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Adolescence is a difficult period of transition for most children, but for those with 

Asperger’s syndrome (AS), deficits in social competence often prevent them from 

procuring those social relationships that will help them secure lasting friendships, loving 

relationships with significant others, or profitable employment. These deficits in social 

functioning and interaction are central features of AS, so teaching adolescents with AS to 

respond and interact appropriately with their peers is a priority for the social health of 

these children. Social stories (SS) are visual supports that appear to be promising 

interventions for modifying behaviors and improving social skills in younger children 

with autism, but there is a significant lack of research involving adolescents, or those 

with AS.  

The purpose of this study was to assess the effectiveness of SS to teach social 

interaction skills to adolescents with AS. Four male adolescents participated in the study. 

Single subject methodology, with a multiple baseline across participants approach, was 
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used to evaluate intra-subject changes in targeted social behaviors. These targeted 

behaviors were operationally defined for study, and included interrupting and turn-taking. 

Data were coded daily and evaluated graphically via visual analysis in terms of a) the 

magnitude of the response of the dependent variable to the independent variable, b) the 

percentage of overlap, and c) the trend analysis. The number of visual, tactile, and verbal 

prompts needed to illicit the desired behaviors were also counted, with the number 

graphed for visual analysis. 

Graphic analysis of the data revealed that the SS intervention was effective in 

reducing the targeted behaviors for all of the participants once the intervention was 

introduced, with this reduction in behaviors maintained during the fading phase. 

However, these behaviors did not maintain at the one-month follow-up for two of the 

participants. 

Nursing needs to become more involved in the promotion, attainment, and 

maintenance of social health, encouraging the development of productive relationships 

and healthy self-esteems. Recommendations for future research include the inclusion of 

female participants, generalization probes, the use of self-management techniques to 

reinforce the impact of the social story, and the involvement of typically developed peers 

for practice and mentoring. 
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CHAPTER 1 
INTRODUCTION 

This is the first of five chapters; the historical background of Asperger’s 

syndrome (AS) will be summarized, and the epidemiology and co-morbidities of this 

disorder will be explicated. The significance and purpose of this study will then be 

delineated, and the chapter will be concluded by a discussion of the theoretical 

framework. 

The second chapter will review the origins of AS, and the recent literature 

pertaining to the more common interventions used to improve social skills for individuals 

with AS, and for the intervention of social stories (SS) specifically. The third chapter will 

describe the methodology of the study, while the fourth chapter will detail the results of 

the study. Lastly, the fifth chapter will provide a discussion of conclusions and 

limitations of the study, provide suggestions and directions for future research, and 

explicate implications for nursing practice. 

Historical Background of AS 

The Origins of Asperger’s Syndrome 

 Hans Asperger. Hans Asperger was a physician in Germany during World War 

II, specializing in pediatric psychiatry. He was drawn to those children, diagnosed 

previously with severely impaired personality disorders, who were considered difficult 

and withdrawn. He was interested particularly in the treatment they received within a 

therapeutic environment known as remedial pedagogy. This environment of psychiatric 

care for children was biologically based, and included a daily program of lessons and 
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play. Asperger began to observe the behaviors of a group of children who appeared to 

have similar traits, and concluded that they suffered from an inherited personality 

disorder that he termed autistic psychopathy (Frith, 1991).  

Asperger published these findings in his dissertation in 1944, but distribution into 

scientific journals was limited because of Nazi control. During the 1950’s and 1960’s, 

exposure was limited to clinical psychiatry in German and Dutch countries. By the 

1970’s, AS was a common diagnostic category used in the realm of psychiatry, but only 

within the United Kingdom and Europe (Wing, 1998).  

In North America, Kanner’s description of this disorder continued to be more 

commonly used. Asperger’s observation differed from Kanner’s in several ways, 

including more common motor deficits, less delay or no delay in the onset of speech, 

normal or high intelligence, a lag in diagnosis based on fewer eccentricities observed 

early in life, and a possible genetic link to fathers (Grossman, Klin, Carter, & Volkmar, 

2000).  

Introduction in North America. In 1981, Wing was successful in introducing the 

syndrome to the United States. She first used the term AS in a published document, in 

which she hypothesized that AS was a variant of autism. She based this assumption on a 

comparison of her 35 case studies of individuals with autistic spectrum disorders (ASD) 

with Asperger’s descriptions and case studies of his patients. She outlined the 

epidemiology, clinical features, differential diagnosis, and management of AS, intending 

to gain recognition for those individuals who did not fit Kanner’s description of autism. 

She listed six diagnostic criteria based on Asperger’s original work, including a) no delay 

in speech, but with odd content, and pedantic and stereotyped patterns; b) little facial 
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expression, monotone voice, and inappropriate gestures; c) inappropriate social 

interactions, no reciprocity, and a noticeable lack of empathy; d) resistance to change, 

with an enjoyment of recurring events and repetitive activities; e) clumsiness apparent in 

gross movements, odd posture, and gait, and, occasionally, poor motor coordination; and 

f) circumscribed special interests, but with good rote memory.  

Wing (1981) added to these criteria, based on her own research, and felt that 

language was developmentally normal in only half of the clients. Contrary to Asperger’s 

opinion that this disorder was rarely recognized before the age of three, Wing felt that the 

child may be perceived as odd, with deficits in joint attention, even as a toddler. She also 

observed that these children did not engage in creative, pretend play. She implied that the 

only difference in Kanner’s disorder and Asperger’s observations was in the degree of 

severity. Within the research and clinical environments, interest in AS began to increase 

after Wing emphasized the relevance of AS to adult psychiatry (Jordan, 1999).  

For the rest of the 1980’s, there was discussion among scientists about the need to 

differentiate AS from other ASD, especially high functioning autism (HFA), as there was 

a difference in opinions as to whether this differentiation would aid in the resolution of 

diagnosis and manifestations related to autism in general (Grossman et al., 2000). 

However, by the end of the decade, Wing’s criteria for the diagnosis of AS were followed 

closely by clinicians and researchers, with most of the research still conducted in the 

United Kingdom (Jordan, 1999).   

In 1986, Kerbeshian and Burd defined AS by five categories of diagnostic criteria 

that coordinated with Wing’s criteria, with the exception of resistance to change, which 

they combined with circumscribed interests. Tantham (1988a; 1988b) published his study 
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of adults with AS, reinforcing Kerbeshian and Burd’s concepts and criteria. However, in 

1989, Gillberg revealed his diagnostic criteria for AS, and added an additional category, 

that of a life long circumscribed interest that encompasses the individual’s life. In 1991, 

when Frith included a translation of Asperger’s paper in her book, Autism and Asperger 

Syndrome, it became apparent that the characteristics of those individuals described by 

Asperger demonstrated at least six criteria for autism (Miller & Ozonoff, 1997).  

Diagnostic criteria. Diagnostic criteria for AS appeared initially in 1993, in the 

International Classification of Diseases, 10th edition ([ICD-10]; World Health 

Organization [WHO]), and then again in 1994 in the Diagnostic and Statistical Manual of 

Mental Health, 4th edition ([DSM-IV]; American Psychiatric Association [APA]). The 

current criteria includes (a) a disturbance that causes significant impairment in social and 

occupational areas, as well as in other important areas of development; (b) no significant 

general delay in language development, which is defined additionally as single use of 

words by two years of age, and the use of communicative phrases by three years of age; 

and (c) no significant delay in cognitive development or in the development of age-

appropriate self-help skills, adaptive behaviors (other than social interaction), and 

childhood curiosity about the environment.  

The individual must also meet two of the criteria within the category of qualitative 

impairment in social interaction. These include marked impairment in the use of multiple 

nonverbal behaviors, failure to develop peer relationships that are developmentally 

appropriate, failure to seek comfort and affection from personal and intimate contacts, a 

lack of spontaneous social or emotion interaction with others, and a lack of social or 

emotional reciprocity. Additionally, the individual must manifest at least one criterion 
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within the grouping of restrictive repetitive and stereotyped patterns of behavior, 

interests, and activities. Included in this category are a) an abnormally intensive 

preoccupation with one or more stereotypical, restricted patterns of interest; b) 

stereotypical, repetitive motor movements; c) inflexibility with rituals and routines; and 

d) persistent preoccupation with parts of an object. The possible presence of delayed 

motor milestones or motor clumsiness is mentioned, but the absence of these 

characteristics does not prevent the diagnosis of AS (APA, 1994). 

Epidemiology. There continues to be uncertainty about whether the actual 

incidence of autism is increasing, or if there are additional factors that need to be 

considered. According to Fombonne (2003), “the upward trend in rates of prevalence 

cannot be directly attributed to an increase in the incidence of the disorder” (p. 376). The 

increase in cases reported may be due to better recording arrangements, the increased 

recognition of those individuals with HFA and AS, the increased number of professionals 

trained to recognize the disorder, or a combination of these factors (Jordan, 1999; Klin & 

Volkmar, 2000; Rutter, 2005; Taylor et al., 1999; Wing, 2005).  

The rate of occurrence is also of question, as the literature differs considerably. The 

most recent estimate is that AS occurs with a prevalence of 2.5 per 10,000 births 

(Fombonne, 2003). Again, however, this estimate is greatly dependent on “definitional 

research” (Klin & Volkmar, 2000, p. 62), and is but a guess. The vast range of discretion 

when diagnosing the disorder can inflate the numbers when other disorders have yet to be 

discarded. Although most caregivers recognized that something was wrong by age 

eighteen months, obtaining the diagnosis of autism is sometimes not accomplished for 

two to three years after symptoms first appeared (Fombonne, 2003). For those children 
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with AS, the delay until correct diagnosis may be even longer, since the social symptoms 

may not be apparent until late childhood or early adolescence. Up until that time, more 

effort is usually spent diagnosing the co-morbidities that often accompany AS. This is 

especially true for those psychiatric symptoms, such as obsessive-compulsive disorder 

(OCD), that interfere with activities of daily living (Jones, 2000).   

The role of genetic factors has been correlated with the incidence of autism, HFA, 

and AS (Ghaziuddin, 2005; Gillberg & Cederlund, 2005; Hallmayer et al., 2002). When 

the families of individuals with ASD and other PDD were investigated, researchers found 

that similar (but milder) symptoms of social difficulties (Ghaziuddin, 2005; Gillberg & 

Cederlund, 2005; Volkmar, Klin, & Pauls, 1998) and language impairment (Landa, 

Piven, Wzorek, Gayle, Chase, & Folstein, 1992) existed in many of the first and second-

degree relatives. When these symptoms were examined more closely, the researchers 

concluded that this clustering of related symptoms in families was a variation of many of 

the autistic symptoms, with varying degrees of affliction, and did not represent any 

specific diagnosis (Tuff, Szatmari, Jones, Bryson, Mahoney, & Bartolucci, 1999). 

Although past studies suggested that the process of twinning was itself a risk factor for 

the development of autism (Cohen et al., 2005; Betancur, Leboyer, & Gillberg, 2002; 

Greenberg, Hodge, Sowinski, & Nicoll, 2002), population-based studies found only a 

slight to moderate increase in the rate of autism in twins (Croen, Grether, & Selvin, 2002; 

Hallmayer et al., 2002; Ho, Todd, & Constantino, 2005; Hultman, Sparen, & Cnattingius, 

2002). Researchers suggested that the proportion of affected twin pairs was dependent on 

“population based parameters, including twinning rates, family size, sibling recurrence 
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rate, and concordance rates…and a realistic number…could only be achieved through 

systematic ascertainment” (Hallmayer et al., 2002, p. 945).   

The difference in rates among genders has puzzled researchers for some time. 

While the ratio of male to female is almost identical for those individuals with severe 

mentally retarded forms of autism, it was thought that in HFA and AS, males 

outnumbered females by large numbers, sometimes as much as ten males to one female. 

While it is true that AS appears to be more prominent in males, the best guess at this time 

is that the ratio is closer to 4.3:1 (Fombonne, 2003).  

Comorbidities. Asperger’s syndrome rarely presents in the purest of forms. It is 

often difficult to distinguish between a primary symptom and a symptom of co-

morbidity. There have been problems over the years with the proposing of different 

diagnostic concepts, many of which have similar complex presentations, such as 

semantic-pragmatic disorder (Bishop, 1989; Lister-Brooks & Bowler, 1992; Rapin, 1996; 

Rapin & Allen, 1983), right-hemisphere dysfunction syndrome (Deb, Ellis, Ellis, & 

Fraser, 1994; McKelvey, Lambert, Mottron, & Shevell, 1995), schizoid personality of 

childhood (Baltaxe & Simmons, 1992; Tantham, 1988b; Wolff, 1995; 1998), nonverbal 

learning disorders (Harnadek & Rourke, 1994), and HFA (Frith, 1991; Szatmari, 1998). 

Jones (2000) raises the issue that ASD may be the “final common pathway of 

several…different pathologies…. describing different pathological processes that may 

merely have common symptoms” (p. 34).  

Specific Social Impairments of AS 

Asperger’s syndrome is a disorder of social skill impairment, “a serious and 

neurodevelopmental disorder which is presently defined by social deficits …and 

restricted interests … and…relative preservation of language and cognitive abilities” 
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(Klin & Volkmar, 2000, p. 25). One of the most perplexing features of individuals with 

AS is their inability to understand the concept of friendship. Although the individual with 

AS may attempt to make contact with others, the interaction may be one sided or 

inappropriate, with the nature of the contact not reflective of the quality of verbal and 

nonverbal responses that may have come from the other person. The adolescent with AS 

may not be able to understand the implied innuendos within a conversation and may 

misinterpret social cues (Klin & Volkmar, 2000; Simpson & Myles, 1998; Wing, 2005). 

Adolescents with AS either lack the necessary skills to interact effectively, or 

have the skills, but do not know how to utilize them appropriately (Bellini, 2002). They 

tend to be extremely literal in their interpretation of verbal conversation, and may not be 

able to understand non-verbal gestures, or implied suggestions such as irony or sarcasm. 

They also have deficits in recognizing emotional states, and may have difficulty 

interpreting the meaning of facial expressions in others (Kikuchi & Koga, 2003).  

Most of the individuals diagnosed with AS have an unusual, intense, and 

restricted area of interest. The child with AS may demonstrate the memorization of a 

large quantity of facts and detailed information about one specific topic, which may be 

initially explained as an intense hobby. This topic of restricted interest may be age 

appropriate when the child is first diagnosed, but they continue to perseverate on that 

specific topic for an unexplainable and inappropriately lengthy duration, which may be 

years. As they grow older, their peers may consider this topic insignificant, but the 

individual with AS will continue to discuss this topic without regard to others’ interests 

(Landa, 2000).  
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Adolescents with AS may also demonstrate little conceptual understanding of the 

art of social conversation. Instead of telling a story or having a goal directed 

conversation, the individual with AS may have a one way conversation, which tends to be 

a monologue of reciting a series of detailed facts (Landa, 2000). The individual with AS 

will often dominate the conversation until told that the topic may no longer be discussed; 

even after being told to not discuss the topic any further, the adolescent with AS will 

usually be unable to stop the perseveration. The inability to reciprocate socially often 

leads to a traumatized self-image and social rejection (Frith, 1991).  

The consequences of rejection can take many forms, including aberrant and 

inappropriate behaviors such as exaggerated emotional responses, odd and unusual 

behaviors such as stereotypy, or regressive behaviors such as socially immature reactions. 

The adolescent may decide to withdraw, spending more time alone, compiling problems 

with restricted interests and perseveration (Hwang & Hughes, 2000). These changes in 

behaviors may become more noticeable as the child approaches mid-adolescence, when 

socially appropriate behaviors are required for acceptance by their peers. Because of this, 

adolescents with AS may develop depression, self-neglect, self-abuse, drug and alcohol 

abuse, or suicidal ideations (Ghazuiddin, Ghazuiddin, & Greden, 2002; Ghazuiddin, 

King, Naylor, & Ghazuiddin, 2000; Hardan & Sahl, 1999). For other adolescents with 

AS, a pattern of absorption in solitary activities and hobbies can occur, which is often 

difficult to change or eliminate (Bellini, 2002).  

Significance of the Study 

Adolescence is a difficult period of transition for most children, but for those 

children with AS, this period can be extremely traumatic. Societal mores dictate that the 

expected outcome of this transition is that the individual will become a functional part of 
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society, but deficits in social competence often prevent those adolescents with AS from 

securing the relationships that precipitate lasting friendships, loving relationships with 

significant others, or profitable employment. These deficits in social functioning and 

social interaction are central features of AS, and are well documented in the literature 

(Klin, Volkmar, & Sparrow 2000; Wing, 2005).  

It is among their peers that adolescents are likely to find their spouses, friends, and 

work colleagues; learning to interact socially with these groups is essential for living 

successfully as an adult. Peer activities provide a forum for developing socially 

acceptable behaviors and socially gratifying relationships. The arena of the close-knit 

peer group provides an opportunity for individuals to “find themselves”, therefore 

developing their own sense of identity. It is in comparison with others of similar age and 

background that adolescents gain a sense of their individual qualities (Head, 2002). For 

adolescents with AS, being accepted as part of that group is not easy, as their odd and 

eccentric behaviors often make them conspicuously different, and contribute to being 

shunned by their peers.  

Once excluded from the social environments of their peer groups, even the 

hardiest of adolescents with AS will begin to avoid most social opportunities, thus 

eliminating many social situations in which they could learn appropriate social behaviors 

and practice newly acquired social skills. However, adolescents with AS want to be 

involved in successful personal relationships, interact verbally and non-verbally with 

others, and reciprocate appropriately. Motivation to make friends is not the problem. 

Individuals with AS usually realize that they are not like their peers; although they may 

have the ability to recognize this difference, it is often more difficult for them to 
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understand why they are different and what specific behaviors are inappropriate. They are 

highly receptive to any intervention that may give them the framework for enjoyable 

social interactions (Head, 2002). 

Teaching adolescents with AS to respond and interact appropriately with their 

peers is a priority for their social health. Because the most apparent social deficits of an 

individual with AS include difficulties with social relationships (Jones, 2000; Klin & 

Volkmar, 2000; Szatmari, Bryson, Streiner, Wilson, Archer, & Ryerse, 2000), the 

attainment of personally significant social relationships becomes the goal of treatment. It 

is not only imperative to determine the specific social behaviors that are lacking, but to 

determine exactly which intervention will be the most beneficial for that individual. It is 

imperative that an intervention not only be effective for the short-term resolution of 

social behavior deficits, but also generalizes into other social situations and maintains 

over time. Only by assessing effectiveness over participants, settings, and behaviors will 

an intervention become accepted as appropriate. 

An intervention must be accessible for the student adolescent with AS during the 

school day with minimal disruption. An added bonus would be if the adolescent could 

use the intervention independently and unobtrusively. Unfortunately, when an 

intervention that meets the specific needs of the adolescent with AS is not available, 

many of these students leave the public school system for private schooling or home 

schooling, therefore limiting their access to social instruction through observing and 

modeling the socially acceptable behaviors of their peers. 

The intervention must also be understood and accessible to those who provide the 

care and support within the home. Caregivers of adolescents with AS are often the ones 
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who pick up the pieces of the adolescent’s shattered self-esteem, and deal with the 

aftermath of rejection. Caregivers, especially parents, know that their children have many 

wonderful qualities that are overshadowed by their lack of social abilities. The caregivers 

realize that the nature of the disability, specifically the lack of social aptitude, often 

precludes the child from establishing meaningful social relationships. This frustration is 

amplified when caregivers see their child fail miserably at socializing, especially when 

the child wants to make friends so desperately. Most caregivers want to help their 

children and need an intervention that is portable, can be situation specific, and can be 

easily developed and individualized for their child.  

In addition, adolescents with AS are “very literal, and tend not to comprehend 

aspects of social interaction that vary in meaning depending upon content,….are rule 

oriented, ….learn by rote basic social rules…but tend to apply the rules inflexibly…” 

(Siegel, 1996, p.113). For this reason, individuals with AS need direct instruction of 

social interaction skills, as they may not internalize the subtle instructions of methods 

used to teach non-autistic individuals (Bauminger, 2002). Many other interventions have 

been used to teach social skills to those individuals with autism. Of these, the use of SS 

has been a promising visual intervention that can be used to modify situation-specific 

behaviors and improve social skills.  

Social stories (Gray, 1998; Gray & Garand, 1993) have been used in studies with 

individuals with autism with promising results. However, there are only 24 studies to date 

that use SS as their intervention, and only two studies that include participant’s with AS. 

One of these studies deals with mealtime manners (Bledsoe, Myles, & Simpson, 2003), 

and the other addresses inappropriate behaviors that are making the participant late for 
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class (Rogers & Myles, 2001). This leaves a significant gap in the literature. 

Unfortunately, much more research and replication of studies is needed before SS can be 

accepted as beneficial and effective for the acquisition of social skills in the individual 

with AS.  

This study of the effects of individualized SS on specific targeted social behaviors 

in adolescents with AS will add to that slowly growing body of knowledge regarding 

appropriate and effective interventions that address the social behavior deficits of 

adolescents with AS. Once these interventions are identified, adolescents with AS can 

begin to develop those social behaviors that, with hard work, enhance social integration.  

Purpose of the Study 

Many interventions are being currently assessed for their effectiveness on social 

impairments in younger children with moderate autism, but few studies focus on what 

interventions would be beneficial for individuals with AS. Even fewer are focused on the 

specific interventions for adolescents with AS. These gaps in the literature need to be 

addressed so social impairment intervention programs can be individualized for those 

adolescents with AS. Therefore, the purpose of this study is to assess the effectiveness of 

SS for improving socially acceptable behaviors in adolescents with AS, using a single 

subject, multiple baseline design, replicated over participants. 

Theoretical Framework 

For the nursing community, the social health of individuals is dependent on 

progression through the normal growth and developmental stages, so the individual can 

mature and become socially competent. Those individuals with AS who fail to establish 

social relationships that support and sustain them find that they cannot cope in normal 

society, and have increased rates of unemployment, mental health problems, 
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dysfunctional family issues, and decreased rates of coping skills (Wing, 2005). Health 

care providers are responsible for gaining knowledge of evidence-based practices, so they 

can offer individualized, preventive interventions to their patients. By promoting 

preventive measures and effective interventions that will help to eliminate possible 

barriers to impaired social health, nurses become participants of multi-interventional 

teams who help individuals with AS attain proficiency in social skills that are required to 

become productive in society. These interventions should be introduced and evaluated 

within the framework of a nursing theory. 

Theories are the formulations that organize or interpret facts, and are important to 

the effective professional practice of nursing. Nursing theories provide the researcher 

with a framework in which to relate the science of nursing to the practice of nursing. The 

clinical practice of nursing requires the scientific development of theories on the part of 

the discipline. “The discipline, which is the body of knowledge, must not be confused 

with its associated practice realm, which embodies the processes of conducting research, 

giving service, and educating” (Nicoll, 1992, p. 213). In other words, the discipline of 

nursing drives the art of nursing science. According to Nicoll, the goal of nursing science 

is to foster self-caring behavior that leads to individual health and well-being. Inquiry 

into the characterization of health is the function of nursing science. However, nursing is 

not an independent practice. The quality of theories, the formulation of research designs, 

and validity of conclusions are all drawn from many other disciplines.  

Nursing has to be committed to the attainment and maintenance of health. Nursing 

theorists address health within the explanation of their theories, and define them 

according to their specific knowledge base. Imogene King (1981) defined health as “the 
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way individuals deal with the stresses of growth and development while functioning 

within the cultural pattern in which they were born and to which they attempt to 

conform” (p. 4). Health is important to all individuals, but sometimes factors arise that 

interfere with their activities of daily living and maintenance of independence. For 

adolescents with AS, social impairments interfere with their ability to maintain personal, 

social, and work relationships, and contribute to failure in maintaining social health.   

In 1981, King wrote, “through perceptions of the environment and through verbal 

and nonverbal communication, individuals engage in multiple interactions with family 

members and friends” (p. 1). For adolescents with AS, the inability to develop verbal and 

nonverbal communication skills is the most disabling characteristic (Klin & Volkmar, 

2000).  

According to King (1981), one of responsibilities of nursing is the “objective 

assessment of functional abilities and disabilities of individuals and groups and the 

purposeful planning of goal directed activities…” (p. 8). Nurses then become responsible 

for the discovery of interventions to assist in the social health of the individual. Not only 

is it nursing’s responsibility to assess and plan the interventions that promote the 

attainment of health goals, but to implement and evaluate them as well. 

The Theory of Goal Attainment, presented in 1981 by King, was developed from 

her conceptual framework of nursing first proposed in 1971. In her initial framework, she 

detailed the concept that human beings were open systems that interacted with the 

environment. The individual is a personal system, while small and large groups are 

interpersonal systems. If the interpersonal systems have common interests and goals, they 

are called social systems.  
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Communication is a process of these systems and is defined by King (1981) as the 

interchange of thought and opinions among individuals, and is influenced by the 

interrelationships of the systems and the individual’s goals, needs, and expectations. It is 

the means by which “social interaction and learning take place” (p. 62). Direct contact is 

satisfied by verbal communication, while “nonverbal communication includes gestures, 

facial expressions, actions, and postures of listening and feeling” (p.62).  

In open systems, there is continuous and dynamic communication that forms the 

basis for transactions. According to King (1981), transactions depend on perception, 

which is a central concept for the development of reality and form the basis of goal-

oriented actions. Transactions are cooperative, reciprocal, and goal oriented. 

“Transactions as processes of goal attainment in specific situations offer a dynamic area 

for the systemic study of role expectations and role performance…” (p. 83). 

King’s Theory of Goal Attainment (1981) will guide the investigative process for 

this study. This theory “provides the basic knowledge of nursing as a process of 

interactions that leads to transactions in nursing situations” (p. 177). By identifying the 

skill needed to facilitate interpersonal communication, an intervention can be evaluated 

within this framework. Adolescents with AS will need this intervention to improve their 

social skills and increase their chances of attaining stable social health. Those goals of 

health attainment are the measures by which the effectiveness of an intervention can be 

evaluated within the nursing process. 
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CHAPTER 2 
REVIEW OF THE LITERATURE 

Since the primary characteristics of Asperger’s syndrome (AS) involve qualitative 

and quantitative impairment of social interactions, this chapter is dedicated to reviewing 

the literature. Initially, the history of autism and the development of separate diagnostic 

criteria for AS will be reviewed. Those interventions used for the development of 

socialization skills will then be briefly described. Finally, those research studies related 

specifically to social stories (SS) will be critically examined and analyzed.  

Historical Overview: From Autism to Asperger’s Syndrome 

Autism 

Although the diagnosis of autism did not exist until Leo Kanner published his 

renowned paper in 1943 (Frith, 1991), it is apparent, from reviewing past literature, that 

there have always been individuals with autistic characteristics (Ssucharewa & Wolff, 

1996). Numerous characters in fiction and legends, from Sir Arthur Conan Doyle’s 

Sherlock Holmes to Charles Dickens’s Barnaby Rudge, are portrayed frequently as 

having behavioral traits that may be interpreted as autistic (Frith, 1989; Grove, 1988). 

Soon after Kanner (1943) introduced early infantile autism (as he labeled his disorder), 

researchers began to describe situations in which the participants demonstrated autistic 

tendencies (Mahler, 1952; Robinson & Vitale, 1954). Since that time, there have been 

multiple studies that have attempted to define autism along a continuum of these 

behavioral traits. This diversity of symptoms, with such a broad range of interpretation, 

has caused confusion and difficulty for clinicians when diagnosing those children with a 
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myriad of symptoms; diagnoses were often based on psychiatric symptoms (Wing, 2005; 

Wolff, 1995; 2000). 

Initially, autism was seen as a specifically defined disorder diagnosed by the 

existence of a triad of symptoms including: (a) impaired, deviant, and extremely delayed 

social development; (b) impaired and deviant language and communication (verbal and 

nonverbal); and (c) rigidity of thought and behavior, and impoverished social imagination 

with extreme delay or absence of ‘pretend play’ (Wing & Gould, 1979). However, 

according to Wing (1998), other characteristics were eventually defined, including 

“language delay and deviance, odd responses to sensory stimuli, clumsiness and 

peculiarities of posture and movement…disorders of eating, drinking, and sleeping…. 

and the possibility of superimposed psychiatric illnesses…” (p. 22). She also began to 

describe the distribution of these symptoms as existing along a spectrum, and in the early 

1980’s was the first to define this continuum as the Autistic Spectrum Disorders (ASD).  

Autistic Spectrum Disorders  

Classified as just one of several pervasive developmental disorders (PDD), ASD 

describes possible diagnostic categories along a vast spectrum for those children who do 

not exhibit sufficient criteria to be diagnosed as classically autistic (Szatmari, 1998). It is 

through evaluation of differences in developmental progress that the variants are 

identified. At one end of the spectrum are “retarded… persons who do not produce 

meaningful verbal or nonverbal communication. At the other extreme are high 

functioning persons who are socially awkward, articulate, and ‘related but odd,’ who may 

possess bright or even superior verbal and nonverbal intellect” (Towbin, 1997, p. 362).  

Unfortunately, there has been an enormous amount of clinical variation and 

inconsistency in the institution of these criteria in the research setting (Frith, 1991; 
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Rutter, 2005), leading to continued controversy among many professionals regarding the 

classification and diagnostic criteria of ASD (Jones, 2000; Wing, 1996; 1998; 2000; 

2005). Much of this controversy was dispelled with the inclusion of diagnostic 

evaluations, including the Autism Diagnostic Observation Schedule – Generic (Lord et 

al., 2000), the Autism Diagnostic Interview – Revised (Lord, Rutter, & Le Couteur, 1994; 

Volkmar, 2005), and the Autism Spectrum Screening Questionnaire (Ehlers, Gillberg, & 

Wing, 1999) Diagnostic evaluations specific for AS include the Asperger Syndrome 

Diagnostic Interview (Gillberg, Gillberg, Rastam, &Wentz, 2001), the Asperger 

Syndrome Diagnostic Scale (Myles, Bock, & Simpson, 2001), the Gilliam Asperger’s 

Disorder Scale (Gilliam, 2001), the Krug Asperger’s Disorder Index (Krug & Arick, 

2003), and the Childhood Asperger’s Screening Test (Scott, Baron-Cohen, Bolton, & 

Brayne, 2002). However, there continues to be discourse among researchers on the 

reliability and validity of diagnostic tools for AS, with questions about sensitivity and 

specificity of results (Campbell, 2005; Wing, 2005). 

Asperger’s Syndrome  

Although the diagnostic evaluation process works well for those children who have 

a moderate to severe form of autism (usually with low to moderate levels of mental 

retardation), it is much more difficult to diagnose those individuals who show atypical 

forms of the disorder. This narrower continuum of mild autistic symptoms and tendencies 

exists at one end of the autism spectrum. At the apex of this spectrum of PDD is AS, 

which is usually described as the highest-functioning form of autism. Although AS now 

appears as a separate entity in the International Classification of Diseases, 10th edition 

([ICD-10]; World Health Organization [WHO], 1993) and the Diagnostic and Statistical 

Manual of Mental Health, 4th edition ([DSM-IV]; American Psychiatric Association 
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[APA], 1994), the debate whether AS should be a separate diagnostic category is ongoing 

(Wing, 2000). However, in the last few years, the number of studies that focuses entirely 

on individuals with AS have increased significantly (Rogers, 2000). 

Overall, individuals with AS appear to have less general impairment, higher verbal 

intelligence scores, and a better ability to adapt to inclusive situations. In addition to 

different intellectual abilities, the major difference between classic autism and AS is the 

quality of social interaction, involvement in activities, and types of interests. While some 

individuals with AS display many autistic-like characteristics, other individuals do not 

present with any overt symptoms at all, with the exception of profoundly impaired social 

interaction skills. Above all, that social impairment is often the most disabling of all the 

characteristics of AS, impairing effective integration into society and the work 

environment, and relationships for companionship (Klin & Volkmar, 2000; Wing, 2000; 

2005). 

Although there are many studies involving general autism, there is relatively little 

published research about AS. While there are published studies before the publication of 

the ICD-10 (WHO, 1993) and DSM-IV (APA, 1994) diagnostic criteria, most of them 

used the terms AS and HFA synonymously, and focused on task performance (Ehlers & 

Gillberg, 1998). Unfortunately, for several reasons, the number of studies published to 

date, that are specific to interventions that improve the social behaviors of AS, is limited 

significantly in both quantity and scope, which, in turn, limits the depth of review. 

Interventions for Social Impairment 

Although there is no known cure, the trend for the treatment of the deficits seen in 

AS had been one of combined therapies, including pharmacological treatments, 

educational strategies, and behavioral interventions (Gray, 1998). Family and individual 



21 

 

psychotherapy, including counseling, had also been helpful in treating individuals with 

AS and was often an integral component of a more intensive behavioral treatment plan 

(Stoddart, 1999). 

In the last several decades, there have been many different theoretical approaches 

to the instruction of social skills for those individuals diagnosed with ASD (for summary 

of these theoretical approaches, see Horner, Carr, Strain, Todd, & Reed, 2002; Pelios & 

Lund, 2001; Weiss, Harris, & Gill-Weiss, 2001). Several studies have enumerated these 

historical approaches, and analyzed empirical studies that support one intervention over 

another (Goldstein, 2002; Greenway, 2000; Hwang & Hughes, 2000; McConnell, 

2002).Although varied, some of these approaches have had little empirical evidence to 

support their continuous use and have needed further investigation to provide validation 

and justification of their effectiveness. One of these approaches, still in need of evidence-

based practice guidelines, includes learning strategies instruction, such as the 

Interpersonal Problem Solving Model (Bauminger, 2002) and an adaptation of Teaching 

your Child the Language of Social Success (Barnhill, Cook, &  Tebbenkamp 2002). 

There have been many widely studied interventions that have been found to be 

effective, in varying degrees, on the acquisition of targeted social behaviors. Among 

these are peer modeling (Kamps et al., 2002; Morrison, Kamps, Garcia, & Parker, 2001), 

self-management techniques (Barry & Singer, 2001; Mancina, Tankersley, Kamps, 

Kravitz, & Parrett, 2000; Mithaug & Mithaug, 2003; Newman, Reinecke, & Meinberg, 

2000), and video instruction (Charlop-Christy & Daneshvar, 2003; D’Ateno, 

Mangiapanello, & Taylor, 2003; LeBlanc et al., 2003; Nikopoulos & Keenen, 2003; 

Schreibman, Whalen, & Stahmer, 2000; Sherer et al., 2001; Shipley-Benamou, Lutzker, 



22 

 

& Taubman, 2002; Wert & Neisworth, 2003). Games have also been invented or 

modified to help individuals with AS understand social concepts (Baker, 2000). 

The advancement of technology inevitably encourages the use of the computer to 

instruct individuals with AS. Not only is computer-assisted instruction used for academic 

instruction within the classroom, it is also being utilized to teach socially acceptable 

behaviors (Bernard-Opitz, Sriram, & Naakhoda-Sapuan, 2001; Bishop, 2003; Cobb et al., 

2002). One computer program is also used to teach recognition and prediction of 

emotions in others to individuals with ASD (Silver & Oakes, 2001). 

It is not surprising to find that those individuals that do not socialize effectively 

need multiple prompts to initiate or complete tasks. The use of prompts has been proven 

beneficial in the acquisition of many skills. For this reason, most interventions used with 

individuals with AS have used some form of a prompt as an intervention. The use of 

beepers as tactile prompts has been suggested as an alternative to the actual verbal and 

physical prompts that are utilized in most classrooms and homes, and have been shown to 

increase the student’s autonomy and can cue the student with a minimal amount of fuss 

(Shabani et al., 2002; Taylor & Levin, 1998).  

It has been suggested that individuals with AS learn better with visual prompts 

(Quill, 1997). These prompts have taken the shape of a power card (Keeling, Smith-

Myles, Gagnon, & Simpson, 2003) or thought bubbles (Wellman et al, 2002).  

Research has also provided encouraging results for the use of social scripts in 

facilitating the social initiations of individuals with AS. Social scripts are pre-determined, 

loosely constructed, role specific dialogue taught through modeling, prompting, and 

reinforcement. Social scripts are now successfully combined with other methods of social 
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skills instruction to promote conversational speech (Sarokoff, Taylor, & Paulson, 2001; 

Stevenson, Krantz, & McClannahan, 2000). Cue cards have also been used to prompt 

individuals with AS to respond to questions, but have only demonstrated effectiveness 

with students who read or have a preoccupation with words (Charlop-Christy & Kelson, 

2003).  

Finally, one of the most promising visual support interventions that has evolved 

recently is that of the SS (Del Valle, McEachern, & Chambers, 2001). Social stories have 

been used to teach specific tasks to individuals with ASD, including hand washing and 

on-task behaviors (Hagiwara & Myles, 1999), appropriate play choices (Barry & Burlew, 

2004; Delano, 2003), and increased social interactions (Feinberg, 2001; Pettigrew, 1998; 

Thiemann & Goldstein, 2001). There are also studies that have investigated the use of SS 

in the prevention of dysfunctional behaviors in general settings (Agosta, Graetz, 

Mastropieri, & Scruggs, 2004; Graetz, 2003; Haggerty, Black, & Smith, 2005; Kuoch & 

Mirenda, 2003; Kuttler, Myles, & Carlson, 1998; Lorimer, Simpson, Myles, & Ganz, 

2002; Romano, 2002; Scattone, Wilczynski, Edwards, & Rabian, 2002; Swaggert et al., 

1995), while other studies investigated the use SS in the elimination of dysfunction 

behaviors associated with mealtimes (Bledsoe, Myles, Simpson, 2003; Norris & Datillo, 

1999; Rogers & Myles, 2001; Rowe, 1999; Staley, 2001). One study improvised the 

concept of the SS by setting it to music (Brownell, 2002). They have also been used to 

decrease anxiety (Cullain, 2000), and introduce students to novel events (Ivey, Heflin, & 

Alberto, 2004).    
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Social Stories 

Studies using a Case Study Design 

Gray and Garand (1993) introduced the idea of SS in their now classic study. They 

delineated the original characteristics of this intervention and described the application of 

SS in four cases. The first was a 9-year old female who became upset when her brother 

was being picked up from school. She would “kick the dashboard, become verbally upset 

over the route her mother took to the school, become upset seeing the principal touch the 

children…strike out at her brother, remove her seat belt, and pinch and scratch her 

mother…” (p. 6). These behaviors improved significantly the first time a SS was used; 

the child required verbal cues when behaviors started to reappear, but her parents only 

had to re-read the SS occasionally. The second case involved a 6-year old, Max, who had 

two stories developed for him. The first was to help him adjust to the morning routine at 

school. He responded well from the very start, although the teachers were concerned 

because he failed to remove his hat. They soon realized that removing his hat was not 

part of his SS; once it was added, he began to comply. His parents requested that a SS be 

written to help Max reduce his aggressive behaviors towards his sister’s cat. Once the SS 

for this problem was instituted, Max no longer displayed aggressive behaviors towards 

the cat.  

Gray and Garand (1993) also described how SS were used to reverse self-abusive 

behaviors in a 7-year old female, who had her SS read to her initially and then had it 

whispered to her. She then started reading the SS to herself. Verbal cues were still 

needed, but she was directed to re-read her SS when her behaviors began to escalate. The 

authors concluded with a discussion of a high-school male who sang too loud in his choir. 

His SS directed him to sing just loud enough so he could hear the person beside him. He 
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demonstrated positive results as long as he read his SS everyday; if he forgot to read it, he 

again reverted to singing loudly. Once he restarted reading his SS, his singing volume 

decreased. Although Gray & Garand presented a thorough discussion of SS throughout 

their article, there were only brief explanations of the four cases, whereas more data 

would have strengthened their claims. 

Rowe (1999) also describes the use of a SS with only one participant, but fails to 

give any real data in her write-up of what seems to be an extremely brief case study. The 

participant is a second year pupil in a mainstream primary school, although the reader is 

confused as to what the exact age of the child might be. This student, diagnosed with AS, 

was distracted by visual stimuli and responded adversely to specific sounds; he refused to 

enter the lunchroom with his peers, and would scream and struggle if it was too noisy, or 

if his peers did not eat with their mouths closed. He was involved in the writing of his SS, 

and read it every day for six weeks. There was an almost immediate response to the 

intervention, so fading was begun at six weeks, and within 12 weeks the SS was no 

longer needed. Not only did the student respond well to the intervention, but he also was 

able to generalize it to assembly. 

Rogers and Myles (2001) used a variation of SS to help a 14-year old student with 

AS maintain behavioral control after lunch and during the transition to physical education 

(PE) class. Tom’s teachers noticed that his inappropriate behaviors escalated after lunch 

and continued into PE. He would make facial grimaces, exhibit hand flapping, and talk to 

himself. After lunch, he would go to his locker and pace back and forth in front of it, 

requiring multiple prompts to gather his materials and go to PE. Because of these 

behaviors, Tom was late for PE frequently. The resource room teacher decide to count the 
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number of verbal prompts required to make Tom adhere to his scheduled activates and to 

count the number of times he was tardy to PE. A SS was written that outlined what was 

happening at lunch and the steps that needed to be taken to get to PE on time. This SS 

was read to Tom before lunch every day for five days. On the tenth day, the SS were 

revised to elaborate on some of the lunch activities and transitioning to PE. On the 

twelfth day, comic strip conversations were introduced to illustrate the social problems 

Tom was having in the lunchroom. Because they were so effective in helping Tom 

understand some of the nuances of conversations in the lunchroom, he asked that the 

teacher make new comic strip conversations for other social situations he encountered at 

home and during the rest of the school day. Overall, Tom’s social behavior improved 

considerably, as did his ability to become more organized and to get to PE on time. 

During the first five days, when the first SS was being read, Tom required an average of 

13.75 verbal prompts to get to PE, but was not tardy at any time. After the second SS was 

introduced, Tom only required an average of 6.5 verbal prompts to get to PE, and, again, 

he was not tardy to PE during that time. After the comic strip conversation was drawn, 

Tom only required 3.0 verbal prompts to get to PE on time. 

Studies using an A-B Design 

The first study published that used SS as an intervention was done by Swaggert et 

al. (1995). Using an A-B approach, they evaluated the use of SS for behavior 

modification for three children in a self-contained classroom at a large state university 

medical center. The first child demonstrated inappropriate and aggressive behaviors, and 

the other two had trouble with sharing, parallel play, and aggressive behaviors. Once the 

SS intervention was introduced, these inappropriate behaviors were reduced. 

Unfortunately, as the researchers did admit, the study design was very loose, with no 
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evaluation of treatment reliability or interobserver agreement (IOA). It is unclear how 

effective the use of SS actually was, since other interventions, specifically verbal 

prompts, physical redirection, and a response-cost system, were also in use. 

Norris and Datillo (1999) also evaluated the effect of SS on one participant who 

demonstrated inappropriate behaviors at lunch, although this study was weakened with 

the use of an A-B design. Several individualized SS were written, addressing her 

inappropriate social interactions, as well as describing several alternative behaviors that 

would be considered appropriate. These stories were read to her in the hallway, just 

before going into the lunchroom. The researchers used interval recording to measure the 

frequency of appropriate and inappropriate behaviors, and the absence of social 

interactions. Although they reported that her inappropriate behaviors were reduced by 

50%, the response was delayed, and the SS did not have any effect on increasing 

appropriate social behaviors. There were several reasons why the researchers thought this 

happened. They had written several SS, all of which had dealt with three different ideas, 

instead of focusing on just one behavior at a time. Failure to understand and internalize 

that many concepts at one time might have confused the participant. The researchers also 

admit that, on more than one occasion, the researcher was in the lunchroom attending to 

the video camera, and may have distracted the student. They did not mention that the 

same researcher who had written and read the SS was also collecting and evaluating the 

data, and could have presented some bias in the interpretation of the data. In addition, as 

with Swaggert et al. (1995), treatment integrity and social validity were not addressed. 

An A-B design was also used by Haggerty et al. (2005) to assess the effectiveness 

of a SS on externalized maladaptive behaviors of Kirk, a 6 ½ -year old boy with a 
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possible learning disability. These behaviors appeared when Kirk became frustrated, and 

included kicking, screaming, head-banging, hitting, biting, pinching, and foot-stomping. 

The behaviors were extremely disruptive and interfered with Kirk’s ability to complete 

his schoolwork. Kirk’s SS was called his “calming book”, as it depicted replacement 

behaviors that Kirk could use when he felt frustrated. Kirk was encouraged to draw 

pictures of these replacement behaviors, and those pictures were incorporated into the SS 

itself. The SS was read by Kirk at school every day for four weeks, and read again to his 

mother in the evenings. After the SS had been in effect for two weeks, the teachers noted 

that Kirk appeared to be bored with the SS, so an apron storyboard was started to “boost 

Kirk’s efforts” (p. 43). The addition of the apron storybook did seem to renew Kirk’s 

interest in the SS and allowed him another avenue to discuss replacement behaviors that 

could be used when he was feeling frustrated. Kirk’s maladaptive behaviors did decrease 

in frequency by 60%, in duration by 79%, and in intensity by 82%. He also spent more 

time in the classroom, as visits to the office and the counselor decreased, as did time he 

was spending in in-school suspension. Unfortunately, lack of experimental control limits 

the application of these results. Although social validity was discussed, treatment 

integrity and IOA was not. Generalization is also limited, in that only one student 

participated in the study. Maintenance probes would have also improved the validity of 

the study.  

Studies using a Reversal or Withdrawal Design 

Using an A-B-A-B design, Kuttler et al. (1998) evaluated the use of SS on pre-

tantrum behavior in a 12-year male with autism, Fragile X syndrome, and intermittent 

explosive disorder. The child had difficulty controlling himself with unexpected 

transitions, wait time, and free time. After trying classroom and individual picture 
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activity schedules, reinforcements, sticker charts, point charts, and token systems, one SS 

was written about working in the classroom in the morning and one was written about 

behaving at lunchtime. These SS were read just before the event, and he was allowed to 

carry the SS with him into the setting. Using an event recording system, the mean number 

of tantrums during the initial baseline was 15.6 (range 10-19) during work and 11.6 

(mean 4-20) at lunch. After the SS were introduced, he displayed no further tantrums 

during work, and only averaged two during lunch (range 0-5). Once the intervention was 

withdrawn, the mean number of tantrums increased to 15.3 (range 8-21) and 18 (range 

14-20), respectively. In the second intervention phase, the tantrums again decreased. He 

no longer displayed tantrum behaviors during work, and only averaged one during lunch 

(range 0-3). Unfortunately, no generalization probes were done; replicating this design 

with at least one or two more participants would have also strengthened the study. 

Lorimer et al. (2002) also used a reversal design with event recording to evaluate 

the effectiveness of two SS on the tantrum behaviors of a 5-year old male with autism, 

OCD, and behavioral dysfunction. Multiple other interventions had failed to stop Gregg’s 

tantrums, which were occurring up to five times a day and lasting anywhere from 45 to 

90 minutes. The SS were to address tantrum behaviors that occurred when adults were 

talking together, when an adult was talking to Gregg’s brother (Gregg would demand to 

have all of the attention), or when Gregg wanted to engage in another activity that was 

not included in his therapy session; he also escalated any time he had to wait for any 

length of time. The SS was read every morning by his parents and by his therapists just 

before his therapy sessions. The tantrums decreased from 5-7 times a day during the first 

baseline period to none during the first intervention phase. When the intervention was 
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withdrawn, the tantrums again increased, but only on two of three days. Once the 

intervention was reintroduced, tantrum behaviors were only exhibited once in one week. 

An additional benefit that was observed was that Gregg appeared to take more of an 

interest in the interventions that were already in place before the SS interventions, 

including his mini-schedule and the clock. The researchers determined that this was 

because both were mentioned in the SS, and their use in his environment had become 

more consistent. As with the previous study (Kuttler et al., 1998), there is concern 

because the behaviors returned to baseline when the intervention was withdrawn. Since 

the objective of the SS is to maintain and generalize, failure to obtain these results 

threaten external validity. 

Brownell (2002) approached the intervention of SS in a unique way. He set the SS 

to music, and, using an A-B-A-C/A-C-A-B design, he evaluated the use of SS on 

disruptive behaviors of four males, ages 6-9 years, all of who were verbal and in first or 

second grade. Peter had pronounced echolalia. The SS was read to him in the first 

intervention phase and was sung to him in the second. There was an upward trend during 

the first baseline, which dropped dramatically during the first intervention phase. 

Although there was no mention of behaviors during the second baseline phase, the author 

did mention that there were fewer occurrences during the music phase than in the reading 

phase, and that although there was an upward trend in the last music phase, the 

frequencies did not approach those observed during the baseline period. Brian had 

difficulty following directions. The amount of time that passed before he would respond 

to an instruction was defined as the target behavior. He also demonstrated a dramatic 

reduction in behavioral occurrences during the first intervention, but did not return to 



31 

 

previous levels during the second baseline. The decline during the second intervention 

was not as pronounced, and there was no apparent difference between the singing and 

reading intervention. Nathan had difficulty modulating the volume of his voice to match 

the environment. Verbal prompts to use a more appropriate voice were tallied. The 

frequencies of the verbal prompts decreased throughout the study, and were noticeably 

lower and more stable during the singing condition when compared to the reading 

condition. Justin also had trouble keeping his voice at an acceptable level while inside. 

Verbal prompts were again tallied and evaluated.  

Although both intervention phases revealed a decrease in verbal prompts, there 

again did not seem to be any significant difference between the two conditions. Brownell 

(2002) suggests that instead of creating new lyrics for the SS, that it may be beneficial to 

“piggyback the lyrics” instead, which is when the SS sentences are put to the music of a 

song that is already familiar to the focus child. Brownell felt that the data revealed that 

the use of SS was a contributing factor, but visual analysis of the data reveals that the 

data was erratic and only one data point decreased to extinction. There was little stability 

within conditions and the second baseline was consistently lower, leading one to presume 

the responses were not treatment dependent. As with Kutter et al. (1998) and Lorimer et 

al. (2002), treatment integrity and social validity were not addressed, limiting internal 

validity. 

Bledsoe et al. (2003) used an A-B-A-B design to assess SS and their effect on the 

frequency of spills and napkin use during mealtime of a 13-year old male with AS. 

Baseline data was collected for one week, after which the SS was written; it was then 

read before each lunch hour. During the first baseline, there were four spills and no 
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napkin wipes. During the first intervention, which occurred over five days, the spills 

decreased to two, and the wipes increased to one. During the second baseline phase, spills 

again increased to three, and there were no wipes with the napkin. Finally, in the second 

intervention, there was only one spill and one wipe with the napkin. Although the number 

of spills decreased, the number of wipes with the napkin by the student did not show any 

real increase. The researchers determined that self-motivation and awareness of his 

lunchtime eating habits might have proven useful in increasing the amount of times the 

student used his napkin, since he had started to notice that his peers were avoiding him 

because of his eating habits. Bledsoe et al. decided that using the SS for a longer period 

might be prudent. 

Kuoch and Mirenda (2003) challenged Gray and Garand’s (1993) determination 

that SS would be more beneficial for students who were high functioning than for 

students who were lower functioning. Using an A-B-A-B design, they examined the 

effectiveness of SS for three young boys with moderate autism. Andrew, who was 3 

years, 10-months at the time of this study, was very aggressive and had a difficult time 

with sharing. His problem behaviors decreased when the SS was introduced, with less 

variability, and with the mean level lower than baseline. In contrast to previous studies 

(Kuttler et al., 1998; Lorimer et al., 2003), reversal of the effect of treatment did not 

occur when the intervention was withdrawn, and the rate of behavior remained low 

throughout the rest of the study. His mother reported that the changes had been 

maintained and had been generalized to the rest of the family.  

Henry, who was 5 years, 9 months, kept his hands in his pants and made sounds as 

if he was vomiting. When Henry’s SS was introduced, there was also a decrease in these 
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behaviors, and the rate did not return to baseline once the intervention was withdrawn. 

Although Henry’s behavior improved at school, it did not generalize to home. Neil, who 

was 6 years, 8-months old, cheated at games, moved other players’ game pieces, and 

made negative comments about losing. As with the other two children, Neil’s behaviors 

decreased with SS and did not return to baseline. Not only did Neil’s behaviors 

generalize to home, but they also maintained at home. According to Kuoch and Mirenda 

(2003), the evaluation of SS should always be done using a multiple baseline to establish 

experimental control, as SS caused irreversible learning.  

Duration of appropriate play and verbal prompting were the dependent variables in 

the study by Barry and Burlew (2004). Using a reversal design, A-B-C-D, they assessed 

whether SS were effective for teaching choice making and play skills to children with 

autism. During the baseline phase, the two participants, Holly and Aaron, were assessed 

for graduated prompts and appropriate play. In the first intervention phase, two SS were 

written for choice making and appropriate play. These SS were read daily throughout 

phase B. The teacher then led instructional play, focusing on choices and appropriate play 

with materials in the classroom, which had nine play centers. Prompts and verbal praise 

were kept constant during this time, and the teacher and aide keep a count of the 

frequency and type of prompts, and the duration of appropriate play. In phase C, another 

SS was introduced that described how to play with a peer, and included sharing materials, 

taking turns, and talking to a peer. The other SS also continued to be read daily. In phase 

D, the SS were available to be read, but all teacher intervention was discontinued and 

data collection continued. There was a constant downward trend for the number of 

prompts needed by Holly, as she went from three prompts per session at baseline to 
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needing no prompts by phase D. Aaron went from needing four prompts at baseline to 

needing just one by phase D. Holly steadily increased her duration of appropriate play, 

and would spend time playing with another student. Aaron continued to make appropriate 

choices after being prompted, but would not play with the other children. After this study 

was completed, Holly moved into a regular classroom with paraprofessional support, and 

was able to generalize her new skills to her new classroom and to novel peers.   

Ivey et al. (2004) were the first to use SS to prepare children for novel events. 

Three male children, 5- to 7-years old, exhibited extreme resistance in novel events. 

Behaviors such as tantrums, kicking, hitting, and echolalia were reported when there was 

difficulty with changes in routine situations. A SS was written to assist with the transition 

to their weekly therapy sessions with their speech-language pathologist (SLP). A 

reversal, A-B-A-B design was used to analyze participation in the novel event, with four 

types of novel events targeted: changes in setting, from the therapy room to the fish pond 

or the top of the parking garage; the presentation of a novel toy, all recently purchased 

and with multiple assembly steps, by an unfamiliar person; purchases at the gift shop or 

the convenience store located on the hospital grounds, and novel activities that occurred 

during the therapy session, such as making a video or have a party. Five targeted skills 

were chosen for each novel event, with the child receiving points for completed skills. 

These skills, which included remaining on task, vocabulary words, and making a request 

specific to that setting, were addressed explicitly in the SS. The parents read the SS to 

their children daily for the five days prior to the therapy session with the SLP. Data was 

collected using event recording for 11 weeks, and did reveal a 15-30% increase in 

participation by all three children to novel events. However, remaining on task and 
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requesting behaviors were not affected by the SS. The study is limited by the A-B-A-B 

design, which does not take into account that the intervention may not be reversible. 

There were also a predetermined number of sessions, so baseline data did not reach levels 

of stability. This clouds the results, since visual analysis may be skewed if no baseline is 

present. 

Agosta et al. (2004) used an A-B-C-A design to assess the effect of the SS on 

inappropriate vocalizations of a 6-year old male child with autism. Two different SS were 

written, one with a reinforcement written into the SS, and the second without the 

reinforcement. During the first baseline, the frequency of the screams and the longest 

time interval between screams were calculated. During the first intervention, the SS was 

read three to four times just before the activity period; verbal praise and happy face 

stickers were given as positive reinforcers. During the second intervention phase, the 

happy face stickers were withdrawn, as was the SS with the reinforcement in the text. 

Only the second SS was read, and only verbal praise was given. During the second 

baseline period, no SS was read, and only verbal prompts to “remain still and quiet” were 

used. Results revealed that there was a mean of 21.2 screams (SD = 8.5) during the 20-

minute sessions, and a mean length between screams of 4.8 minutes. During the first 

intervention phase, the number of screams decreased to a mean of 7.4 *(SD = 4.7), and 

the length of time between screams increased to 9.5 minutes (SD = 4.7), with the longest 

period being 16.3 minutes. During the second intervention phase, the number of screams 

during the 20-minute session was 6.8 (SD = 4.7), and the length of time between screams 

a mean of 8.8 minutes (SD = 4.1), with the longest period being 18.3 minutes. During the 

return to baseline, the number of screams slightly increased to a mean of 9 (SD = 5.5), 
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and the length of time between screams was 21.5 minutes. Overall, the number of 

screams decreased from the first to the second baseline, while the intervals of quiet sitting 

increased. Limitations include the participation of only one subject, which limits 

generalization. Although treatment integrity and social validity were addressed, IOA was 

not assessed during this study. Data stabilization did not occur during the first baseline, 

since the teacher was anxious to get started after baseline data was collected for nine 

days. 

Studies using a Multiple Baseline Design 

Hagiwara and Myles (1999) were the first to use a multiple baseline across settings 

to evaluate the effectiveness of SS as a positive support intervention in a multimedia 

program for children with autism. The target behavior for two of the children, ages 7 

years, 11 months and 9 years, 11 months, was handwashing, with settings before morning 

snack, before lunch, and after recess. Scoring was based on independent responses, 

prompts, and physical assistance. The SS was developed using a computerized story in a 

book-like format. This program, known as Hypercard, contained “text of the SS, movies 

of the participants’ actions corresponding to SS sentences, audio capability that read 

sentences aloud, and a navigational button” (p. 84). Although both children had an 

increase in handwashing behaviors, the percentages at baseline were already very high 

(above 80% in most settings), so there was significant overlap in the data. However, the 

first child’s performance did reach 100% by the end of the study, with generalization and 

maintenance seen in the after-lunch setting. The second child’s performance only reached 

93%, which meant he continued to need prompts in all settings.  

The target behavior for the third child, age 7 years, 3 months was on-task behavior, 

and the settings were at lunch, in the resource room, and in the general education 
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classroom (Hagiwara & Myles, 1999). Initially, there was an increase in on-task 

behaviors seen during lunch, but after the initial increase, the behaviors returned to 

baseline. The response during resource room was inconsistent, and thought to be the 

result of self-stimulating behaviors. The intervention was never introduced in the general 

education classroom because of a program change in that classroom. The researchers felt 

that the study was limited by several factors, including the restrictions caused by school 

schedules, the lack of persons available to collect data, the time it took to obtain 

authorization from the school and the parents, and the lack of consistency in the school 

settings. 

One of the most involved studies was done by Thiemann and Goldstein (2001), 

who used a multiple baseline across social skills to evaluate how specific social skills 

were affected when different visual cues were used in combination with SS. Five children 

with autism were grouped with two normally developed peers to form a triad, and 

participated in a 30-minute session twice weekly. Targeted skills included (a) securing 

attention, (b) initiating comments, (c) initiating requests, and (d) contingent responses. 

The first 10-minute part of the sessions involved instruction using one of four SS written 

to describe each targeted skill. The SS about the skill of the day was read by the child 

with autism, and then the examiner would ask comprehension questions. If the child with 

autism had difficulty answering any of the questions, then the peers in the triad could 

help. Once the child with autism could answer the comprehension questions with 80% 

accuracy, the day’s activities were introduced. A text cue card that had a drawing on it 

depicting the targeted skill was then introduced. Cue words were attached to the text cue 

card; these were rehearsed by the child with autism by reading them aloud, using them to 
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role-play the target skill with the activity materials, and reading them again. Then the SS 

was placed on a flip chart and the text cue cards were placed on the table in the activity 

area.  

The second 10-minute part of the 30-minute treatment phase involved a social 

activity, during which the examiner stayed in the area but did not participate (Thiemann 

& Goldstein, 2001). If the targeted skill was not used by the child with autism at least 

once a minute, then the examiner would point to the text cue card, and if necessary, give 

a verbal prompt. If the examiner noticed that she was giving many verbal prompts, then 

the peers in the triad were instructed to start pointing to the text cue card to prompt the 

child with autism themselves. The last part of the treatment session involved the viewing 

of a videotape of the activity session. The children were asked to evaluate the correct use 

of the targeted skill, and mark the results on a paper form supplied to them, which could 

be turned in for tickets to obtain small toys. Generalization probes were conducted for 

three of the five children with autism, but without videotaping or SS instruction; the text 

cue card was read just before engaging in a 10-minute activity with the same peers, but in 

the general classroom instead of the media room at the library. 

Once the intervention was introduced, all of the children with autism 

demonstrated increases in social behaviors compared to baseline, although maintenance 

and generalization probes were somewhat limited, with only one child with autism 

showing minor generalization of skills to his classroom. Some of the performances of 

previously improved skills returned to baseline during maintenance, suggesting that a 

longer intervention period may be required, as 10-minute intervals may be too short to 

assess the effect of the intervention adequately. Since so many cues and prompts were 
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involved, it becomes questionable as to whether the SS had any greater effect on the 

attainment of social skills than the other interventions.  

Evaluating the effectiveness of a SS on table manners was the focus of the 

dissertation of Staley (2001). Using a reversal design embedded in a multiple baseline 

across subjects design, Staley evaluated five males, ages 12 years, 4 months to 14 years, 

7 months, all of whom were in a self-contained special education class. One was 

diagnosed with ASD, one with PDD and seizures, and two with Trisomy 21. Target 

behaviors included wiping their mouth with a napkin and chewing with their mouth close. 

Staley used an A-B-C-D-C-D design, with a baseline condition, a condition with just the 

SS, a condition with a SS and comprehension questions, and a condition with SS, 

comprehension questions, and a reinforcement. Results were not seen for any of the 

individuals until edible reinforcements were used, leading the researcher to conclude that 

the SS intervention alone was not responsible for measured outcomes.  

Scattone et al. (2002) used a multiple baseline across participants to see if SS 

would be effective in decreasing disruptive behaviors for three students with autism. The 

percentage of intervals of disruptive behaviors during a 20-minute observation period 

was assessed using a 10-second cued partial interval recording. Targeted behavior for 

Kenny, a 7-year old, was tipping his chair backwards or sideways. The data for this 

behavior was collected at mid-morning, during large group activity. At baseline, Kenny 

was tipping his chair an average of 60% of the time; after the intervention of the SS, 

which he read every morning to his teacher, this rate decreased to an average of 4.6%. 

John, a 15-year old, would stare at the female students during recess, and demonstrate 

masturbatory behaviors. He was to read his SS to the teacher’s aide one hour before 
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recess; at times, he was highly resistant to this process, and would pull his sweatshirt over 

his head. Because he was already receiving intervention for on-task behaviors, it was 

decided that these were escape behaviors and were skewing any data that may be 

obtained. However, his percentage of time engaged in dysfunctional behaviors during 

recess did decrease from 66.9% at baseline to an average of 18.35% after intervention. 

Howard, a 7-year old, shouted out during math class. Because he did not read, the SS was 

read to him every morning by the teacher’s aide. Data was collected during math class, 

which was in the early afternoon. Disruptive behaviors decrease from 16% at baseline to 

5.19% after his intervention. Although prompting was not planned, it continued to be 

done occasionally by the staff, and was mentioned as a limitation of the study. 

In her dissertation, Graetz (2003) used a multiple baseline across subjects with 

generalization and maintenance probes to examine the effectiveness of the use of SS for 

five adolescents with autism. The targeted behaviors for three of the students were 

reduced significantly, with this reduction maintained during generalization probes. The 

fourth student always answered “What? What?” or “No! No!”, when his teacher asked 

him a question. His behaviors averaged 18.6 times in a 20-minute period during baseline, 

but went up to 28 times in a 20-minute period during the intervention phase. However, 

during generalization probes, his rate dropped to 11 times in a 20-minute period, and 

even further to six times in a 20-minute period during maintenance. The fifth student had 

a habit of hand wringing, but his behavior was too erratic during all of the phases for the 

intervention to be considered effective. Graetz felt that the timing of the study may have 

skewed her results, since she started at the beginning of school, and surmised that the 
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students might have become more comfortable in the new environment, with a 

corresponding decrease in behaviors. 

Delano (2003) assessed the use of SS on the duration of appropriate social 

engagement and frequency of four specific social skills for three elementary school 

children. Using a multiple baseline across participants, Delano developed two separate 

probes: one for three students in elementary school and another for two boys in middle 

school. For both probes, the baseline phase consisted of interaction with a normally 

developing peer and the examiner, and engaging in 10-minutes of free play. 

Generalization probes were completed with a novel peer in the intervention setting and in 

the regular classroom. Delano addressed six questions in her discussion. The first was 

whether SS increased the duration of appropriate social engagement. For the elementary 

school students, the answer was yes, although there were unstable trends and levels. The 

next question addressed the duration of appropriate social engagement during 

generalization across people and settings. Only two of the elementary school students 

generalized, but the middle school students did not generalize at all. The third question 

addressed whether the SS was effective in increasing the frequency of social behaviors, 

with similar results. The fourth question was about the frequency of specific social 

behaviors during the pre-session phase, with the elementary school students more apt to 

have increased socialization than the middle school students. The fifth question asked 

how many readings of the SS it took before the students made a novel response; all of the 

students made novel responses after reading the SS only once or twice. Finally, the last 

question asked about the change in duration of inappropriate social engagements, and 
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Delano reported that there were no episodes of inappropriate behaviors, so that question 

was moot.  

Delano (2003) was concerned about several issues and trends in her dissertation. 

She was concerned about social validity, and felt that if generalization could not be 

established, there was no reason to use SS as an intervention. She felt that withdrawing 

the intervention too quickly might have contributed to the failure to generalize, but 

questioned whether a specific procedure for fading could be identified that would apply 

to all multiple baseline designs. She was not sure how much of the information she 

obtained from the middle school students was reliable, as she claimed that students that 

age do not like to socialize around adults. Finally, she was concerned because several of 

the students were having their behavioral contracts modified at the time of the study; she 

thought this might have been too traumatic for the student, and may have skewed the 

results. 

Studies using Traditional, Group Comparison, Quasi-Experimental Designs 

Although she completed her research with children who had language impairments 

instead of autism, Pettigrew (1998) used an experimental design to evaluate the 

effectiveness of SS to improve social competence of 3- and 4-year old children. She 

divided 69 children into three groups: an experimental group who used SS with 

scaffolding activities (n=31), a control group who read a library book with no social 

meaning (n=24), and a comparison group who read a library book and participated in 

scaffolding activities (n=14). The experimental group read two SS over 20 sessions that 

lasted 20-minutes each. One of the SS was about asking a friend to play and the other 

about sharing. Pettigrew had the teachers complete pre- and post-test ratings of the 

students’ behaviors, using the Social Competence and Behavior Evaluation Scale-
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Preschool Edition. She stated that the results revealed that the experimental group had an 

increase in social competence, but the statistical results were confusing. There was 

disagreement between the data presented in the tables and graphs and the data she 

reported in the text. The numbers she used for her Chi-square analysis were not the same 

as were presented elsewhere in the text. She also extrapolated the sizes of the control and 

comparison groups in the Chi-square analysis, making the results suspect. The most 

puzzling aspect of this study was the question why she did not measure behaviors instead 

of having the teachers measure ratings. By presenting actual data concerning changes in 

behaviors for all groups, this study could have provided information that is more 

applicable. 

Cullain (2000) measured the impact of SS on excessive behavioral expressions and 

on the levels of anxiety of five elementary school children with autism. Targeted 

behaviors were individualized and based on results from the Functional Assessment 

Interview (FAI), and initial anxiety levels were established using the Revised Children’s 

Manifest Anxiety Scale (RCMAS). Cullain initially had started with an A-B-A design, 

but three of her five participants moved during the study, and two students had to be 

dropped from the anxiety study because of high Lie Scale scores. Since she only had data 

on videotape for five days, she decided to compare the results of the intervention using a 

pre- and post-test evaluation of the numbers of excessive behaviors. The SS had been 

read to the students twice a day for the five days, targeting the behaviors identified by the 

FAI. Douglas was always following one particular student around in the room, and would 

not associate with any other children. Following the intervention, his rate of behaviors 

decreased by 82.14%. His anxiety score decreased by 22.4%. Sander’s excessive 
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behaviors consisted of yelling and sulking while playing games with his siblings; these 

decreased by 71.77% after his SS was read twice daily. His anxiety score decreased by 

29.8%. Although it was reported that Kevin’s verbal complaints and constant correcting 

of his peers during games improved with the use of SS, the percentage of change was not 

reported in the text. However, it was reported that his anxiety score was reduced by 

28.6%. The final student, Beth, had the most improvement in the reduction of her 

excessive behaviors, which consisted of throwing objects and touching and crowding her 

peers to get their attention. After being exposed to her SS, these behaviors decreased to 

extinction. Unfortunately, Beth had been dropped from the anxiety study because of her 

inaccurate scores on the RCMAS.  

Feinberg (2001) compare the effects of a SS, without any other type of 

intervention, on a control group of normally developed children (n=14) to the effect on a 

group of children with autism (n = 34). Targeted behaviors for both groups were greeting 

behaviors, requesting to play a game, asking another person what game they wanted to 

play, and accepting another’s choice of game, and were evaluated by pre- and post-test 

evaluation. Feinberg also employed a correlation design, and wanted to investigate 

whether social skill development could be predicted by verbal intelligence, receptive 

vocabulary, and/or severity of autism. The SS was read to the experimental group five 

times a day, while a regular story was read to the control group. She found that the results 

revealed there was a significant change, for the experimental group only, in greeting 

behaviors [F(5, 160) = 4.07, p = .002] and with asking another what they game they 

wanted to play [F(5, 160) = 7.54, p < .001]. However, there was no significance in asking 

another to play [F (5, 160) = 1.10, p < .37] or with accepting what another student wanted 
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to play [F (5, 160) = 1.59, p = .17]. Linear regression revealed a high correlation between 

the severity of autism with the prediction of total social skills score (R2 = .72, F (1, 32) = 

83.84, p < .001). 

In her dissertation, Romano (2002) used an experimental design to assess the 

effectiveness of SS in modifying behaviors in children with autism. These targeted 

behaviors were aggression, echolalia, and social isolation. Ten children with autism were 

assigned to each group (experimental and control), matched on socialization, 

communication, and aggressive behaviors. Baseline data was obtained for each group for 

five days, and revealed that aggressive behaviors did not exceed 38 aggressive acts per 

child during the observational period, that echolalia did not exceed 50 inappropriate 

verbalizations per child during the observational period, and social isolation did not 

exceed 40 instances per child during the observational period. A SS for each target 

behavior was written for each child in the experimental group; the SS “were read to the 

treatment subjects (individually) a total of ten times per day, every 15-minutes beginning 

at 0900 and ending by 1130….The SS reader remained with the child from 0900 to 1130 

to collect data” (p. 29) . This intervention was implemented for 30-days, giving each 

child ten trials. Follow-up data was collected for another five days, on both the 

experimental and control groups, six weeks after the intervention was discontinued. For 

the experimental group, results indicate that inappropriate communication, inappropriate 

socialization, and aggressive behaviors all decreased from pre-test to post-test, but that 

the behaviors increased from post-test to maintenance; however, these results remained at 

a level lower than the pre-test. For the control group, results also indicated that 

inappropriate communication, inappropriate socialization, and aggressive behaviors all 
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decreased from pre-test to post-test. The researcher felt that this result was from 

contamination, as all the students were in the same classroom and could overhear all of 

the interventions, even though they were not being read to directly. Like the experimental 

group, the control group experienced an increase in behaviors from post-test to 

maintenance, but unlike the experimental group, the results from pre-test to maintenance 

increased and exceeded pre-test scores. This indicted that, although very close, the 

experimental group did maintain for a longer period of time and with less recidivism. 

Summary 

One of the newest interventions to be studied as an intervention for individuals with 

ASD is that of the SS. Developed by Gray and Garang in 1993, SS are developmentally 

appropriate, and can be modified to meet the individual’s needs and abilities. Social 

stories can be used to “model appropriate play, social interactions, and language; as well 

as prompt behavior and reinforce appropriate client responses (Thompson & Rudolph, as 

cited in Del Valle et al., 2001, p. 190). 

Since 1993, there have been only seventeen published studies on the use of SS, 

although seven unpublished dissertations are available from ProQuest Digital 

Dissertations that also utilized SS in research. Of these twenty-four studies, three studies 

were experimental (Feinberg, 2001; Pettigrew, 1998; Romano, 2002), three employed a 

case study approach (Gray & Garand, 1993; Rogers & Myles, 2001; Rowe, 1999), and 

eighteen used a SSED. Of these eighteen, five used a multiple baseline (Delano, 2003; 

Graetz, 2003; Hagiwara & Myles, 1999; Thiemann & Goldstein, 2001; Scattone et al., 

2002), while thirteen studies reported using a reversal design (Agosta et al., 2004; Barry 

& Burlew, 2004; Bledsoe et al., 2003; Brownell, 2002; Cullain, 2000; Haggerty et al., 

2005; Ivey et al., 2004; Kuoch & Mirenda, 2003; Kuttler et al., 1998; Lorimer et al., 
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2002; Norris & Datillo, 1999; Staley, 2001; Swaggert et al., 1995). The majority of the 

studies involved elementary school children (Agosta et al., 2004; Barry & Burlew, 2004; 

Brownell, 2002; Cullain, 2000; Feinberg, 2001; Haggerty et al., 2005; Hagiwara & 

Myles, 1999; Ivey et al., 2004; Kuoch & Mirenda, 2003; Lorimer et al., 2002; Norris & 

Datillo, 1999; Pettigrew, 1998; Romano, 2002; Scattone et al., 2002; Swaggert et al., 

1995; Thiemann & Goldstein, 2001), with only five studies addressing intervention for 

adolescents alone (Bledsoe et al., 2003; Graetz, 2003; Kuttler et al., 1998; Rogers & 

Myles, 2001; Staley, 2001). Two studies had subjects of varying ages (Delano, 2003, 

Gray & Garand, 1993), whereas Rowe (1999) did not reveal the age of her client, but 

only referred to him as “a year two pupil at a large mainstream primary school (p. 12), so 

one might surmise that he is an elementary school student. 

Results are also varied and should be interpreted with caution. Although the results 

of the studies that utilized an A-B design were apparently positive (Norris & Datillo, 

1999; Haggerty et al., 2005; Swaggert et al., 1995), those results are suspect because of 

the lack of experimental control, which increase threats to internal and external validity. 

For two of the studies using a reversal design (Kutter et al., 1998; Lorimer et al., 2002), 

behaviors returned to baseline after the intervention was reversed, suggesting that the SS 

was not maintained. However, contrary to these findings, Kuoch and Mirenda (2003) also 

used a reversal design, but felt that the SS caused irreversible learning, and that only 

multiple baseline designs should be used to assess the effectiveness of SS. 

Limitations of the studies that used a multiple baseline design included the 

questions of the overuse of prompts (Scattone et al., 2002; Thiemann & Goldstein, 2001), 

timing of the intervention (Graetz, 2003; Hagiwara & Myles, 1999; Thiemann & 
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Goldstein, 2001), lack of results without contingencies (Staley, 2001), schedule conflicts 

(Hagiwara & Myles, 1999), and lack of social validity (Delano, 2003). Those studies that 

used statistical analysis to assess effectiveness of SS also were inconclusive, as data 

collection was affected by loss of subjects (Cullain, 2000), the methods used skewed the 

data results (Pettigrew, 1998; Romano, 2002), or the researcher attempted to use group 

statistics to measure individual behaviors (Feinberg, 2001). 

 Overall, there continues to be questions as to the effectiveness of SS on 

decreasing maladaptive behaviors, increasing replacement behaviors that are more 

socially acceptable, or helping children transition to novel events. Areas of research that 

should be explored include the use of better experimental control, strict adherence to 

treatment integrity and social validation, more extensive probes for maintenance and 

generalization, and examination of the components of the SS, including assessment of its 

effectiveness to a wider selection of participants and settings (Sansosti, Powell-Smith, & 

Kinkaid, 2004). 
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CHAPTER 3 
METHODOLOGY 

This study examined the use of a social story (SS) intervention on targeted social 

behaviors of adolescents with Asperger’s Syndrome (AS). A single subject experimental 

design with a multiple baseline approach was used. The intervention was introduced to 

each participant after a stable baseline was established. This design was replicated for 

four participants, with each SS intervention individualized to target the specific behaviors 

identified for each participant.  

This purpose of this chapter is to describe the methodology that was used in this 

study. The purpose of the study is restated, and the rationale for the using SS as the 

intervention for this study is then clarified. The dependent variables are operationally 

defined, and the rationale for the use of the single subject and multiple baseline design is 

explained. Participant selection and inclusion and exclusion criteria are described, and the 

setting and the materials are outlined. Information about the origins of SS and how they 

are written are then reviewed, and the experimental procedure and the method of data 

collection are delineated. The procedure by which inter-observer agreement (IOA), 

treatment integrity, and social validity were determined is summarized, and is then 

followed by an explanation of the method of data analysis.    

Rationale for the Use of SS 

The purpose of this study was to assess the effectiveness of SS for improving 

socially acceptable behaviors in adolescents with AS, using a single subject, multiple 

baseline design, replicated over participants. Social stories are a visual support that will 
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hopefully increase the independence of the adolescent with AS. The adolescent will have 

direct access to social information, eliminating the difficulty they have when they try to 

assimilate social information through direct social interaction with others. Because the SS 

is portable, it can stay with the adolescent during all types of situations, permitting access 

to the visual support at any time. 

Visual prompts are often used with social interventions. Prompts reinforce the 

effectiveness of interventions, and were therefore included in this study. Although the 

prompts were part of the independent variable, the types of prompts needed to reinforce 

the SS were also recorded and graphed. This data will be analyzed and discussed with 

respect to the effectiveness of the SS as an independent intervention. 

Operational Definitions of Dependent Variables 

Target behaviors were identified by the PI after interviewing the participant and 

their parents. The target behaviors operationally defined for this study included turn-

taking and interrupting. 

Turn-Taking 

Turn-taking was coded as occurring if the subject responded with appropriate 

speech within five seconds after the interviewer had asked a question or made a statement 

to which a response was expected. Examples may include, but were not limited to, an 

answer to a question asked by the interviewer, or a phrase, or parts of a phrase, such as 

“yes”, “no”, “maybe” “What happened next?”, “How did that happened”, “What did you 

do then?”, “What did they say?”, “Tell me more about that”, “Why did that happen”, 

“What is that”, “What does that mean”, “What do you mean by that”, “Where did that 

happen”, “Who did that”, “How is that done”, and “How do you feel about that”, etc. 



51 

 

Interrupting 

Any verbal interruption of more than one or two words during the time the 

interviewer was speaking was coded as an interruption; words that are utterances about 

the topic are excluded, including, but not limited to, as “Really”, “Wow”, “No kidding”, 

“No way”, “Awesome” etc.  

Design 

Rationale for the Use of the Single Subject Experimental Design  

A single subject experimental design (SSED) was used for this study. The objective 

of a SSED is to establish the effects of an intervention on a single individual. The essence 

of this design is that individual participants act as their own controls. The establishment 

of an initial baseline and the use of repeated measurements allow the process of change to 

be monitored closely (Barker, Pistrang, & Elliot, 2002; Freeman, 2003; Kazdin, 1982; 

Neuman & McCormick, 1995; Tawney & Gast, 1984).  

According to Elder (1997), there are six reasons why the SSED may be more 

appropriate for addressing nursing research questions than group designs. These include 

(a) the intent of the research question as it pertains to the behavior of the individual, (b) 

the individualization of group data, (c) the introduction of statistical errors of data from 

group designs when applied to the individual, (d) the difficulty in group assignments for 

individual who demonstrate significant variability, (e) the inability to find representative 

sampling with these individuals, and (f) the ethical considerations of withholding 

effective treatment from a control group. For this study, many of these concerns applied. 

The research question was based on a change in social behavior, which was 

individualized and could not be measured by group statistics (Neuman & McCormick, 

1995). The adolescent with AS can demonstrate a significant range of social deficits, and 
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the research question in this study was specific to these deficits. The research question 

must also have social validity, which may only be applicable for that individual. 

Therefore, the analysis of behavior needs to be individualized, in order to assess for the 

changes significant to that individual, not the group (Kazdin, 1982). When assessing 

behavioral change, which by definition exists at the individual’s level, the SSED is 

considered the best design (Sidman, 1960).  

Discovery at the group level may or may not apply to the individual. The goal of 

the group design is to define the average characteristics and results of the group and not 

to define what may work for the individual (Kazdin, 1982). Unfortunately, statistical data 

from a group design might minimize the variation of symptoms seen with adolescents 

with AS. The adolescent with AS has such pronounced, peculiar social deficits that, in 

most instances, the results of data collection, referring to the effects of an intervention, 

may be statistically significant within the group, but may be considered inappropriate for 

the individual. This leads to misinformation at the clinical level. The application of group 

data may not be representational at the individual level, and may be responsible for 

incorrect practice decisions by the medical provider since interventions that are 

ineffective or harmful to the individual may be recommended. Only by assessing the 

effect of the intervention on the individual and their specific deficits will it be known if 

the group data is applicable to the individual.  

Along with attempts to apply group statistics to the individual is the introduction of 

statistical error with group designs. Examination of group data furnishes insight into 

variability in performance across a targeted group. Results may be outliers, much of 

which is discarded during group data analysis as a standard process, as outliers represent 
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those behaviors that are not considered statistically significant. Because an adolescent 

with AS does not always fall within the averages associated with group designs, their 

data have a strong possibility of being perceived as outliers; the data analysis of the group 

would not be representative of that individual with AS. The information gained from the 

study of outlying data may reveal valuable, scientifically significant data (Elder, 1997). 

With a SSED, data analysis is personalized, with internal validity addressed through the 

assessment of treatment validity and IOA, and the lack of problems with differential 

selection. External validity is addressed by replication across participants and behaviors 

(Neuman & McCormick, 1995).  

If using a group design with individuals with AS, it is extremely difficult to attain 

homogeneity in groups, since there is so much variation in the behaviors of these 

individuals. The definition of AS infers that there are vast varieties of behaviors that can 

be representative of the disorder; infinite combinations may present clinically. The 

inability to maintain samples that have similar characteristics will skew the results of a 

group analysis, with resultant problems with internal validity. 

 The inability to recruit adequate numbers of participants who are representational 

can hinder the group design. Historically, diagnosing adolescents with AS has been a 

challenge, since so many of these individuals have had to make adjustments to become 

socially accepted; they are seen as eccentric, instead of impaired. Since diagnostic criteria 

of AS have only been in existence since 1994 (American Psychiatric Association [APA], 

1994), many children evaluated before that time were misdiagnosed. Even today, many 

clinicians miss the diagnostic characteristics of the disorder, seeing these individuals as 

just socially withdrawn with behavioral problems, and so may continue to misdiagnose 
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them (Szatmari, 1998). These diagnostic problems significantly limit the numbers of 

individuals available for group designs. This provides another justification for using 

SSED to study interventions for adolescents with AS. 

Because behavior is dynamic, the patterns of behavior are constantly changing and 

vary at the individual’s level (Kazdin, 1982; Neuman & McCormick, 1995). 

Representative sampling is difficult to achieve. Group designs with their pre- and post-

intervention assessments do not allow the investigator to assess the variation in behavior, 

and may skew results, depending on environmental factors on the day of testing. By 

definition, individuals with AS have extremely varied behaviors, and have highly 

sensitivity to changes in environmental stimuli (APA, 1994; World Health Organization, 

1993). Taking a “snapshot” picture does not detail individual behavior, and will not give 

the investigator the comprehensive information that is needed to assess for the 

effectiveness of an intervention. Only by using the SSED will the investigator see 

changes in behavior over time. These repeated measurements allow for adjustments in the 

intervention, and gives the investigator the ability to look at patterns of behavior 

(Neuman & McCormick, 1995).  

Lastly, the SSED allows the investigator to assess an intervention without worrying 

about the ethical consideration of denying an intervention to the control group, or 

withdrawing it from a participant once the effectiveness has been determined. Since the 

participants are their own control, each has the benefit of the intervention.  

Rationale for the Multiple Baseline Design 

Multiple baselines are used when there is any concern about withdrawing the 

intervention, which may occur when the response to the intervention is not reversible, 

when it is undesirable or unsafe to return behaviors to pre-intervention levels, or when it 
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would be unethical to reverse the intervention. There are many variations of the multiple 

baseline design: across behaviors, across settings, across time, across situations, or across 

participants, just to name a few (Kazdin, 1982). The multiple baseline design involves the 

initial measurement of the frequency of the target behaviors produced by each of the 

participants during baseline conditions. Once a stable baseline is established for the first 

participant, the intervention is introduced to that participant, while the other participants 

are continuously monitored under baseline conditions. Once the target behaviors of the 

first participant stabilize in the intervention phase, monitoring of that participant 

continues as a maintenance check and helps to determine if the effect of the intervention 

is durable over time (Tawney & Gast, 1984). The intervention is then introduced to the 

second participant. Baseline monitoring continues for those participants who are awaiting 

the intervention. This sequential introduction of the intervention continues until all 

participants have been introduced to the same intervention.   

For this study, a multiple baseline across participants was used. The multiple 

baseline design is considered appropriate for this study for several reasons. Multiple 

baseline designs do not depend on the withdrawal of treatment to demonstrate that the 

change in behavior is related directly to the intervention. This is important to consider 

that the participant may have learned the intervention sufficiently, thus preventing the 

targeted behaviors from returning to baseline. In this study, the repetitiveness of the SS 

could have resulted in early, residual learning, so that the effectiveness of the intervention 

could not be supported or refuted by any other SSED.  

The multiple baseline design requires that the intervention be introduced for only 

one dependent variable at a time. This prerequisite does have its advantages. The 
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intervention is introduced gradually, and can only “increase the scope of the treatment 

after having mastered the initial application” (Kazdin, 1982, p.150). If the intervention 

produces a weak response, or produces no change in the dependent variable, then time 

and effort has not been wasted evaluating an ineffective intervention on multiple 

participants. For this study, the SS could have been rewritten or revised if the initial 

response was not effectual. 

The multiple baseline design does have some limitations. The targeted behaviors, 

participants, or settings must not be interdependent, as the “implementation of treatment 

for one behavior…leads to changes in other behaviors…even though these latter 

behaviors have not received treatment” (Kazdin, 1982, p. 151). This is prevented by 

choosing participants who “are functionally independent of one another (relative to the 

targeted behavior), so that baseline data will remain stable until the intervention is 

sequentially applied to each” (Tawney & Gast, 1984, p. 257). However, the subjects must 

be sufficiently similar so that there is an expectation that the intervention will be effective 

for each participant.  

Another limitation is that the multiple baseline design is time-consuming, and 

requires that the PI monitor the target behaviors concurrently and continuously across 

each participant. This intensive and constant involvement may prove to be too much for 

some participants, and they may decide not to participate in a study or drop out once 

involved (Tawney & Gast, 1984). 

Finally, because individuals respond differently, attaining stability may require 

prolonged baselines for those awaiting intervention. This can be avoided by “utilizing 

short baseline phases or brief lags before applying treatment to the next baseline, and by 
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implementing the intervention across two or more …persons…simultaneously in the 

design” (Kazdin, 1982, p. 151).  

Participant Selection 

A list of potential participants, all of whom were between the ages of 11 and 16 

years and identified as having significant social impairments caused by the lack of social 

acceptable behaviors, were selected based on inclusion and exclusion criteria and referred 

to the Principal Investigator (PI) by designates of the Directors of Exceptional and 

Special Education departments at the Duval County School Board and Baker County 

School Boards.  

Inclusion Criteria 

The participants were included in this study if their parents signed an informed 

consent for participation in the study and an informed consent to videotape the sessions 

(see Appendix A), and the participants met the following criteria: a) they had a medical 

diagnosis of AS, according to the Diagnostic and Statistical Manual of Mental Health, 4th 

edition (APA, 1994), as established by a review of their medical record or Individual 

Education Plan; b) they were willing to participate in this study and to sign a form of 

assent (see Appendix A); c) their age was between 11 and 21 years of age; d) they were 

currently students, either in a formal school setting or a home school setting; e) they were 

able to read and comprehend at a third grade level, as measured by Woodcock-Johnson 

Test of Achievement, 3rd edition, as documented in their school records, and/or in the 

neuropsychological evaluations, as established by a review of the medical records; and f) 

they had normal intelligence as measured by the Wechsler Intelligence Scale for 

Children, 4th edition, as documented in their school records, and/or in their 

neuropsychological evaluations, as established by a review of the medical records.  
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Since the diagnosis of AS appears to be more prominent in males (Fombonne, 

2003), it was anticipated that a significant number of participants would be male; 

however, three female participants meeting the criteria were also considered, but declined 

to participate. Since the incidence of co-morbidities is high in this population (Jones, 

2000), it was expected that all participants would be on medications that are used to 

control these co-morbidities. Three of the participants were on various medications for 

Attention Deficit Hyperactivity Disorders (ADHD) or Attention Deficit Disorder (ADD), 

one was on Zarontin for seizure management and Catapres for facial tics, and all were 

taking antidepressants. The parents adhered to the medical regimens and administered 

medications as ordered by the medical provider. The medical and medication regimens 

remained stable for all participants throughout the entire study. 

Exclusion Criteria 

The participants were excluded from this study if, a) they had any type of hearing 

or vision deficits, as measured by the routine screenings completed by the school nurse in 

the home or at school, and documented in their school records; and b) they had more than 

three co-morbidities diagnosed by the medical providers, as established by a review of 

their medical records. All of the participants in this study had at least two co-morbidities, 

while one had three. All had intact hearing and visual senses. 

Discussion of Participants 

Seven participants initially agreed to participate in the study. All were male, 

between the ages of 11 and 15, and home-schooled. One participant was dropped from 

the study within the first two weeks after being unavailable for three sessions in a week. 

Another participant was dropped after four weeks because his mother decided to take him 

off his ADHD medication against medical advice, and his behavior was not conducive for 
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the application of the intervention. The last participant was dropped during his 

maintenance phase after his mother was hospitalized. 

Participant 1 – “Adam”. Adam is a 14-year, 8 month old African- American male 

adolescent who lives with both parents and a younger sister in a rural part of a southern 

state. His father is self-employed as a landscaper, and his mother is a full-time 

homemaker. His maternal grandparents live next door and are actively involved in his 

life. He attended a private church school until the middle of his fifth-grade year. Unlike 

the other participants, Adam’s parents decided to home school him because of his high 

intelligence. Over the last four years, Adam has fulfilled all the requirements for high-

school graduation and is contemplating early admission to a state university this fall 

where he will study computer science. He has been diagnosed with ADD and depression, 

but has been stable on medication for nine years and four years, respectively.  

Adam gets along well with his family, but only has one male acquaintance at his 

church with whom he occasionally associates. The other adolescents in his church family 

have made comments to his sister about his ‘weirdness’, but usually ignore him. Because 

he left the private church school before he entered the middle school grades and has 

always been surrounded by people who are friends of the family, Adam has not had to 

endure the teasing and taunting by his peers that is so common among adolescents with 

AS.  

According to his parents, Adam’s primarily problem is one of interrupting while 

someone else is speaking, and exhibiting a mild tendency to perseverate about computers. 

He tends to annoy those around him with his constant finger drumming, which he does on 

any surface at any time. His parents have tried to teach him self-management techniques 
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to remind himself to not interrupt and to keep his fingers “quiet”, but to no avail. They 

are anxious to see if a SS could change Adam’s behaviors.  

Participant 2 – “Ben”. Ben is a 12-year, 6-month old Caucasian male who lives 

with his parents, three older brothers, ages 13 and 14 years, and two younger sisters, ages 

10 and 11 years, in a small town in a southern state. Ben has been treated for a seizure 

disorder since he was three years of age, but has been seizure free for the last two years. 

He has been treated for depression since third grade, and has discussed coming off his 

medication with his pediatrician. His parents have agreed to let him wean off this 

medication over the summer. He is also being treated for facial tics, which are well 

controlled on nightly medication. Both of his older brothers have been diagnosed with 

ADHD, and his youngest sister was recently diagnosed with bipolar disorder. Both 

parents have been diagnosed with depression, and have been stable on medication for 

greater than five years. His father is a high-school mathematics teacher who also helps 

coach the track team, and his mother is a licensed practical nurse at a local long-term 

nursing facility.  

Ben attended public school until last year, where he consistently made the All-A’s 

honor roll. His parents made the decision to remove him from this environment after he 

was beaten by some of his peers, requiring a minor surgical procedure and extensive 

dental reconstruction. He had been suffering severe verbal and emotional abuse from his 

schoolmates for several years, but his parents did not realize how extreme it had become 

until the abuse became physical. Currently, Ben is home schooled by his paternal aunt, 

who is currently pursuing a teaching assistant certification at a local trade school.   
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According to his parents, Ben rarely participates actively in a conversation. He 

has a tendency to interrupt those who are speaking, does not demonstrate reciprocity 

when spoken to, and responds inappropriately when asked a question. They have tried 

both positive and negative reinforcement over the years, but now just tend to talk around 

him. This frustrates Ben and he tends to withdraw from family activities, preferring to sit 

in his room and draw pictures of horses. Ben is anxious for any help he can get to assist 

in increasing his social skills. 

Participants 3 and 4 – “Charlie” and “Danny”. Charlie and Danny are 13 year, 

2-month old Caucasian males, who, along with their brother, are identical triplets. They 

live with their mother and older brother in a small rural town in a southern state. Their 

older brother is a typically developed 16-year old who now attends the local high school. 

The triplets, diagnosed with AS at the age of seven years, only associate with each other, 

and rarely go anywhere without each other. They used to participate in Little League and 

Pop Warner sports programs, but had multiple encounters over the last six years with 

other children in which they endured verbal and physical abuse, so they stopped being 

involved in all sports activities last year.  

. Charlie and Danny’s father owns a taxidermy business with their uncle that has 

been very successful, and all of the brothers have helped in the shop since they were 

small children. Their father is also out of town several days a week on business as a sales 

representative. He was noted to have mild AS-like characteristics, and was hesitant about 

his children participating in the study. He took several days to make up his mind, and did 

so only after questioning the PI extensively. He refused to allow his wife to complete any 

of the demographic information, and demanded that all videotapes be returned to him at 
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the end of the study. He read and approved the SS for each of his children before 

allowing the study to continue. During the first half of the study, he was present in the 

home for two of the three sessions a week. However, during the second half of the study, 

he moved out of the family home and rarely communicated with the PI.  

The triplet’s mother has a degree in physical education, but has always been a 

homemaker. She also was diagnosed in early adulthood as having a paranoid personality 

disorder, for which she has taken medication for years without any serious complications. 

She has had long periods of stable mental health, with only two hospitalizations for 

medication management in the last 15 years, the last one about six years ago. Toward the 

end of the study, she was hospitalized again. The father then refused to allow his sons to 

continue to participate in the study, so Danny’s follow-up sessions to assess for 

maintenance at one month was not completed.  

Charlie is being treated for ADD, and Danny is being treated for ADHD. Both are 

stable on their medication. They were diagnosed with depression last year, and have been 

stable on medication since that time. Since they have been on anti-depressants, according 

to their father, their sleep patterns have returned to normal and they are no longer 

exhibiting high anxiety behaviors. 

Charlie and Danny have been home schooled since kindergarten because of their 

parents’ religious beliefs, but have always scored above the 85% in all state standardized 

tests. After observing Charlie and Danny and talking with their parents, it was noted that 

they both had difficulty with reciprocity and were constantly interrupting each other. 

They verbalized a desire to “get our act together”, as they were becoming more aware of 

their attraction to girls and were anxious to be involved with public school activities like 



63 

 

their older brother. They remained motivated and enthusiastic about the study, in spite of 

long baseline phases. 

Setting 

The settings in which the videotaping occurred and the intervention was 

administered were quiet, isolated rooms in the homes of the participants. This facilitated 

uninterrupted interactions between the PI and the participant, and allowed videotaping in 

an unobtrusive manner. The rooms used in Adam and Ben’s homes were the formal 

dining rooms. The office was used in Charlie and Danny’s home. The participant and the 

PI sat across a table or desk from each other, about two to three feet apart, which was a 

comfortable distance for conversation. An attempt was made to maintain the same 

environmental setting during the entire study, and to tape the sessions during the same 

time of day. 

Training the senior undergraduate student to be the second observer took place in a 

quiet, isolated conference room at a local private university, which maximized 

uninterrupted interactions. Viewing the videotapes and counting the targeted behaviors 

took place in either the PI’s private home office or the PI’s work office at a private 

university, with no interruptions allowed. The viewing of selected portions of videotapes 

for IOA took place in the PI’s work office. 

Materials 

Materials for Selection of Target Behaviors 

Initial data for gathering demographic information and for the identification of 

target behaviors were collected by the PI through direct observation of the participants, 

structured interviews with the participants and their parents, and information obtained 

from the Caregiver Questionnaire for Assessment of Social Behaviors ([CQASB]; see 
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Appendix B), the Home and Community Social Behavior Scale ([HCSBS]; Merrell, 

Streeter, & Boelter, 2001), and the Child Behavior Checklist for ages 6-18 ([CBCL]; 

Achenbach, 1991). This descriptive information is critical for determining the 

generalizability of findings to other adolescents with AS, for replicating the research, and 

for designing future interventions (see Table 3.1). In addition, they were used to help 

identify target behaviors for which a social story were written. 

Table 3-1. Correspondence between Instrumentation and Sample Characteristics 
Measure Instrumentation Purpose 
CQASB Caregiver Report 1. Assess caregiver’s 

perceptions of adolescent’s 
social problems 

2. Identify target behaviors for 
social story intervention 

HCSBS Caregiver Report 1. Provide demographic 
information about the 
adolescent 

2. Provide integrated 
comprehensive ratings of 
both social skills and 
antisocial problem behaviors 

3. Identify target behaviors for 
social story intervention 

CBCL for ages 6-18 
 

Caregiver Report 1. Assess caregiver’s 
perceptions of adolescent’s 
behavior problems 

2. Identify target behaviors for 
social story intervention 

 
The CQASB was used to assess problems with social behaviors prior to 

participation in the baseline sessions. This questionnaire, developed by the PI, has five 

short answer questions that allow the parents to identify specific social situations in 

which the adolescent has difficulty relating to others, and the specific social behaviors 

that are problematic.  
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The HCSBS was used prior to participation in the baseline sessions to provide 

demographic information about the adolescent, including name, age, gender, and grade in 

school, and to provide comprehensive ratings of both social skills and antisocial problem 

behaviors that they may exhibit. The HCSBS is designed to be completed by home-based 

raters and includes two co-normed scales. The Social Competence scale includes 32 

items that measure adaptive, prosocial skills on two subscales: Peer Relations, and Self-

Management/Compliance. The Antisocial Behavior scale includes 32 items that measure 

socially linked problem behaviors on two subscales: Defiant/Disruptive and Antisocial-

Aggressive. The HCSBS was standardized with a national sample of ratings of 1,562 

children and adolescents ages 5-18. Internal consistency reliability of the HCSBS is 0.96 

to 0.97 for the two total scale scores, and 0.94 for the four subscales. Test-reliability of 

the HCSBS at 1-2 week intervals has been documented at 0.84 for the Social Competence 

scale and 0.91 for the Antisocial Behavior scale total scores. Interrater reliability 

coefficients from mother's and father's rating the same child have been documented at 

0.86 for the Social Competence total score, and 0.71 for the Antisocial Behavior total 

score (Merrell. Streeter, & Boelter, 2001). 

The CBCL was used to assess the caregiver’s perceptions of the child’s behavior 

problems prior to participation in the baseline sessions. Identifying problem behaviors 

may indicate situations in which the adolescent feels compelled to act out because of 

difficulty using appropriate social behaviors. The CBCL consists of 113-items associated 

with behavior problems. The items constitute multiple behavior-problem scales for two 

broad-band groupings in all sex and age groups: Externalizing Behavior and Internalizing 

Behavior. The Externalizing Scale was used to assess problem behavior. The CBCL has 
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established norms. Intraclass correlations are 0.98 for interparent agreement and 0.84 for 

test-retest reliability (Achenbach, 1991).  

Materials for Data Collection  

All sessions for data collection were videotaped with an RCA digital camcorder 

mounted unobtrusively on a tripod in the general proximity of the participant and the PI. 

During the intervention phase, a manual chess timer was used to cue a 30-second time 

sequence for using prompts. During the coding phase, the time intervals were cued by an 

audiotape in a portable tape recorder. The PI obtained data regarding treatment integrity 

using standard checklists once a week. Data for social validity was collected at the end of 

the study from Adam and Ben’s parents using a 5-question questionnaire.  

Materials for the Intervention 

An individualized SS was written for each participant, based on the criteria 

presented by Gray (1998). This SS was specifically designed to address the targeted 

behavior, and was individualized for each participant. One- or two-word prompts for each 

targeted behavior were written on brightly colored 3 x 5 cards. 

Description of the Social Story Intervention 

First described by Gray and Garand in 1993, SS are based on an understanding of 

the cognitive skills required for social interaction, and “describe social situations in terms 

of relevant social cues and often define appropriate responses” (p.1). Each SS is designed 

to bring predictability to a situation that may be overwhelming, confusing, or frightening 

to the individual with AS, and employs the visual learning strengths of individuals with 

AS to communicate concepts and ideas that provide structure to activities of daily living, 

learning experiences, and social interaction.  
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The SS is highly individualized, provides objective descriptions of a person, skill, 

event, concept, or social situation, is written with vocabulary and font appropriate for the 

individual’s reading and comprehension levels, and incorporates the individual’s specific 

interests (Gray, 1998). The SS also considers the age and attention span of the individual 

for whom the SS is written. It is written from the perspective of that individual, using the 

first person; by observing how the individual with AS interacts with the environment, the 

author of the SS, usually a parent or teacher, focuses on what the individual for whom the 

SS is being written may see, hear, and feel in the targeted situation. However, because the 

individual with AS has difficulty with social understanding, the SS must leave no room 

for literal interpretation.  

There are up to four types of statements that can be included in the SS: descriptive, 

perspective, directive, and control. Not every SS will contain all four types of sentences, 

but all conform to specific criteria. Each type of sentence has a specific purpose and the 

ratio of the type of sentences within the story is very important. According to Gray 

(1998), the SS should describe more than direct. She recommends a ratio of one directive 

and/or control sentence to two to five descriptive and/or perspective sentences.   

The descriptive sentence objectively defines where a situation occurs, who is 

involved, what a specific task is, and why it is being done. The descriptive statement also 

introduces the main characters, and explains why people behave the way they do. The 

perspective sentence may describe the individual’s physical state or desires, their internal 

feelings, or their perceptual perspectives. This sentence may also describe another 

person’s thoughts, feelings, beliefs, or motivation. The directive sentence defines what is 

expected as a response to a given cue or situation, and directs behavior. It is best if this 
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type of sentence is less restrictive, giving the individual a list of choices, rather than one 

specific suggestion. In some cases, this type of sentences may not even be needed.  

These types of sentences may be completed by the authors or by the adolescent. By 

the time a child with AS reaches adolescence, they can assist in the writing and 

development of the SS (Gray, 1998). When written as a partial sentence, the student is 

then encouraged to make predictions about proper responses and what needs to be done 

next. This type of sentence is then called a control statement, and allows the individual to 

control their own responses by “identifying meaningful, personal strategies to handle 

difficult situations” (p.179), as well as incorporate their own style and interests into the 

story.  

Procedure 

Selection of Participants 

Participants were recruited by designates of the Directors of Exceptional and 

Special Education departments at the Duval County School Board and Baker County 

School Boards by perusing their databases for those adolescents who met the inclusion 

and exclusion criteria provided to them by the PI. Those who met the inclusion and 

exclusion criteria were contacted directly by designates of the Directors of Exceptional 

and Special Education departments at the Duval County School Board and Baker County 

School Boards, and asked if they would be interested in meeting with the PI to discuss 

participation in the research study. Those adolescents and caregivers who agreed to 

discuss participation were given the name and telephone number of the PI; the parents 

contacted the PI directly to set up an appointment for the initial meeting. The timeline for 

the research process can be seen in Table 3-2. 
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The PI then met with the adolescents and their parents in their homes, where the 

purpose and procedure of the study, a description of the intervention, and the ethical 

considerations of the research process, including all risks and benefits, were discussed 

with the adolescents and their parents, and their questions were answered. The informed 

consent for participation and videotaping and the form of assent, along with a pre-

addressed, postage paid envelope, was left with the adolescents and their parents to read 

and discuss privately. The adolescents and their parents were invited to discuss the 

process of participation privately, and informed that if they had any further questions, 

they could contact the PI by telephone at any time. 

Table 3-2. Timeline for Research Study 

Parameters Initial
Visit 

Pre-
Baseline 

Visit 

Weeks 
1 & 2 

(up to a  
6-week 
delay) 

Week 
3 & 4 

Week
5 - 8 

Week 
12 

General  
Information and 

explanation X      

Informed Consent and 
Assent forms Given X      

Questionnaires Completed 
(CQASB, HCSBS, 

CBCL) 
 X     

Target Behaviors 
Identified  X     

Social Story Written  X     
 

Baseline (2-6 weeks)   X    
 

Intervention (6-9 visits)    X   
 

Fading / maintenance  (9 
- 12 visits)     X  

 
Follow-up at 1month  (1 
visit)       X 
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If they agreed to participate in the study, informed consents for participation and 

videotaping were signed by the parents, a form of assent was signed by the adolescent 

participants, and both were forwarded by the parents to the PI in the pre-addressed, 

postage-paid envelope provided by the PI at the time of the initial meeting. The PI then 

contacted the parents to schedule a pre-baseline visit, during which time Adam and Ben’s 

parents completed the CQASB, the HCSBS, and the CBCL. The questionnaires were 

analyzed and the results discussed with Adam and Ben’s parents during the same meeting, 

and two target behaviors were identified. Charlie and Danny’s parents refused to complete 

the questionnaires, stating that they felt that the information was confidential. Since they 

were willing to discuss their children’s behaviors, the PI felt that the same information 

could be gained verbally. Once the target behaviors for each participant were identified, 

they were operationally defined with the help of the parents, and a more socially 

acceptable form of behavior was identified.  

During the next week, the PI sat down with each participant and their parents and 

wrote the participant’s SS, using the guidelines as described by Gray (1998). Each social 

story was then written in black, 18–24 font print on 8” by 11” white paper. The pages 

were then laminated and secured, in order, in a three-prong folder. Cue words were 

identified for each SS, and written in black ink using block letters on 3” x 5” cards that 

were light blue on the blank side and bright yellow on the side where the cue words were 

written.  

A calendar was also marked with the days of the sessions, and the weeks were 

clearly marked to show a progression towards the end of the study. At the beginning of 

each session throughout the study, that session would be crossed off and the remaining 
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sessions counted, so that the participant adolescent could visualize the remaining number 

of sessions and be aware of when the study would end. 

Baseline 

The PI videotaped the participant during the baseline phase for 15 minutes a day, 

three times a week, for at least two weeks, or until the baseline data demonstrated 

stability. During baseline, the participant’s target behaviors were counted (see Appendix 

C). The camcorder was positioned on a tripod, in the corner of the chosen room in the 

participant’s home so that the participant and PI’s faces were seen without obstruction. 

The camcorder was turned on by the PI before the participant entered the room and was 

not turned off until the participant left the area, so that at no time would the participant 

observe the PI adjust the camcorder. During the baseline phase, the participant entered 

the room and sat at a table or desk with the PI, where a conversation on a topic of interest 

to the participant took place. There was no social story intervention, inappropriate 

behavior was not corrected, and correct behavior was not cued. The videotapes were 

viewed by the PI, and the target behaviors were counted. Data collected by the PI was 

graphed, for visual analysis, within twenty-four hours of the occurrence. Once the 

analysis of data was stable or six sessions had been completed, the intervention phase 

began. Baseline data continued to be collected on the other participants. 

Intervention Phase 

The intervention phase sessions continued three times a week for two weeks, or 

until the analysis of data became stable The participant entered the room and sat at the 

table as in the baseline phase. For the first 10 minutes of the session, the participant read 

the SS aloud to the PI and then they discussed the content of the SS. The PI then asked 

three comprehension questions to ascertain that the participant understood the SS and the 
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behaviors recommended. These questions were as follows: to what did the SS refer, what 

do other people want you to do, and what do you need to do to address the problem. Once 

the participant was able to answer the comprehension questions with 100% accuracy, the 

participant was encouraged to re-read the SS quietly one or two additional times. The SS 

was placed on the table next to the participant, so the participant would have easy access 

to it at anytime during the session. During the first session of the intervention phase, the 

PI showed the participant the cue words on the index cards, and explained what they 

meant. The PI explained that the cue card would be used to remind the participant to use 

the recommended behavior. The participant was then asked to restate the meaning and 

intended use of the cue words in their own words, to insure understanding of the meaning 

of the prompt. These cards were placed face down on the table during the conversation, 

with the blue side showing, and used by the PI to prompt the participant as needed during 

the intervention phase. 

Once the participant was able to answer the comprehension questions, had re-read 

the SS, and could verbalize the meaning of the cue words, a 15-minute conversation took 

place. The cue cards were placed face down next to the PI. A manual chess timer was 

held in the PI’s hand so that only the PI could see it. This timer was set for 30-seconds 

increments, and was reset when a prompt was given by the PI by tapping the timer 

button. If the participant did not respond with the recommended behavior within 30 

seconds of the first opportunity, the PI would place the cue card face up in front of the 

participant with the yellow side up, but would not point to it or say the cue words aloud. 

The timer was then reset for an additional 30 seconds. If the participant still did not 

respond with the recommended behavior after the 30 second timer blinked, the PI pointed 
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to the cue word, and again reset the timer for 30 seconds. If the participant did not 

respond with the recommended behavior in the next 30 seconds, the PI again pointed to 

the cue word and verbalized the words aloud. The timer was then reset again for 30 

seconds. If the participant still did not respond, the PI would have stopped the 

conversation, asked the participant to re-read the SS aloud and again asked the 

comprehension questions. This process was repeated until the participant responded with 

the recommended behavior or the 15-minute conversation session ended. If the 

participant did respond appropriately, the PI retrieved the cue card and replaced it face 

down on the table in front of the participant, blue side up. Once the analysis of data was 

stable or six sessions had been completed, the fading phase began. 

Fading Phase and Maintenance 

Once the analysis of the intervention data became stable or two weeks of 

intervention sessions had been completed, the SS intervention was faded by decreasing 

the reading frequency to twice weekly for one week, then once weekly for one week, then 

withdrawn completely, with videotaping and data collection continuing until for an 

additional six sessions to assess for short-term maintenance. Cue cards remained on the 

table as prompts when the SS was read, but were placed in a drawer for the sessions that 

the SS is not read. When the SS was not read, it was also placed in the drawer. The 

weekly videotaping ended after eight weeks, regardless of data stability. 

Follow-up 

The PI returned to the setting one month after the completion of the study to assess 

for long-term maintenance. The session was videotaped, using the same procedure as 

before. The PI again sat at the table with the participant, and had a conversation. The SS 
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was not read prior to the session, and cue words were not used. The same targeted 

behaviors were counted and graphed visually using Microsoft Excel.  

Data Collection 

All sessions of data collection were videotaped with a RCA miniature video-

camcorder. Videotaping began just before the participant entered the room in which the 

intervention takes place, and ended after the participant left the room. During the baseline 

phase, the length of recording was approximately 15-20 minutes, which was long enough 

for a short conversation between the PI and the participant. During the intervention 

phase, the length of recording was 25–30 minutes in length, including the 10–15 minutes 

allotted to read and discuss the SS, and a 15-minute conversation between the PI and the 

participant. Once fading of the intervention began, the length of recording once again was 

15-20 minutes, since no time was required to read and discus the SS.  

The videotapes were viewed by the PI, and data recorded using a 10-second 

interval recording procedure for the entire 15-minute session. The targeted behaviors, as 

well as the number and type of prompts needed to illicit the recommended behaviors, 

were counted. The behavior was recorded as occurring only once an interval if it was 

observed during any portion of that 10-second interval. During the viewing if the 

videotape and the counting of the targeted behaviors, an audiotape that had been pre-

recorded with a single beep every ten seconds would cue the PI at the end of each 

interval. The videotape would then be paused by the PI so that the behaviors observed 

could be recorded on the data collection sheet. Once the data were recorded, the PI 

resumed the videotape. The number of intervals during which the behaviors occurred 

were totaled, and divided by the total number of intervals. This yielded the percentage of 

targeted behaviors per session. This rate of response was then graphed, using Microsoft 
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Excel, for visual analysis. The number and type of prompt was also graphed using 

Microsoft Excel for visual analysis. 

IOA 

A senior second-degree nursing student, who was naïve to the purpose of the study 

and who has no previous experience in coding from a videotaped session, was trained by 

the PI to be the second observer. The operational definitions for the target behaviors were 

explained and a videotape of these behaviors was shown. Training and coding of all 

target behaviors by the second observer was done with the PI until a calibration 

agreement of 90-100% was obtained. The IOA calibration procedure was repeated for 

each participant. 

Once IOA calibration was within the acceptable range for all targeted behaviors for 

participant, the PI randomly selected five minutes of each session recorded that week, for 

a total of 15 minutes for each participant or 33% of the sessions for each participant, for 

the second observer to count the targeted behaviors. The second observer viewed and 

coded the weekly sessions for each participant independently. This data was then 

compared to the data obtained by the PI. Interobserver agreement was calculated on an 

interval-by-interval basis for occurrence of target behaviors by calculating the number of 

agreements divided by the number of agreements plus disagreements, and multiplying by 

100 (Kazdin, 1982). A percentage of 80% or better was acceptable to support IOA. If the 

IOA had ever been less than 80%, which it was not, the operational definitions and 

coding process would have been reviewed by the PI with the second observer, and IOA 

calibration procedure would have continued until IOA was at least 80%.  
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Treatment Integrity 

Data for treatment integrity for each participant were collected once a week by the 

PI, using a checklist that details the steps of the study (see Appendix D). The number of 

steps completed correctly was divided by the total number of steps, and then multiplied 

by 100. A score of 100% meant that treatment integrity had been achieved. If the score 

was less than 100%, the PI corrected any deficiencies before the next session.   

Social Validity 

Following the end of the study, the parents were asked to complete a 5-question 

questionnaire, with a possible total of 25 points, to assess their perceptions regarding 

social validity of the SS (see Appendix E). If the total amount of points per questionnaire 

was greater than 20, the intervention was considered to be socially valid.  

Only Adam and Ben’s parents completed the questionnaire. Results were used to 

assess the parent’s perceived efficacy of the intervention. Charlie and Danny’s father did 

not complete the questionnaires for social validity. He felt he could not answer the 

questions appropriately, as he had not been around his sons since the study had been 

completed.  

Data Analysis 

All data coded during the study were graphed daily using Microsoft Excel. All data 

were evaluated graphically via visual analysis after each session in terms of a) the 

magnitude of the response of the dependent variable to the independent variable to assess 

the effectiveness of the independent variable, b) the percentage of overlap to assess the 

strength of the independent variable, and c) the trend analysis to facilitate prediction of 

future behaviors. 
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CHAPTER 4 
RESULTS 

This chapter will describe the results obtained from the analysis of data. Using a 

multiple baseline across participants, 15-minute sessions were videotaped, and data were 

collected using interval recording to code targeted behaviors and prompts. There were 

four participants. All completed the study through the second week of maintenance, but 

only three completed a one-month follow-up session. One participant did not have a 

follow-up session because of parental refusal. 

Participant 1 - Adam 

Targeted Behavior – Interrupting 

Adam’s social story ([SS]; see Appendix F) was written for his targeted behavior of 

interrupting others during periods of conversation. His baseline revealed that he 

interrupted an average of 41% of the time, with a frequency range of 40% to 41.7%. 

After the SS was introduced, Adam’s interrupting frequency initially decreased to 28.3%. 

By the third session, the frequency had decreased to 13.3%. After the fourth session, 

Adam was no longer interrupting at any time during the 15-minute session. The average 

frequency of interrupting for all sessions during the intervention phase was 6.9%, with a 

range of 0% to 28.3% (see Figure 4-1). 

Fading began after the fourteenth session. During session 15, the SS was not read 

and the cue cards were placed out of sight in a drawer prior to the start of the session, 

Adam’s frequency of interruptions increased to 5% for that session. During session 16, 

the SS was read and the cue cards were used; and the frequency of interruptions 
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decreased to 1.7%. Although this is a decrease from session 15, the frequency of 

interrupting was an increase from the final sessions of the intervention phase, when 

Adam was not interrupting at all. The SS and cue cards were not used during session 17, 

and Adam’s frequency of behaviors again increased to 3.3%. The SS intervention was 

used for the last time during session 18, with Adam continuing to interrupt 1.7% of the 

sessions. Although the frequency of interruptions during the next session again increased 

to 3.3%, which was Adam’s pattern during the fading process when the SS was not read, 

the frequency of interruptions decreased to 1.7% for the next two sessions even though 

the SS and cue cards were not used. The average frequency of interrupting for all sessions 

during the fading phase was 2.8% (see Figure 4-1). 

During the maintenance phase, the average frequency of interrupting for all 

sessions was 8.3%. At the beginning of the maintenance phase, the frequency of 

interruptions increased to 3.3% for session 22 but decreased again to 1.7% for session 23. 

By session 24, however, Adam’s frequency of interrupting has increased to 13.3%, to 

16.7% by session 25, and 13.3% by session 26. During his one-month follow-up session, 

his frequency of interrupting had increased to 26.7% (see Figure 4-1). 

Prompts 

Once the SS was started, Adam required four visual prompts and one pointed 

prompt for the first two sessions, two visual prompts and one pointed prompt the third 

session, but only one visual prompt the fourth session. Thereafter, he required no prompts 

until fading. Once fading began, Adam only required one visual prompt per session when 

the SS was read (see Figure 4-2). 
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Participant 2 – Ben 

Targeted Behavior – Turn Taking 

Ben’s SS was written for the targeted behavior of turn-taking (see Appendix G). 

During his baseline, it was noted he usually failed to engage in turn-taking during a 

conversation, with an average turn taking frequency of only 12.2%, with a range of 

frequency between 6.7% and 16.7%. Once the SS was started, the frequency of turn 

talking increased to 28.3% during the first session, and to 40% by the third session. 

During the rest of the intervention phase, the percentage of turn taking stabilized during 

the three final sessions at 40%, with an overall turn taking average of 37.9% for the eight 

sessions of the intervention phase (see Figure 4-3). 

During fading, the SS was read twice the first week and only once the second 

week. Turn taking frequencies during this phase ranged from 36.7% to 40%, with an 

overall average turn taking frequency of 38.1% for the six sessions. 

For the first week during the maintenance phase, the frequency of turn taking 

remained stable at 35%. For three of the next four sessions during this phase, the 

frequency of turn taking was decreased to 31.7%. The average frequency of turn taking 

for all seven sessions was 33.6%, with a range for 35% to 31.7%. Ben’s one-month 

follow-up session remained stable at 31.7%. 

Prompts 

Ben required five visual prompts, three pointing prompts, and three verbal prompts 

during the first intervention session, but those numbers decreased to only two visual 

prompts by the fourth intervention session. After that, and until fading, Ben did not 

require any further prompts. During the entire fading process, he required all three 
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prompts only once, and, both times, the prompts were delivered within the first three 

minutes of the sessions (see Figure 4-4). 

Participant 3 – Charlie 

Targeted Behavior – Turn-taking 

Charlie’s targeted behavior was also turn taking (see Appendix H). During 

baseline, which was five weeks in length, Charlie‘s average turn taking frequency was 

18.5%, with a range of frequencies between 11.7% (during session 2) to 23.2% (in 

session 9). The turn taking increased overall after the first few weeks of the baseline 

phase, and can probably be attributed to the development of a more comfortable 

relationship between the PI and the participant (see Figure 4-5). 

The SS intervention was introduced in session 17, with an increase in turn taking 

frequency from 18.3% during session 16 to a frequency of 56.7%. The turn taking 

frequencies continued to increase during the intervention phase, with a range of 

frequencies from 56.7% to 68.3%, and an average turn taking frequency of 66% for the 

eight sessions. 

During the fading and maintenance phases, the turn taking frequencies remained 

stable, with a range of frequencies from 60% to 68.3%. The average turn taking 

frequency for the fading phase was 66.7% for the six sessions. For the six sessions of the 

maintenance phase, the frequency of turn taking was 64.7%. However, the frequency of 

urn taking at his one month follow-up session was stable at 65%. 

Prompts 

Charlie initially needed all three types of prompts to remember to respond 

appropriately during the intervention phase (see Figure 4-6). After the first week of the 

intervention, Charlie needed one or two visual prompts and one pointing prompt a 
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session. Throughout the rest of the intervention phase, Charlie continued to need a visual 

prompt, usually in the first five minutes of the session. Once fading began, Charlie still 

needed two visual prompts and one pointing prompt every session to remind him to 

respond appropriately. 

Participant 4 – Danny 

Targeted Behavior – Interrupting 

Danny’s targeted behavior was interrupting. Danny’s SS targeted his tendency to 

interrupt the other person during a conversation (see appendix I). Danny’s baseline was 

extremely long, at almost seven weeks. During the first ten sessions, Danny had a wide 

variation in the frequency of interrupting, with a range from 45% to 81.7%. However, 

during the last ten sessions, the frequency of interrupting stabilized, with a range of 

interrupting from 65% to 73.3%. The overall frequency of interrupting for the baseline 

phase was 49.7% (see Figure 4-7). 

During the first intervention session when the SS was introduced, Danny’s 

frequency of interrupting dropped to 20%. This frequency decreased to 5% during the 

second intervention session, and remaining under 6.7% during the rest of the intervention 

phase. The average frequency during this phase was 7% for the nine sessions, with a 

range of frequencies between 3.3% and 20%. 

The average frequency of interrupting increased to 9.1% during the fading phase, 

with the frequencies for these seven sessions ranging from 5% to 10%. During the 

maintenance sessions, the average frequency of interrupting increased significantly to 

26.9%, with a range of frequencies from 20% to 33.3%. Unfortunately, Danny did not 

have a one month follow-up visit. 
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Prompts 

During his first intervention session, Danny required all three types of prompts 

(see Figure 4-8). However, from the second intervention session through the last 

maintenance session, Danny required visual prompts only. He required four visual 

prompts during the first intervention session and two visual prompts during the second 

intervention session. He continued to require only one visual prompt during the rest of his 

intervention phases and throughout the fading sessions. However, during the last session 

of his maintenance phase, he did require two visual prompts and one pointing prompt. 

Summary of Intervention Results 

Visual analysis of the data reveals that the SS intervention was effective in eliciting 

a change in the targeted behaviors (see Figure 4-9). For two of the four participants, Ben 

and Charlie, this response was maintained during the fading and maintenance phase and 

at the one month follow-up session. There was no overlap in data for any of the four 

participants.  

The magnitude of the response of the targeted behaviors to the SS was significant 

in each of the participants. The response for each participant was not immediate, but 

changed gradually over the first two or three sessions. However, for the entire 

intervention phases overall, there was a strong correlation between the SS intervention 

and the response in the targeted behaviors. The data reveals a cause and effect 

relationship. 

The analysis also reveals that maintenance over time was not achieved with at least 

one of the participants, Adam. There is also a question of maintenance over time for 

Danny, but this information was not available as his one-month follow-up session was 

not completed. 



83 

 

Each of the participants required prompts during each of the phases of the study. 

Adam and Ben did not need any of the prompts after the SS had been in use for the first 

three to four sessions. Once fading began, Adam needed one visual prompt each session, 

but it was given early in the 15-minute session, and no further prompts were needed. Ben 

needed both a visual and a pointing prompt each session during fading, but these were 

also given in the first two minutes of the session, with Ben not requiring any further 

prompting. Charlie and Danny required multiple prompts throughout the study. By the 

middle of the intervention phase, each only required visual prompts administered early in 

the session. During fading, each required a visual and a pointing prompt. Again, these 

prompts were administered within the first two minutes for Charlie and within the first 

four minute for Danny. 

The use of prompts does question the independence of the SS intervention. 

Although two of the four participants were able to respond without any prompts for at 

least half of their intervention phase, their inability to respond without prompts after only 

one session suggests that the SS may need further study to determine strength and 

independence. Since it is known that individuals with autism spectrum disorders and 

individuals with AS are visual learners and learn faster with the aid of prompts (Quill, 

1997; Wing, 2005), the results of the data analysis are not surprising. However, it may 

warrant further study to determine what prompts are the most effective and how they 

could be used to strengthen the effect of the SS intervention. 

Inter-observer Agreement 

Inter-observer agreement (IOA) was completed weekly for each participant for a 

total of 32% of the sessions. Five-minute intervals from each of their three sessions 

completed that week were randomly chosen by the PI, and coded independently by a 
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second coder who had been taught by the PI. The operational definitions and coding 

process were explained, with practice sessions completed until IOA was over 90%. This 

training was accomplished during a two day session, and IOA data collection started the 

first week of the baseline phase. 

Table 4-1. Interobserver Agreement (percentage) per Session 
% Adam Ben Charlie Danny 

WEEK 1 92 88 98 92 
WEEK 2 96 90 99 98 
WEEK 3 91 94 95 97 
WEEK 4 92 92 97 95 
WEEK 5 97 94 95 96 
WEEK 6 92 88 92 84 
WEEK 7 88 90 93 96 
WEEK 8 90 94 88 88 
WEEK 9 86 86 94 92 
WEEK 10  90 86 90 
WEEK 11   92 94 
WEEK 12   86 92 
WEEK 13    88 
WEEK 14    90 

 
The overall average IOA for the four participants was 91.7% (see Table 4-1). 

Adam’s average IOA for all of his sessions was 91.6%, with a range of 86% to 97%. 

Ben’s average IOA for his sessions was 90.6%, with a range of 86% to 94%. Charlie’s 

average IOA was 92.9%, with a range of 86% to 99%. Danny’s average IOA was 92.3%, 

with a range of 84% to 98%. 

In general, the IOA was always above 84%, as the operational definitions were 

well understood by the PI and the second observer. The main problem occurred when a 

behavior was observed over two intervals and was coded in one interval by one observer 

and in the other interval by the other observer. There were also disagreements about 

whether the participant had interrupted or responded appropriately, but these 
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disagreements were minimal. When disagreements did occur, the PI and the second coder 

reviewed the videotape again, and decided together how to code the discrepancy. 

Treatment Integrity 

Treatment integrity data were collected weekly by the PI, using the Treatment 

Integrity Checklist (see Appendix F). On those weeks when the SS was not in use, the 

items on the checklist that concerned the SS were considered controlled and full credit 

was awarded. Overall, the average treatment integrity for all of the participants was 94%, 

with a range of scores from 90% to 100% (see Table 4-2). Treatment integrity was 98% 

for Adam’s nine weeks of sessions, with a range of 90% to 100%. Treatment integrity for 

Ben’s 10-weeks of sessions was 95%, with a range of 90% to 100%. 

Table 4-2. Treatment Integrity (percentage) per Session 
  Adam Ben Charlie Danny 

WEEK 1 90 90 90 90 
WEEK 2 100 90 100 100 
WEEK 3 100 100 90 90 
WEEK 4 90 100 90 90 
WEEK 5 100 100 90 90 
WEEK 6 100 100 90 90 
WEEK 7 100 90 90 90 
WEEK 8 100 90 90 90 
WEEK 9 100 90 90 90 
WEEK 10  100 90 90 
WEEK 11   90 90 
WEEK 12   90 90 
WEEK 13    90 
WEEK 14    90 

 
Problems with Adam’s treatment integrity involved his reluctance to reread his SS 

after his comprehension questions were answered appropriately. He often remarked that 

he thought that it was a waste of his time, but he tried to adhere to the procedure. He was 

successful for seven out of nine weeks. At first, Ben’s problem with treatment integrity 

involved having a quiet place where the session could take place. Even though the dining 



86 

 

room was set up to be private and quiet, Ben had many siblings who often wanted to 

interrupt. After a discussion with his parents, they made sure that the other siblings were 

not allowed to disrupt the sessions. However, during the seventh and eighth week, Ben 

also did not want to read his SS silently for several of the sessions. Once the rationale for 

maintaining treatment integrity was discussed, Ben became more complaint with the 

procedure. 

Treatment integrity was more difficult to control for Charlie and Danny, as it was 

difficult to have the sessions at the same time every day, for multiple reasons. Average 

scores for treatment integrity for each of the brothers were 91%, with a range of 90% to 

100% for each. 

Social Validity 

Adam and Ben’s parents are the only ones who completed the social validity 

questionnaire, because Charlie and Danny’s mother was hospitalized and their father 

decided to end their participation in the study. Adam’s parents’ questionnaire had a total 

score of 25 out of 25, which demonstrated social validity, and they commented that they 

were pleased with the results of the SS. They had made comments during the study about 

the improvements they were seeing in Adam’s interrupting behaviors and thought the 

intervention would be useful in the future. Ben’s parents also thought the SS had 

produced positive results for their son, scoring 25 out of 25 on the questionnaire. They 

commented that they would prefer to use the SS regularly as they had observed that he 

responded best when his SS was read regularly.  

These social validity results reveal that using the SS as an intervention does help 

correct those behaviors that interfere with the maintenance of socially appropriate 

behaviors. Learning to respond appropriately is important because reciprocity during a 
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conversation is one way to maintain a socially valid relationship. Learning to avoid 

interrupting is important not only in social situations, but also in a structured environment 

such as school. If a child continues to interrupt, or does not respond appropriately in these 

types of situations, not only are they deprived of the opportunity to learn in a structured 

classroom setting, but they limit learning opportunities of their peers and classmates. 

These disruptive behaviors may lead to rejection by peers, therefore decreasing the 

occasions in which the adolescent with AS can observe and imitate appropriate social 

behaviors.
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Figure 4-1.   Graph of Adam’s Targeted Behavior 
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Figure 4-2.   Graph of Adam’s Prompts 
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Figure 4-3.   Graph of Ben’s Targeted Behavior 
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Figure 4-4.   Graph of Ben’s Prompts 
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Figure 4-5.   Graph of Charlie’s Targeted Behavior 
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Figure 4-6.   Graph of Charlie’s Prompts 
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Figure 4.7.   Graph of Danny’s Targeted Behavior 



 

 

95

0

0.5

1

1.5

2

2.5

3

3.5

4

4.5

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36

Sessions

N
um

be
r p

er
 S

es
si

on

Visual Prompt Pointing Prompt Verbal Prompt

   InterventionBaseline          Fading

 
Figure 4-8.   Graph of Danny’s Prompts
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Figure 4-9. Comparison of the effects of the SS intervention across participants 
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CHAPTER 5 
DISCUSSION 

This chapter will begin with an overview of the study, and then a discussion of the 

results of the study will follow. Included in this discussion will be a dialogue about the 

occurrence of unexpected discoveries. The limitations of the study will be described and 

implications for future clinical practice will be delineated. Finally, recommendations for 

future nursing research will be defined. 

Overview 

This study evaluated the effects of a social story (SS) intervention on the 

acquisition of social skills in adolescents with Asperger’ syndrome (AS). With input from 

the parents and the participant themselves, behaviors that interfered with the participant’s 

ability to communicate with others were identified, and operational definitions for those 

targeted behaviors were written. A SS was written by the Principal Investigator (PI) and 

the participant, using the guidelines of one directive or control sentence to each four or 

five descriptive or perspective sentences (Gray, 1998). In addition, the participants added 

their own control sentences, with which they were able to list specific actions they could 

take to improve their conversation skills. Using a multiple baseline across participants, 

the SS intervention was introduced only after stable baselines had been established. The 

targeted behaviors, and the prompts needed to reinforce the intervention, were measured 

and graphed for visual analysis. Overall, the results demonstrated improvement in the 

targeted behaviors. 
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Discussion of the Results 

During the baseline phases, the rates of targeted behaviors were assessed, and an 

analysis of these rates revealed that interpersonal communication was hampered by a lack 

of socially appropriate behaviors. Once the SS intervention was introduced, there was an 

improvement in the targeted behaviors for all of the participants, which clearly identified 

a functional relationship. This effect was maintained in two of the four participants, 

suggesting that the SS does have some effect in maintaining the change in behaviors over 

time. Because there is very little research that addresses the use of SS in adolescents, and 

in adolescents with AS specifically, the results of this study extend the scant amount of 

research that demonstrates the effectiveness of the SS for adolescents with AS (Bledsoe, 

Myles, & Simpson, 2003; Rogers & Myles, 2001).  

Adam 

Visual analysis of the data revealed that Adam had a decrease in interrupting 

behavior during the intervention phase, and that this response continued during the initial 

sessions of the fading phase. However, the frequency of interrupting was erratic during 

the maintenance phase, especially in the final sessions. At the one-month follow-up 

session, the frequency of interruptions had increased significantly. Visual prompts appear 

very beneficial to Adam, and may be the only prompt he would need to remind him of the 

content of the SS. 

Adam was very serious about complying with the directions of his SS, and would 

concentrate very intensely during videotaping. Adam’s initial response to his SS was 

impressive, but when the SS was removed from his possession, his behaviors began to 

return to his baseline. Because of this response, his parents decided to make his SS and 

cue card available to him at all times. They had also decided that they would try writing 
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SS about other problems Adam was having with environmental problems, such as 

remembering daily hygiene procedures, preparing for company, and organizing his day. 

Adam will be going away to college in the fall, so he and his parents are making lists of 

possible scenarios for which a SS could be written and read by Adam when that situation 

arises. 

Ben 

Visual analysis of the data revealed that Ben’s turn-taking behavior did respond 

positively to the SS intervention. However, after just four sessions, it is observed that the 

frequency of turn-taking behavior decreased for one of the sessions before stabilizing. 

The reason for this one time decrease is questionable. Ben did not appear to be feeling 

any differently than usual, he read his SS and answered the comprehension questions 

without any difficulty, and his family and personal life did not seem to be under any new 

stressors. For the rest of the intervention phase, the frequency of turn-taking behavior 

remained stable, so it appears that the data for this one session may not be of any 

significance to his response during the intervention phase. 

However, once fading was started, the frequency of turn taking decreased, and 

continued to decrease slightly until the maintenance phase. A trend analysis of the 

maintenance data revealed that the frequency of turn taking stabilized and that frequency 

of turn taking remained stable at the one-month follow-up session. 

Overall, Ben responded well to the SS while it was being actively read on a 

regular basis. Long term maintenance is questionable, and it would be beneficial to assess 

Ben’s responses one more time, approximately one or two months after the study’s 

completion.  
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It became noticeable that Ben’s turn taking frequencies were not the only socially 

unsuccessful behaviors that were improving. An additional review of his videotapes 

revealed an unexpected discovery that his frequencies of interrupting were also 

responding to the SS intervention. 
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Figure 5-1 The effects of Ben’s SS for turn taking on the frequency of Ben’s interruptions 

Although Ben’s SS primarily addressed turn taking, it also briefly addressed 

interrupting. Since both of these behaviors were addressed in the SS, it was concluded, 

based on the visual analysis of the data, that the SS was responsible for all of the changes 

(see Figure 5-1). The average frequency of interrupting during the baseline phase was 

63.2%, with the range of frequencies from 56.7% to 70%. Once the SS for turn taking 

was introduced, the frequency of interruptions decreased dramatically to an average of 

26.9%, with a range from 23.3% to 31.7%. The average frequency during fading 

remained stable at 27.8%, with a range of 21.7% to 31.7%. During the maintenance 

phase, the average frequency of interruptions increased slightly to 30.2%, with a range in 
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frequencies from 26.7% to 33.3%. At the one month follow-up session, the frequency of 

interruptions had increased to 33.3%. 

This is the first study in which one SS addressed two behaviors successfully. This 

is different from the study by Norris and Datillo (1999) where multiple SS, each 

addressing one behavior, were introduced at the same time, but the results of that study 

were disappointing. Although Gray (2001) maintained that the SS should only address 

one behavior at a time, most of her SS are written for those individuals who were not as 

high functioning as the participants in this study. 

Charlie 

Visual analysis of a graph of the data reveals that the intervention did increase the 

frequency of turn taking. This frequency did maintain throughout the fading phase, but 

there was a decrease in frequency as the maintenance phase was initiated. This decrease 

in frequency of turn taking continued for two sessions. Then the frequencies improved 

and stabilized, and remained stable at the one-month follow-up session. 

The reason for these changes was initially perplexing. However, during the 

maintenance phase, Charlie was found to be in possession of 2” x 2” yellow paint sample 

card from Home Depot, which he held in his hand during the 15-minute sessions. During 

one of his last maintenance sessions, he finally confessed that the yellow paint sample 

card reminded him of the yellow cue card. He commented that, “remembering to take 

turns is a lot easier when I can look at the yellow card. I just think of the color yellow and 

I remember”. 

Charlie was the only participant who used an additional prompt, which he was 

using to replace prompts as they were faded. It is unclear whether the paint sample card 
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helped Charlie remember to use his new skills, or if it helped him retain the elements of 

the SS. However, this demonstrated Charlie’s ability to process the purpose of the SS and 

the prompts, and to create his own prompt that allowed him to self-manage his behavior.  

Self-management interventions have been shown to produce positive changes in 

targeted behaviors (Barry & Singer, 2001; Mancina, Tankersley, Kamps, Kravitz, & 

Parrett, 2000; Mithaug & Mithaug, 2003; Newman, Reinecke, & Meinberg, 2000). 

Whether Charlie could have maintained his changes without the paint sample card can 

only be surmised, as generalization probes and a longer follow-up period were not 

included in this study design. The incorporation of a self-management tool could be of 

benefit in a future study. 

Danny 

Visual analysis of the data reveals that Danny had a marked variation in initial 

turn taking frequencies during the baseline phase. This variability was representative of 

Danny’s inability to routinely maintain turn taking behaviors with strangers, a problem 

discussed candidly by Danny and his parents during the first week. As the baseline 

continued, these turn taking frequencies stabilized. One rationale for this stabilization is 

that by week three, the PI was no longer a stranger and a relationship was established. 

Although Danny had a significant decrease in the frequency of interrupting after 

the intervention was introduced, his frequencies of interrupting began to increase as soon 

as the intervention was faded. Because Danny did not have a one-month follow-up visit, 

it is difficult to predict future trends. 

It was noted that Danny had an interesting change in his own frequency of turn-

taking when Charlie’s SS for turn-taking was introduced. Danny’s videotapes were 

reviewed to measure his frequency of turn taking, with interesting results (see Figure 5-
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2). Danny’s turn taking frequencies not only increased in response to Charlie’s SS, but 

those behaviors were also maintained during the fading and maintenance phase. 
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Figure 5-2.   Danny’s response to Charlie’s SS for turn taking 

The PI discussed the new data with the two participants and discovered that not 

only did Charlie read his SS to his brother on a regular basis, they were reinforcing the 

lessons for each other by reminding each other to “take turns”, the words from Charlie’s 

prompt card. Although this unexpected discovery confounded the results of this study, it 

supports previous research that suggests the use of siblings helps reinforce social skills 

training and helps the participants maintain the learned behaviors over time (Baker, 

2000). It would have been interesting to evaluate if the same response would have been 

seen if Charlie had been assigned a different targeted behavior and a different SS. 

However, whether it was the SS by itself, the sibling support, the role-playing, or a 

combination of the three that produced this response is a question for future research.  
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Limitations of the Study 

 One of the limitations of the study was the quality of the operational definition of 

turn-taking. Although the operational definition was broad enough to encompass all 

responses that may have been construed as helping to guide and continue a conversation 

between two people, it did not allow for the quality of the response. When the participant 

responded, sometimes it was not appropriate for the context of the conversation. 

Unfortunately, if the response was one that was defined as appropriate, then it had to be 

counted as so. This was particularly noticeable with Adam’s responses. No matter what 

was being discussed, he would reply with, “awesome, tell me more about that”. Charlie 

also often responded automatically, with responses of “really, what else happened”, or 

“what happened next”. It would have been beneficial to the study if the operational 

definition had also defined responses as appropriate only if the response was appropriate 

within the context of the conversation. 

Another limitation was the amount of interference by Charlie and Danny’s parents. 

Initially, the parents refused to complete any of the demographic information, but since 

they were willing to discuss their children verbally, this was not a concern. 

Unfortunately, it was not until the study had started that this interference became intense. 

After the SS were written, the triplet’s father insisted on reading each one and made 

several comments about the composition of the SS. It was only after extensive 

explanation that the ratio of sentences was important for the integrity of the design that he 

was willing to allow the SS to be used. During the first few sessions, he insisted on being 

present in the next room where he could see his children, which cause tension between 

the PI and the participant, and tension between the participants and their father. 

Fortunately, after the first week, he left on business and a routine was established. When 
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he returned, he was only at home in the mornings, so all sessions were scheduled for the 

afternoon. Towards the end of the study, after the boys went to live with their father, he 

refused any further participation in the study, eliminating Danny’s final one-month 

follow-up visit. 

Another limitation was that it was unrealistic to expect compliance with the SS 

storage between visits. Even though the PI had left instructions with Charlie and Danny’s 

mother that the SS were to remain in the desk drawer in between sessions, Charlie 

secretly shared his SS with his brother, with the results as discussed previously. 

Initially, treatment integrity was often difficult to control, as scheduling around out-

of-home trips was often frustrating. As the sessions continued, more of a routine was 

established at Adam and Ben’s homes, but Charlie and Danny’s schedule remained 

difficult to control. The PI finally decided to break up the sessions, with Adam and Ben 

scheduled for three days a week and Charlie and Danny scheduled on the alternative 

days. Even then, it often meant waiting an hour or more for them to get home. Toward 

the end of the study, it became difficult to gain access to Charlie and Danny’s home, and 

the PI often had to call the mother on the phone several times while in the driveway 

before she would open the door.  

Treatment integrity at Ben’s home was also initially difficult to control because of 

the large family and limited space. After discussing the problem with the parents, the 

noise level was significantly reduced and treatment integrity was no longer a problem. 

Another limitation is the selection process. All the participants were male. 

Although there were two female adolescents with AS interviewed, they decided not to 

participate because of the time involved. In addition, all of the participants were home-
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schooled, which limited the amount of exposure they had for generalization probes. It is 

important to be able to assess whether the intervention is effective across settings and 

situations. Being in the controlled environment of the home does not allow for the 

complete evaluation of the SS as an effective intervention. Being in a natural setting 

instead of in their homes would have also decreased the threat to external validity. 

Recommendations for Future Research 

There are numerous recommendations for future research. Because there is so little 

research that involves adolescents with AS, replication of those studies that do exist 

would help address this knowledge gap.  

It would be beneficial to assess the effectiveness of the SS intervention if the 

operational definition was written to include the quality of response, not just the 

mechanism of the response. However, the SS would have to be rewritten to include that 

specific instruction. 

Female participants should also be included, and instituting this intervention in a 

natural setting should be evaluated. Generalization probes and longer maintenance probes 

would also be beneficial in demonstrating a cause and effect relationship. Although this 

study evaluated the effectiveness of the SS on adolescents with AS, there are many adults 

with AS who have been living with impaired social skills most of their lives. Finding out 

which interventions will make a difference in their social relationships is important to 

help these adults who struggle to fit into today’s society. Since these adults with AS have 

not had the advantage of early diagnoses and early interventions, it becomes imperative 

to find interventions that work for this population. 

Assessing the influence of a sibling who is also using the SS to target socially 

inappropriate behaviors is another research possibility. Since Charlie was so forceful with 
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his SS, one wonders if he could have that same effect on his brothers if he was reading a 

different SS that targeted a different behavior. If Charlie was the only one to read a SS, 

could he effectively cause a change in his brothers’ behaviors all by himself, through role 

playing and modeling alone? What about the effect of the paint color sample? Would it 

also have benefited his brothers if he had shared this prompt with them?  

Ben’s SS targeted two separate behaviors, interrupting and turn-taking. In 

reviewing the literature, this is the only study during which two behaviors were targeted 

and changed by one SS. This unexpected discovery needs to be explored further to 

determine if it can be replicated in other adolescents with AS, and to assess if it can be 

replicated in individuals who are not so high-functioning.  

Implications for Clinical Practice 

Nurses have long been an active force in the treatment of diseases and disorders 

that affect physical and mental health. As we have progressed as a profession, health 

promotion and wellness have become the heart of professional nursing. Part of health 

promotion must be the attainment of social confidence, which encourages the 

development of productive relationships and healthy self-esteems. The focus on social 

health has now become a part of the functional assessment that we as nurses evaluate 

when we are detailing the nursing history of our clients. For those individuals with AS, 

poor social health can lead to impaired self-worth, and possibly withdrawal from society 

at large (Bellini, 2002). For some of those individuals, this life of self-imposed separation 

from society is tolerable, but for others, it is a descent into depression, substance abuse, 

or self-abuse (Ghazuiddin, Ghazuiddin, & Greden, 2002; Ghazuiddin, King, Naylor, & 

Ghazuiddin, 2000; Ghaziuddin, Weidmer-Mikhail, & Ghaziuddin, 1998; Hardan & Sahl, 

1999). 
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Since AS is a relatively new diagnostic category within the International 

Classification of Diseases, 10th edition (World Health Organization, 1993), and the 

Diagnostic and Statistical Manual of Mental Health, 4th edition (American Psychiatric 

Association, 1994), many of the adolescents with AS have only been diagnosed within 

the last decade. Interventions that are initiated early in the life of a child with an AS are 

much more effective than those that are started later (Koegel & Koegel, 1995; Potter & 

Whittaker, 2001), so adolescents with AS are already fighting the odds of obtaining some 

normalcy in their life. In this study, the participants were all in early adolescence, and 

diagnosed after they started elementary school. None of them had ever had any 

individualized social skill instructions within the public school system, even though 

teachers had told each set of parents that their children had trouble “fitting in”.  

It would then be logical to conclude that instituting this intervention at an earlier 

age would prove beneficial (Howlin, 2003; Howlin, Goode, Hutton, & Rutter, 2004; 

Hume, Bellini, & Pratt, 2005), thus allowing the child extra time to internalize the lessons 

of the SS and to practice the appropriate behaviors until they are habitual and second 

nature. Within the clinical practices of pediatrics, family practice, neurology, and 

psychiatry, medical providers such as nurse practitioners have the opportunity to 

intervene at the earliest possible time. They must be more aware of the characteristics of 

AS and the need for timely diagnoses, and be informed of the interventions that have 

been proven beneficial to this population. With early diagnoses come early interventions, 

and a hope for improved social health. 

Nurses must be able to communicate on a personal level with their clients so that 

an effective and trusting professional relationship can be developed for the “assessment 
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of functional abilities …of individuals…and the purposeful planning of goal directed 

activities” (King, 1981, p. 8). For those nurses who are employed in hospitals, clinics, 

and other medical facilities, awareness of AS must include the characteristics and 

understanding of the pathology so that successful communication can be facilitated and 

client education can be initiated. Being proactive and instrumental in client education 

with those individuals who are demonstrating poor social health habits should be as 

important as being involved with those individuals who have significant risk factors for 

physical, mental, and emotional diseases and disorders.  

For nurses involved in schools, community-based disciplines, and child-care 

programs, it is critical to have knowledge about interventions that facilitate 

communication between the child and the caregiver and the child and their peers, to 

ensure that productive interaction is achieved. If accepted as a friend by their peers, 

children with AS have the opportunity to learn by watching their friends’ typical 

behaviors and by modeling what they have observed. Therefore, being informed about 

what interventions work best for the characteristics that are seen and being part of a team 

of professionals who work to initiate these interventions is just one more role for the 

professional nurse.  

In conclusion, nursing must avail itself to the promotion of social health as much 

as the profession has promoted the prevention of illness, the treatment of disease 

processes, the elimination of risk factors for physical instability, and the prevention and 

treatment of those mental health disorders that preclude a healthy lifestyle. Nursing has 

been at the wayside as interventions for social health have been developed and assessed 

by the professions of psychology and education. By broadening the definition of a 
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healthy lifestyle and mental stability, nursing professionals can become involved in the 

assessment of the needs of individuals with AS, and can be a part of the process to 

formulate, implement, and evaluate interventions within the framework of the nursing 

process.  
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APPENDIX A 
INFORMED CONSENT 

IRB# ______ 
 
 

Informed Consent to Participate in Research 
and Authorization for Collection, Use, and 

 Disclosure of Protected Health Information 
 
 
 
 
 
 
 
 
 
 

If you are a parent, as you read the information in this Consent Form, you should put 
yourself in your child's place to decide whether or not to allow your child to take part 
in this study. Therefore, for the rest of the form, the word "you" refers to your child. 
If you are a child, adolescent, or adult reading this form, the word "you" refers to 
you. 

 
You are being asked to take part in a research study. This form provides you with 
information about the study and seeks your authorization for the collection, use, and 
disclosure of your protected health information necessary for the study. The Principal 
Investigator (the person in charge of this research) or a representative of the Principal 
Investigator will also describe this study to you and answer all of your questions. Your 
participation is entirely voluntary. Before you decide whether or not to take part, read the 
information below and ask questions about anything you do not understand. If you 
choose not to participate in this study you will not be penalized or lose any benefits to 
which you would otherwise be entitled.   
 
1. Name of Participant ("Study Subject") 

 
                                     Insert name of participant here______________ 
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2. Title of Research Study  
 
Using Social Stories to Teach Socially Acceptable Behaviors: Are They Effective for 
Adolescents with Asperger’s Syndrome? 
 
 

3. Principal Investigator and Telephone Number(s)  
 
Kathleen Washburn, MSN, ARNP – Home (904) 259-8848 
              Office (904) 256-7600 
 
 

4. Source of Funding or Other Material Support  
 
University of Florida  
 
 

5. What is the purpose of this research study?  
 

The purpose of this study is to see if social stories will help adolescents with 
Asperger’s syndrome learn socially acceptable behaviors. 
 
 

6. What will be done if you take part in this research study? 
 
The Principal Investigator will explain this research study to you and your parents. A 
consent form will be read with you, and you will be allowed to ask questions. You and 
your parents will sign this form if you decide you want to be a part of this research 
study. The Principal Investigator will talk with your parents, and one of them will be 
asked to fill out three questionnaires that will take less than 20 minutes. One of these 
questionnaires will tell us about how well you make friends, and one will help us 
identify behaviors that may not be accepted by your school-mates or friends. The last 
one will tell us what your parents think about the way you act in social situations. 
After we look at the answers, we will identify behaviors that may not be accepted by 
your school-mates or friends. 
 
You will meet with the Principal Investigator three times a week for about 30 minutes. 
At first, you and the Principal Investigator will sit at a table in your home, and just talk 
for 15-minutes about your day, your feelings, or anything else about which you want to 
talk. You will always see a video-camera taping all of the conversations, but it will be 
out of your way. Soon a social story will be written for you, and we will read this story 
every day. The Principal Investigator will ask you some questions about the story. Once 
you have answered the questions about the story, then you and the Principal 
Investigator will get to talk again for 15-minutes, but this time you will try to do what 
the story tells you to do. If you forget to do what the story tells you to do, the Principal 
Investigator will point to a card on the table that will have words printed on it, to 
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remind you what the story tells you to do. After you get to know the story well, the 
Principal Investigator will only read the story and show you the cards some of the 
times. After about three months, you will no longer be talking with the Principal 
Investigator. The research study will be finished and you will get to keep the story and 
the cards. 
 
To see how you and your family do over time, the Principal Investigator will then 
come to your home after one month and videotape you the same way as before. At the 
end of the study, your parents will be asked to fill out one more questionnaire, 
regarding what they thought about the social stories. This is a short questionnaire and 
should only take about 10 minutes to complete.      
 
If you have any questions now or at any time during the study, you may contact the 
Principal Investigator listed in #3 of this form. 
 
 

7. If you choose to participate in this study, how long will you be expected to 
participate in the research? 
 
Total participation is expected to be 3 - 4 months (60 - 90 days of treatment, 30 days of 
follow-up). 
  
 

8. How many people are expected to participate in this research? 
 
There may be up to 24 persons enrolled in his study or asked to participate. 
 
 

9. What are the possible discomforts and risks? 
 
There are no expected health risks or discomforts anticipated during this research. 
 
Participation in more than one research study or project may further increase the risks 
to you. Please inform the Principal Investigator (listed in #3 of this consent form) or 
the person reviewing this consent with you before enrolling in this or any other 
research study or project. 
 
Throughout the study, the researchers will notify you of new information that may 
become available and might affect your decision to remain in the study.  
 
If you wish to discuss the information above or any discomforts you may experience, 
you may ask questions now or call the Principal Investigator or contact person listed on 
the front page of this form. 
 
 



114 

 

10a. What are the possible benefits to you? 
 
You may or may not personally benefit from participating in this study.   

 
 

10b. What are the possible benefits to others? 
 
It is possible that there will be no benefits. However, the information obtained from 
this study may help improve the treatment of Asperger’s syndrome in the future. 
 
 

11.  If you choose to take part in this research study, will it cost you anything? 
 
There is no cost to you or your family. Costs for routine medical care procedures that 
are not being done only for the study will be charged to you or your insurance. 
  
 

12.  Will you receive compensation for taking part in this research study? 
 
You will not receive any monetary compensation for participating in this 
investigation. 
 
 

13.  What if you are injured because of the study? 
 
If you experience an injury that is directly caused by this study, only professional 
consultant care that you receive at the University of Florida Health Science Center will 
be provided without charge. However, hospital expenses will have to be paid by you or 
your insurance provider. No other compensation is offered. Please contact the Principal 
Investigator listed in #3 of this form if you experience an injury or have any questions 
about any discomforts that you experience while participating in this study. 

 
 

14.  What other options or treatments are available if you do not want to be in this 
study? 

 
Participation in this study is entirely voluntary. You are free to refuse to be in the 
study, and your refusal will not influence current or future health care you receive at 
this institution. 
 
 

15a. Can you withdraw from this research study? 
 
You are free to withdraw your consent and to stop participating in this research study at 
any time. If you do withdraw your consent, there will be no penalty, and you will not 
lose any benefits to which you are entitled. 
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If you decide to withdraw your consent to participate in this research study for any 
reason, you should contact Kathleen Washburn at (904) 259-8848. 
 
If you have any questions regarding your rights as a research subject, you may phone 
the Institutional Review Board (IRB) office at (352) 846-1494. 
 
 

15b. If you withdraw, can information about you still be used and/or collected? 
 
     If you withdraw from this research study, all information collected up until the time 
     that you withdraw from the study will be used, but no further information will be 
     collected. 

 
 

15c. Can the Principal Investigator withdraw you from this research study?  
 
You may be withdrawn from the study without your consent for the following 
reasons:  You are unable to be videotaped due to scheduling difficulties or if you 
become ill and cannot participate. 
 
 

16.  If you agree to participate in this research study, the Principal Investigator will 
create, collect, and use private information about you and your health. Once this 
information is collected, how will it be kept secret (confidential) in order to protect 
your privacy? 
 
Information collected about you and your health (called protected health information) 
will be stored in locked filing cabinets or in computers with security passwords. Only 
certain people have the legal right to review these research records, and they will 
protect the secrecy (confidentiality) of these records as much as the law allows. These 
people include the researchers for this study, certain University of Florida officials, the 
hospital or clinic (if any) involved in this research, and the Institutional Review Board 
(IRB; an IRB is a group of people who are responsible for looking after the rights and 
welfare of people taking part in research). Otherwise, your research records will not be 
released without your permission unless required by law or a court order. 
 
If you participate in this research study, the researchers will collect, use, and share your 
protected health information with others. Items 17 to 26 below describe how this 
information will be collected, used, and shared. 
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17.  If you agree to participate in this research study, what protected health 
information about you may be collected, used, and shared with others?  

 
Your protected health information may be collected, used, and shared with others to 
determine if you can participate in the study, and then as part of your participation in 
the study. This information can be gathered from you or your past, current, or future 
health records, from procedures such as physical examinations, or from other 
procedures or tests. This information will be created by receiving study treatments or 
participating in study procedures, or from your study visits and telephone calls. More 
specifically, the following information may be collected, used, and shared with others:  
• Information about your general health condition and medication history (Complete 

present and past medical history as provided by you to determine eligibility 
criteria listed in the protocol) 

• Demographic Information, which includes name, age, and school grade level. 
• Data obtained from videotaped sessions obtained in your home or school during the 

study. 
• Questionnaires and surveys 
• Records about medications or drugs 
 
If you agree to be in this research study, it is possible that some of the information 
collected might be copied into a "limited data set" to be used for other research 
purposes. If so, the limited data set may only include information that does not 
directly identify you. For example, the limited data set cannot include your name, 
address, telephone number, social security number, or any other photographs, 
numbers, codes, or so forth that link you to the information in the limited data set. If 
used, limited data sets have legal agreements to protect your identity and 
confidentiality and privacy. 

 
 
18. For what study-related purposes will your protected health information be 

collected, used, and shared with others? 
 

Your protected health information may be collected, used, and shared with others to 
make sure you can participate in the research, through your participation in the 
research, and to evaluate the results of the research study. More specifically, your 
protected health information may be collected, used, and shared with others for the 
following study-related purpose(s):  

• to determine the effectiveness of social stories in improving social behaviors of 
adolescents with Asperger’s syndrome 

   
 
19. Who will be allowed to collect, use, and share your protected health information? 
 

Your protected health information may be collected, used, and shared with others by: 
• the study Principal Investigator, Kathleen Washburn, and her staff 
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• other professionals at the University of Florida or Shands Hospital that provide 
study-related treatment or procedures 

• the University of Florida Institutional Review Board 
• The Principal Investigator’s dissertation committee 
 

 
20. Once collected or used, with whom may your protected health information be 
      shared? 

  
     Your protected health information may be shared with: 

• The study sponsors, University of Florida 
• United States and foreign governmental agencies who are responsible for 

overseeing research, such as the Food and Drug Administration, the 
Department of Health and Human Services, and the Office of Human Research 
Protections  

• Government agencies who are responsible for overseeing public health 
concerns such as the Centers for Disease Control and Federal, State and local 
health departments 

 
 
21. If you agree to participate in this research, how long will your protected health 

information be used and shared with others?  
 

Your protected health information will be collected until the end of the study. This 
information can be used and disclosed for 2 years, since it will be stored for that 
period of time in a secure database.  
 

 
22. Why are you being asked to allow the collection, use, and sharing of your 

protected health information? 
 

Under a new Federal Law, researchers cannot collect, use, or share with others any of 
your protected health information for research unless you allow them to by signing this 
consent and authorization. 
 
 

23. Are you required to sign this consent and authorization and allow the 
researchers to collect, use, and share with others your protected health 
information? 

 
No, and your refusal to sign will not affect your treatment, payment, enrollment, or 
eligibility for any benefits outside this research study. However, you cannot participate 
in this research unless you allow the collection, use and sharing of your protected 
health information by signing this consent/authorization. 
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24. Can you review or copy your protected health information that has been collected, 
used, or shared with others under this authorization? 

 
 You have the right to review and copy your protected health information. However, 

you will not be allowed to do so until after the study is finished. 
 
 
25. Is there a risk that your protected health information could be given to others 

beyond your authorization? 
 

Yes. There is a risk that information received by authorized persons could be given to 
others beyond your authorization and not covered by the law. 
  
 

26. Can you revoke (cancel) your authorization for collection, use, and sharing with 
others of your protected health information? 

 
Yes. You can revoke your authorization at any time before, during, or after your 
participation in the research. If you revoke, no new information will be collected about 
you. However, information that was already collected may still be used and shared with 
others if the researchers have relied on it to complete and protect the validity of the 
research. You can revoke your authorization by giving a written request with your 
signature on it to the Principal Investigator. 
 

 
27. How will the researcher benefit from your being in this study? 

 
In general, presenting research results helps the career of a scientist. Therefore, the 
Principal Investigator may benefit if the results of this study are presented at scientific 
meetings or in scientific journals. 
 

     If the results of this research are published or presented at scientific meetings, your 
     identity will not be disclosed. 
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28. Signatures 
 

As a representative of this study, I have explained to the participant or the participant's 
legally authorized representative the purpose, the procedures, the possible benefits, and the 
risks of this research study; the alternatives to being in the study; and how privacy will be 
protected. 
 
 
______________________________________________ _____________________ 
Signature of Person Obtaining Consent           Date 
 
 
Consenting Adults 
 
You (and/or the participant) have been informed about this study’s purpose, procedures, 
possible benefits, and risks; the alternatives to being in the study; and how your (or the 
participant’s) privacy will be protected. You have received a copy of this Informed Consent 
Form. You have been given the opportunity to ask questions before you sign, and you have 
been told that you can ask other questions at any time. 
 
Adult Consenting for Self. By signing this form, you voluntarily agree to participate in 

this study. By signing this form, you are not waiving any of your legal rights. 
 
 
______________________________________________ _____________________ 
Signature of Adult Consenting for Self              Date 
 
 
Parent/Adult Legally Representing the Subject. By signing this form, you voluntarily 

give your permission for the person named below to participate in this study. You are 
not waiving any legal rights for yourself or the person you are legally representing. 
After your signature, please print your name and your relationship to the subject. 

 
 
______________________________________________ _____________________ 
Signature of Parent/Legal Representative             Date 
 
 
_______________________________________________________________________ 
Print:  Name of Legal Representative of and Relationship to Participant 
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Participants Who Cannot Consent But Can Read and/or Understand about the Study 
 
Although legally you cannot "consent" to be in this study, we need to know if you want to 
take part. If you decide to take part in this study, and your parent or the person legally 
responsible for you gives permission, you both need to sign. Your signing below means 
that you agree to take part (assent). The signature of your parent/legal representative above 
means he or she gives permission (consent) for you to take part. 
 
 
 
_____________________________________________ __________________ 
Assent Signature of Participant               Date 



121 

 

Consent to be Videotaped and to Different Uses of the Videotape(s) 
 
 
With your permission, you will be videotaped during this research. Your name or 
personal information will not be recorded on the videotape, and confidentiality will be 
strictly maintained. When these videotapes are shown, however, others may be able to 
recognize you. 
 
The Principal Investigator of this study, Kathleen Washburn, or her successor, will keep 
the videotape(s) in a locked cabinet. These videotapes will be shown under her direction 
to students, researchers, doctors, or other professionals and persons. 
 
Please sign one of the following statements that indicates under what conditions Kathleen 
Washburn has your permission to use the videotape. 
 
 
I give my permission to be videotaped solely for this research project under the 
conditions described. 
 
 
_______________________________________________Signature   
 
_______________________________________________Date 
 
I give my permission to be videotaped for this research project, as described in the 
Informed Consent Form, and for the purposes of education at the University of Florida 
Health Science Center.  
 
 
_______________________________________________Signature   
 
_______________________________________________Date 
 
I give my permission to be videotaped for this research project, as described in the 
Informed Consent Form; for the purposes of education at the University of Florida Health 
Science Center; and for presentations at scientific meetings outside the University. 
 
 
________________________________________________Signature   
 
________________________________________________Date 

 
 

 



 

122 

APPENDIX B 
CAREGIVER QUESTIONNAIRE FOR ASSESSMENT OF SOCIAL BEHAVIORS 

Participant # _________________                 Date __________________ 

 

1) Does this adolescent have difficulty establishing social relationships with his/her 

peers? 

 

If you answered yes the question #1, please answer the following: 

2) What specifically are the difficulties you have seen? 

 

3) What behaviors do you think might interfere with his/her establishing social 

relationships with peers? 

 

 

 

4)  How often do you see these behaviors? 

 

5) In what situations do you see these behaviors? 
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APPENDIX C 
DATA COLLECTION SHEET 
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DATA COLLECTION SHEET 
Participant Name___________________________                                      Date __________________  

      
 10 SECONDS 20 SECONDS 30 SECONDS 40 SECONDS 50 SECONDS 60 SECONDS 

1 T            I      
EP   TP  VP    RR 

T            I      
EP   TP  VP    RR

T            I      
EP   TP  VP    RR

T            I      
EP   TP  VP    RR

T            I      
EP   TP  VP    RR

T            I      
EP   TP  VP    RR

2 T            I      
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T            I      
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T            I      
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

3 T           I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

4 T           I       
EP   TP  VP    RR 

T            I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T            I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T            I       
EP   TP  VP    RR

5 T            I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T            I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T            I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

6 T           I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

7 T           I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

8 T           I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

9 T           I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

10 T           I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

11 T           I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T           I       
EP   TP VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

12 T           I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

13 T           I       
EP   TP  VP    RR 

T          I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T          I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T          I       
EP   TP  VP    RR

14 T          I       
EP   TP  VP    RR 

T           I       
EP   TP  VP    RR

T          I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T          I       
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

15 T           I       
EP   TP  VP    RR 

T            I      
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T            I      
EP   TP  VP    RR

T           I       
EP   TP  VP    RR

T            I      
EP   TP  VP    RR

                                                             T = TURN TAKING                                                                                 I= INTERRUPTING 

EP= VISUAL PROMPT                    TP=TACTILE PROMPT                   VP=VERBAL PROMPT             RR= REREAD SS 
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APPENDIX D 
TREATMENT INTEGRITY 

Participant # __________________________    Date __________________   

Sequence of events Yes No

The session takes place in a quiet, isolated office where there is little chance 
of being interrupted. 
 

  

The session takes place at the same time of day. 
 

  

The PI sets the camcorder up before the participant enters the room 
 

  

The PI and the participant are seated across from each other at a table, within 
a comfortable conversation zone. 
 

  

The social story is read aloud by the participant. 
 

  

The comprehension questions are asked by the PI, and answered by the 
participant with 100% accuracy before the conversation takes place. 
 

  

The participant reviews the social story silently for one to two minutes after 
answering the comprehension questions correctly. 
 

  

There is a 15-minute conversation, during which the targeted behaviors are 
videotaped without interruption. 
 

  

During the intervention phase, the cue words are used correctly (tiered 
prompting with specific periods). 
 

  

The PI dismantles the camcorder after the participant leaves the room.   

 
Treatment integrity maintained?      Yes        No 

Corrections to be made: 

_______________________________________________________________________ 
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APPENDIX E 
SOCIAL VALIDITY QUESTIONNAIRE 

Please read each item carefully and circle the number that best describes your response. 
Use the following scale to determine how each statement reflects your opinion. 
 

1                            2                             3                            4                      5 
Not at all              Just a little              Somewhat              Quite a bit         Exactly 

 
 
1. I believe Social Stories are useful for my child. 
 
  1          2          3          4           5 
 
2. This intervention would be appropriate for a variety of situations. 
 
  1          2          3          4           5 
 
3. This intervention would produce a lasting improvement in my child’s functioning. 
 
  1          2          3          4           5 
 
4. I am likely to use this intervention again. 
 
  1          2          3          4           5 
 
5. I would suggest this intervention to others. 
 
  1          2          3          4           5 
 
 
Please write any comments that you have about the use of Social Stories. 
 
 
 
 
 
 
Thank you for your time and participation in this project. 
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APPENDIX F 
ADAM’S SOCIAL STORY - INTERRUPTING 

Page 1 

When I talk to people, I sometimes interrupt them before they are finished saying what 

they have to say. I tend to jump in when they take a breath, and start discussing 

something I want to talk about. When I keep interrupting and interrupting, people look at 

me funny, and usually walk away before I am finished talking. This makes me feel very 

sad. 

Page 2 

When someone else is talking and I interrupt, they will think it is rude and that is why 

they do not want to talk with me any longer. When I interrupt someone, I am really 

telling that person that what they are saying is of no interest to me. It is not the way to 

make and keep a friend.  

Page 3 

I feel badly when someone interrupts me when I am speaking, and I sometimes get mad 

about it. I guess that is how the other people feel when I interrupt them while they are 

talking.  

Page 4 

When I am talking with people, it is very important to make sure everyone participating 

in the conversation gets to talk. Everyone likes to be heard, especially me, but I must 

learn to wait my turn. Being able to talk without being interrupted makes people feel 
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important, and everyone likes that. If I do not interrupt them, they will continue to talk 

with me and I may make a new friend. 

Page 5 

What can I do to keep myself from interrupting someone while they are talking? Before I 

start talking, I must remind myself that I do not like to be interrupted, and neither does 

anyone else. That will be the most important thing to remember. 

Page 6 

 It is important to listen to what the other person is saying. By listening to what is 

being said, I can follow what is being said, and remind myself that the other person wants 

to finish their story. I need to be silent until they are through talking. 

Page 7 

What can I do to remind myself to let the other person finish? I can hold my tongue in 

between my teeth with my lips closed, and that will remind me not to speak too soon. I 

can hold my hands together and only talk if they are unclasped. Since I tend to talk with 

my hands, this will remind me not to interrupt. 

Page 8 

How will I know when I can talk? The other person will stop talking and look at me so I 

can respond. I will have to be listening very closely and pay attention to what the other 

person is saying so I will know what to say. I will keep my comments short enough so I 

do not talk too much. If I talk too much the other person may end up interrupting me. 

When I have finished talking, I will look at the other person and wait for them to say 

something. And I will wait and listen so I will not interrupt. 
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APPENDIX G 
BEN’S SOCIAL STORY – TURN TAKING 

Page 1 

When I am in the same environment with another person, I may want to talk with the 

other person, or they may want to talk with me. But a conversation has to have two sides. 

Someone talks and someone listens. One person doing all of the talking does not make a 

conversation. A conversation only happens if both people are allowed to talk, and one 

responds to what the other person is saying.  

Page 2 

To have a conversation with this other person, I will have to talk with them over and 

over, and let them know I am interested in what they have to say. When I do not respond 

appropriately to someone who is talking to me, they may think that I am not listening to 

what they are saying or that I do not care enough to carry on a conversation with them. I 

think that would upset the other person, and they would not want to talk with me any 

longer. Listening and responding appropriately will help me develop friendships. 

Page 3 

When someone wants to talk with me, I have to do three things to keep the conversation 

going. The first thing I have to do is listen carefully. I need to ask myself “what are they 

saying?” I need to ask questions if I do not understand what they are talking about. I can 

ask them, “what does that mean’, or “how does that happen”, or “tell me more about that, 

because I am not familiar with that subject”. This way I will get an explanation before the 
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conversation gets too involved. Once I understand what the other person is saying, I can 

relax, listen, and respond. 

Page 4 

The second thing I need to do is respond appropriately after they have finished talking. If 

I want the conversation to continue, then I have to make a comment about what was just 

said. I can ask a question about the subject, or ask them to explain one small part of their 

story in more detail. 

Page 5 

I can say, a) tell me more about this or b) when did this happen, or c) has this ever 

happened before, or d) why do you think this is happening or e) what is that, or f) What 

does that mean, or g) what do you mean by that?.  

Page 6 

I can keep the conversation going by asking questions that use the following words to 

start the question: how, when, where, why, who, and what. I can say any of these phrases 

and the other person will answer me. Then I can listen again and respond again. 

Page 7 

Some of the phrases I can say are 1) what happened next, or 2) how did that happened, or 

3) what did you do then, or 4) what did they say, or 5) why did that happen, or 6) where 

did that happen, or 7) who did that, or 8) how is that done, and 9) how do you feel about 

that? The other person will like that I have listened and asked questions. They will know 

that I am interested in them and what they have to say. They will probably be happy to 

stay and talk with me. 
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Page 8 

The last thing that I have to do to keep a conversation going is to respond as soon as the 

other person stops talking. After they have stopped speaking, I should be ready with a 

comment or a question that is about the subject of the conversation. I can only be ready to 

respond if I have been listening carefully and understanding what is being said. I should 

take my time and look at the person when I make my comments or ask my question. I 

should speak clearly and loud enough so they can hear me. I should then wait and let 

them answer my question or say something back to me about my comments.  

Page 9 

It is important that I do not interrupt while they are talking, but to wait until they are 

finished speaking. If I interrupt someone while they are talking, they may not stay and 

talk with me because they will think I do not want to listen to what they are saying. 

Page 10 

I like to talk to people and I know I can keep a conversation going by paying attention to 

what is said and understanding the meaning of what is said. If I do not understand, I will 

ask the other person to explain it to me. I will then respond with an appropriate comment 

or question. I will make my comments or ask my questions as soon as they have stopped 

talking. I will look at the person, I will speak clearly, and I will talk so they can hear me. 

I will not interrupt while they are talking, but will take my turn. 
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APPENDIX H 
CHARLIE’S SOCIAL STORY - TURN TAKING 

Page 1 

When I am in the same environment with my brothers or a friend, I may want to talk with 

them, or they may want to talk with me. But a conversation has to have at least two sides. 

Someone talks and someone listens. One person doing all of the talking does not make a 

conversation. A conversation only happens if all the people are allowed to talk, and 

everyone responds to what is being said. 

Page 2 

To have a conversation with other people, I will have to respond to them over and over, 

and let them know I am interested in what they have to say. When I do not respond 

appropriately to someone who is talking to me, they may think that I am not listening to 

what they are saying or that I do not care enough to carry on a conversation with them. I 

think that would upset the other person, and they would not want to talk with me any 

longer. Listening and responding appropriately will help me develop friendships and will 

help my brothers and I learn to listen to the others. 

Page 3 

When someone wants to talk with me, I have to do three things to keep the conversation 

going. The first thing I have to do is listen carefully. I need to ask myself “what are they 

saying?” I need to ask questions if I do not understand what they are talking about. I can 

ask them, “what does that mean’, or “how does that happen”, or “tell me more about that, 

because I am not familiar with that subject”. That way I will get an explanation before the 



133 

 

conversation gets too involved. Once I understand what the other person is saying, I can 

relax, listen, and respond. 

Page 4 

The second thing I need to do is respond appropriately after they have finished talking. If 

I want the conversation to continue, then I have to make a comment about what was just 

said. I can ask a question about the subject, or ask them to explain one small part of their 

story in more detail. 

Page 5 

I can say, a) tell me more about this or b) when did this happen, or c) has this ever 

happened before, or d) why do you think this is happening or e) what is that, or f) What 

does that mean, or g) what do you mean by that?.  

Page 6 

I can keep the conversation going by asking questions that use the following words to 

start the questions: how, when, where, why, who, and what. I can say any of these 

phrases and the other person will answer me. Then I can listen again and respond again. 

Page 7 

Some of the phrases I can say are 1) what happened next, or 2) how did that happened, or 

3) what did you do then, or 4) what did they say, or 5) why did that happen, or 6) where 

did that happen, or 7) who did that, or 8) how is that done, and 9) how do you feel about 

that? The other person will like that I have listened and asked questions. They will know 

that I am interested in them and what they have to say. They will probably be happy to 

stay and talk with me. 
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Page 8 

The last thing that I have to do to keep a conversation going is to respond as soon as the 

other person stops talking. After they have stopped speaking, I should be ready with a 

comment or a question that is about the subject of the conversation. I can only be ready to 

respond if I have been listening carefully and understanding what is being said. I should 

take my time and look at the person when I make my comments or ask my question. I 

should speak clearly and loud enough so they can hear me. I should then wait and let 

them answer my question or say something back to me about my comments.  

Page 9 

I like to talk to all people, especially my brothers, and I know I can keep a conversation 

going by paying attention to what is said and understanding the meaning of what is said. 

If I do not understand, I will ask the other person to explain it to me. I will then respond 

with an appropriate comment or question. I will make my comments or ask my questions 

as soon as they have stopped talking. I will look at the person in the face, I will speak 

clearly, and I will talk so they can hear me. I will take my turn, and let them have theirs. 
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APPENDIX I 
DANNY’S SOCIAL STORY- INTERRUPTING 

Page 1 

When I talk to my family, I sometimes interrupt them before they are finished saying 

what they have to say. I tend to jump in when they take a breath, and start discussing 

something I want to talk about. When I keep interrupting and interrupting, my mom and 

my brothers look at me funny, and usually walk away before I am finished talking. This 

makes me so mad at me, and I understand why they walk away – why talk to me if all I 

ever do is try to talk louder and longer than them? 

Page 2 

When someone else is talking and I interrupt, they probably think it is rude and that is 

why they do not want to talk with me any longer. When I interrupt them, they may think I 

am not interested in what they have to say or what their opinion may be. I am really 

telling that person that what they are saying is of no interest to me. It is not the way to 

make my friends and family happy.  

Page 3 

I feel badly when someone interrupts me when I am speaking, and I sometimes get mad 

about it. I guess that is how the other people feel when I interrupt them while they are 

talking. If I continue to make everyone mad by never letting them finish their sentences, 

then I will be lonely when they refuse to talk to me any more. 
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Page 4 

When I am talking with people, it is very important to make sure everyone participating 

in the conversation gets to talk. Everyone likes to be heard, especially me, but I must 

learn to wait my turn. Being able to talk without being interrupted makes people feel 

important, and everyone likes that. If I do not interrupt them, they will continue to talk 

with me and I may make a new friend. 

Page 5 

What can I do to keep myself from interrupting someone while they are talking? Before I 

start talking, I must remind myself that I do not like to be interrupted, and neither does 

anyone else. That will be the most important thing to remember. 

Page 6 

It is important to listen to what the other person is saying. By listening to what is being 

said, I can follow what is being said, and remind myself that the other person wants to 

finish their story. I need to be silent until they are through talking. 

Page 7 

What can I do to remind myself to let the other person finish? I can hold my tongue in 

between my teeth with my lips closed, and that will remind me not to speak too soon. I 

can hold my hands together and only talk if they are unclasped. Since I tend to talk with 

my hands, this will remind me not to interrupt. 

Page 8 

How will I know when I can talk? The other person will stop talking and look at me so I 

can respond. I will have to be listening very closely and pay attention to what the other 

person is saying so I will know what to say. I will keep my comments short enough so I 

do not talk too much. If I talk too much the other person may end up interrupting me. 
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When I have finished talking, I will look at the other person and wait for them to say 

something. And I will wait and listen so I will not interrupt. 
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APPENDIX J 
EDDIE’S SOCIAL STORY – PERSEVERATION 

Page 1 

I like to talk about taxidermy. I like everything about taxidermy. But sometimes I talk 

about taxidermy too much, and not everyone wants to hear about it. Taxidermy makes 

some people uncomfortable and if I am always talking about it, then they will not want to 

talk to me. I want people to talk with me and feel comfortable around me, so I need to 

stop and think about what I can talk about before I start talking about taxidermy. 

Page 2 

When people are around me, I know there are a lot of subjects we can talk about. I have 

to listen to people very carefully when they talk so I will know what things they are 

interested in. Some people like to talk about sports, so I could ask them what sport events 

they like to watch. I could ask them who their favorite teams are. I could ask them about 

the team’s season. I will not talk about the sport of hunting because then I start talking 

about taxidermy. 

Page 3 

Some people like to talk about their hobbies. I can ask them what kinds of things they 

like to do in their free time. I would not mention that I like to work in my father’s 

taxidermy shop unless they asked. I would ask them if they like to go to the lake, or if 

they liked to go camping. We could talk about their favorite time of year to go camping. I 

could ask them when they started liking their favorite hobby. I would ask them to tell me 

all about it. 
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Page 4 

Most people like to talk about their families. I could ask about their brothers and sisters 

and I could tell them about my big family. I could tell them what it is like to be a triplet. I 

could ask where they lived when they were younger, and what they did to have fun 

outside. If the person is a mom or dad, I could ask them about their children.\ 

Page 5 

My friends who are my age get really upset when I talk about taxidermy. I will not talk 

about taxidermy around them unless they ask. But what kind of things can I talk about 

with my friends? I know many of them like music. I could ask them who their favorite 

bands are, what songs they like best, what concerts they have been to, and if they like the 

music loud. We could sing some of the songs together or talk about what it would be like 

to be a rock star. My friends also like to talk about school. I am home-schooled so I like 

to listen about what really goes on in public schools. I could practice my listening skills. 

Page 6 

Some people might ask me about my dad’s taxidermy business. But they do not want to 

hear everything I know about taxidermy. I could tell them my dad and Uncle Jack run the 

shop. I could tell them that Uncle Jack is there almost every day and my dad is there 

when he is not away on business.  

Page 7 

I can answer their questions about taxidermy, but will only talk for one minute. Then I 

will stop. I will not mention how it is done unless they ask me directly because not 

everyone wants to know how the skin is preserved or how we clean the bodies. I can tell 

them the “nice” parts of taxidermy, such as how we sell them, how we decide how to 

pose them, and what kinds of mounts we make for the figures.  
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Page 8 

I can always ask the other people what they want to talk about. I can tell them that I talk 

too much about taxidermy, but that I can talk to them about anything else they want to 

talk about, too. I am an interesting teenager and I like to talk to everyone. If I want people 

to talk with me and like me, then I will only discuss taxidermy with my dad, my mom, 

my brothers, and my uncle. I will try talking about sports, hobbies, music, or school, but 

not taxidermy.  
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