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The following article appeared in the third issue of the journal The Behavior Therapist pub-

lished in 2006. In the article, Robert LaRue and Jan Handleman detail the state-of-the-art 

functional behavioral assessment technology, its strengths and limitations. 

 LaRue, R. H., & Handleman, J. S. (2006, Mar). A primer on school-based func-

tional assessment. The Behavior Therapist, 29(3), 48-52. 

Best Practices in School-Based Functional Assessment 
With the passage of the 1997 IDEA amendments, school psychologists and administrators 

have been under increasing pressure to implement functional assessment procedures in 

school settings. The use of these procedures has prompted a debate regarding the applicabil-

ity of these procedures in the general school system (Scott, Bucalos, Nelson, Liaupsin, Joli-

vette, & Deshea, 2004). There exists a wide body of literature supporting the use of these 

procedures in clinical settings, yet widespread use of empirically validated assessment in-

struments remains inconsistent. The purpose of the current manuscript is to discuss the pur-

pose of functional assessment, the barriers that keep it from use in school systems and to 

propose general guidelines for functional behavioral assessment that may be useful in school 

systems. 

 

Definition  
The development and refinement of functional behavioral assessment (FBA) procedures 

represents one of the most significant advances the treatment of behavior problems in recent 

decades. Functional behavioral assessments are used to generate hypotheses regarding the 

function (or cause) of challenging behavior. Specifically, it is a process for gathering infor-

mation that can be used to maximize the effectiveness and efficiency of behavioral support 

(O'Neill, Horner, Albin, Storey, & Sprague, 1997). The FBA process involves a broad array 

of procedures used for gathering information regarding antecedents, behaviors, and conse-

quences that allow clinicians to determine the maintaining factors for maladaptive behavior. 

Common maintaining factors for maladaptive behavior include positive reinforcement (e.g., 

behavior results in access to social attention or access to preferred items), negative reinforce-

ment (e.g., behavior results in escape from demands or aversive stimulation), and automatic 

reinforcement (i.e., behavior that persists independent of environmental events). There are 

three broadly defined components to functional assessment. These components are indirect 

assessments (e.g., interviews, rating scales, record review), descriptive assessment (direct 

observation and ABC data collection) and systematic manipulations (or functional analy-

ses*). 

*It should be noted that some professionals have used the terms ñfunctional assessmentò 

and ñfunctional analysisò interchangeably. This has led to considerable confusion and, in 

this paper, will be defined separately. The phrase ñfunctional assessmentò will be used to 

refer to the general array of functional assessment procedures, while the term ñfunctional 

analysisò will be used to refer to systematic environmental manipulations.) 

 

Effectiveness of Functional Assessment 
Hundreds of articles from the behavioral literature have documented the effectiveness of 

functional assessment for developing effective treatments for students exhibiting behavior 

problems. As mentioned previously, the goal of functional assessment is to identify the  
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factors that maintain problem behavior. Knowledge of this cause-effect relationship provides clinicians with the necessary 

information to develop interventions to reduce problem behavior as well as facilitate adaptive behaviors. The greatest 

strength of FBA lies in the fact that it makes the intervention process more efficient (narrows down the number of potential 

interventions) and that it leads to effective function-based intervention. 

Given its documented effectiveness, functional assessment procedures are now expected practice in the educational field. 

FBA has been strongly endorsed by the Association for Behavior Analysis (ABA) and the National Institute of Health 

(NIH). In addition, FBAs were legally mandated in the 1997 amendments to the Individuals with Disabilities Education Act 

(IDEA). These amendments require schools to provide a functional behavioral assessment and a behavior intervention plan 

(BIP) when suspensions/placements in alternative settings exceed 10 consecutive days, when a student is placed in an alter-

native setting for 45 days when misconduct involves weapons or drugs, and/or when a due process hearing officer places a 

student in an alternative setting as a result of behavior dangerous to themselves or others (Drasgow & Yell, 1997). 

 

The Challenges 
Although functional assessment is expected practice, several challenges to its use in applied settings have arisen in recent 

years. Several researchers have suggested that, although these procedures are effective when used in highly controlled set-

tings, they may have limited usefulness in applied settings, such as schools (Sasso, Conroy, Peck-Sticher, Fox, 2001; Scott, 

et al., 2004). There are several potential challenges with the use of functional assessment in school settings. First, many 

school professionals may not be adequately trained to implement FBAs. Although functional assessment is currently a com-

mon training component in university-based special education programs, many professionals may have completed their 

training prior to the passage of the IDEA amendments and therefore have less familiarity with the FBA process. 

Another challenge involves inconsistent or improper use of functional assessment techniques. School professionals often 

use quick, cost-effective functional assessment procedures, such as interviews and rating scales. Unfortunately, these proce-

dures are often less accurate than other, more labor-intensive (and time-consuming) procedures, such as descriptive assess-

ment and functional analysis. 

Another significant challenge is the lack of legal guidelines for use of functional assessment. Although FBAs are mandated 

by the IDEA Amendments of 1997, there are no clear guidelines for implementing these procedures. This ambiguity regard-

ing implementation has led to a considerable amount of confusion and has left practitioners and school districts to decide 

what constitutes an adequate functional assessment. 

In all, these challenges often lead to improper use of functional assessment procedures, which has contributed to the percep-

tion that FBA is not a viable procedure for use in public schools and that it is not effective. Poorly implemented functional 

assessments are not likely to result in positive outcomes for students and, therefore, decrease the likelihood that FBA proce-

dures will be used consistently in the future. 

The purpose of the current manuscript is to provide guidelines for conducting FBAs in schools and to provide strategies to 

combat some of the challenges to effective implementation of these procedures. The proposed guidelines are not intended to 

dictate school policy or to point out shortcomings of school models of functional assessment, but rather an attempt to sup-

plement current models of functional assessment. These will guidelines provide recommendations regarding the three main 

components of functional assessment: indirect assessment, direct/descriptive assessment and analogue functional analyses. 

 

Indirect/Informant Methods of Functional Assessment 
Indirect assessment procedures represent the preliminary steps of problem solving in functional assessment. Indirect assess-

ment procedures involve the use of rating scales and interviews. 

Clinical interviews are extremely important for gathering preliminary information regarding the nature of problem behavior. 

When possible, teachers, parents and direct care personnel should all be interviewed as a part of functional assessment. 

There are several key pieces of information that should be gathered during a clinical interview. First and foremost, an opera-

tional definition of the behavior should be developed. An operational definition is a precise description of a target behavior. 

An adequate operational definition has been developed when all people involved with a student can reliably identify an oc-

currence of the target behavior. For example, self-injurious behavior may be defined as forceful contact between studentôs 

hand (open or closed fist) and their head from a distance of greater than six inches. It should be noted that operational defi-

nitions will often have some degree of error. For instance, an individual may engage in a behavior that topographically 

looks similar to the target behavior (e.g., the student may swing their hands while playing a game and accidentally hit their 

head). Some degree of error is unavoidable when operationally defining behaviors. The goal should be to develop a defini-

tion that will effectively capture the behavior the majority of the time. 

During a clinical interview, information should be collected regarding the events that precede the target behavior 

(antecedents), as well as the events that follow behavior (consequences). Common antecedents to problem behavior include 

environmental events such as the presentation of demands, periods of low attention and the removal of preferred items. 

Common consequences for problem behavior may include the removal of demands (e.g., providing a break), reprimands/

attention (e.g., ñStop doing that!ò) and the presentation of preferred items. The interviewer should ask several questions 

regarding the relationship between the antecedents, behaviors, and consequences. Common questions about antecedents to 

challenging behavior may include: 

In what setting does the behavior occur most frequently? 

Are there settings/situations when the behavior never occurs? 
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What do you think triggers the target behavior? 

Does it occur more/less frequently in the presence of specific people? 

Does it occur more frequently at specific times of the day? 

Are there events more temporally removed from the behavior that may affect responding (e.g., disruptions in sleep cycles, 

diet, medical problems, medication changes)? 

Useful questions regarding the consequences of behavior include: 

Is there a consistent response to the behavior? 

What does the learner gain from the behavior? 

When they get what they want, does the behavior stop? 

Can they get the same reinforcer (e.g., attention, break, preferred items) using adaptive communication (e.g., asking, using a 

communication board). 

In addition to the information regarding antecedents and consequences, practitioners should gather information regarding 

the prevalence of the behavior of concern. Information regarding the average frequency and duration of maladaptive behav-

ior should be collected. 

In recent years a number of useful rating scales and structured interviews have been developed to assist in the functional 

assessment process. Commonly used rating scales include the Setting Event Checklist (Gardner, Cole, Davidson, & Karan, 

1986) and the Motivator Assessment Scale (MAS) (Durand & Crimmins, 1992). In addition to these rating scales, a number 

of functional assessment interviews have been developed. A commonly used structured interview is Functional Analysis 

Interview (FAI) (OôNeill et al., 1997). 

Indirect methods of functional assessment, such as interviews and rating scales, have one obvious advantage: they provide 

clinicians with a quick way to get useful information for the assessment process. Indirect measures are also particularly use-

ful for guiding the assessment process. Information obtained during the interview process allows practitioners to know the 

best times to observe and to prepare for subsequent observation. However, one must use these measures with caution. Given 

that these are indirect measures, the behavior of concern is not observed and reports from caregivers are often plagued with 

errors, omissions and inaccuracies. Given the degree of error associated with these measures, indirect assessment methods 

should be used as a preliminary step in the assessment process rather than the sole basis for behavior intervention plan de-

velopment. 

 

Descriptive Assessment 
Descriptive assessment involves the systematic observation of the behavior in its natural setting. Procedures fall under the 

category of descriptive assessment, include direct observation and antecedent-behavior-consequence (ABC) data collection. 

Informal direct observation involves collecting behavioral data in vivo. This involves the development a data sheets and the 

collection of behavioral data. The main purpose of behavioral observation is to refine the operational definitions and collect 

information regarding the prevalence of the target behavior. Data can either be collected by behavior analysts/psychologists 

or the direct care staff themselves. 

Antecedent-behavior-consequence (ABC) data involves the collection of information regarding the events that precede the 

behavior, the behavior itself, and the events that immediately follow the behavior. By recording a variety of instances of the 

behavior (ABC), patterns can be analyzed to develop a better understanding of the function of behavior. Operational defini-

tions need to be developed not only the behavior itself, but for the antecedents and consequences as well when collecting 

ABC data. Examples of antecedent definitions may include: 

Demand: a work task/activity presented within five seconds of the behavior 

No attention: no interaction ten seconds prior to the behavior 

Restricted access: opportunity to interact with preferred items/activities blocked within ten seconds of the behavior 

Examples of common consequence definitions may include: 

Escape: break from demands (lasting 3+ seconds) within five seconds of the behavior 

Attention: Reprimands or social interaction within five seconds of the behavior 

Access: Allowed to interact with preferred items within five seconds of behavior 

Descriptive analysis data can be used to calculate the conditional probabilities for the behavior of concern. This is done by 

dividing the number of antecedents or consequences by the total number of behaviors (or episodes). For example, a student 

is observed to have 10 instances of self injury during a behavioral observation. Eight of the ten episodes are preceded by the 

presentation of demands. This would indicate that 80% of maladaptive behaviors were preceded by task presentation. A 

similar calculation could be made for the consequences for the behavior (e.g., 7 of ten instances followed by a break in de-

mands). It should be noted that the antecedents or consequences need not add up to the total number of behaviors. Fre-

quently, behaviors have several antecedents and consequences that occur simultaneously (e.g., self injurious behavior that is 

preceded by both presentation of demands and restricted access to preferred activities). A clear pattern often emerges if a 

sufficient amount of data has been collected. Descriptive assessment can be the terminal step in the functional assessment 

process provided that data clearly indicates the function of the behavior. 

Descriptive assessment has a number of advantages over indirect forms of assessment. One advantage is that the maladap-

tive behavior is observed in its natural context which increases the social validity of the assessment. In addition, descriptive 

assessment is based on objective data, rather than impressions or anecdotal report which makes it less subject to bias. How-

ever, there is no systematic manipulation of antecedents or consequences, which may lead to ambiguity in the interpretation 
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of descriptive data. Given the complexity of the natural environment and the multitude of factors affecting behavior from 

moment to moment, interpretation of descriptive data can be extremely difficult. 

 

Analogue Functional Analyses 
Analogue functional analyses represent the most sophisticated functional assessment procedures. Functional analysis in-

volves the systematic manipulation of environmental antecedents and consequences to determine the function of problem 

behavior. The conceptual basis for functional analysis was established by Carr (1977) and models for clinical practice were 

developed by Iwata, Dorsey, Slifer, Bauman, & Richman (1982/1994) and Carr and Durand (1985). Functional analysis 

procedures build upon information already gathered in the functional assessment process (informant methods, descriptive 

assessment). Functional analysis procedures have been used to treat a wide variety of problem behaviors exhibited by chil-

dren. These procedures have been widely studied and used effectively in the applied behavior analysis literature (Hanley et 

al., 2003). 

The purpose of a functional analysis is to arrange sample test situations or ñconditionsò that are representative of contingen-

cies that are common in the natural environment. These conditions may include brief periods of time of little or no social 

attention, restricted access to preferred items, or times when demands or work materials are presented. Data are collected on 

the target behavior (e.g., aggression or self injury) and are compared across the different functional analysis conditions. 

Commonly used functional analysis conditions include social attention, tangible/restricted access, escape/demand, alone/

ignore and toy/play control. 

Social Attention: The social attention condition is designed to test to determine if maladaptive behavior is maintained by 

positive reinforcement in the form of reprimands or other forms of social attention. In this condition, attention is withheld 

for a period of time and is provided contingent upon the occurrence of target behavior. The session begins with the therapist 

acting preoccupied (e.g., busy reading) with low to moderate preference items present in the room. Therapist attention shifts 

to the learner contingent upon the occurrence of target behavior for 20 to 30 seconds (e.g., ñStop hitting me!ò or ñWhy are 

you doing that?ò). If the individual engages in high rates of inappropriate behavior in this condition, it indicates that social 

attention functions as reinforcement for maladaptive behavior. 

Tangible/Restricted Access Condition: The tangible condition is designed to test if the target behavior is maintained by 

positive reinforcement in the form of receiving access to preferred items or activities. Prior to the start of the condition, the 

learner typically has access to highly preferred items for about two minutes. The session starts with the therapist removing 

the preferred items from the learner and providing the items contingent on the occurrence target behavior (20-30 seconds). 

High rates of maladaptive behavior in this condition indicate that access to preferred items functions as reinforcement for 

inappropriate behavior. 

Escape/Demand Condition: The escape condition is designed to determine if maladaptive behavior is maintained by nega-

tive reinforcement (i.e., escape from aversive stimulation or demands). In the escape condition, the learner is prompted to 

complete non-preferred tasks (e.g., school work). Instructional materials are removed contingent on the occurrence of target 

behavior for 20-30 seconds. High rates of target behavior in the escape condition indicate that escape from demands func-

tions as reinforcement for maladaptive behavior. 

Alone/Ignore Condition: The alone condition is designed to determine if target behavior is maintained by the consequences 

that the behavior itself produces (i.e., automatic reinforcement). In an alone or ignore condition, there are no programmed 

antecedents or consequences for target behavior. Typically, the learner is placed in a room alone without toys or materials to 

interact with. Ignore conditions can also be conducted where a therapist is present, but does no interact with the learner. 

High rates of maladaptive behavior in this condition indicate that the behavior is maintained by automatic reinforcement 

(e.g., sensory stimulation). 

Toy Play/Control: The toy play condition is the control to which all other conditions are compared. In this condition, the 

learner has continuous access to attention, access to highly preferred toys and no aversive stimulation (i.e., demands) of any 

kind. Target behavior receives no differential consequences. Throughout the session, the individual and therapist play to-

gether with preferred toys or leisure items. The toy play condition is designed to be an analogue of an ñenriched environ-

ment.ò 

Analogue functional analyses have a number of obvious advantages as compared to other assessment procedures. Func-

tional analysis is the most sensitive procedure for determining the maintaining factors for problem behavior, which leads to 

effective and efficient interventions for maladaptive behavior. In addition, hundreds of research articles have validated the 

effectiveness of these procedures for the assessment of maladaptive behavior (Hanley et al., 2003). 

However, analogue functional analyses have some drawbacks that can make its use in school settings prohibitive. One of 

the most common concerns regarding functional analysis is the amount of time required to complete the analyses. Often, 

teachers and administrators do not have several hours to devote to completing an extended functional analysis. However, 

there are several strategies that have been used to overcome difficulties with time constraints. Brief versions of analogue 

functional analyses have been developed in recent years with considerable success. One strategy is to present fewer overall 

conditions. For instance, Northup, Wacker, Sasso, Steege, Cigrand, Cook, & DeRaad (1991) proposed a model where func-

tional analysis conditions were presented one to two times, and treatment probes (i.e., contingency reversals) were pre-

sented. Using these procedures, functional analyses could be conducted in approximately 90 minutes and function-based 

treatment recommendations could be provided. Another potential strategy to reduce the length of functional analyses is to 

run shorter conditions. Session lengths of five minutes or less have received empirical support in the literature (e.g., 
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Northup et al., 1991). However, brief session duration, particularly those under five minutes, may increase the likelihood of 

errors (false-positives, false-negatives) in the assessment. Another option is to only run specific functional analysis condi-

tions (i.e., hypothesis-driven). It is possible to use prior forms of assessment (interviews and descriptive assessment) to 

eliminate the need for particular functional analysis conditions. 

Another common problem with implementing functional assessments is the level of expertise required. Although these pro-

cedures require some level of expertise, the skills are not difficult to teach and can be done efficiently (e.g., Iwata, Wallace, 

Kahng, Lindberg, Roscoe, Conners, Hanley, Thompson, & Worsdell, 2000).ò. In fact, strategic staff training (e.g., pyrami-

dal staff training) can increase the efficiency of functional assessment (quicker assessment/intervention and application to 

other situations and students) and ultimately reduce the financial expenditure for hiring outside behavioral consultants. In 

addition, training teachers to conduct functional analyses has several advantages when compared to hiring outside consult-

ants. When teachers conduct sessions, there is less disruption to ongoing classroom contingences and recommendations can 

be implemented and evaluated more rapidly. 

 

Summary and Future Directions 
Functional behavioral assessment is a process designed to identify the factors that maintain maladaptive behavior. A sub-

stantial body of literature has shown that these procedures are effective for the assessment of challenging behavior and lead 

to effective intervention. These procedures are federally mandated and expected practice in the field. However, no guide-

lines for implementation exist. The purpose of the current manuscript is to provide a starting point for practitioners in need 

of guidance. 

The main components of functional assessment include indirect assessment procedures, descriptive assessment and func-

tional analyses. Indirect assessment procedures include clinical interviews and rating scales. These measures are useful of 

collecting preliminary information in the functional assessment process, but should not be the terminal step in an FBA. De-

scriptive assessment involves the direct observation of the learner and the collection of objective data to generate hypothe-

ses about the function(s) of behavior. Descriptive assessment offers significant advantages to indirect methods alone be-

cause they are less susceptible to bias and provide a clearer description of the maintaining factors for problem behavior. 

Analogue functional analyses represent the most sensitive tool in the functional assessment process. Functional analysis 

involves the use of analogue conditions designed to represent situations or settings that the learner may encounter on a daily 

basis. Functional analysis has been tested and empirically validated over the last 20 years, yet these procedures are not often 

used outside of clinical settings with highly trained personnel. Furthermore, these procedures are rarely used in schools at 

all. Some brief models of functional analysis have emerged, but still have not been used on a widespread basis. A flow chart 

outlining the functional assessment process is outlined in Figure 1. 

The potential effectiveness of functional assessment procedures and legal mandates regarding their use has placed a consid-

erable amount of pressure on school-based administrators. Although schools are legally obligated to implement functional 

behavioral assessments, they have been given relatively little guidance regarding the use of such procedures. There are a 

number of ways to address these issues. Perhaps the most important step is to ensure that information regarding functional 

assessments is disseminated to the people who work in schools. This includes psychologists and teachers in training at the 

university level as well as those who are already established in the school system. Many school-based professionals have 

received relatively little training in applied behavior analysis (Shriver & Watson, 1999). Perhaps even more problematic is 

the challenge of conveying this information to large groups of professionals currently in the school system. To school ad-

ministrators, training large groups of teachers and/or psychologists would be a daunting and costly task. However, there is a 

considerable amount of literature supporting pyramidal (or train-the-trainer) training procedures that may enable school 

administrators to circumvent the substantial costs of large scale training. Having a small group of school personnel receive 

in-depth training in the principles of applied behavior analysis and functional assessment for the purpose of training school 

staff may prove to be a simple and cost effective way to train others as well as improve services to their students. 

Another way to increase the use of functional assessment procedures in school is for researchers to continue to develop 

ñuser-friendlyò models of functional assessment. Empirically validated functional assessment procedures are not used in 

schools because they are often complicated and time-consuming. Several brief FBA interviews and rating scales have been 

developed in recent years, but relatively few abbreviated descriptive assessment or functional analysis procedures have been 

developed. Developing brief and effective models of functional assessment should be a priority for researchers. 

Another future direction for functional assessment research involves the expansion of the use of assessment procedures to 

novel populations. Over the years, functional assessment and functional analysis has become a tool commonly used when 

working with developmentally disabled or autistic populations. Contrary to what many clinicians believe, these procedures 

can be used with a wide variety of populations and a broad range of behavior problems. Several researchers have docu-

mented the effectiveness of these procedures for the assessment and treatment of a variety of behavioral problems, includ-

ing, pediatric feeding disorders, disruptive behavior associated with Attention Deficit Hyperactivity Disorder, disruptive 

behavior of children with emotional disorders, motor disturbances associated with tardive dyskinesia and off task behavior. 

The extension and refinement of these procedures to novel populations and behavioral problems will likely have a positive 

impact on the widespread use of these procedures in the educational system. 
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The Severe Behavior Day Treatment Program at the Marcus Institute 
Nathan Call, Marcus Institute and Emory School of Medicine & Katherine Powers, Marcus Institute 

 

For children who engage in severe problem behaviors, the most intensive treatment option at the Marcus Institute 

(MI) is the Severe Behavior Day Treatment Program (SBDT). The SBDT Program is intensive in terms of the total and 

daily time spent in therapeutic activities, as well as the staffing ratio maintained for each child. Children typically attend the 

program five days per week for six hours per day. Most admissions are scheduled to last for approximately 12 weeks. While 

admitted to the SBDT Program children are staffed at a ratio of approximately 2.5 staff per child. This high level of staffing 

is necessary to assess and treat the especially dangerous and destructive target behaviors addressed by this program while 

simultaneously ensuring child and staff safety. 

Of the 42 children admitted to the SBDT Program in 2006 the average age was 11 (range 2-18). Seventy-seven 

percent were male, which may reflect the higher male prevalence of specific developmental disabilities (e.g., autism) with 

which children of the SBDT Program are most frequently diagnosed. In addition, the vast majority (92%) of children were 

from counties surrounding the metropolitan area where the MI is located. Of the remaining 6% of children, 4% were from 

Georgia counties outside the Atlanta area, and a single child was from a neighboring state. Of the axis I or II diagnoses en-

countered in the SBDT, the greatest percentage of children in 2006 had a diagnosis of an autism spectrum disorder (62%). 

Other diagnostic labels applied to children admitted to the SBDT Program in 2006 include disruptive behavior disorders (26 

%), cerebral palsy (17%), mental retardation (17%), bipolar disorder (7%), and Down Syndrome (5%). The remaining chil-

dren seen in 2006 had diagnoses that included low incidence medical conditions (e.g., SCHAD, CHARGE disorder, right 

hemiparesis, etc.), or broad/ill-defined diagnostic labels (e.g., psychosis NOS, mood disorder NOS, unnamed genetic syn-

drome, developmental delays). In addition, 7% of children had no axis I or II diagnosis. 

Consistent with the literature on the treatment of severe behavior disorders (Hanley, Iwata, & McCord, 2003), a 

hypothesis testing methodology is utilized by the SBDT Program as opposed to a fixed protocol for the assessment and 

treatment of targeted behaviors. Treatment development is based on an idiographic approach, with interventions matched to 

individuals based on the environmental variables to which a specific childôs behavior is shown to be sensitive. Throughout 

this process, repeated measures and single subject research designs are used to empirically demonstrate relationships be-

tween environmental variables and a given childôs target behavior. Although assessments and treatments generally vary 

with respect to specific variables evaluated, some generalities exist. 

Typically, an indirect assessment is conducted prior to a childôs admission. Care providers, educators, and other 

individuals familiar with the child are interviewed regarding times and situations that appear to be associated with occur-

rences of the target behavior. These individuals are also queried about behavior management strategies that are being, or 

have been, implemented. During this initial interview, admission goals are also developed. Generally, goals include an 80% 

or greater reduction in the targeted problem behavior, an increase in an appropriate replacement behavior, and training of 

care providers and/or educational personnel in the implementation of the final treatment. 

During the direct assessment and treatment analysis portions of the admission, systematic observations are repeat-

edly conducted each day. These sessions allow for data collection on rates of targeted problem behaviors as well as adaptive 

behaviors under specific environmental conditions that control for extraneous variables to the greatest extent possible. 

Across sessions, specific environmental variables are manipulated to observe the effect of doing so on the targeted problem 

behavior. Similarly, the influence of specific consequences or treatment components on target behavior is examined in the 

same manner. Sessions are a fixed duration (typically 10 mins. each), with between 15 and 20 conducted per day for a typi-

cal child. Sessions are typically conducted in rooms designated for that purpose, which are equipped with one-way mirrors 

and video recording equipment. Fully padded rooms are available for the assessment and treatment of behaviors that have 

the potential for injury of the child or staff members. Initially, all sessions are conducted by MI personnel. Each child is 

assigned a team of two clinical staff members. An additional staff member splits time between two teams to provide assis-

tance when necessary and to collect interobserver agreement data. These same teams work with the child during nonsession 

related times such as direct care activities (i.e., meals, toileting, etc.). 

Based on information obtained in the indirect assessment, hypotheses are developed regarding stimuli and events 

that set the occasion for the target behavior and consequences that may function to maintain it. A functional analysis (Iwata 

et al., 1982/1994) is then conducted that includes analog test conditions designed to replicate the conditions hypothesized to 

evoke and maintain the target behavior. These analog conditions allow for the evaluation of potential social reinforcers 

(e.g., attention, access to preferred items, escape from demands) and automatic reinforcers. For example, an analog condi-

tion designed to test whether a target behavior is maintained by access to attention would include the presence of a therapist 

who diverts his/her attention away from the child, but delivers a brief period of attention contingent upon the occurrence of 

problem behavior. The rates of the target behavior during these analog conditions are compared with rates of the target be-

havior during the control condition using single subject research designs. Based on these data, conclusions are reached re-

garding the most likely function of the target behavior. 

 

Program Descriptions 
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Treatments are matched to children based on out-

comes of the functional analyses conducted during the as-

sessment portion of the admission. Specific treatments vary 

based on the function of the problem behavior identified, the 

topography of the targeted problem behavior, and specific 

issues present in the childôs natural environment. Treatments 

most often include replacement of problem behavior with a 

communicative alternative behavior that serves the same 

function. In addition to this functional communication train-

ing (Carr & Durand, 1985), treatments also commonly util-

ized include, but are not limited to, noncontingent reinforce-

ment (Vollmer, Iwata, Zarcone, Smith, & Mazaleski, 1993), 

contingency contracting (Cantrell, Cantrell, Huddleston, & 

Wooldridge, 1969), token economies (Kazdin, & Bootzin, 

1972), differential reinforcement of alternative, other, and 

incompatible behaviors (Vollmer & Iwata, 1992), and in 

some cases the use of reductive procedures (Lerman & Vorn-

dran, 2002). 

Once an effective treatment has been identified, 

parents and/or school personnel receive training in how to 

implement the procedures. Initial training takes place at the 

MI facility to ensure high treatment integrity in a highly con-

trolled environment. Additional training and generalization 

sessions then take place in the home and/or school environ-

ment, typically for 1-2 days in each setting. 

A less intensive treatment option (in terms of time 

spent in therapeutic activities) for children who engage in 

severe problem behavior is an admission in the MI Severe 

Behavior Outpatient (SBO) Program. A typical admission in 

the SBO Program is 10 appointments, with the duration of 

the admission varying based on care provider request and 

clinical need. The duration of a daily treatment appointment 

is 1 to 6 hours. Referral concerns are slightly more broad 

than those encountered in the SBDT Program, and are more 

likely to include skill deficits (e.g., toilet training, communi-

cation) and less severe problem behaviors (e.g., sleep related 

problems, tantrums, noncompliance). However, severe prob-

lem behaviors (e.g., aggression, self-injury, destruction) con-

tinue to constitute a large percentage of referral concerns. 

A total of 67 children were admitted for services in 

the SBO Program in 2006. Demographics of children in the 

SBO Program were similar to those in the SBDT Program, 

with the majority of children served being male (85%) and 

the most common Axis I diagnosis being autism (49%).The 

average age of children served in the SBO Program in 2006 

was 7 years (range, 2 to 16 years). All of the children served 

in the SBO Program during the 2006 year lived in Georgia, 

with the highest percentages of children living in counties in 

the city of Atlanta (Fulton, 32.84%; DeKalb, 16.42%). Care 

providersô primary referral concerns most frequently in-

cluded aggression, self-injury, and disruption. 

The assessment and treatment evaluation proce-

dures are identical to those implemented in the SBDT Pro-

gram and described above, although more brief. There is a 

precedent for abbreviated assessments of environmental vari-

ables in the literature (e.g., Wacker et al., 2003), though a 

change in emphasis is required. While attempts are always 

made to achieve clinically significant reductions in problem 

behavior or increases in targeted adaptive behaviors, in many 

cases time limitations are too restrictive to accomplish these 

goals. Thus, the primary focus of SBO Program admissions 

is generally to develop and test treatments and then train care 

providers to implement those treatments. In some cases, the 

majority of actual behavior change must take place after the 

admission in the natural environment with consistent imple-

mentation of the treatments developed during the admission 

by care providers. 

During an SBO admission, two clinical staff con-

duct the assessment and treatment evaluation sessions for 

each child. Care providers are included in the assessment and 

treatment evaluation sessions in some cases. For example, 

some children only aggress towards a specific family mem-

ber (e.g., the mother). Because functional analyses involve 

observing the target problem behavior under specific condi-

tions, it is important for the care provider to participate in the 

assessment to observe the target problem behavior. There-

fore, in these cases the care provider serves as the therapist 

in the assessment and treatment evaluation sessions. The MI 

staff provide the care provider specific instructions on how 

to implement the assessment procedures and provide feed-

back following sessions. The MI staff observe the sessions 

and collect data through a one-way mirror located in each 

treatment room. Care provider and/or teacher training on the 

final treatment procedures typically occur in the clinic during 

the last one to two days of the childôs admission. 

The presence of the SBO Program in the array of 

MI clinical services provides greater flexibility for serving 

the clinical needs of MIôs children. Specifically, the SBO 

Program provides the opportunity to serve children who do 

not require or are otherwise unable to participate in an inten-

sive and potentially disruptive SBDT admission. Day treat-

ment admissions generally require suspension of school 

placement which is detrimental and not to be undertaken 

lightly for some children. Similarly, the degree of disruption 

to the childôs family routine and finances can be substantial 

for a SBDT admission when one considers the travel and in 

some cases lodging that are required to attend a daily 12 

week admission. Finally, some children benefit from less 

intensive services in the SBO Program while waiting for an 

admission into the SBDT Program, for which the wait for an 

admission can last several months. 

For both the SBDT and SBO programs, social va-

lidity data are collected at the end of each childôs admission 

by having the care provider complete a satisfaction question-

naire. Care providers answer questions by circling a rating 

on a Likert-type scale. Ratings range from 1 (Totally Dis-

agree) to 5 (Totally Agree). The content of the questions 

assess the parentôs perception of improvement (increase or 

decrease) in the target behavior, the feasibility of the proce-

dure, the quality of staff interactions, and willingness to re-

turn or refer others for similar services. These data are com-

piled for program evaluation purposes. However, these social 

validity data have only recently begun to be collected, and 

insufficient sample exists for drawing conclusions at this 

time. Additional data meant to reflect meaningful outcomes 

(e.g., restrictiveness of educational setting pre and post-

admission) have recently begun to be collected post-

discharge. However, additional data collection at 6-month 

and 1-years post discharge are needed and are in the early 

stages of collection. 
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Intensive Behavioral Intervention Following a Verbal Behavior Model 
Alice Shillingsburg, Marcus Institute and Emory School of Medicine 

Crystal Bowen & Amber Valentino, Marcus Institute 
 

Clients and Referral Process 

The Language and Learning Clinic (LLC) at the Marcus Institute serves children with autism and related developmen-

tal disabilities between the ages of 2 and 18 years who are exhibiting significant language and social communication delays. 

There are no specific diagnostic criteria, skill level, or IQ score requirements for admission. 

At intake, each child is observed and a comprehensive behavioral and family background interview is conducted. Each 

family is seen by social work, psychology, nursing, and psychiatry. At intake, a referral to the LLC is made if appropriate. 

 

Assessment 

The first few weeks are spent conducting a variety of direct and indirect assessments. Via direct interaction, informa-

tion regarding the childôs social interaction, social initiations, spontaneous vocalizations, receptive skills, and play skills are 

assessed. Daily or weekly preference assessments are conducted with each client. Readiness for structured teaching is as-

sessed via structured direct observation. Ten minute play sessions and 10 minute demand sessions are conducted. During 

these sessions inappropriate behaviors such as attempted elopement from the room, crying/whining, aggression, and disrup-

tive behaviors are recorded. Appropriate behaviors such as appropriate in-seat behavior and voluntarily coming to sit at the 

teaching table are also observed and recorded. 

The Assessment of Basic Language and Learning Skills (ABLLS) is conducted via direct assessment and parental re-

port. The ABLLS is an assessment, curriculum guide, and skills tracking system for individuals with developmental dis-

abilities and language delays. It consists of a task analysis of the skills necessary for successful communication, and social 

interaction. The ABLLS provides information regarding a childôs current repertoire of skills and provides a curriculum that 

serves as the basis of educational objectives and program implementation. 

Prior to beginning language-based instruction with each child, the first nine skill areas of the ABLLS are completed. 

The first nine skill areas consist of those areas most relevant to beginning language skills and include 1) Cooperation and 

Reinforcer Effectiveness, 2) Visual Performance, 3) Receptive Language, 4) Imitation, 5) Vocal Imitation, 6) Requests, 7) 

Labeling, 8) Intraverbals, and 9) Spontaneous Language. The results of the ABLLS assessment and information regarding 

parental goals and priorities are used to determine appropriate language and educational programs selected for each child. 

Once language and acquisition programming is implemented, ongoing assessment during baseline and treatment condi-

tions is conducted. Trial-by-trial data, daily probe data, and daily frequency data are collected and analyzed. 

In addition, to these standard assessments, individualized assessments are conducted depending on the needs of each 

child. Each child admitted to the LLC displays a unique set of skills and problem behaviors. Additional structured assess-

ment consisting of the manipulation of conditions (i.e., antecedents and consequences) is conducted as needed. Some unique 

presentations requiring additional assessment and treatment have been refusal to wear corrective eyeglasses, food selectiv-

ity/refusal, screams, peer aggression, incontinence, and repetitive straightening. Numerous functional analyses and descrip-

tive assessments have been conducted to address these and other problem behaviors. 

 

Staffing 

The LLC is divided into three different clinics: The LLC Day Treatment program, After-school Program, and Home-

based program. The LLC Day Treatment program offers a staff to client ratio of 1.5:1. Clients attend the Day Treatment 

program every weekday from 9:00 am to 3:00 pm and work in a one-on-one teaching format throughout the day. Clients in 

the LLC After-school program are staffed at a 1.3:1 staff to client ratio and the Home-based program is staffed 1:1. Staff 

members consist of individuals pursuing or with a bachelorôs degree in a relevant field of study such as psychology, special 

education, and social work. They receive intensive training during the first few weeks of employment and consistent train-

ing and feedback during treatment integrity checks. 
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Treatment Components 

Structured Intervention. The Language and Learning 

Clinic provides intensive one-on-one services based on the 

science of applied behavior analysis. Services are aimed at 

increasing functional communication skills, social skills, pre-

academic skills, and adaptive skills and decreasing inappro-

priate behaviors that often conflict with a structured teaching 

environment. A combination of discrete-trial intervention at 

the childôs desk and natural environment teaching in various 

areas around the institute (e.g., kitchen, life skills room) are 

implemented throughout the day. Based on the outcomes of 

the assessment of learning readiness, instructional fading 

procedures are implemented at the childôs desk. During the 

first several days, the therapist engages the child in preferred 

activities and provides noncontingent access to preferred 

items. Demands from targeted programs are slowly intro-

duced into the interaction and are increased as the child be-

gins to respond. Requesting is one of the first skills targeted 

and emphasized throughout this process. Over time, several 

instructions are presented in a fast-paced (i.e., short intertrial 

interval) manner with opportunities to request items and ac-

tivities interspersed during teaching using a most-to-least 

prompting procedure. Monthly maintenance probes are con-

ducted to assess long-term maintenance of skills following 

mastery. 

Parent-Training. Parent-training is a crucial component 

of successful intervention with children with autism and re-

lated developmental disabilities. The LLC offers parent-

training in three primary formats: group, individual, and in-

tensive transition planning. 

The parent-training group meets weekly for approxi-

mately 8 weeks and covers a variety of topics including basic 

behavior management, toilet training, beginning requesting 

skills using sign and vocalizations, and increasing coopera-

tion during teaching. These sessions provide psychoeduca-

tional information that is not specific to any one child. Par-

ents are given the opportunity to ask questions at the end of 

the session. 

Individual parent-training sessions are scheduled weekly 

or bi-weekly with the primary therapist of the child. These 

sessions reiterate topics covered in the group parent-training 

sessions, but are specific to that parentôs child. Training on 

specific behavior and acquisition protocols is provided as 

well as updates on progress via visually displayed graphs. 

Parents are able to observe treatment through a one-way mir-

ror and video of treatment is shown to demonstrate particular 

teaching methods. 

Toward the end of a childôs admission, transition plan-

ning, which includes intensive parent-training, is conducted. 

During the last few weeks of a childôs admission, written 

training material is compiled and presented to the caregivers. 

Parents are often faded into treatment sessions for hands-on 

experience with behavior management and acquisition proto-

cols. Home and school visits are conducted to ensure gener-

alization of correct treatment procedures to the childôs other 

environments. 

 

Clients Served 

The Language and Learning Clinic has been in operation 

since February 2006. In the last year we have served 45 chil-

dren and their families. The average length of stay of those 

discharged was 4 months with a range from 1 month to 14 

months. The average age of our clients was 6.45 years with a 

range from 2.08 years to 17.42 years. Nine percent of our 

children had received no formal diagnosis. Seven percent 

had a primary diagnosis of PDD-NOS, 69% were diagnosed 

with autism, and the remaining percentage were diagnosed 

with developmental delay (4%), Mental Retardation (2%), 

Fragile X Syndrome (4%), FG Syndrome (2%), and Fetal 

Alcohol Syndrome (2%). The majority of our clients also 

present with behavioral difficulties. The primary inappropri-

ate behavior exhibited was aggression (93%), followed by 

elopement (78%), flopping (71%), and disruption (67%). 

Forty-two percent of parents indicated that toilet training was 

a primary concern. 

 

Behavior Change Measures 

Improvements in language and adaptive skills are 

tracked in a variety of ways. The ABLLS is updated every 3-

4 months and indicates improvement across a variety of lan-

guage and foundational learning skill areas. In addition, cu-

mulative records of targets as they are mastered are kept 

throughout the admission. Thus, the number of skills mas-

tered can be determined. The rate of independent requesting 

is recorded daily and probes of the mean length of utterance 

are conducted to track increases in independent vocalizations 

and lengthening of vocalizations to phrases and sentences. 

Percentage of continent and incontinent voids are also re-

corded to track improvements in toileting skills. Rates of 

problem behaviors are also recorded daily to determine the 

decrease in problem behavior from baseline levels through-

out the admission. 




