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Abstract The authors analyzed the results of a social
validation survey to determine if autism service providers
including special education teachers, parents, and administrators demonstrate a preference for the intervention
components of Applied Behavior Analysis or Training and
Education of Autistic and other Communication Handicapped Children. They also investigated the comprehensiveness of these treatment models for use in public school
programs. The findings indicate no clear preference for
either model, but a significantly higher level of social
validity for components inherent in both approaches. The
authors discuss the need for research to define what is
meant by comprehensive programming in autism.
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Introduction
‘‘Throughout the history of education, the adoption of
instructional programs and practices has been driven more
by ideology, faddism, politics, and marketing than by
evidence’’ (Slavin 2008, p. 5). Perhaps nowhere is Slavin’s
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indictment of education’s failure to use objective scientific
knowledge to inform and improve intervention more evident than in autism, where, despite increased research,
funding, and public awareness, the field continues to
struggle identifying, validating, and effectively implementing evidence-based practices (Callahan et al. 2008;
Hess et al. 2008; Lord et al. 2005; Reichowet al. 2008).
Although special educators and other public school-based
autism service providers in the US have been mandated by
law to adopt and deliver instructional programs based on
research evidence (Horner et al. 2005; Yell et al. 2005,
2006), the extent to which this is broadly practiced is
uncertain. Anecdotal reports by teachers, parents, and
administrators suggest, however, that the inability of many
school districts to deliver high quality autism programming
is an area of widespread concern (Callahan et al. 2008).
The reasons why the research-to-practice disconnect is so
deeply entrenched within autism intervention in public
schools have not been fully investigated (Reichow et al. 2008).
However, it is reasonable to conclude they are related to the
lack of empirically validated Comprehensive Treatment
Models (CTMs), and, consequently, sources of information
and training for teachers and parents that vary greatly in their
quality and veracity. Equally problematic is the vulnerability
by consumers of autism services to unreliable and unsupported claims of effectiveness (INSAR 2008; Howlin 2005), a
situation in which, ostensibly, ‘‘ideology, faddism, politics,
and marketing’’ can play a powerful and potentially insidious
role in the quality of classroom programming.
Indeed, for educators and parents intent on discovering
current information about effective autism programs and
interventions, only a relatively small number of evidencebased comprehensive program models (using Odom et al.’s
2003 definition: a combined ‘‘set of components to form a
model’’ [p. 166]) have been broadly disseminated (e.g.,
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National Research Council 2001; Odom et al. 2008). The
National Research Council’s seminal review, for example,
examined only 10 representative models, although more
recent efforts have identified and systematically evaluated
additional CTMs or their individual components (e.g.,
Eikeseth 2009; Odom et al. 2008; Wilczynski 2007).
Two program models in particular, Applied Behavior
Analysis (ABA) and Treatment and Education of Autistic
and related Communication handicapped Children (TEACCH), are among the most widely known comprehensive
intervention models (Gresham et al. 1999; Humphrey and
Parkinson 2006). Both of these treatment models feature
several decades of development and use with students with
autism (e.g., Mesibov et al. 2006; Lovaas 1987), robust
national training networks (ABA is associated with
national certification programs at the bachelor’s and master’s degree levels), and prominent attention both within
the popular media and university teacher preparation and
research communities. Thus, ABA and TEACCH are
firmly established as among the most visible and frequently
cited autism programs (Gresham et al. 1999) and they are
among the most broadly requested and implemented public
school treatments by educators, service providers, and
parents (Choutka et al. 2004; Hess et al. 2008).
Despite their preeminence in the world of autism treatment,
ABA and TEACCH are often viewed by proponents and
consumers as competing (Choutka et al. 2004) and/or mutually exclusive (Eikeseth 2009) treatments, and it has been
difficult to reach consensus about their equality as model
programs (Lord et al. 2005). Indeed, it is not difficult to find
descriptive materials associated with these models which
contain examples of negative or critical language about the
fundamental principles and practices of the rival model. For
example, note the following passage from an early TEACCH
training manual about the use of behavioral techniques in
classrooms for students with autism and other disabilities:
Our experience has taught us that it is a mistake to
confuse operant conditioning techniques for changing
behavior with programming special education for
autistic and similar children. When this technology is
used instead of sound educational and developmental
principles, thoughtful and individualized interaction
between adult and child is too often sacrificed for
pseudo-scientific techniques (Schopler et al. 1980,
p. 115).
This verbiage is clearly dated and the philosophy of the
TEACCH developers and trainers has undoubtedly shifted
since the original publication, but more recent comments still
emphasize perceived fundamental differences in philosophy
and practice between ABA and TEACCH (Mesibov 2001).
Some advocates of Applied Behavior Analysis, variously
referred to as ‘‘ABA only’’ (Prizant 2009) and ‘‘ABA is the
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only way’’ (Rimland 1999), are equally vehement about the
perceived primacy of this approach for teaching students
with autism (e.g., Howard et al. 2005; Maurice et al. 1996).
The following conclusion in a popular ABA-based training
manual typifies the strong partisan messages to which parents and professionals are often subjected: ‘‘Nonbehavioral
special education classes…have not been established as
effective treatments for children with autism’’ (Maurice
et al. 1996, p. 56). The TEACCH model was included in the
‘‘alternative treatments’’ that were reviewed and to which
these authors refer. Ironically, this text earlier discusses the
‘‘ferocious ideological warfare’’ (Maurice et al. 1996, p. 6)
which dominates the autism world, a point of view with
which we strongly agree. Nevertheless, such statements can
make a significant impact on the selection of autism interventions by consumers, where, ‘‘in many cases, parents and
advocates have identified a single program…discrete trial
training…as the only approach that has evidence of effectiveness for young children with autism’’ (Odom et al. 2003,
p. 166).
Despite the claims and counterclaims of some advocates, trainers, and other representatives of these leading
autism program models, to our knowledge it has never been
firmly established that the fundamental philosophies and
practices of ABA and TEACCH are, indeed, oppositional
and/or non-complementary. It may be the case, in fact, that
these and other comprehensive intervention models share
common components that are both socially valid (see, e.g.,
Callahan et al. 2008; Foster and Mash 1999; Kazdin 1977;
Wolf 1978) and evidence-based (Odom et al. 2003).
The process of social validation is a critically important
step in the much broader, but interrelated, enterprise of
empirically validating effective educational or therapeutic
outcomes (Foster and Mash 1999). Unfortunately, it is an
area that has received only minimal attention in the autism
research literature (Callahan et al. 2008). Social validity
can be generally defined as consumer satisfaction with the
goals, procedures, and outcomes of programs and
interventions (Alberto and Troutman 2008; Wolf 1978).
Whether or not a particular intervention—or a comprehensive treatment model—receives widespread social validation can determine the extent to which the intervention
or model is adopted and implemented within schools,
homes, and clinics (Gresham et al. 2004; Kazdin 1981;
Kern and Manz 2004). Thus, ratings of social validity can
provide an important indicator of the preferences of autism
service providers for particular intervention components
and for program models comprised of many such parts.
Importantly, identifying a core of essential autism practices
across the leading comprehensive treatment approaches
could, by their effective implementation, result in significant improvements in the training, evaluation, and outcomes of public school autism programs.
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The purpose of this paper is to investigate the social
validation of the shared evidence-based practices inherent
within the ABA and TEACCH treatment models for students with autism spectrum disorders, and to analyze the
comprehensiveness and fidelity of these models. Specifically, we will analyze the socially validated, research-based
components of these models and discuss the implications for
effectively implementing these features within public school
autism programs. Finally, we will discuss the relevance of
our findings for the training, dissemination, and evaluation
of school-based autism intervention models.

Method
In an earlier study (Callahan et al. 2008) a team of
researchers including a graduate student and parent of a
child with autism identified a list of evidence-based autism
interventions that were socially validated by 187 parents,
teachers, and administrators based on responses to a mail
questionnaire. In our original survey, any terms identifying
ABA or TEACCH were purposefully excluded from the
items to avoid biasing the respondents. Thus, respondents
expressed their opinions only about the perceived importance of each specific intervention component as part of a
hypothetical high-quality autism program, rather than its
role within a familiar and oftentimes emotionally invested
treatment model. These consumers of autism services
indicated strong, consistent support for specific treatment
components falling within five key functional areas of a
comprehensive public school intervention model, known
by the acronym IDEAL: (a) Individualized programming
(n = 16), (b) Data collection (n = 8), (c) the use of
Empirically demonstrated strategies (n = 38), (d) Active
collaboration (n = 15), and (e) a focus on Long-term outcomes (n = 7). In the present study we reanalyzed our
survey responses in order to determine the relative support
for ABA versus TEACCH, based on the socially validated
IDEAL Model components inherent within each approach,
and we examined the distribution of ABA and TEACCH
components across the five IDEAL functional categories.
Our purpose was to determine if either ABA or TEACCH
enjoyed significantly greater support by teachers, parents,
and administrators based on the evidence-based practices
making up each model, and to analyze the comprehensiveness of these major treatment approaches in comparison to the IDEAL Model functional categories.
Participants and Procedures
In this study a team of researchers independently conducted a systematic review of the autism and special
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education literature to identify publications describing the
ABA and TEACCH approaches and their application to
autism spectrum disorders. The research team consisted of
two university faculty members who teach doctoral and
master’s level courses focusing on autism intervention, two
doctoral students in an autism leadership and research
program (these students had either participated in Basic
Certification in Behavior Analysis (BCBA) or TEACCHsponsored training) and a BCBA-qualified doctoral level
student. The literature review illuminated seminal and
other relevant publications describing the ABA and TEACCH models, which were analyzed individually and discussed as a group to ensure an adequate baseline level
understanding of the key components of each model.
The IDEAL components (n = 84) were then independently rated by each member of the research team to
determine if the item represented a practice clearly associated with the ABA Model, the TEACCH Model, both the
ABA and TEACCH models, or neither model. These
independent ratings were then analyzed and discussed in
order to assign the IDEAL items into one of the four categories above. Items in which there was an inter-rater
agreement of at least 75% were placed into the appropriate
category. Items with less agreement were discussed and in
some cases ratings were changed by one or more members
of the research team before final categorization.
Expert Validation Process
In order to validate our categorization of which IDEAL
intervention components represented the ABA and TEACCH approaches, we conducted a process of expert validation. Individuals with documented training and expertise
in the ABA and/or TEACCH models were identified and
asked to complete a survey to identify the items representing their model(s). Experts were defined as individuals
who had completed national training in the respective
model(s) and who were familiar with the use of the model
within the field of autism intervention. ABA experts were
required to hold BCBA certification. Experts were recruited from colleagues and acquaintances of the research team
members throughout the United States. The experts
remained blind to the purposes of the study. Eight ABA
and eight TEACCH experts participated in the survey. A
third group of eight experts consisted of individuals who
had received certified training in both models. The validation survey directions required the experts to indicate
which items they believe represented a ‘‘defining feature’’
of ABA or TEACCH, as that intervention component is
commonly recognized and practiced today with students
with autism spectrum disorders. Reliability coefficients
were computed to determine the experts’ overall level
of agreement with our assigned categories, with the
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following results: ABA = 77.8% agreement (R = 62.0–82.4);
TEACCH = 70.6% agreement (R = 39.4–78.3); BOTH =
62.3% agreement (R = 53.5–71.4).
As a result of this expert validation process several items
were discussed in detail, and some items were changed to a
different category. The final categories included 19 ABA
items, 15 TEACCH items, 37 BOTH items (interventions
inherent within both the ABA and TEACCH approaches),
and 13 items that are not applicable to either model.
Table 1 contains a list of the items within each category,
including overall mean social validation ratings (high to
low) on a scale of one to seven (1 = ‘‘not at all important’’
and 7 = ‘‘absolutely important’’), based on the results of
our earlier analysis (Callahan et al. 2008). Item descriptions are exactly as the items appeared on the original
social validation survey.

Results
Analysis of Social Validation Ratings, ABA Versus
TEACCH
In order to determine whether evidence-based intervention
components of the ABA model or TEACCH model were
viewed more positively by the major consumers of autism
programming (i.e., parents, teachers, and administrators),
we analyzed social validation scores for the autism intervention components within each group. Table 2 contains a
summary of the overall mean social validation scores,
comparing the ratings of special education teachers,
administrators, and parents. The two teacher groups represent special educators who teach only students with
autism, typically more severe students in self-contained
classroom settings (‘‘Teachers Autism’’), and those who
teach a greater range of students with autism spectrum
disorders within resource or life skills classrooms also
containing a variety of other developmental disability
categories (‘‘Teachers Various’’).
The mean social validation ratings were consistent
across consumer groups, with the ABA intervention components being the lowest rated by all groups, and TEACCH
components being rated similarly, but slightly higher, by
all groups except the teachers of various disabilities. This
group rated the TEACCH components much higher, a
difference that was statistically significantly different than
their rating of the ABA items, t (164) = -3.20, p \ .01.
All Means are relatively positive on our 1–7 scale of social
validity, indicating a relatively high level of acceptability
by all consumer groups. However, it is important to note
that autism interventions reflecting both models were the
highest rated items by all groups of consumers.
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Analysis of Intervention Components Across IDEAL
Functional Categories
The specific autism treatments within the ABA, TEACCH,
and BOTH categories were analyzed in terms of their
distribution across the IDEAL Model functional categories.
Ostensibly, the IDEAL Model provides a comprehensive
selection of socially validated activities which, if effectively implemented, would improve key outcomes for
students in public school autism classrooms (Callahan et al.
2008). By analyzing the number and percentage of ABA
and TEACCH intervention components within each
IDEAL functional area, one picture of the comprehensiveness of these popular treatment approaches emerges
(see Table 3). Note that significant gaps within important
functional areas are present within both the ABA and
TEACCH models alone. Although the ABA model is relatively rich in its use of empirically demonstrated strategies
and its focus on data collection activities, it includes zero
of the IDEAL components within both the collaboration
and long-term focus areas, and only a single item in the
individualized programming area. Interestingly, TEACCH
is relatively well represented in the ABA deficit areas, but
falls short in the area of data collection (zero components)
and, like ABA, has only a minimal level of representation
within the area of individualized programming. Importantly, the socially valid interventions that may play a vital
role in both the ABA and TEACCH models appear to
provide a much more balanced and comprehensive array of
intervention components, accounting for 34–63% of the
socially valid interventions within the five IDEAL functional areas.
Statistical Analyses
Analyses were conducted to determine if respondents’
demographic variables resulted in significant differences in
social validity ratings. Specifically, we examined the
impact of self-reported knowledge of autism, level of
autism training, primary source of training, and the severity
and levels of autism functioning of the respondents’
students or children on their ratings of the intervention
components. We also analyzed the impact of participation
in formal ABA or TEACCH training, and formal training
in both approaches, on social validity ratings. All analyses
were run using Statistical Program for the Social Sciences
(SPSS) software. Results of evaluations of assumptions of
normality, and homogeneity of variance-covariance
matrices were satisfactory for all tests, with one exception:
Group variance in ABA items was not equivalent in the
MANOVA for Level of Autism Knowledge. The analysis
was run despite this violation.
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Table 1 Intervention components within ABA, TEACCH, ‘‘BOTH’’ABA and TEACCH, and ‘‘Not Applicable’’ categories
Survey item
No.

Item description

IDEAL
Category

X(SD)

Applied Behavior Analysis (ABA) components
26

6.90 (.35)

The use of intensive instructional trials (teaching targeted skills within a highly structured, one-to-one
format, providing clear and concise instructions and systematic reinforcement for correct responses)

E

55

6.67 (.59)

Ongoing, individualized assessment of targeted skills (the collection of meaningful data) in order to
measure skill acquisition, assess student progress, and plan for future instruction

D

12

6.61 (.68)

The use of low student-to-teacher ratios (less than or equal to three students to every adult) and
sufficient adult attention in one-on-one and small group instruction in order to meet individualized
instructional goals

E

7

6.54 (.74)

The use of direct instruction (emphasizing the use of specified teacher directions, programmed
instruction and presentation of materials, examples, and prompts, the use of reinforcement and
mastery learning principles, regular and direct assessment, and teaching prerequisite skills)

E

56

6.54 (.69)

Use of functional behavioral assessment and/or functional analysis by competent and knowledgeable
school-based personnel

D

30

6.39 (.78)

The systematic use of prompting, shaping, chaining, and fading to teach new skills

E

61

6.33 (.79)

Use of frequent data collection and analysis of targeted skills in order to determine a student’s fluency
or rate of responding and make necessary instructional modifications

D

28

6.18 (.94)

The use of motivation/incentive programs based on positive reinforcement (including point and token
systems and formal reinforcement assessments)

E

6

6.16 (1.06)

The use of students’ preferences and/or obsessive interests as reinforcers for appropriate responses
(including the use of child-selected or child-preferred materials for everyday teaching interactions)

E

52

6.08 (.95)

The use of formal reinforcement assessments to determine individualized reinforcers and their
effectiveness

I

27

6.06 (1.10)

The systematic use of stimulus control and reinforcement strategies (including antecedent-behaviorconsequence and/or stimulus-response-stimulus instructional technologies)

E

21

6.06 (1.00)

The use of differential reinforcement strategies (systematically reinforcing only alternative and/or
incompatible target behaviors) in order to decrease or eliminate inappropriate behaviors

E

24

6.05 (.99)

The use of progressive time delay and/or constant time delay (delaying the instructional prompt in
order to allow the student to anticipate a correct response without assistance)

E

8

6.02 (.97)

The use of adult-directed strategies (procedures in which adults systematically prompt or model) to
ensure appropriate student responses

E

22

5.99 (1.10)

The use of systematic prompts and prompt hierarchies (including least-to-most-intrusive prompts and
graduated guidance/constant contact physical prompts)

E

35

5.91 (1.24)

The use of extinction (withdrawing or withholding attention or reinforcement) in order to decrease
inappropriate behaviors

E

31

5.93 (1.09)

The use of modeling (including videotape modeling of self, peers, and adults) in order to teach
imitation of new skills

E

38

5.88 (1.01)

The use of multiple teaching trials using a cue-prompt-response-consequence format

E

5

3.34 (2.02)

The use of punishment and/or aversive stimuli in order to decrease inappropriate behaviors
Total number of ABA components: 19

E

Number of items by IDEAL Category: 1 Is; 3 Ds; 15 Es; 0 As; 0 Ls
TEACCH components
84

6.71 (.56)

Ensuring a safe, interesting, and pleasurable classroom setting

L

4

6.62 (.73)

Providing a structured classroom environment and consistent, predictable routines (including
structured approaches to task presentation, and clear guidelines for expectations of appropriate and
inappropriate behavior)

E

75

6.59 (.62)

Special education services provided in a coordinated and collaborative manner by the key
stakeholders (a multidisciplinary team approach to evaluation, assessment, and intervention,
including collaboration among professionals serving the children within the classroom environment
and the school setting)

A

64

6.57 (.69)

Collaborative planning in order to develop a program of comprehensive family support

A

69

6.52 (.76)

Relevant, individualized parent training (including autism and non-autism topics) by qualified trainers
from a variety of disciplines

A
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Table 1 continued
Survey item

Item description

IDEAL
Category

No.

X(SD)

68

6.49 (.80)

Collaborative participation by traditional service providers, including school psychologists,
diagnosticians, occupational and physical therapists, special educators, and speech/language
pathologists

A

79

6.23 (.88)

Collaborative participation from all community stakeholders (including job coaches and other
employees at worksites)

L

9

6.16 (1.09)

E

18

6.12 (.96)

The use of visual activity schedules, visual supports, and other visual systems in order to prompt or
remind students to organize work and materials and/or engage in appropriate behaviors or activities
Planning and implementing an appropriate temporal structure for the classroom (including the length
of time and sequencing of instructional activities and/or tasks)

3

6.11 (1.06)

The use of a variety of instructional groupings, including individual, small, and large groups

E

51

5.95 (1.06)

Modifying the physical environment to provide appropriate levels of stimulation by sound, light,
color, and pattern as required by individual students

I

2

5.75 (1.28)

The use of physical classroom organizers such as color-coded materials, finished boxes, and kitchen
timers

E

14

5.72 (1.15)

The use of pictorial story board simulations and/or social stories to increase desired behaviors

E

33

5.71 (1.31)

The use of visually-based augmentative communication systems, such as picture exchange systems
and/or communicating with pictures

E

72

5.56 (1.24)

Providing services not directly related to autism to families, including family and sibling support and
networking information

A

E

Total number of TEACCH components: 15
Number of items by IDEAL category: 1 Is; 0 Ds; 7 Es; 5 As; 2 Ls
‘‘BOTH’’ (ABA and TEACCH) components
71
6.90 (.35)
Teachers and service providers who are knowledgeable, experienced, and qualified in autism,
including how to correctly apply and evaluate behavioral management, communication, social
interaction, independent living, cognitive and academic skill instructional interventions, and related
strategies and curricula

A

44

6.75 (.55)

An individualized program developed and implemented to provide meaningful educational benefits
(including measurable and adequate gains in the classroom)

I

43

6.75 (.63)

Assessment of all relevant domains (including social competence, communication, environmental
influences, physical functioning/motor skills, academic/vocational skills), using a variety of
methods, in order to develop individualized goals and objectives

I

70

6.75 (.52)

Relevant, individualized staff training, including ongoing in-service training opportunities

A

57

6.74 (.55)

The measurement, documentation, and reporting to parents of student progress toward annual goals
and objectives

D

58

6.72 (.53)

Ongoing monitoring and evaluation of the effectiveness of the teaching interventions being used

D

39

6.71 (.59)

Modifying the intensity, methods, and/or curriculum of a student’s program if there is a documented
lack of progress over an extended period of time

I

1

6.69 (.56)

The use of specialized curricula/strategies to teach social skills

E

40

6.68 (.63)

I

65

6.68 (.58)

Instructional programming that targets all affected areas of development in order to meet the unique
characteristics and individualized needs of each child
Establishing secure, caring teacher–student relationships, and engaging children in active, positive
interactions with adults

49

6.68 (.52)

Individualized programming which addresses developmental content areas (including
communication, social development, adaptive behavior, cognitive development, and adaptive
physical education)

I

59
45

6.66 (.58)
6.64 (.69)

Ongoing monitoring and evaluation of the program’s overall effectiveness
Providing instructional interventions and related services that promote or support intensive and/or
extended academic, social, and behavioral engagement (including extended-day and extended-year
programming)

D
I

48

6.64 (.62)

Individualized programming which addresses non-academic content areas (including attending to
elements of the environment, imitating others, language comprehension, use of language, playing
appropriately with toys, interacting socially with others, recognizing emotions, and self-help skills)

I

A
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Table 1 continued
Survey item

Item description

IDEAL
Category

No.

X(SD)

73

6.58 (.70)

Direct involvement of parents and family members in their own child’s school program

A

83

6.58 (.69)

Development of life skills, and vocational/employment/occupational skills through school-based and
community/work-based learning experiences

L

76

6.58 (.66)

Training parents to be significant providers of services and interventions in order to achieve more
extensive generalization and better maintenance of treatment effects

A

11

6.57 (.70)

The use of specialized curricula and strategies to teach communication skills (including script fading,
written social phrases, functional communication training, and teaching spontaneous self-initiated
responses/verbal imitations)

E

16

6.57 (.66)

Active engagement of children throughout the day in intensive instructional programming, with
repeated planned teaching opportunities and frequent opportunities to practice new skills

E

78

6.55 (.73)

Transition programming implemented at all ages and levels, using proactive positive behavioral
supports

L

80

6.54 (.71)

Intensive generalization programming (the use of materials, interventions, and environments designed
to teach skills that are necessary for successful transitions and functioning in new environments)

L

10

6.53 (.64)

The use of specific motivational procedures (preferred items and natural reinforcers) in order to
increase responsiveness to social and environmental stimuli

E

32

6.42 (.80)

The effective use of reinforcement, including the use of natural and direct reinforcing consequences

E

29

6.40 (.79)

The use of detailed task analysis (breaking complex behaviors into smaller parts) in order to
systematically teach new skills and sequences of behavior

E

34

6.32 (.85)

The use of incidental teaching and/or naturalistic teaching (arranging the teaching environment to
increase motivation and students’ opportunities to respond to a variety of stimuli in the child’s
natural environment)

E

66

6.32 (.82)

Peer-mediated interventions, including the involvement of typically developing peers in collaborative
activities, including social skill training groups and play groups

A

23

6.32 (.78)

The use of task variation (using a variety of tasks and/or the interspersal of tasks the child has already
mastered when teaching new skills) in order to improve motivation and responding

E

82

6.29 (.77)

Use of materials, interventions, and environments that are conducive to broadly generalized
intervention effects

L

46

6.26 (1.00)

Providing an intensive treatment program in the classroom, resulting in active engagement of each
student for a minimum of 25 h per week

I

20

6.24 (.85)

The use of internal and external consistency in the school environment (internal in the use of
instructional strategies and external across teachers and settings)

E

60

6.19 (.98)

Use of curriculum-based assessment (repeated measurements of academic target behaviors, using
direct observation and recording of a student’s performance of the curriculum as a basis for making
instructional decisions)

D

17

6.15 (.90)

E

50

6.10 (1.03)

The use of pivotal response training (teaching skills and behaviors that are central to wide area of
functioning and produce generalized improvements)
The use of desks, furniture, and other materials in the classroom designed, arranged, and/or adapted to
meet individualized student needs and increase appropriate responding

47

6.03 (1.07)

Individualized programming which addresses traditional academic content areas (including math,
reading, and writing)

I

15

6.02 (1.03)

E

13

5.74 (1.30)

Incorporating students’ preferences and/or interests into the instructional program or curriculum in
order to teach new skills and/or modify instructional tasks
The use of technology, including computers, handheld electronic devices, and other augmentative
communication devices

25

5.70 (1.10)

The use of self-management strategies (including self-evaluation, self-monitoring, and goal setting) to
teach new skills and/or support newly learned skills

E

I

E

Total number of ‘‘BOTH’’ components: 37
IDEAL categories: 10 Is; 4 Ds; 13 Es; 6 As; 4 Ls
‘‘Not Applicable’’ (Neither ABA nor TEACCH) components
63

6.69 (.58)

Adequate administrative support and availability of resources

A

74

6.54 (.81)

Meaningful, active parent/family involvement at every stage of the IEP planning process

A
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Table 1 continued
Survey item

Item description

IDEAL
Category

No.

X(SD)

42

6.49 (.98)

Comprehensive assessment (using both standardized and criterion-referenced testing) by a
multidisciplinary team with expertise in autism, in order to determine initial eligibility for special
education services and individualized educational needs

I

81

6.37 (.96)

Education to the maximum extent appropriate with children who are not disabled

L

41

6.26 (.99)

The use of formal developmental profile to help plan individualized classroom instruction

I

36

6.25 (.97)

The use of strategies for enhancing friendships

E

62

6.20 (.91)

Use of a variety of valid and reliable instruments in order to conduct pre- and post-testing and
determine student progress toward instructional benchmarks

D

53

6.13 (1.19)

Placement in integrated/inclusive settings to the maximum extent possible

I

37

6.07 (1.14)

The use of interventions that target sensory deficits in the areas of the olfactory, gustatory, tactile,
vestibular, proprioceptive, and auditory systems as well as vision (sensory integration)

E

77

5.80 (1.26)

The use of observation rooms or windows in the classroom in order to allow unobtrusive observations
by parents and professionals

A

67

5.78 (1.19)

Collaborative participation in program planning and delivery of services by representatives from nontraditional service providers including the fields of developmental pediatrics, psychiatry, nutrition,
social work, and public health

A

54

5.72 (1.27)

The use of art and music to teach individualized skills

I

19

5.54 (1.29)

The use of cooperative learning (small group of students working together to maximize their own and
one another’s learning)

E

Total number of ‘‘N/A’’ components: 11 (3 100%; 8 75%)
IDEAL categories: 4 Is; 1 Ds; 3 Es; 4 As; 1 Ls
IDEAL categories: I individualized instruction; D data collection; E empirically based strategies; A active collaboration; L long-term outcomes
focus

Table 2 Overall mean social validation ratings of evidence-based interventions within ABA, TEACCH, and ‘‘BOTH’’ABA and TEACCH
categories
Teachers autism
(n = 18)

Teachers various
(n = 36)

Administrators
(n = 16)

Parents
(n = 95)

Applied Behavior Analysis (ABA) (n = 19)

6.08

5.98

5.95

6.10

TEACCH (n = 15)

6.11

6.48

6.09

6.12

‘‘BOTH’’ ABA and TEACCH (n = 37)

6.42

6.50

6.32

6.49

Group n’s = the number of respondents on the original survey; Item n’s = the number of intervention components within that category

The results of these analyses indicate few statistically
significant effects based on the variables analyzed.
Teachers who teach a mix of students including autism as
well as other exceptionality categories tended to rate the
TEACCH items higher. Respondents who reported lower
levels of autism training generally rated the ABA items
lower; similarly, persons with less self-reported knowledge
of autism rated ABA interventions as less socially valid.
Neither one’s source of training nor participation in formal
training in ABA and/or TEACCH had a significant impact
on social validity ratings. The severity and functioning
levels of the respondents’ children with autism also had no
significant effect on ratings. Detailed results of the statistical analyses are found in Table 4.

Expert Validation Results
Figure 1 depicts agreement outcomes of the expert validation process, by model. Each data point represents the
number of expert validators, out of a total of eight experts
for each model, who agreed with our categorization of
individual survey items (as ABA, TEACCH or BOTH).
‘‘Yes’’ items refer to intervention component descriptions
that we scored on the master list (i.e., the original social
validation survey) as being representative of the respective
model. For example, ABA data point 11 represents
agreement with the master list on survey question 40,
Instructional programming that targets all affected areas
of development…, an item we categorized as representative

123

82

J Autism Dev Disord (2010) 40:74–88

Table 3 Number and percentage of ABA, TEACCH, and ‘‘BOTH’’ ABA and TEACCH intervention components within the IDEAL Model
functional categories
Individualized
programming
(n = 16)
Applied Behavior Analysis (ABA) (n = 19)
TEACCH (n = 15)
‘‘BOTH’’ ABA and TEACCH (n = 37)

1 (6.25%)
1 (6.25%)
10 (62.5%)

Data collection
(n = 8)

Empirically based
strategies (n = 38)

Active
collaboration
(n = 15)

Long-term
outcomes focus
(n = 7)

3 (37.5%)

15 (39.5%)

0

0

0
4 (50.0%)

7 (18.4%)

5 (33.3%)

2 (28.6%)

13 (34.2%)

6 (40.0%)

4 (57.1%)

IDEAL functional category n’s = the number of intervention components from the the original survey in each category; Item n’s = the number
of intervention components

of ABA. Only five of eight ABA experts agreed with this
categorization. Interestingly, only three of eight ABA
experts agreed with our assigned category on survey
question 5 (data point 71), Use of punishment or aversive
stimuli in order to decrease inappropriate behaviors, an
item we categorized as representative of the ABA model.
‘‘No’’ items on Fig. 1 refer to interventions we categorized as not representing the specific model. For example,
on TEACCH data point 48 (survey question 6), Use of
students’ preferences and/or obsessive interests as reinforcers…, the majority of TEACCH experts (7/8) disagreed with our categorization that this item was NOT a
defining feature of the TEACCH model. Instead they
marked this item as representing the TEACCH approach.
On the BOTH chart, data points 13 and 60 represent survey
questions 55, Ongoing data collection…, and 22, Systematic use of prompts…, items we categorized as not representative of both models. Agreement was zero for each of
these items, indicating that all eight expert validators with
certified training in ABA and TEACCH viewed these items
as being a defining intervention component of both models.
Experts from all models (ABA, TEACCH, and BOTH)
were more inclined to respond ‘‘Yes’’ to any given item
than ‘‘No’’ (with the exception of item 71, question 5:
Punishment). This trend is clearly seen by the concentration of (o) symbols near the top of each chart. This tendency was most pronounced with ABA experts and least
pronounced with experts having training in both models.
However, expert validators in the BOTH group were more
likely to agree with ‘‘Yes’’ items that received high social
validation scores, indicated by the decreasing trend in
‘‘Yes’’ responses.

Discussion
The purpose of this study was to investigate the social
validity of evidence-based practices common within the
ABA and TEACCH comprehensive treatment models
(CTMs) for students with autism spectrum disorders. Our
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results indicate that the teachers, parents, and administrators in our sample showed no clear preference for the
interventions associated with either the ABA model or the
TEACCH model, when only the unaffiliated intervention
components making up these models were rated. Significantly, however, the autism treatment components that
were determined to be inherent within both the ABA and
TEACCH approaches were rated as more socially valid
than either approach alone.
Despite claims that certain CTMs offer the only effective treatments for students on the autism spectrum, our
results suggest that the most important consumers of such
treatments (special educators, parents, and administrators)
favor using a combination of interventions. We believe that
this finding has significant implications for developing and
implementing valid, effective comprehensive treatment
programs for serving students and children with autism
spectrum disorders.
A preliminary analysis of the interventions representing
both models (our ‘‘Both ABA and TEACCH’’ category)
demonstrates a balanced variety of recommended activities
including both general best practices (e.g., ensuring
teachers are knowledgeable, experienced, and qualified in
autism) as well as very specific curricula, materials, and
techniques (e.g., the use of specialized strategies to teach
social skills). The effective implementation of these items,
in concert with specific ABA or TEACCH components
(based on the skills, experiences, and desires of the parents
and professionals implementing them), would arguably
result in the most effective outcomes possible. More
analyses of these items is warranted, including an assessment of other potentially relevant components of comprehensive classroom or home programs that may not have
been identified in our original review. Quality of life
indicators, for example, might include important intervention factors that are not well represented in the original
list of IDEAL interventions.
In any case, these results suggest that neither of the most
popular autism program models is dominant in terms of its
social acceptability. These social validity data add to the

Statistical test
Multivariate analysis of
variance (MANOVA)

MANOVA

4 9 5 Between-Subjects
MANOVA

4 9 5 Between-Subjects
MANOVA

4 9 8 Between-Subjects
MANOVA

Independent variable (IV)

Respondent Groups: Teachers Autism (n = 18),
Teachers Various (n = 36), Administrators
(n = 16), Parents (n = 95)

Respondent Groups: Combined Teachers
(n = 54), Administrators (n = 16), Parents
(n = 95)

Self-reported Level of Autism Training: Expert
Training, Significant Training, Some Training,
Very Little Training, Almost No Training;
Respondent Groups: Teachers Autism
(n = 18), Teachers Various (n = 36),
Administrators (n = 16), Parents (n = 95)

Self-reported Level of Autism Knowledge:
Expert or Extensive Knowledge, Significant
Knowledge, Some Knowledge, Very Little
Knowledge, Almost No Knowledge;
Respondent Groups: Same as Above

Source of Autism Training: Seminar by School
District, Seminar by Other, Conferences,
College/University Courses, Books/Journals,
Internet, First-hand Experiences, Other;
Respondent Groups: Same as Above

Results of Wilks’ k showed that the combined DVs were not affected by respondent groups, F(9,
228) = .99, p [ .05, g2 = .03, nor by primary sources of training information in autism, F(21,
270) = 1.04, p [ .05, g2 = .07, nor by their interaction, F(45, 280) = .96, p [ .05, g2 = .13

With the use of Wilks’ criterion, the combined DVs were significantly affected by the respondent groups,
F(9, 357) = 2.18, p \ .05, and by the respondents’ levels of autism training, F(12, 389) = 3.40,
p \ .001. There was a moderately weak association between the respondent groups and the combined
DVs, g2 = .04. The correlation between the levels of autism training and the combined DVs was
slightly stronger, g2 = .08. The interaction of IVs had no effect on the combined DVs, F(18,
416) = .83, p [ .05. In addition, the Univariate F test showed that ABA had a unique contribution in
predicting the differences among respondents with different levels of autism training, F(4,
149) = 6.171, p \ .001. The association between ABA and levels of autism training was substantial,
g2 = .14. That is, respondents with very little training in autism seemed to have responded significantly
lower to ABA items than did all others with various levels of autism training. Multivariate differences
were negated when the three DVs were considered separately, instead of jointly, in predicting
differences among respondent groups
The combined DVs were significantly affected by the respondent groups, F(9, 357) = 2.27, p \ .05, but
not by the respondents’ levels of autism knowledge, F(12, 389) = 1.54, p [ .05 and the interaction of
IVs, F(18, 416) = 1.30, p [ .05. The association between the respondent groups and the combined
DVs, g2 = .04. The correlation between the levels of autism knowledge and the combined DVs was
similar. The Univariate F test found the same result that TEACCH contributed significantly in
predicting the differences among respondent groups, F(3,149) = 2.85, p \ .05, g2 = .05. Responses to
BOTH items were affected by people with different levels of autism knowledge, F(4, 149) = 2.78,
p \ .05, g2 = .07, and by the interaction of IVs, F(6, 149) = 2.72, p \ .05, g2 = .10. In this case,
persons with limited knowledge of autism had the lowest mean ratings on the ABA items.
Unfortunately, follow-up tests to detect pairwise differences failed to demonstrate any significant
differences due to the extremely small sample sizes within these respondent groups

With the use of Wilks’ criterion, the combined DVs were significantly affected by the respondent groups,
F(6, 320) = 2.66, p \ .05. The results reflected a moderately weak association between the respondent
group and the combined DVs, g2 = .05. A unique contribution to predicting differences among the
respondent groups was again made by TEACCH, F(2, 162) = 3.42, p \ .05, g2 = .04. However, post
hoc pairwise comparisons failed to detect any significant group differences. Unequal group sizes might
result in this inconsistency

Using Wilks’ criterion, the combined DVs* were significantly affected by respondent group membership,
F(9, 387) = 2.74, p \ .01. The results reflected a moderate associate between the respondent group and
the combined DVs, g2 = .07. A unique contribution to predicting differences among the respondent
groups was made by TEACCH, F(3, 161) = 3.872, p \ .05, g2 = .07. Post hoc pairwise comparisons
showed that the Teachers Various group responded to the TEACCH items differently than did the
Administrators and Parents. Note: due to unequal group sizes, harmonic group sizes were used in the
multiple comparisons and the interpretations for these models might be liberal

Results and conclusion

Table 4 Summary of statistical analyses of the impact of demographic variables on social validity ratings
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4 9 5 Between-Subjects
MANOVA
Level of Severity of Children with Autism: Very
Mild, Mild, Moderate, Severe, Very Severe;
Respondent Groups: Same as Above

* For all statistical analyses the Dependent Variables were the intervention item categories of ABA, TEACCH, and BOTH

4 9 5 Between-Subjects
MANOVA
Level of Functioning of Children with Autism:
Very Low, Low, Moderate, High, Very High;
Respondent Groups: Same as Above

No statistically significant results were found. The combined DVs were not affected by either respondent
groups, F(9, 314) = 1.83, p [ .05, or the levels of severity, F(12, 341) = 1.04, p [ .05, or by their
interaction, F(15, 356) = 1.29, p [ .05

According to Wilks’ criterion, the combined DVs were not affected by respondent groups, F(9,
155) = 1.28, p [ .05, nor by levels of combined training, F(3, 64) = .45, p [ .05, nor by their
interaction, F(9, 155) = .67, p [ .05
4 9 2 Between-Subjects
MANOVA
Formal Training in ABA and TEACCH, No
Formal Training in ABA or TEACCH;
Respondent Groups: Same as Above
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Results showed that the combined DVs were affected by respondent groups, F(9, 309) = 1.96, p \ .05,
g2 = .04, but not affected by the levels of functioning, F(12, 336) = 1.13, p [ .05, nor by their
interaction, F(24, 368) = 1.42, p [ .05

Results showed that the combined DVs were affected by respondent groups, F(9, 367) = 2.70, p \ .01,
g2 = .05, but not by formal training in TEACCH, F(6, 302) = 1.76, p [ .05, g2 = .03, nor by their
interaction, F(9, 367) = 1.45, p [ .05. Similarly, as noted earlier, univariate F tests showed that only
TEACCH was a significantly important variable in detecting differences among respondent groups
4 9 2 Between-Subjects
MANOVA
Formal TEACCH Training: Yes or No;
Respondent Groups: Same as Above

Results showed that the combined DVs were affected by respondent groups, F(9, 374) = 3.12, p [ .01,
g2 = .06, and by formal training in ABA, F(3, 154) = 3.26, p [ .05, g2 = .06, but not by their
interaction, F(9, 374) = 1.31, p [ .05, g2 = .03. However, Univariate F tests failed to find any
significant contribution of a single DV in predicting the differences among respondents
4 9 2 Between-Subjects
MANOVA

Results and conclusion

Formal ABA Training: Yes or No; Respondent
Groups: Same as Above

Table 4 continued

research findings investigating the empirical validation of
the major autism intervention programs, in which some
researchers have concluded ‘‘there are no robust data
favoring one approach over the others’’ (Francis 2005, p.
493), as well as researchers reporting that the effectiveness
and quality of evidence for the currently available autism
treatments have not yet been conclusively demonstrated
(Gresham et al. 1999; Reichow et al. 2008; Rogers 1998).
To this end, Odom et al. (2003) have proposed that autism
researchers should focus on developing quality indicators
for evaluating the effectiveness of evidence-based
practices.
Important questions are raised in forwarding this conclusion. First, researchers in the field of autism must
carefully define what is meant by comprehensive evidencebased programming. For example, the IDEAL Model
providing the theoretical foundation for this study defines
comprehensiveness as including five functional areas that
cover a broad array of activities school-based multidisciplinary teams must implement effectively, ostensibly, to
ensure successful school and life outcomes. These functional areas include critically important research-demonstrated actions that occur throughout the special education
process (that is, from initial assessment and evaluation
through post-public school transitions). It is important to
note that the IDEAL Model conceptualization, although
aligned with the NRC (2001) definition of comprehensive
approaches, is still in development and its efficacy on
student outcomes has not yet been empirically established.
An alternative definition within the field of Positive
Behavior Support (PBS) considers an intervention to be
comprehensive ‘‘when it (a) addresses all problem behaviors performed by an individual; (b) is driven by the
functional assessment; (c) is applied throughout the day;
(d) blends multiple intervention procedures (change in
structure, instruction, consequences); and (e) incorporates
procedures that are consistent with the values, skills, and
resources of the implementers’’ (Horner and Carr 1997, p.
94). Undoubtedly, many other definitions of comprehensive programming exist.
Our results indicate that based on some of these conceptualizations it may be questionable whether ABA or
TEACCH can justify their reputations as true CTMs for
children with autism, as both models appear to have significant gaps in providing key treatment aspects of
hypothesized high quality public school programs. We
believe an analysis of many, if not all, of the existing
treatment models would likely illuminate similar treatment
gaps. Thus, we recommend a renewed research focus on
defining what is meant by comprehensiveness in public
school autism programming and studying how the components of comprehensive treatment programs impact key
outcome factors.

Statistical test
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Independent variable (IV)
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Fig. 1 Number of expert validators (ABA top panel, TEACCH center panel, or BOTH lower panel) that agreed with authors’ categorization of
survey items, by item number
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Fortunately, some researchers are currently investigating
components of CTMs and their relationship to effective
outcomes. These studies have focused on research-oriented
aspects of autism treatment models that will hopefully
allow for their systematic replication and evaluation (e.g.,
Odom et al. 2008; Smith et al. 2007; Wilczynski 2007). For
example, Odom et al. (2008) have evaluated comprehensive treatment programs in terms of their operationalization, treatment fidelity, replicability, and peer reviewed
evidence of outcomes. We believe that this and similar
approaches will add much to the autism literature. For now,
though, a key conclusion is that designating any autism
treatment model as ‘‘comprehensive’’ should only occur
after a process of objective empirical validation and only
by the consensus of experts and informed consumers within
the field at-large, rather than by the developers and advocates of the programs. At a minimum, any public school
treatment model labeled ‘‘comprehensive’’ should be
required to demonstrate that the components which make it
up are evidence-based, address the full spectrum of students’ deficits and educational needs, and that they are
effective on a wide array of outcomes for students and
children with autism.
Defining comprehensive autism programming will also
necessarily result in addressing the troubling and troublesome issue of what is meant by ‘‘eclectic’’ programming in
autism. Within the current debates about the efficacy of
ABA compared to other treatments, the word eclectic is
being used in different ways by researchers and authors
(e.g., Howard et al. 2005), perhaps adding unnecessarily to
the confusion of teachers, parents and other consumers.
Some, for example, use the word pejoratively or in a way
that appears to diminish the value of individualized programming, a cornerstone of special education (e.g., Eldevic
et al. 2006). Given the spectrum nature of autism and the
emerging consensus that no single treatment works for all
children with ASD such a philosophy seems questionable
and unreasonably restrictive. The opposing view that
‘‘perhaps a complement of eclectic strategies is necessary
to meet the complex challenges and spectrum of characteristics associated with autism’’ (Schoen 2003, p. 129)
appears to us to be more in line with traditional special
educational philosophies and practices. Lord et al. (2005)
also address this key point and conclude that the main
issues of eclecticism may be pragmatic. ‘‘Questions continue to emerge as to whether individual communities
should endorse and fund one model, an array of models, or
work primarily to embed effective practices into existing
programs. While selecting from many resources implies a
wealth of opportunities to individualize, one concern is that
many providers engage in eclectic practices for which there
has not been systematic planning or research.’’ (p. 704).
The compelling question, in any case, might be, does not
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true comprehensiveness require some level of eclecticism?
We believe this issue should be resolved systematically,
empirically, and amicably.
Finally, our findings, especially the somewhat perplexing expert validation results, suggest that critically important issues related to training and treatment fidelity, as well
as program evaluation processes in autism, must be
immediately addressed. Smith et al. (2007) similarly point
out the importance of ‘‘administering the [autism] intervention program, monitoring fidelity of implementation,
and evaluating outcomes,’’ (p. 355), tasks they acknowledge are expensive and complex, but necessary, if the field
is to continue to make significant gains. Likewise, Odom
et al. (2008) conclude that ‘‘a great need exists for efficacy
trials for most comprehensive treatment models [CTMs]’’
and that ‘‘some CTMs have a strong record of research on
focused interventions that are features of their comprehensive model’’ (poster presentation). Others (e.g., Arick
et al. 2005) have conducted preliminary outcomes studies
which have identified positive results in a variety of key
areas (e.g., social interaction, expressive speech, and use of
language concepts). But more is needed. Simply stated,
consumers of CTMs in autism desperately need to know
which specific components of the models work in public
school classrooms and/or homes, how and why they work,
and how they can evaluate exactly how well the interventions are working with their students or children. It appears
that neither ABA nor TEACCH by themselves have fully
addressed these needs, or, at least, effectively communicated research-based answers to consumers. We believe a
clear and universally accepted definition of what is a
comprehensive evidence-based autism treatment model is
needed in order to maximize the impact of this research on
children with autism and their families.
Our expert validation results illuminate another potential
focus area for future research. It must be noted that the
expert raters in this study represent disparate training and
certification experiences. Yet, the results of both groups
indicated a surprising level of variability in recognizing
what we identified as fundamental aspects of their
approach as it related to autism treatment. This raises
questions about the effectiveness and durability of autism
training and certification, and more ominously, perhaps, a
lack of complete understanding of the conceptual and
theoretical underpinnings of the models that parents,
teachers, and administrators adopt for their autism programming. More research in this area is warranted.
In conclusion, there is growing recognition in the field
that serious problems exist within the autism research and
literature base. The International Society for Autism
Research (INSAR 2008), for instance, has made a public
call for autism researchers to be ‘‘fair and balanced’’ (e.g.,
to avoid selective referencing and to include both

J Autism Dev Disord (2010) 40:74–88

supportive and contradictory citations within the text of
research publications). In addition, researchers and practitioners must return to the fundamental basics of any good
intervention research or training agenda. In order to
objectively identify evidence-based Comprehensive Treatment Models in autism, we must first define our terms.
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