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SELF-INJURIOUS BEHAVIOUR: APPLICATION OF EXTINCTION WITH A 
DEAFBLIND RUBELLA CHILD 

 
Jeannette J. M. Geldens 

 
 

KEY POINTS: self-injurious behaviour, functional analysis, contingent and non-contingent 
procedures, positive reinforcement, negative reinforcement, restitutional overcorrection, positive 
practice overcorrection. extinction, time out, differential reinforcement of other behaviour. 
 
INTRODUCTION 
 
During my presentation I shall discuss the treatment of self-injurious behaviour with the aid of an 
extinction procedure on one of my pupils, a deafblind rubella child. For the sake of privacy I shall 
give him a fictitious name 'Martin'. Martin is a pupil at the Rafael school at the Instituut voor  
Doven at Sint-Michielsgestel in the Netherlands. 
 
The investigation formed part of my Master's degree study at the State University of Utrecht, in the 
learning and cognitive development disorders section of the department of educational theory. My 
promoter was Herman Popeijus, State Inspector of primary schools, and my supervisor was 
Professor Luc Stevens of the State University of Utrecht. My supervisors within the Instituut voor 
Doven were Professor Jan van Dijk and Dr. Eef Rasing. 
 
STRUCTURE OF THE PAPER 
 
In this paper I shall first examine some of the theoretical backgrounds to self-injurious behaviour, 
which I shall then seek to translate into practice. Following a brief personal profile of Martin and a 
description of his school career, I shall discuss the treatment procedures used for the self-injurious 
behaviour and other problem behaviour, and the results achieved. Finally, following the conclusion I 
shall present a number of recommendations. 
 
Since the content of this paper is fairly theoretical, I shall attempt to liven it up during the 
presentation using video and overhead projection. There will be an opportunity for discussion at  
the end. 
 
 
THE THEORY ON SELF-INJURIOUS BEHAVIOUR 
 
Self-injurious behaviour is a disturbing, impenetrable and dangerous form of behaviour. It includes 
actions which can cause (severe) damage to the individual's own body (Barron & Sandman, 1984; 
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Carr, 1977). A person rnay display several forms of self-injurious behaviour, either simultaneously or 
over time. This behaviour may have several functions, which again may change over time (Oliver et 
a1., 1993; Schneider, 1995). 
 
The frequency and intensity of self-injurious behaviour can also vary (Heijkoop, 1992). Apart from 
the physical consequences, such as severe injury and deformations to the body, this behaviour also 
has an adverse psycho-social effect. The individual concerned derives insufficient benefit from the 
opportunity to participate in daily activities and shows limited development. 
 
POSSIBLE CAUSES 
 
Deafblind children regularly display self-injurious behaviour (Luiselli, 1992). Much is still unknown 
about the reasons for this, though a number of possible causes of self-injurious behaviour have been 
described in the literature. 
 
A first possible cause is sensory deprivation (Duker, 1975 and 1993) . If visual acuity and hearing 
ability are (very) severely reduced or completely absent, children may suffer sensory deprivation to 
such a degree that there is insufficient interaction with their environment. Violent self-stimulation  
in response to a need for sensory stimulation may then be a possible cause of self-injurious 
behaviour (GIGV, 1992a). 
 
Stereotypic behaviour can be seen as a form of self-stimulation. Van Dijk (1983 ) studied the way in 
which the combination of loss of vision and hearing correlates with the occurrence of stereotypic 
behaviour among rubella children ; many of these children develop such stereotypic behaviour and 
thus form a risk group. Another possible cause appears to lie in neurological damage such as 
disruption of the maturing process of the central nervous system. This could lead to the occurrence 
of various behavioural fluctuations in the hormonal balance play a primary role in relation to 
neurological damage. And yet it still cannot be said for certain that neurological damage will by 
definition lead to behavioural problems (Van Dijk, 1991). 
 
Communication problerns are yet another possible cause (Heijkoop & Velthausz, 1979; Velthausz, 
1978, 1982 and 1987). From the first years of life, deafblind children are strongly introverted and 
barely aware of a distinction between the 'I' and the 'outside world'. 
 
Through and in communication, the child systematicaI1y builds up an overview of objects and of its 
social environment and also learns the means of influencing this environment. Development 
towards the meaning of symbols takes may years. Communication disorders can help to explain the 
problems which deafblind children may have in entering into adequate interactions with their 
environment. 
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On the other hand, the environment may also respond inadequately to signals from the child. Seen 
from this line of reasoning, the basis of self-injurious behaviour appears to lie partly in learned 
behaviour. If this is true, it would mean that in the search for solutions the context in which the 
problem behaviour manifests itself is of importance. We are then dealing with interaction problems 
which can only be solved if the environment is prepared to regard itself as part of the problern. 
 
ANALYSIS AND TREATMENT 
 
Given the serious consequences of self-injurious behaviour, carers are devoting increasing amounts 
of attention to the options for treatment (Didden & Jol, 1992) . 
 
Generally. carers seek standard solutions for self-injurious behaviour in the form of restraints. First 
the hands are restrained, then the legs and, finally, restraints are applied in bed. Long-term use of 
restraints can result in demineralization of bones, contractures, and fractures. 
Psychological consequences lie in limitation of the child's ability to take part in daily activities and in 
limitations to development (Duker et al., 1993). Moreover, the use of restraints generally proves  
to have no therapeutic effect. 
 
I have even found indications that the nature and duration of the restraint has to be continually 
increased in order to prevent the self-administration of life-threatening injuries. This ultimately also 
proved to be the case with Martin. 
 
In order to treat problem behaviour adequately, it is feasible to opt for a strategy based on an 
analysis of the probable function of the problem behaviour (Repp et al., 1988). 
 
Functional analysis of problem behaviour takes place among other things through observation, 
video recordings, ABC analysis (Antecedents-Behaviour-Consequences), use of the MAS 
(Motivation Assessment Scale) and interviews with supervisors and carers. This can provide 
information on the reinforcing stimuli of the problem behaviour. 
 
For an adequate treatment it is necessary to examine what reinforcers control the problem behaviour 
(Duker, 1986). Both positive and negative reinforcers may be present (Duker et al., 1993). Positive 
reinforcement is present when the behaviour is repeated with increasing frequency because a 
stimulus follows irnrnediately on the occurrence of the behaviour. Negative reinforcement causes 
the behaviour to repeat itself increasingly in response to the removal of a stimulus imrnediately 
following the occurrence of the behaviour. Negative reinforcement is thus slightly different from 
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punishment; punishment seeks to achieve a reduction of a particular behaviour by taking away to 
adrninistering a stimulus. 
 
Positive and negative reinforcement may be either social or non-social in nature. Reinforcement of  
a social nature comprises stimuli which involve people, such as giving attention. making a demand, 
taking something away. Reinforcement of a non-social nature consists in stimulation produced by 
environmental factors or by the individual concerned him or herself. Thus we see stereotypic 
behaviour more frequently in situations which offer no (or insufficient) stimulation and in 
individuals with a physical and/or sensory handicap. Self-injurious behaviour represents an attempt 
by the individual concerned to achieve a homeostatic level of stimulation. Pain (for example and ear 
infection) can function as a reinforcer of a non-social nature and thus constitute the cause of self-
injurious behaviour. This is borne out by indications that self-injurious behaviour can mask  
pain (Duker, 1986). 
 
By now analyzing the reinforcers, it is possible to study the function of the problem behaviour and 
to formulate and test a hypothesis on the functiona1 relation between the problem behaviour and 
environmental and person-related variables (Duker et a1., 1993). If the treatment has a positive 
result, the hypothesis is confirmed. An unfavourable outcome makes it necessary -after further 
observation, literature study and consultation -to formulate an alternative hypothesis and test it in a 
subsequent treatment. 
 
CONTINGENT AND NON-CONTINGENT PROCEDURES 
 
Treatment can take place using either a contingent or non-contingent procedure. In contingent 
procedures, the carer takes measures which depend on the problem behaviour, for example, 
instituting a time out immediately following the problem behaviour. In non-contingent procedures, 
the carer takes measures irrespective of the occurrence of the problem behaviour, for example, by 
administering psycho pharmaceuticals. I shall later describe three analysis dependent contingent 
procedures which are of importance in the study of Martin. 
 
THE STUDY 
 
PERSONAL PROFILE 
 
Martin was born in May, 1985 and is deafblind as a result of rubella during his mother's pregnancy. 
Be wears bifocal spectacles to correct aphakia (absence of the eye lens). The Snellen visual acuity 
with glasses measures 0.1. This means that Martin can distinguish objects at a distance of ten 
centimetres which normal-sighted individuals can just make out a distance of one metre. His vision 
is still perfectly useable, though nystagmus (involuntary side-to-side movements of the eyeball) is 
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present and he also suffers from divergent strabismus. The Fletcher index is greater than 115 
decibels for both ears. 
 
SCHOOL CAREER 
 
Martin came to the Rafael school as an external pupil at the age of four. One year later he was  
placed internally on a full-time basis due to behavioural problems (in particular self-injurious 
behaviour). After admission, a start was made on compiling a daily programme for Martin based  
on his primary needs and specific interests in terms of time, space and persons. This daily 
programme served as a basis for teaching an anticipatory and communicative attitude. 
 
Compared with deafblind children of the same age, Martin appeared able to distinguish well between 
strangers and people he knew, and he attached himself to the latter. His communicative skills 
appeared to develop reasonably. He readily used objects such as reference cards of his own accord 
and was familiar with a large number of objects and actions. 
 
Nevertheless, after-some time considerable developmental problems in social, communicative and 
sensomotoric areas were observed. Martin displayed several forms of stereotypic behaviour, weak 
orientation reactions and sometimes suffered from feelings of anxiety. 
 
PROBLEM DESCRIPTION 
 
Sometime later, Martin's teacher at the time reported a serious form of intense and frequent self 
injurious behaviour in which Martin was hitting himself on the head. The teacher had occasionally 
seen Martin hitting himself prior to this, but never with this frequency and intensity. Ignoring the 
phenomenon proved unsuccessful and Martin's behaviour eventually reached the stage where it was 
completely out of control. Bandages were even placed around his wrists to prevent him from hitting 
himself. In the period that followed the restraints were gradually extended from armbands to a 
special wheelchair with wrist-bands, chest strap, hip restraint and leg separator. The use of these 
mechanical restraints made the self-injurious behaviour impossible. 
 
Six months later Martin's agitation increased and the earlier bouts returned, albeit in a milder form . 
The reason for these bouts was generally detectable: they appeared to be concerned mainly with the 
fact that his wrist-bands had come loose and with excessive noise and activity in his environment. 
 
Martin's self-injurious behaviour involved hitting himself in the face or on other parts of the body 
with the flat of the hand or fist, hitting other objects, banging his jaw against his shoulders or 
banging his head against the back of his chair. In order to avoid renewed problems it was decided 
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to obtain treatment advice frorn a specialist team of Dutch consultants, including Professor Pieter 
Duker and Dr. Daniel Seys frorn the University of Nijmegen. 
 
 
TREATMENT PROCEDURE 
 
Following a functional analysis, a treatment procedure was drawn up together with the team of 
consultants. During this procedure use was made of an experimental A1-B1-A2-B2-CD-D-E study 
design (de Jonge and Wielenga, 1982). 
With the help of five experimental conditions, data for the overcorrection procedure are first 
collected in an Al-B1-A2-B2-C design. Condition CD stands for simultaneous implementation of an 
overcorrection procedure (C) and an extinction procedure in combination with differential 
reinforcement of other behaviour (DRO)(D). After cessation of the overcorrection procedure 
(condition C), the extinction procedure follows in combination with DRO (condition D). 
 
Finally, treatment of both the self-injurious behaviour and the problem behaviour takes place using 
extinction in combination with time out from social attention and DRO (condition E). 
 
 
OVERCORRECTION PROCEDURE 
 
A medical examination was first carried out in order to rule out possible physical disorders which 
could cause or sustained the self-injurious behaviour. 
 
Following a functional analysis, a first hypothesis was formulated, partly on the basis of the 
literature, to the effect that negative reinforcement of a social nature was the cause of Martin's self-
injurious behaviour. This hypothesis was based on the notion that Martin was using self-injurious 
behaviour in an attempt to escape from stimuli which he perceived as unpleasant, or to postpone or 
avoid the presentation of those stimuli. For example, Martin did not wish to carry out a task and 
attempted to avoid having to do so by hitting himself. 
 
We tested this hypothesis by applying restitutional overcorrection as a treatment for the self-
injurious behaviour. Restitutional overcorrection is a contingent, analysis-dependent treatment 
procedure for behaviour resulting from negative reinforcement of a social nature. 
 
The overcorrection procedure (condition A1-B1-A2-B2-C) took place in the living room of the 
residential home. Before commencing the procedure, we established a baseline of ten days 
(condition A) with the following conditions. Martin was presented with tasks for a period of one 
hour, whilst sitting in his wheelchair at the table. The hip restraint was left in place but both hands 
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were freed from their restraints, the chest strap was released and the scarf which had been placed 
around his neck to prevent him banging his head against his shoulders was removed. 
 
Self-injurious behaviour was immediately followed by five minutes of restraint. Social rewarding 
took place if Martin displayed desirable behaviour, such as the correct performance of a task. The 
overcorrection procedure lasted for 16 days (condition B1), with the baseline conditions being 
maintained. Immediately following self-injurious behaviour, Martin's spectacles were removed and 
this was followed by five minutes of restitutional overcorrection (stroking of his own head under 
physical supervision). 
 
After a reversal of four days involving a return to the baseline conditions (five minutes of restraint 
immediately following self-injurious behaviour, condition A2), 15 days of overcorrection B2 took 
place, with five minutes of restitutional overcorrection being administered immediately following 
self-injurious behaviour. 
 
As we observed no decrease in the self-injurious behaviour, we tested a following hypothetical 
possibility during overcorrection C. The assumption underlying this second hypothesis was that 
Martin's self-injurious behaviour was caused by positive reinforcement of a non-social nature. The 
purpose of the self-injurious behaviour was then assumed to be to acquire sensory stimuli. There 
was some support for this assumption since Martin also displayed self-injurious behaviour when  
left alone. 
 
Apart from restitutional overcorrection (condition Cr), we also applied overcorrection during the 
treatment (condition C) in the form of positive practice (condition Cp). This involved Martin being 
required to perform exercises immediately following self-injurious behaviour which were 
topographically incompatible with that self-injurious behaviour. His arms were held in various 
positions, and each position was maintained for thirty seconds. This positive practice  
overcorrection thus constitutes a contingent procedure in response to behaviour which, according to 
the latest hypothesis was controlled by positive reinforcement of a non-social nature. 
 
This was followed by 22 days of overcorrection C. Every ten sessions we determined at random 
what form of overcorrection we would apply: restitutional overcorrection or positive practice 
overcorrection. This enabled us to determine which form of overcorrection was most effective for 
Martin. 
 
In the table below I have summarized the average percentage latency period in the series of 
conditions Al to C inclusive of the overcorrection procedure. The latency period is the period 
measured from the moment that Martin was released from the restraints until he displayed self-
injurious behaviour (100% = 60 minutes). The lower the average percentages of the latency period, 
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the more frequent the self-injurious behaviour. The 'Range' column in the table shows the averages 
of the highest and lowest percentages of latency period for each condition. 
 
TABLE 1: AVERAGE PERCENTAGE LATENCY PERIOD OF THE OVERCORRECTION 
PROCEDURE 
 
 

CONDITION X % RANGE 

  MINIMUM MAXIMUM 

Al 36.7 14.0 - 56.9 

B 1 65.2 11.8 - 100.0 

A2 32.7 12.4 - 68.5 

B2 29.6 10.0 - 49.7 

C 
(CR) 
(CP) 

43.2 
(42.3) 
(44.1) 

3.3 - 65.3 

 
Unfortunately, we were unable to establish clearly which form of overcorrection showed no 
significant differences: the average latency period with the restitutional overcorrection (Cr) was 
42.3%, while the average with positive practice overcorrection (Cp) was 44.1%. One possible 
explanation for these findings is that positive reinforcement interferes with reinforcement as a form 
of punishment. hi spite of regular resistance by Martin to the overcorrection exercises, he ultimately 
appeared to experience them in a positive way. This may be because they were intensive and 
involved a good deal of movement, as well as ensuring that he received continuous attention. 
 
EXTINCTION PROCEDURE IN COMBINATION WITH DRO 
 
As a result of the ineffectiveness of the overcorrection procedure, we began an extinction procedure 
in combination with DRO (condition D). According to our latest hypothetical possibility, Martin's 
self-injurious behaviour could perhaps be explained by positive reinforcement of a social nature, 
whereby the self-injurious behaviour was determined primarily by reactions from his environment. 
This possibility, too, appeared plausible because the self-injurious behaviour was repeated if 
attention was given to it: Martin displayed self-injurious behaviour just as much in the company of 
others, and this behaviour actually increased if the social situation changed. We also observed many 
orientation responses from Martin in the sense of looking at his supervisor during or after  
hitting himself (Duker, 1986). 
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We define extinction as the reduction, the 'extinction' of (problem) behaviour as a result of non-
reinforcement. It is a contingent procedure whose purpose is to reduce the frequency of behaviour, 
which is controlled by positive reinforcement of a social nature. Differential reinforcement of other 
behaviour implies the reinforcement of behaviour other than problem behaviour. 
 
Application of the extinction procedure in combination with DRO began with a single experimental 
condition: a free play situation in the playroom (condition D1). Martin was freed from his restraints 
in the playroom. Self-injurious behaviour was ignored: the supervisor did not produce any response 
at all to such behaviour. On the other hand, the supervisor rewarded desirable behaviour (DRO), 
such as when Martin used the play material correctly or indicated in a correct way that he wanted 
something else. 
 
In addition to this procedure, overcorrection (condition CD) took place once per day. After five 
days we ceased the overcorrection procedure and extended the extinction procedure further by 
supervising Martin without restraints from the moment he got up in the morning to the time when 
he cam downstairs, and repeating this supervision in the evening when he went to bed (condition 
D2). In these situations, too, we ignored the self-injurious behaviour and rewarded desired 
behaviour. 
 
One week later the procedure under the conditions described were extended, and Martin was 
allowed to use the toilet without restraints (condition D3). Another week later the procedure was 
extended further by combining Martin's toilet visits with cleaning his teeth (condition D4), and a 
week later it was extended again by adding the tasks (condition D5). Fifteen weeks later condition 
D6 was created: 20 minutes of restraint-free play with material in a screened-off play comer. This 
condition (and the results) deviates from the other conditions since Martin was left alone and the 
supervisor was thus unable to stimulate him to act in a certain way. Moreover, no reinforcement of 
desired behaviour could be applied as in the other sessions. During condition D6 we offered Martin 
play material on three occasions during the play session (D6); after three weeks we stopped offering 
him material (condition D6). 
 
After this, Martin was placed in the play area for 15 minutes wearing arm casts (condition D6). 
 
This prevented him from hitting himself on the head, though other forms of self-injurious 
behaviour were still possible. Whenever Martin displayed modified play behaviour, the supervisor 
gave him a social reward by making a gesture of approval from outside the play area. 
 
Table 2 shows the average number of incidents of self-injurious behaviour (SIB) per minute during 
one week for conditions D1 to D6 inclusive during application of the extinction and DRO 
procedure. 
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TABLE 2: AVERAGE NUMBER OF INCIDENTS OF SELF-INJURIOUS BEHAVIOUR  
PER MINUTE OF THE EXTINCTION AND DRO PROCEDURE 
 

 
I should like to mention a few possible explanations for he disappointing treatment results observed 
so far. At a certain point, play sessions were no longer always arranged for Martin individually, but 
took place with another child present. Martin was consequently forced to share the attention with 
another child. There were also come changes in the composition of the treating team as well as 
organizational changes in the programme. 
 
From January 1994 a renewed increase in self-injurious behaviour was observed and other forms of 
problem behaviour such as screaming, lying on the floor, refusing to cooperate, retching and 
vomiting began to manifest themselves. Possible explanations for these increases may lie in the 
various moments at which Martin left his wheelchair and in the demands, which were placed on him 
then; in the fact that the treatment was carried out by several individuals; and in the fact that too 
much attention was paid to the verbal and physical correction of the other problem behaviour. In 
addition to these possible explanations, the wheelchair also appeared to take on the function of a 
learned (and postponed) reward, because Martin learned that, irrespective of his behaviour, he was 
restrained in his wheelchair again after every activity. 
 
EXTINCTION PROCEDURE IN COMBINATION WITH TIME OUT AND DRO 
 
At the beginning of March 1994 we decided to put away the wheelchair with Martin's help. From 
that time onwards, treatment of the self-injurious behaviour and the problem behaviour took place 
by means of extinction ('extinguishing' the self-injurious behaviour by ignoring it, and  
'extinguishing' the problem behaviour by ignoring it when there was no interaction), in combination 
 

CONDITION X SIB/M RANGE 

  MINIMUM MAXIMUM 

D1 36.7 14.0 - 56.9 

D2 65.2 11.8 - 100.0 

D3 32.7 12.4 - 68.5 

D4 29.6 10.0 - 49.7 

DS 43.2 3.3 - 65.3 

D6 32.2 0.5 - 54.7 
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with the time out (TO) from social attention (problem behaviour during interaction moments was 
followed immediately by a minimum of five minutes of isolation in a separate time out room, 
monitored by a camera) and DRO (condition E). 
 
This treatment procedure was based on the assumption that the self-injurious behaviour and other 
problem behaviour were controlled by both positive and negative reinforcement of a social nature. 
 
During this treatment we allowed the use of a 'plaything' in each hand at times when no activity with 
a supervisor was taking place, in order to prevent self-injurious behaviour: a restraint function. We 
also supplemented the daily programme with a variety of household activities such as laying the 
table, clearing the table, placing food in the oven, and removing rubbish sacks and glass. This 
combined and comprehensive treatment procedure ultimately began to lead to positive results. 
 
In the following graph I have given the average number of incident of self-injurious behaviour per 
minute over one month for condition E, as well as the average number of time outs per day over a 
period of one month, for a total period of sixteen months (March 1994 to June 1995 inclusive). 
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EXTINCTION 
WITH TIME OUT AND DIFFERENTIAL REINFORCEMENT 

OF OTHER BEHAVIOUR 
 
The average number of incidents of self-injurious behaviour per minute over one month is 3.1, with 
a range of 0.7 - 9.7. The average number of time outs per day over a month is 1.8, with a range of 
0.1 - 8.5. 
 
The highest score of time outs occurred in April 1994. This was a period during which the 
treatment was being carried out by different people. It can be seen from the graph that the number 
of time outs per day rapidly declined after this period. The highest score for self-injurious  
behaviour (9.7) occurred in February 1995. The probable reason for this was a change in the make-
up of the team: during the two preceding months three new people bean working with martin. Once 
we had instituted an extra DRO procedure, the average number of incidents of self-injurious 
behaviour reduced significantly. 
 
CONCLUDING REMARKS 
 
The function of he self-injurious behaviour was the starting point in Martin's treatment. We 
attempted through functional analyses to establish the reinforcing contingencies of the self-injurious 
behaviour. Using this method we attempted to determine the discriminative and reinforcing  
stimuli. 
 
In spite of the fact that we were forced to adjust our hypotheses several times this method, because 
of its step-by-step methodical structure and the exclusion or modification of less successful 
treatment methods, ultimately provided the best prospect of an effective and adequate means of 
tackling the self-injurious behaviour and other problem behaviour displayed by Martin. Other 
methods of approach may well also be possible. 
 
We opted for functional analysis of problem behaviour as a basis for treatment. If the treatment 
results showed that a hypothesis was unsound, we formulated an alternative hypothesis after further 
observation, literature study and consultation, which we then tested in the subsequent treatment 
period. Given the ultimate results of this approach, it appears to have been a justifiable strategy. 
However, it is necessary at all times to weigh up the advantages and disadvantages, cost and  
benefits of the form of treatment. 
 
The treatment team should also bear in mind that unexpected side-effects can occur, such as 
changes in the team composition or having to work together with other children. We also consider it 
important for the implementation of the treatment that the people who have to carry it out should 
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fully support the choices made. Martin's case teaches us that problem behaviour often has a long 
history and may have several functions, which can change over time. This may explain why finding 
the correct way to tackle problem behaviour proved to be such a laborious and lengthy process. 
 
The results show that ultimately it was primarily the combination of an extinction procedure with 
time out from social attention and DRO which led to a reduction in Martin's self-injurious 
behaviour and other problem behaviour. a combined approach appears to provide the necessary 
strength for the effective treatment of an extremely complex behaviour pattern which (evidently) is 
controlled by both positive and negative reinforcers of a social nature. 
 
RECOMMENDATIONS 
 
In order to prevent problem behaviour increasing rather than decreasing and the treatment faltering 
or even failing, I would recommend limiting changes in the staffing of the treatment team. This is 
also necessary for a consistent implementation of a given procedure. Where new supervisors are 
drafted in, it is possible that they may interpret others' arrangements differently or even change  
them all together. 
 
Additionally, the communicative development deserves more attention in my view. It seems to me 
that the problems which are experienced regularly by deafblind children in entering into adequate 
interactions with their environment can be explained from a communicative standpoint. From 
clinical experience, I can say that since the period of the treatments described here, Martin 
underwent a positive communicative development. Reducing the restraints made it possible to  
create more interaction moments. It also proved possible to extend the number of reference cards 
(drawings) and to introduce fourteen gestures. It seems to me reasonable to assume that these 
positive communicative developments contributed to the reduction in self-injurious behaviour and 
other problem behaviour. 
 
I would also recommend critically monitoring the content of a daily programme within the current 
procedure. For example, once the wheelchair had been removed, Martin had more freedom of 
movement and was able to undertake more activities. 
 
Finally, the presentation of challenging, motivating activities will be an important area for attention. 
From this perspective, 'time ins' will offer a greater invitation to desired behaviour than 'time outs' 
will ever be able to achieve. 
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