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Age:		Child	through	AdultAdministration:	10	to	15	minutesNew	Features:User	friendly,	normative	data	for	multiple	populations	at	your	fingertipsExtensive	use	of	shading	to	enhance	the	rating	experience	and	accurate	look-up	of	dataTable	summaries	of	numerous	reliability	and	validity	studies.The	Aberrant	Behavior	Checklist	(ABC)	is	a	symptom
checklist	for	assessing	problem	behaviors	of	children	and	adults	with	developmental	disabilities	(intellectual	disability,	ASD,	cerebral	palsy,	epilepsy).	It	is	also	useful	for	classifying	problem	behaviors	of	children	and	adolescents	with	developmental	disabilities	at	home,		in	educational	settings,		community-based	facilities,	and	in	developmental
centers.The	ABC	asks	for:	Setting	where	the	person	was	observed	and	for	presence/severity	of	functional	limitations.	Then	58	specific	symptoms	are	rated	and	an	extensive	manual	provides	comprehensive	descriptions	for	each	assessed	behavior.	The	checklist	can	be	completed	by	parents,	special	educators,	psychologists,	direct	caregivers,	nurses
and	others	with	knowledge	of	the	person	being	assessed.The	58	Items	Resolve	into	Five	Subscales:1.	Irritability2.	Social	Withdrawal3.	Stereotypic	Behavior4.	Hyperactivity/Noncompliance5.	Inappropriate	SpeechThe	Aberrant	Behavior	Checklist	now	includes	combined	community	and	residential	manuals,	so	test	administrators	have	user-friendly
normative	data	for	multiple	populations,all	in	one	manual.ABC-2	Combo	Kit	includes:Combo	Manual	(Community/Residential)Forms	&	Score	Sheets	(50)	(Community/Residential)Other	Details	of	the	Aberrant	Behavior	Checklist:Empirically	developed	by	factor	analysis	on	data	from	1,000	residents.Average	Subscale	Scores	are	available	for
children/adults	living	in	the	community	and	for	congregate	care	settings.Translated	into	35	foreign	languages	and	dialects,	the	ABC	has	been	employed	in	over	425	research	studies.An	Extensive	psychometric	assessment	of	the	ABC	has	indicated	that	the	Subscales	have	high	internal	consistency,	good	reliability,	and	established	validity.Quantity
Instructor	Discount	Available	for	the	ABC.....Refer	to	Promos	Page(ABC-2)	Aberrant	Behavior	Checklist	-	2nd	EditionMichael	G.	Aman	*	Nirbhay	N.	Singh	As	a	library,	NLM	provides	access	to	scientific	literature.	Inclusion	in	an	NLM	database	does	not	imply	endorsement	of,	or	agreement	with,	the	contents	by	NLM	or	the	National	Institutes	of	Health.
Learn	more:	PMC	Disclaimer	|	PMC	Copyright	Notice	.	Author	manuscript;	available	in	PMC:	2014	Apr	1.	Severe	problem	behaviors	such	as	self-injury	and	aggression	are	frequently	observed	in	young	children	under	age	5	with	intellectual	and	developmental	disabilities	(IDD).	Although	early	identification	of	problem	behavior	is	critical	to	effective
intervention,	there	are	few	standardized	measures	available	that	identify	severe	problem	behavior	in	this	population.	The	Aberrant	Behavior	Checklist-Community	(ABC-C;	Aman	&	Singh,	1994)	is	a	rating	scale	that	measures	the	severity	of	a	range	of	problem	behaviors	commonly	observed	in	individuals	with	IDD.	While	it	has	been	used	with	children
under	5,	investigations	into	the	fit	of	the	ABC-C	for	this	population	are	sparse.	The	purpose	of	the	present	study	was	to	report	on	ABC-C	scores	in	a	sample	of	97	children	under	age	5	with	problem	behavior.	Analyses	included	evaluating	differences	in	scores	between	age	groups,	comparing	sample	norms	to	established	norms	for	older	children,	and
conducting	a	confirmatory	factor	analysis.	Results	indicated	differences	in	mean	scores	based	on	age	with	younger	children	generally	scoring	higher	on	some	subscales	of	the	ABC-C.	Furthermore,	the	original	5-factor	structure	of	the	ABC-C	was	not	fully	supported.	In	general,	the	ABC-C	may	over-	or	underestimate	behavior	problems	in	younger
children;	therefore	more	extensive	investigation	into	the	utility	of	the	ABC-C	for	children	under	age	5	is	warranted.	Keywords:	problem	behavior,	young	children,	developmental	disability,	Aberrant	Behavior	Checklist	Young	children	with	intellectual	and	developmental	disabilities	(IDD)	are	at	risk	for	developing	severe	problem	behavior	such	as	self-
injury,	aggression,	disruption,	and	tantrums.	Prevalence	estimates	for	severe	behavior	problems	range	from	13%	to	30%	in	children	with	IDD,	and	are	higher	for	children	with	an	autism	spectrum	disorder	(ASD)	(Sturmey,	Seiverling,	&	Ward-Horner,	2008).	These	behavior	problems	can	persist	into	adolescence	and	adulthood,	often	having	deleterious
effects	on	learning	and	social	opportunities,	and	if	severe	enough,	may	result	in	extensive	use	of	psychotropic	medications	or	more	restrictive	environments.	Early	identification	of	certain	behavior	problems	such	as	stereotypy	and	self-injurious	behavior	(SIB;	e.g.,	head	banging)	can	be	complicated,	though,	as	topographically-similar	behaviors
frequently	are	observed	in	typically-developing	children	(deLissovoy	1961).	Therefore,	assessment	measures	are	needed	to	not	only	identify	behavior	problems	in	young	children,	but	also	classify	and	monitor	the	severity	of	these	behaviors	in	order	to	distinguish	children	who	are	at	greatest	risk	for	developing	chronic	behavior	problems.
Unfortunately,	there	are	few	available	measures	that	adequately	assess	the	severity	of	problem	behavior	in	children	with	or	at	risk	for	IDD	under	the	age	of	5	years.	The	Aberrant	Behavior	Checklist	(ABC)	is	one	of	the	few	empirically	developed	scales	designed	to	measure	psychiatric	symptoms	and	behavioral	disturbance	exhibited	by	individuals	with
IDD	across	5	domains:	Irritability,	Agitation,	&	Crying;	Lethargy/Social	Withdrawal;	Stereotypic	Behavior;	Hyperactivity/Noncompliance;	and	Inappropriate	Speech	(Aman	&	Singh,	1986).	The	ABC	originally	was	developed	to	assess	the	effectiveness	of	psychotropic	medication,	and	has	been	used	extensively	in	pediatric,	as	well	as	adult	behavioral	and
psychiatric	research	due	to	its	high	reliability	and	validity	(Aman,	Singh,	Stewart,	&	Field,	1985;	Bihm	&	Poindexter,	1991;	Paclawskyj,	Matson,	Bamburg,	&	Baglio,	1997;	Matson,	Cooper,	Malone,	&	Maskow,	2008).	Although	the	ABC	was	developed	for	use	with	individuals	living	in	institutions	and	residential	settings,	revisions	to	the	measure	have
made	it	more	applicable	for	home	and	school	settings;	the	commonly	used	measure	is	now	the	Aberrant	Behavior	Checklist-Community	(ABC-C)	version	(Aman	&	Singh,	1994).	Perhaps	due	to	the	lack	of	available	measures,	the	ABC-C	has	been	utilized	with	children	under	the	age	of	5	(for	this	paper	“young	children”	will	refer	to	this	age	group),	to
evaluate	behavioral	and	psychopharmacological	treatment	effects	(Brown,	Aman,	&	Havercamp,	2002;	Chadwick,	Piroth,	Walker,	Bernard,	&	Taylor,	2000).	The	ABC-C	also	has	been	used	to	track	the	persistence	of	emerging	problem	behavior	over	several	years	for	young	children	(Berkson,	Tupa,	&	Sherman,	2001;	Green,	O’Reilly,	Itchon,	&	Sigafoos,
2005).	For	example,	Green	et	al.	(2005)	administered	the	ABC-C	every	six	months	over	a	three-year	time	span	to	teachers	of	13	preschool	children	with	previously	identified	developmental	disabilities.	Each	of	the	children	emitted	some	form	of	problem	behavior	at	the	beginning	of	the	study.	Results	of	the	repeated	administration	of	the	ABC-C	showed
that	for	nine	of	the	children	who	exhibited	some	of	the	highest	levels	of	problem	behavior,	their	scores	on	the	ABC-C	remained	elevated	across	the	three	years	of	measurement.	Despite	its	use	with	young	children	for	assessment	and	treatment	purposes,	little	is	known	regarding	the	(1)	norms	of	the	ABC-C,	and	(2)	appropriateness	or	sensitivity	of	the
ABC-C	for	this	population,	as	the	factor	structure	of	the	ABC-C	has	not	been	extensively	evaluated	with	this	population.	When	factor	analyses	have	been	conducted,	sample	sizes	typically	have	been	small	(Sigafoos,	Pittendreigh,	&	Pennell,	1997)	or	included	large	age	ranges	(e.g.,	ages	3–23	years;	Freund	&	Reiss,	1991;	Rojahn	&	Helsel,	1991).	This
has	made	it	difficult	to	draw	more	specific	conclusions	about	the	appropriateness	of	the	ABC-C	for	these	young	children.	Thus,	although	the	ABC-C	is	used	with	young	children,	there	are	several	issues	regarding	its	utility	with	this	population.	A	primary	concern	is	the	developmental	appropriateness	of	the	items.	The	ABC-C	was	developed	and	normed
with	adults,	therefore	the	items	may	only	sample	behavior	problems	commonly	associated	with	adults	with	IDD.	Behaviors	which	are	concerning	for	young	children	may	not	be	accounted	for,	and	behaviors	which	are	not	relevant	to	young	children	may	be	overrepresented.	Therefore,	scores	on	the	ABC-C	for	young	children	may	be	susceptible	to	false
negative	results.	For	example,	it	is	likely	that	for	younger	children,	lower	scores	may	be	obtained	for	certain	subscales	(e.g.,	Inappropriate	Speech	or	Hyperactivity)	because	specific	items	(e.g.,	“talks	excessively”	or	“inappropriately	noisy	and	rough)	may	not	be	appropriate	due	to	the	child’s	developmental	level.	This	may	affect	the	sensitivity	of	the
measure	for	tracking	changes	in	problem	behavior	in	this	and	other	domains	across	time.	A	secondary	concern	is	that	due	to	the	potential	developmental	inappropriateness	of	certain	items,	the	traditional	5-factor	ABC-C	structure	may	not	be	adequate	for	this	population;	research	in	this	area	has	not	yet	provided	conclusive	results.	Sigafoos	et	al.
(1997)	evaluated	the	factor	structure	of	the	ABC-C	for	32	children	less	than	6	years	of	age,	as	rated	by	parents	and	teachers.	Results	showed	that	the	scores	from	both	groups	of	raters	were	highly	correlated,	but	more	importantly,	items	loaded	on	the	original	5-factors.	Although	these	initial	findings	favor	the	appropriateness	of	the	ABC-C	with	this
population,	there	is	a	need	for	independent	replication	of	these	procedures	to	establish	utility.	In	summary,	while	there	is	a	large	body	of	research	supporting	the	effectiveness	of	the	ABC-C	with	a	variety	of	populations,	the	research	support	for	using	the	ABC-C	with	younger	children	is	not	sufficient.	The	current	study	had	four	goals.	First,	ABC-C
mean	scores	were	compared	for	2	groups	of	children	under	the	age	of	5:	one	group	were	referred	to	a	clinic	for	the	treatment	of	multiple	behavior	problems	while	a	second	group	included	children	from	a	research	project	investigating	the	emergence	of	self-injurious	behavior.	Second,	the	scores	of	the	combined	sample	were	compared	to	established
norms	for	children	ages	6–10	years	(Brown	et	al.,	2002)	to	evaluate	differences.	Third,	a	confirmatory	factor	analysis	was	conducted	to	determine	the	fit	of	the	five-factor	structure	of	the	ABC-C	with	scores	from	the	current	study	sample.	Fourth,	individual	items	were	examined	regarding	the	frequency	of	endorsement	across	different	age	groups.
Demographic	information	for	the	study	sample	is	summarized	in	Table	1.	Ninety-seven	children	under	the	age	of	5	years	and	their	primary	caregivers	participated;	73	children	(75.3%)	were	male,	and	24	children	(24.7%)	were	female.	The	study	sample	was	comprised	of	two	distinct	groups.	A	majority	of	the	sample,	65	children	(Mean	age	=	3.08
years,	range	=	0.80	to	4.50),were	referred	to	a	hospital-based	outpatient	clinic	for	severe	behavior	problems	over	a	14-year	time	span	(1997–2010).	The	other	32	children	(Mean	age	=	2.49	years;	range	=	1.35	to	4.81)	were	recruited	over	a	5-year	time	span	(2004–2008)	for	a	clinic	and	home-based	research	study	that	specifically	examined	the
emergence	of	SIB	in	young	children	(R01HD046722;	Kurtz,	Chin,	Huete,	&	Cataldo,	2012).	For	the	purposes	of	this	paper,	these	two	participant	groups	will	be	referred	to	as	clinic	sample	and	research	sample,	respectively.	Combined	sample	will	be	used	to	refer	to	all	participants	(i.e.,	clinic	sample	plus	research	sample).	Approximately	45.4%	(n	=	44)
of	the	combined	sample	had	some	previously	documented	level	of	developmental	delay	or	intellectual	disability;	many	had	not	been	formally	evaluated	or	diagnosed	due	to	their	young	age.	Approximately	13.4%	(n	=13)	of	participants	were	diagnosed	with	an	autism	spectrum	disorder	(ASD).	Demographic	Information	for	Study	Sample
CombinedSample(N	=	97)	ClinicSample(n=65)	ResearchSample(n=32)	Sex			Male	73	48	25			Female	24	17	7	Mean	Age	2.79	years	3.08	years	2.49	years	Autism	Spectrum	Disorder	13.4%	13.8%	12.5%	Developmental	Delay	or	Intellectual	Disability	45.4%	43.1%	50.0%	Race/Ethnicity			Caucasian	48	31	17			African-American	30	21	9			Hispanic	4	2	2
		Asian	3	2	1			Other	12	9	3	The	ABC-C	was	provided	to	each	child’s	primary	caregiver	at	either	the	first	appointment	in	the	outpatient	clinic	or	at	the	first	research	study	visit.	Completed	forms	typically	were	collected	at	or	within	2	weeks	of	that	initial	visit.	Trained	examiners	who	were	supervised	by	licensed	psychologists	scored	all	forms.	The	ABC-C
is	a	58-item	questionnaire	for	caregivers	that	is	designed	to	assess	the	presence	and	severity	of	various	problem	behaviors	commonly	observed	in	individuals	diagnosed	with	IDD.	Each	item	is	scored	as	0	(never	a	problem),	1	(slight	problem),	2	(moderately	serious	problem),	or	3	(severe	problem).	Items	load	onto	one	of	five	empirically	derived
subscales:	Irritability,	Agitation,	&	Crying	(15	items);	Lethargy/Social	Withdrawal	(16	items);	Stereotypic	Behavior	(7	items);	Hyperactivity/Noncompliance	(16	items);	and	Inappropriate	Speech	(4	items).	In	addition,	a	Total	Score	can	be	calculated.	In	initial	examinations	of	the	utility	of	the	measure,	the	ABC	was	shown	to	have	sound	psychometric
properties	with	high	internal	consistency	among	subscales	(mean	alpha	=	0.91),	excellent	test-retest	reliability	(mean	r	=	0.98),	acceptable	inter-rater	reliability	(mean	r	=	0.63),	and	moderate	correlations	with	measures	of	adaptive	behavior	(mean	r	=	0.60)	(Aman	et	al.,	1985).	Preliminary	analyses	were	conducted	to	determine	if	sample	groups	(i.e.,
clinic	participants	and	the	research	participants)	differed	significantly	with	respect	to	age,	IDD	status,	and	ABC	subscale	scores.	Independent	sample	t-tests	were	conducted	for	continuous	data	and	a	chi-square	analysis	was	conducted	for	nominal	data.	It	should	be	noted	that	the	demographic	variables	of	gender	and	ASD	status	were	not	able	to	be
adequately	assessed	for	differences	across	the	two	samples	due	to	low	endorsement	rate	(e.g.,	only	4	research	participants	were	diagnosed	with	ASD	at	the	time	of	data	collection	vs.	9	clinic	participants,	etc.).	During	the	first	set	of	analyses,	the	clinic	and	research	participants	were	evaluated	as	two	separate	groups.	Within	each	group,	participants
were	categorized	by	sex	and	by	age	(


