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Problem Behavior &
Behavior Analysis

• Primary contribution of Behavior Analysis: 

SPB is understood as learned behavior 
influenced by its outcomes and context

• The approach is….
– Effective
– Practical 
– Hopeful
– Dignifying



Topics for Today

• Addressing/preventing sleep problems

• Addressing/preventing stereotypy

• Addressing/preventing socially-mediated 
problem behavior



Why is Good Sleep Important?

• Good sleep is restorative; without it, children 
are:

– more irritable

– more easily fatigued

– more likely to suffer from unintentional injury

– less likely to follow instructions

– less likely to learn academic concepts

– more likely to engage in problem behavior (SIB, 
tantrums)



Good sleep is restorative; without it, people with 
autism may be more likely to engage in stereotypy
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Why is Good Sleep Important?

• Persistent sleep problems in childhood is also 
associated with:

– childhood and adult obesity

– adolescent behavioral and emotional problems

– anxiety in adulthood

– sleep problems through adulthood 



Why is Good Sleep Important?

• Children’s sleep problems can lead to:

– Maternal malaise and depression

– Parental sleep problems

– Erosion of the parent’s relationship with each 
other and with their children



Assumptions Regarding Sleep

• Falling asleep is the target behavior

• Influenced by our ancestral history (our 
genetics) and our present culture

• Also, can be influenced by past and present 
events in one’s sleeping environment 

– can be motivated  (or demotivated)

– can become reliant on environmental cues



To understand a sleep problem, we find 
answers to important questions like these:

• What is devaluing sleep at the times it should 
be most valuable?

• What other rewarding interactions or 
activities are available when a child should be 
sleeping?

– What establishes their value and signals their 
availability at night?

• On what is sleep dependent?



How do we assess and treat
the sleep problem?

• Through a conceptually systematic understanding of 
the factors that influence sleep and sleep problems

• By collecting information via open-ended indirect 
assessment to identify the personal factors influencing 
the sleep problem

• By allowing caregivers to develop the intervention with 
us and then we support caregivers in their 
implementation of the assessment-based treatment



Common Sleep Problems

• Nighttime routine noncompliance

• Interfering behavior

• Delayed sleep onset 

• Night awakenings

• Early awakenings



Total Sleep: How much is enough?
(Getting at when sleep is valuable to the child)

• Acknowledge age-appropriate day and night 
sleep amounts



Age Total Sleep Night Sleep # Naps

2  11 hrs  30 min 9.5 hours 1 (2 hrs)

3  11 hrs  15 min 10 hours 1 (1hr15min)

4 11 hrs 10 -11 hours 0-1 

5 10 hrs 45 min

6 10 hrs 30 min

9 10 hrs

12 9   hrs 45 min

15 9   hrs  15 min

18 9   hrs

Adapted from: Solve Your Child's Sleep Problems, Richard Ferber, Simon & Schuster, 2006

Age-Based Sleep Averages:



Total Sleep: How much is enough?

Cautions:

• Difficulty falling asleep, staying asleep, or complying 
with nighttime routines may occur if child is expected 
to be in bed too long

• Difficulty waking up or day time tiredness may be 
related to child being in bed for too short of a time

Implication: 

• Select the right sleep total for your child



When should they go to bed when 
you start your sleep treatment?
Important Factoid to Consider

• We have a tendency to go to bed later and wake up later 
because of our 24.2 hr clock, artificial light, and ample 
pm activity (w/ the latter 2 leading to a 25-hour clock)

• Implication: When you start treatment, recognize when 
your child typically falls asleep and schedule them to go 
to bed shortly after that.  



When should they go to bed when 
you start your sleep treatment?

Night NightDay

Alert

Sleepy

Adapted from: Solve Your Child's Sleep Problems, Richard Ferber, Simon & Schuster, 2006



When should they go to bed when 
you start your sleep treatment?

• Caution: Putting kids to bed during the Forbidden Zone 
(the few hours prior to his/her sleep phase) may 
increase the likelihood of nighttime routine 
noncompliance and interfering behavior

Night NightDay

Alert

Sleepy

Forbidden Zone

Midday Dip in 
Alertness

Adapted from: Solve Your Child's Sleep Problems, Richard Ferber, Simon & Schuster, 2006



So….what should their sleep schedule be? 

• It should be based on current sleep phase, age, and 
when they need to get up in the am.

• Get there by using a Faded Bedtime

• Put child to bed ½ to 1 hour later than current start of 
sleep phase (i.e., the time in which they typically fall asleep)

• Gradually transition sleep phase earlier:

– If child falls asleep within 15 min move bedtime earlier next night 
(15 to 30-min increments)

– Wake child each a.m. at target wake time (based on age)  
regardless of time required to fall asleep (do not let child sleep in)

• Once at desired bedtime, maintain sleep phase by 
adhering to a similar bed time and awake time



Extreme Sleep Phase Shift?

• Consideration:  Try chronotherapy if sleep phase is 
more than 4 hours past desirable sleep time: 

• Move sleep and awake times forward by 1 hour 
each night  (larger leaps can be made with older 
children)



Occasioning Falling Asleep:
Nighttime Routine

• Develop a nighttime routine that is as 
pleasant, relaxed, and consistent as possible 
to occasion “behavioral quietude.”

• Example: Dim lights, eat light snack, (bath), 
pjs, brush teeth, read book in bed, kiss good 
night, lights out

• Consider a picture schedule depicting the 
nighttime routine



Nighttime Routine Noncompliance

• Tendency to not follow parental instructions or 
resist guidance to, for example, put on PJs, brush 

teeth, or get in bed. 



Nighttime Routine Noncompliance

Solutions:

• Start routine just prior to natural sleep phase

• Follow through on all instructions during the 
night and day

– Follow through (tell, show, help)

• Arrange big discrepancy in consequences for 
compliance vs. noncompliance to routine



On what is sleep dependent?
Sleep Dependencies

Transitioning from behavioral quietude to sleep 
depends on things that are associated with falling 
asleep

Examples: 

• TV, radio, books, bottles, “full belly”, presence of another 
person, being rocked or patted, lights, fallen stuffed animal  

Problems:

• Things that occasion sleep or are not present when the child 
wakes up during the night = Frequent Night Awakenings

• Things that occasion sleep are suddenly removed or 
inconsistently available = Sleep Onset Delays



Stimuli that set the occasion for sleep must be there through 
the night because children wake up often during the night



Sleep Dependencies
Solutions:
• Occasion sleep with things that 
(a) don’t require your presence, 
(b) can be there in the middle of the night, and 
(c ) are transportable (e.g., for vacations or nights at  

Grandparent’s home)

• Examples: pillow, blanket, stuffed animal (with bed 
rails), pacifier, sound machine on continuous

Important points:
• Child should be put in bed and you should leave the 

room while he/she is still awake 
• May want to fade or sequentially eliminate unwanted 

sleep dependencies



Understanding 
Interfering Behavior (IB)

• IB = Behaviors that interfere with behavioral quietude 
necessary for sleep onset; the big three are:
– leaving bed (curtain calls)

– crying / calling out

– playing in bed or in bedroom

• Be sure to first properly consider what the likely 
reinforcers are for the interfering behavior
– Attention / Interaction

– Food/drink

– Access to TV or toys

– Escape/avoidance of dark or bedroom



Addressing Interfering Behavior

• Arrange for some quality time with your child during 
the evening and provide the reinforcers for IB as much 
as possible prior to the bid goodnight

• After the kiss goodnight, and do one or more of the 
following: 
– Progressive Waiting

– Time-Based Visiting

– Quiet-Based Visiting

– Quality Fading

– Bedtime Pass

– Parent Fading



Addressing Interfering Behavior
• Progressive Waiting: progressively delay your 

typical response to an IB during each night and 
across nights

• Consider video surveillance for children with 
medical risk or history of dangerous behavior

Day At first wait Second wait Third wait Subsequent waits

1 1 min 3 5 10

2 3 5 10 12

3 5 10 12 15

4 10 12 15 17

5 15 17 20 25

6 17 20 25 30

7 20 25 30 30 min
Adapted from: Solve Your Child's Sleep Problems, Richard Ferber, Simon & Schuster, 2006



Addressing Interfering Behavior
• Time-Based Visiting: Visit your child at 

increasingly larger intervals after the kiss and 
across nights (hopefully before IB occurs); during 
visit re-tuck them, give kiss, and leave.

Day First 
visit

Second
visit

Third 
visit

Fourth
visit

Fifth 
visit

Sixth
visit

Seventh 
visit

1 10 s 30 s 1 min 3 min 5 min 10 min 30 min

2 30 s 1 min 3 min 5 min 10 min 30 min

3 30 s 3 min 5 min 10 min 30 min

4 1 min 3 min 5 min 10 min 30 min

5 1 min 5 min 10 min 30 min

6 5 min 10 min 30 min

7 5 min 30 min



Addressing Interfering Behavior
• Quiet-Based Visiting: Visit your child only when 

still and quiet for longer periods; during visit re-
tuck them, give kiss, and leave.

Day First 
visit

Second
visit

Third 
visit

Fourth
visit

Fifth 
visit

Sixth
visit

Seventh 
visit

When still and quiet for:

1 3 s 5 s 10 s 30 s 1 min 3 min 5 min

2 5 s 10 s 30 s 1 min 1 min 3 min 5 min

3 10 s 30 s 1 min 1 min 3 min 3 min 5 min

4 10 s 1 min 1 min 3 min 3 min 3 min 5 min

5 30 s 1 min 1 min 3 min 3 min 5 min

6 30 s 1 min 1 min 3 min 5 min

7 1 min 1 min 3 min 5 min



Addressing Interfering Behavior
• Bed Time Pass: Give your child a bed time pass to 

be used as needed after the kiss good night to have 
one request granted.
– If # of IBs was high before you try this treatment, provide 

more than one bed time pass initially and then fade out 
the number each night.  

• Parent Fading: Sleep near but not in child’s bed and 
gradually increase the physical distance between 
you and your child each night 

• Quality fading: Identify all of the features of your 
night interactions and gradually decrease the 
quality of them across nights



Addressing Night Awakenings
• Should be resolved with appropriate sleep 

schedule and healthy sleep onset dependencies

• If they continue to occur, consider using
– Progressive Waiting

– Bedtime Pass

– Scheduled (preemptive) awakenings: 
• Wake your child about 15 to 30 min prior to his/her typical 

night awakening

• Gradually increase schedule of awakenings until it 
coincides with the morning wake up.

• Also good for addressing nighttime incontinence



Prevention of Sleep Problems:
Key Ingredients for Good Sleep

• Adherence to an agreed upon sleep schedule that 
is sensitive to age and recent sleep history

• Adherence to nighttime routines that foster 
compliance and “behavioral quietude”

• Development of sleep dependencies on things 
that are routinely and easily present throughout 
the night (and transportable)

• Experience with a clear discrepancy between 
what is available during the day versus the night



For you to consider…
• If you are considering addressing one or more sleep problems, 

start on a Friday or when you have some time off from work

• Exercise—just do it; exercise helps people sleep better

• Avoid caffeinated beverages after 5:00 pm.

• Consider writing down your reflections of the day and plans for 
tomorrow before you do your nighttime routine.

• To address long delays to sleep onset, consider:

1. Making your bedtime 1 hr. later than usual, 

2. Getting out of bed if not asleep within 10-15 min, and sitting 
in chair & read a literary classic for 15 min or until drowsy,

3. Gradually adjust sleep and wake times to desired times. 



Case Examples



Participants and Setting

• 3 children
– One typically developing child (Walter)
– Two children diagnosed with Autism (Andy and Lou)

• Ages ranged from 7 to 9 years

• Reported problems of:
– delayed sleep onset
– insufficient amount of sleep
– relying on medications 
– relying on parental presence to fall asleep
– night awakenings

• Assessment and treatment in the home by parents



• Sleep diary

– Parents observed and recorded their children’s 
daily sleep patterns

• Infrared nighttime video recording

– A Sony camcorder with infrared illumination 
continuously recorded the child’s sleep 



• Sleep Onset Delay (in min)

• Interfering Behavior (in min)



• Sleep Assessment and Treatment Tool  (SATT)

– Interview-based

– Open-ended 

– Identifies idiosyncratic variables contributing to 
each child’s sleep problems 

– Informs a personalized and socially acceptable 
intervention for each family



• Sleep phase shifts
– being put to bed in forbidden zone (all children)

• Sleep interfering behavior
– reading books and magazines (Walter)

– playing with items such as paper (Walter)

– getting out of bed to ask “big questions” during bedtime (Walter)

– engaging in stereotypy by repeatedly flapping socks, curtains, and 
paper (Andy)

– playing with toys and reading books (Lou)

– getting out of bed or talking to the parents (Lou)

• Inappropriate Sleep dependencies
– Music, which was turned off after asleep (Andy)

– Parental presence, which was intermittent (Lou)



• Established value of sleep

– Bidding goodnight closer to natural sleep phase and 
then fading back (all children) 

• e.g., moving bedtime forward by 1.5 hr initially and fading 
it back by 30 minutes if asleep within 15 min (Andy)



• Addressed putative reinforcers for interfering 
behavior

– Provided access to putative reinforcers prior to 
bedtime
• Access to books and magazines for 20 minutes

• Individual story time to invite rich and quiet social 
interaction and question asking (Walter)

• Access to papers and socks prior to bedtime routine to 
allow stereotypy (Andy)

• Access to toys and books for 20 minutes during playtime 
(Lou)

• Access to parental attention during story time (Lou)



• Addressed putative reinforcers for interfering 
behavior

– Restricted access to putative reinforcers after bedtime

• Making books and magazines inaccessible (Walter)

• Gently guiding back to bed without addressing questions 
following instances of getting out of bed and question 
asking (Walter)

• Gently interrupting instances of flapping curtains, paper, or 
socks, and guiding back to bed to reinitiate sleep sequence 
(Andy)

• Clean-up routine for toys (Lou)



• Addressed sleep dependencies

– Eliminated inappropriate sleep dependencies

• Eliminated nighttime music (Andy)

• Removed parent from child bed; parents visited 
the child on a time-based schedule with minimal 
interaction (Lou)

– Added a healthy sleep dependency

• Sound machine emitting white noise throughout 
the night (Andy and Lou)
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Social Validity Questions

Table 1

Questions Walter Andy Lou
Average

(Range)

1.Acceptability of 

assessment procedures
7 6 7 6.7 (6-7)

2. Acceptability of 

treatment
7 6 7 6.7 (6-7)

3. Improvement in sleep 7 7 7 7

4. Consultation was helpful 7 6 7 6.7 (6-7)

Note: Likert scale: 1 to 7. 1 (not acceptable, not satisfied, not helpful), 7 (highly acceptable, 

highly satisfied, highly helpful)



Social Validity Outcomes

Table 1

Questions Walter Andy Lou
Average

(Range)

1.Acceptability of 

assessment procedures
7 6 7 6.7 (6-7)

2. Acceptability of 

treatment
7 6 7 6.7 (6-7)

3. Improvement in sleep 7 7 7 7

4. Consultation was helpful 7 6 7 6.7 (6-7)

Note: Likert scale: 1 to 7. 1 (not acceptable, not satisfied, not helpful), 7 (highly acceptable, 

highly satisfied, highly helpful)



Part II

Adopting a skills-based approach to 
address stereotypy



Introduction to Stereotypy

• Persons diagnosed with Autism often engage in 
repetitive acts that appear to serve no function

• These acts are collectively referred to as 
stereotypy due to the formal similarity of the 
acts and the periodicity with which they are 
emitted





HFA = High functioning autism 

LFA  =Low functioning autism  

DLD = Developmental language disorder  

NALIQ = Non-autistic Low IQ



HFA = High functioning autism 

LFA  =Low functioning autism  

DLD = Developmental language disorder  

NALIQ = Non-autistic low IQ



When is Stereotypy a Problem?

….when it is exhibited with impairing frequency

– When it interferes with attempts to teach skills 
or concepts

– When it interferes with social interactions

– When the prohibition of stereotypy results in 
more serious problem behavior 

• (Deleon et al., 2011)



Stereotypy can serve different functions

From Hanley, Iwata, and McCord, JABA, 2003, p. 166
Hanley, Iwata, & McCord, JABA, 2003



Published in: Subscriptions at: 
http://www.abainternational.org

This article now available for free 
on PubMed (use Google Scholar)



Stereotypy can serve different functions

From Hanley, Iwata, and McCord, JABA, 2003, p. 166



Treatments for Automatically-Reinforced 
Stereotypy are Numerous

• Some good reviews:

– Rapp, & Vollmer (2005) in Research in Developmental Disabilities

– Lancioni, Singh, O’Reilly, & Sigafoos (2009) in Research in 
Developmental Disabilities

– Tiger, Toussaint, & Kliebert (2010) in J. Matson (Ed.) Applied behavior 
analysis for children with autism spectrum disorders

• But how do you select from among the many tactics?

• And how do you accommodate the fact that the tactics 
proven effective in one study are proven ineffective in 
another study?



Treatment for Automatically-Reinforced 
Stereotypy  

• For  desirable change now:

Make changes to the antecedents and 
consequences for both stereotypy and an 
alternative behavior

and  

shape more and better alternative behavior 
over time



(pp. 339, 347)



(p. 80)



Treatment development for 
automatically-reinforced stereotypy

1. Determine if stereotypy persists when alone

2. Conduct a preference assessment and provide items 
noncontingently

3. Add prompting to engage items appropriately

4. Alter consequence of stereotypy (e.g., block attempts) 
during clearly defined periods

5. Add differential reinforcement to shape some desirable 
behavior

– use access to own stereotypy as reinforcement

6. Adjust contingencies to develop more complex and 
automatically-reinforcing behavior



• Three teenagers

– Jon, Patrick, & Edward

• Stereotypy

– Hand flapping, finger tapping or flicking, body 
rocking, mouthing, eye pressing, ear holding

Some applications of the model
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Step 1: Functional analysis
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Conclusion
Stereotypy is 
probably 
maintained by 
automatic 
reinforcement



Step 2: Conduct a preference assessment

See these studies for the successful treatment of 
stereotypy by providing free access to materials 
identified via preference assessment

Favell, J. E., McGimsey, J. F., & Schell, R. M. (1982). Treatment of self-
injury by providing alternate sensory activities. Analysis and 
Intervention in Developmental Disabilities, 2, 83–104. 

Piazza, C. C., Adelinis, J. D., Hanley, G. P., Goh, H., & Delia, M. D. (2000). 
An evaluation of the effects of matched stimuli on behaviors 
maintained by automatic reinforcement. Journal of Applied Behavior 
Analysis, 33, 13-27.

Roscoe, E. M., Iwata, B. A., & Goh, H. L. (1999). A comparison of 
noncontingent reinforcement and sensory extinction as treatments for 
self-injurious behavior. Journal of Applied Behavior Analysis, 31, 635-
646.



Conduct a preference assessment

Measures

• Stereotypy: hand flapping, finger tapping or flicking, body 
rocking, mouthing, eye pressing, ear holding

• Simple Engagement (SE): making contact with an item

Methods

• Provide items for fixed amount of time

• Populate with items that are likely to provide some 
preferred form of automatic reinforcement

• Include a control (no items) condition

• Repeat assessment to determine consistency



Step 2: Preference Assessment
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Conclusion
Reinforcers earned via item engagement were 
neither substitutable for nor did they effectively 
compete with reinforcers earned via stereotypy



Measures

• Stereotypy:                                                              
hand flapping, finger tapping or flicking, body 
rocking, mouthing, eye pressing, ear holding 
(actual responses and attempts are reported)

• Simple Engagement (SE): 

making contact with an item

• Generic Functional Engagement (GFE): 
manipulating the activity as generally intended
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Step 3: Add Prompting of Item Engagement

See these studies for the successful application of 
prompting engagement with freely available toys to 
address stereotypy

Britton, L. N., Carr, J. E., Landaburu, H. J., Romick, K. S. (2002). The efficacy of 
noncontingent reinforcement as treatment for automatically reinforced 
stereotypy. Behavioral Interventions, 17, 93-103.

Horner, R. D. (1980). The effects of an environmental ‘‘enrichment’’ program 
on the behavior of institutionalized profoundly retarded children. Journal 
of Applied Behavior Analysis, 13, 473–491.

Lindberg, J.S., Iwata, B.A. & Kahng, S. (1999). On the relation between object 
manipulation and stereotypic self-injurious behavior. Journal of Applied 
Behavior Analysis, 32, 51-62.



Jon



Edward



Step 3: Add Prompting of Item Engagement

Conclusion: Stereotypy persisted, so….. prompting 
apparently did not result in access to more or better 
reinforcers for item engagement



Step 4: Alter consequence of stereotypy-- add 
blocking

See these studies for the successful treatment of 
stereotypy by blocking stereotypy

Lerman, D. C., & Iwata, B. A. (1996). A methodology for distinguishing 
between extinction and punishment effects associated with response 
blocking. Journal of Applied Behavior Analysis, 29, 231–234.

Reid, D. J., Parsons, M. B., Phillips, J. F., & Green, C. W (1993). Reduction 
of self-injurious hand mouthing using response blocking. Journal of 
Applied Behavior Analysis, 26, 139-140.

Roscoe, E. M., Iwata, B. A., & Goh, H. L. (1999). A comparison of 
noncontingent reinforcement and sensory extinction as treatments for 
self-injurious behavior. Journal of Applied Behavior Analysis, 31, 635-
646.
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Step 4: Alter consequence of stereotypy-- add 
blocking

Conclusion: Stereotypy persisted or worsened

Why?

• Interpretation of functional properties of stereotypy was 
incorrect

• Only saw early stage of extinction

• Are not removing all reinforcers (there were integrity 
breaches)

• Motivation to produce automatic reinforcement was high



Step 5: Add differential reinforcement to 
strengthen some desirable behavior  

See these studies for the successful treatment of 
stereotypy via differential reinforcement

Charlop, M. H., Kurtz, P. F., & Casey, F. G. (1990). Using aberrant behaviors as 
reinforcers for autistic children. Journal of Applied Behavior Analysis, 23, 
163-181.

Hanley, G. P., Iwata, B. A., Thompson, R. H., & Lindberg, J. S. (2000). A 
component analysis of "stereotypy as reinforcement" for alternative 
behavior. Journal of Applied Behavior Analysis, 33, 285-297.

Wolery, M., Kirk, K., & Gast, D. L. (1985). Stereotypic behavior as a reinforcer: 
Effects and side effects. Journal of Autism and Developmental Disorders, 
15, 149-161.
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Step 5: Add differential reinforcement to 
strengthen some desirable behavior  

Conclusion: 

• Access to stereotypy functioned as an effective 
reinforcer to increase probability of engagement

Why a decrease in stereotypy?

• Less time was available to engage in stereotypy 
and/or

• Intermittent access to the automatic reinforcers
abolished their value during the blocking periods 
(see Lang, O’Reilly et al., 2010, Beh Mod)



Step 6: Shape more complex desirable behavior

Additional Procedure

• Most-to-least prompting

Additional Measure

• Specific Functional Engagement (SFE):  manipulating 
the activity as intended but in a particular manner 
and order
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Step 6: Add differential reinforcement to shape 
more complex desirable behavior

Conclusion: Stereotypy remained low and 
discriminated engagement increased



Question:
What do other stakeholders think about the 

procedures used and their effects?



Assessment of Stakeholder Acceptability  

Questionnaire:
• Relied on a 7 - point scale 
• (1 = Strongly Disagree and 7 = Strongly Agree)

Those assessed:
• Teachers that worked with Jon regularly
• Jon’s direct, clinical case supervisors
• Executive clinical supervisors

The Video:
• Randomly selected scenes: one from baseline session 

and one from final treatment



Table 2 

Questions and Results of the Social Validity Questionnaire 

 Responses 

Questions    Mean (range)  

1. Do you think that the treatment that involved prompting engagement, 

blocking stereotypy, and differentially reinforcing engagement with 30 s 

access to the participantôs own stereotypy was acceptable? 

 

7.0           

2. Do you think that the amount of behavior change was acceptable and 

sufficient? 

 

6.6 (6 - 7) 

3. I feel that the overall goals of this treatment were acceptable, 

appropriate and important for the individual.  

 

6.6 (5 - 7) 

4. I would recommend this treatment package to other 

therapists/providers that are attempting to decrease motor stereotypy 

and increase age-appropriate play skills.  

6.8 (6 - 7) 

 



Similar inquiry, different respondent:
Which treatment did each adolescent prefer?
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Question:
Which treatment did each adolescent prefer?

• No one preferred blocking only

• No one avoided the treatment with all three 
components

• Two of 3 preferred the treatment with all three 
components



Question:
Why a preference for the treatment package?

• Perhaps this is another example of people:

• avoiding extinction and 

• preferring contingent reinforcement over 
noncontingent reinforcement 
• (Hanley et al., 1997, Luczynski & Hanley, 2009, 2010, Singh & 

Query, 1971)

• Perhaps they preferred the treatment in which they 
were most effective  

• (Hanley, 2010)



Some Take-Home Points

• Don’t assume function

• Rule in or rule out maintenance of stereotypy via 
social reinforcers
• Iwata et al., (1982/1994)



Some Take-Home Points

It is important to recognize the necessity and 
insufficiency of blocking as a treatment for 
stereotypy



Some Take-Home Points

• Immediate treatment goal is not elimination of 
stereotypy

• More appropriate goal is having it occur in 
acceptable places and at acceptable times

(By allowing it to occur sometime, you will be better 
equipped to eliminate it at other times)



Some Take-Home Points

• Once stereotypy is eliminated under a particular set 
of conditions, we need to teach varied repertoires 
to produce other automatic reinforcers

• Success will likely depend on initially using 
stereotypy as reinforcement for engagement



Some Take-Home Points

And, ….we are not done treating automatically-
reinforced stereotypy until it goes away when the 
person is alone



Part II

Preventing Problem Behavior
in the Social Environment



Question

Why are we waiting until severe problem 
behavior develops to teach functional 

communication responses                            
and delay tolerance?



Opinion:

All skills taught following effective
functional assessment should be 
taught to all children and all 
persons with ASD BEFORE 
problem behavior develops



• Prevent problem behavior by teaching 
generalizable repertoires for:
– Producing automatic reinforcers (i.e., play and 

leisure skills)

– Complying with typical instructions

– Recruiting and maintaining others attention

– Escaping or avoiding unpleasant situations

– Gaining or maintaining preferred materials or 
contexts

– Tolerating delays and denials of these same 
events/contexts

Informed Prevention



Prevention Model: A Start

Participants
16 preschoolers at-risk for developing problem behavior

Setting:
Inclusive preschool



Why Preschools?
What’s the problem?

• Non-familial, center-based child care has been 
linked to problem behavior in young children 
(NICHD, 2003, 2006).

• Preschoolers are expelled from school at rates 
exceeding that of K-12 Students (Jacobson, 
2005)
– 6.7 per 1000 for preschoolers compared to 

2.1 per 1000 for elem, middle, & high school students



What is the root of the problem?

• Strong emphasis on proactive approaches for dealing 
with problem behavior in preschools, e.g.:
– multiple sets of the same play materials  

– carefully designed and predictable schedules  

– child-led free-play activities  

– frequent choice provision  

– high levels of noncontingent social praise  

– developmentally appropriate instruction  

– instruction embedded in play  

– incidental and errorless teaching  

• Evocative conditions are actively eliminated and these 
are critical for teaching relevant social responses



What skills should we teach? 
Function-based skills

Repeatedly introduce evocative situations and 
teach functionally equivalent skills 

– Arrange low or divided attention--
teach requests for attention

– Arrange difficult or impossible tasks--
teach requests for assistance

– Arrange viewable but unattainable materials--
teach requests for materials

– Arrange delays and denials of same events--
teach tolerance for delays and denials



What skills should we teach?

Opinions of early elementary teachers:

• Top 5 skills identified in Lin et al. (2003)

1) Tells needs/thoughts 

2) Is not disruptive

3) Follows directions

4) Takes turns/shares

5) Sensitive to others



Initial Study

% change

Problems of
Commission: -79%

Problems of
Omission: -66%

Preschool
Life Skills: +406%

What Were the Results?
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How were the skills taught?
Class-wide Skills Training

• Exposure (during circle time, meals,  am routine)

• Modeling

• Practice / Role playing

• Feedback

– PLS ---> descriptive praise

– Problem of omission---> (follow through), reminder of 
situation-specific behavior, presentation of another trial 

– Problem of commission ---> (time-out), reminder of situation-
specific behavior, presentation of another trial



Teaching Considerations

• At least 10 teaching opportunities per skill for each child

• Teaching considered complete when child engaged in at 
least 5 independent PLSs

• The 13 PLSs should be taught in order and one 
emphasized at a time on a class wide basis



Instruction Following

Evocative Event Preschool life Skill

1. Adult calls child by name Responds appropriately to 
name

2. Adult provides a single-step 
instruction

Complies with simple 
instructions

3. Adult provides a multi-step 
instruction

Complies with multi-step 
instructions



Functional Communication

Evocative Event Preschool life Skill

4. Difficult (impossible) tasks Requests assistance (“Help 
me, please”)

5. Adult attention is diverted Requests attention (“Excuse 
me”)

6. A preferred material is 
inaccessible or unavailable

Requests materials from adults 
(“May I have the ____, please).

7. A preferred material or area 
is being used by peer

Requests materials from peers 
(“May I have the ____, please).



Delay Tolerance

Evocative Event Preschool life Skill

8. Adult delays access to 
requested materials

Tolerates delays imposed by 
adults

9. Peer delays access to 
requested materials

Tolerates delays imposed by 
peers



Friendship Skills

Evocative Event Preschool life Skill

10. Receiving something from 
another person

Saying, “Thank you”

11. Another child enters the 
classroom or playgroup

Acknowledging/

Complimenting  

12. Another child is without 
toys or materials

Offering/Sharing

13. Another person shows 
signs of pain or distress

Comforting (Are you 
okay?”)



Acceptability of CWPLST

• The eight teachers who implemented the 
CWPLST were asked the extent of their 
agreement with 6 close-ended questions 
regarding the acceptability of CWPLST.



7 = Strongly agree,  4 = Not sure,  1 = Strongly Disagree

• The majority of the children who experienced the Preschool Life Skills program 
benefited from the program. 
Mean: 6.5 Range: 6 to 7 

• The classroom social environment was improved because of the group’s teaching of 
the Preschool Life Skills. 
Mean: 6.9 Range: 6 to 7

• The social and behavioral benefits that resulted from teaching the Preschool Life Skills 
are worth the effort invested in teaching the Preschool Life Skills.  
Mean: 6.8 Range: 5 to 7

• I would teach these same Preschool Life Skills in another child care program.  
Mean: 6.9 Range: 6 to 7

• I would teach the Preschool Life Skills using the same teaching strategies in another 
child care program.  
Mean: 6.4 Range: 5 to 7

• I would recommend the Preschool Life Skills program to other teachers.  
Mean: 7.0 Range: n/a

Acceptability Questionnaire Results



Summary and Implication

• Summary: 
– 74% reduction of problem behavior

– 4-fold increase in preschool life skills

– Teacher reported high overall satisfaction with 
the teaching strategies and the size of the effects

• Evocative situations should not be avoided; 
they should be introduced thoughtfully, 
systematically, and when skills can be taught.



Limitations

• Generality limited by:

– High teacher-child ratios (5:1)

– Teachers receiving Bachelor degrees in ECE

– Evidence-based approaches for problem 
behavior operating in background

• Addressed limitations by evaluating 
curriculum in several Head Start classrooms



Initial Study Replication

% change % change

Problems of
Commission: -79% -74%

Problems of
Omission: -66% -59%

Preschool
Life Skills: +406% +501%

How did the Results Compare?



PLS Program: What other limitations 
require address? 

• Not all life skills were acquired by all children

• Not clear whether acquisition of some skills 
facilitated emergence of other skills  

• Not clear whether some skills would develop 
without the curriculum

• Obvious generalization and maintenance of 
skills remain unknown
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Generalization A

 U = 36.0, p < .001***

 d' = 14.7, 95% CIs (8.0, 19.0)

 U = 0.0, p < .001***

 d' = -13.4, 95% CIs (-17.5, -7.3)

Generalization B
Generalization Test

First Try

Generalization Test

Second Try

Generalization Test

Third Try



Preventing Socially Mediated Problem 
Behavior: Take Home Points

• Teach these 13 skills to all children on a class-wide basis—
make it part of the classroom culture

• When skills are still not acquired, focus on strengthening 
precursors to the skills and routinely practice these extended 
interactions in progressively larger groups and under more 
natural conditions

• Generalization of these skills is dependent on both a history 
of dedicated teaching and continuance of some of that 
teaching in the “next” environment



Primary Take Home Point

To Prevent Problem Behavior
of Children with Autism: 

Understand Conditions Under Which 
Problem Behavior Develops 

and

Teach Functionally Equivalent Skills 
Under an Ever-Widening Set of Conditions



Thank you.

Good luck with all that you do for all 
who you teach and provide care

Contact info.:

Gregory P. Hanley, Ph.D., BCBA-D

Psychology Department

Western New England University

1215 Wilbraham Road

Springfield, Massachusetts 01119

ghanley@wne.edu

mailto:ghanley@wne.edu

