
WOMAN: Good afternoon, everyone. Welcome to August, August 1st. I just can’t believe that it’s August 

already, and we are now on the home stretch to this week here at Penn State. So just a few quick 

announcements: I’m sure you’ve heard them, but just a quick reminder that today the exhibit hall closes 

at six, and tomorrow starts at 8:30 and closes at one. Our quiet rooms are rooms 113 and 114. The 

special event for this afternoon is from 4:30 to 6:30, and that’s our poster session, the art of expression 

exhibit, and a reception including a cash bar. Remembering that I will provide you with your code at the 

end of this session, and remembering that that sheet, the yellow sheet in your folders, needs to be 

handed in at the end of the conference for you to receive your Act 48, your CEUs, and all of -- and ASHA 

and any additional credits and services. With all of that said, again, our room is actually -- we have 

plenty of room, so we don’t have to worry about moving people in and trying to find additional seats. 

So with all of that said, I am just absolutely honored to be here today to present and introduce 

Dr. Brian Iwata. He is nationally and worldwide known in regards to applied behavior analysis, and his 

eloquent work and dedication in the field of applied behavior analysis has supported this state of 

Pennsylvania in regards to the work that we’re doing, specifically in regards to autism. So for that, we 

thank you, Dr. Iwata. He received his PhD in psychology from Florida State University and is currently the 

professor of psychology and psychiatry at the University of Florida, where he directs research programs 

on self-injurious behavior and the Prader-Willi syndrome. He previously held faculty appointments at 

the John Hopkins University School of Medicine and at Western Michigan University. Dr. Iwata’s primary 

area of interest is disorders of learning and behavior. He has been the leading developer of the 

functional experimental analysis model for assessing severe problem behavior, which is considered the 

standard in the field for both clinical research and practiced. Dr. Iwata has published over 225 chapters 

and articles on these specific topics. He is the former chief editor of the Journal of Applied Behavior 

Analysis and former president of the Association for Behavior Analysis, the Society for the Advancement 

of Behavior Analysis, the Society for the Experimental Analysis of Behavior, Division 33 of the American 

Psychological Association, and the Florida Association for Behavior Analysis. So it is with great pride and 

great honor that I introduce to you today Dr. Brian Iwata. 

DR. BRIAN IWATA: Thank you very much. Can you hear me in the back okay? Excellent. Thank you very 

much. Well, thank you for that nice welcome. And I want to first express appreciation to the organizers 

of this conference. I think this is maybe the 11th or 12th year that I’ve been here, and I love this 

conference because it’s so well organized and so many of the topics are of great interest. And I hope 



you’ve had an interesting conference so far, and I hope that my talk is not the one that makes you hope 

that you had stayed home in your hotel room and watched the Olympics. 

 I usually organized my talks around a series of research studies that we’ve been conducting for a 

number of years, and it seems like it’s a nice point to organize a bunch of them. I will be presenting a 

little bit of data today at the very end, but I have to tell you that we really have not done much in this 

particular area. Not just us, but very few people have, so this is somewhat uncharted territory for us, 

and it represents a kind of change in direction for my particular research program. That is, we hope in 

future years to not eliminate our emphasis on prevention -- I mean treatment, but rather to change it 

somewhat so that we’re spending more time in the area of prevention. When I give talks on problem 

behavior, for a number of years, I’ve said we are in a good position to initiate serious prevention efforts. 

I’ve said that that’s the unfinished business of our field, and I really haven’t done a whole lot about it. 

So finally, we’ve sat down this summer and kind of laid out an agenda of prevention that we’re 

going to try to follow through on over the next couple years until I get so tired that I just give up and go 

fishing, all right? So the main topics that I’ll be addressing today are, to begin with, just providing a brief 

bit of history on changes that have occurred in the field with respect to research on problem behavior 

over about the past 40 years and how these changes have led us to the point where I think we can begin 

to emphasize preventive efforts. Not neglecting treatment efforts, but begin to emphasize more 

preventive efforts. Now I can’t really talk too much about prevention without taking a detour because 

there’s another field that is the field of preventive medicine in which prevention research has been 

ongoing vigorously for about the past 30 or 40 years. And so what I’d like to do is to borrow some from 

the medical model of prevention because I think we have a lot to learn as we set up our research and 

clinical agenda. I’ll then talk about predictors for problem behavior, also known as risk factors, and then 

go into some general suggestions or concepts related to prevention of problem behavior overall, and 

then some specific things that we might be able to do to initiate prevention efforts. 

The field of applied behavior analysis is easy to date back to 1968 because there was no term 

applied behavior analysis prior to the publication of the Journal of Applied Behavior Analysis. So that 

became the official birth of our field. But many years prior to that, a number of leaders in our field were 

actually conducting research programs on problem behavior, the point being that problem behavior has 

been with us since actually before the field was identified or defined. And so what I simply did was I 

selected out some studies that were published very early on, in the 1950s and early 1960s, prior to the 

existence of Java, and you can see the names on the slide, I believe. They all represent individuals who 



then went on to make large contributions in the field. And all of them focused on some aspects of 

problem behavior in varied populations early on. 

Now there are a number of ways that we could characterize this early research on problem 

behavior. Not necessarily everyone would agree with my classification, but it’s my talk, so I get to do 

things differently, the way I want to. If you look at early research on problem behavior, there were 

several emphases that we might note. One was in terms of assessment. The purpose of assessment was 

simply to establish a baseline of behavior to serve as a point of comparison for the outcome of an 

intervention program that we might implement. The emphasis in terms of intervention or treatment 

was the solution of a problem, but actually more specifically, it was the extension of basic learning 

principles. Those learning principles really were unimportant, and if you look at a lot of the early 

research, the principles were all over the place. And it didn’t matter if we selected reinforcement, 

extinction, punishment. We just wanted to see if laboratory extensions of operant conditioning would 

work with problematic human behavior. And if they did, the hoped-for outcome was basically 

elimination of that problem behavior. 

Now at that point in time, prevention really was of no concern to the field, and there were 

probably a number of reasons for that. The first one is if the client or subject didn’t have a problem 

behavior, there really wasn’t anything to solve. You see what I mean? And so our field was concerned 

with the big behavior problems such as aggression and self-injury, we’re still concerned with them, or 

the big behavioral deficits such as no language, no self-help skills, no toilet training. And if somebody 

had a modicum of self-help skills, some method of conversing, no problem behavior, you’re fine. We 

move onto somebody else. 

Next there was basis for predicting who might have a problem behavior, so even had we been 

interested in developing prevention programs, it was unclear at which particular audience these 

programs might be aimed because in theory, what we like to do is to predict who’s going to have a 

problem behavior and aim preventive efforts at them. We obviously had no prevention technology 

available because we didn’t have a way to solve a problem that didn’t exist. 

And finally, as I’ll illustrate a little bit later on today, there were a number of studies that were 

published early on that today we would probably consider as examples of prevention, but back then, we 

did not because the implications of that research were not clear from the standpoint of prevention. 



So let’s move from the late 1950s, early 1960s about 40 years forward and look at contemporary 

research. What we find is that the emphases have clearly changed. We are not just interested currently 

in establishing a baseline of behavior, but rather our assessment efforts go further. That is, we attempt 

to identify the environmental determinants of the problem behavior that we are studying or attempting 

to treat. In other words, we attempt to do functional analyses of the motivational characteristics of 

problem behavior. Treatment still involves extension of learning principles, but selective extension of 

those principles such that we develop intervention procedures that are matched to the function of 

problem behavior. So rather than just randomly choosing some intervention, we select the ones that 

address the factors that are responsible for the maintenance of the problem behavior. And our criteria 

for a successful outcome also have changed. Of course, we want to reduce the frequency of problem 

behavior, but more often than not, we are now interested in replacing that problem behavior with some 

type of socially acceptable alternative. 

Now this change in emphasis that we’ve seen in clinical research on problem behaviors has had 

some interesting byproducts. One of those is that the use of functional analysis methodology has 

allowed us to identify reinforcement contingencies that maintain problem behavior. In other words, we 

can now clearly state that if this occurs as a consequence for problem behavior, it will increase, all right? 

Now identifying the consequences for problem behavior has also allowed us to identify antecedent 

conditions that make those consequences valuable as reinforcers. And of course, we call these 

establishing operations. And I’ll go over establishing operations a little bit more in a few minutes. 

Establishing operations determine reinforcement value, so we can say that they make a reinforcer 

valuable and make behavior that produces that reinforcer more likely. So in a way, if we can identify an 

environmental event that precedes problem behavior, all right, that makes a reinforcer for problem 

behavior valuable, we have a way of predicting that a problem behavior may occur given the presence 

of that particular antecedent event. And that allows us, perhaps, to act before the problem behavior 

occurs and to develop various prevention efforts. 

Now let me take the detour and move out of the area of problem behavior and into the area of 

disease prevention because in that area, a great deal of preventive research has been going on for a 

number of years. One of the main contributions in the area of preventive disease has been definitions of 

preventive efforts. And the original one was posed by the Joint Commission on Chronic Diseases back in 

1957. And that commission proposed a three-tiered approach to prevention of chronic disease, what 



they called primary, secondary, and tertiary prevention based on the severity of the risk factor for the 

occurrence of a disease. And I’ll talk more about risk factors extensively in a few minutes. 

That original classification gave way to a new classification back in 1987, one proposed by 

Gordon. And that classification basically focused on populations or targets of prevention efforts based 

on certain characteristics of those targets or populations. So for example, we could say that we will aim 

some prevention efforts at the general population. That is everybody, okay? Now that’s an expensive 

proposition, but if the effort is relatively efficient and not very costly, then we may gain a great deal, all 

right, for that little bit of expense. Now in this general population, no risk has been identified, so what 

we are attempting to do is to get people to quotes become aware of or to do things that seem to be 

beneficial to them generally. From there, we move to more extensive or intensive efforts at prevention. 

The next level is called selective intervention or selective prevention. It’s aimed at individuals who have 

some characteristic, all right, that leads us to predict they are at greater risk for the development of 

some type of chronic disease. And then finally, we have indicated prevention also occurring at the 

individual level, and this is aimed at individuals who are not just at greater risk for the development of 

disease, but who actually show some early signs of disease. 

Now translating this into examples, we can say that an example of universal prevention might 

be information that we provide on the benefits of good diet, the benefits of exercise, and the benefits of 

getting your blood pressure monitored periodically, all right? And of course, the popular literature in the 

media is rampant with this sort of public health information. Now for individuals who are at moderate 

risk for the development of disease, we engage in selective preventive efforts. An example of that might 

be treatment of obesity. Now, obesity is not a disease. You will never get ill from being obese. But 

obesity, it turns out, is a predictor of other sorts of diseases so that it makes sense to intervene with 

individuals who show that increased amount of risk. And then finally, indicated efforts, which are the 

most expensive and intensive efforts, would be aimed at people who show early signs of disease. An 

example will be treatment of hypertension because hypertension is actually a disease. It’s an early stage 

of disease that leads to more serious diseases such as heart attacks, strokes, and so forth. 

Now an important concept, a key concept in the area of prevention, is risk, all right, because 

everything is based on, is there a higher probability, is there an increased risk of contracting a disease? 

And in the area of preventive medicine, risk comes into play in a couple of stages. The first one is risk 

factor identification, and that usually involves several different kinds of research. Let’s begin with some 

comparative research. We don’t know why people get disease, so let’s take a look at some people who 



have disease, maybe this side of the room, all right, and other people who don’t have a disease, that 

side of the room. And what we will do is to make a list of all the prominent differences that we can 

identify between those two groups, all right? Now it’s not clear which of these differences may account 

for the disease or not the disease, but clearly there are some known differences. What we can then do is 

a series of correlational studies in which we examine people who don’t have the differences and see if 

they acquire those differences over time, and if acquisition of those differences then becomes predictive 

of the development of a disease, all right? That’s where we begin to identify risk factors. 

Now the presence of a risk factor does not imply cause or effect, and so what we eventually 

have to do is to go into the laboratory, all right, and identify the dimensions of those differences and 

expose organisms to them to see whether or not we can produce a disease, okay? We then go through 

risk factor reduction, and I’ve already gone over that briefly. Once we identify risk factors, we can 

determine who gets universal efforts, who gets selective efforts, and who gets indicated efforts. 

So having gone through a good 40, 50 years of that kind of research, what can we say about risk 

factors for disease? Well, people often categorize them a variety of different ways, and here’s a 

common classification. First of all, definition of a risk factor: it is simply a personal characteristic that’s 

correlated with an increased probability of getting a disease, okay? So we are not at the cause and effect 

level. We are at the sort of probabilistic, predictive level. And these risk factors could be of many 

different types. 

First, we have biological conditions. Certain biological conditions are predictive of a higher 

probability of getting a disease. Some of them may be inherited, something very simple such as gender, 

all right? So being of a certain gender places you at greater risk for let’s say certain kinds of cancers. 

Other biological conditions could be inherited -- I mean, excuse me, not inherited, but rather acquired. 

An example of that is obesity, okay? So being obese places you at greater risk for acquiring disease. 

Now in addition to biological conditions, there are other sorts of things. Environmental 

circumstances: one would be living condition. So for example, if you live in close proximity to a toxic 

waste dump, there’s an increased likelihood that you are eventually going to get some sort of disease, 

usually some kind of cancer. Similarly, if you have certain types of jobs, let’s say you are a coal miner, 

you’re also at risk for contracting certain kinds of diseases. And then finally, we have behaviors, all right? 

Certain behavioral excesses or deficits become predictors of a later developmental disease. An example 

of a behavioral excess would be smoking, overeating, excessive alcohol intake, all of those sorts of 

things. A behavioral deficit might be something as simple as just a sedentary lifestyle. So as you can see, 



there are a whole host of risk factors, all right, that increase the likelihood that eventually you may get a 

disease. 

So having identified risk factors, what do people do in terms of risk factor reduction? Well, first 

we turn to the universal approach to risk factor reduction. And again, this is aimed at the general 

population. And there are a number of different examples that you commonly find throughout our 

society. One of them is simply environmental modification, okay? We know that simply consuming food 

increase the risk of getting dental cavities. Having fluoridated water decreases the likelihood of getting 

dental cavities. One thing we could do is to recommend that everyone drink fluorinated water or 

fluorinate their water. But of course, the easier way to do that is to fluorinate everybody’s water, all 

right? And so now everyone is exposed to that level of managerial prevention. 

In the area of legislation, a perfect example of that is seat belt laws, right? I assume that every 

state now has some sort of seat belt law, and the purpose of that is to sanction the wearing of seat belts 

because data have shown that if you wear a seat belt and you have an accident, you’re less likely to get 

a fatal injury. And then we have public education. And again, I use the example of teaching people the 

benefits of blood pressure screening. Increased blood pressure is not a disease. It’s in fact the condition 

that many people are not aware of, so having your blood pressure taken regularly is something that’s 

generally beneficial. 

Now in terms of selective or indicated prevention, these efforts are always aimed at individuals. 

And so we are talking here not about legislation, about environmental modification, but we’re talking 

about behavior change. And of course, there are two approaches to changing behavior. One involves 

antecedent efforts to change behavior. We give people instructions and information and hope that they 

take that information and change their behavior, okay? The second one is to motivate people to change 

their behavior, and here’s where contingencies come into play. 

Now those of you who primarily work in fields such as special education, psychology, or social 

work may not be aware of this, but one area of medicine where behavior analysis has made many 

significant inroads going back 15 to 20 years is in the area of public health education. Now when I was at 

Johns Hopkins, I worked in the School of Medicine. My wife worked in the School of Public Health. Now 

she was a trained behavioral analyst, and you may ask, what’s a behavioral analyst doing in the School of 

Public Health? Hopkins has one of the world-renowned schools of public health and they have an entire 

division of public health education. And of course, the purpose of this division is to come up with 

educational programs to teach people to engage in healthy behaviors and to refrain from unhealthy 



behaviors so that they hopefully won’t develop a chronic disease. And the people over at the School of 

Public Health had been working for years and years developing instructional programs, all right, only to 

realize that what happens? People don’t follow the instructions. 

So they finally came upon the notion of motivation, and of course, when you come upon the 

notion of motivation, you will eventually arrive at contingencies. And so her job in the School of Public 

Health involved being part of a city-wide prevention program, all right, for high blood pressure. And it 

turns out that there’s a thing called pediatric hypertension. Many kids have it, but most people don’t 

know that they have it because it’s a sort of silent killer. And so the School of Public Health developed a 

whole series of intervention programs aimed at risk factors associated with high blood pressure such as 

diet, salt intake, lack of exercise, stress, a whole bunch of things like that. And they came up with an 

educational program that they simply dropped into the Baltimore city schools that involved instructional 

components, reinforcement components, token programs, all sorts of things. And that’s what my wife 

was involved in way back in the 1980s. 

Okay, so having that background, that sort of general understanding about how research 

proceeds in the area of disease prevention, let’s take a look at problem behavior. What are risk factors 

for problem behavior? Well, we can begin by looking at parallel types of research that have been done 

in the area of behavior, or let’s say equivalent to those done in the area of public health that is 

comparative in correlational research, whose question has been, what sort of factors may be associated 

with the development of a problem behavior? And perhaps a dozen or two of these studies have been 

published over the years, and I just selected a representative sample that have identified different 

factors. So for example, it’s been shown that the severity of an intellectual disability increase the risk for 

development of a problem behavior. Having a communication deficit also increases the risk of acquiring 

a problem behavior. And then finally, some sort of sensory or physical impairment also increases the risk 

associated with problem behavior. So these large correlational studies have shown that the more 

problems you have of these types, the more likely you are to develop a problem behavior. 

But of course, it’s important to note that correlation is not causation. Do you see what I mean? 

Having an intellectual disability, a language deficit, or a sensory deficit does not produce any problem 

behavior. So the question becomes, if these are correlates, what role do they play in the development of 

problem behavior? Well, correlation research can’t answer that question, but experimental research 

can. So let me just briefly review some experimental research in the area, and you’ll see how these 



factors play a role, although not necessarily a causative role, in the development of problem behavior. 

And I’ll look at three sort of sets of experimental studies. 

First, studies on deprivation from social interaction or attention. How does deprivation influence 

behavior? Well, it is an antecedent condition, right? So being deprived of attention may serve as an 

establishing operation, and as an establishing operation, it will have two effects on behavior. One is it 

will make attention more valuable as a reinforcer. The more deprived you are of something, the more 

valuable it becomes, assuming that it has some reinforcement capability. And second, it produces 

behavior that was maintained by that reinforcer. So something analogous, for example, might be my not 

having had a glass of water for several hours, all right? So being water deprived, water, one, is more 

valuable as a reinforcer. And then number two, I’m more likely to go looking for water than I would have 

had I not been deprived of it. So the same thing is true of attention. 

Now that doesn’t cause a problem behavior, right, but it makes a particular reinforcer more 

valuable, and it generates some behavior. What kind of behavior will it generate? Well, here’s where the 

behavioral characteristic then comes in. We combine that establishing operation, being deprived of 

attention, with no effective way to get attention. So now we have the intellectual disability, the 

language disability. There’s no socially acceptable response available that reliably produces attention. 

And so given that attention is a reinforcer, people will just keep on engaging in behaviors and see what 

sorts of responses occur in the environment. And of course, it’s not too obvious to suggest that the 

more unusual, the more intolerant the problem behavior, the more likely it is to produce attention. So 

we combine the antecedent influence with the language deficit with differential consequences for a 

problem behavior because that’s the behavior that eventually emerges. And we end up with a situation 

in which deprivation combined with no access to language produces problem behavior that then gets 

reinforced, okay? 

Now let’s take a look at another situation involving a different sort of antecedent event. Instead 

of depravation, we’ll say that the antecedent event is aversive stimulation. Now in the presence of 

aversive stimulation, two thing happen. One, escape becomes valuable as a reinforcer, and two, we will 

engage in some sort of behavior that in the past has produced escape from similar kinds of aversive 

stimulation. Now again, that doesn’t produce a problem behavior, but it makes a particular reinforcer 

valuable. And the questions is, what do we do to get access to that reinforcer? Now we combine that 

with the behavioral deficit. The person does not have a way, all right, to ask how to escape from that 

particular situation. And in addition to that, the person has a limited repertoire such that the person 



can’t comply with whatever the quest is that’s been made, all right? So the aversive stimulation is, 

engage in some work. Well, I can’t exhibit the work and I can’t figure out how to get out of the work. So 

what do I do? I perhaps engage in problem behavior that is severe enough such that people can’t 

tolerate it and must allow me to get out of work. And we end up with a situation in which aversive 

stimulation eventually yields problem behavior that eventually is reinforced by somebody out there in 

the environment. 

Let’s take a look at a third situation. And we’ll call this general sensory deprivation. So you’re 

not being deprived of attention, but you just don’t really have anything to do, all right? No sensory 

stimulation available. And of course, if we look at that from a standpoint of establishing operation 

influences, that will make sensory stimulation valuable. And of course, we would begin to engage in 

behavior to see whether or not it produces any sensory stimulation. We combine that with a limited 

self-stimulatory repertoire, okay? So I don’t have any appropriate method for producing stimulation 

from the environment. I don’t have a toy play repertoire or a leisure repertoire. I just have my own skin 

for entertainment, and eventually what happens is I may engage in stereotypic behavior, all right, 

because that’s the only behavior that I have access to that alleviates the general sensory deprivation. 

All right, so if we lay this all out, all right, as some scenarios, and these have been demonstrated 

in good experimental research, that influence problem behavior, we can organize risk factors for 

problem behavior in a way that is similar to the way they’ve been organized in preventive medicine. 

We’ll start by looking at some general environmental establishing operations. The presence of these, all 

right, do not -- does not cause any problem behavior, but they set the occasion for something to happen 

that may end up being problem behavior. So social deprivation makes attention valuable. The presence 

of social demands makes escape valuable. And sensory deprivation makes sensory stimulation valuable. 

We then combine these with response deficits such that if an individual has any of these response 

deficits, then when presented with the antecedent event, they are incapable of responding 

appropriately. And those involve lack of communication, no control over the social environment. So you 

can’t get people to do things for you, you can’t get people to turn things off when they’re present. 

Compliance, inability to engage in a target response that someone may be asking you to emit. And then 

again we have the leisure repertoire deficit. And then finally we combine these with some contingency 

deficits. Those involve ineffective instruction, limited reinforcement for appropriate behavior, and then 

inadvertent reinforcement for problem behavior. So we can look at these as classes, all right, of risk 



factors, any of which increases the probability of problem behavior, but none of which accounts for 

problem behavior by itself. 

So having done that, let’s see if we can start to put together a program to prevent problem 

behavior. And we will begin with a couple of distinctions that have to be made because on the one 

hand, we’re trying to stop certain things from happening, and on the other hand, we’re trying to teach 

or generate some new behaviors, all of which we’re going to call prevention. But that raises some 

questions about what is the difference between prevention and treatment, okay? Because on the one 

hand, we have a very clear notion of treatment. Severe head-banging behavior or aggression, we 

eliminate that? We call that treatment, all right? At the other end, there’s no problem behavior, but 

somewhere in the transition, a person has a mild problem behavior, some whining behavior, mild 

tantrum behavior. Is that prevention of the severe problem behavior or is that treatment of the mild 

problem behavior? You see what I mean? 

Now not necessarily all of my colleagues would agree with me on this distinction, but I’ll 

nevertheless go ahead and make it. I’ll say that treatment involves intervention due -- to decrease an 

obvious problem behavior. Now that’s not very well defined, so then I’ll go further and I’ll say 

prevention involves intervention for not a severe problem behavior, and my definition there is prior to a 

complaint, all right? Now that’s a very subjective definition. Some of you who’ve had some training in 

behavioral analysis probably recall somewhere along the line reading an article by Baer, Wolf, and 

Risley, and the title of it was Some Current Dimensions of Applied Behavioral Analysis. It was published 

in the first issue of the first volume of the Journal of Applied Behavioral Analysis, and it laid out seven 

characteristics of applied behavioral analysis. 

Now ten years later, those same authors published an article, Some Still Current Dimensions of 

Applied Behavioral Analysis. And if you’ve read those two articles, you realize that they were very 

different, all right? One was relatively clear and objective. The second one took a very different 

direction, and it focused a great deal more on the nature of the complaint, all right? And so Baer, Wolf, 

and Risley in that second article defined problems as complaints, all right, complaints that are serious 

enough for someone to bring the problem to the attention of a therapist or somebody else. 

And so I’m using the Baer, Wolf, and Risley definition of a complaint, meaning there is a 

behavior problem, but if it’s not serious enough yet so anyone’s complaining about it, we’ll call that 

prevention, okay? Now at the other end of the continuum, we have certain preventive efforts that will 

involve teaching people new skills. Well, of course, we’ve been teaching our clients and students skills 



for years and years, right? So what’s the distinction then between prevention and behavioral 

acquisition? And again, this is fairly arbitrary, but I’ll say that acquisition efforts involve teaching 

behaviors that just generally improve the individual’s functioning, but having these behaviors doesn’t 

necessarily mean you’re less likely to have problem behavior. On the other hand, prevention efforts 

involve teaching behaviors that protect you against a risk factor, all right? So if you have these responses 

and if you end up in certain situations, exhibiting the response is less likely to yield or lead to the 

development of problem behavior. 

Okay, so with those sort of distinctions in mind, let’s look at general prevention efforts. And we 

start very globally with these big establishing operations, social deprivation. Now here I’m making 

extensions from research on treatment, all right? I’m suggesting what might happen or what would 

happen if these treatment procedures were implemented in a sort of prevention type of strategy. It’s 

been shown that non-contingent, that is free, delivery of attention decreases attention-maintained 

severe problem behavior. So the extension of that is simply deliver lots of attention to people, okay? 

Make sure they are not deprived of attention, and to the extent that they don’t encounter that big 

establishing operation, they’re less likely to engage in behavior to get that attention. 

Another possibility is if you can’t deliver attention to people, that is -- make sure they have 

access to other things that might substitute for attention. So although attention may be valuable 

because I haven’t gotten any for a long time, if somebody shoves an entertaining book in front of my 

face, well that may be okay, too. You see what I mean? Or a toy, leisure item, or what have you. Now 

again, these interventions have been implemented primarily in a treatment mode, and what I’m 

suggesting is we can take that information, throw it out there, all right, in a prevention mode. 

Social demands: it’s been shown that non-contingent breaks from work decrease escape-

maintained problem behavior. What we might do with an eye toward prevention is to redesign our early 

intervention curricula. And I’m not saying this would necessarily work, but we might consider it. And 

that is basically having very, very small units of instructional time relative to break time. With the severe 

behavioral deficits that many of our students and clients have, we’re very sensitive to their need for 

intensive instruction, but of course, that’s from our perspective. From their perspective, we’re simply 

throwing in lots of over-stimulation. Do you see what I mean? And so if we start with a very minimal 

instruction embedded in lots of free time, that may reduce the likelihood of getting a problem behavior. 

Another one is demand fading. Demand fading begins with a very minimal behavioral 

requirement, and gradually increasing the effort to complete that task or a series of tasks. What about 



this one as an initial curriculum for instruction? We start off requiring our students to have fun. Do you 

see what I mean? We give them instruction, and the instruction is, have fun with this toy. And what 

we’re simply doing is correlating the demand with a very high probability response. So we teach them to 

engage in behaviors, or we instruct them to engage in behaviors that they’re going to engage in anyway 

at a very high rate. And we’re arranging it so that the instructions do not acquire aversive 

characteristics. And what we can gradually do once we’ve established instructional control over play 

behavior, is to fade in some meaningful work requirements, all right, so that the instructions now begin 

to be correlated with some minimal work requirements. It sounds like a sort of really stupid thing to do, 

but it’s possible that that may actually prevent some problem behavior. 

Now the next one is called the high probability instructional sequence, and that one involves 

embedding task demands into a series of other demands for which there is a high probability of 

compliance, all right, which is why they call it the high probability instructional sequence. And so the 

typical way that that’s implemented is you identify three tasks for which there’s a very, very high 

probability of compliance. And often these are fun things to do. And so you ask the student to perform 

task one, no problem, task two, no problem, task three, no problem. Task four is the target, all right? 

And the only reason for using tasks one to three is to increase the probability of compliance with task 

four. And once you’ve done that, you go right back to task one, task two, task three, and whatever. 

And then finally we have non-contingent positive reinforcement during task breaks. Now this 

one’s kind of an unusual one because we’re talking about a situation in which the establishing operation 

or the antecedent event is aversive stimulation. It’s a demand situation. And you would use this in 

situations where you can’t really reduce the demand. It is what it is. Do you see what I mean? We have 

to brush our teeth, we have to take a bath, those sorts of things. What you can do is arrange it so that as 

that experience is occurring, you just throw in lots of reinforcers for free. And to the extent that those 

are reinforcers, they may mitigate the aversive characteristics of the unavoidable task. 

All right, then we have the other big antecedent event of sensory deprivation. And it’s been 

shown that non-contingent access to highly preferred items can decrease, to some extent at least, 

stereotypic or self-stimulatory behaviors, all right? So these are, I think, reasonably good suggestions for 

general preventive efforts. Just do these things, all right? And I’m not guaranteeing you will have 

decreases in the developmental problem behavior, but the research suggests that they are good 

intervention procedures that decrease problem behavior. What we don’t know is whether or not they 

are good prevention procedures. Nevertheless, I’d recommend them based on what we currently know. 



All right, so that’s the big antecedent events. Let’s now look at the response deficits. And these 

are probably not going to be surprising to you. One of the big ones is communication training. Recall 

that in the presence of some antecedent event, an establishing operation, there is a response that you 

might emit that will alleviate that source of deprivation or source of aversive stimulation, but you have 

to have that response. Therefore there are two kinds of responses that are of paramount importance to 

teach for anyone who doesn’t even remotely have a problem behavior. One of those is a response to 

alleviate social deprivation. I’ll just call that an attention, please, response. And most people are fairly 

cognizant of the importance of doing that, right? Teach individuals how to get reinforcers, how to, so to 

speak, mand for reinforcers. 

One we’re not as appreciative of is the other one, and that is teaching people how to escape 

from what you want them to do, all right? In other words, our job is to get students and clients to 

comply, and we’re often not very tolerant when they engage in varies kinds of escape behaviors. Why 

do they do that? Well, first of all, they’re in the presence of aversive stimulation, but second, they don’t 

have a socially appropriate way to get out of work. One thing that’s true about aversive stimulation is 

that it’s ubiquitous. It’s everywhere. Do you see what I mean? There’s no way you will eliminate aversive 

stimulation from people’s lives. And so it is very helpful to teach everyone how to become an effective 

escaper, all right. Even though sometimes you may not be able to reinforce it, it’s very adaptive for them 

to have that behavior in their repertoire. And of course, we call this differential reinforcement of 

alternative behavior, also sometimes known as functional communication training. But it’s very specific 

types of communication: how to get things and how to stop things. 

We then move onto a compliance repertoire beginning with imitation, either motor or vocal, 

and then leading up to instruction following. And I specifically selected studies that were published like 

30 and 40 years ago to illustrate the fact that the technology for developing errorless imitation and not 

just compliance with a particular task, but generalized compliance with lots of different tasks, has been 

available to us. 

And then we have development of a leisure repertoire, teaching individuals object manipulation 

and play skills early on. And so if one were to ask me, what is a good curriculum for students at risk for 

the development of problem behavior, all right, not just a general curriculum, but one specifically 

designed with prevention in mind? I’d say that every curriculum should have these three things going, all 

right, and they should have these three things going all day long, okay? 



Now the third general group of risk factors for the development of problem behavior is 

contingency deficits, all right? And again, just to be repetitive, in effective instruction, limited 

reinforcement for appropriate behavior and selective reinforcement for problem behavior. And of 

course, the solution to that is very obvious, and that is we have to engage in better and more effective 

parent training, caretaker training, feedback, and so forth. Now I’m going to leave this one alone, okay, 

and not really develop it any further. I’m going to come back to it at the very end of my presentation. 

Now in addition to these general categories of risk factors for problem behavior, all right, that 

may affect everybody, it turns out there are literally dozens of situations that may come up, all right, 

and that will eventually come up in many people’s lives, that are very specific, that may occasion or may 

predict the occurrence of problem behavior. So let’s look at some selective risk factors for problem 

behavior. Excuse me, I need to ask, what time -- this is an important question for you. What time do the 

snacks come out? I don’t want you to have to be deprived of your snacks because you’ll engage in some 

snack-seeking behavior in the middle of my talk, all right? 

Selective risk factors for problem behavior: how would we identify those? Well, we could do a 

lot of correlational studies, but we will find that some people have problem behavior and some not. But 

we don’t know who’s going to have a problem behavior. And so we need to become a little bit more 

individualized at this particular level. So risk factor identification is going to involve what I would call 

sensitivity tests, okay? We identify specific antecedent events or specific establishing operations that 

may occasion problem behavior because we’ve seen that they occasion problem behavior in other 

people. But of course, we don’t know if we’re going to get a problem behavior in this particular instance 

or with this particular individual because we haven’t conducted the test. 

So we present that particular establishing operation in a relatively controlled series of trials to 

make sure that we’re isolating that, all right, as a potentially causative factor. We record the response, 

all right, and we get whining or something like that. Now of course the problem here is whether that 

slightly annoying or undesirable response is actually going to be predictive of the development of a 

severe problem behavior. We don’t know because that person does not have a severe problem behavior 

yet. But nevertheless, following exposure to a series of these sensitivity tests, what we then can do is 

some risk factor intervention. So we assume that the sensitivity test has been flunked. We take a 

baseline measure of behavior in the presence of the sensitivity test. We develop some training 

procedures. We improve motivation by way of some contingencies. We take some post-treatment data 



to see if the kid passes the sensitivity test. We measure the behavior outside of the training situation to 

see if we get some generalization, and life is good. 

Now of course, the question here is did we ever prevent the occurrence of a severe problem 

behavior? And the answer is, we don’t know. Right? Because the kid didn’t have a severe problem 

behavior, and it’s not clear that doing what we did prevented a problem behavior because this could 

have been one of the kids who never would develop a problem behavior anyway, all right? 

Okay, so let’s take a look at somebody’s sensitivity test. One might be access to attention. So 

now I’m talking -- I’m not talking about general deprivation from attention, but specific events that 

involve limited time deprivation. One of those might be delayed access to attention. So the individual 

requests some attention. Let me show you something. Play with me. Can we do toys? Whatever. And 

you say, not now. I’m busy. All right? So the person hasn’t been deprived and is not going to be deprived 

for a long time, but they’re being -- going to be deprived right now, okay? Another one is removal of 

access to attention. So attention is available, but now it’s not going to be available, as in, I have to do 

some work now. And see what happens. 

Well, in addition to attention as a reinforcer, we could look at access to tangible items as a 

reinforcer. And those might include things such as removal of the tangible item: sorry, you can’t have 

that anymore, okay? Or termination of an activity: playtime is over. Or transfer of the activity from one 

person to another person, as in, it’s my turn, it’s his turn, or it’s her turn. So as you can see, there are a 

number of things that may occasion problem behavior maintained by positive reinforcement. I just 

provide a list of those that are fairly obvious. Those of you who have young children probably could 

develop a much larger list because you’ve probably seen a lot of these things in your own kids. 

Let’s look at tests for problem behavior maintained by negative reinforcement. And of course, 

most of those are going to involve initiation of non-preferred activities. The most obvious one is one 

that I’ve suggested already, and that is task demand initiation. It’s time to work now. Now sometimes 

individuals not only find requests to engage in work aversive, but they just find general requests 

aversive. So it’s not, you have to work now, but like, tell me what your day is like. What have you been 

doing? All right? And that may be sufficient as a source of aversive stimulation to generate sort of an 

unwanted behavior, a whining behavior or what have you. 

Now aside from task demands, there are a lot of other sources of social provocation that may 

generate problem behavior. So I just list a couple of these. One of them is prolonged staring, all right? 



Most people find it uncomfortable if you’re standing there right in their face looking at them for long 

periods of time, all right? We’ve actually seen this among our clients, all right, that is, one client will 

have a tendency to stand there and closely look at someone, and then another client will slap them 

away, all right? A threatening gesture, annoying sound or movement, all right? That is someone sitting 

next to you, all right, jittering away or making loud vocalizations, all right? That could be the occasion for 

problem behavior. And then finally we have another one that’s fairly obvious: a verbal insult. 

Okay, tests for problem behavior maintained by automatic reinforcement. And these are going 

to all involve general sorts of deprivation. Leaving the person alone explicitly to see what they do. Can 

this person entertain himself or herself when left alone for five minutes? What happens, all right? Or 

being left alone with toys. Does this person have the repertoire to take advantage of the fact that there 

actually is something to do? So those two tests are very similar, but they look at slightly different skills. 

Well, in addition to these, these three general sorts of antecedent events that may induce 

problem behavior, there’s a whole series of others. And I just pick out a couple of them as examples. 

Two of them have to do with verbal-motor correspondence. One of them has been traditionally called 

say-do correspondence. And what that means is that you say something about what you’re going to do 

in the future, but then do you actually do it? All right? Sort of making promises, as in, I will do my 

homework. That’s a say. The question is, will you actually do? Now the other one obviously is the do-

say. That is, you’ve done something, but then do you report that accurately? As in, I did my homework. 

That’s a say, but did it correspond to the previous do? All right? And of course, the do-say and the say-

do get us into the general area of lying behavior, all right? So I throw into that things like avoidance of 

blame. I did not break that, okay? 

So as you can see, we end up with a basic set of ten, 15, 20, I’m not sure how many sensitivity 

tests, all right? And creating these is not very difficult at all. You just need to do it and then see what 

happens. Now let’s take an example of the test and then the prevention treatment procedure. So we’ll 

call this delayed access to attention. I mentioned that a minute ago. And the solution there is something 

that I’ll just call loneliness training, all right? The test would involve standing nearby the person but 

ignoring the person, okay? So we basically provide an antecedent condition of deprivation. I’m here, but 

you don’t get any of my attention. We wait for the person to exhibit some sort of response in an 

attempt to get attention. And we say, no, I’m busy right now. I can’t do that. And then we observe for 

the reaction. So the question is, do they behave appropriately? Will they entertain themselves? Do they 

start screaming? Do they bang their head -- whatever. All right? Now they’re not going to be doing that 



because they don’t have a severe problem behavior, but nevertheless, they may engage in something 

that’s undesirable. 

And if they do that, then we’ll initiate a program of delay training, all right? We’ll stand next to 

them. We will ignore them. They ask for attention. Sure, I can give you attention right now, all right? 

And we try to do that as often as we possibly can. But very quickly, what we need to do is to begin to 

insert a delay. Okay, I can do that in five seconds. I can do that in 30 seconds. I can do that in one 

minute, all right? I can do that when the car turns from red to green. You can actually include a visual 

cue, all right, to bridge the delay, but the point is you’re eventually teaching them that when you ask for 

attention, you don’t always get it. Sometimes it takes a while. And when it takes a while, you don’t 

engage in problem behavior. And of course, if you do see a mild problem behavior, you would put that 

on extinction. 

Let’s take another example: delayed access to the tangible item, and I’ll call this disappointment 

training. So we identify a highly preferred item. We arrange it so that it is visible, but it is unavailable, all 

right, the occasion for engaging in behavior to get it. We wait for the individual to mand for that item. 

Can I have the truck? Can I have the doll? Sorry, not now. Maybe later. All right? And we observe and we 

see what kind of response we get. And if the person flunks that test, then we go through 

disappointment training. And disappointment training looks very much like the previous training 

procedure. We begin with immediate delivery of the reinforcer, given an appropriate response, but very 

quickly what we need to do is to insert a delay between the request and the delivery of the reinforcer. 

So the individual learns, you ask for things, you don’t always get them immediately. And when you don’t 

get them, you don’t engage in screaming or crying or hollering, all right? And of course, the way you 

eliminate that is to extinguish it while you’re implementing the training procedure. 

Now there’s another thing we can do, and that is alternative access training, okay, rather than 

delay training. And the way that works is when the individual asks for x, you don’t give them x, but you 

give them y, all right? Now if the highly -- and there’s a little trick to this one, all right? If the highly 

preferred item was the x for which they asked and the thing that you try to substitute is the y, which is 

not as highly preferred, that doesn’t work so well, at least to start off with. 

So here’s the way you do this. You arrange it so that the only things that are available are like 

the mildly preferred things. They’re not highly preferred things, all right, and so you wait until they ask 

for something that’s not highly preferred. And then what you do is you say, no, but you can have this. 

And that’s the more highly preferred thing. Do you see what I mean? So that is less likely to engage in 



problem behavior than the other way around. And so you arrange it so that when they ask for relatively 

non-preferred things, they don’t get them, but they get highly preferred things. And then eventually you 

can change that, right, so that they’re now asking for the more highly preferred things. They don’t get 

them, but they get the less preferred things as a substitute. 

And what you’re hoping is that they will have acquired the tolerance to substitute reinforcers so 

that when they get the moderately preferred thing instead of the highly preferred thing, you don’t get 

the problem behavior. So the interesting thing about that is that it needs to go in the opposite direction 

of where it eventually will be in order to be successful. Now I just made that up. I’m not sure if that 

actually will work. That will be a nice study for somebody to do, okay? 

Okay, let’s see. Would this be a good time to go ahead and take a break? Because I’m going to 

move to the aversive stimulation next. So why don’t we take a break now? We’ll come back. 


