintain a private
practice may have to be generated in other ways. Furthermore, insurance
companies still vary as to whether they will accept for reimbursement
the services of the behavior therapist. “Freedom of choice” legislation
and a greater recognition of the effectiveness of behavior therapy (Birk
et al., 1973) have, to some extent, lessened the economic dangers of a
behavioral practice.



Getting Started in a Behavior
Therapy Private Practice

The methods and mechanics for setting up and nurturing a behavior
therapy private practice cannot be found in the research literature. As
Goldfried (1983), Lubetkin (1983), and Wachtel (1977) suggest, clinical
observations and a clinician’s experiences are important, even though
unsystematic, criteria for the successful practice of behavior therapy.
The beginning therapist should have guiding principles on which to
base his or her practice, a plan for getting referrals, and some ideas as
to what services will be provided as the early stages of planning a practice
begin.

There are a variety of texts on the subject of private practice (Brown-
ing, 1982; Keller & Ritt, 1983; Pressman, 1979). The assumptions for the
establishment of a private practice discussed in these texts involve a
number of issues. First, the beginning clinician must determine whether
he or she has the professional competence and the skills to provide the
broad-based mental health services that are usually provided in private
practices. With sufficient consideration given this issue, the clinician
must then determine what problems and populations will not be served
and those that will. Second, there is an increased need for the clinician
to have excellent organizational skills. By organizing the operation of a
clinical practice from a business as well as from a professional standpoint,
the clinician is better able to provide quality services, track the client’s
progress and problems, monitor the myriad business responsibilities and
problems that can arise, and have the time to continually upgrade the
overall delivery system of services of the practice. Third, the therapist

9
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must have sufficient self-management skills to keep the practice oper-
ating, to adhere to the regimen of case review and management, to self-
reinforce appropriate clinical behaviors, and to provide self-corrective
feedback when errors of judgment or procedure occur. Finally, the begin-
ning practitioner must be prepared for the heavier demands on his or
her family, due to increased time and responsibilities devoted to the
practice. The therapist may sometimes get behind schedule and then
work late the remainder of the day into the evening hours. Workshops
are often given after clinical hours in the evening. Professional meetings
are also convened in the evening hours. Emergencies such as potentially
suicidal clients, child abuse evaluations, and court testimony may further
disrupt the schedule.

For the behavior therapist, there are additional assumptions that
are very important to an independent practice. The behavior therapist
beginning in private practice assumes the following;:

1. The behavior therapist can survive in the public marketplace. As Smith
(1982) states, there is a decline in the use of more psychodynamic
approaches in favor of behavior and cognitive/behavioral therapeutic
techniques. Therefore, an individual practitioner using these methods
will be more successful with his or her clients and, therefore, build and
maintain a large referral base.

Drash and Bostow (1981) discussed the benefits of a practice of
behavior therapy in terms of getting referrals. Behavior therapy can give
greater assurances of rapid progress and results, is very pragmatic in its
treatment approaches, reduces the length of time needed for treatment,
is more suitable to prepaid therapy plans due to its focus on short-term
but effective treatment, and is more broad-based in that it can address
a wider range of clinical problems than can traditional psychotherapy.

2. A “general practitioner” behavioral approach facilitates referrals and a
broad base of services. The applied behavioral research community has
addressed a diversity of problems and populations, including parent
training, child behavior disorders, child abuse, depression, learning dif-
ficulties, retardation, family conflict, autism, marital discord, job-finding
skills, aloholism and other substance abuse, sexual dysfunction, com-
munity energy consumption, fears and nervous habits, and stress-related
disorders. Taking a “general practitioner” behavioral approach means
being able to treat behaviorally an assortment of these and other clinical
problems. The behavior therapist must assume the general practitioner’s
role for two reasons. First, it provides the therapist with continually
different cases to treat and, thus, requires close contact with the profes-
sional literature in many different areas. Such variability in referred
problems helps avoid “burnout” and facilitates professional develop-
ment. Second, diversity in the problems treated in a behavior therapy
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private practice allows for more referrals from different sources. This
diversity then forms a wide referral base on which to run a private
practice. The behavior therapist can serve as a behavioral consultant
writing treatment programs for schools, retardation facilities, clinics,
business and industry, (conducting workshops on stress management,
assertiveness training, and behavior modification), develop a job-seekers
club, weight control and smoking cessation groups, conduct parent train-
ing groups, and conduct therapy with children, adolescents, and adults
individually and in groups. Such diversity facilitates a regular flow of
client referrals.

Within the context of a broad-based referral system, one can define
some limits of specialization. Fishman and Lubetkin (1983) indicate that
a “lion’s share of referrals” may occur in the specialty area that the
clinician may select (e.g., phobias, sexual disorders, social skills deficits,
or tics). However, it is recommended that the clinician first get estab-
lished in the community as a behavior therapist, and then gradually
begin to limit the practice or some portion of the practice to some spe-
cialty area. This approach thus avoids too much specialization and a
narrowing of the flow of referrals to the practice.

3. The behavior therapist is often the “stepchild” in the community. As
stated previously, an independent practitioner of behavioral psychology
is likely to be looked upon by fellow colleagues and other helping profes-
sionals as having a practice that is limited in scope. Referrals, therefore,
may be for discrete problems, such as tantrums, bedwetting, and pho-
bias, whereas the “deeper, rooted” problems are believed to be best dealt
with in long-term traditional psychotherapy.

4. It is lonely for the behavior therapist in the private practice community.
Even one’s fellow psychologists may look upon the behavior therapist
as one who takes a narrow view of psychotherapy. One may, therefore,
be isolated professionally from other practitioners in the community.
Professional development must rest, then, on attendance at periodic
behavioral seminars in cities near and far, the annual conventions of the
Association for the Advancement of Behavior Therapy (AABT) or the
Association of Behavior Analysts (ABA), or reading cover to cover one’s
journals and books. In the United States, there are, of course, geographic
areas where there is a larger distribution of behavior therapists in prac-
tice. These individuals can meet to discuss particularly perplexing client
problems, professional and business experiences in practice, and the
recent innovations in the field of behavior therapy.

5. Reeducation of the professional community and lay public is a necessary
part of private practice. Despite the fact that behavior therapy has enjoyed
greater exposure, the professional community and lay public still may
view its tenets and techniques with outdated claims of bribery, use of
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M & M’s, or the “carrot-and-stick” approach. It is vital that the behavior
therapist be invited to speakers’ bureaus, and talk at medical and dental
society meetings, PTA meetings, or on radio and television about the field
of behavior therapy, its advantages, its criticisms, and its contributions.
These attempts to correct public and professional misconceptions as
described by Turkat (1979) can facilitate referrals, greater recognition,
and credibility of the behavior therapist in the community.

6. Reeducation of the client toward a behavioral analysis approach should
accompany behavioral assessment and intervention of the referred problems. In
therapy with clients, a behavioral approach is a rather novel and scientific
way to analyze the client’s difficulties. The client may have misconcep-
tions about his or her difficulties (Wolpe, 1973), and these misconcep-
tions can inhibit progress by the client. Briefly educating the client as
to how his or her maladaptive behavior was generated and how mod-
ification of the contingencies in the environment in conjunction with
other behavioral and cognitive/behavioral procedures can influence more
adaptive behavior, can facilitate treatment, and teach the client to be his
or her own therapist.

7. Objective assessment and evaluation measures are a vital part of behavior
therapy private practice. In order to define the extent of the effectiveness
of the behavioral procedures being used, it is vital for the therapist to
require the client to collect data on the frequency, rate, latency, and/or
duration of the targeted problem. Data sheets and graphs should be an
integral part of the client’s file. This objective data collection and pres-
entation allows the therapist to troubleshoot the prescribed procedures,
as well as to give feedback of progress to the client.

8. Behavior intervention methods should, in most all cases, be based upon
researched and published procedures showing at least moderate success. This is
an obvious assumption for the behavior therapist. In planning treatment,
the therapist should refer to the literature on the presenting problem.
This literature review forces the professional to stay current with the
basic and applied research literature and provide support for the pro-
posed methods of treatment. This assumption also suggests the need
for taking continuing education courses for upgrading one’s skills.

9. A broad-spectrum behavioral approach encompassing the five roots of
behavior therapy—behavior modification, classical conditioning, social learning
and self-control, cognitive psychology, and psychophysiology—is very effective
for treating the diversity of problems referred. One can expand the scope of
services that are offered by practicing broad-spectrum or multiform
behavior therapy. The availability and variety of the procedures devel-
oped in behavior therapy provide the therapist with a greater selection
of procedures effective for a diversity of problems and client populations.
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10. Working long hours beyond client or agency contact hours is necessary
for a successful private practice. Like any other psychology practice, time
beyond contact hours is necessary for report writing, treatment plan-
ning, case management, administrative duties, practice promotion, and
correspondence. In a behavior therapy practice, writing behavior pro-
grams during hours after the scheduled session time is additionally
necessary for keeping up with client progress, needs, problems, and
goals for treatment. This program planning, coupled with the other
general practice responsibilities, can make for long working hours.

11. Developing a business perspective as well as clinical perspective will
maintain one’s practice and enable it to prosper financially and grow profes-
sionally. The clinician must continually be aware of, and implement,
sound business practices that involve collections, accounts receivable,
accounts payable, taxes, insurance reimbursements, employee and busi-
ness insurances, investments, IRAs, Keogh and profit-sharing plans,
and legal and professional liability and expenses. In doing so, cash flow
is maximized to offset overhead, there is a reasonable profit margin, and
the business is well organized. The clinician must continually be aware
that his or her practice is also a business, so that decisions can be based

on not only what is good for the practice professionally but also from a
business standpoint.

2.1. GETTING REFERRALS

Getting referrals has often been referred to as “beating the bushes.”
This phrase, at least, implies that the practitioner seeks every avenue
for building up his or her referral sources. As Fishman and Lubetkin
(1983) point out, there is no substitute for a good reputation for getting
referrals. There are, however, indirect as well as direct methods for
developing a flow of referrals to the office. As one’s practice begins,
effectiveness and an overall good reputation must follow to maintain
these sources of referrals.

2.1.1. Indirect Methods

Some methods of presenting oneself to the public usually do not
result in a large number of direct referrals and are more indirect in their
value as referral sources. Being on radio or television talk shows, writing
an article for local, state, or national lay magazines or newspapers, or
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being quoted as an expert in newswriter’s articles on pertinent issues
are usually, by experience, trickling sources of referrals. However, as
Lubetkin (1983) points out, exposure on local talk shows and being quoted
as an expert in specialized science sections of the local newspaper are
more productive indirect methods of getting referrals. These practices
do serve overall to educate the public about behavior therapy so that
when the need arises, the public and various professionals will under-
stand more what behavior therapy is and is not, and who is identified
as a behavior therapist. Once educated, the public and professional
realms will then refer more clients to the behavior therapist. As reported
in a recent issue of Behavior Therapist (Keane, 1983), AABT has created
a media committee to facilitate greater favorable media coverage of events
and conventions in major cities across the country. Such coverage may
demystify and “rehumanize” the process of behavior therapy.

Browning (1982), in his book on private practice issues, refers to
the “seed principle” for getting referrals and expanding one’s practice.
Basically, this author suggests that by providing gratis services in the
beginning of one’s practice for such situations as hardship cases and
workshop hours, these early seeding efforts will return many referrals
to increase the client load. The author presents no data in support of
this principle, but research can be found in the behavioral literature to
lend credence to such an approach. In studies of social comparison
processes (Hake & Vukelich, 1973; Hake, Vukelich, & Kaplan, 1973),
results suggest that persons tend to establish a reciprocal and cooperative
relationship in which reinforcers can be mutually earned and provided.
Azrin, Naster, and Jones (1973) applied this principle to the analysis and
treatment of marital discord. For the clients treated, reciprocity coun-
seling helped establish an environment in the home in which spouses
could once again serve as reinforcers for each other. Similarly, when
workshops are provided or therapy services are rendered gratis, the
principle of reciprocity, providing reinforcers to the one who reinforces,
may operate. Hence, Browning’s seed principle may have some validity
for the development of referrals.

2.1.2. Direct Methods

The direct methods of getting referrals involve both the lay public
and professional sectors in the community. Professionally, it is advisable
for the independent practitioner who is beginning in practice to:

1. Establish a listing in the telephone directory as a behavior ther-
apist (the telephone directory may be a poor source of referrals, depend-
ing upon the different regions of the country). Checking with the local
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professional psychological association regarding how to advertise taste-
fully in the newspaper, on the television and radio, or in the telephone
book is suggested (Fishman & Lubetkin, 1984). The yellow pages ads
can even be in boldface type for emphasis to potential clients. If a larger
block or display ad is chosen, this can be expensive and may not return
the necessary amount of new referrals to justify the expense. However,
if desired, the advertising division of the phone company will help
design an ad at no extra charge that conforms to the ethics of the profes-
sion. Also, when placing the ad strategically in the yellow pages listing,
Fishman and Lubetkin suggest the “Clinic” heading, as their clients
report referring to this heading first in the search for a therapist.

2. Give pertinent and timely talks to such professional groups as
dental and medical societies and the local bar association.

3. Visit family practitioners, internists, and pediatricians to discuss
services because these physicians see a variety of family difficulties.

4. Present programs to the grand rounds of physicians at various
hospitals on subjects of interest.

5. Talk with judges, individually and as a group.

6. Obtain privileges at the local psychiatric hospitals.

7. Do in-service training for teachers and principals.

8. Get appointed to the variety of professional boards such as the
Mental Health Association, Association for Retarded Citizens, and child
guidance clinics.

9. Obtain contracts for services through the Department of Health
and Rehabilitative Services, the Veterans Administration, Division of
Vocational Rehabilitation, Foster Care, and other public and private
agencies.

10. Introduce oneself to the professionals in the vicinity of the
office.

11. Consider offering lower fees than your colleagues as one begins
practice.

12. Teach courses at a local university because an excellent referral
source comes from faculty and former students at a university.

In the lay community, similar steps must be taken to insure referrals
will continue to the practice. Such methods include getting appointed
to lay boards, such as a private school board of directors. Also, placing
one’s name on all speakers’ bureaus of groups in the community, such
as Kiwanis, Rotary, the Masons, Pilot Club, Junior League, Parents with-
out Partners, National Council of Jewish Women, Knights of Columbus,
and others will, by speaking about issues in behavior therapy, help
identify one with behavioral psychology. Giving free workshops to
churches, private schools, or other community groups on a periodic
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basis, advertising these workshops in the local newspaper, and con-
ducting them on site in churches, schools, or hospitals is an excellent
method of exposure and source of referrals.

One of the most important direct methods of gaining referrals is
through attaining the goals set in therapy with a client and in successfully
completing treatment. The client will tell his or her friends, who will
then refer themselves, also. Such word-of-mouth referral proceeds geo-
metrically, not arithmetically. The best referral is by a satisfied client.
That client will also relate improvement to the family physicians, who
may then refer their other clients. Of course, client satisfaction is not
necessarily related to successfully mastering goals established in treat-
ment. Even if the client does not attain the treatment goals, the fact that
the professional practitioner has maintained a personal relationship with
this client and has provided quality services is also extremely important.

2.2. “NURTURING” REFERRALS: KEEPING A STEADY FLOW

There are many methods for getting referrals, but there is only one
method of keeping them. That is, as Lubetkin (1983) and Fishman and
Lubetkin (1983) point out, successfully maintaining a private practice in
behavior therapy requires the independent practitioner to establish and
“nurture” a personal relationship with other professionals, the lay pub-
lic, and, of course, the client. Although not necessarily behavioral ter-
minology, nurturing can be operationally defined to include but not be
limited to such behavior as the following:

1. Socializing with referring professionals at parties, sports, or other
social/professional functions.

2. Sending “thank you” notes or letters to referring professionals
stating appreciation for their referral and confidence in the services
provided.

3. Calling the referring professional to discuss his or her appraisal
of the client’s difficulties and concerns before treatment.

4. With the permission of the client, calling the professional who
referred him or her to provide an update of the client’s progress during
treatment, where appropriate. This is an especially important response
to a physician’s referral. Oftentimes, a physician will refer a client and
never hear about the client’s progress. Setting up a regular schedule of
calling the referring physician to update the client’s progress is important
to the physician and increases the likelihood of further referrals.

5. Sending a copy of the behavioral/psychological evaluation to the
referring professional (physician, psychiatrist), during and after treat-
ment, for his or her records and review. Such reporting allows for that
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referring professional to continue with the treatment of the client’s prob-
lems pertinent to his or her specialty.

6. Occasionally taking extra time with a client beyond the scheduled
50-minute hour (if such extra time does not interfere significantly with
the next hour’s client) to more thoroughly complete the therapy session.
Such extra time spent puts emphasis quite properly on the personal rela-
tionship rather than purely on the business relationship. Clients are
more apt to refer other clients who are looking for a competent, profes-
sional, and personable therapist more interested in providing profes-
sional services, rather than operating strictly as a business.

7. Using rapport building and relationship enhancement (Ford &
Kendall, 1979; Goldstein, 1980; Swan & MacDonald, 1978) techniques
before the therapy session gets underway and throughout the session.
Such variables as therapist “credibility,” “empathy,” “warmth,” and
“self-disclosure” are, according to Goldstein, important to the progress
of the client in therapy. These terms do need to be operationalized to
be useful in practice. Questioning and discussing nontherapy matters
with the clients, such as outside interests they have, an ill child, their
car repairs, or recent vacations allow for an easy transition to discussing
more critical issues. This personal, rather than mechanical, approach to
each therapy hour is highly beneficial to word-of-mouth referrals. Such
referrals are a major source of the client load.

8. Giving talks on subjects that appeal to a respective group of
people. Topics for such groups should be tailored to the requests from
the group (e.g., stress management techniques for the high-level exec-
utive). The titles of such talks need to be timely and “catchy” (Lubetkin,
1983). Using humor and engaging in relaxed mannerisms (smiling, joke
telling, using compliments and friendly quips to the audience) during
the talk are also part of this nurturing of referral sources (i.e., good
public relations). )

9. Spending extra time answering questions after a talk or work-
shop as well as snacking afterward with the audience over coffee and
donuts is an excellent method of establishing the personal relationship
with these referral sources.

2.3. PROFESSIONAL SERVICES OFFERED BY THE BEHAVIOR
THERAPIST

There are a variety of services that the behavior therapist can pro-
vide through the private practice. The following is a list and description
of these different services.
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2.3.1. Individual Therapy

Individual therapy service constitutes the backbone of the clinical
end of the practice. In individual therapy, the variety of clinical problems
referred are subject to therapeutic intervention. Such individual therapy
may involve adjunctive sessions with parents, spouses, teachers, or
other significant others in the client’s environments.

2.3.2 Behavior Group Therapy

Group therapy based on the Lieberman (1980) and Rose (1977)
models of behavior group therapy is an excellent addition to the practice.
Such a group can serve as a resource for the client in individual therapy,
for the client who experiences difficulty in social situations, and for the
client who cannot afford individual therapy but whose problems can be
legitimately dealt with in a group setting after some initial individual
sessions have been conducted to determine such a need. Fees for this
service are usually much lower than for individual therapy. Assertive
training, social skills training, and other closed-ended issues can be dealt
with in groups.

In group therapy, groups are usually somewhat homogeneous.
Clients are taught to define their problematic behavior and cognitions,
count target behaviors to change, and roleplay and implement treatment
procedures with the group members and therapist, similar to individual
therapy. Role playing, support, reinforcement, and generalization are
obvious benefits of group therapy to the individual client.

2.3.3. Behavioral Evaluations

Many facilities seek out the services of qualified behavior therapists
to assist them in a variety of ways. The entire facility may be in need
of an evaluation of its overall service delivery program with regard to
its behavioral services to its clients. Such treatment facilities as retar-
dation centers, state hospitals, schools, and mental health and child
guidance clinics secure the services of the behavioral consultant to eval-
uate the strengths, weaknesses, and deficits of the facility for its eventual
improvement. Second, the facility may be in need of specialized eval-
uation services for the purpose of providing assistance with dangerous
or difficult clients when previous behavior procedures have met with
little success. The behavioral consultant can observe the client, talk to
his or her trainers, and develop a treatment plan appropriate to the
problems presented.
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2.3.4. Parent Training

Parent training is an important area of child treatment, whether
used as adjunct to individual child therapy or exclusively as the primary
method of treatment. A structured approach to teaching parents effective
methods for child rearing and in dealing with specific clinical problems
of children is an important service that the behavior therapist can provide
through the private practice.

2.3.5. Marital Therapy

The field of marital therapy has seen rapid development of pro-
cedures helpful in relieving the problems of marital discord. The behav-
ioral clinician who chooses to provide marital therapy services either as
a specialty or as a regular service of the practice needs to ensure that
he or she is well read on the recent literature and expert in the innovative
procedures currently in that literature.

2.3.6. Sex Therapy

The procedures of sex therapy developed by such therapists as
Masters and Johnson, LoPiccolo, and Lobitz are highly effective for such
clinical problems as premature ejaculation, frigidity, impotence, and
vaginismus. This is a specialized area, and certification as well as con-
tinuing education may be needed to provide these services.

2.3.7. Job-Finding Training

The procedures developed by Azrin, Flores, and Kaplan (1975) have
served as the framework for job-finding clubs around the United States.
These procedures are highly applicable to programs through the Depart-
ment of Vocational Rehabilitation and university career counseling
centers.

2.3.8. Agency and Hospital Consultation

The behavior therapist/consultant can secure agency contracts to
provide behavioral services for in-service training, the structuring of
entire behavioral programs, or behavioral evaluations as described pre-
viously. Also, the behavior therapist can obtain hospital privileges to
assist the medical professional on such issues as medication compliance,
pain management, and other such behavioral and somatic issues.
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2.3.9. Business Consultations

With the recent advent of health maintenance organizations
(HMOs), preferred provider organizations (PPOs), and employee assis-
tance programs (EAPs), the behavior therapist is in the unique position
of providing short-term evaluations and treatment as well as being able
to conduct training seminars on such business-related issues as stress
management, assertiveness training, time management, and parenting
for the career employee.

2.3.10. Biofeedback Therapy

Biofeedback is used by therapists as an adjunct to psychotherapy
(e.g., electrodermal responses in desensitization, EMG training for relax-
ation training exercises). Biofeedback is also used to deal directly with
psychosomatic stress-related disorders such as migraine headaches,
insomnia, tension headaches, Raynaud’s disease, and spasmodic
torticollis.



Conducting a Private Practlce in
Behavior Therapy

3.1. GENERAL COMMENTS

As indicated in Chapter 2, the mechanics for setting up and maintaining
a behavior therapy private practice are not found in the research liter-
ature. Goldfried (1983) points out that the behavioral clinician’s work is
not a science or an art but a craft. That is, there is a plethora of research
articles validating clinical behavior therapy procedures. However, their
application to the problems of individual clients is under less controlled
conditions than in the research settings and is, certainly, less systematic
at times (Swan & MacDonald, 1978). Although there is a technology of
therapeutic change, the application of behavior techniques in private
practice is best done by the professionally sensitive and experientially
trained behavior therapist, that is, the skilled behavioral craftsman. Suc-
cessful behavior therapy is, thus, largely the result of a clinician’s expe-
rience (Lubetkin, 1983; Wachtel, 1977) rather than the mere result of
knowledge of the straightforward application of treatments of choice for
specific problems. Beck, Rush, Shaw, and Emery (1979) caution the
therapist in viewing behavior therapy as “gimmick oriented.”
Behaviorists are not very comfortable with subjective terminology
and nondefinable phenomena such as therapist “sensitivity,” which is
part of “craftsmanship.” However, this term can be defined operation-
ally. “Sensitivity” may then include the skills a therapist demonstrates
in identifying all antecedent and consequent events, describing the
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behavior topographically, gathering data on the client’s behaviors, and
determining which antecedents and consequences are currently main-
taining the client’s difficulties. “Sensitivity” must also include social
reinforcement and relationship enhancement techniques in order to
maintain social control over the client’s behavior (i.e., rapport).

3.2. PROCEDURAL CONCERNS FOR THE PROVISION OF
BEHAVIOR THERAPY SERVICES

The therapist beginning to organize a private practice is often con-
cerned about how a practice is best structured. Issues relating to intake,
assessment, treatment, and evaluation of the client’s presenting prob-
lems must be addressed, and procedures must be specified to conduct
an effective and successful practice of behavior therapy.

The discussion that follows is a description of the approach taken
by me in each of these procedural issues. Certainly, this description is
not the only approach but serves merely to provide a structural outline
for novice and experienced therapists to follow in their practices of
behavior therapy. The intake process simply involves the client’s or
client’s guardian filling out the appropriate intake questionnaire(s) prior
to seeing the therapist. The structure of this questionnaire is important
in that, in addition to the basic personal data requested (age, sex, school,
parents, siblings), questions regarding the individual’s presenting prob-
lems (frequency, duration, antecedents and consequences) are also asked.
For the child or adolescent, a family and developmental medical history
may be completed by the parents in addition to a statement of problems
and desired goals in treatment. For the adult, the latter two forms (state-
ment of problems and desired goals) are also requested. Such a com-
prehensive intake is highly informative and quickly places the therapist
in the midst of analyzing the client’s problems almost before seeing the
client. The more quickly therapy can be started and completed, the more
cost-effective it is for the client. Of course, it is naive to think that the
therapist can solve the client’s problems before thoroughly questioning
the client. Rather, the intake helps shorten the process considerably
with respect to time, money, and suffering by the client. As part of the
intake process, a therapy treatment agreement is presented to the client
for his or her signature (S. Berkowitz, personal communication, Novem-
ber, 1983).

The Appendix to this chapter is an example of the client-therapist
treatment used by the author. This therapeutic agreement specifies the
therapist’s qualifications, where these qualifications are listed, what
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behaviors are expected of the client (or client’s guardian), and those to
be expected of the therapist. Issues relating to treatment fees, confiden-
tiality, insurance, and appointment cancellations are also written in the
treatment agreement. This agreement is then discussed in detail with
the client during the first session so that any misconceptions about
therapy can be cleared up and any questions the client has may be
answered. Of course, the analysis of the client’s problems may come
several sessions after the initial session at which time an evaluation will
be done with the client or client’s guardian.

3.3. RELATIONSHIP ENHANCEMENT AND RAPPORT BUILDING

It is a rather straightforward task for academicians to plan curricula
that teach the behavioral steps needed to functionally analyze a client’s
difficulties. It is, however, much more difficult to teach “rapport build-
ing” and relationship enhancement techniques to therapists. Nonethe-
less, these skills are vital to the therapeutic process and to treatment
outcomes. Ford (1978) has documented the importance of a client-
therapist relationship that facilitates behavior change. It seems clear that
some nonspecific factors of this relationship have to operate in order for
behavior change to occur. Relationship enhancement methods serve to
increase the reinforcement value of the therapist. Goldstein (1980) sug-
gests that structuring the session in such a way as to inform the client
of the therapy process and of its desired outcomes facilitates a greater
therapist-to-client working relationship. Therapist characteristics, as
described by Goldstein, should involve “expertness, credibility, and

~empathy.” Beck et al. (1979) suggest that an effective therapist demon-
strate warmth, accurate empathy, and genuineness. Although these terms
are quite subjective “under-the-skin” phenomena, it is very important
for the therapist to be able to:

1. explain clearly and concisely the analysis of the client’s problems
and how they will be treated;

2. compliment the client for appropriate behavior while using direct
but tactfully stated critical statements to reduce client inappro-
priate behavior;

3. smile and use humor with the client where appropriate;

4. make caring statements about the client and client’s family, as
long as such statements do not strengthen inappropriate behav-
ior in the session;
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5. use for oneself the skills that the therapist is teaching as a model
for the client; and

6. use self-disclosure statements when necessary for greater rap-
port building and relationship enhancement.

In addition to these behaviors, Beck et al. suggest that the optimal
relationship between client and therapist involves a therapist who can
accurately empathize with the client’s feelings and attitudes and who
expresses empathetic, sympathetic, and understanding statements
regarding the client’s problems. Other characteristics are that the ther-
apist make no value judgments critical of the client’s difficulties and
behave in such a way that the client can readily discuss his or her
problems assured of therapist “sensitivity” and professional intuitiveness.

Turkat and Brantley (1981) suggest, however, that the vague ther-
apist characteristics suggested by Goldstein (1980) and Beck et al. (1979)
have to be operationalized and research done on each dimension before
inclusion of these nonspecific factors into counseling. However, the fact
that 58% of respondents in a survey of behavior therapists (Swan &
MacDonald, 1978) are already using these techniques suggests that these
methods, in whatever form, are already part of successful behavior ther-
apy. Further research on these issues would, of course, improve treat-
ment outcomes.

3.4. INITIAL SESSION

In the treatment of children, usually the initial session is with the
parents of the child. Phillips and Mordock (1970) and Holland (1970)
outline procedures for conducting behavior therapy with children. The
parents are made an integral part of therapy so as to effect change in
their behavior that, in turn, will modify the child’s behavior by altering
the child’s environment. Some questions directed toward the parents
during the initial session are:

What are all the problems?

What is their frequency, duration, latency, and rate?

What has been tried thus far?

What are the reinforcers and punishers in the child’s
environment?

Has the child seen a therapist previously?

What are the developmental factors that have brought the child
to this point?

Ll S

A



CONDUCTING A PRIVATE PRACTICE 25

7. What are positive behaviors the child demonstrates (i.e.,
behavioral assets)?
Describe the sibling and peer relationships.

9. Does the child demonstrate additional problems, such as fears,
phobias, nervous habits, nervous tics, bedwetting, or
nightmares?

10. Describe the child’s behavior and achievement in school.

11. How often does the parent verbally and physically praise the
child versus how often do the parents verbally reprimand and
impose punishment of the child?

™

The therapist then attempts to translate these vague and general
descriptions of the child’s problems into objective statements and goals.

After the parents are thoroughly questioned, they are given a quiz
developed by O’Dell, Tarler-Benlolo, and Flynn (1979) that tests their
knowledge of parenting skills and behavior modification. The results of
this test are then compared with the results of the same test given after
the parents have read Parents Are Teachers (Becker, 1971) and Families
(Patterson, 1971), on which this test is based. As the parents begin
reading these texts, they usually begin modifying the home environment
to reflect a more positive approach to parenting. Parents are also asked
to increase the frequency of praise to their child from the point of the
initial interview onward as a first means of modifying their child’s
behavior.

In the initial session with an adult, much time is spent discussing
the nature of the adult client’s difficulties. The antecedents and conse-
quences for each problematic behavior, the topography, frequency,
duration, latency, rate of the behavior, and the possible historical con-
tributions to the development of the referred problems are all discussed.
The initial interview is based on questions similar to those suggested by
Wolpe (1973).

Once the (child or adult) client’s problem has been explored thor-
oughly, it is necessary, as Wolpe (1973) points out, to educate the client
to understand behavior therapy and to clear up misconceptions about
his or her problems. The client can be educated by a number of different
methods, such as (a) use of a didactic presentation by the therapist on
behavior modification and therapy; (b) an assignment to read books such
as I Can If I Want To (Lazarus & Fay, 1975) or A New Guide to Rational
Living (Ellis, 1975); (c) a demonstration of a completed behavior program
with graphs, data collection sheets, and procedural descriptions; or (d)
a series of videotapes or films available through various publishers or
through a nearby university library system on such topics as reinforce-
ment theory, cognitive therapy, social learning through imitation and
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modeling, and biofeedback and self-control. Clearing up a client’s anx-
iety based on misconceptions about the nature and severity of his or
her difficulties is often an important first step in treating the client’s
problems.

3.5. ASSESSMENT, FORMS, AND PROCEDURES

In addition to this intake information, initial interview, and reed-
ucation phase, it is also advised that a series of paper/pencil question-
naires be given to the client to complete after the first session. Parents
are given a statement of goals and observations of their child’s behavior,
a frequency chart to keep track of the problem behaviors, a reinforcement
survey for their child to complete, and the assignment to record the
number of praise statements and criticism statements they make in the
week before the next scheduled visit with the child. Adults may be asked
to self-monitor the target behaviors and complete several questionnaires.
A life history questionnaire (Cautela, 1977; Lazarus, 1971; Wolpe, 1973),
the Self-Rating Behavior Scale (Cautela, 1977), the Revised Willoughby
Questionnaire for Self-Administration, the Bernreuter S-S Scale (Wolpe,
1973), a fear survey (Wolpe & Lang, 1969), an assertive inventory (Gam-
brill & Richey, 1975; Rathus, 1973) and the Beck Depression Inventory
(Beck, 1978b; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) are sug-
gested forms. It is also advised that a locus-of-control questionnaire be
administered to determine the client’s typical methods of solving his or
her problems. Some behavioral clinicians may wish to use standard
psychometric testing as well as the MMPI as adjunctive data.

In addition to this standard general assessment package, the cli-
nician may want to explore, in detail, the various aspects of the client’s
presenting problems. Thus, a specialized assessment may need to be
done. The following is a list of some of these paper/pencil questionnaires
used for the assessment of specialized problems.

Behavior Modification
1. Frequency of praise and criticism statements by parents and
teachers
Parent Record Sheet (Forehand & McMahon, 1981)
Frequency chart for counting maladaptive behaviors
Marlatt’s (1976) Drinking Profile
Marital Pre-Counseling Inventory (Stuart & Stuart, 1973)
Child Behavior Checklist (Achenbach & Edelbrock, 1979)

S aE W
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7. Parent Attitude Test (Cower, Husk, Beach, & Rappoport, 1970)
8. Walker Problem Behavior Identification Checklist (Walker, 1976)

Pavlovian/Classical Conditioning
1. Cues for Tension and Anxiety Scale (Cautela, 1977)
2. Daily Monitoring Forms for Relaxation Exercises (Cautela, 1977)
3. State-Trait Anxiety Inventory for Adults and Children (Spiel-
berger, 1973)
4. Covert Conditioning Survey Schedule (Cautela, 1977)
5. Aversive Scene Survey Schedule (Cautela, 1977)
6. Imagery Survey Schedule (Cautela, 1977)

Bandura/Social Learning
1. Social Anxiety and Social Performance Survey schedules (Cau-
tela, 1977)
2. Vignettes of social situations for simulation and role playing for
children and adults (Edelson & Rose, 1978)

Cognitive Restructuring
1. Rational Self-Help Form (Ellis, 1976)
2. Daily Log of Dysfunctional Thoughts (Beck, 1978a)
3. Daily Mood Rating Form and Self-Monitoring Log (Clarkin &
Glaser, 1981)

Biofeedback and Physiological Reconditioning
1. Tension and Migraine charts (Stroebel & Sandweiss, 1979)
2. Pain Rating Scale (Williamson, Labbé, & Granberry, 1983)
3. A life stressors profile

Clients are typically quite cooperative in completing the many ques-
tionnaires they have been given. It is helpful to explain to the client that
information on these forms will help to assess the major facets of the
client’s functioning and dysfunctioning. Recommending to the client to
break up the time filling out these forms is advised.

Swan and MacDonald’s (1978) national survey of behavior thera-
pists indicated that adequate assessment of the client’s presenting prob-
lems was one of the most important responsibilities of the therapist.
Much has been written on the subject of assessment and how best to
do adequate assessment of a client’s difficulties (Barlow, 1981; Heinrich,
1978; Kanfer & Saslow, 1969; Kazdin, 1984; Lazarus, 1976; Nelson &
Barlow, 1981; Nelson & Hartmann, 1981).

Kazdin (1984) discusses different approaches to the assessment and
diagnosis of childhood disorders. However, these approaches are equally
applicable to the assessment and diagnosis of the problems presented
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by adults. The three types of assessment and diagnosis are the methods
detailed in the third edition of the Diagnostic and Statistical Manual of
Mental Disorders or DSM-III (American Psychiatric Association, 1980),
multivariate assessment, and, of course, behavioral assessment. The
DSMH-III is a general description of a client’s problems based on a the-
oretical framework and on various descriptive and statistical character-
istics. Concepts used to describe client problems in the DSM-III vary in
their description of the problems’ severity.

The therapist first considers a client’s symptoms. From this group
of symptoms, the therapist may indicate that the client has a syndrome,
or group of behaviors, affects, and cognitions that covary in some way.
A disorder is more complex than a syndrome in that more can be said
about a disorder. There may be some biological correlates, a natural
course of the disorder that is somewhat predictable and not attributable
to any other disorder. The most severe classification is that of disease.
Within this classification, the pathology of the difficulties are known, as
is the etiology and path of the psychopathological process, according to
Kazdin. Additional dimensions of this multilevel approach to assessment
and diagnosis include the therapist’s considering the breadth, chronicity,
onset, and various contextually related factors to the clinical problem.

The second of Kazdin’s review of assessment procedures is the
multivariate analysis. In this approach, factor analysis is used to develop
a constellation of symptoms along some arbitrarily labeled dimension.
There are, in fact, various rating scales based on this multivariate
approach. The Behavior Problem Checklist by Peterson (1961) and the
Child Behavior Checklist by Achenback and Edelbrock (1979) describe
such dimensions as shyness, depression, and social withdrawal as typ-
ical classes of symptoms grouped in this factor analysis approach. Like
the DSM-III approach, the multivariate approach has many procedural
and conceptual problems that make it less than maximally acceptable in
the analysis of clinical problems.

The third approach is the behavioral diagnostic and assessment
approach. This method focuses on how to treat a client’s problems rather
than on some taxonomic system. Within this system, the therapist moves
away from being concerned about categorizing problems to more diverse
descriptions that lead to treatment of the problems. This behavior-analytic
approach does have procedural problems if viewed strictly from a pro-
diagnostic view because most behavior analysts avoid psychiatric diag-
noses and labels. .

Nelson and Hartmann (1981) as well as Heinrich (1978) define
behavioral assessment as the identification of responses and their control-
ling variables that include both environmental and organismic variables
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so as to alter behavior. These authors conceptualize behavioral assess-
ment as a funnel-like approach in which, initially, a broad-based analysis
is followed by a more restricted analysis once the targeted behaviors
have been identified. This approach is similar to the differentiation
between macroanalysis and microanalysis in which all the presenting
problems are identified, after which the microanalysis explores each
specific problem. Nelson and Hartmann also suggest that during the
initial assessment sessions, verbal content information, such as the wide
variety of life areas affected by the client’s problems, and the nonverbal
content not directly related to the problems, such as general appearance
and behavior, characteristics of speech, thought content, mood or affect,
sensorium functions, intelligence, insight and judgment, be explored.
These authors also agree that, along with this interview format, broad-
based questionnaires should be completed by the client. Thus, the nature
of these authors’ assessment involves, as suggested here, an initial inter-
view, a stimulus-organismic-response-consequence (SORC) analysis,
nonverbal or verbal content not related to the referred problem, ques-
tionnaires, self-monitoring, stimulation and role playing (Flowers & Boo-
ream, 1980), physiological measures, IQ or academic tests, and naturalistic
observations.

Kanfer and Saslow (1969) have developed an elaborate but quite
time-consuming format for the assessment of a client’s problems. Here
the therapist classifies behavior according to behavioral excesses, defi-
cits, and assets and issues of self-control with an analysis of the main-
taining consequences of each. The authors also incorporate a
developmental and sociological/cultural analysis of the individual’s
behavior and environment akin to the organismic variables analyzed by
Nelson and Hartmann (1981) and Heinrich (1978). Unfortunately, this
assessment procedure is a very lengthly one and can be very unwieldy.
A therapist with a 30- to 40-hour per week caseload might find it difficult
to use this valuable assessment tool. Nonetheless, it does offer the ther-
apist a thorough format of behavioral assessment.

Lazarus’s (1976) multimodal analysis of behavior is a very useful
and efficient way of assessing a client’s difficulties. The BASIC ID, rep-
resenting (B) behavior, (A) affect, (S) sensory, (I) imagery, (C) cognitions,
() interpersonal, and (D) drugs, for adults, or for children—school
issues—allows the therapist to differentiate the vague complaints of the
client into distinct categories for intervention. It is also possible that the
SORC analysis can be superimposed on the multimodal approach for
each area in which problems are identified.

Nelson and Hartmann (1981) indicate that assessment does not
only occur in the initial portions of therapy but also throughout the
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treatment process. Repeating the dependent measures periodically
throughout treatment to include questions, direct observations, self-
monitoring data, and physiological measures is a way of continually
monitoring the effectiveness of treatment.

3.6. 'EVALUATION

From all of the information supplied—the intake and question-
naires, notes from the one-to-two interviews, and results of the paper/
pencil tasks—an evaluation of the problems presented for treatment can
then be written. In accord with the AABT Guidelines for Human Ser-
vices, it is recommended that a written evaluation be provided to the
client (or the client’s guardian). This written evaluation coincides with
the commitment made in the general treatment agreement, which states
that the therapist agrees to “describe in detail, and give . . . the rationale
for the intervention techniques” needed to assist the client in meeting
the mutually agreed upon objectives in therapy.

The format for this written evaluation is as follows:

1. Personal Data
a.Client Name
b. Address
c. Age
d. School or occupation
2. Statement of the problem with operational definitions
3. Functional analysis of the presenting problem(s)
a. Antecendents, consequences and reference to behavioral
topography
Long-term goals in therapy
Short-term goals in therapy
Methods of measuring the targeted behaviors
Proposed methods of treating the targeted behaviors
Literature references that support the use of these procedures
Risks and benefits of treatment for each behavior
Projected length of treatment

SOPNNN-

1

After the written evaluation has been read by the client and dis-
cussed with the therapist, and questions are answered to clarify ter-
minology and procedures, fully informed consent can then be assumed.
However, getting the client’s signature to acknowledge fully informed
consent may be advised. The next step is to begin the treatment of the
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targeted behaviors, cognitions, anxieties, and fears. Behavioral contract-
ing for specific week-to-week goals is a frequent treatment approach to
develop client compliance (Goldiamond, 1975a; Homme, Csayni, Gon-
zales, & Rechs, 1970). In this specific contract, the therapist and client
agree to accomplish certain goals by the next session or by several ses-
sions as enroute objectives to the longer term therapeutic objective.
Contracts are then revised or rewritten as the short-term goals are achieved
as specified in the evaluation.

A great deal of organization is needed in the conduct of the behavior
therapy private practice. It is vitally important that the therapist keep
track of the overall treatment plan, what procedures are to be used in
which sessions, progress or problems and specific treatment, termina-
tion, and follow-up. Fortunately, behaviorists thrive on reducing a tech-
nical skill to a clerical task for simplicity, and they have developed a
number of forms that allow the therapist to follow the client from intake,
assessment, treatment, evaluation, and termination (maintenance and
generalization) to follow-up.

3.7. COMPOSITION OF THE THERAPY HOUR

In a past survey of members of the private practice special interest
group of the Association for the Advancement of Behavior Therapy
(Kaplan, 1983) and other sources (Browning, 1982; Survey of Psycho-
logical Services, 1979), information regarding therapy by psychologists
has been gathered. For example, the length of the therapy hour is usually
50 minutes with a 10-minute break for making notes in that client’s
record, to make phone calls to clients and other therapists, and to prepare
for the next hour’s client. Some therapists have shortened the therapy
hour to 45 minutes to allow for these duties. Therapists typically see
their clients weekly and sometimes twice per week.

During the therapy hour, a variety of activities are planned. The
therapist first reviews the client's homework assignments, graphs the
data collected by the client, and discusses the progress and problems
related to the completion of these tasks. The “troubleshooting” done by
the therapist may involve correcting problems of client noncompliance
and attendance, difficulties in data collection, improper application of
the treatment procedures, and the ineffectiveness of these procedures.
Upgrading short-term goals toward the long-term goals stated in the
written treatment evaluation is discussed (Goldiamond, 1975a). Next,
the therapy techniques planned for that session (e.g., assertiveness train-
ing, contracting, systematic desensitization) are implemented. Finally,
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the therapist recommends and discusses with the client certain home-
work assignments pertinent to the current point of therapy and overall
treatment plan for the next week. A behavioral contract may be written
for the completion of these assignments from week to week.

The therapist may want to provide the client with a folder in which
a copy of the treatment agreement, the written evaluation, data collection
forms, homework assignments, and specific treatment recommenda-
tions are kept. Much care should be practiced in this optional procedure
with regard to ensuring the confidentiality of the client if such a folder
is lost, misplaced, or in legal cases, ends up as evidence in court.

Although this systematic approach to therapy seems straightfor-
ward and somewhat simplistic, it certainly is not. Rather, the complexity
of client problems precludes an inexperienced and mechanical applica-
tion of the treatment regimen but demands much skill, experience, and
“intuition” on the part of the therapist when problems arise in therapy.
The treatment procedures are easily administered; however, the idio-
syncrasies or organismic variables (Heinrich, 1978; Kanfer & Saslow,
1969) of the client combined with the referred problem require the finesse
and expertise obtained by clinical training and experience. Goldfried
(1983) states that there are few rules for the selection of appropriate
techniques and that the behavioral literature does not portray adequately
what occurs in clinical behavior practice. Goldfried suggests that the
experience and “wisdom” of the behavior practitioner is an essential
ingredient to the successful formulation of effective-methods in clinical
behavior therapy.

3.8. HOMEWORK ASSIGNMENTS, CLIENT COMPLIANCE AND
NONCOMPLIANCE, AND TROUBLESHOOTING PROBLEMS
IN THERAPY

What the client does between sessions is very crucial to the outcome
of therapy. Though what is done during the therapy hour is critical to
the client’s relief from suffering, there is greater assurance for this out-
come if the therapist assigns tasks to the client to complete between
sessions and the client complies with these assignments.

Shelton and Levy (1981a) surveyed the use of homework assign-
ments in the contemporary behavior therapy literature. Their findings
indicate that homework assignments are frequently reported in this lit-
erature, which suggests a heavy use of such assignments. What is not
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known is what are the specific components of homework assignments
that influence client compliance and how best to make such assignments.

As a part of their research, Shelton and Levy (1981b) have written
a text on homework assignments and compliance. These authors cite
three reasons clients do not comply with assigned tasks: (a) the client
does not have the necessary skills to complete the tasks; (b) the client
holds certain cognitive assumptions that interfere with the completion
of the assignment; and/or (c) the client’s environment supports and
provides conditions for noncompliance.

In order to prevent noncompliance, these authors posit 11 prop-
ositions that attempt to correct those conditions that might set the oppor-
tunity for noncompliance, and instead, increase the likelihood of
compliance. These 11 propositions of compliance enhancement are as
follows:

1. The therapist must ensure that the assignment is so detailed as
to include all the response and stimulus elements necessary to increase
the desired behavior.

2. The therapist should not assume that the client possesses the
skills necessary to complete the assignment but instead should give
direct training of these skills utilizing instructions, coaching, modeling,
imitation, reinforcement, and feedback as is needed.

3. All compliance should be reinforced via therapist praise, phone
calls by the client to the therapist when a task is completed, through
behavioral contracts, and by contacts with significant others in the client’s
environment. _

4. The therapist’s use of graded task assignments, starting with
very simple tasks and then gradually increasing the complexity and time
involved in completing the task, helps to increase client compliance with
statements of commitment to change.

5. The therapist should take every opportunity to cue the client to
complete the assigned tasks through the use of written assignments on
no-carbon-required (NCR) paper, having the client make signs or pro-
vide other visible reminders in his or her natural environment, the ther-
apist’'s making phone calls to the client, the use of timing devices
(wristwatches, alarm clocks, a phone ringing), and the reminder by
significant others enlisted to aid the client in the completion of homework.

6. The client should make a public commitment to comply to the
assigned tasks.

7. The client is to be encouraged to make a private commitment to
him- or herself to comply as a means of reinforcing the belief system
necessary to follow through with the completion of tasks.
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8. The client is to be required to use cognitive rehearsal as a strategy
toward successfully completing assignments.

9. The therapist should attempt to anticipate those variables that
increase the likelihood of noncompliance and develop strategies for
reducing the negative effects of these influences.

10. The therapist should closely monitor the client’s completion of
the assigned tasks through such means as self-monitoring and moni-
toring by significant others in the client’s environment.

11. In cases of significant noncompliance, the therapist may wish
to consider the use of paradoxical intention and other such strategies.

Propositions 9 through 11 address the issues of countertherapeutic
beliefs and behavior by the client that affect the completion of the assigned
tasks. Beck et al. (1979) also discuss the methods and problems associated
with homework assignments. Beck et al. suggest that each homework
assignment be clear and specific, that it be made appropriate to each
point of therapy, and that the conditions necessary to do the homework
be clearly outlined for the client. Further, these authors indicate several
countertherapeutic beliefs that interfere with homework assignments
such as the client’s viewing the assignments as nothing more than com-
mon sense, viewing him- or herself as unchangeable, understanding the
conceptual basis for the therapist’s giving the assignment but indicating
an inability in making the behavior part of his or her repertoire, wanting
guarantees of cures for his or her faulty beliefs and behaviors, viewing
the assignments as only dealing superficially with the client’s problem,
predetermining that the approach taken in therapy is not helping, and
reporting feeling too overwhelmed at the crucial time to engage in the
assigned alternative and appropriate behaviors. Behaviors in therapy
that are counterproductive involve the client’s refusal to talk, the client’s
continually coming late and/or missing appointments, the client’s indi-
cating that he or she is too busy to complete the assignments, and the
client’s talking too much or tangentially rather than speaking to the issue
of his or her difficulties. Other problems include the lack of parent
consistency or compliance in following the recommendations of the ther-
apist for child management, excessive emotional responses demon-
strated by the parent that serve to undermine the behavioral procedures
prescribed, and the client’s refusal to accept the principles of learning
as an explanation of how behavior develops and how behavior can be
influenced.

Troubleshooting, thus, involves correcting problems of client non-
compliance and attendance, difficulties in data collection, improper
application of the treatment procedures, and the ineffectiveness of these
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treatment procedures. Problems of client noncompliance may be han-
dled by the therapist more clearly specifying the homework assignments
or by tactfully but directly questioning the clients about those beliefs
and behaviors and their underlying assumptions that currently interfere
with their homework and therapy. Difficulties in data collection may be
due to the therapist’s overconcern about the complexity of data needed
from the client or may be due to the client’s view that data collection is
too much work, should not be the responsibility of the client, and is not
pertinent to his or her “real” problems.

Improper application of the treatment procedures may be due to
the therapist’s not practicing the appropriate procedures for the referred
problems in simulation or in role-playing tasks, or not observing the use
of the procedures in the naturalistic settings. If the treatment procedures
are proven ineffective for the referred problem, it is the therapist’s
responsibility either to modify the existing procedures based on other
existing research literature or to choose alternative, more restrictive pro-
cedures for the amelioration of the client’s difficulties.

3.9. TERMINATION AND FOLLOW-UP

Once the treatment goals have been achieved, termination is to be
discussed and planned with the client. Termination is usually accom-
plished by gradually increasing the amount of time between visits toward
the projected length of treatment until there is joint agreement by both
the client and the therapist for complete cessation of therapy sessions.
A reasonable schedule for termination involves scheduling the client
every other week at first, then every third week, then once per month
for a period of 2 to 3 months before sessions are no longer scheduled.
In this manner, relapse is of lower probability due to the ongoing but
gradually diminishing contact with the therapist.

Maintaining contact with the client after therapy has been suc-
cessfully completed is important. Such follow-up can be done by merely
calling the client on the phone to inquire generally about the client’s
adjustment and progress relative to the referred presenting problems or
by developing a standardized questionnaire that surveys the client’s
progress along various dimensions. Lazarus (1971) has developed a ques-
tionnaire that the client completes for the purpose of evaluating the
therapy services, the success of treatment, and therapist effectiveness.
The questionnaire can also be completed in a telephone contact, but the
therapist must avoid biasing the client toward giving positive answers
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due merely to some halo effect of the therapist’s contact. Lazarus attempts
to avoid such bias by putting a disclaimer in the body of the questionnaire
that urges the client to appraise accurately the success of treatment and
the current degree of severity of the previously referred problems. It is
recommended that follow-up be conducted at 3 months, 6 months, 12
months, 18 months, and 24 months after therapy has been successfully
terminated. These intervals approximate research follow-up procedures
and attempt to measure the degree of durability and generalization of
the treatment procedures over time as well as the degree to which the
client has learned to be his or her own therapist.

Follow-up after the client has terminated therapy is important for
several reasons. First, it gives the therapist information about the treat-
ment effectiveness as well as feedback about his or her performance as
a therapist for that client. Second, such follow-up presents to the former
client the view that the therapist has concern about the client even after
therapy has been discontinued. Last, because of this expressed concern,
that client is likely to recommend that therapist by word of mouth to
others who may be in need of assistance. A satisfied client is, of course,

the best form of advertising one’s professional expertise and care for
clients.
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APPENDIX

CLIENT-THERAPIST TREATMENT AGREEMENT

I am a psychologist licensed in the state of ________. I received my Ph.D. from

University in —_and have been working with children, adoles-
cents, and adults, individually and in groups since receiving my doctorate. My
education, background, and experience are listed in the American Psychological
Association’s Biographical Directory.

In my work, I have found that it is best to specify clearly the form and
content of the relationship that you and I are about to enter into by drawing up
a list of clearly defined treatment agreements. By spelling out the service that I
have to offer, you as the (patient, patient’s representative) consumer can best
judge whether this is the service that you are seeking. You are also in a better
position to evaluate whether you are satisfied with the services. I am completely
committed, both professionally and personally, to providing you with the high-
est quality service.

This contract, or list of treatment agreements, is an aid to help you receive
the service that you desire. It is also your assurance that I am well aware and
respectful of your basic rights to know the exact nature of the treatment rela-
tionship that we have entered into, as well as knowing the treatment objectives
and techniques to be developed and implemented.

Please carefully consider the terms of this contract and feel free to discuss
any of the agreements with me. By signing the contract, you and I will have
agreed to participate fully in the services described unless we mutually agree
to revise, or add to, any of the provisions, or until you choose to terminate the
service.

Please retain a copy of these agreements and do not hesitate to ask ques-
tions or make suggestions and comments at any time.

THERAPIST

1. I'will discuss with you and/or your child and help assess objectives and
identify goals to be achieved during the treatment.

2. I will discuss with you and/or your child, describe in detail and give
you the rationale for the intervention technique(s) that I feel will assist you in
meeting your objectives.

3. I will discuss with you the anticipated benefits as well as the possible
undesirable effects, if any, associated with these procedures.

4. 1 will ask you and/or your child to do “homework” and to bring the
homework with you to our next session. This will be discussed in detail during
each session. The homework will consist generally of two elements:

A. implementing the technique(s) that we discuss and agree upon, and
B. making written recordings (i.e., counting, tallying) of events taking
place at home.
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5. I will monitor our progress each week, discuss and make revisions in
the intervention techniques when needed and periodically summarize enroute
progress in order to continue towards the specified goals.

Other Agreements

1.
2.
3.

PATIENT

Treatment Procedures

1. After discussing the objectives and the treatment procedures, I freely
agree to implement the procedures and work toward the achievement of the
objectives, knowing full well the possible desirable and undesirable effects.

2. I agree to complete accurately my weekly “homework” assignment(s)
and to bring it with me to the next session, so that the effectiveness of the
intervention procedures can be evaluated.

Confidentiality and Termination

1. I specify that the use of any information regarding my identity, stem-
ming from my sessions with you, will remain strictly and absolutely confidential,
unless I give written permission to the contrary.

2. I have been assured of my right to terminate participating in the treat-
ment program at any time, for any reason, without needing to explain and
without any penalty.

Fees and Appointments

1. I agree to provide you with the following compensation for each 50-
minute hour weekly session: $

2. I understand that it is preferred that payment for services be made on
a session-by-session basis.

3. I further agree that I shall keep all scheduled appointments, unless a
personal emergency occurs, and shall give at least 24 hours notice of my intention
to cancel any appointment.

4. I understand that to cancel an appointment, I must either speak to you
directly, or leave a specific message regarding cancellation at your office phone
number () .

5. If I do not cancel my appointment at least 24 hours in advance, I
understand that I will be charged one-half the amount for that session whether
I 'am in attendance or not.

6. I further understand that I am totally responsible for all payments. It
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is Iwho am being billed for services that I receive and not my insurance company,
should I have such insurance covering the service. All arrangements and com-
mitments for insurance are between myself and the insurance company only,
and not between the therapist and the insurance company. I understand that
the therapist and his secretary will, however, assist me in filling out any insur-
ance forms I have to reimburse me for the services provided.

Date:
Patient or Patient’s Representatives:
: Signature:
Signature:
Therapist: Signature:

This Client-Therapist Treatment Agreement specifies the responsibilities of the
therapist and client as well as other information pertinent to beginning therapy.

Reprinted by permission of S. Berkowitz (personal communication, November,
1983).



A Review of Common Treatment
Procedures in Behavior Therapy

Behavior therapy has had a short history but a long past. This diverse
field has developed as a result of the contribution of the early logical
positivists in philosophy, the early learning theorists, the social learning
and cognitive theorists, and the physiologists as well. In fact, the roots
of behavior therapy have evolved from five separate directions in
psychology.

The early learning theorists (Hull, 1943; Skinner, 1938; Thorndike,
1933; Watson & Rayner, 1920) contributed enormously to the develop-
ment of sound principles of learning and behavior. Skinner’s book The
Behavior of Organisms and other such works (Ferster & Skinner, 1957;
Skinner, 1953) were major contributions that provided various principles
and techniques of operant conditioning to the field of psychology. Prin-
ciples such as reinforcement, punishment, schedules of reinforcement,
and extinction are the basic foundations of operant conditioning. Skin-
ner’s followers applied these principles based on research of animal
behavior to the study of human behavior. For example, Azrin and his
colleagues have applied these principles to the development of tech-
niques for problems of psychotic, retarded, and normal children and
adults (Ayollon & Azrin, 1968; Azrin & Foxx, 1971, 1974; Azrin & Lind-
sley, 1956; Azrin & Nunn, 1973; Azrin & Powers, 1975; Azrin & Weso-
lowski, 1974; Azrin, Kaplan, & Foxx, 1973; Azrin, Naster, & Jones, 1973;
Azrin, Sneed, & Foxx, 1974). From such application of these operant
procedures by these and many other applied researchers, the field of
behavior modification has evolved.

41
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Classical conditioning is the second “arm” of this multifaceted field
of behavior therapy. Pavlov (1927), Anrep (1920), and Sherrington (1906)
contributed to the field through their early studies of reflexive behavior,
whereas later behavioral researchers studied the emotional concomitants
of aversive conditions in animals (Azrin & Holz, 1966; Azrin, Hutch-
inson, & Hake, 1966; Brady & Hunt, 1955; Brady, Porter, Conrad, &
Mason, 1958; Estes & Skinner, 1941; Masserman, 1943; Sidman, 1960).
Joseph Wolpe (1958) extended these findings to the analysis of human
emotional behavior. His studies of fears and phobias led to the devel-
opment of various classical conditioning techniques to reduce the debi-
litating emotional reactions of fear, anger, and anxiety and their
accompanying behavior problems, such as smoking, overeating, sexual
deviance, and phobic reactions to a variety of environmental conditions.

Albert Bandura’s (1962) work on vicarious learning through mod-
eling and imitation, “self-efficacy,” and self-control added a third pillar
to the foundations of behavior modification and therapy. His studies
and those of his colleagues on imitation, vicarious processes, and iden-
tification (Bandura, 1965, 1968; Bandura & Hustan, 1961; Bandura, Ross,
& Ross, 1963) to induce behavioral, affective, and attitudinal changes
(Bandura, Blanchard, & Ritter, 1969) on self-monitoring and self-
reinforcement systems (Bandura & Kupers, 1964; Bandura & Whalen,
1966; Bandura, Grusec, & Menlove, 1967), and on aggression (Bandura
& Walters, 1959; Bandura, Ross, & Ross, 1963) contributed greatly to
the analysis of “internal” and “external” behavioral/emotional events
that occur as a result of social learning conditions.

The cognitive psychologists—Beck, Ellis, Lazarus, Kazdin, Kendall,
Mahoney, Goldfried, and Meichenbaum—have been the leaders of the
most recent and rapidly developing root of this field. Their studies of
cognitive events and the creation of a cognitive/behavioral approach to
modifying internal thoughts provides an added dimension to the anal-
ysis and modification of covert and overt behaviors. Ellis (1962) devel-
oped a theory that faulty and irrational styles of thinking are the cause
of most psychological disorders. His view, that by challenging thoughts
that are irrationally based, both one’s feelings (emotions) and behaviors
can be altered, has received increased attention by therapists (Rimm &
Masters, 1974).

Aaron Beck has also contributed to the field of cognitive theory
and practice through such works as Cognitive Therapy and the Emotional
Disorders (1976) and Cognitive Therapy of Depression (1979). Beck views his
treatment approach as an “active, directive, time-limited, structured
approach” whose underlying assumption is that an individual’s affect
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and behavior are determined by the manner in which the world is cog-
nitively structured by the individual. These cognitions are based on
schemata, the client’s attitudes and assumptions, which have developed
from past experiences. Lazarus (1976) developed multimodal behavior
therapy, which is an integration of cognitive, physiological, and behav-
ioral variables. These elements are used to determine the antecedent
and organismic conditions of the individual’s psychological difficulties
to be dealt with in therapy. Mahoney (1974), Goldfried and Merbaum
(1973), Kazdin (1978), and Kendall and Hollon (1979) all have attempted
to bring the two positions—cognitive theory and behavioral technology—
together for the purpose of producing therapeutic change in the client.

Biofeedback and its related methods (autogenic training, somatic
and positive imagery) represent the fifth arm of behavior therapy. In
1963, Neal Miller attempted to disprove the hypothesis of Gregory Kim-
ble that the autonomic nervous system was not amenable to voluntary
control. During the 1960s and early 1970s, Miller and his associates
(DiCara & Miller, 1968; Miller, 1969; Miller & Banuazizi, 1968; Miller &
Carmona, 1967; Miller & DiCara, 1968) conducted animal research that
ultimately demonstrated that the autonomic nervous system was subject
to such voluntary control. From this research, clinicians and researchers
such as Basmajian (1974), Brown (1974), Benson (1975), Schwartz (1972),
and others (see Yates, 1980) were able to extend these findings to human
behavior and to demonstrate control of such autonomic functions as
heart rate, blood pressure, muscle tension, skin temperature, skin con-
ductance, respiration, and gastrointestinal activity.

During the development of the field of biofeedback, Hans Selye
(1974) described the adaptation syndrome through which the body copes
with stress. Stress, according to Selye, is a function of autonomic, genetic,
and environmental variables. The adaptation syndrome begins with the
alarm stage in which the body gears up to prepare for and cope with a
sudden stressor. The second stage is called the resistance stage. It is here
that the body tries to cope for some prolonged time, making autonomic
adjustments in the body to sustain it through the perceived stressor.
Finally, the exhaustion stage is the point at which the body begins “break
down” in the area in which it is genetically programmed to be the
weakest (i.e., heart failure, strokes, migraine headaches, ulcers, der-
matitis, cancer, etc.). With the advent of biofeedback and its related
methods, these procedures provide the mechanism to prevent the
destructive progression through these stages of stress to distress.

Out of each of these fields of behavior therapy have come many
methods of treatment. Use of the clinical techniques described from only
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one of the five areas may be termed “narrow-band behavior therapy,”
whereas a more integrative approach utilizing all of these areas may be
termed “broad-spectrum behavior therapy” (Lazarus, 1967, 1971). In
recent years, there has been an increasing emphasis on utilizing a broad-
spectrum behavior therapy approach in clinical practice (Beck, 1976; Ellis,
1974; Humphreys & Beiman, 1975; Lazarus, 1976; MacDonald, 1975;
Meichenbaum, 1977; Smith, 1982). It is evident that broad-spectrum
behavior therapy has become a more widely practiced mode of treatment.

The purpose of this chapter is to review the many different methods
of intervention that have been developed in each of these areas of behav-
ior therapy. This review is not intended to provide the specific steps for
implementing each procedure as it is assumed that the clinician entering
private practice already has these skills in his or her repertoire. These
procedures are deceptively simple, though the experienced and well-
trained clinician will avoid the mechanical “quick fix” in favor of a more
careful examination of the problems of the client before deciding on the
treatment of choice. In addition, some of these procedures can be used
individually, whereas others are used together in some combination
(within or across the different areas of behavior therapy) deemed appro-
priate by the clinician and found to be effective in the research and
clinical behavioral literature.

4.1. TREATMENT PROCEDURES

The following is a list of the various treatment procedures that have
been developed in the different fields of behavior therapy. This list is
not intended to be a comprehensive one but does outline the common
methods of treating clinical problems in each area. Each procedure is
defined, and some treatment considerations are given.

4.2. TRADITIONAL OPERANT CONDITIONING/BEHAVIOR
MODIFICATION PROCEDURES

4.2.1. Positive and Negative Reinforcement and the Scheduling of
Reinforcers

Definition. Any type of reinforcement involves increasing behavior
from its baseline level. Reinforcement is defined as the process in which
any stimulus that immediately follows a response—or in the case of
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negative reinforcement, the termination of an aversive stimulus follow-
ing the response—increases the probability of that response’s occurring
again.

4.2.1.1. Continuous Reinforcement

Definition. Reinforcement is delivered following each instance of
the response.

Treatment considerations. This procedure is only used in the early
acquisition of the desired response and is terminated once the individual
has learned the new behavior. Responses that are learned via this pro-
cedure are more subject to extinction than are other such schedules.

4.2.1.2. Intermittent Reinforcement

Definition. Schedules of reinforcement are predetermined based on
the number of responses emitted, or on the amount of time that passes
before the next response is reinforced. The most common schedules
used in behavior modification programs are fixed ratio, fixed interval,
variable ratio, and variable interval.

Treatment considerations. Each of these schedules of reinforcement
generates different response patterns. The practitioner must decide which
schedule is most appropriate based on the setting in which the response
is desired. Also, the issue of maintenance and generalization must be
considered because each schedule of intermittent reinforcement has a
different topography under the conditions of extinction.

4.2.1.3. Differential Reinforcement of Other Behavior (DRO)

Definition. The delivery of reinforcement after a specified interval
of time has elapsed during which some undesired behavior has not
occurred defines the DRO procedure.

Treatment considerations. This procedure is typically used in tandem
with other reinforcement and corrective procedures. Maximum length
of the DRO interval should not exceed 30 minutes to 1 hour. However,
the minimum length of the interval can vary, depending on the nature
and extent of the problem behavior.

4.2.1.4. Differential Reinforcement of Incompatible Behavior (DRI)

Definition. The DRI procedure is one in which the reinforcer(s) that
are maintaining some inappropriate behavior are removed while a more
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appropriate behavior incompatible with the maladaptive behavior is rein-
forced in its stead.

Treatment considerations. The practitioner must make sure that the
alternative behavior is, in fact, incompatible, that extinction is carried
out correctly, and that each instance of the more appropriate and incom-
patible behavior is reinforced to ensure the speedy acquisition of this
alternative behavior.

4.2.1.5. Differential Reinforcement of High (DRH) and Low (DRL)
Rates of Behavior

Definition. The DRL and DRH schedules are variations of differ-
ential reinforcement schedules. In both cases, a predetermined rate (low
or high) is specified. If the individual responds in such a way that the
desired rate is met in a defined interval of time, then reinforcement is
delivered. If the desired rate is not met, then the interval recycles.

Treatment considerations. The DRL procedures have been used to
reduce the rate of maladaptive behavior, primarily, whereas the DRH
procedures have been used in work and other settings where work
productivity and a high rate of behavior are the goal of treatment.

4.2.1.6. “The Good Behavior Game”

Definition. This is a procedure that combines a variable-interval
schedule with a variety of reinforcement procedures and cuing methods.
Specifically, individuals are reinforced according to a varied time basis.
It is announced that when an audible bell rings and that when it is
simultaneously observed that the individual is on task, then reinforce-
ment will be forthcoming. The intervals planned for the audible bell are
set by the trainer according to the predetermined periods of the selected
variable-interval schedule. Reinforcement may be in the form of some
primary reinforcer or by a point or token system.

Treatment considerations. The Good Behavior Game is typically used
in groups such as in elementary school classes or in sheltered workshop
settings where consistent on-task behavior is desired. The trainer must
be aware of the potential of reinforcing off-task behavior by looking
around the training area after the bell has gone off rather than imme-
diately before or during the bell’s tone.

4.2.2. Shaping

Definition. Shaping is commonly defined as the differential rein-
forcement of successive approximations to some complex terminal
behavior.
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Treatment considerations. Shaping is a very effective procedure; how-
ever, it is a very time-consuming one. The clinician must be careful not
to remain at one of the steps in the list of successive approximations too
long, to avoid sloppy use of the differential reinforcement procedure at
each step, and to avoid making the distance between the successive
approximations steps too large, which would otherwise cause a break-
down of the behavior.

4.2.3. Forward and Backward Chaining

Definition. Chaining involves the formation of a complex behavior
by teaching each behavioral component of the chain separately and then
putting them together in the form of some chained sequence of behavior.
Backward chaining involves the development of the complex behavior
by teaching the last component in the chain nearest to the primary
reinforcers first and then working backward to the first component of
the chain. Forward chaining starts with the first component of the chain
and works toward the last component of the chain.

Treatment considerations. These procedures have been used with
teaching the handicapped child and adult such life skills as toothbrush-
ing, shoe tying, dressing, and walking. As with the shaping procedures,
care must be taken by the practitioner to move from one step to another
only if the individual has mastered the previous step and to insure that
the reinforcers are being used properly.

4.2.4. Instructional Control

Definition. Instructional control involves giving the individual feed-
back about the correctness of his or her behavior via either physically
guiding the client to the correct response, or by verbal feedback such
as “yes” or “no,” or using both.

Treatment considerations. Most individuals have response to instruc-
tional control in their repertoires, but for some children or handicapped
children and adults this response has to be taught. Teaching an indi-
vidual to comply with commands is an essential ingredient to the success
of any behavior modification or behavior therapy treatment regimen.

4.2.5. Graduated Guidance

Definition. This procedure is one in which the therapist physically
assists the client to perform some desired response. The therapist pro-
vides only enough manual guidance necessary for the client to perform
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the response. As the individual gradually makes the response on his or
her own, the therapist can remove the guidance.

Treatment considerations. In the use of this procedure, the therapist
should remain near the client to provide guidance to the extent that the
client needs such assistance. Physical guidance may be withdrawn as
the client makes the response unaided, but the therapist may need to
“shadow” the client’s hand so as to prevent any flow of movement other
than toward the completion of the response. When such shadowing is
no longer needed, the therapist may merely stand near the client to
apprise the client of the therapist’s presence. Graduated guidance is
effective with clients who are deaf, blind, or without sufficient instruc-
tional control in their repertoires. This procedure should be used only
if the client has failed to respond to verbal instructions or modeling by
the therapist.

4.2.6. Prompting and Fading

Definition. These methods of instructional control gradually allow
the client to make the desired response in a self-initiated manner.
Prompting is a form of guidance that initially assumes that the client
will not or does not have the skills to make the response in such a way
that the trainer or therapist has to provide some degree of guidance.
This guidance may be physical or verbal or may involve modeling by
the trainer. Fading is defined as the gradual removal of these prompts
once the response has been learned.

Treatment considerations. One of the most important considerations
one must make in the use of these procedures is that it is very possible
that the client may require the prompt in order to make the response
and will not make this response when these prompts are faded. Thus,
it is very important that the therapist provide only enough prompting
to allow the client to make the response and to gradually require the
client to make the response for the desired reinforcers as the frequency
of the response increases. As the procedure of fading is used, the ther-
apist has to be sensitive to the possibility of extinction of the response,
which means thinning out the use of prompts assuming that they have
some reinforcement value.

4.2.7. Reinforced Practice

Definition. This procedure is defined as one in which the client is
given many opportunities to practice the desired response through the
therapist’'s scheduling of such frequent opportunities. Each time the
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client practices the response correctly, reinforcement follows, thus
ensuring the response will be retained in the repertoire.

Treatment considerations. In some situations when a client is learning
a new response, there are not many opportunities for the response to
be practiced in the natural environment. Therefore, the therapist may
arrange situations in which the client can acquire and practice the
response.

4.2.8. Extinction

Definition. Extinction is defined as the termination of the contingent
relationship between some response and its maintaining consequences.
Extinction results in a gradual decrease in the rate, force, duration, and
topography of the response. '

Treatment considerations. There are several very important consid-
erations in the use of extinction. First, the reinforcers that normally
maintain the response must be identified. Second, the contingent rela-
tionship between the response and the reinforcer must be able to be
discontinued. Third, the therapist must ensure that the response
undergoing extinction must not result in tissue damage to the client or
to others, nor that there is a possibility of property destruction. Finally,
the parents, staff, or other significant others in the client’s environment
must be aware that extinction initially results in an increase of the rate,
force, duration, variability, or an increase in other inappropriate behavior
as the response is undergoing extinction. In the use of extinction, the
therapist must be aware of the possibility of increased aggressive behav-
ior or other inappropriate behavior before deciding on the use of this
procedure.

4.2.8.1. Negative Practice

Definition. This procedure is defined as one in which the client is
required to engage repetitively and rapidly in some targeted problematic
behavior each time he or she displays that inappropriate behavior. The
client is prompted either by verbal statements or by graduated guidance
by the therapist to make the response in this prescribed manner.

Treatment considerations. This procedure is usually used with small
motor behaviors and should never be used with a targeted behavior that
has some probability of resulting in tissue damage to anyone or that
may result in the destruction of property. This procedure should also
be used only in conjunction with a DRO or DRI procedure. Caution
should be used with this procedure as the interval of time of massed
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practice has not been specified in the literature and has shown mixed
results.

4.2.8.2 Stimulus Satiation

Definition. This procedure of response elimination involves the
repeated presentation of the desired stimuli to the client for the purpose
of reducing the attractiveness of, and influence by, that stimuli.

Treatment considerations. This procedure is confounded with nega-
tive practice and aversive control. Caution should be used with this
procedure because there is a paucity of literature on its use and because
this procedure may result in the exacerbation of the targeted maladaptive
behavior.

4.2.8.3. Graduated Extinction or Habituation

Definition. This procedure is defined as the gradual reexposure of
fear-evoking stimuli to a client to eliminate avoidance and other fearful
behaviors. Exposure is done systematically and uses a hierarchy of fear-
ful items presented on the dimension of least-to-most fearful situations
of the phobic reaction.

Treatment considerations. The starting point of the hierarchy must
be empirically established, and the items of the hierarchy must be selected
and ordered carefully. The presentation of fear-evoking stimuli must be
slow because it has been observed in the literature that there is a sig-
nificant amount of anxiety produced with each presentation of a hier-
archy item.

4.2.9. Punishment: Withdrawal of Positive Reinforcers
4.2.9.1. Exclusion Time-Out |

Definition. This procedure involves the immediate and temporary
removal of a client from an activity contingent on the client’s engaging
in some targeted inappropriate behavior. The client is then required to
sit in a chair, stand facing the wall, or is sent to his or her room for a
period of time, usually 5 to 10 minutes.

4.2.9.2. Exclusion Time-Out Il

Definition. In this time-out procedure, the client is removed from
an activity for the same period of time and placed behind a screen or
some other visual obstruction contingent on the client’s exhibiting an
instance of the targeted inappropriate behavior.
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4.2.9.3. Seclusion Time-Out

Definition. Seclusion time-out refers to the procedure in which the
client is confined to a room for the purpose of preventing the acquisition
of or access to reinforcing stimuli contingent on the occurrence of some
inappropriate behavior.

Treatment considerations. There are several important conditions that
must be met in the use of time-out. First, any time time-out is used, the
therapist must be aware that strong negative emotional behavior from
the client will result. Consequently, the client must be observed unob-
trusively and continuously so as to prevent the client from hurting him-
or herself. Second, this procedure should not be used with clients who
have epileptic seizures or self-injurious behavior. Third, all reinforcing
stimuli must be identified and absolutely suspended from the client’s
access during time-out. Fourth, there must be a discrete signal that
indicates the onset as well as the termination of the time-out period to
be imposed. Fifth, the room in which the client is secluded is to be well-
lighted, well-ventilated, and well-heated or -cooled. There should be no
safety hazards, and normal standards of comfort must be observed.
Sixth, the client should not be confined for more than 5 minutes beyond
the point in which inappropriate behavior or other emotional behavior
is being exhibited. Seventh, key locks should not be used on rooms in
which the client is to be confined. Eighth, the client should be given
some contractual agreement upon the end of the time-out period so that
the client is apprised of the behaviors desired. Finally, as with all pun-
ishment procedures, time-out should only be used in conjunction with
reinforcement procedures for highly desired and adaptive behaviors.

4.2.9.4. Contingent Observation

Definition. This procedure is a modified version of time-out except
that the client is removed from the environment and required to observe
another individual engaging in alternatively appropriate behavior
incompatible with the behavior of the client thatled to his or her removal.
The client is then required to return to the group after a predetermined
period of observation and engage in the behavior that the offending
client observed was more appropriate. Once the client does model the
appropriate behavior, the period of contingent observation is concluded,
and reinforcement would then be delivered as the client returned to the
group and began behaving appropriately as was observed.

Treatment considerations. Care must be taken not to provide rein-
forcement at the end of the period of contingent observation in such a
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way that disruptive behavior would be accidently reinforced. This pro-
cedure is often used in classrooms, day-care centers, residential facilities,
and sheltered workshops. It can also be used with multisibling families.

4.2.9.5. Response Cost

Definition. Response cost is the removal of some positive reinforcer
contingent on the occurrence of some targeted maladaptive behavior.
Response cost may take the form of loss of privileges, possessions, or
previously scheduled and highly desired activities.

Treatment considerations. This program should be used in conjunc-
tion with procedures for the reinforcement of appropriate and incom-
patible behaviors. Also, where appropriate, removal of the client’s
possessions should be subject to the approval of the client’s parents or
guardians. The use of some discrete signal should be used to indicate
the onset of response cost. All previously determined reinforcers should
be empirically demonstrated to be reinforcers and not be assumed as
incentives. Finally, the reinforcer should, if at all possible, be logically
related to the inappropriate response.

4.2.10. Punishment: Imposing Aversive Stimuli

4.2.10.1. Social Disapproval

Definition. This simple procedure is defined as the use of specific
verbal statements and physical gestures as a consequence of a client’s
inappropriate behavior, which results in a decrease in such disruptive
behavior.

" Treatment consideration. The therapist must insure that such social
disapproval be given in a somewhat elevated voice level, with a furrowed
brow, with appropriate gestures, and with a statement of dissatisfaction
given immediately upon the client’s demonstration of the inappropriate
behavior. Name-calling and other forms of verbally abusive language
are prohibited.

4.2.10.2. Brief Physical Restraint

Definition. This procedure is defined as one in which the therapist
physically restrains the client from engaging in some inappropriate
behavior harmful to him- or herself or to others. Restraint is usually for
a very brief period of time such as intervals of from 10 to 30 seconds.
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Treatment considerations. The therapist must use this procedure in
conjunction with DRO or DRI procedures. In addition, the therapist
must consider the possibility that the client may become aggressive in
response to such physical restraint, thereby exacerbating the original
problem. Also, the therapist should avoid inadvertant reinforcement of
the client’s behavior during the period of physical restraint in such ways
as through verbal statements, facial expressions, gestures, or visual
contact.

4.2.10.3. Contingent Harmless Substances

Definition. This punishment procedure is defined as the delivery
of such harmless substances as air flow, water mist, facial screening, or
lemon juice contingent on the occurrence of the client’s inappropriate
behavior. It is used with behaviors that are typically dangerously aggres-
sive or life threatening.

Treatment considerations. This procedure should be used in con-
junction with DRO or DRI procedures. Also, these substances should
be determined to be punishers prior to their usage. A physician should
be consulted to ensure that these substances will not be harmful to the
client.

4.2.11. Overcorrection

Definition. Overcorrection is defined as the set of procedures that
require the client to correct a situation to a state better than when the
client disrupted the environment with the occurrence of his or her inap-
propriate behavior. Each of the available overcorrection procedures is
designed to be logically related to the disruptive behavior and is imme-
diately made contingent on each of the disruptive behaviors. There are
two major components that are common to each overcorrecton proce-
dure. Restitution is based on the assumption that the client must correct
the situation to a state better than before the disruptive behavior occurred,
whereas positive practice requires that the client be given the opportunity
to practice the appropriate behavior each time the inappropriate behavior
occurs. There are several different types of overcorrection procedures.
These procedures may be used in combination.

4.2.11.1. Household Orderliness Training

In this procedure, the client must not only correct the appearance
of the environment he or she disrupted, but proper care of the envi-
ronment must be learned by the client’s engaging in such behaviors as
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dusting, moving furniture around, righting overturned chairs, vacuum-
ing, mopping, and other such tasks practiced over a period of time of
approximately 30 minutes.

4.2.11.2. Social Reassurance (Apology) Training

This procedure assumes that the client engaged in behavior that
caused fear, worry, and concern among the others in the environment.
To overcorrect this situation, the client is required to apologize by word,
gesture, and expression to any client who was in the vicinity of the
client'’s disruptive behavior. Suggested training is approximately 10
minutes.

4.2.11.3. Oral Hygiene Training

When the client comes into contact with harmful germs contracted
by the client’s biting others or mouthing contaminated objects or sub-
stances, he is required to brush his teeth and clean his mouth thoroughly
by cleansing with toothpaste and by rinsing with oral antiseptic. Such
cleansing prevents infection. Suggested training time is 15 to 30 minutes.

4.2.11.4. Medical Assistance Training

This procedure is used when a client has physically injured another
individual. In the event that this has occurred, the client is required to
comfort the other person as much as is possible, apply medicine and
bandages to the person’s injury, and fill out any medical forms necessary

for the injured person. Suggested training time is not more than 30
minutes.

4.2.11.5. Athism Reversal

In cases in which the client exhibits autistic, self-stimulatory, and
nonfunctional behaviors, autism reversal procedures are used to teach
the client the appropriate use of the offending body part used in the
self-stimulatory behavior.

4.2.11.6. Habit Reversal

For those who exhibit nervous habits, such as nail biting, thumb
sucking, or tics, habit reversal procedures teach the client to use positive
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practice, competing response activities, relaxation procedures, and habit
awareness exercises to eliminate the problematic behavior.

4.2.11.7. Theft Reversal

This overcorrection procedure is used for those individuals who
steal the property of others. This procedure involves a return of the
stolen property, the loss of the offending individual's own possession
relative to the theft, social reassurance, and the client’s being given the
responsibility to protect the belongings of significant others in the envi-
ronment for a predetermined period of time.

4.2.12. Minimeal Training

Definition. Clients who do not have the skills to feed themselves
can be assisted in the acquisition of these skills by this procedure. Spe-
cifically, the client is taught correct usage of utensils, finger foods, a
napkin, and other such skills through the use of frequent minimeal
sessions in which graduated guidance, social reinforcement, and brief
time-outs are used to help the client learn self-feeding.

Treatment considerations. Prior to the use of these procedures, the
client must have a complete physical examination by a physician, regular
monthly dietary and medical review, weight measures taken weekly,
fluid intake measured daily, as well as frequency of urination and bowel
movements being recorded and reported to the physician.

4.2.13. Token Economy

Definition. This is a highly complex procedure in which the client’s
behavior results in tokens being given contingent on specified appro-
priate behaviors. Tokens may be exchanged for a variety of reinforcers
of a primary and secondary nature. A response-cost procedure is also
part of this token economy system.

Treatment considerations. There are many factors to be considered
in the use of the token economy system. First, someone trained in con-
ducting such programs should be directing the program. Second, earn-
ing tokens should be based on the functioning level of the client. Third,
maintenance and generalization must be planned so that when the client
is no longer on the program, the natural consequences of the environ-
ment will ensure that the appropriate behaviors learned by the client
will continue. Fourth, the behaviors that earn tokens must be precisely
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specified as well as those behaviors that lose tokens. Fifth, all items to
be used as reinforcers must be specified. Sixth, tokens must be dem-
onstrated as conditioned reinforcers and established as conditioned rein-
forcers prior to beginning the token economy. Seventh, clients must be
required to spend their tokens. Eight, all token economies must be mon-
itored and maintained by appropriate bookkeeping methods to ensure
continuity of the program. Finally, every effort needs to be made to
maintain a “balanced” economy so that such problems as inflation,
hoarding, and satiation are avoided.

4.2.14. Behavioral Contracting

Definition. This procedure involves the written specification of the
contingent relationship between the response required by the client and
the reinforcer desired by the client. Contracting may be with the client,
with the therapist, or with several significant others in the client’s
environment.

Treatment considerations. The writing of any behavior contract requires
a clear, concise, and succinct definition of the desired response and the
basis on which the reinforcers will be delivered. There must also be a
provision for revising the agreement when either the agreement is met
within the specified period of time or when the conditons have not been
met and alternative contractual conditions need to be written. The time
period for such contracts may be daily to weekly before revisions are
made. Finally, all parties entering into the contract must do so without
coercion or on the basis of inequality of conditions for the response
requirement or the delivery of the reinforcement.

4.3. CLASSICAL CONDITIONING PROCEDURES

4.3.1. Progressive Deep Muscle Relaxation Training

Definition. This procedure was first developed in 1938 by Edmund
Jacobsen as a means of relieving clients of stress and anxiety through a
complex series of tensing and relaxing exercises of the major and minor
muscle groups of the body. In the 1960s and 1970s, the procedure was
modified from a 200-session format to a 2- to 3-session procedure. Spe-
cifically, the client tenses and relaxes major muscle groups such as the
arms, legs, abdomen, neck and shoulders, face, and chest muscles in
order to gradually learn the difference between tight muscles and very
relaxed ones. By learning the “muscle sense” derived from this series
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of exercises, the client can begin to reduce the anxiety associated with
the fearful stimuli in the client’s environment.

Treatment considerations. Clients vary in their abilities to relax via
these procedures. The literature indicates that some problems may arise
in teaching relaxation exercises that may prevent the client from the
acquisition of this skill. The client may have a fear of losing control, may
suffer from self-consciousness, depression, physical pain, have difficulty
keeping the eyes closed, have cognitive anxiety characterized by dis-
tracting and disturbing thoughts, experience fatigue or reduced mental
alertness after such exercises, and show observable signs of muscular-
skeletal tension though the client verbally reports no anxiety.

Other considerations involve the therapist’s specifying the length
of time the client tenses his or her muscles before counterposing “letting
go” of the muscle tension. It is also important to make a tape of the
relaxation training exercises actually done with the client. The client may
take home this recording so that these exercises can be practiced in the
same manner as specified in the training session. A personalized tape
is often much more effective than a prerecorded tape by an unknown
therapist. The therapist must ensure that the client does not depend on
the tape to “make” him or her relax and should therefore plan to wean
the client off of using the taped exercises from daily at first, to every
other day, to every third day, to every fifth day, then to once per week
as the relaxation response is acquired.

4.3.2. Systematic Desensitization

Definition. This procedure is defined as the pairing of muscle relax-
ation with scenes depicting situations that the client has reported has
caused him or her a significant amount of anxiety. The assumption is
that through this counterconditioning the client learns an alternative
response to previously fearful stimuli, which ultimately results in the
client’s feeling more relaxed in these previously anxious situations. Sev-
eral types of desensitization have been used with clients such as imaginal,
the most common method that involves the client’s imagining the fearful
scene and then relaxing to it; in vivo, which involves the client’s actually
being in the natural setting of each scene described in the ascending
hierarchy of anxiety; group, which is merely desensitization conducted
with groups of people; and automated, which is the use of slide projectors
and tape players to replace the therapist and to generate as similar a
situation as in vivo as is possible.

Treatment considerations. The therapist must be concerned with the
previously discussed potential problems of deep muscle relaxation, the
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determination of the fear theme presented by the client, the development
of hierarchy items in proper ascending order of fearfulness, in timing
correctly the presentation of the feared scene with the presentation of
relaxation exercises, and in troubleshooting the problems that may arise
in the desensitization process.

4.3.3. Assertiveness Training

Definition. Assertiveness training is a set of counterconditioning
procedures that has as its goal teaching the client to distinguish between
the three different modes of interpersonal behavior—nonassertive,
assertive, and aggressive behavior—to recognize his or her interpersonal
rights, and to learn alternative assertive responses for dealing with the
violation of these rights.

There are a variety of methods and tacts for behaving assertively.
The following is a list of some of these procedures.

1. Simple assertion involves saying “no” or denying a request with-
out any excuse.

2. Empathetic assertion is based on the recognition of others’ feelings
or opinion but calmly continuing to make the assertive request or refusal.

3. Feedback/behavior change request is a more elaborate assertive

response in the following form: “Ifeel _______ (state the feeling) when
you_______ (describe the offensive behavior) because ________ (effect on
the person). I would prefer that _______ (make the request for behavior

change from the individual).

4. Confrontation assertion involves making a predetermined appoint-
ment to behave assertively with another individual, typically one in a
position of authority, which will probably cause a confrontation.

5. Humorous assertion is a method of responding with light humor
(without sarcasm) to a derogatory remark.

6. Listening skills is a set of facilitative responses used to increase
the amount of information given by or shared with another.

7. Broken record is a method in which the assertive response is
repeatedly and persistently given in a calm and neutral tone of voice to
an individual making a similarly persistent request.

8. Free information involves helping another individual or the client
to give freely information regarding one’s background, feelings, and
attitudes. This method teaches the client to use “what,” “who,” “when,”
and “how” questions.

9. Self-disclosure is used in conjunction with the free information
procedure and is, in response to another’s self-disclosure, a statement
of feelings, attitudes, and opinions on the part of the listener.
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10. Calm disagreement is simply the recognition of someone’s posi-
tion on an issue while calmly maintaining one’s own position.

11. Fogging is a method whereby a person copes with criticism by
not denying the accusations, by avoiding behaving defensively, or not
counterattacking, but by agreeing with the portion of the criticism that
is true, by agreeing with the probability of the truthfulness of the critical
statement, or by agreeing in principle with the critical position.

12. Negative inquiry is a method in which the assertive response
involves the inquiry and active prompting of criticism in order to gain
information from another. Such a response helps the critic become more
assertive, use a less defensive posture, and improve communication
between the two individuals.

13. Negative assertion involves verbally shaped acknowledgment of
errors by others as merely a statement of error in thinking or action
without guilt or defensiveness.

14. Positive assertion is the statement to another individual of ver-
bally stated praise that includes a positive feeling toward the person or
toward the behavior demonstrated by the person.

15. Other basic types of assertive messages include “I want” statements,
“I feel” statements, “I think” statements, mixed feelings statements,
paraphrasing, listening without fear, nonverbal messages, probing or
questioning, asking for a reaction, asking for what was heard, or asking
for an explanation from an individual based on his or her body language.

Treatment considerations. Teaching a client to behave assertively is
often one of the first procedures used in therapy with a client who is
behaving nonassertively or aggressively. These procedures many times
offer immediate success in a previously unsuccessful environment because
the rationale and skills are easily acquired. However, a client may misuse
these methods and misunderstand the difference between assertive
responses and aggressive ones. Second, the client may become “assertive
neurotic” in attempting to use these newly acquired skill in every situ-
ation in which there is even a slim chance that the individual’s rights
have been abused. Finally, some clients demonstrate extremes of non-
assertive or aggressive behavior and may, therefore, have much diffi-
culty learning new and more facilitative interpersonal responses.

4.3.4. Covert Sensitization

Definition. When a maladaptive behavior is maintained by very
powerful reinforcers, procedures that are aversive in nature can be used
to reduce the intrinsically reinforcing behavior. Covert sensitization
involves the therapist’s generating an aversive scene to be counterposed
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with a scene of the client’s performing the maladaptive behavior. The
rationale of this procedure is that by this association of an aversive scene
with the image of the maladaptive behavior, the maladaptive behavior
will be reduced in its frequency of occurrence. This procedure is used
with such problem behaviors as pedophilia, alcoholism, substance abuse,
smoking, and obesity.

Treatment considerations. In the development of the aversive scenes,
the therapist must ensure that the scenes are indeed aversive. The client
may be asked to visualize scenes that promote nausea, embarrassment,
or fear of bodily harm as a means of determining stimulus aversiveness
suitable for treatment. There are certainly ethical concerns that the ther-
apist needs to consider, such as the amount of discomfort to the client
and the need for alternative reinforcement procedures used in tandem
for the client’s appropriate behavior. Other procedures may need to be
used prior to the use of this more restrictive procedure.

4.3.5. Covert Conditioning Procedures: Covert Reinforcement

Definition. In this procedure, the client is asked to imagine that he
or she is engaging in some alternative and appropriate behavior. As the
client reports having developed the image of engaging in the more
appropriate behavior, he or she is next asked to imagine some highly
desired event occurring immediately after the image of appropriate
behavior as a reinforcing ‘consequence of the behavior. It is assumed
that this covert reinforcement serves to increase the occurrence of the
desired behavior.

4.3.5.1. Covert Extinction

Definition. This procedure requires that the client imagine that he
is engaging in some inappropriate behavior, and, once the client reports
holding that image clearly, he is asked to imagine that none of the
reinforcement that previously accompanied the maladaptive behavior
follows the behavior. In this manner, the response probability is assumed
to decrease in a manner similar to traditional extinction.

Treatment considerations. Like all coverant procedures, covert rein-
forcement and extinction require that the client develop the image clearly
and maintain that image so as to provide reinforcement or extinction
following the scene. If the client has intrusive thoughts or other extra-
neous images, then the effectiveness of these procedures is limited. Also,
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as in the considerations for the use of deep muscle relaxation, fear of
losing control or failure may interfere with procedural effectiveness.

4.3.6. Flooding, Response Prevention, and Implosion

Definition. These procedures have many similarities. All of these
methods of extinction via a classical conditioning model involve exposing
the client to anxiety-provoking stimuli while preventing the client from
escape or avoidance of the aversive properties of the feared situation.
Usually, these methods are presented for an extended period of time at
maximum intensity. However, in implosion, the scenes can be presented
in a hierarchical fashion from least-to-most anxiety provoking, similar
to desensitization.

Treatment considerations. One of the major concerns in the use of
these procedures is that, without proper analysis of the client’s problems
or due consideration given to the client’s capability to tolerate rather
graphic descriptions of the fear-evoking stimuli or behavior, the therapist
might inadvertantly sensitize rather than extinguish the anxiety verbal-
ized by the client. Thus, the anxiety might be further exacerbated through
the use of these procedures. The therapist must do a very careful behav-
ioral assessment and choose the least restrictive methods for dealing
with the clinical problems presented rather than selecting these proce-
dures as the first treatment of choice.

4.3.7. Aversion Relief

Definition. This procedure is defined as an escape-avoidance pro-
cedure. Essentially, the client views inappropriate stimuli or is asked to
engage in some maladaptive behavior. Then contingent negative stimuli
are imposed immediately upon the occurrence of this inappropriate
behavior. When the client stops engaging in the maladaptive behavior
or stops viewing the inappropriate stimuli, the contingent negative stim-
uli is turned off (e.g., “relief”). Thus, the client first learns to escape the
unpleasant and sometimes painfully negative consequences and then
learns to avoid the disruptive behavior altogether.

Treatment considerations. Electric shock as well as offensive drugs
are usually used in these procedures as the contingent negative con-
sequences, especially if the response is rather discrete and has a fairly
discrete onset and offset. Use of proper medical precautions is essential
when using such noxious stimuli.
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4.4. SOCIAL LEARNING AND SELF-CONTROL PROCEDURES

4.4.1. Imitation and Modeling

Definition. These procedures involve teaching a client new and more
functional behaviors through the use of a model demonstrating the
appropriate behavior. This modeled behavior is then reinforced while
the observer, the client, attends to the model’s behavior as it occurs and
is reinforced. Then the client is requested to engage in the same behavior
while the therapist gives prompts to assist the client in the acquisition
of this new behavior. There are different variations of this approach that
have been used also for the reduction of fear and anxiety to some con-
ditioned aversive stimulus. These include the following.

4.4.1.1. Graduated Modeling, Guided Modeling, and Guided
Modeling with Reinforcement

These are defined as a group of methods in which the client is
exposed to models who demonstrate gradually more fearful behaviors
based on some hierarchy devised by the client and the therapist. These
procedures involve some degree of gradual movement toward the most
fearful situation perceived by the client.

4.4.1.2. Participant Modeling, Modeling with Guided Performance,
and Contact Desensitization

- With these procedures, the client is required not only to observe
the desired behavior but also, to some degree depending on which of
the procedures are used, engage in the desired behavior in the new or
fearful setting. Essentially, the client must participate to some increasing
levelin how much he or she engages in the previously modeled behavior.

Treatment considerations. In each of these modeling procedures, there
are basic assumptions that must be met if the client is to learn the
modeled and observed behaviors. The principles of vicarious reinforce-
ment and extinction operate to increase the probability that the client
will engage in the new facilitative behavior and reduce the likelihood of
avoiding some previously feared stimulus. Also, the therapist must insure
that the behavior to be modeled is not too complex to prevent modeling
and acquisition. In addition, there should be some similarity or common
relationship between the model and the observer; those reinforcers deliv-

ered to the model should in fact be reinforcers desired by the observer/
client.
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4.4.2. Self-Control Methods

Definition. There are a variety of methods in the area of self-control
that are effective in developing and maintaining appropriate behavior
desired by clients. These procedures involve the application of behavior
modification and cognitive techniques and are applied by the clients
themselves under the direction of the therapist. Included in these meth-
ods are the following.

4.4.2.1. Self-Reinforcement

This involves the client’s providing some highly desired reinforcer
contingent on the completion of some task or performance of some
appropriate behavior, sometimes specified within a predetermined period
of time. Contingency contracting with oneself would be an example of
such an.arrangement.

4.4.2.2. Self-Monitoring

This is merely the client’s keeping track of the frequency, rate,
intensity, duration, or topography of some desired or undesired behav-
ior. Self-monitoring can often result in temporary or more stable change
in some desired direction of the occurrence of the targeted behavior. As
a maintenance and generalization procedure, it is effective in continuing
the desired changes obtained in the formal treatment program.

4.4.2.3. Environmental Restriction

This is another self-control method that allows the client to grad-
ually provide for increased stimulus control over some undesired behav-
ior toward the purpose of its significant reduction or elimination. The
client would begin by specifying the various situations in which the
maladaptive behavior would have an opportunity to occur. Then the
client would agree to gradually limit the number of situations and the
amount of time in which the behavior can be permitted to occur.

4.4.2.4. Covert Positive and Negative Self-Statements

This set of procedures is based somewhat on the cognitive
approaches but also incorporates prompting as a means of the client’s
engaging in some appropriate behavior or avoiding the occurrence of
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some inappropriate behavior. This is accomplished by the client’s reg-
ularly reading a set of written statements, often developed by the client,
and reading or reciting these phrases regularly or in crucial situations
in which the behavior is likely to occur. These techniques are also part
of what may be termed self-instruction.

4.4.2.5. Goal Setting, Time Management, and Activity Scheduling

This procedure involves the client and the therapist setting long-
term and short-term goals not only for therapy but also week to week
in the client’s daily life. In addition, clients who experience depression,
social withdrawal, or procrastination profit from managing their time
schedules better and planning more life activities as a means of gener-
ating greater continuity of appropriate behavior.

Treatment considerations. A very important consideration in the use
of these self-control methods involves the reliability of whether the
behavior actually occurs as is reported by the client and the reliability
and validity of the data taken by the client. In addition, the therapist is
unsure as to the proper implementation of these treatment procedures.
Some therapists will enlist the aid of significant others in the client’s
environment to unobtrusively or even openly monitor the client’s behav-
ior and to provide some information regarding the treatment imple-
mentation with the client’s verbal report and data collection.

4.5. COGNITIVE RESTRUCTURING PROCEDURES

4.5.1. Rational Emotive Therapy (RET)

Definition. This approach developed by Albert Ellis assumes that
an individual’s emotions and behavior are not based on or caused by
events in the external environment but rather by the individual’s inter-
pretation of those environmental events. At the core of Ellis’s system is
the issue of rational and irrational beliefs by which people interpret these
events. If one’s belief system is based largely on such irrational beliefs
as “awfulizing” and “catastrophizing,” “I can’t stand its,” perfectionism,
self- and other damnation, then such a belief system will lead to irrational
and intensely negative emotional reactions and behavior.

Treatment considerations. Although it is often very easy to teach the
client these RET concepts, intellectualization is not naturally followed
by application and new rational response patterns. The therapist may
find that the client will verbalize these concepts in the office but in
stressful situations the client will engage in those former well-established
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inappropriate responses. Therefore, it is the responsibility of the ther-
apist to help the client challenge these old emotional beliefs and practice
replacing them with new, more facilitative rational responses. Using the
Rational Self-Help Form (Ellis, 1976), available from the Institute of
Rational Living, is very helpful in teaching the client to understand the
A(ctivating events), B(eliefs), C(onsequences), D(isputing or challeng-
ing), and E(motional and behavioral consequences resulting from dis-
puting) of irrational beliefs. Ellis has a variety of methods for teaching
these concepts and their application to emotional and behavioral
problems.

4.5.2. Cognitive Therapy

Definition. Aaron Beck is the prime developer of this cognitive
approach to the treatment of emotional and behavioral difficulties. The
underlying rationale of this approach is that an individual’s affect and
behavior are based, largely, on the way he or she structures the world.
Beck postulates that a person’s cognitions are based on assumptions—
referred to as “schemas”—that are developed from a person’s previous
experience. This therapeutic approach attempts to help the cliént identify
and test the faulty assumptions that are the distorted conceptualizations
of the world and then teach the client to think and behave more real-
istically and adaptatively. There are many cognitive and behavioral tech-
niques that Beck and his associates employ in this therapy endeavor.
Some of these techniques are mastery and pleasure techniques, graded
task assignments, cognitive rehearsal, assertiveness training, detection
and testing automatic thoughts, reattribution, recording of dysfunctional
thoughts, and substituting functional thoughts.

Treatment considerations. There are a number of technical problems
that can arise in the use of this approach. These include the client’s (a)
attempting to manipulate the therapist; (b) intellectualizing but not
applying the prescribed methods; (c) holding a belief that emotional and
behavioral change is not possible; (d) deemphasizing the importance of
the cognitive approach of therapy; (e) refusing to speak in the therapeutic
session; (f) tangential discussion; and (g) generalization of one negative
event to all aspects of the client’s life.

4.5.3. Thought Stopping

Definition. This procedure is especially helpful for the client with
persistent worry or obsessive thoughts. Thought stopping involves hav-
ing the" client think of the disturbing thought for a brief period after
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which the therapist suddenly yells “stop” or makes a loud noise. This
will obviously disrupt the ongoing worrisome thought of the client. After
repeated pairings of the client’s thinking with the disruption by the
therapist, the control is then shifted to the client. The client is then
required to yell “stop” once he or she has the disturbing thought in
mind. As the client disrupts this dysfunctional thinking with the shout-
ing aloud, he is then asked to “yell” to himself when his thoughts become
disturbing.

Treatment considerations. At times the client will report good success
with this procedure but will complain that the disturbing thoughts will
soon return after using it. The client is to be informed that there will be
times when the thought will be persistent in its occurrence, but it is at
these times that the client must be encouraged to yell “stop” repeatedly
as frequently as the thought occurs, or even to yell “stop” aloud when
possible under these extreme circumstances.

4.5.4. Stress Inoculation Training

Definition. This procedure developed largely by Meichenbaum and
his associates involves three phases in teaching clients to cope more
effectively with stressful situations. These three phases involve the (a)
educational phase in which the client is given a conceptual framework for
understanding the nature of his or her stressful response; (b) rehearsal
phase which provides the client with a variety of coping strategies during
the stressful events; and (c) application training which is the point at which
the client uses these new strategies in actual stressful events.

Treatment considerations. Above all, it is very important that the
client understand in lay terms how stress affects one emotionally and
behaviorally. The client and therapist need to work together in a col-
laborative fashion to develop coping self-statements, control negative
thinking, differentiate between the reality of the stressful situation ver-
sus how much arousal on the part of the client is additionally interfering,
and to provide the needed self-reinforcement after coping successfully
with the stressors.

4.5.5. Problem Solving and Impulse Control Training

Definition. In situations in which a child or adult has difficulties
making decisions or behaves impulsively, the treatment of choice is often
to teach problem solving and impulse control. These methods involve
teaching the client to define the problem, think of all possible alternatives
without regard for the goodness or badness of the alternative, analyze
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each alternative in terms of the risks and benefits of each, and then to
make a decision based on that analysis. With impulsive children, this
problem-solving technique is taught in a role-playing, rehearsal, correc-
tive feedback, and reinforcement model that also uses increasingly dif-
ficult situations in which to apply these methods. For example, teaching
a child to figure out how to locate places on a map is much less of a
difficult task than is deciding what to do when he observes his best
friend cheating on a test. Positive practice and a shift from a concrete
to a conceptual model of problem solving are also features of these
approaches.

Treatment considerations. The therapist must ensure that the client
learns the steps in decision making and commits them to memory. When
this is done, the client is first given situations that are straightforward
applications of these methods and later more difficult ones that require
the client to make decisions on emotional as well as practical issues.
Making the jump from concrete to conceptual must be done gradually
and in small steps in order for the client to apply them correctly and
successfully in daily living. Relaxation training may need to be taught
as well to facilitate a calm physical status by which clearer decision
making can be accomplished.

4.6. BIOFEEDBACK AND PHYSIOLOGICAL RECONDITIONING
METHODS

4.6.1. Electromyographic Training, Alpha Wave Training, Thermal
Training, Electrodermal Training, and Blood Pressure and
Heart Rate Training

Definition. Biofeedback procedures have been a very helpful adjunct
to therapy. Relaxation training has been facilitated through the use of
electromyographic training as well as alpha wave and thermal training.
Electrodermal training enables the therapist to objectify levels of anxiety
reported by the client and to use this information in the clinical interview
as well as in the development of desensitization hierarchies. Blood pres-
sure and heart rate training are used largely with medically referred
clients in tandem with these other biofeedback procedures. All of these
procedures allow the client to get a rather objective view of how stress
influences their mental and physical well-being through these various
windows into the autonomic nervous system, or “fight-or-flight” system.

Treatment considerations. It is a mistake to use biofeedback alone
because research and clinical practice indicate that biofeedback, when
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used with other techniques, is of greater benefit to the client and increases
maintenance and generalization of the effects of treatment than is bio-
feedback alone. The therapist must also be sensitive to the medical his-
tory of the client so as to avoid altering the client’s physical state when
doing so would prove hazardous to that client’s health. The therapist
using biofeedback would do well to keep in contact with the client’s
physician when there is possible physical danger to the client. Fuller
(1977) discusses some possible dangers associated with biofeedback
therapy.

4.6.2. Sensory Awareness and Autogenic Training

Definition. As a means of augmenting the biofeedback-assisted
relaxation response, sensory awareness and autogenic training help the
client obtain a deeper sense of calmness and awareness of the true muscle
sense. Basically, these procedures involve teaching the client to become
aware of such sensations as warmth, heaviness, numbness, floating,
and a clear, calm mind. Images of pleasant scenes that promote these
sensations are also taught and enhanced.

Treatment considerations. As in relaxation training, the therapist must
be aware of client fears and other problems previously discussed that
would inhibit the acquisition and maintenance of the relaxation response.
The therapist must also be sensitive to the fact that one client’s pleasant
scenes may not necessarily be pleasant for another client or might actually
be unpleasant to the next client.

4.7. CONCLUDING COMMENTS

As seen in this chapter, there are a variety of procedures at the
disposal of the behavior therapist. Maintaining a broad-spectrum behav-
ior therapy approach to treatment requires that the therapist select from
all of these areas those procedures that appear to offer the client the
highest probability of relief from suffering and that are the least restric-
tive. Therefore, there are many different combinations of procedures
that can be used for the variety of clinical problems presented to the
behavior therapist. Referencing the books and journals, some of which
are listed and described in Chapter 7, will enable the therapist to obtain
a perspective of which procedures are most applicable in terms of poten-
tial effectiveness for a client’s problems.



Professional Standards and
Ethical Issues for Private
Practice

The practice of behavior therapy is, first and foremost, the practice of
psychology. It is vital for the practitioner to design his or her clinical
practice in accordance with the available guidelines and standards for
establishing and maintaining a private practice. By adhering to such
standards, not only is the client protected, but the therapist is also
safeguarded from legal liability. Sheldon-Wildgen (1982) points out that
legal liability can arise out of a client’s lack of knowledge of fully informed
consent, what is to be done in therapy, anticipated results, duration of
therapy, costs of services, confidentiality, the qualifications of the profes-
sional, and the appropriateness of treatment.

There are a variety of sources to use as references for formulating
one’s guidelines for private practice. These guides discuss issues of ethics,
standards and specialty guidelines for service providers, and, for the be-
havior therapist, standards governing the application of behavior therapy.

5.1. ETHICAL PRINCIPLES OF PSYCHOLOGISTS (APA, 1981)*

The American Psychological Association (APA) has continued to
revise and update its tenets of ethical practices of psychologists (APA,
1981). This manual is an essential part of establishing a private practice

*This article appeared in the American Psychologist, 36, 1981. Copyright 1981 by the Amer-
ican Psychological Association. Reprinted by permission.
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as it sets strict limitations as to the qualifications and boundaries of
competence of the professional, how psychological services may be pro-
vided, and what safeguards have been taken to protect the client. The
psychologist as well as those working in the office of the psychologist
(e.g., secretary, biofeedback technician, mental health counselor) should
ensure they are complying to the APA’s ethical code. Regular yearly
review of staff compliance to these standards is advised to update prac-
tice procedures and to “troubleshoot” when the ethical conduct by any
staff member may be in question. In addition, staff should be made
aware that a major condition of employment is this strict adherence to
these ethical guidelines.

PREAMBLE

Psychologists respect the dignity and worth of the individual and strive
for the preservation and protection of fundamental human rights. They are
committed to increasing knowledge of human behavior and of people’s under-
standing of themselves and others and to the utilization of such knowledge for
the promotion of human welfare. While pursuing these objectives, they make
every effort to protect the welfare of those who seek their services and of the
research participants that may be the object of study. They use their skills only
for purposes consistent with these values and do not knowingly permit their

This version of the Ethical Principles of Psychologists (formerly entitled Ethical Stan-
dards of Psychologists) was adopted by the American Psychological Association’s Council
of Representatives on January 24, 1981. The revised Ethical Principles contain both sub-
stantive and grammatical changes in each of the nine ethical principles constituting the
Ethical Standards of Psychologists previously adopted by the Council of Representatives
in 1979, plus a new tenth principle entitled Care and Use of Animals. Inquiries concerning
the Ethical Principles of Psychologists should be addressed to the Administrative Officer
for Ethics, American Psychological Association, 1200 Seventeenth Street, N.W., Wash-
ington, D.C. 20036.

These revised Ethical Principles apply to psychologists, to students of psychology,
and to others who do work of a psychological nature under the supervision of a psy-
chologist. They are also intended for the guidance of nonmembers of the Association
who are engaged in psychological research or practice.

Any complaints of unethical conduct filed after January 24, 1981, shall be governed
by this 1981 revision. However, conduct (a) complained about after January 24, 1981, but
which occurred prior to that date, and (b) not considered unethical under prior versions
of the principles but considered unethical under the 1981 revision, shall not be deemed
a violation of ethical principles. Any complaints pending as of January 24, 1981, shall be
governed either by the 1979 or by the 1981 version of the Ethical Principles, at the sound
discretion of the Committee on Scientific and Professional Ethics and Conduct.
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misuse by others. While demanding for themselves freedom of inquiry and com-
munication, psychologists accept the responsibility this freedom requires: com-
petence, objectivity in the application of skills, and concern for the best interests
of clients, colleagues, students, research participants, and society. In the pursuit
of these ideals, psychologists subscribe to principles in the following areas: 1.
Responsibility, 2. Competence, 3. Moral and Legal Standards, 4. Public State-
ments, 5. Confidentiality, 6. Welfare of the Consumer, 7. Professional Rela-
tionships, 8. Assessment Techniques, 9. Research With Human Participants,
and 10. Care and Use of Animals.

Acceptance of membership in the American Psychological Association com-
mits the member to adherence to these principles.

Psychologists cooperate with duly constituted committees of the American
Psychological Association, in particular, the Committee on Scientific and Profes-
sional Ethics and Conduct, by responding to inquiries promptly and completely.
Members also respond promptly and completely to inquiries from duly constituted
state association ethics committees and professional standards review committees.

Principle 1

RESPONSIBILITY

In providing services, psychologists maintain the highest standards of their
profession. They accept responsibility for the consequences of their acts and make
every effort to ensure that their services are used appropriately.

a. As scientists, psychologists accept responsibility for the selection
of their research topics and the methods used in investigation, analysis,
and reporting. They plan their research in ways to minimize the pos-
sibility that their findings will be misleading. They provide thorough
discussion of the limitations of their data, especially where their work
touches on social policy or might be construed to the detriment of per-
sons in specific age, sex, ethnic, socioeconomic, or other social groups.
In publishing reports of their work, they never suppress disconfirming
data, and they acknowledge the existence of alternative hypotheses and
explanations of their findings. Psychologists take credit only for work
they have actually done.

b. Psychologists clarify in advance with all appropriate persons and
agencies the expectations for sharing and utilizing research data. They
avoid relationships that may limit their objectivity or create a conflict of
interest. Interference with the milieu in which data are collected is kept
to a minimum.
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c. Psychologists have the responsibility to attempt to prevent dis-
tortion, misuse, or suppression of psychological findings by the insti-
tution or agency of which they are employees.

d. As members of governmental or other organizational bodies,
psychologists remain accountable as individuals to the highest standards
of their profession.

e. As teachers, psychologists recognize their primary obligation to
help others acquire knowledge and skill. They maintain high standards
of scholarship by presenting psychological information objectively, fully,
and accurately.

f. As practitioners, psychologists know that they bear a heavy social
responsibility because their recommendations and professional actions
may alter the lives of others. They are alert to personal, social, organi-
zational, financial, or political situations and pressures that might lead
to misuse of their influence.

Principle 2

COMPETENCE

The maintenance of high standards of competence is a responsibility shared
by all psychologists in the interest of the public and the profession as a whole.
Psychologists recognize the boundaries of their competence and the limitations
of their techniques. They only provide services and only use techniques for which
they are qualified by training and experience. In those areas in which recognized
standards do not yet exist, psychologists take whatever precautions are necessary
to protect the welfare of their clients. They maintain knowledge of current sci-
entific and professional information related to the services they render.

a. Psychologists accurately represent their competence, education,
training, and experience. They claim as evidence of educational quali-
fications only those degrees obtained from institutions acceptable under
the Bylaws and Rules -of Council of the American Psychological
Association.

b. As teachers, psychologists perform their duties on the basis of
careful preparation so that their instruction is accurate, current, and
scholarly.

c. Psychologists recognize the need for continuing education and
are open to new procedures and changes in expectations and values
over time.
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d. Psychologists recognize differences among people, such as those
that may be associated with age, sex, socioeconomic, and ethnic back-
grounds. When necessary, they obtain training, experience, or counsel
to assure competent service or research relating to such persons.

e. Psychologists responsible for decisions involving individuals or
policies based on test results have an understanding of psychological or
educational measurement, validation problems, and test research.

f. Psychologists recognize that personal problems and conflicts may
interfere with professional effectiveness. Accordingly, they refrain from
undertaking any activity in which their personal problems are likely to
lead to inadequate performance or harm to a client, colleague, student,
or research participant. If engaged in such activity when they become
aware of their personal problems, they seek competent professional
assistance to determine whether they should suspend, terminate, or
limit the scope of their professional and/or scientific activities.

Principle 3

MORAL AND LEGAL STANDARDS

Psychologists’ moral and ethical standards of behavior are a personal matter
to the same degree as they are for any other citizen, except as these may com-
promise the fulfillment of their professional responsibilities or reduce the public
trust in psychology and psychologists. Regarding their own behavior, psychol-
ogists are sensitive to prevailing community standards and to the possible impact
that conformity to or deviation from these standards may have upon the quality
of their performance as psychologists. Psychologists are also aware of the possible
impact of their public behavior upon the ability of colleagues to perform their
professional duties.

a. As teachers, psychologists are aware of the fact that their per-
sonal values may affect the selection and presentation of instructional
materials. When dealing with topics that may give offense, they rec-
ognize and respect the diverse attitudes that students may have toward
such materials.

b. As employees or employers, psychologists do not engage in or
condone practices that are inhumane or that result in illegal or unjus-
tifiable actions. Such practices include, but are not limited to, those based
on considerations of race, handicap, age, gender, sexual preference,
religion, or national origin in hiring, promotion, or training.

c. In their professional roles, psychologists avoid any action that
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will violate or diminish the legal and civil rights of clients or of others
who may be affected by their actions.

d. As practitioners and researchers, psychologists act in accord with
Association standards and guidelines related to practice and to the con-
duct of research with human beings and animals. In the ordinary course
of events, psychologists adhere to relevant governmental laws and insti-
tutional regulations. When federal, state, provincial, organizational, or
institutional laws, regulations, or practices are in conflict with Associ-
ation standards and guidelines, psychologists make known their com-
mitment to Association standards and guidelines and, wherever possible,
work toward a resolution of the conflict. Both practitioners and research-
ers are concerned with the development of such legal and quasi-legal
regulations as best serve the public interest, and they work toward
changing existing regulations that are not beneficial to the public interest.

Principle 4

"~ PUBLIC STATEMENTS

Public statements, announcements of services, advertising, and promo-
tional activities of psychologists serve the purpose of helping the public make
informed judgments and choices. Psychologists represent accurately and objec-
tively their professional qualifications, affiliations, and functions, as well as
those of the institutions or organizations with which they or the statements may
be associated. In public statements providing psychological information or profes-
sional opinions or providing information about the availability of psychological
products, publications, and services, psychologists base their statements on sci-
entifically acceptable psychological findings and techniques with full recognition
of the limits and uncertainties of such evidence.

a. When announcing or advertising professional services, psy-
chologists may list the following information to describe the provider
and services provided: name, highest relevant academic degree earned
from a regionally accredited institution, date, type, and level of certifi-
cation or licensure, diplomate status, APA membership status, address,
telephone number, office hours, a brief listing of the type of psycholog-
ical services offered, an appropriate presentation of fee information,
foreign languages spoken, and policy with regard to third-party pay-
ments. Additional relevant or important consumer information may be
included if not prohibited by other sections of these Ethical Principles.

b. In announcing or advertising the availability of psychological
products, publications, or services, psychologists do not present their
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affiliation with any organization in a manner that falsely implies spon-
sorship or certification by that organization. In particular and for exam-
ple, psychologists do not state APA membership or fellow status in a
way to suggest that such status implies specialized professional com-
petence or qualifications. Public statements include, but are not limited
to, communication by means of periodical, book, list, directory, tele-
vision, radio, or motion picture. They do not contain (i) a false, fraud-
ulent, misleading, deceptive, or unfair statement; (ii) a misinterpretation
of fact or a statement likely to mislead or deceive because in context it
makes only a partial disclosure of relevant facts; (iii) a testimonial from
a patient regarding the quality of a psychologists” services or products;
(iv) a statement intended or likely to create false or unjustified expec-
tations of favorable results; (v) a statement implying unusual, unique,
or one-of-a-kind abilities; (vi) a statement intended or likely to appeal
to a client’s fear, anxieties, or emotions concerning the possible results
of failure to obtain the offered services; (vii) a statement concerning the
comparative desirability of offered services; (viii) a statement of direct
solicitation of individual clients. ‘

c. Psychologists do not compensate or give anything of value to a
representative of the press, radio, television, or other communication
medium in anticipation of or in return for professional publicity in a
news item. A paid advertisement must be identified as such, unless it
is apparent from the context that it is a paid advertisement. If com-
municated to the public by use of radio or television, an advertisement
is prerecorded and approved for broadcast by the psychologist, and a
recording of the actual transmission is retained by the psychologist.

d. Announcements or advertisements of “personal growth groups,”
clinics, and agencies give a clear statement of purpose and a clear descrip-
tion of the experiences to be provided. The education, training, and
experience of the staff members are appropriately specified.

e. Psychologists associated with the development or promotion of
psychological devices, books, or other products offered for commercial
sale make reasonable efforts to ensure that announcements and adver-
tisements are presented in a professional, scientifically acceptable, and
factually informative manner.

f. Psychologists do not participate for personal gain in commercial
announcements or advertisements recommending to the public the pur-
chase or use of proprietary or single-source products or services when
that participation is based solely upon their identification as psychologists.

g. Psychologists present the science of psychology and offer their
services, products, and publications fairly and accurately, avoiding mis-
representation through sensationalism, exaggeration, or superficiality.



76 CHAPTER S5

Psychologists are guided by the primary obligation to aid the public in
developing informed judgments, opinions, and choices.

h. As teachers, psychologists ensure that statements in catalogs
and course outlines are accurate and not misleading, particularly in terms
of subject matter to be covered, bases for evaluating progress, and the
nature of course experiences. Announcements, brochures, or advertise-
ments describing workshops, seminars, or other educational programs
accurately describe the audience for which the program is intended as
well as eligibility requirements, educational objectives, and nature of
the materials to be covered. These announcements also accurately rep-
resent the education, training, and experience of the psychologists pre-
senting the programs and any fees involved.

i. Public announcements or advertisements soliciting research par-
ticipants in which clinical services or other professional services are
offered as an inducement make clear the nature of the services as well
as the costs and other obligations to be accepted by participants in the
research.

j- A psychologist accepts the obligation to correct others who rep-
resent the psychologist’s professional qualifications, or associations with
products or services, in a manner incompatible with these guidelines.

k. Individual diagnostic and therapeutic services are provided only
in the context of a professional psychological relationship. When per-
sonal advice is given by means of public lectures or demonstrations,
newspaper or magazine articles, radio or television programs, mail, or
similar media, the psychologist utilizes the most current relevant data
and exercises the highest level of professional judgment.

1. Products that are described or presented by means of public
lectures or demonstrations, newspaper or magazine articles, radio or
television programs, or similar media meet the same recognized stan-
dards as exist for products used in the context of a professional
relationship.

Principle 5

CONFIDENTIALITY

Psychologists have a primary obligation to respect the confidentiality of
information obtained from persons in the course of their work as psychologists.
They reveal such information to others only with the consent of the person or
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the person’s legal representative, except in those unusual circumstances in which
not to do so would result in clear danger to the person or to others. Where
appropriate, psychologists inform their clients of the legal limits of confidentiality.

a. Information obtained in clinical or consulting relationships, or
evaluative data concerning children, students, employees, and others,
is discussed only for professional purposes and only with persons clearly
concerned with the case. Written and oral reports present only data
germane to the purposes of the evaluation, and every effort is made to
avoid undue invasion of privacy.

b. Psychologists who present personal information obtained during
the course of professional work in writings, lectures, or other public
forums either obtain adequate prior consent to do so or adequately
disguise all identifying information.

c. Psychologists make provisions for maintaining confidentiality in
the storage and disposal of records.

d. When working with minors or other persons who are unable to
give voluntary, informed consent, psychologists take special care to pro-
tect these persons’ best interests.

Principle 6

WELFARE OF THE CONSUMER

Psychologists respect the integrity and protect the welfare of the people
and groups with whom they work. When conflicts of interest arise between clients
and psychologists’ employing institutions, psychologists clarify the nature and
direction of their loyalties and responsibilities and keep all parties informed of
their commitments. Psychologists fully inform consumers as to the purpose and
nature of an evaluative, treatment, educational, or training procedure, and they
freely acknowledge that clients, students, or participants in research have freedom
of choice with regard to participation.

a. Psychologists are continually cognizant of their own needs and
of their potentially influential position vis-a-vis persons such as clients,
students, and subordinates. They avoid exploiting the trust and depend-
ency of such persons. Psychologists make every effort to avoid dual
relationships that could impair their professional judgment or increase
the risk of exploitation. Examples of such dual relationships include, but
are not limited to, research with and treatment of employees, students,

supervisees, close friends, or relatives. Sexual intimacies with clients are
unethical.
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b. When a psychologist agrees to provide services to a client at the
request of a third party, the psychologist assumes the responsibility of
clarifying the nature of the relationships to all parties concerned.

c. Where the demands of an organization require psychologists to
violate these Ethical Principles, psychologists clarify the nature of the
conflict between the demands and these principles. They inform all
parties of psychologists’ ethical responsibilities and take appropriate
action.

d. Psychologists make advance financial arrangements that safe-
guard the best interests of and are clearly understood by their clients.
They neither give nor receive any remuneration for referring clients for
professional services. They contribute a portion of their services to work
for which they receive little or no financial return.

e. Psychologists terminate a clinical or consulting relationship when
it is reasonably clear that the consumer is not benefiting from it. They
offer to help the consumer locate alternative sources of assistance.

Principle 7

PROFESSIONAL RELATIONSHIPS

Psychologists act with due regard for the needs, special competencies, and
obligations of their colleagues in psychology and other professions. They respect
the prerogatives and obligations of the institutions or organizations with which
these other colleagues are associated.

a. Psychologists understand the areas of competence of related
professions. They make full use of all the professional, technical, and
administrative resources that serve the best interests of consumers. The
absence of formal relationships with other professional workers does
not relieve psychologists of the responsibility of securing for their clients
the best possible professional service, nor does it relieve them of the
obligation to exercise foresight, diligence, and tact in obtaining the com-
plementary or alternative assistance needed by clients.

b. Psychologists know and take into account the traditions and
practices of other professional groups with whom they work and coop-
erate fully with such groups. If a person is receiving similar services
from another professional, psychologists do not offer their own services
directly to such a person. If a psychologist is contacted by a person who
is already receiving similar services from another professional, the psy-
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chologist carefully considers that professional relationship and proceeds
with caution and sensitivity to the therapeutic issues as well as the
client’s welfare. The psychologist discusses these issues with the client
so as to minimize the risk of confusion and conflict.

c. Psychologists who employ or supervise other professionals or
professionals in training accept the obligation to facilitate the further
professional development of these individuals. They provide appropri-
ate working conditions, timely evaluations, constructive consultation,
and experience opportunities.

d. Psychologists do not exploit their professional relationships with
clients, supervisees, students, employees, or research participants sex-
ually or otherwise. Psychologists do not condone or engage in sexual
harassment. Sexual harassment is defined as deliberate or repeated com-
ments, gestures, or physical contacts of a sexual nature that are unwanted
by the recipient.

e. In conducting research in institutions or organizations, psy-
chologists secure appropriate authorization to conduct such research.
They are aware of their obligations to future research workers and ensure
that host institutions receive adequate information about the research
and proper acknowledgment of their contributions.

f. Publication credit is assigned to those who have contributed to
a publication in proportion to their professional contributions. Major
contributions of a professional character made by several persons to a
common project are recognized by joint authorship, with the individual
who made the principal contribution listed first. Minor contributions of
a professional character and extensive clerical or similar nonprofessional
assistance may be acknowledged in footnotes or in an introductory state-
ment. Acknowledgment through specific citations is made for unpub-
lished as well as published material that has directly influenced the
research or writing. Psychologists who compile and edit material of
others for publication publish the material in the name of the originating
group, if appropriate, with their own name appearing as chairperson or
editor. All contributors are to be acknowledged and named.

g. When psychologists know of an ethical violation by another
psychologist, and it seems appropriate, they informally attempt to resolve
the issue by bringing the behavior to the attention of the psychologist.
If the misconduct is of a minor nature and/or appears to be due to lack
of sensitivity, knowledge, or experience, such an informal solution is
usually appropriate. Such informal corrective efforts are made with sen-
sitivity to any rights to confidentiality involved. If the violation does not
seem amenable to an informal solution, or is of a more serious nature,
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psychologists bring it to the attention of the appropriate local, state, and/
or national committee on professional ethics and conduct.

Principle 8

ASSESSMENT TECHNIQUES

In the development, publication, and utilization of psychological assess-
ment techniques, psychologists make every effort to promote the welfare and best
interests of the client. They guard against the misuse of assessment results. They
respect the client’s right to know the results, the interpretations made, and the
bases for their conclusions and recommendations. Psychologists make every effort
to maintain the security of tests and other assessment techniques within limits
of legal mandates. They strive to ensure the appropriate use of assessment tech-
nigues by others.

a. In using assessment techniques, psychologists respect the right
of clients to have full explanations of the nature and purpose of the
techniques in language the clients can understand, unless an explicit
exception to this right has been agreed upon in advance. When the
explanations are to be provided by others, psychologists establish pro-
cedures for ensuring the adequacy of these explanations.

b. Psychologists responsible for the development and standard-
ization of psychological tests and other assessment techniques utilize
established scientific procedures and observe the relevant APA
standards.

c. Inreporting assessment results, psychologists indicate any reser-
vations that exist regarding validity or reliability because of the circum-
stances of the assessment or the inappropriateness of the norms for the
person tested. Psychologists strive to ensure that the results of assess-
ments and their interpretations are not misused by others.

d. Psychologists recognize that assessment results may become
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