1.5 Existing Solutions 
Note: I have included more holistic ‘treatments or interventions’ such as ABA which seek to change an individual’s  behaviour overall to demonstrate what is wrong with the principles underling these interventions. We shouldn’t focus on  changing children with ASD, but rather the health system and professionals that delivers care to these children. 
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	Behavioural and  
Lifestyle Treatments
	
	

	Applied Behavioural  Analysis and other  behavioural  
interventions
	Several behavioural treatments for ASD  involve teaching or using behavioural  interventions or strategies to mould the  child to better navigate a world built for  neurotypical people; it is more about 
	Desired outcomes vs outcomes achieved  by existing solution 
• Intervention is not  
accepted by individuals  
with autism, and their 



	ABA is considered an  evidence-based best  practice treatment. It utilises principles of  operant and classical  conditioning and aims  to increase language  and communication  skills and decrease  problem behaviours  in children with ASD.
	pulling the child into our world rather than  stepping into that child’s world. For those  with lived experience of ASD, or caring  for someone with ASD, the core problem  with ABA can often be that “the focus is  placed on changing behaviours to make  an autistic child appear non-autistic,  instead of trying to figure out why an  individual is exhibiting a certain  
behaviour,”(7) 
ABA was originally developed by Lovaas,  a clinical psychologist whose original  method focused heavily on the use of  aversives; utilising shocks, beating  children, ignoring children, withholding  food.(8) Newer ABA programs have been  largely reformed; the use of aversives has largely been dropped, and there is a  focus on play-based therapies and  approaches that aim to reinforce through  reward. However, ABA remains highly  controversial as while some autistic  adults and carers/families speak in their  favour, some also speak about the significant trauma that they experienced  when they underwent ABA. ABA faces  the potential for increasing rejection with  the growing movement to accept and  understand, rather than try to change  neurodiversity. Many people also feel  that the culture surrounding ABA can be  predatory, with the message being that if  you don’t subscribe or work with ABA  providers, your “child has no hope.”(7)
	families and carers. 
Gap in meeting patient needs 
• Not aligned with principles  
of acceptance and  
inclusion of neurodiversity 
and neurodiverse  
individuals in our society. 
Efficacy of what is delivered vs cost • ABA programs are time 
consuming and come at  
high costs to patients and  
families. Although they  
may be successful in  
helping autistic individuals 
learn more socially  
appropriate behaviours in  
some cases, they can also  
cause significant  
psychological harm. The  
principles that ABA  
embodies is also arguably  
harmful for autistic and  
neurodiverse people a  
whole. 

	Social stories and  Social scripts 
(traditional formats) 
Social scripts or  
stories are arguably  soft interventions in  that they are not a  targeted therapy for  autism. They are  
more of an  
educational resource  or social learning tool that supports the safe  and meaningful  
exchange of  
information  
neurotypical people  and children with  
autism. As narratives, 
	Social stories can be effectively and easily delivered by a range of people who may  be involved in the care of a child on the  autism spectrum or other developmental  difficulties. 
They can more effectively incorporate a  strengths-based approach to the child by  using the strengths of children with ASD  as strong visual learners and provide a  learning experience that is physical, socially and emotionally safe for the child.  
They can be used to interact with a  neurodiverse child, and there is  opportunity for the child to ask questions,  to use content within the story to help  express themselves where  communication may be a difficulty. 
	Desired outcomes vs outcomes achieved  by existing solution 
• Literature generally  
supports that social stories  
are generally more  
effective in reducing  
maladaptive behaviours  
than in teaching specific  
skills or behaviours. The  
effectiveness of social 
stories is difficult to study  
and existing studies are of  
small sample sizes.  
Existing meta-analyses do  
not provide strong  
evidence for the use of  
social stories. However  
they are anecdotally useful  
and appear to have been




	they aim to describe  the literal concrete  facts of a situation;  the who, what, when,  where and why  
questions for  
individuals with  
autism. 
	They are low cost to create or deliver.  
There are no adverse effects, and they are  well tolerated by children.  
For clinicians that are not fully trained, or  unaware of how to interact with a child  with ASD or other developmental  difficulties, social stories can potentially  provide a bridge or an insight into an  autistic child’s world.  
Overall aligns with principles of providing  safe and inclusive care for neurodiverse  children. 
	widely uptaken by the  
disability community.  
Gap in meeting patient needs 
• The visual or textual  
content of stories (i.e. child  
may not relate to a  
photograph that depicts  
someone undergoing a  
procedure that is not the  
same gender or ethnicity  
as them) may not always 
be as relatable for each  
child with ASD. As a  
general narrative with a set  
script, it may fail to engage  
some individuals. If not  
well-written (i.e. uses  
inappropriate language  
and vocabulary), it may not  
be developmentally  
appropriate or effective. 
Gap in meeting clinician and other  stakeholder needs 
• Access and time are key  
gaps. Creating a social  
story can take time. For  
clinicians, as well as  
parents and carers they  
may not be able to spare  
time to create their own  
social stories for use.  
Especially where some  
medical interventions or  
procedures are time  
sensitive, it is important to 
be able to have easily  
access a ready-made story  
anytime, anywhere in the  
patient journey. It is not as  
convenient to carry around 
paper-based formats and  
not as feasible to have a  
story ready for every  
situation or procedure. 

	Social stories and  social scripts 
(digital formats)
	Increasing uptake of digital devices and  use of digital tools in children learning has  seen the rise of popularity in web and  mobile based applications.  
Today’s children are generally digitally  native. A well-designed UI can make apps  easy to use, even for children with certain 
	Gap in meeting clinician needs 
• Problems of access  
remains where content is 
not always optimised for a  
portable device (many  
clinicians now have tablets  
and mobile devices  
available to them in their 




	
	cognitive, sensory, or perceptual  challenges.  
Digital tools possess more potential to  allow for creative applications of social  stories (e.g., explorative studies are  emerging exploring the efficacy of  borrowing principles from musical therapy  and setting social stories to music, using  videos and animations to support visual  content, embedding multimedia etc.) 
There is a high degree of personalisation that can be built into an app for social  stories (audio and voiceover or text to  speech functions, functions allowing for  the easy creation of social stories by  providing premade template and  maximise the ease of editing a story’s text  or visuals to more accurately reflect the  environment of different health services,  and to cater for the needs of different  children and to account for different  behavioural triggers, changing fonts and  colour schemes based on someone’s  sensory/ visual preferences etc.)
	workflow); a mobile  
application is likely needed 
• UI of some existing  
applications is not  
necessarily attractive or  
intuitive to use  
Gap in meeting patient needs 
• Existing problems with  
content not being specific  
or personaliseable enough  
for needs of an individual  
child may continue to exist  
where existing digital  
solutions don’t allow for  
this as a feature.  
• For some children, a  
paper-based format may  
be preferable given the  
tactility of the experience.  
• Some apps are monetised  
which may decrease  
accessibility for some  
patients (given the  
economic burden of care  
and the disproportionate  
number of low-income  
households) which are  
affected by disability. 



