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700  
POLICY STATEMENT
The MADISON COUNTY BOARD OF MENTAL RETARDATION AND DEVELOPMENTAL DISABILITIES recognizes the purpose of behavior support is to support and assist the individual in the management of his/her own behaviors.  Behavior support policies and procedures must promote the growth, development and independence of the individuals, as well as, individual choice in daily decision making, emphasizing self-determination and self-support.  Behavior management programs shall be integrated into individual program plans (IP, IFSP, IEP, ISP, etc.) and provide a systematic approach to helping the individual learn new, positive behaviors while reducing undesirable behaviors.  In all cases, the development of behavior support programs shall take into consideration the medical factors of the individual.  Standing or as needed programs for the control of behavior are prohibited.  A “standing or as needed program” refers to the use of a negative consequence or an emergency intervention as the standard response to an individual’s behavior without developing a behavior support plan for the individual as required by paragraph (J) of 5123:2-1-02.

The Board stresses the use of positive teaching and support strategies in the least restrictive environment (LRE) and least intrusive forms of services.  A behavior assessment shall be completed prior to the implementation of any written behavior support plan.  The behavior plan will be developed to follow the findings of the behavior assessment(s).  To the extent possible behavior plans will be formulated with the individual’s participation. The hierarchy of implementation of behavior programming shall be from the most positive (least intrusive) to the least positive (most intrusive).  Positive programming must be proven ineffective prior to the consideration of more intrusive methods.  This hierarchy moves from positive programming to aversive programming.  Initial programs should therefore be positive in nature.  The use of least positive (aversive) behavioral intervention may be considered only in a 1) crisis situation (as defined in this policy) or 2) when the behaviors are destructive to self or others and only when all other conditions required by this policy have been satisfied.  Techniques to manage behaviors must never be used for disciplinary purposes, for staff convenience, or as a substitute for positive programming.


To demonstrate commitment to the use of positive behavioral change strategies, the 
Board shall, as fiscal position allows, provide resources necessary for the development 
and implementation of the same.  The behavior management policies and procedures, as 
well as due process rights, shall be made available to the individual, staff, parents of 
minor children, legal guardians and providers.

The Superintendent has appointed the Behavior Support Review Committee to implement paragraph J of 5123:2-1-02 through the development of behavior support policies and procedures.  The Board will insure that policies and procedures are developed in accordance with OAC 5123:2-1-02, department guidelines and relevant local, state and federal statutes and regulations.


The Board will insure that staff/enrollee interactions are of a positive nature.  
Interactions and speech should reflect respect, dignity, and a positive regard for the 
individual.  Programs will identify and disseminate guidelines regarding conduct that is 
allowed and not allowed.  Staff interactions, when necessary will include setting 
acceptable behavioral limits for the individual and be free from any form of demeaning, 
belittling or degrading speech or punishment (group or individual).  Staff should use 
even-toned speech that is positive and personal and void of threatening overtones or 
coercion.  Conversations should be with individuals rather than about the individual 
while in his/her presence.  Staff will show respect for the individual’s privacy by not 
discussing the individual with someone who has no right to the information.  People-first 
language will be used instead of referring to the individual by trait, behavior or 
disability.

The Board maintains that the teaching and support strategies designed to support behavior must be employed with sufficient safeguards and supervision as to insure at all times the safety, welfare, due process, and civil and human rights of the individual receiving the services are adequately protected.

701  
CONSUMER RIGHTS/DUE PROCESS

Participation in behavioral programming is voluntary on the part of the consumer. The 
decision not to participate in the recommended program may result in a review of other 
program placement options through the Interdisciplinary Team process. Non-agreement 
in optional program placement will be handled through the Madison County Board of 
MR/DD Administrative Resolution of Complaints Policy (Chapter 12).

Policies and procedures, including Administrative Resolution of Complaints procedures in accordance with OAC 5123:2-1-12 are available to all staff, individuals receiving services from the County Board, parents of minor children, legal guardians and providers.

702  
DEFINITIONS

ADDITIVE PROCEDURE - The combination of two or more procedures in order to 
reduce or eliminate an undesirable behavior.


AVERSIVE INTERVENTION - A program intervention which employs an unpleasant,  
intrusive, or physically uncomfortable procedure.  This procedure has the purpose of 
reducing the target behavior when the aversive event is presented as a consequence 
contingent upon that behavior.  Depending upon the degree of unpleasantness and 
intrusiveness of the particular aversive event, it will be classified as either a minor, major, 
or prohibited aversive intervention.


BASELINE - An objective measure of the strength or level of a behavior before an 
intervention is introduced.


BEHAVIOR CHAIN - A procedure that involves teaching a complete sequence of 
behaviors that must be performed in a particular order.

    
A.
Backward Behavior Chain - A procedure that involves teaching a complete  


sequence of behaviors that must be performed in a particular order, starting with 


the last step and working backward to the first.  This procedure enables immediate 

success and natural consequences to the completion of the task.

    
B.
Forward Behavior Chain - A procedure that involves teaching a complete  



sequence of behaviors that must be performed in a particular order, starting with 


the first step.

BEHAVIOR SUPPORT - Behavior support is the organization of environmental (physical and human) elements to promote desired patterns of behavior. The organization can include structuring the environment and/or the use of positive or aversive stimuli to increase or decrease the occurrence of a target behavior.  Medical intervention or general rules of discipline are not included in the definition unless data is gathered and the intervention is monitored for its results in changing target behavior.

   
BEHAVIORAL RESTRAINT - A systematic, planned intervention using manual or            
mechanical restraints to "prevent injury to self, others, or property; aversive only 


if injury to self or others may occur".  This type of restraint is used primarily for the 
purpose of reducing or eliminating inappropriate behavior and is used in conjunction with 
teaching the individual appropriate substitute behavior.  When restraint is used, the 
individual should be released as quickly as possible.


CONSUMER RIGHTS - Means Rights of Ohioans with Mental Retardation/ 
Developmental Disability according to Ohio Law A.S.B. 3221, 1986.

    
CRISIS - An unexpected emergency which necessitates an immediate response to protect 
individuals from injury or prevent property damage.


DANGEROUS TO SELF OR OTHERS - A behavior which through its frequency, 
chronicity, or intensity represents risk of temporary or permanent physical harm to self or 
others. This should be judged in context of a person's chronological age and the activity 
in which the behavior occurs.


DIFFERENTIAL REINFORCEMENT OF ALTERNATE BEHAVIOR (DRA) - A 
procedure involving the reinforcement of specified appropriate behaviors.


DIFFERENTIAL REINFORCEMENT OF INCOMPATIBLE BEHAVIOR (DRI) - A 
procedure which reinforces behaviors which are partially or fully incompatible with the 
target behavior.


DIFFERENTIAL REINFORCEMENT OF LOW RATES OF RESPONDING (DRL) - 
Contingent reinforcement at the end of any interval in which frequency of the target 
behavior is at or below a specified limit.


DIFFERENTIAL REINFORCEMENT OF OTHER BEHAVIOR (DRO) - Delivering  
reinforcement when the target behavior is not emitted for a specified period of time.  
Reinforcement is contingent upon the nonoccurrence of a behavior.  Behaviors other than 
the target behaviors are specifically reinforced.


ERRORLESS LEARNING - An instructional procedure that arranges stimuli and 
prompts so that only correct responses are emitted.


EXTINCTION - Discontinuing reinforcement of a behavior previously reinforced 
resulting in a decrease in that behavior (e.g., planned ignoring or withholding of staff 
attention).  Extinction procedures may sometimes involve minor aversive consequences.


FADING - A procedure involving the gradual removal of prompts, reinforcement, or 
restraints until the person is able to respond independently.


FINANCIAL RESTITUTION - Requiring the individual to pay for damage caused by an 
action. This can be determined on a percentage basis. (e.g., if damage was $100 and 
required to pay 10% or $10)


FUNCTIONAL ANALYSIS - Refers to finding out what the person is getting out of 
doing the behavior in most situations.


GENERALIZATION - The display of a target behavior in situations other than the 
training setting, with persons other than those involved in training, or with materials other 
than those used in training.

GRADUATED MANUAL GUIDANCE - The use of minimal physical assistance and/or prompts (physical, verbal, ) necessary in order to help an individual correctly perform a desired behavior.  The degree of physical assistance is systematically faded as the person becomes more able to perform a given behavior independently.  The physical force used in this intervention cannot be sufficient force to cause the probability of injury.


INSTRUCTIONAL CONTROL - Exists when a response occurs in the presence of or 
following the presentation of a command, direction or request.


INTERVAL SCHEDULES OF REINFORCEMENT - A schedule in which 
reinforcement is  made contingent upon the passage of time before the response is 
reinforced.

      
A.
Fixed Interval (FI) Schedule - When a particular response following the passage 


of a specific constant amount of time is scheduled for reinforcement.  For 



example, an FI 3 indicates that reinforcement follows the first occurrence of the 


response after three minutes have passed.

      
B.
Variable Interval (VI) Schedule - When a variable time interval must occur prior 


to the reinforced response.  The time interval has a specific average and usually 


varies within a specified range.  For example, a VI 6 indicates that an average of 


six minutes passes before the response receives contingent reinforcement.

IP - This refers to the individual plan developed by an Interdisciplinary Team including; Individual Education Plans (IEP), Individual Service Plans (ISP), and Individual Family Service Plans (IFSP).


MAINTENANCE - Continuing the desired behavior over time by means such as 
gradually decreasing the reinforcers, altering reinforcement schedules, and gradually 
decreasing artificial prompts.


MECHANICAL SUPPORT - Items that are used only for the purpose of providing for an 
individual’s physical safety, support, maintenance of optimal body alignment and 


protection.  This may include preventing physically handicapped individuals from falling, 


supporting the individual during a prescribed diagnostic or medical procedure, or 
transporting the individual by way of stretcher or wheelchair.  These support items can 
include wheelchair lap trays, splints, braces, adapted wheelchairs, sandbags, seatbelts, 
helmets, soft ties, sheets, a sleeveless cloth jacket, and other orthopedic devices.  Items, 


when used for mechanical support, are not considered restraints.  Qualified therapists, 
together with medical professionals shall prescribe within the IEP and ISP the 
mechanical supports and arrange for their provision. 


MEDICATION - A natural or chemically synthesized substance which is intended to be 
used for the purpose of treatment, prevention of illness, or diagnostic study. 


MODELING PROCEDURE - A stimulus control procedure that uses demonstrations or 
modeling to prompt an imitative response (the show procedure). 

NATURAL AND LOGICAL CONSEQUENCES - Those results of behavior which can be described as natural consequences because they are unplanned or necessarily follow the behavior and are a reasonable outcome.  Unpleasant outcome to a behavior which would occur independent of any staff involvement.  This does not release the staff from providing for the safety of the individual.  To be considered a natural consequence it must happen without staff intervention.  Logical consequences are those situations where it is expected that someone would intervene/respond.


NEGATIVE REINFORCEMENT - A procedure that involves the removal of an aversive 
stimulus as a consequence of a response and results in the maintenance or an increased 
rate of the behavior.  A behavior has been negatively reinforced if it increases or is 
maintained due to the contingent removal or reduction of a stimulus.  This procedure is 
sometimes referred to as escape conditioning.  For example, when the child does as 
asked, the adult stops nagging. 


OVERCORRECTION - A corrective procedure consisting of two basic components:  
first, requiring the individual to restore the environment to a state vastly improved over 
that which existed prior to a behavior which disrupted the environment; and second, 
positive  practice, i.e., requiring the individual to repeatedly perform an appropriate 
substitute behavior. Overcorrection does not include simple self-correction of the 
environment or simple restitution to the victim of the disruption.  The application of 
overcorrection should be immediately contingent on the target behavior. 

PLANNED IGNORING - Permit a behavior to continue without responding, either verbally or nonverbally.  Planned ignoring of aggressive, self-injurious behavior is disallowed, and due to extinction phenomena, it can be quite dangerous.


POSITIVE REINFORCER - An event, behavior, privilege, or material object that will 
increase the probability of occurrence of any behavior upon which it is contingent. 


PROMPTED RELAXATION (NO PHYSICAL GUIDANCE) - A verbal or gestural 
prompt to cue an individual to display quiet, relaxed behaviors to replace the agitated, 
disruptive, or destructive behaviors he/she emits under certain conditions.

PROVIDER 
As used in this policy this refers to all persons and entities that provide specialized services, as defined in section 5126.281 of the Revised Code, and that are subject to regulation by the Department, regardless of source of payment, including:

1. A contracting entity of the County Board, as defined in section 5126.281 of the Revised Code.

2. A provider licensed under section 5123.19 of the Revised Code.  For the purposes of this policy “provider” does not mean an Intermediate Care Facility for the Mentally Retarded (ICF/MR) certified under Title XIX of the Social Security Act.

3. A provider of Supported Living under section 5126.431 of the Revised Code.

4. A provider of respite care certified under sections 5123.171 and 5126.05 of the Revised Code.

5. A provider approved to provide Medicaid services under Home and Community Based Services Waivers administered by the Department.


PROXIMITY CONTROL - A staff member moving closer to an individual whose 
behavior is disturbing.  Proximity can also be achieved by having the individual bring 
something to the instructor.


PUNISHMENT - The presentation of any consequence following a response which 
effectively decreases the frequency of that response.  Examples are presentation of an 
aversive event or the removal of a positive event. 


RATIO SCHEDULES OF REINFORCEMENT - A schedule in which reinforcement is 
made contingent upon the emission of a number of responses before one response is 
reinforced. 

      
A.
Fixed Ratio (FR) Schedule - When a constant number of responses must occur 


prior to the reinforced responses.  For example, an FR 3 schedule indicates that 


each third response is reinforced.

      
B. 
Variable Ratio (VR) Schedule - When a variable number of responses must occur 


prior to the reinforced response.  The number of responses usually varies around a 

specified average.  For example, a VR 6 means that an average of one of six 


performances is reinforced.


READY BEHAVIOR/TENSION REDUCTION - An appropriate behavior that the


individual must exhibit to indicate that the disruptive or crisis incident has passed.


RELAXATION TRAINING THERAPY - Relaxation therapy is a directive counseling 
technique geared to enabling a client to reduce personal stress through practiced 
relaxation.  The technique involves direct instructions during the relaxation session (e.g., 
close your eyes, breathe deeply, etc.).  Suggested imagery is also used.  The client is 
instructed to use these techniques at home, sometimes supplemented with instructions on 
a cassette tape. (Relaxation therapy is especially useful for anxiety states, phobias, stress 
prove personalities, and psychosomatic disorders.)  The techniques are used at times as a 
supplement to biofeedback.  This technique is related to, but to be distinguished from, 
hypnotherapy.  Hypnotherapy aims for deeper relaxation and induces a hypnotic trance 
with direct attempts to induce cognitive changes.  Relaxation therapy is primarily a stress 
management technique.


REQUIRED RELAXATION - A technique which requires and involves teaching an 
individual to display quiet, relaxed behaviors to replace the agitated, disruptive, or 
destructive behaviors he/she emits during certain conditions. It is the practice of being 
calm, relaxed, and self controlled.  Required relaxation should not be confused with, and 
is independent of, relaxation therapy.


RESPONSE REQUIREMENT - Response requirement precedes the target behavior and 
is designed to decrease, rather than eliminate an inappropriate behavior.  Tasks are 


assigned to the individual and must be completed prior to engaging in the problem 
behavior. This requires some degree of cooperation from the individual and has shown 
potential for use in self-management programs.

RESTRAINT—Means any of the following:

A. “Chemical Restraint”, which means a prescribed medication for the purpose of modifying, diminishing, controlling, or altering a specific behavior.  “Chemical restraint” does not include the following:

a. Medications prescribed for the treatment of a diagnosed disorder as found in the current version of the American Psychiatric Association’s “Diagnostic and Statistical Manual” (DSM);

b. Medications prescribed for treatment of a seizure disorder.

B. “Emerging Methods and Technology”, which means new methods of restraint or seclusion that create possible health and safety risks for the individual, including methods or technology that were not developed prior to the effective date of rule 5123:2-1-02 (August 1, 2001).

C. “Manual Restraint”, which means a hands-on method that is used to control an identified behavior by restricting the movement or function of the individual’s head, neck, torso, one or more limbs or entire body, using sufficient force to cause the possibility of injury.

D. “Mechanical Restraint, which means a device that restricts an individual’s movement or function applied for purposes of behavior support, including a device used in any vehicle, except a seat belt of a type found in an ordinary passenger vehicle or an age-appropriate child safety seat.


RULE REMINDERS - Reminding the individual of rewards for desired behavior, and/or  
verbally explaining the negative consequences of specific behaviors.


SATIATION - The reduction in performance of reinforcer effectiveness that occurs after 
a large amount of that type of reinforcer has been delivered (usually within a short time 
period) following the emission of the behavior.


SELF-DEFENSE - "Self-defense” means the use of approved methods to control an 
individual during a crisis or to escape from an individual during an outburst.  No 
intervention set out as prohibited, may be used in "self-defense".  Employment of any 
prohibited intervention  constitutes abuse and will result in corrective action up to and 
including termination.


SHAPING - The gradual modification of some property of responses by the differential     
reinforcement of successive approximations to some criterion.


SIMPLE REPRIMANDS - Non-resistive/non-abusive physical, gestural, symbolic, 
and/or verbal cues, prompts, or instructions which indicate that a behavior which has just


occurred is undesirable and should not occur again.  This procedure should always be 
paired with redirection.  Reprimands should be used primarily for cueing.  Reprimands 
should describe what someone has done wrong and why it was wrong, not to degrade 
them (i.e., Do not say things like, "You're bad" or "That was stupid").

SIMPLE SELF-CORRECTION (RESTITUTION) - An individual is required to repair any damage that he/she did to the environment.  This should not require the repair or cleaning of anything that the individual did not disrupt. (NO overcorrection or physical prompts except if needed to assist with task. Guidelines for directed manual guidance would apply).  The individual must agree and consent to making restitution, and this consent should be documented.  To avoid a potential rights violation this intervention should only be used as prescribed within an approved behavior support plan.


STRUCTURAL ANALYSIS - Refers to finding out whether there is a pattern of 
differences in the occurrence of the behavior across different settings, people, time of 
day, activities, etc.


TARGET BEHAVIOR - A behavior identified by the Interdisciplinary Team as needing 
to be increased or decreased by the use of a behavioral program.

TIME AWAY (VOLUNTARY)- A self-management procedure in which an individual chooses to leave or go to the periphery of the current instructional environment to decrease inappropriate behavior, to prevent escalation to dangerous behavior, or when antecedents to the target maladaptive behavior are exhibited.  To be considered a general intervention, ALL of the requirements below must be met:


A.
The individual goes to the time-away voluntarily (goes on own or asks) or after 


staff give simple verbal/gestural cue, suggestion to go to a setting where other 


reinforcers/an alternative environment are available.

      
B.
Staff remain in visual contact of the individual.

      
C.
Exit from time-away is not prevented.

      
D.
The individual is asked to return to the instructional environment at least every 15 

minutes.

      
E.
Even though there are no time limits, if this procedure is used excessively    


(frequency or duration), a team meeting will be held to discuss the use of the 


procedure.  In most instances, an individual should not be left in a time-away 


setting for more than 1 hour.

TIME AWAY (DIRECTED)—An aversive intervention wherein the individual is involuntarily (i.e. verbally directed or physically escorted) removed from the immediate instructional/reinforcing environment, however egress from the area is not prevented by physical means (physical force, closing a door or other barrier, or physical blocking).


Items B through E above apply.

TIME-OUT –Means confining an individual in a room and preventing the individual from leaving the room by applying physical force or by closing a door or other barrier, including placement in such a room when a staff person remains in the room with the individual.

Caution: Placement of an individual in time-out may be dangerous if that enrollee 
is in an agitated state.  If the enrollee presents a danger to himself, intervention must take place. Time-out shall never be used for more than two hours per day.


A.
General Guidelines



a.
Use with persons 2 years of age and older.



b.
Choose only 1 or 2 target behaviors.



c.
Decide on an appropriate/safe location which is no more than 10 seconds 



(ideally) from the area in which the target behavior occurred, and which 



will offer little or no reinforcement to the individual. Locating the time-out 


area close to the reinforcement area will also facilitate placement of the 



resisting individual and decrease the opportunity for reinforcement to 



occur on the way to the time-out area.



d.
Use time-out immediately following the target behavior misbehavior 



(within 5-10 seconds).



e.
Explain briefly (10 words or less) why the individual is to go to time-out.  



Keep your voice calm, ignore arguments, objections, or apologies.



f.
The prespecified time should be as brief as possible.  No more than one 



minute per year for children ages 2-12.



g.
The time-out room (if used) should be:




1)
Large enough to allow the person to sit, stand, and lie down.




2)
Properly lit with adequate temperature and ventilation.




3)
Free of items which an individual may entertain himself/herself.




4)
Structurally safe and free of items with which a person could injure 



himself/herself.




5)  
Provide the means for continued observation of the person by staff.




6)
Located close to the reinforcement area if possible to facilitate the                                


     
removal of resisting individuals and to decrease the opportunity for 



reinforcement to occur during the process.




7)  
Time-out is never to exceed two hours (total) per day.



h.
The door must not be key locked, but the door may be held shut by a staff 



person or by a mechanism that requires constant physical pressure from a 



staff person to keep the mechanism engaged.



I.
The individual in a time out room must be under direct, constant 




supervision of staff at all times.



j.
A record of all time out activities must be kept.



k.
Emergency placement (without a written plan) of an individual in a time-



out room is not allowable.




Time Limits for Time-Out




1)
Adults (age 12+)





1 to 59 minutes per use





No more than 2 hours (total) per day




2)
Children (age 2-12)





1 to 30 minutes per use





No more than 2 hours (total) per day


TOKEN ECONOMY - Tokens (exchangeable reinforcers) are given as soon as possible 

following the emission of a target response.  The tokens are usually exchangeable on a 

daily basis for a reinforcing object or event.


TOKEN REINFORCER - An object that can be exchanged at a later time (preferably 
daily) for a reinforcing item or activity.

703
INFORMED CONSENT

Prior to the development of a Behavior Support Plan for any individual, the author 
of the Behavior Support Plan must ensure that a behavior assessment for the 
individual and an analysis of the communicative aspects of the individual’s behavior have 
been completed.  Informed consent law places the burden on the treatment provider to 
disclose information to the person rather than on the person to ask for it.  In theory, 
prior to the acceptance of treatment, the person must be apprised of the diagnosis, the 
nature of the contemplated treatment, the risks inherent in such treatment, his prognosis 
with and without treatment, and any possible alternative approaches to alleviate the 
problem.  The provision of this information does not by itself render valid an ensuing 
consent to treatment, for in addition to being informed, a person must be legally 
competent and must give his consent voluntarily and knowingly.(Legal Issues in Mental 
Health Care, Barbara A. Werner, J.D. & Robert Wettstein, M.D.,(1993), Plenon Press, 
p.115-116).

The author of the behavior plan must obtain prior documented (written) informed consent from the person receiving the services from the county board program, or guardian if the person is eighteen years old or older, or from the parent or guardian if the person is under eighteen years of age, prior to implementing the plan.  When informed consent cannot be documented in writing at the time it is obtained, such consent shall be documented in writing within three days of implementation.  This written informed consent must be updated at least annually.  Any revisions to a behavior support plan requiring behavior support committee approval shall require written informed consent from the individual receiving services from the Madison County Board of MR/DD, or guardian if the individual is eighteen years old or older, or from the parent or guardian if the individual is under eighteen years of age.  “Informed consent”, means an agreement to allow a proposed action, treatment or service to happen after a full disclosure of the relevant facts.  The plan author and or Team will present facts necessary to make the decision including information about the risks and benefits of the action, treatment or service; acceptable alternatives to such action, treatment or service; the consequences of not receiving the action, treatment or service; and the right to refuse such action, treatment or service.  The behavior plan and related information shall be presented in a manner which can be understood by the person or parent of a minor or guardian.


All members of an individual’s team must be in agreement that the individual is able to 
give informed consent unless he is being represented by a legal guardian.  Additionally, 
the members of the BSRC must also believe that the individual is able to give informed 
consent.
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MEDICATION

Medication for behavior management shall not be used unless it is prescribed by and 
under the supervision of a licensed physician who is involved in the interdisciplinary 
planning process.

Psychotropic medications should be prescribed only for psychiatric conditions.  However, psychotropic and other medications are sometimes prescribed for behavioral control. Persons who receive medication for behavioral control or for whom medication is being considered, should have a person centered planning process to address as defined as a chemical restraint within this policy.


The prescribing physician must be involved with the Interdisciplinary process.  This does 
not mean that the physician must attend the person’s IP Team meetings.  It does mean 
that the person’s IP Team coordinator, nurse, or other team representative be in contact 
with the physician so that progress is monitored and all IP Team members are informed 
of circumstances which affect an individual’s behavior.
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BEHAVIOR SUPPORT PLAN DEVELOPMENT, DESCRIPTION, AND REVIEW
All County Board staff, volunteers or contract entities are responsible to document incidents of behaviors and provide this information to the County Board.  When incidents of behavior are reported, the County Board staff assigned to lead the ISP team will monitor and when frequency or severity dictate, assemble the interdisciplinary team to address the behavior.  The Team will work together to determine member responsibilities that will aid in the development of a behavior support plan if the Team determines one is warranted.  The Team Leader maintains ultimate responsibility to insure that planning and program development occurs to effectively address the behaviors.  The Team will work with the physician to insure that medical factors are considered in the development of behavior support plans.  Any time medications are prescribed for the purpose of controlling behavior, the Team shall develop a behavior support plan to be reviewed as an aversive intervention plan.  The Team Leader will insure that the ISP Team reviews all medications and the reason they are prescribed to arrive at this determination.

A behavior assessment is completed prior to implementation of any written behavior support plan to help identify the causes for a behavior and determine the most appropriate teaching and support strategies.  The behavior support plan shall be developed to follow the findings of the behavior assessment.

The Team Leader is responsible to insure that all consents and committee approvals as outlined in this policy are secured as applicable.

When a behavior support plan is needed, whether a general intervention plan or one containing an aversive component, it shall be developed and implemented as part of the Individual Service Plan.  Behavior Support methods are integrated into individual plans and are designed to provide a systematic approach to helping helping the individual learn new, positive behaviors while reducing undesirable behaviors.  A regular review of all behavior support plans must be held, at least, in conjunction with Individual Plan updates.  Plans that incorporate aversive methods, including restraint and time-out shall be reviewed as determined by the Interdisciplinary Team but at least every thirty days.  Status reports on a plan that incorporates aversive methods, including restraint and time-out shall be provided to the person receiving services from the County Board program, or guardian if the individual is eighteen years old or older, or the parent or guardian if the individual is under eighteen years of age.  Additionally, for individuals who receive services from a provider, status reports shall be provided to the provider.  The Team Leader is responsible to insure that this occurs.


The development of an effective behavioral intervention plan requires consideration of 
the conditions under which a behavior occurs.  Therefore, all plans shall include the 
following steps/procedures:


A.
Any member of the IP team may make a referral to the Team Leader for the 


consideration of behavior support services.


B.
A behavior assessment will be completed as coordinated by the Team Leader.


C.
An IP team meeting will be held within 30 days of the initial referral to discuss 


the findings of the assessment and determine a course of action.

D.
If IP team determines that programming is necessary, the Team Leader (Service Coordinator), with the assistance of the County Board's Behavior consultant (if necessary), will author a behavior plan following the County Board's behavior support policies.  Behavior plans will be presented in a manner which can be understood by the person or parent of a minor or guardian.


E.
All behavior plans must include the following:

   

a.
Case history, including medical information;



b.
Results of a behavior assessment;



c.  
Baseline data;


   
d.
Behaviors to be increased;



e.
Behaviors to be decreased;



f.
Procedures to be used;

   

g.
Persons responsible for implementation;

   

h.
Review guidelines;

   

i.
Completed signature page/consent form and date and space for dissenting 



opinions;

   

j.
Required signatures for all Behavior plans are:




1)
The individual and/or their legal guardian;




2)
The author of the plan (Team Leader);




3)
All persons involved in implementing the plan;

4) Residential provider (if not living at home).

k.
The date original plan was developed, dates of revisions and start date of implementation

F.
All plans with aversive interventions as defined within this policy must be submitted by the Team Leader (after IP team approval) to the Behavior Support Review Committee (BSRC)  If approved by the BSRC, the plan is forwarded to the Human Rights Committee (HRC) for their approval.

HRC will notify the Team Leader of approval of the plan. If either BSRC or HRC disapprove of the plan it will be returned to the Team Leader (author) for revision and re-submission. If a pre-existing plan is revised to include aversives, it must be submitted to the BSRC and HRC before the changes may be implemented.  In the case of an emergency, an aversive plan may receive interim approval from a sub-committee of the BSRC between scheduled meetings.


G.
Team Leader will distribute copies of the approved plan to individual, parents and



others as necessary.

H.
Team Leader, County Behavior Consultant, and/or Residential Provider will train staff to implement the program.  This training will be documented and provided to the Team Leader.

I. The Team Leader will review the program and present this information to the BSRC as required.

706  
PREFERRED INTERVENTIONS (GENERAL PROGRAMMING)

The Madison County Board of Mental Retardation and Developmental  Disabilities 
recognizes that staff must be responsive to the need for on-going behavior suppport 
within program settings.  The Board believes that positive, general programming is the 
most beneficial to a learner, since it allows him to participate actively in the management 
of his life.


On occasion, interventions designed to increase a desirable behavior may need to be 
combined with a plan to reduce or eliminate a problem behavior. Such strategies are 
allowed without Behavior Support Review Committee approval if they do not meet 
the County Board definition of an aversive intervention or prohibited intervention.


There is some room for discussion as to whether or not, in a particular situation, a 
behavior  reduction procedure meets the definition of an aversive intervention.  One 
characteristic of an aversive intervention is that it prescribes a contingent consequence for 


the occurrence of a behavior targeted for reduction.  Contrived contingencies need, at 
least, committee review.  Data should be kept on all behavior reduction strategies, even if 
committee approval is not necessary.


Some examples of general behavior reduction strategies not needing committee approval 
include:

    
A.
General Interventions



a.
Positive reinforcement



b.
Errorless learning



c.
Forward/backward chaining



d.
Shaping/Fading



e.
Modeling/imitation



f.
Differential reinforcement of other behavior (DRO)



g.
Differential reinforcement of alternative behavior (DRA)



h.
Differential reinforcement of low rates of responding (DRL)



i.
Redirection to a more appropriate activity



j.
Rule reminders



k.
Simple (non-aversive) reprimands



l.
Time-away (voluntary)



m.
Prompted relaxation (NO physical guidance)



n.
Natural and logical consequences

B. Positive Interventions that require Behavior Support Review and Human Rights Committee Approvals

a. Planned ignoring

b. Response requirement

c. Proximity control

d. Satiation 

e. Extinction 

f. Simple self-correction (restitution)

707     ACCEPTABLE INTERVENTION STRATEGIES (AVERSIVE PROGRAMMING)

A.
Aversive Interventions (Definition)


   
Aversive interventions are strategies used in behavior modification which



employ unpleasant, intrusive or uncomfortable stimulus with the purpose of 


reducing a target behavior.



These strategies employ behavioral consequences that a person would work 


actively to avoid. Aversive interventions are to be used only in those situations in 




which withholding them would be contrary to the best interests of the individual 


because: 



a.
the problem behavior is dangerous to self or others



b.
the problem behavior is detrimental to the development of self or others.

Before any aversive programming may take place, a medical evaluation of the individual must be considered by the IP Team. If there is any question whether the programming may be medically contraindicated, the individual's physician will be consulted.  No aversive programming will be approved by the BSRC without a medical release signed by the individual and/or guardian and/or physician (as determined above) stating that the individual is able to participate in the programming.  This release must be updated at least annually.

Restraint and time-out as defined in paragraph J of OAC 5123:2-1-02 are only used with behaviors that are destructive to self or others, and only when all other conditions required by paragraph J and this policy are met.  The use of restraint and time-out, because of their possible adverse effects on health and safety, shall require additional oversight by the Department.


These procedures must receive prior approval by the IP Team, Behavior Support 

Review Committee (BSRC) and Human Rights Committee (HRC) before 
implementation.  Aversive interventions should be used only in those situations in 
which withholding them would be contrary to the best interests of the individual.

Positive and less aversive teaching and support strategies must be demonstrated to be ineffective prior to the use of more intrusive procedures.  This does not mean that the entire hierarchy of positive strategies needs to have been applied, but that less restrictive procedures have been carefully considered through the behavior assessment process.  Aversive behavior support methods are never used for retaliation, staff convenience or as a substitute for an active treatment program (interdisciplinary team developed and approved per individual plans).


A.
Examples of aversive procedures 



a.
Manual sensory screen for a brief period



b.
Self-restraint or manual restraint applied as a reinforcer



c.
Time-out (see definition)



d.
Response cost



e.
Withholding of routinely given materials, items or activities*



f.
Graduated manual guidance



g.
Response interruption



h.
Time Away (Directed)



i.
Required relaxation



j.
Manual restraint

k. Financial restitution

l. Mechanical restraint

m. Suspension

n. Chemical Restraint

Withholding of routinely given materials, items or activities-also referred to as “loss of privileges” cannot be psychologically contraindicated and in some situations could be perceived as a rights violation, therefore care should be taken when specifying this intervention in a behavior support plan that materials, items or activities are clearly defined, that the team, individual, guardian and psychologist, psychiatrist or physician are in agreement that the intervention would be beneficial and that due process rights have been explained and understood.

Restraint or Time-Out shall be discontinued if it results in serious harm or injury to the individual or does not achieve the desired results as defined in the behavior support plan.

Behavior support programs that employ an aversive intervention must be approved, in writing, by the Interdisciplinary Team, client, parent/guardian (if client is under age 18 or adjudicated), the program administrator, and, if applicable, the LEA.

708
CRISIS INTERVENTION

A.
Definition



A crisis is an unexpected emergency which necessitates an immediate response to 


protect individuals from injury or prevent property damage.  If a "crisis" behavior 


occurs more than once in a week, three times in a month, or six times in a year, 


then a Behavior Support Program will be designed.  This program, and not 


these crisis guidelines, will then guide staff response to the behavior or threat.


B.
The following procedures are listed in order of increasing restrictiveness.



Crisis Intervention Strategies



a)
Alteration of environment - Moving materials, objects, furniture, people 



etc., to end the behavior.



b)
Non-physical intervention - Distraction through gestured redirection, 



calling an individual's name, use of a loud noise to interrupt, etc., to end 



the behavior.




Redirection, calming or relaxation procedures are also non-physical 


interventions.



c)
Manual Restraints - A behavior may be interrupted by having a staff 



person(s) physically hold an individual to prevent the behavior. Only 



trained staff should engage in this procedure.  *see requirements below.
d)
Mechanical Restraints - A behavior may be interrupted through the use of mechanical restraints to stop a behavior from occurring.  Mechanical restraints are to be used only when less aversive interventions are not effective in stopping the behavior and at the direction of the facility authority (Adult Services Director, Children's Services Director, etc.).*see requirements below.


e)
Emergency removal from the facility - If less restrictive strategies are not 



successful in resolving the crisis or are not considered to be prudent, the 



facility authority (i.e. Adult Services Director, Children's Services 




Director, etc.)  will be notified for consideration of possible emergency 



removal from the facility.  *see requirements below.



f)
Time-out is not to be used as a crisis intervention for any reason.


The above techniques will be utilized to prevent harm and help an individual reduce 
his/her intensity and regain composure.  These interventions will be maintained until 

ready behavior is observed for 3-5 minutes.  At that time, the individual will be returned to work, if possible, or to a supervised, non-reinforcing, alternate program area (not Time Out) if an immediate return to work is not possible.

Any use of restraint or time-out in an unapproved manner or without obtaining required consent, approval, or oversight shall be reported as a Major Unusual Incident pursuant to rule 5123:2-17-02 of the Administrative Code.  Any use of restraint or time-out that results in an injury that meets the definition of a Major Unusual Incident or an Unusual Incident shall be reported as such pursuant to rule 5123:2-17-02 of the Administrative Code.

*To use Restraint as Crisis Intervention (manual or mechanical) the following conditions apply:

· Any use of restraint must be the least restrictive intervention that is most likely to be effective in resolving the emergency safety situation.

· Restraint can only be used with behaviors that are destructive to self or others.

· People who are in position to respond to crisis must be trained in the use of de-escalation and preventive measure and these practices must be implemented.

· When restraint is needed for crisis intervention the team should begin to gather the information needed to develop a plan or improve an existing plan to address the issue in whatever way the data and situation indicates is needed.  If the episode of aggression is due to a known and not likely to be replicated situation, it maybe ok to wait to develop something, otherwise it is best to begin the process ASAP.  On the other hand, the best practice would be to address the likelihood of the need for crisis intervention at the individual’s joint IP, and at that time, if it is foreseen as a need, discuss the likely measures to take to avoid crisis, to de-escalate the crisis and to provide safety if none of these work.  Here would be the best place to address any medical factors that may need to be taken into account in the application of crisis measures.

· People who are in a position to respond to crisis must be informed as to any medical factors that may need to be taken into account in the application of crisis measures involving restraints.  It is best practice to insure that any medical conditions or limitations are detailed in each individual’s ISP.

*If emergency removal from a program is to be used the following process must be used.

· The facility authority will insure that less restrictive strategies are not successful in resolving the crisis and that the behavior is of such a nature as to constitute a health and safety risk

· The facility authority will notify the individual and if appropriate his/her legal guardian (and residential provider if appropriate) of the decision to implement an emergency removal from the program.

· The facility authority will insure that the individual and/or his or her legal guardian has been notified of their due process rights as outlined in County Board Policy Chapter 12 Administrative Resolution of Complaints and if applicable Medicaid Due Process.  The facility authority will insure that this is documented and that due process is afforded.

· The facility authority will notify the Superintendent as soon as possible of this decision.

· The facility authority will insure that arrangements are made to transport the individual home and when appropriate that residential services are able to provide care for the individual at that time.

· The facility authority will work with the Support Services Coordinator to arrange for a special team meeting so that the team may utilize the behavior support procedures outlined within this policy and attached flow chart to address the individual’s needs so that he or she may return to the programming as soon as possible.  This meeting must be made available to the individual and/or his or her guardian within 24 hours of the emergency removal.

· Emergency removals for any period longer than 2 consecutive days or 4 total days within a program year require the Superintendent’s authorization.


C.
Reporting Crisis Events

In order to effectively deal with crisis events, careful documentation and attention to detail is necessary.  For this purpose, a Behavioral Incident Report is required to be completed by the staff person managing the crisis and submitted to the Program Administrator and County Board Organization Services Division before the close of the working day. Responsibility for documentation and reporting belong to the staff person who first observes and responds to the crisis.

709
PROHIBITED INTERVENTIONS 

    
As defined in the Ohio Department of Mental Retardation and Developmental Disabilities Licensure Rule Section 5123:2-3-25 and 2-3-26, H.B. 66, ORC 2151.421, ORC 5123.62 and the Rights of Persons with Mental Retardation and Developmental Disabilities:


“Abuse means any act or absence of action inconsistent with human rights which result 

or could result in physical injury to an individual, except if the act is done in self-defense 
or occurs by accident; any act which constitutes sexual activity, as defined under Chapter 
2907 of the Ohio Revised Code, where such activity would constitute an offense against 
an individual under that chapter; insulting or coarse language or gestures directed toward 
a person which subjects the person to humiliation or degradation; or depriving a person of 
real or personal property by fraudulent or illegal means."


More simply stated, abuse by definition means mistreatment which infringes on the 
assurance of treatment with human dignity and respect. Any intervention, which does in 
fact, no matter how subtly, violate an individual's human rights, will be handled as abuse 
with administrative action being taken as appropriate.  As required, staff may act in "self-
defense".  "Self-defense” means the use of approved methods to control an individual 
during a crisis or to escape from an individual during an outburst.  No intervention set out 
below, may be used in "self-defense".  Employment of any prohibited intervention 
constitutes abuse and will result in corrective action up to and including termination.


The MADISON COUNTY BOARD OF MENTAL RETARDATION AND 
DEVELOPMENTAL DISABILITIES considers the actions that follow, although not all 
inclusive, as abuse and will be reported and handled as such, and strictly prohibited:


A.
Employment of any aversive practice or procedure, not first approved by the

Behavior Support Review Committee, with the exception of crisis intervention supports as outlined above.

B.
Any physical abuse of an individual such as striking, spitting on, scratching, pinching, pulling, shoving, spanking, paddling, corporal punishment or any other action to inflict pain.

C.
Any psychological/verbal abuse such as threatening, ridiculing, or using abusive or demeaning language including but not limited to profanity, degrading remarks, inferences, threats, ridiculing, or demeaning communication.


D.
Placing the individual in a room with no light or painful illumination.


E.
Subjecting an individual to damaging or painful sound.

F.
Denying a regularly scheduled meal or any portion of that meal including denial of breakfast, lunch, or dinner.


G.
To threaten to or take away any personal items; money, work/school attendance, 


or the right to help to decide program interventions.

H.
Using non-prescribed medication, be it giving additional or withholding, unless prescribed by the attending physician.  Medication for behavior control, unless it is prescribed by and under the supervision of a licensed physician who is involved in the interdisciplinary planning process.

I.
Any sexual abuse of an individual.


J.
Any medically or psychologically contraindicated procedures including using 


objects/materials that result in loss of personal dignity.


K.
The withholding or non-implementation of any programming which has been 


approved by the IP team.


L.
Any act not otherwise listed which violates the individual's rights.


M.
Squirting an individual with any substance as a consequence for a behavior.
N. An individual must not discipline another individual, except as an organized system of self-government.

O. Time-out in a time-out room exceeding one hour for any one incident and exceeding more than two hours in a twenty-four hour period.  Use of a time-out room requires the additional oversight specified in paragraphs (J) (3) and (J) (4) of OAC 5123:2-1-02 and the following safeguards:

a. A time-out room shall not be key locked, but the door may be held shut by a staff person or by a mechanism that requires constant physical pressure from a staff person to keep the mechanism engaged.

b. The room must be adequately lighted and ventilated, and provide a safe environment for the individual.

c. An individual in a time out room must be protected from hazardous conditions including, but not limited to, presence of sharp corners and objects, uncovered light fixtures, or unprotected electrical outlets.

d. The individual must be under constant visual supervision by staff at all times.

e. A record of time-out activities must be kept.

f. Emergency placement (i.e., without a written plan) of an individual in a time-out room is not allowable.

P. Systematic, planned intervention using manual or mechanical, or chemical restraints, except when necessary to protect health, safety, and property and only when all other conditions required by this policy and OAC 5123:2-1-02 paragraph J are met.

All staff observing or suspecting abuse will make a verbal report immediately to the Organization Services Division or on-call County Board contact, who will proceed with the investigation as required.  All reports of alleged abuse will remain as confidential documents, released only through Court Order.  Upon completion of the investigation, administrative action 
will be taken as appropriate.  Prohibited actions are reported as Major Unusual Incidents (MUI) in accordance with rule 5123:2-17-02 of the Administrative Code and County Board Policy Chapter13.
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INTERVENTIONS REQUIRING ODMR/DD APPROVAL

Prior approval from the Director of ODMR/DD must be obtained before using the following methods of restraint:

A. Any emerging methods and technology designated by the Director as requiring prior approval; or

B. Any other extraordinary measures designated by the director as requiring prior approval, including brief application of electric shock to a part of the individual’s body following and identified behavior.

711
PERSONNEL QUALIFICATIONS

QUALIFICATION FOR PERSONNEL INVOLVED IN BEHAVIOR SUPPORT 
PROCEDURES:

Staff involved in behavior support programs shall be identified and properly trained for the level of functioning appropriate for their designated position and duties.  Qualification shall be based on two levels:

A.
Level 1—All persons employed by a provider who are responsible for implementing behavior support plans.



a.
Direct service staff who have received training specific to the individual 





strengths and needs, recommended support procedures, and the use 



of the most appropriate crisis intervention techniques.

b. Duties include collecting data, implementing reinforcement schedule; may be included in aversive programming.

c. Staff will have received training in the area of general behavior support

d. Level 1 may not author behavior support programs or supervise behavior support programs.

e. Staff who will be implementing any type of physical intervention will have been through an approved physical intervention training program such as C.O.P.E. or TAPS.

B.
Level 2—All staff who develop behavior support plans will meet the following minimum criteria.



a.
Certified staff who have received a broad-base training program (at a 



minimum, at the bachelor level) specific to the MR/DD population and 



who are employed in a position that requires Department of Education or 





Department of Mental Retardation and Developmental Disabilities 




certification. (i.e., MR/DD teachers, behavior modification specialist, 



therapists, Service Coordinators, EAC) or

b.
Staff who have a minimum of one year experience in the field of MR/DD, have received training in the area of behavior supports, possess a high school diploma, and are employed in a position in which they oversee the provision of direct services may author or co-author plans under the direction of a certified staff member as described in (a.) above.



c.
Duties include collecting data, behavior identification and interpretation, 



hypothesis formation, program development and implementation, and 



training staff in specific reinforcement techniques.



d.
Persons meeting criteria in Level 2 may author positive and 




aversive programs.



d.
Level 2 staff:




1)
Will author and supervise the implementation of behavior 





management/modifications procedures.




2)
Will monitor said programs to determine efficiency and need for 




modifications. 




3)
Will monitor theoretical soundness and individual appropriateness 




of programs, adherence to consent and review procedures, and will 



have responsibility for approving any aversive procedure 





prior to submission for committee approval.

C. Level 3 Administrative Oversight

The Director, Manager, Program Administrator, or other person ultimately responsible for supervising the provision of services for the program must approve all behavior support plans that will be implemented within that program.  They will be responsible for assisting program staff in determining if the plan contains an aversive component and insuring that all plans that do contain aversive intervention have the required consent and committee approvals prior to implementation.  This administrator is also responsible for insuring that all staff who will be developing and/or implementing behavior support plans have been adequately trained and required training is documented.

712     BEHAVIOR SUPPORT REVIEW COMMITTEE

A.
Purpose

The Behavior Support Review Committee is an advisory committee to program staff and the Superintendent, to provide guidance on general issues of behavior support policies, procedures, and practices.  The Behavior Support Review Committee reviews and approves or rejects all plans that incorporate aversive methods, including restraint and time-out, and reviews ongoing plans that incorporate aversive methods, including restraint and time-out.  This includes any behavior support plan or procedure that may involve potential risks to an individual’s rights or protections.


B.
Membership

The members of the Behavior Support Review Committee shall be appointed by the Superintendent.  The committee will include persons knowledgeable in behavior support procedures, including administrators and persons employed by a provider who are responsible for implementing behavior support plans, but not those directly involved with the plan being reviewed.  The authors of the behavior support plan may attend committee meetings to provide information and to facilitate incorporation of suggested changes.


Providing they meet the above criteria the committee will consist of the


following:




1)
Organization Services Director or designee;




2)
Adult Services Director or designee;




3)
Children Services Director or designee;




4)
Up to 6 (six) additional staff representatives.




5)
The committee may be combined with other agencies in order to 




reduce duplication.


C.
Responsibilities



The responsibilities of the Behavior Management Review Committee shall be:

a)
Meet as requested in writing 5 (five) days prior to implementation of a plan or per regularly scheduled meetings.  The committee shall have the authority to identify aversive techniques and to approve/disapprove behavior management programs involving the use of aversive procedures.  The Behavior Support Review Committee must approve aversive programs prior to implementation.



b)
Meet no less than every 3 months to monitor aversive plans.



c)
Monitor the facilitation of appropriate behavior techniques, taking into 



consideration the total habilitation of the individual.



d)
Assure accountability by requiring evidence that:




1)
The proposed program represents the least restrictive, viable 




program/treatment alternative for the individual;




2)
Overall programming is  positive;




3)
Appropriate training/staff development activities are planned when 



each program is implemented;




4)
The proposed program includes adequate provision for 





documentation and evaluative data.

e) Identify plans that because of use of restraint or time-out or emerging methods or other measures as defined by the Department which require additional oversight or approval by the Department and serve as the liason with the Department to provide information as necessary.  Within five working days after local approval of a behavior support plan using restraint or time-out, the County Board or Provider shall notify the Department by facsimile or other electronic means in a format prescribed by the Department.  Upon request by the Department, the County Board or Provider shall submit any additional information regarding the use of the restraint or time-out.


D.
Inservice



a.
The committee should attain on-going training program for its members;



b.
The County Board must assure that all staff are trained in appropriate 



behavior management techniques, behavior modification principles, and 



acceptable modes of physical restraints for emergency situations.


E.
In the event that a committee member has authored a plan or is directly involved with that plan being submitted for the committee’s review or is filling in for the staff member that authored the plan to present it to the committee, that member must abstain from reviewing and will function only in the capacity of presenting that plan.
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HUMAN RIGHTS COMMITTEE      


A.
Purpose

The Human Rights Committee reviews and prior approves or rejects all behavior support plans using aversive methods including restraint and time-out and those which pose potential risks to the individual’s rights and protections.  The Human Rights Committee shall ensure that the rights of individuals are protected.  The committee, appointed by the Superintendent, shall include:

a.
At least one parent of a minor or guardian of an individual eligible to receive services from a County Board of MR/DD;



b.
A member of the County Board staff who will chair the committee;



c.
A person receiving services from a County Board ;

d.
Qualified persons who have either experience or training in contemporary practices to support behaviors of individuals with developmental disabilities;



e.
A person with no direct involvement in the County Board’s Programs.



f.
Additional member’s may be appointed at the Superintendent’s discretion.

One Human Rights Committee may serve more than one County Board or Provider.


A majority of HRC members must be present to have a quorum.


B.
Responsibilities



a.
The Human Rights Committee will review all behavior programs using 



aversive procedures and those involving potential risks to an individual’s 



rights or protections to ensure that:




1)
The proposed program represents the least restrictive, viable 




treatment alternative for the individual;




2)
The individual’s rights are not violated;




3)
The informed consent process has been completed properly.



b.
Meetings will be held as frequently as required and as determined by the 



Chairperson.


C.
Procedures 



a.
The Behavior Support Review Committee directs the Team Leader to 



forward to the HRC Chairperson




1)
The behavior support plan;




2)
A copy of the IP;




3)
The signed consent form;




4)
Behavior Support Committee report;




5)
Physician permission, as required.



b.
The author of the behavior plan is notified of the HRC meeting so that he 



or she can attend and clarify any questions or issues that may arise.



c.
The HRC meets and discusses the following issues:




1)
Whether the severity of the behavior justifies the use of the 





recommended aversive procedures;




2)
Why the procedure is expected to be successful;




3)
What skills and positive behaviors are being taught to replace the 




inappropriate behaviors;




4)
What potential side-effects could arise and how they would be 




detected and monitored;




5)
How all involved staff will be trained to implement the plan.



d.
The HRC will either approve or disapprove a behavior plan.  The 




decisions will be reported in writing to the Superintendent, Behavior 



Support Review Committee, the individual, and the IP Team.




If a behavior plan is disapproved, the person and his/her IP Team will 



meet to make revisions and determine their plan of action.  An interim 



approved plan will be immediately stopped if the HRC approval is not 



obtained.



e.
Upon written request (all elements of a regular proposal provided) the 



Chairperson of the HRC, with concurrence of the Superintendent, may 



provide interim, short term approval for plan implementation when 



necessary.  The interim approval will extend only until the next regularly 



scheduled HRC meeting, at which time the proposed plan will be reviewed 


by the Committee.

E. The Behavior Support Committee and the Human Rights Committee which reviews the plan may be either those formed by the County Board or those formed by the Provider.  In this situation, representatives of both agencies will be involved.  The County Board or Provider may establish one multi-purpose committee to fulfill all functions of the Behavior Support Committee and the Human Rights Committee.  County Boards and/or Providers may jointly establish and share the operation of a Behavior Support Committee, Human Rights Committee or a Multi-Purpose Committee.

714 DEPARTMENT OVERSIGHT OF BEHAVIOR SUPPORT PLANS

The County Board will work with the Department as indicated in 5123:2-1-02 to facilitate Department oversight as defined in that rule and indicated within this policy.

715 APPLICATION

This policy applies to all programs and services that the Board provides, either directly or through contracts.  In the case of individuals who reside in an ICFMR and receive County Board services this policy and the processes set forth within must be observed.
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