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Chantal: Hello and welcome to by MomsFightingAutism.com webinar.  I’m the moderator of this 
one.  My name is Chantal Sicile-Kira.  I write the Ask Chantal column for the Autism 
File Magazine and I’m the author of three books: Adolescents on the Autism 
Spectrum, Autism Life Skills and Autism Spectrum Disorders.  And today I’m 
honored at have as our guest and speaker, Dr. Holman.  

Dr. Holman has a wonderful reputation and she has such a long list in her bio of things 
she has done, that I’m going to mention the most important ones.  She received her 
BA in Psychology from UCLA, where is actually worked with Dr. Ivar Lovaas for the 
Young Autism Project from 1991-1993.  Dr. Holman is a licensed Marriage and Family 
Therapist with a Masters in Clinical Psychology.  She received her Doctorate in 
Educational Psychology from USC in 2003 where her research in the area of reading 
comprehension and autism won her a dissertation of merit award; it also gave her the 
opportunity to give the key-note address at the graduation ceremony.  Dr. Holman is 
actually the Executive Clinical Director of ASC, which is Autism Spectrum Consultant, in 
the San Diego area.  She is the owner of the San Diego office, because there is one 
Orange County.  She’s worked in the field of behavioral therapy as a Senior Therapist 
and Clinical Supervisor since 1991.  First at UCLA, as mentioned before and then at an 
organization called C.A.R.D.; that many of you may be familiar with, which is, Center 
for Autism and Related Disorders.  She worked there for eight years.  She has 
presented both nationally and internationally.  She is also a member of the Board of 
Directors of the San Diego chapter of the Autism Society of America and she’s been 
there since 2004. 

I would like to welcome to MomsFightingAutism.com, Dr. Dawn Holman.  Welcome.

Dr. Holman: Thank you.  Thank you so much for having me.  

Chantal: I’m really honored to have you here.  And at first I would really like, before we really 
start talking and answering some of the questions people have been writing in, can 
you talk a little about Applied Behavior Analysis?  And, ah, we’re really here tonight to 
be talking about basics so people at home, or people starting out in school, could 
understand a little bit about what it is.  



Dr. Holman: Sure.  I think ABA is probably one of the most misused terms in the field.  Applied 
Behavior Analysis (ABA) is basically breaking skills down into small steps and 
teaching them together.  

But it really comes, it’s got two components.  I would.  I’d like to just let everybody 
know first of all, how it came about to be.  There’s a teaching component and there’s 
a reductive behavior component.  The reductive behavior component is often referred 
to as behavior mod, behavior modification therapy.  And then the teaching component 
takes a couple of different forms.  The most popular and probably the most evidence 
based teaching form is Discreet Trial Therapy or DTT.  And that’s what Dr. Lovaas 
did; that’s what I learned to do.  A lot of ABA programs will use Discreet Trial.  There 
are a couple of different varieties within ABA programs.  You might see verbal 
behavior or VB ABA.  You might see the teaching component be more like PRT, which 
is Pivotal Response Therapy or Pivotal Response Training.  And sometimes TEACH is 
also incorporated as a behavioral teaching component, which is the Treatment and 
Education of Communication Handicaps Children, I believe.  That’s out of North 
Carolina.  So, really when you’re talking about ABA, you’re talking about a teaching 
component and you’re talking about behavioral reduction.  And the areas that are 
addressed through behavioral analysis and behavioral modification, would be any of 
the self stimulatory behavior, any inappropriate behavior and it specifically feeds the 
symptoms of autism that are considered to be maladaptive.  And it will target the 
deficit areas, such as language, play, socialization and self help skills, sometimes 
motor skills, through the teaching component.  And then it will help to try and reduce 
the inappropriate behaviors or the excessive behaviors, such as self stimulatory 
behavior, non-compliance and lots of different behaviors that would classified and 
treated through an ABA type of program.    

Chantal: Great.  Now can you speak a little about what we hear often described as the ABC’s of 
behavior?  Like the

Dr. Holman: Sure

Chantal: Like the antecedent behavior and the consequence.  Because I think a lot of times 
people hear about those, but they don’t really understand the connection and why. 
And how that relates to taking data and noticing what’s going on when behaviors 
occur.  

Dr. Holman: Sure.  So the ABC’s:  A – stands for the Antecedent, B – stands for the Behavior and 
C – stands for the Consequence.  As behaviorist, the first person to come up with this 
was Thorndike and Skinner and it was operant conditioning, stimulus response 
learning.  Basically, those are all the fancy words for, something occurs, which is an 



antecedent, immediately prior to a behavior; and then a behavior is elicited or it 
happens; and as a result of that behavior, there are consequences.  Sometimes 
behaviors are considered to be under antecedent control, so they are caused by 
something.  But sometimes behaviors are under consequent control.  So, an example 
of not necessarily in the world of autism would be a baby crying when they have a 
wet diaper; a baby crying, an infant, when they’re hungry.  They cry, that’s the “B” – 
behavior.  The consequence of a baby crying is that a mother will attend to that baby 
and try to meet its needs.  So, crying is therefore reinforced in the infant as a form of 
communication because it has positive consequences.  

The law of operant conditioning says anything, any behavior that is reinforced in a 
positive way, will increase the likelihood of that behavior occurring again in the future. 
Any behavior that occurs, that is negatively consecrated or punished or ignored, 
resulting in a negative consequence to that child, will be the likelihood of that 
behavior occurring again will decrease.   

So as behaviorist, we try and look at the environment and control the environment 
and control the antecedent or the immediate precursor to the behavior, so the 
behavior doesn’t occur.  Sometimes we try to control the consequence, the result of 
what happens in response to the behavior.  And if we can change the consequence, 
we can often change the behavior.  So it will work for reducing an imperfect behavior; 
it also works for increasing and reinforcing positive behavior and teaching really 
appropriate replacement behaviors.   

Chantal: So you could also change an antecedent.  So for example, if you are noticing that the 
reason why someone has a certain behavior, for example, someone who runs away 
every time a certain loud noise happens, like a fire bell, fire drill bell, then for that 
person maybe the fire drill bell is making him run away because he can’t stand the 
sound of it, and if he just stops that or gotten him use to it, then he wouldn’t do that 
anymore.  Would that be an example of an antecedent is causing the behavior?  

Dr. Holman: Yeah.  The immediate antecedent would be the bell ringing.  It causes the running 
away behavior.  The running away behavior causes the sounds to disappear, so 
therefore the consequence of running away is going to be reinforced.  So that is a 
case where it’s under antecedent control, but it’s also under consequence control 
because by running away, it reduces or eliminates the really noxious sound and 
therefore, it’s reinforcing, the running away is being reinforced.

Chantal: Okay, yeah, that’s, I understand.  And so, in order to analyze all these things, that’s 
why people take data, right?  



Dr. Holman: Correct

Chantal: Because otherwise if you, and it’s really important I think because, just a, you may 
think you remember details, but you don’t always remember.  And you can see 
patterns happening and also you can see patterns happening across environments, or 
sometimes they’re happening in school and not at home or at home and not at 
school.

Dr. Holman: Correct.  And sometimes they happen differently, with different people.  So you’ll have 
both the physical environmental change, but then you also have the person changing 
and so you’ll sometimes see, and this is true, in typically developing children, the 
teachers will see different behavior at school then they will that the parents will at 
home and vice versa.   Which it can be a function of the physical environment and the 
people or some cases it can just be the person.  And when you have a behavioral 
therapy program, an ABA therapy program in your home, you’ll always have more 
than one person or in the school, ideally.  More than one person at the intervention so 
there’s the ability to generalize and there’s also the ability to look at the other person’s 
data, see what they’re doing and then take over right where they left off.  

Chantal: And can you examine what a functional behavioral analysis is and why that’s 
important?

Dr. Holman: Sure.  I think it’s become more important and it kind of carries on to what you just 
said about the data analysis.  A lot of schools, with the law in California anyways, that 
you have to have a positive behavior support plan.  And in order to create a positive 
behavior support plan, you have to do a functional analysis.  You have to figure out 
what is going on that is causing the behavior and we’ll look at environmental, 
topography, we will look at all of the different potential things that are causing the 
behavior that we can change.  And the first thing you want to try and do is rather 
than changing the behavior is trying to modify the environment so that it is, so that 
the behavior is not elicited.  And I know one of the things I’m always talking to my 
staff about is the difference and my clients, is the difference between being proactive 
and setting up for success versus being reactive and having to deal with behavior, the 
consequences because things weren’t in place in the right way.  So doing a functional 
behavioral analysis, you’ll have someone go into the school setting or the home 
setting, you’ll have them take a lot of data, we call it baseline data, trying to figure 
out exactly what the potential causes are for the behavior?  What can be inadvertently 
reinforcing it?   What environmental manipulations you can make that will just simply 
fix the problem?  Or do we need to teach new skills as replacement?  Skills, ah, 
sometimes it’s a quick fix, sometimes it’s not.  



Chantal: Right.  You talked earlier about rewards.  What about, we hear a lot about prompting 
and shaping.  Do you want to explain what that is when we’re talking about teaching 
someone using ABA?  

Dr. Holman: Sure.  A big part of the teaching component is allowing for success and in order to do 
that, to allow for success, a part of, the discreet trial has three parts.  It’s got a 
queue; we call it an SD, a discriminative stimulant.  You wait for a response and then 
it’s reinforced.   And if you’re working with a child, at least in the beginning, teaching 
a new behavior, or a new skill, a new word, a new label, a new color or a skill like 
potty training, you’re not going to be able to get success right from the very first trial. 
So, rather than continuing to ask for something, you’re going to introduce a prompt. 
A prompt is anything that you do initially that will allow the child to be successful. 
There is a whole variety of prompts.  There can be a physical prompt, like a hand over 
hand.  There can be verbal prompt.  There can be a modeling prompt.  There’s a 
hierarchy of sort of different, most intrusive to least intrusive with prompting.  Then 
any prompt that you give needs to be faded.  So, after something is introduced, you 
deliver the SD or the initial instructions, you may prompt along side it, you will 
reinforce for that response and then you would repeat the trial and save the prompt. 
Sometimes it happens really quickly within trial, sometimes, if it’s a more complex 
behavior, it’s within a period, a much longer period of time.  

You mentioned shaping.  Shaping is one of the hallmarks or classics of behavioral 
therapy.  And shaping involves reinforcing success of the approximation towards your 
target.  So if your target is something like potty training, you’re going to shape the 
behavior.  You are going to reinforce.   If you have a child who’s completely, is 
completely new to potty training, you’re going to be shaping the behavior of 
undressing.   You’re going to be shaping the behavior of sitting on the toilet for a 
certain amount of time.  You’re going to reinforcing just the bathroom routines then 
the habit, the habit training and then you would eventually be reinforcing closer and 
closer approximations of your target goal, which would be actually going and urinating 
in the bathroom or a bowel movement in the toilet.  So that shaping skill or shaping 
technique is used, most often to teach self help skills.  It can also be used to teach 
verbal language, which I might need some shaping to try and improve pronunciation. 
You will shape play skills.  To try and improve play skills, joint attention, cooperative 
play; all those sorts of different things, a whole variety of things you can use shaping 
with.  

Chantal: Okay, I am going to ask you one more question before I go to the questions that 
people have e-mailed in.  But task analysis, can you explain what task analysis is?  



Dr. Holman: Sure.  If you look at a skill and I’ll go back to using the one example I just gave of 
toilet training.  You take a skill that is really a complex cluster of skills and you would 
do a task analysis on it, which would be to break it down into the component parts. 
So, let’s actually use a little different example, hand washing.  Presumably, if you have 
a child whose use to having their hands washed for them, they are going to be able to 
participate in some of the hand washing routine independently.  Then they are going 
to need some of those skills prompted.  And when we do a task analysis, we’ll break 
down all the steps, such as, you know, go into the bathroom, turn the water on, put 
your hands under the water, get the soap, rub them together, wash it off, get all the 
soap off, get the towel, dry your hands, put the towel back in place.  So, if you listed 
all those down, it would be ten or eleven steps.  And what we’ll do in a task analysis 
is actually score each of those individual as prompted or independent and then we’ll 
keep track of it and anything that the child can do independently, we would never 
offer a verbal prompt or physical prompt.  If this is something that a child needs a 
physical prompt, we try and switch from a physical prompt to a verbal prompt.  And if 
they need a verbal prompt, you try to fade your prompt out altogether. Maybe make a 
visual prompt, such as a reminder or a strip that has the steps, all ten steps listed. 
And you continuously fade out your prompts so that in the end the child has learned 
the skills and they can perform all of them independently without any prompts.  So 
your task analysis is basically what it sounds like, you’re analyzing the task, you’re 
breaking it down into its component parts and you’re teaching them and you’re 
reinforcing them, prompting as necessary and then fading.  

Chantal: Okay, good.  Thank you for explaining that.  Well, I am going to start going to the 
questions that have been e-mailed in here.  This one is from Mary in Cumberland and 
her question is: I understand that this method is considered under adult control rather 
than letting the child have options and input.  Are there any long-term studies that 
actually verify the success of this method, as opposed to other treatment approaches? 

Dr. Holman: Yes, I think there is two parts to that question.  So the first part that she brings up is 
the adult control and then the second part, what sort of long-term studies there are.  

So I’ll address the second part first, the long-term studies.  I actually just pulled an 
article in preparation for our talk this evening.  It was published in the American 
Journal Developmental Disabilities, in January 2009.  So, absolutely brand new. 
It is called the Systematic Review of Early Intensive Behavioral Interventions 
for Children with Autism and it was written by Patricia Howlin and Iliana 
Magiati from Institute of Psychiatry, King’s College - London and Tony Charman 
from University College - London.  What they did is, they did a matter analysis.  They 
looked at all of the different studies that have been done with children with autism for 
early intensive, Early Intensive Behavioral Intervention and they reviewed all of them. 
It’s a very comprehensive review, and basically ABA and intensive early, Early 



Intensive Behavioral Intervention, which is referred to as E I B I (Early Intensive 
Behavioral Intervention) really is considered best practice.  And it is, it, to quote from 
this paper, there’s widespread agreement that intervention, based on ABA, particularly 
those involving home therapy and the beginning of the pre-school years, have been 
most comprehensively studied and as a consequence have the best established 
evidence base.  And, you know, I would refer anyone to that article to see a pretty 
comprehensive review of all of the different studies.  Originally looking at the first 
study from Dr. Lovaas in 1987, all the way up through the most recent studies in 
2007, where they are comparing ABA with other types of therapy. And they’re looking, 
their outcomes in this particular article is looking at IQ outcome and IQ differences. 
And they’re seeing that the more intensive, the duration of treatments, the more the 
greater difference in scores.  Having said that, if you’re looking at the effectiveness of 
these studies, these long-term studies, and you’re only looking at IQ, you’re not 
looking at adapted behavior.  So you’re not looking at how well the child fits into their 
home.  How well they fit into their school.  You’re not looking at their socialization 
skills.  They can be an absolute genius and still require an aide because they can’t 
socialize or control impulses, impulsive behavior in a school setting.  There is still 
more work that needs to be done.  But I would say that of any intervention that is out 
there, ABA is the most well studied.  It has the most long-term outcome studies done 
compared to any other treatment methodology.  So that answers I think the second 
part of the question.  

The first part about her question said something about it being under adult control.  It 
is under adult control.  Adults set the program up.  My argument with that is two-fold. 
One: I have young children.  They are under adult control.  I control what they do.  I 
offer them choices, but I am still setting up what they eat for dinner.  I am still telling 
them when its bath time.  It’s under adult control.  That’s a parent’s job.  That’s a 
teacher’s job in a neurotypical environment as well.  It doesn’t mean that a child in a 
ABA program has zero control over what is going on.  And I think that a lot of really 
good ABA programs incorporate it.  There’s a drill that comes to mind; it’s called 
choices.  It teaches the child how to make a choice.  Once you’ve mastered that, 
which happens very early on in an ABA program, choice is built in as part and parcel 
of an ABA program.  It’s very different through from other child centered 
interventions.  And those include floor time and those include, they call it something, 
floor time is called DRI, and I’m not actually sure what DRI stands for.  There are 
other approaches that certainly look at following the child’s lead.  Anywhere from 
100% of the time to more, it could be 50/50.  But ABA probably, she’s correct in 
saying its more adult directed, than other therapies.

Chantal: But you are still giving them options, it’s just that they’re in certain limits.   

Dr. Holman: Absolutely



Chantal: And of course as a child would get older, wouldn’t those limits be expanded like they 
are for a neurotypical people?

Dr. Holman: Absolutely. Yes.

Chantal: Okay.  Here’s a good one from Jean Patton.  How do you get to stop a child who’s 
throwing balls in the home or when outside in the house?

Dr. Holman: Throwing balls?  

Chantal: How would you tackle that? If you had a child at home who was throwing balls inside 
the house and outside the house.  What are some hopeful steps or ideas you can give 
a parent at home?  Like start with some strategies.

Dr. Holman: I think that having, if you have a criteria established that there is no throwing balls in 
the house, you know, the first step that you, that I would generally recommend 
parents is looking at redirection, which is a very common behavioral technique. 
Which is saying “no” you don’t throw a ball in the house.  You can throw a ball 
outside. And you need to redirect the behavior.  And he needs to also offer 
replacement behavior.  If it’s feasible, you can have him throw balls outside.  You can 
get a basketball hoop.  You can get a net.  You can get a box that he can throw balls 
into.  You’re basically looking at redirecting that behavior to be an appropriate 
behavior.  If that isn’t an option and you can’t go outside and do that because it’s 
winter and it’s freezing cold or whatever reason, you would need to shape a different 
behavior.  You need to target a different behavior, a replacement behavior and 
potentially work on it that way.  

There’s another intervention called Social Stories, by Carol Gray.  And basically it 
explains the who, what, where, when and why?  An inappropriate behavior that you 
would like to change to an appropriate behavior.  So depending on the cognitive level 
of the child, you can write a social story about why we don’t throw balls in the house. 
Instead of throwing balls in the house, let’s, we could do and you would pick one or 
two different things they could do, and you would explain in the social story, if I stop 
throwing balls in the house, Mom will be happy, I’ll be following the house rules and I 
will get something.  Which brings up another thing.  There’s a wonderful strategy 
called a token economy.  Which would be, if you, it’s similar to a chore chart, that we 
probably all had as children growing up.  Something teachers often used in a 
classroom where they’re tracking how many books have you read?  Once you read a 



hundred books, then we’ll have a whole class pizza party.  That type of thing.  It’s a 
simple token economy.  So a possible way of replacing inappropriate behavior would 
be to target doing something else.  Sitting down doing a puzzle, doing a play, activity, 
doing anything other than the inappropriate behavior of throwing balls and every time 
you engage in that activity, you get a star, a point, a token, something.  Without really 
knowing any details about how old, the child is.  What is their dispose?  Is he 
throwing it through glass windows?   Or is he just aggravating his parent?  I don’t 
know how to answer that really specifically.  But I think using different strategies like 
social stories, a token system for replacement behavior.  Something called an if/then 
contingency.  So if you throw balls outside and not inside, then you would offer 
whatever the contingency is for engaging in the appropriate behavior instead of the 
inappropriate behavior.   Now there's been a lot of research that says, if you look at 
positive reinforcing appropriate behavior instead of trying to punish inappropriate 
behavior.  Instead of saying “don’t throw balls in the house”, if you can reinforce for 
“great job throwing balls outside, yea”.  The likelihood of the behavior reoccurring 
again in an appropriate setting are much greater and the child is much more likely to 
follow a positive behavior plan of sorts, rather than looking at something like 
punishing the inappropriate behavior.

Chantal: Did you ever consider a replacement behavior to be similar? I know it depends.  We 
don't know the age of the child and how really bad this is but, for example, instead of 
throwing a ball, would you ever consider suggesting throwing, you know, like little 
sandbags into a laundry basket?

Dr. Holman: Yes, absolutely.  That's a, it's just, it's shaping a more appropriate behavior.  With self 
stimulatory behavior, that's one area that is almost impossible to extinguish or get rid 
of completely.  And a lot of times your ultimate goal would be to shape that behavior 
into something that is more “socially acceptable”.  Similar to throwing balls in the 
home if, you know, that's damaging it, it's dangerous, you could shape it and redirect 
it into something more appropriate.  Giving and also looking you know, behaviors 
don't tend to use a lot of sensory language or sensory terms.  But a lot of times, the 
children, if you're looking at the function of the behavior, why they're engaging in 
that, you know it's either, it can be stress releasing for them and it can be sensory 
seeking.  Um, or you know, um, it's the feeling potentially from sensory need.  So 
instead of having them throwing balls, that could be damaging furniture and windows, 
throwing something and replacing it with any other type of activity that meets the 
same needs would be really appropriate.  

Chantal: You know, someone else has written in a question that has to do with sensory things, 
but maybe you can help in terms from the ABA point of view. This is from Bonnie 
Cedant in Utah.  My ten year-old has begun getting into things like peanut butter, 



marshmallow cream, eggs and jelly and playing in them, not eating them.  I'm sure 
he likes the tactile sensation, but not sure there's anything I can substitute that would 
be acceptable and keep him from inappropriately destroying food.  

Dr. Holman: I think that it would be helpful if it were possible to separate out the categories of this 
is food and you eat food.  These are fun things that we can explore with our hands. 
And instead of marshmallow cream or peanut butter, you can replace that with 
shaving cream.  There's a lot of times, I've seen with Occupational Therapists put hair 
gel into a large zip-lock bag and let the kids squish that around and that makes like a 
kind of mushy squish.  It's not a ball, it's a square, because it's in a zip-lock bag.  But 
looking at doing alternative sensory activities that meet the same need.  So the 
function of the behavior is sensory seeking.  That's fine, you need to meet that, those 
needs, but you need to do it in an appropriate way.  So you would remove the items 
that are food items, the peanut butter, marshmallow cream, things like that and 
replace them with other appropriate things to play with and then make it really clear, 
food is for eating.  Here is the sensory box.  This is for playing with.  And then 
anytime you would see the behavior of playing with the peanut butter if you give him 
a peanut butter sandwich and they would open it up and start putting their hands in 
it, I would follow through with an immediate, “No, food is for eating” and take it away. 
And make sure that you're really monitoring the behavior so that they're not engaging 
in that.  And I think that Mom is very wise when she's, she already you know, figured 
out that, she really thinks that he's doing this for tactile sensation. And she sort of 
already has her own answer there, because she knows that it's tactile.  So therefore if 
she just replace it with something that is tactile, just not a food item.  That would 
probably be my recommendation.  

Chantal: Very sensible.  It's really nice when you get questions too from parents who are 
obviously already thinking in the right direction.

Dr. Holman: Absolutely.  It is common with children of the spectrum to really want to explore in 
tactile way.  And sometimes its just touch and other times it can be orally tactile. 
There is a condition known as pica.  Which is eating non-edibles, just by definition. 
And a lot of children will do things like eat dirt, wood chips, rocks and they're 
exploring their environment through their mouth, instead of through their hands.  And 
that's a behavior of much more concern and something that needs really to be 
monitored and addressed, rather than playing with food.  But, I think they often times 
stem for the same reasons, same underlying function. 

Chantal: Right.  Here's a question that I think many people have because, many parents have 
their children of different therapies at the same time.  And its kind of hard to tell 



what's causing what.  This is from Debbie in Raleigh:  how can you tell if behavioral 
therapy is beneficial at all if your ASD child is on meds, such as ritheradol.

Dr. Holman: Well.

Chantal: I think the question is, how do you know, if your kid is on different things, how do you 
know whether its the behavior therapy or the ritheradol that's helping your child?

Dr. Holman: That would be called confounding variables.  But I think what generally happens is 
that you would start one treatment.  You would get the baseline for that treatment 
and you would see how the behavior was.  You would see what the language was like. 
You would see how the child was functioning at a baseline level and then you would 
introduce your first treatment.  Your first treatment could be the medication or it could 
be the ABA.  And then you leave that alone with one intervention for a period of time 
and you could layer it and add on your next level of intervention.  Which could be, if 
you started with medication, then adding on ABA.  If you started with ABA, then 
adding on the medication.  I think that most psychiatrists who are prescribing 
medication are very willing to work with whoever is organizing the ABA program and 
are very grateful usually for the level of data you get from an ABA program, regarding 
behaviors.  And parents obviously involved with tracking the behavior of their child 
after therapy hours to really look and see, is it the medication that's causing this big 
change or was the change occurring without the medication.  I think that in my 
clinical experience, I've had several families that have had been therapy and then they 
will tell me as a supervisor or they'll tell their case supervisor, that they're introducing 
a new medication, but they won't tell anyone else.  They won't tell the staff that are in 
the home or the staff that are in the school and they'll really look at the behaviors.  So 
that's basically the equivalent of doing what's called a blind study.  Where some 
people are blind to the fact that the child is on new medication and then they look to 
see if there are differences in behavior.  And the reason you would not disclose that 
information is because if you know the child is on medication, a new medication, its 
people's natural tendency to say “oh well, he was just really tired today because he's 
on a new medication” or “oh well, he was just really active today because his new 
medication isn't working”.  And I think if you, as long as there's some people who are 
involved and who are knowing what to look for, and its safe, that's probably a pretty 
effective way of telling the difference.  Umm, on or off medication, is by looking at the 
data, by looking at what's going on in that fashion.

Chantal: Good.  Here's a couple of questions mixed into one, from Jennifer Gavin, from 
Brookline, Massachusetts.  Many schools seem to be taking the position that any ABA 
provided at home needs to be done in the form of parent training, as opposed to 



direct ABA to the child.  What method do you think is best to generalize skills to the 
home and community?  That's the first question.

How many hours of direct ABA in the home is required to achieve progress and is 
supported by the research?

Dr. Holman: Okay, well good job I read that article because it answers the second part about how 
many hours, well sort of answers.  It gives some information about how many hours 
are required.  Hours is, that's a big question and really truly no one has the answer. 
The original study said forty hours of ABA is what proves the most gains.  Let me pull 
up this, wait, looked at...

Chantal: Also for children who were very young, was it not?  

Dr. Holman: No, it was children before the age of four.  And the definition of very young now has 
gone down to as young as two.  And so, are you asking a two year-old to do forty 
hours a week?  In fact, I'm actually speaking at CalABA on an outcome study for very 
young, very early intensive, behavior intervention for children in the two to three 
range and looking at ten hours a week of treatment.  And we're getting wonderful 
outcomes with just ten hours a week of treatment.  A direct one-on-one and then two 
hours a week of direct parent training.  It kind of answers that same, her question, 
those two different questions.  I think parent training is a HUGE component of an ABA 
program and I think it's a HUGE part, and part, it's a HUGE reason why a lot of these 
programs are successful.  I was a UCLA therapist with Dr. Lovaas and those parents 
came to every single meeting.  Those parents had goals and were instructed and were 
involved.  And to say that a child was getting forty hours a week is really not true. 
They were getting sixty, seventy, seventy-five hours a week because the parents were 
carrying over and the parents were completely trained and the parents knew what 
was in the log book and the parents were very involved.  The reality of getting that 
level and intensity of treatment outside a non-clinical or experimental settling, is 
really, really difficult to achieve and it's, that's one of the reasons why the Lovaas 
Study has been more difficult to replicate or has been replicated twice.  I can be 
happy to give people direct research studies and names.  I'm not going to name all of 
the authors and everything, but basically Grafner and Saler in 2005 replicated it and 
Ike Cef replicated in 2007.  So it's been replicated.  And they compared forty hours 
with 10 hours and find consistently that ten hours is not as good as forty hours. 
However, they're looking at gains and IQ.  The other issue is the ten hours that they 
get, tends to be ten hours of eclectic therapy or very non autism specific therapy.  So 
that's not very fair because in a sense you're comparing apples with oranges and I 
think what they need to do is compare apples with apples.  Compare ten hours of 



very good ABA therapy with forty hours of very good ABA therapy.  And that is in the 
process of being done.  

There was one study, Eldveck, in 2006, that looked at only doing twelve and a half 
hours a week and there were no gains and IQ.  They did start working with the 
children who were a little bit older (seventy-three months).  My math is not good, so I 
don't exactly know how old that is, but I know its over three.   So there's lots of 
different factors when you're looking at outcome.  It really depends on not just the 
number of hours per week, but the number of years in treatment.  And what they're 
really finding, and everyone basically is in agreement with is that it may not be the 
actually number of hours of therapy that are determining how well some of the 
children do.  Within all, every single one of the studies that have ever been done, 
there have been children that have done very, very well, even with low hours.  There 
have also been children, even with forty, fifty, sixty hours a week, who haven't 
progressed. Who haven't become verbal. Who haven't really benefited in terms of a 
notable change in IQ, through a very intensive ABA program.  And what they found is 
there tend to be children who are, who are classified within the ABA world as rapid 
responders vs. slow progressors.  And that doesn't mean high functioning, low 
functioning, which is another term that gets kind of dandy about.  It's basically 
describing the children, when they come in, may not have any language, may be 
scoring very poorly, may be look in the lower functioning range, but rapidly respond 
to therapy and learn imitation, verbal imitation, non-verbal imitation, play skill 
imitation very rapidly and learn language rapidly.  There's several different prognostic 
indicators for how well a child will do within an ABA program.  The two main ones are 
IQ In, the higher the IQ in, the higher the IQ out.  The other main one is language. 
Receptive language and expressive language.  The children who are coming in with 
language, the more language they come in with, the two or three or four, the better 
they tend to do overall with an ABA program.  

So the numbers, you know, its kind of  a very hot topic and widely discussed and I 
think there's not anything I can say that you must do forty or you must do ten or you 
must do twenty.  I think it really needs   be individualized and the research is really 
looking at what are the factors that make these programs successful?  The factors of 
the programs, meaning the number of hours, the quality of program providers and 
then what are the individual factors of the child that are going to make them 
successful within that program?  

That was a really long answer, I'm sorry.

Chantal: No, that's very good, but there was a lot of information there and it's interesting 
about the parent's training aspect when you talking about Lovaas and the parents 
that have a certain number of hours.  Because my son Jeremy is twenty now and we 



were one of the first families in the UK to actually do a home program, but we had 
less supervision and it wasn't in clinic.  Actually our supervisor was Sven Ikerson.

Dr. Holman: Oh really.  He was one of my supervisors at UCLA 

Chantal: Really, that's funny.

Dr. Holman: Before he went back to Sweden.  

Chantal: He was, yeah, he was recommended to us.  I think it's actually Norway, where he is. 

Dr. Holman: Sorry, one of those Scandinavian.   

Chantal: But actually,  the important point was that, they, the, we had contacted, I say we 
because there was another family and I who kind of did it together.  We helped each 
other out in terms of hiring people and sharing when their son came over, so he 
wouldn't a, you know the cost of everything.  But they insisted that if we were to take 
any part of this, the parents had to do ten hours a week, themselves.   

Dr. Holman: Yes.

Chantal: And so we actually only had thirty hours and the ten hours, which was myself that I 
was doing.  The thing is that its really important because how do you learn to 
generalize what your child is learning if you don't know what they know.  Because you 
have to practice it constantly and you have to be generalizing it out into the real 
environment.  And so it was very surprising for me when I moved back here to the 
States and I was trying to get help for Jeremy, that parents were really adamant that 
they wanted that forty hours.  I thought well, when are they doing their part then? 
And I realized that they were actually getting forty hours supplied in some places, 
without the parents having to do any of it.  And that was kind of a surprise to me. 
But I think that its really hard on the other hand as a parent, to expect a parent to do 
therapy over a long period of time, because you have a real life.  And so its sort of like 
when over here now when they've changed services sometimes from behavior therapy 
to training for the parents.  Well that's all fine and good, but when you're a parent 
with a bunch of little kids in the house, it's hard if you're cooking dinner and you have, 
helping another child with homework, that you can actually be doing all the behavioral 



intervention that you should be at those moments when the child is having a behavior 
in your home. 

Dr. Holman: And that's just the behavior part, never mind teaching the drills, never mind doing all 
of the generalization, keeping track with what the targets are, how many colors your 
child knows now and everything else.  I also worked in the UK, in the, when was it, 
probably in the mid 90's and I would go over and do a workshop model, which is 
similar to what, Chantal, you had with Swen coming over from Norway and helping 
meeting you and the other family, I would do the same thing in England.  We would 
be flying, flown over from Los Angeles over to England and meet with several families. 
Every single one of those families, the parent was the lead therapist on the case and I 
really think that it helped those children.  It has been one of the things that in the 
states, at least in California here, the parents are not writing the log books, they're 
not participating, they're not, certainly not a lead therapist on their children's case.  I 
do think that when you go to these conferences that I do, for example, the one 
coming up in March, The California Association of Behavior Analysis, the CalABA 
Conference, there is a whole session on Saturday, a three-hour session, about parent 
training, parent intervention and how to, how, you know, teaching us behaviorist, how 
to work with parents and do that.  I think it's probably real difficult, like you say, for a 
parent to transfer from being a parent and a Mom who's always going to love you no 
matter what you do, to a behavioral therapist.  Because I know, even with my own 
children, they don't, I have much more behavioral control over some of my clients 
then I do over my own children.  Because they sort of look at me and say “yeah Mom, 
whatever”.  And I think it is really difficult to cross the line between being a parent 
and mother, especially, and a therapist.  But having said that, I think that it is really 
important that the parents know what's going on, know some, have some 
generalization targets, know what they're teaching in the one-on-one sessions, so that 
they can generalize it.  

Do you know and are on board with the behavior interventions, because we see 
families who say, “I want behavior therapy, I want behavior therapy.  I know I'm 
supposed to do ABA, because ABA is best practice and it's the most evidence based 
and it's the one that might potentially help my child the most”.  And then when we 
come into the home when we do recommendations, they're not behaviorally, they're 
not behavioral parents.  And I think you have to decide at that point, you have to, it 
has to fit in with your philosophy of parenting and a lot of people, it fits in with their 
philosophy really well, but some parents, it doesn't fit in with their philosophy. It's not 
how they would ever treat or raise any of their other children and they can't get their 
heads around making that switch.  There's a lot of different parenting styles out there 
and behavior therapy is a pretty strict one.  And if you don't happen to like it and it 
doesn't match for you, then there's a couple of other options. But, you know, I think 
that's something I see some parents struggle with quite a bit is, you know, I want 



this, but it doesn't really match their parenting style or maybe matches Mom, but not 
Dad or maybe matches Dad, but not Mom and that can really raise some issues.

Chantal: Yeah, that's a really, really good point.  Its an interesting observation too.  Because I 
know for example, the way I was brought up, which is surprising because I was 
brought up in a French family, but because there were six kids, I think that was why I 
was brought up this way; my parents were very clear, yes was yes and no was no. 
You had certain rules and you stick to them, because there were six kids, you know. 
And it's funny because that has really helped me with Jeremy.  Because I have to be 
very clear with him because of the way he is.  And I have to be clear that a yes is a 
yes and a no is a no.  And it's true that some people aren't that way.  And so it's 
harder if you have a child with autism, if you're going to, if you're thinking about 
doing the behavioral approach.  And there are some many other approaches now. 
Maybe they don't have the science behind them or the studies behind them at this 
time, but again it does have to fit in with the family.  I think you're right.  

Dr. Holman: Yeah

Chantal: Okay.  I think we answered or you answered this part of the question of what did you 
think about the parent training as opposed to ABA?

Dr. Holman: I don't think it should be as opposed to; I think it should be a big part of.  And I 
think...

Chantal: I think you...

Dr. Holman: Go ahead.

Chantal: I think you made it clear when you were saying that its different from using ABA to 
teach, as opposed to, using ABA with the behavioral stuff around the house.  

Dr. Holman: Yeah, and I think, you know one of the things in San Diego, there is something, 
there's a program.  Well statewide in California, there's a program called Early Start, 
which is for children who are at risk for developmental delay or disability.  And so the 
children who are specifically at risk for autism tend to be given anywhere from six and 
twelve to fifteen hours a week of ABA therapy.  One of the head person, the head 
psychologist at the San Diego Regional Center, really, would; brought in all of the 



vendors in and really emphasized to us, I was one of them, that the children can get 
their one-on-one direct intervention, but that the parents absolutely must be involved. 
They must not just be present in the home, but they must sit in on 50% of the 
sessions and they must have one session specifically with the parent.  Not to do the 
drills necessarily, but a very specific parent training session.  And we changed our ABA 
program, not so much the curriculum, I mean you sort of modify the curriculum, 
because these are young children, but we modified our supervision model; what I'm 
having my staff do.  And I really truly think that's one of the reasons why the kids are 
making much more progress at a much more rapid rate.  Because, they're looking, 
their parents are involved in the program and really know what's going on.  And no 
they don't sit there and take the data on a discreet trial data sheet, but the parents 
are given log books and they're asked to take some data.  The data could be, what 
time did he go down for a nap?  How many wet diapers did he have?   Or, how many 
times did he use a “I want” phrase to request something?  Or, you know, how, for play 
skills.  Examples of: did you play a game?  Did you need to prompt him for turn 
taking?  And you know, each child has got a very specific log book of drills that the 
therapist are doing and each parent has their own log book as well.  And its, can be 
something that's just stuck up on the refrigerator and they can keep data on it or can 
be an actual log book.  And again, it sort of depends on how well that matches with 
the parents personality and how many children that parent has and how much time 
that parent has, because like you say, you've got three or four different kids running 
around, it's really difficult to actually then be as involved, you know, as you might 
want to or need to be for the child with autism.  

Chantal: Have you ever worked with families with fourteen children?

Dr. Holman: No, I haven't, but I.  Octuplets or twins, no.  But, you know...

Chantal: That's good.  How old are your twins now, Dawn?  

Dr. Holman: Mine are five.  

Chantal: Yeah, so you can imagine.  That's enough for you right now.

Dr. Holman: I can't even imagine.  But we do have some families that we worked with that do 
have twins and/or four or five really, really young children. And God bless those 
parents when they've got five children under the age of six.  You know, some of those 
are twins in there and that is, that's, that's a well run household.  And you know 



sometimes you think that would be harder, but like you said Chantal, when you grow 
up in a household with a lot of kids, you know, you've got a parent who, that is on top 
of things.  And they're able to get what they need to get done because they're 
running more of a military operation.   Like you know, boom, boom, boom, boom, 
boom.  And that sometimes blenders really well with an ABA type of therapy program.

Chantal: Okay.  Speaking of a San Diego, this is from Alexandra in Tacona.  Probably 
slaughtering same of these names of places and people are probably laughing as 
they're listening but I can handle it. 

Okay, here's the question:  I live in the San Diego area and would like to get training 
to use ABA with my child.  Can you recommend a reputable place in the area?

Dr. Holman: That's a hard question because I'm not sure as a parent, where she would go to get 
training.  And I'm not sure if I'm just not understanding the question.  I think if she 
wanted to get services, a big part of the service package, at least in San Diego.  Any 
of the vendors, the Regional Center, for example, would provide ABA service with their 
direct one-on-one interventionist, plus, supervision.  And then the supervisor usually 
Masters level person, would provide some training and an oversight, to not only the 
therapist working in the home, but to the parent.  You know, in terms of going 
somewhere that does specifically parent training, I don't think many of the agencies 
do that.  There is another approach, it's not behavioral, it's called RDI, Relationship 
Development Intervention.  And that, there's a couple of people in San Diego that do 
that.  And that's all parent training and it's parent led. It's not play therapy.  I'm 
probably really slaughtering my description of it.  But it is a parent run intervention 
and they do the training for you and will teach you how to.  They're set up goals. 
They're set up specific targets and it's all centered on play and language and it's all 
parent based, so that's worth mentioning.  

Chantal: That's good. Okay.  

Dr. Holman: But I would, sorry.  Just to get back to this person, I would recommend that they look 
at contacting their San Diego Regional Center.  And if you're in California anywhere, 
any of the regional centers in California, I think there are twenty-one of them, they do 
provide behavior modification services for children over three with autism.  And then 
the Early Start for children for at risk for autism, under the age of three.

Chantal: This one is from Hadine, Columbus, Ohio and I know that, well I assume that you 
don't know very much about what the services available are in Ohio, but here's the 
question.  I'm just wondering if there's some way that we can help this person or 



where to look for resources.  How can I find an ABA therapist to come to work with 
my son at home? And are there any other funds that I can use for it?  Can I apply for 
the autism scholarship for the ABA program at home?  

Dr. Holman: I don't know anything about an autism scholarship.  I would suggest the Autism 
Society.  Having been with the San Diego Chapter of the Autism Society, I know our 
local chapter here has got a very good website with a lot of information about local 
resources and local service providers.  So potentially in Ohio, I would have to suggest 
that this Mom contact the local Autism Society there.  Either the state chapter or the 
specific chapter where she is and ask.  

In terms of how to find a ABA therapist, how to actually find one?   It sounds silly, but 
Craigslist.  You know, it works well and if you're advertising for very specifics.  I know 
that I, even as an employer will go on Craigslist and put an ad for a behavioral 
therapist and I get floods of resumes.  Some with absolutely no experience some with 
many, many years of experience.  

In terms of getting funding for it, I don't know what the funding is like in Ohio.  And 
again, I think that's connecting with someone at a more local level with the Autism 
Society or Autism Speaks.  Well that's probably not local enough either.  Would 
probably be my best bet is to look on the Internet and do a search for providers, 
service providers in your area. 

Chantal: I think and also the ASA Chapters are always good sources of information wherever 
you are.  

Dr. Holman: Absolutely.

Chantal: Because even if they don't have, if their website isn't set up for listings, you can 
always talk to other parents and find out what their recommendations are.  Even 
though, you have to remember that each child is different, so you don't want to say, 
oh well, if this wasn't good for this family, is it a good fit for me?  But, you know, you 
start hearing the same names coming of places to go or what your rights are in your 
particular area or how other people have managed to get it funded.  It really does 
give you a good starting place.  

Dr. Holman: Yup, parent to parent.



Chantal: Yeah, there are a lot of, I will, if, and also, well as you know, ASA here in San Diego 
has a lot of professionals involved in some of the, I think many of the ASA Chapters 
are that way too, so you can ask professionals.

Dr. Holman: Yes.

Chantal: Okay.  Social Skills.  Quite a few questions here about social skills.  This one is from 
TampaNoi.  Thank you very much for the information.  I want to know more about 
social skills and the way, how to assess, diagnose, social skills.  I guess she means 
what level they're at or how you help someone with social skills issues.  Children with 
autism.

Dr. Holman: Sure.  A big part of the ABA program, we mentioned the teaching component.  Well a 
big part of what we're teaching are social skills.  That can start at something really, 
really simple as toy play and usually advances to cooperative play, pretend play and 
then peer play.  And most ABA programs would be building in a lot of social skills 
training to, within that program.  

In terms of how to assess or diagnose, there lots of insurance that are out there that 
are good for getting some information.  One of the ones that's my personal favorite is 
called the Social Behavior Assessment Inventory (the SBAI).  It's a questionnaire and 
it really works well for school aged, elementary to middle school aged children.  And 
it's, can you do this?  Yes, completely by yourself?   Yes, with some prompting? Or 
No, not at all.  And it gives you some really good ideas to look at.  Where the social 
deficits are.  What the successes are that you don't need to work on.  What the areas 
are that you do.  And they transfer really well into IEP goals and objectives.  I think 
that schools are becoming more and more involved with social skills, training and 
teaching, because that is what a big part of school is all about.  It's that social 
interaction, especially if you're looking at mainstreaming a child.  A lot of the schools, 
at least here in California, will have things like Lunch Bunch or Circle of Friends or 
Buddy Program or you know, a different variety of things.  The speech therapist that 
are working with kids on the spectrum, especially the children on the high end of 
Asperger's Syndrome, they will be, you know, they are becoming, I've seen it over the 
last fifteen years, becoming very, very knowledgeable about social skills interventions. 
I think one of the best people I think, she doesn't even necessarily say that she 
teaches social skills, but it's social cognition, is Michelle Garcia Winner.  And her 
website is www.socialthinking.com.  She has excellent workbook.  She has diagnostic 
tools.  She's got posters.  She's got rubber chickens.  She's got all different sources, 
workshops, services.  She lectures all around.  If you ever get an opportunity to hear 
her, I think she would be who I would say is my guru on social thinking and social 
cognition.  Which really underscore the true depths of children on the spectrum with 
social delays.  

http://www.socialthinking.com/


Chantal: Yeah and her information is very practical.

Dr. Holman: Very practical.  She uses a lot of humor.  The workbooks are very easy.  You buy a 
workbook, you start going through it and it's very easy to implement.  Unlike some of 
the other people who are out there, you know, you can go and hear a seminar and 
they've got amusing stories and very little actual took home stuff.  She's has a lot of 
very good take home stuff.  

Chantal: Great.  Here's a question from Armenian.  I'm not sure you can answer it but, there 
are a couple of similar questions having to do with, how do you do ABA when there 
are other things going on?  So here's the question: how do you deal with those 
autistic children who have behavioral problems, for example, aggression, but the child 
also has diabetes and these cause a huge problem when we're working on his 
behavior?  And I know that that's an issue too.  When you have children with other 
medical conditions and you're trying to work on behaviors.  How?  Do you have an 
advice for this person in a general sense?

Dr. Holman: You know what's interesting is that I've never worked with a child with autism and 
diabetes.  I've worked several children with autism and late diagnosed PKU or children 
who've been on a very specific diet.  You know, the Gluten and Casein-free Diet.  So 
we had to work very hard on introducing new foods or managing food and so I guess 
that's what I'm thinking of when she's mentioning diabetes.  And I've also worked 
with children with a lot of different co-morbid diagnoses, so other diagnoses besides 
autism.  So, sometimes it's attention deficit, sometimes it's obsessive compulsive 
disorder, epilepsies and you have to manage seizures.  To me, you know, I think you 
do the ABA and you monitor the other parts of the environment that need to be 
monitored and managed.  Whether its a food issue or a medication issue or whatever 
else that there is.  I guess I've never really looked at it as really interfering with what 
we're trying to do.  Usually what we're trying to do is to help manage that as well as 
all of the other symptoms of autism that we're dealing with in that particular child.

Chantal: Yeah, gosh.  It's a, it's really heart-breaking sometimes to read some of the questions 
that are coming in here.  I have questions from all over the world and I don't know 
how we can help everybody.  We wish they were all here in San Diego, because then 
they could all go and see you then.  

Here's one from the United Kingdom, from Emma.  My daughter struggles to get 
dressed in the morning and undressed at bedtime.  She also has a fixation with her 
coat and her shoes.  Why is this and how can we deal with this behavior?



Dr. Holman: I can't answer why she has a fixation, because I can't answer why anyone has any 
particular fixation, whether it's shoes or electricity poles or a piece of string.  

In terms of the difficulty she might be having with getting dressed and undressed, 
there's a lot of children on the spectrum with motor delays.  And processing the hand, 
eye coordination,  the vision therapy is often helpful for something like that. 
Occupational therapy is often helpful.  Because it could be a motor issue.  It could be 
a processing issue.  What I would do from a behavioral prospective, is do a task 
analysis, see what stuff she can do by herself and practice, practice, practice, practice. 
I mean they call ABA sometimes drill and practice or drill em and grill em.  And 
sometimes the old adage of practice makes perfect might be true. It would also 
though be certainly worthwhile making sure that you're really figuring out what the 
problem is.  Is it just a lack of practice?  Or is it that the coordination isn't there yet?  

Chantal: Now, because we don't know how old this person is.  But when you talk about 
practicing something over and over, are you talking about practicing the whole routine 
or would you sometimes suggest that they practice like one step at a time and then 
put it back into the routine?

Dr. Holman: You could do either.  With dressing and undressing, one of the strategies that we use 
a lot is called backwards training.  So, instead of teaching all, say it's seven steps for 
getting dressed, and you don't have time as a parent, in the morning to get them, let 
them get dressed by themselves and practice, because it would take them an half an 
hour and you could have like ten minutes before you need to get them off to school, 
you could do like you suggested Chantal, and just do the last step or part of it, and 
that backwards training.  You do all of it and you leave the very last part there for 
them to do and you just practice that skill.  You know, there's kind of a lot, there's 
pros and cons about practicing in context versus out of context.  I think some skills 
just do need to be practiced.  And you may need to have her come home from school 
and practice dressing.  Ideally, you would want to teach the skills in context.  Because 
if you just think about it from a commonsense point of view, it doesn't make a lot of 
sense to say “get dressed” and stand in the middle of your living room at three in the 
afternoon.  It's not natural and it doesn't naturally occur at three in the afternoon. 
Why are you practicing at three in the afternoon?  So it's ideally better to do it in the 
evening as part of you know, the end of your therapy session type of thing or before 
bed, if you have the time to do that.  If you don't , then there's nothing wrong with 
taking out that particular set of skills, doing a task analysis on it and working on those 
skills and repeating it.  But maybe making it fun and including some extra 
reinforcement and essentially dressing Mommy as well or dressing a doll and doing 
other things.  Although its slightly different skill sets to dress someone else as it is to 
dress yourself.  Because visual images are different on yourself versus on someone 



else.  But I think that its certainly something you want to look at.  Like you said, do 
you do the whole thing or do you do just part of it?  And practice those individual 
skills and then put it together as the chain.  

Chantal: Good.  Here's a question from Alynn in Peabody, Massachusetts.  Do you think that 
the combination of sensory integration and ABA is beneficial?

Dr. Holman: Overall, I would say yes.   

Chantal: I can't hear you now, Dawn. 

Dr. Holman: Oh, you can't hear me?  Overall I would say, yes.  Sensory integration is beneficial.  I 
think where I start to get uncomfortable...  Can you hear me?

Chantal: Yes I can.

Dr. Holman: Where I start to get uncomfortable is, sometimes what happens, they sometimes 
don't blend well if you have someone saying that the behavior is sensory seeking, so 
therefore they should be allowed to engage in that behavior or engage in that sensory 
seeking activity, instead of engaging in the appropriate activity.  So sometimes I think 
behaviorists and more occupational therapists will be at odds.  Sometimes over the 
function of behavior or the intervention for that particular behavior.  And I think 
sometimes the lines can get a little bit blurred.  

Chantal: But sometimes I think what's really hopeful is to try and find someone, maybe an 
occupational therapist who's very good with touch integration, who is use to working 
with ABA programs.  Who understands... 

Dr. Holman: Yes

Chantal: The whole behavioral aspects.  Wouldn't that be a better...

Dr. Holman: That would be ideal.  I know that I have gone into classrooms sometimes and I've 
absolutely cringed when a child is on the floor having a tantrum and so, you know, an 
aide will go over and start squeezing them.  He must just need deep pressure, you 



know, and so I come in and say, “well now you've just reinforced that if he wants to 
get out of circle, he should just lay on the floor and have a tantrum and you'll come 
and squeeze him, which is what he wanted in the first place”.  A big part of what we 
do is functional communication training and teaching replacement skills and teaching 
the children to advocate what they want.  So if you think of what behavior is, just the 
example I gave at the beginning of the tele-seminar about a baby crying.  As a baby, 
it is very appropriate for them to cry to get attention and they're reinforced for crying 
and that behavior over time is shaped into language.  For children who are less 
verbal, it's important that they have a form of communication.  Whether that be 
pecks.  Whether that be spoken language.  Whether that's pointing.  Because if you 
don't have that, then a lot of times what ends up happening is your behavior becomes 
your form of communication and the children engage in inappropriate behavior, 
whether its sensory seeking or it's destruction aggressive behavior.  And so I think 
that if you're working with an OT who understands functions of behavior, functions of 
the sensory seeking, it can be an excellent collaboration.  If you're not and you're 
working with someone who says when he has a tantrum, we should brush him, I have 
a problem with that.  

Chantal: Yeah.  I, I would have a problem with that too.  

Dr. Holman: Yeah

Chantal: Okay.  Here's a very interesting question.  One of the ones where I wish you could 
really help this person.  But I'm going to put it out here, so maybe you have some 
advice.

It's from Hummed Humdun from Dubai.  He says, my son; she says my son is ADHD 
and PDD.  He is in Jordon since last July, but the family will be back to live with me in 
the UAE Dubai, in the next few months because the school will stop working and is 
closing down.  Kindly advise me what to do when they come back because we do not 
have any institutes to follow up.  His son is five and a half years old.  How does 
someone get information or access?

Dr Holman: I mean, the Internet.  I think.  You know, I know when I worked at CARD, The Center 
for Autism, they had supervisors that actually flew out and lived in Dubai.  You might 
want to contact CARD.  I know they have a website: www.centerforautism.com.  It's 
possible that they have people in the area that are doing that.  It's possible many 
people have people in the area that are doing that.  I can't imagine that the country 
of Dubai, as a wealthy country, does not have, they may not have an institute, they 
may not have a specific school, but I'm pretty sure that they would have autism 
services.  And I think its a matter of routing them out but, I know just from my 
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experience, I know that there are people who have done ABA in the Arab Emirates 
before.  And I think you would be really hard pressed to find anywhere in the world 
right now that doesn't have someone that does it or would be willing to go there to do 
it.  

Chantal: It's true come to think that I do know also professionals in the UK who actually fly out 
to Dubai every once and awhile.

Dr. Holman: Yeah

Chantal: They worked, they trained the therapists out there.  But again, it's not a school 
program. 

Dr. Holman: And I think that's the difference.  Do you have the...,are you, are we, you and I 
talking about wealth families that have means to fly someone out.  And the 
assumption, just because you're in Dubai, that you have that is probably very poor for 
me, probably very wrong for me to make.  You know, and I don't know anything 
about the schools and what potential programs they would have. But I think it would 
certainly be worth looking on the Internet and going to the local educational 
authorities, to try and find out.  

Chantal: Yeah, good point.  I hope that's of some help.  Okay.  Here's Jo Ellen Tyler of 
Charleston, WV.  We have a beautiful four year old son named Ian and at this time in 
his life, he is having a difficult time with his behavior, hyper activity and sensory 
issues.  We found out that he has severe allergies to certain foods and milk.  We have 
been told that Ian needed, needs ABA, but we do not know where to start or how. 
Ian receives Medicaid, but insurance does not cover it.  My question is: where can we 
purchase a book that tells us how we as parents can help our own children with this 
form of therapy?  Books a Million does not sell this type of book.

Dr. Holman: I'm.... Books of what? 

Chantal: Books a Million is the name of a bookstore.  

Dr. Holman: Oh, okay.  Don't know this.  Well, there's a couple of excellent websites and Chantal 
you probably know the answer to this.  The first thing you should do is buy Chantal's 
book.  And I don't know the name.  You can maybe answer part of this Chantal, but l 



think in terms of, there's actually quite a few manualized therapy programs.  By that I 
mean, you buy a manual and it tells you this is the first set of skills you should work 
on, this is the next set of skills.  Dr. Lovaas myself, published the first one and it was 
called The Me Book.  I think it was published in 1987 or 1989.  That's what I learned 
to do therapy on.  The next book that came out, which is an excellent book and is still 
being used is by Catherine Maurice and Luce... and I can't remember.  And I wish I 
had gotten this question in advance so I could search for you.  There are manuals for 
how to do therapy.  I can try and go on-line and do a search now Chantal.  If you 
want to just speak for a minute about some other books.

Chantal: Yeah, but I was going to ask you, is The Me Book still available?  Because I found 
that is a great book for people to, who don't know anything, to start with.  Do you 
know if it's still available?

Dr. Holman: I don't know.  

Chantal: It's a great book.

Dr. Holman: It's an excellent resource.  It really is.  

Chantal: Because there's so many books, but there's not one in particular that comes to mind 
for the whole general aspect of ABA.  

Dr. Holman: There's a book called: Behavior Intervention for Young Children with Autism 
and it's by Gina Green and Catherine Maurice. 

Chantal: Oh yeah, that's a really good one.  

Dr. Holman: It's Catherine Maurice and edited, co-edited by Gina Green with Stephen Luce and 
that is a manual.   And it's absolutely, that would maybe help the one woman we were 
talking about in Dubai.  It's called Behavior Intervention for Young Children 
with Autism.  And I just found it on Amazon.com for fifty-four dollars. 

Chantal: You tend to need to look on Amazon.com because you won't find all of these books at 
places like Barnes & Noble or Books A Million.



Dr. Holman: Yeah, well at Barnes & Nobles, they're paired with Autism Speaks and they've got a 
big section now on autism specific books.  Another really good website for books, that 
are very autism specific is Future Horizons.  I think it's www.future-horizons.org  .    And 
another one is Autism Asperger's Publishing Company.  Those are two really good 
companies that have, I would look at their websites for books.

Chantal: Okay.

Dr. Holman: And then your book Chantal, is an excellent resource for parents who are just starting 
out too.  Because it talks about what you can expect from a parents point of view. 
How to find a therapist.  What it's like having someone come into your home.  It 
doesn't tell you how to do the drill, but I think its an excellent, really excellent 
resource for families.  

Chantal: Let's see, Autism Spectrum Disorders, my first one.  It's true, I did put in a section 
about how do you hire someone or what do you expect, because it is hard having a 
program going on in your home.  

Dr. Holman: Yeah.  It can be very big adjustment.

Chantal: Here's, I'm thinking of building a shed in the backyard by the way.  Not because of 
having the ABA program, but because my son's twenty.

Dr. Holman: And all of his stuff should be out of the house now.

Chantal: I'm going to go out of the house now.  

Dr. Holman: He can have the house.  You just need a shed to go to.  I think we all need just a little 
den.  You know, somewhere we can go to.   

Chantal: Okay, here's a question from Lochsmead  I don't know if Bangalure is the place; 
maybe.  ABA suggestions for socialization for someone who's 2.5 to five years old, 
preschool and kindergarten, as well as mainstreaming.  ABA ideas for improving 
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relations, creating bonds between, I see, a two and a half year old, who has autism 
and a four and a half year old, who is neurotypical.

Dr. Holman: You know, in terms of creating bonds between parent and child with autism and 
siblings and child with autism, which would be my guess for that, you know, I don't 
think I can give you an answer, this is how you do this.  I do think the therapy like 
Relationship Development Intervention, the RDI Therapy, really do target that and no 
one else does.  And you could go on-line and look at the Connection Center website, 
which is Dr. Steve Gutstein, is the founder of RDI.  It's not billed as a behavioral 
therapy.  It's certainly not ABA, but they're starting to do some research and they 
really work on relationship development.  And it sounds like that what Lochsmead is 
asking about.  How do you build that relationship with siblings? And how do you build 
a relationship with typical peers, or cousins, or whoever else that it is?  There are a 
couple of other good social skills manuals for children with autism.  I think they tend 
to be for slightly older children.  A good one is:  Navigating the Social World, by 
Jeanette McAfee.  And that's very good.  Is that right Chantal?

Chantal: Yes.

Dr. Holman: But I think that tends to be for slightly older children.  A two and a half year old, you 
know, I think that ABA can address the social needs.   And really what it is, a typical 
two and a half year old is not a social being.  A typical two and a half year old is me, 
me, me.  And any of you parents of typical children know, that's, they're not social. 
They do a lot of play and they do a lot of exploring.  But they do cooperative play a 
little bit by age three.  But they're not doing a lot of social interaction and cooperative 
play much before three or four years old.  They tend to be more appropriate play at 
solitary play by themselves and then moves into cooperative and then moves into 
pretend play.  An ABA program has a very systematic introduction of play skills.  Most 
ABA service providers do work on social skills development, first with play and then 
with the social language aspect.  You know, teaching animal sounds, teaching 
environmental sounds, you know, language sounds with play and then incorporating 
peers.  If you don't have the prerequisite skills to how to play, you're not going to 
know how to socialize.  So it doesn't do any good to teach social skills until you've 
gotten enough prerequisite language skills and prerequisite appropriate play skills, age 
appropriate play skills.  

Chantal: Thank you for that.  Here's a question from Ayala Gonzales and she asked if we could 
please repeat the author of the Social Thinking program.  And that is....

Dr. Holman: Michelle Garcia Winner



Chantal: Thank you.  Michelle Garcia Winner.

Dr. Holman: I believe it's Michelle Garcia Winner and its: www.socialthinking.com

Chantal: I'm sure they can Google her as well.  Garcia (G A R C I A) and Winner (W I N N E R), 
the last name.

Dr. Holman: Yes.

Chantal: Oh, you're going to love this question, Dr. Holman.  Cindy Schultz.  Cindy Schultz from 
Racine, Wisconsin.  Rapid prompting method is another way to teach our children, 
created by Soma.  Who's mother, who came here from India.  Her website is: 
www.halo-soma.org.  All children are different and they all learn differently.  ABA is 
great and helps many children, however as parents, we must look to all therapies and 
decide what ones could help our children best.  I feel the minute a child is born, as 
parents, we need to become teachers.  They are our responsibility.    Working 
together with a good team, can make such a difference in a child's life.  A.N.G.E.L Inc. 
in Wisconsin, can help grant families, funds to get ABA started in their home.  In case, 
she is a representative of them I guess, because next to her name it said A.N.G.E.L. 
Inc.  So that's someone in Wisconsin, if you need help with funds getting ABA started 
in your home.  In case anyone needs help.  She also shares that she went to the 
conference by Michelle Garcia Winner, who was speaking about Social Thinking 
and she was awesome.  

Dr. Holman: Thanks for the comments.  That's wonderful.

Chantal: A lot of good information there.  Now I'm beginning to think, is it Garcia Winner or 
Winner Garcia?  

Dr. Holman: Yeah, it's Michelle Garcia Winner.  

Chantal: Okay.  You know, after a while you start thinking, wondering if you're saying the right 
things.  
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Here's a great question from Pria, in Texas.  My four and half year old had a self stim 
of looking at his hands.  We did positive reinforcement when he was not doing it, now 
it has calm down a lot.  But he has started with another one, which is playing with the 
fold of his pants.  Did we do something wrong, such as not introducing a replacement 
behavior?  Or is it common that children take up one thing or another to comfort 
themselves no matter what?  

Dr. Holman: The answer to that is yes, to both.  It's common for children to find another self stem 
behavior.  And the definition of a stem is a self stimulatory behavior.  It's something 
that is automatically reinforcing to that child.  If you reduce one, chances are they will 
replace it.  So the reason I said the answer to her question is yes to both, I don't 
really think they did anything wrong. But is it quite possible that there wasn't another 
appropriate replacement skill that was taught.  So therefore, he has given himself and 
he has taught himself a new replacement behavior, which happens to be playing with 
the folds of his pants.  So it would be something we would call a stem. 

The definition of a stem, it's not that the behaviors are abnormal, in and of 
themselves, at all.  You know, I stem.  I play with my hair.  It's the intensity and the 
focus, that they engage in that behavior.  And if I'm playing with my hair or I'm 
having a one-on-one discussion with someone and they kind of look at me because 
they're noticing I'm playing with my hair, I'll stop because I self monitor myself.  And I 
don't want this person to think that I'm strange.  I'm doing something that would be 
different, so I can monitor myself.  The children with autism at a young age don't 
have the ability have their self monitoring.  So you're their monitor and you're looking 
at replacing their behavior and telling them no, hands down, if it's looking at the 
hands or something like that.  A lot of times the stims, they're called body stims, like 
the hands flapping or looking at the hands or turning, do get replaced with object 
stims.  So object self stimulatory behavior.  So that would be playing with an object in 
you hand.  And I think Chantal, you can probably speak to this too.  Self stimulatory 
behavior is one of the most difficult behaviors to deal with.  It's not aggressive 
behavior.  It's not, you know, non-compliant behavior.  The self stimulatory behavior is 
the hardest thing to extinguish or completely get rid of.  And what we try and do as 
the children get older, is teach more and more socially appropriate replacement skills. 
But a lot of adults on the spectrum will say that they need to have a fidget.  When 
they're talking to someone, they keep a paper clip in their pocket and they move it 
back and forth in their hands.  Adults, those of us who doodle, it's the same type of 
thing.  And I think that all you can do as a parent is make sure that you're trying to 
eliminate the really obvious self stim behavior that drives you crazy and or interferes 
with learning.  So if he's playing with his pants or he's slapping his hands while you're 
trying to teach him and instruct him, that's a problem.  A lot of times I will explain to 
parents that, if you, and there's actually been some resource studies that have proven 
this, that if you look at self stimulatory behavior and the rate of self stimulatory 
behavior, and say for example, for the ease of numbers, you have a child who 



engages in hand slapping for one hundred times, they do it for a hundred times over 
the course of the day, and when you're intervening, you're saying hands down or 
you're redirecting to whatever it is that you're doing, you can get it down to maybe 
forty times, that when you let the child go to bed.  So if they've normally have done it 
a hundred times, you've managed to suppress and they've only done it forty times. 
Then from the time you go to bed or you're finished with your intervention and they're 
on their own, they're going to try to make up those sixty.  And they're going to try to 
get back up to that number that they had.  And I think that what you need to try and 
think of is looking at appropriate replacement skills.  Giving him something else to do 
with his hands, maybe its a fidget.  If he's turned his hand, if you turned his hands 
into a fidget.  That's probably the explanation for you and it would be looking at 
something else to then redirect that particular behavior.  A lot of times I describe self 
stimulatory behavior as much like playing the game Whack a Mole.  If you remember 
going to somewhere like Chuck E Cheese, or some other amusement park, like 
carnival type of activities where you hit a mole, you know, the mole pops up, you 
know what I'm talking about Chantal?  Where one little mole pops up, you whack it on 
the head and then a mole pops up somewhere and you try and whack that one. 
That's kind of what self stimulatory behavior is like.  You've got one, you whack it, you 
get rid of it.  Boom, something else pops up, you deal with that one, you whack it, 
boom something else pops up.  Sometimes the same self stimulatory behavior will 
cycle.  You'll get rid of it.  It will just go away, either on its own or through an 
intervention and a year later, its back.

Chantal: Right.  I'm going to share a little bit about my experiences with my son, but first I'd 
like to mention I interviewed a lot of people with autism for my book, Autism Life 
Skills, my latest book.  And it's all about, I picked out what was important to people 
growing up that they wished that they had help with or what was really helpful to 
them.  And one of the areas that we, what some of people spoke about was stims. 
And it was really true for many was that it was something soothing.  Something that 
even as adults they still did.  The differences now, I'm talking about one or two 
people in particular that were on the more able end of the spectrum, they were able 
to replace it with things that were more appropriate.  In fact one in particular, 
Kamran Nazeer, that wrote, Send in the Idiots.  It's about growing up.  He went 
back and visited his classmates from when he was little, in a classroom of autistic kids 
in New York.  And he says that he use to slap to soothe himself, but what he does 
now and catches himself doing it, but it's okay because no one notices it.  And he sits 
in meetings, because he's a diplomat now in the United Kingdom and he'll actually 
take a little piece of his pants, you know, on his thigh and just be rubbing it between 
his finger and his thumb, but nobody can really see it and if they did see it, they 
wouldn't think anything of it.  So that's a case where someone is doing something, 
but it's not  going to infringe on anything else that's going on in the room and people 
aren't think he's really weird.  



But it's a big problem for me with my son who's twenty, because it's taken me a long 
time to figure out when it is something that's soothing him and when it is something 
that he's just getting so much into himself that he's oblivious to everything else going 
around, which is not good if you're going to be out in the community or in learning 
situations.  So we kind of figured out for Jeremy, kind of a balance.  Because one 
thing for example, if we totally removed anything from him and we were out say 
shopping, then he would start pulling tags off items or things off the shelf that he 
could twittle with.  But I didn't want him walking around twittling with a string all the 
time.  Because he is trying to make friends and you don't make friends when you look 
that different.  So what's really worked well for Jeremy, because he likes books, is I've 
been able to find small books and also he likes books with patterns of them.  And I 
don't want him walking around with Barney books or Sesame books, because 
sometimes he likes to revert to those old fashioned or old ones that he's had when he 
was a kid.  We found art books, like in the art sections or the design sections of 
Barnes & Nobles.  One of them is like Graffiti in Brooklyn and another one is Graffiti in 
France and he'll work around with these little books.  So it's fine.  He's walking around 
with the little book and it soothes him.  It's his favorite book of the moment.  You 
know, he picks from all these different books.  Now, Jeremy is someone that benefits 
from ABA in terms of his behavior, but he's also someone who we have been using the 
rapid prompting with for teaching.  And one of the problems Jeremy has is, he has a 
lot of vision, visual processing difficulties, which he's seeing someone about.  But we 
still have to read text to him.  You know like his textbooks.  And so it's hard for him to 
sit for an hour and a half and not be fidgeting.  So he's either doing puzzles, really 
basic puzzles that he could do on his own and sometimes he does want to fidget with 
something.  So we have rules where in the house certain times it is okay for him to 
fidget.  But if he, if there, if someone's reading to him and they check and he's not 
paying attention, that fidget item goes away.  Because at that moment its about 
listening.  So if he can fidget and listen at the same time, its okay.  But we've really 
been able to work it out with Jeremy pretty much where if we're out in public, he 
knows he's not going to get that piece of string or he's not going to get this, so he 
gets his little book.  So, I'm not...

Dr. Holman: So you've done a couple of things.  You're looking at taking something that looks a lot 
more socially acceptable, like caring an art book versus a carry a string.  And then 
you're also looking at the times when it's fine to have that little string when your still 
listening and you can listen and stand more fidget at the same time.  But then when 
you cross the line, it becomes an interference or like you say, he goes so much into 
his world, that that's when your intervening.  And I think that absolutely appropriate, 
such a wonderful thing to do.

Chantal: But I must say, I don't know how it is with everyone else's kid with autism, but with 
Jeremy, it's like two steps forward and one step back.  And so you think, okay its 



going to work.  It doesn't always work everywhere.  But I'd say most of the time it 
works out pretty well.  

Okay.  And I don't want people to really think I'm building a shed in the back for him. 
I want to make that clear.  I can see people calling Child Protective Services because 
Chantal's building a shed for her son....for me.

Dr. Holman: For you.

Chantal: Because I'm not getting any writing done in the house.  Okay, here's a really good 
question.  Because there are a few of these potty questions.

Dr. Holman: Okay

Chantal: This is from Charmela in India.  My son keeps using the bathroom every ten minutes 
or so.  If I restrict him, he wets his pants.  Only in the home he has this problem. 
While in school, he's completely dry.  How to do a task analysis for this and why do 
you think this type of behavior is occurring?  He is ten years old.  

Dr. Holman: I think she has her and.  My first question, I mean my first thought when I was 
listening to her question was: boy, you better take him to a doctor and make sure 
everything is okay.  That there's not a physical cause for the behavior.  You would 
always want to do that if you have something, such as, excessive urination or any 
other situation that you think is not medically normal.  But, if he is capable of being 
dry all day long at school.  Presumably a six hour school day and then he does it at 
home, I think what you have to do is, not a task analysis, but what you have to do is 
called an extinction burst.  You put the, you would try and actually stop him from 
using the bathroom and tell him “you can go every hour”.  “You can go once an hour”. 
And if he's ten years old, he will hopefully understand that and you would be able to 
put him on a watch, either a watch or timer or some type of schedule.  And if wets 
himself, he has to get himself changed.  He has to go through that whole process. 
What you probably would want to do is teach him, that's fine, you wet yourself, but 
you're still not going to the bathroom.  You know, you would have to deal with that.  I 
think when you're looking at such a big difference between a behavior at home and a 
behavior at school, you might want to make sure that's he's not holding it all day at 
school and really is just going in the late afternoon.  If he's actually going to school 
and then using the bathroom at school, that he can use it every two to three hours, 
then you know he can wait for two to three hours.  If he's holding it for six hours, 
then maybe that's why he's going every ten minutes at home.  So I think you really 
need to look at, what is it?  Get some baseline data. I think it's great you want to do a 



task analysis.  A task analysis is for something that's a very complex set of behaviors. 
You want to break down which parts do you want to prompt.  He's, I don't think you 
need to do that for excessive urination.  I think its probably, if he's holding it all day, is 
that what she said Chantal?  

Chantal: I don't think she said that he's holding it all day.

Dr. Holman: She said it's not a problem at school, right?

Chantal: While at school, he's completely dry, but I think she may mean that he doesn't

Dr. Holman: Have accidents.

Chantal: Yeah

Dr. Holman: Yeah.  It would be good to make sure he's not holding it.  And if he isn't holding it, 
he's successfully going to the bathroom and not having accidents.  You know, a lot of 
times, the environment can become an SD or a queue for behavior.  And it can 
become a habit.  Just a bad habit.  Then when he gets home, he likes to go.  You 
want to look into why is he going?  Is he going because he wants to wash his hands 
and the water is a reinforcer?  What's the function of his behavior?  If you can kind of 
determine that, it might also help.  And then I think you might have to put going to 
the bathroom on extinction.  Let him have accidents and have negative consequences 
for having the accidents and conversely, have a lot of positive consequences for 
staying dry in the home for increasing periods of time.  And then maybe, you know, 
using the task analysis in the sense of he goes every ten minutes.  Can he stretch it to 
every twelve minutes?  Can he stretch it then to fifteen minutes? Then twenty 
minutes? Then half an hour? To forty-five minutes? To an hour? And prompt and 
reinforce and really highly praise, you know, continuing to shape that behavior to 
increase the amount of time.  But I think you need to look at why he's doing that and 
what the function is?  

Chantal: Good.  Okay, Barbie in Houston.  My son does not want to wear clothing.  He has 
been having ABA for four months, for ten hours a week.  We can only get him to wear 
shorts.  He keeps the shorts on as long as he's getting one-on-one, but as soon as the 
therapy ends, he's naked.  If he wants something, he will put on his shorts.  He pulls 
them off as soon as he gets what he wants.  How can we get him to keep clothing on 
at other times?  



Dr. Holman: I think you must talk to your ABA supervisor if you are already getting it and see what 
ideas that he or she has.  You know it is relatively common for children, especially 
young children, that have some sensory issues to strip.  It's not, she will not be the 
only parent who will complain that her child is stripping.  I've heard it, she's not the 
first and she's not going to be the last.  I think from a behavioral prospective, if you 
are telling him to put his shorts on to get something, and as soon as he gets it, he's 
taking the shorts back off,  I would start with saying well then he loses what it is that 
he wants.  I would also look at keep him in more than just shorts.  Keeping him in 
shorts and a shirt.  I think that using a token economy, using some sort of reward 
strip, using an if/then.  If you keep your clothes on, then you get to watch TV.  If you 
keep your clothes on, then whatever it is, then you get your Barney toy.  Whatever 
the big reinforcers are in his life, trying and pairing those and make it contingency 
based.  It's an if/then contingency.  If you do what I'm asking, then you will be 
reinforced.  If you get naked, then you will not be reinforced.  But that's a hard one, 
especially if you live somewhere cold.  

Chantal: Is it worth looking at, I don't even know if the parents have done that or not.  Would 
you ever suggest looking at what the clothing is that they're wearing?  Maybe there's 
a waistband issue or maybe starting with really softer clothes.  Maybe the person has 
already looked at that.  Of course eventually you want to be able for them to wear 
more than just one kind of cloth, but to start with.  That's a tough one, but you're 
right, you have to be so strict with it.  Unfortunately, this is not a clothing optional 
society that we live in.  

Dr. Holman: No.  I do think that's a really good point that's there's probably a reason why he's 
getting undressed.  And it could be it's the tags in the clothes that really bother him, 
you know.  And I think a lot of parents and parents of neurotypical children; a lot of 
my girlfriends, I have several girlfriends with children who are in regular kindergarten, 
who say “yeah, I can only buy Camp Camden wool, only wear sweat pants, he won't 
wear anything with zippers, he won't wear anything with this”.  You know, one of my 
friend's daughters won't wear socks with seams.  I hadn't even thought of that.  And 
she says “I'm not even one of your clients.  What's wrong with her?”  There's nothing 
wrong with her.  She just has these particular you know, sensory things.  Neurotypical 
kids can have sensory things.  Kids on the spectrum can have sensory things.  And 
you know, it just makes shopping that much harder.  But you can, if you can figure 
out what it is that's driving him crazy, if that's what it is, well then you can potentially 
look at replacing the clothes that really bother them with clothes that don't bother, 
with less offensive clothing, if that's what it is.  The other side of the coin is it could, 
again, similar to going to the bathroom, if he's only doing it like that child, the mother 
who said her child is only going to the bathroom every ten minutes at home, but this 



child is only staying dressed during therapy, but as soon as therapy ends, he naked. 
He's being allowed to be naked.  You know, I mean the therapist say no, he stays 
dressed.  The Mom needs to say “stay dressed until you've earned naked time” or you 
know, something like that.  There's no physical reason if he can stay dressed for two 
hours for an ABA session, that he couldn't stay dressed for longer.  In my opinion.

Chantal: Right.  It's just that being a parent though you know how hard it is sometimes to 
watch that if you have other children in the house.  You know what I mean.  It's like 
toileting accidents with my son.  You know, he knows how to sneak off somewhere 
and before you know it, you turnaround and look, where's Jeremy?  So...

Dr. Holman: Yeah.  I don't know what's going on in the environment.

Chantal: Yeah.  But it is important to think about all the things Dr. Holman said.  

I had a few questions here about ABA and whether or not it's recommended for older 
individuals?  

Dr. Holman: Ah, it, it.  I think that ABA will help the majority of individuals on the spectrum, 
despite their age.  Research is looking at children, two to seven or eight.  That doesn't 
mean that a child older than seven or eight wouldn't benefit and many children who 
are older than that continue to receive services.  They may have started services 
younger and continued to receive them.  You know, one of my staff was just in the 
office today and was saying how with an eight year old, that we've been working with 
for about three or four years now, the difficulty she has.  She's in an eight hour a 
week program, so she's got therapy four days a week after school.  The difficulty is 
that this child is fully included, mainstreamed in a third grade classroom and we don't 
have time to do our drills, our therapy, because she has so much homework already in 
third grade.  And what happens in ABA therapy, is that we're doing a lot of homework 
as well as doing the goals we're trying to address.  So I think with older children, 
sometimes I think the issue is there's just not enough time to do it because they're in 
school.  If you're talking about starting an ABA program with a child who never had it 
before, who is not verbal, I still think it's very beneficial and it's useful no matter what 
their age is.  I think for the most part, people are looking at, at least in California, 
trying to fade ABA services for children over seven or eight years old as a general rule 
and look at alternative types of services or what they call her in California, step down 
services.  So, less intensive services provided by less highly qualified staff and looking 
at other after school services, like a social skills group, the Boys & Girls Club activity, 
that type of thing, at least here in California.  It doesn't mean that it wouldn't be 
beneficial though.  Depends on when services were initiated I think, is usually an 
answer as to when they should be stopped.  



Chantal: There's been a lot of questions coming in about people asking if there are services in 
this particular area?  Or how do I find services in my area?  And I would say to all of 
them, Dr. Holman has kind of answered that about looking in your local autism 
organizations to see what parents or professionals involved can tell you about what's 
available in your area.  Because unfortunately, Dr. Holman can't address all these 
different places.  

There is one question that I would like to ask Dr. Holman which might be helpful to 
others.  It's from Bart in Roosevelt.  We're in a small town that does not offer 
intensive ABA.  We have looked into a man that comes out for three days and trains 
people that the parents find.  He follows up once a month.  Is this something that you 
think would be effective? 

Dr. Holman: Yes.  I've done it myself.  It's called the workshop model.  UCLA has done research 
about using workshop models.  I think as long as you check out the references and 
the resume of this man who says he'll come out, then it's absolutely a very viable 
model for providing ABA services, no matter where you are. You find someone who 
has the experience, who has expertise.  You fly them out.  You find people yourself. 
You advertise in the local community college; sometimes in a local high school.  Other 
Moms groups, things like that.  See if there's people you can get a team.  I 
recommend training four or five people, even if you're only planning on using two, 
because people drop out.  People aren't good matches.  You just end up thinking that 
they're just no qualified to do what you're asking them to do or they decide they just 
don't want to do it.  You train a group of people and then if you're able to have this 
person come out every month, fantastic.  Another alternative would be to do 
videotapes and videotapes review. I worked with a families from, when I lived in LA, I 
worked with families in London.  I worked with families in Pittsburgh.  I worked with 
families in Washington DC.  All over the place, Japan and I had videos being sent to 
me and with the technology that we have available now on-line, you can upload 
videos to a secured site and watch it and then give feedback right then and there. 
So, I think that its certainly a very viable model for people who are not in 
communities that have a lot of services provided.  

Chantal: We've had quite a few questions sent in about more difficult behaviors.

Here's one from Sandra in Stigar.  What do you do about screaming and blatant 
defiance, including the statement: “I don't care”, when corrected and then running 
away and refusing to be talked to or corrected?  My son is almost five.

Dr. Holman: Gosh, I thought she was going to say fifteen.



Chantal: Nope.

Dr. Holman: You know, I hate to say I can't answer, but I can't answer that. Because I really don't 
know what you've tried.  Why he's doing it?  What context the behavior occurs in? 
What potentially reinforcing situations are there?  What potentially non reinforcing 
situations are there? Without knowing all that information, I really would be ethically 
irresponsible to say this is what you should do about this.  I just feel that I can't 
answer that appropriately.  I think that a lot of times in general what I would say is, it 
is difficult when you're dealing with someone who says “I don't care”.  And my 
response to that would be, make him care.  You've got to able to find something that 
is more motivating and more rewarding as an alternative to the negative behavior. 
And there has to be something.  You know, television, food, rewards, trips, something 
that could be turned to your advantage and changing that situation.  And, you know, 
if, he sounds like he's a very highly verbal five year old, who can say all of this.  May 
not, it may not be autism.  I mean I don't know enough about this child, but a lot of 
the strategies that we'll use with our really high functioning, highly verbal children are 
things like behavioral contracts.  So, five is a little young, but I think that you can set 
up a visual contract that says, if I engage in this behavior, this number of times, and it 
would be the positive behavior, you know, I will earn blah, blah, blah. And Mommy will 
do such and such and such if I engage in this behavior.  A lot of times that's really 
helpful to give the child some control and and some choices, because sometimes that 
really negative acting out behavior is because the child feels like they have no power 
in the relationship and no control.  So looking at offering choices and control might 
also help.  But other than that, I can't really give any specifics about what she should 
do in that specific situation.

Chantal: You know, someone else from Virginia Beach, Donna F.  How do you discourage 
inappropriate bathroom talk?

Dr. Holman: I had someone

Chantal: A verbal stim 

Dr. Holman: Oh, a verbal stim.  So not potty talk?  Not using bad language? But a verbal stim while 
in the bathroom?  

Chantal: It says, how do you discourage inappropriate bathroom talk?  



Dr. Holman: So my reading of that is saying, you know, toilet, poop, pee, but maybe that's 
because I have five year old children at home.  I don't know, that's what I'm trying to 
discourage sometimes.  That's a bathroom word.  You can't use that.  

I, you know, I need more information.  I just, I can't say that, you know. Again, 
maybe behavioral contracting.  Writing a social story that says “I will use appropriate 
language.  If I use appropriate language, Mommy will be proud of me.  I'll be a big 
boy or girl”.  Fill in the blank.  I would encourage people to look on-line and look up 
Carol Gray and look at how to write a social story.  They're very easy.  They're very 
quick.  They work really, really well.  And they work across the sort of spectrum of 
kids.  You can do a visual with pictures, for less able readers.  You can do visuals and 
less language for less verbal children.  You can write a huge dissertation practically, 
for your older, very verbal children about specific behaviors.  And I think they're really 
an effective tool to use.  So I would say for in general, dealing with problem 
behaviors, the main strategies that I used to deal with behaviors are social stories; 
if/then contingencies, like a first/last, first/then, if/then or something like that; a token 
system; a reward system, whether its a sticker chart or whatever it is, that builds 
appropriate steps if you do this one, two, three, four, five times, you get blank and 
those five times can be within a five minute period or can be five days or can be five 
episodes of having a dry diaper.  Whatever it is, using a token economy, a social story, 
if/then contingency.  Those three things are the most powerful, positive, behavioral 
tools that I use, that really work for the kids.  Writing a social story, lamenting it, 
sticking it on the frig, reading them every morning before school about what you're 
expecting, what the language needs to be in the house or how many accidents you 
expect them to have, whatever it is.  They really, really do work.  

Chantal: Very good information.  Here's one from Chilpa in Ashburn, Virginina.  Can ABA help 
with behaviors due to lack of understanding social queues?  Or could it help improve 
social interaction? 

Dr. Holman: Yes

Chantal: I have a child who's six years old with Asperger's Syndrome and has some behavior 
issues when it comes to understanding people.  Can ABA help him?  

Dr. Holman: Yes, it can.  I think that sometimes the kids with Asperger's don't get the intensity of 
the ABA services that the children who were diagnosed with full blown autism earlier 
do get.  We have a large portion of our clients have Asperger's, not just autism.  I 
think what it ends up being is Cognitive Behavioral Therapy.  You know no one calls it 



CBA (cognitive behavioral therapy), but really, it's actually CBT (Cognitive Behavioral 
Therapy), is widely used to treat a lot of issues.  Whether its anorexia, you know, the 
eating disorders, the inappropriate alcoholism or other engaging and addictive 
behavior.  And it's also used a lot with anxiety and it's used a lot with socialization.  So 
for that reason, the socialization, it really is included in what an ABA program does.  I 
would again refer to Michelle Garcia Winner and using something, the curriculum 
that she has. What is it is the high functionality of Asperger's, the social deficiencies 
as a result of the lack of theory of mind.  Which in very simplified forms is a lack of 
prospective taking.  The inability to take someone else's prospective to understand 
emotions, so emotion perception, lack of prospective.  And most ABA programs have 
drills and role playing and a lot of curriculum to deal with those issues for children at 
that level.  

Chantal I'm going to remind you that we have about ten minutes left.  And I'm going 
to do that because my children go to bed at eight, California time and I really want to 
be able to kiss them good night.  

Chantal: We have seven minutes.  

Dr. Holman: Okay 

Chantal: Is that okay?

Dr. Holman: That's fine.  

Chantal: We're keeping an eye on it.  Otherwise I get cut off too. 

Dr. Holman: Okay

Chantal: Now, I've lost the question.  Okay, here we go.  From Anna in the Bronx, NY.  
As we all know, ABA is mostly applied to reinforce a behavior that we want to see 
more often using some type of reward approach.  Many people think that once the 
behavior or task is accomplished, it is difficult to fade the reward technique.  

My question is, when and how should you start fading the reward?  That's the first 
question.  And the second one is: how effective is ABA if it is only used at school?  
And the third one is: should it be tied to the same rules and routine at home?
Those are good questions.



Dr. Holman: Okay.  So, in terms of when to fade rewards, you fade them as soon as you can.  And 
you fade them to, we look at different types of reinforcers.  Which is, I'm not sure if 
that's what she means by rewards.  There's primary reinforcers, which is food and 
drinks.  And then there's secondary reinforcers, which are things that are not.  You 
know an infant is not born naturally valuing a one hundred dollar bill.  That is a 
secondary reinforcer.  Something that acquires reinforcing properties over time 
because it's paired usually with a primary.  So secondary reinforcers for our kids are 
toys, TV, tickles, hugs, kisses, bouncing on the trampoline, you know, anything like 
that.  So a lot of times in a beginning ABA program, we will offer primary reinforcers. 
We'll offer, you know, popcorn or different things like that.  We try and fade primaries 
as soon as possible, absolutely as soon as possible.  And we always pair our primaries 
with secondaries.  So we look at toys to try and become reinforcing.  We look at 
tickles, we look at activities, playing games, we look at sorts of different things.  We 
try to fade a reward from a primary to a secondary, as absolutely as quickly as 
possible.  In terms of using rewards and fading them, you know, I get rewarded for 
everything that I do.  Whether its a good job or its a smile.  You know, its a paycheck. 
And I think it's natural to use rewards and reinforcers with children.  Teachers do it, 
parents do it and I think you don't want to have too many bribes going on, but I think 
that's absolutely nothing wrong with having rewards.
And then the next question, the last part of the question, I've forgotten.

Chantal: How effective is ABA if it's only used at school?

Dr. Holman: Oh, okay.  Not as effective as it would be if it were used across environments.  Most 
people will always try and look at consistency.  And again, if you remember the 
conversation earlier about Dr. Lovaas' forty hours a week program was more like 
sixty-five hours a week because they had the parents involved.  If you are looking at 
thirty hours a week at school, someone looked at this, I remember being at a 
conference somewhere and they talked about it, thirty hours a week, you actually 
have something like twelve hundred hours in a week and eight hundred of those 
you're asleep or something, so you have like four hundred hours left and you're doing 
thirty hours, and I might be off with my math, it's getting late, but I think that the 
point is, thirty hours in the course of your week is nothing.  And if you're not 
consistent and you're not being consistent with following through with things at home 
and you're following the same behavior intervention plan, then you're not going to see 
a lot of difference.  And that's really, that level of intensity is really what has been 
looked at again and again and again with these studies.  That's why they're saying ten 
is not as good as thirty and thirty is not as good as naturally, fifty.  No one does fifty 
hours of ABA.  You know, no one ever floats that idea.  But it's what the parents are 
doing and that's why the hours are more intensive when you've got the parents 



involved in the program.  It doesn't mean that you should say “I'm never going to do 
ABA at home, so please don't do it at school”.  I don't think I would go that far.  But I 
think it would be more effective if there was consistency across environments and 
across people.  

Chantal: Very good.  And I'm just going to ask you one last question, because I think the 
answer would be a short one.  

Dr. Holman: Okay.

Chantal: There have been a lot of questions about insurance coverage and things like that, 
which we have not addressed because Dr. Holman can't address them.  In mean those 
are very individualized.

Here's a question from Erica in Pennsylvania.  What do you think of dietary 
interventions combined with ABA?

Dr. Holman: I think that as long as you're not introducing two new interventions at exactly the 
same time, it's something as a parent, I would probably do for my own child if I 
thought it would be helpful.  So as long as you're not introducing a brand new ABA 
program and a brand new diet at the same time, and you're introducing them one, 
then the next, you're going to be able to see some results potentially.  If you don't see 
any results, I personally and clinically haven't seen a lot of results, unless you truly 
have a child with allergies, but, so clinically I can't say I've seen a lot of effective 
intervention as a result of the diet.  But as a parent, I would probably try it.  Because 
it's certainly worth trying and if you notice a difference, then it can really make a huge 
difference in the life of your child and your families.  So it's certainly worth looking at. 

Chantal: Thank you so much Dr. Holman.  And do you have, want to tell people your website of 
your organization in San Diego.  

Dr. Holman: Sure.  
The company is Autism Spectrum Consultants and 
The website is: www.autismconsultants.com
 
And I'd be happy.  I don't know if it has my direct e-mail on there, but it has 
information.  So it would be: info@autismconsultant.com and you're welcome to send 
me an e-mail.  Can't guarantee that I'll get back to you within twenty-four hours, but 
I'll do my best.  

mailto:info@autismconsultant.com
http://www.autismconsultants.com/


Chantal: And do you have any other last piece of information that you'd like to give to people?

Dr. Holman: Oh goodness. No I'm spent.  It's been two hours.  

Chantal: You have done such a wonderful job.  Thank you so much for the giving of your time 
to all these parents that have all these questions.  Thank you so much Dr. Holman. 
Thank you to the listeners out there.  I'm sorry if we didn't get to all your questions, 
but we tried as best we could and I hope this has been helpful.  Until then, we shall 
say.

Dr. Holman: Thank you Chantal for moderating so well.  

Chantal: Oh your welcome.  Thank you.  And this is MomsFightingAutism.com 
Thank you!
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