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Abstract

Stimulus control and generalization are foundational constructs in Applied Behavior
Analysis (ABA), yet they are frequently misunderstood or misapplied in high-risk
pediatric settings. Children with complex behavioral and emotional needs often
demonstrate context-dependent behavior change that is mistakenly interpreted as
skill acquisition. This paper presents a teaching-oriented examination of stimulus
control and generalization using the Neurological Levels of Change framework,
derived from systems theory and later formalized within applied psychology. By
mapping behavioral phenomena to hierarchical levels of functioning, this paper
highlights how environmental inconsistency, insufficient capability development,
and unexamined belief systems contribute to failures in generalization. Ethical and
clinical implications are discussed, emphasizing the responsibility of systems to
design environments that promote competence rather than compliance.

Introduction

Applied Behavior Analysis emphasizes observable behavior change as a function of
environmental contingencies (Skinner, 1953). Two concepts central to this
framework are stimulus control and generalization. Stimulus control describes
the conditions under which behavior occurs, while generalization reflects the
learner’s ability to use skills across contexts, people, and time (Cooper et al., 2020).

In high-risk pediatric environments—such as intensive clinics serving children with
aggression, elopement, or self-injurious behavior—these concepts are often
strained. Clinicians may observe that a child engages in appropriate behavior only in
the presence of certain staff members or supervisors, with behavior deteriorating
once those individuals leave. Such patterns are frequently attributed to child intent
or manipulation rather than examined as indicators of environmental control.

This paper argues that many apparent failures of generalization are, in fact, failures
of systems-level design. To clarify these dynamics, the paper applies the
Neurological Levels of Change framework, informed by the systems thinking of
Gregory Bateson and later operationalized by Robert Dilts. This framework provides
a structured way to identify where change is occurring and why behavior may not
generalize as expected.

Clinical Exposure and Observational Basis



The clinical observations and conclusions presented in this paper are grounded in
sustained, direct service exposure across two pediatric ABA clinic settings. Rather
than relying on brief or isolated observations, the patterns discussed emerged over
extended periods of consistent weekday interaction, allowing for repeated exposure
to staff transitions, environmental changes, and behavioral variability over time.

To ensure transparency, direct service exposure was calculated using a
conservative, weekday-only method. Holidays and documented client absences
were excluded. This approach was selected to avoid inflating exposure estimates
and to reflect realistic clinical conditions.

The following equation was used to calculate direct service hours:

Total Direct Service Hours = (Total Weekdays — Weekdays Absent) x
Average Daily Service Hours

This calculation method aligns with applied, practice-based reporting
standards, where depth and consistency of observation are emphasized over
experimental control.

Primary Client Exposure

The primary client referenced throughout this paper was served over a period of
approximately ten months in a weekday-only clinic setting. Sessions occurred
consistently and averaged approximately 3.5 hours per day. Based on standard
calendar calculations, an average month contains approximately 21.67 weekdays.
Over ten months, this results in an estimated 216.7 potential service days.

Across this period, the client was absent for approximately three weeks total,
equivalent to 15 weekdays. Subtracting these documented absences yielded an
estimated 202 service days.

Applying the calculation:
(216.7 weekdays — 15 weekdays absent) x 3.5 hours/day = 707 hours
This reflects approximately 707 hours of direct, sustained clinical
interaction with the same client. This duration allowed for repeated

observation of behavior across varying staff members, changes in supervision
presence, and shifts in environmental structure. As a result, patterns of



stimulus control and limited generalization were observed consistently rather
than inferred from isolated incidents.

Secondary Clinic Exposure

Additional observations were drawn from a second clinic setting across two
nonconsecutive weekday service periods: November 1-19, 2025, and December 16,
2025-January 13, 2026. Both periods operated on a weekday-only schedule.

The total number of weekdays was calculated as follows:
. November 1-19, 2025: 13 weekdays
. December 16, 2025-]January 13, 2026: 21 weekdays
This resulted in a total of 34 weekdays of direct observation. Using the same
average daily service duration of approximately 3.5 hours, total exposure was

calculated as:

34 weekdays x 3.5 hours/day = 119 hours

Summary of Clinical Exposure

Across both clinical settings, the estimated direct service exposure informing this
paper includes:

. Primary client exposure: approximately 707 hours
. Secondary clinic exposure: approximately 119 hours
. Combined total: approximately 826 hours of direct, weekday-based

clinical observation

These figures represent conservative estimates and intentionally exclude non-
service days, holidays, and absences. The cumulative exposure provides a
strong observational foundation for identifying repeated, cross-setting patterns
of environment-controlled behavior, staff-dependent responding, and failures
of generalization in high-risk pediatric contexts.

From a teaching perspective, these numbers matter because they clarify how often
the same patterns were observed—not just that they were observed. The
consistency of these observations across time and settings strengthens the



argument that failures in generalization are more accurately attributed to
environmental and systems-level variables rather than child intent or skill deficits.

Stimulus Control in Clinical Context

Stimulus control occurs when a behavior is more likely to occur in the presence of
specific antecedent stimuli and less likely in their absence (Skinner, 1953). In
clinical practice, these stimuli may include verbal instructions, physical proximity,
environmental arrangement, or the presence of particular adults.

In high-risk pediatric settings, children often demonstrate different behavioral
repertoires depending on who is present. For example, a child may comply with
instructions when a supervisor enters the room but escalate when working with
less consistent staff. From a teaching perspective, this observation does not indicate
deception or intentional defiance. Rather, it reflects accurate discrimination of
environmental contingencies.

When people function as the primary discriminative stimuli, behavior change is
environmentally controlled rather than skill-based. The child has learned when to
behave, not how to regulate (Cooper et al., 2020).

Generalization as a Measure of Learning

Generalization refers to the extension of learned behavior across novel people,
settings, materials, and time (Baer et al., 1968). It includes stimulus generalization,
response generalization, and maintenance. Importantly, generalization does not
occur by default; it must be deliberately programmed (Stokes & Baer, 1977).

In applied settings, generalization is often assumed once a child demonstrates a
behavior during structured teaching. However, if the behavior does not occur
outside of that narrow context, the skill cannot be considered mastered. Teaching
generalization requires intentional variation in instruction, materials, and
reinforcement across conditions.

From a practical standpoint, generalization answers a simple question: Can the
learner use this skill when the environment changes?

The Neurological Levels of Change



The Neurological Levels of Change framework organizes human functioning into
hierarchical levels: Environment, Behavior, Capabilities, Beliefs and Values, Identity,
and Purpose (Dilts, 1990). Each level represents a different domain of influence,
ranging from external context to internal meaning-making.

This hierarchy is consistent with systems theory, which posits that change at higher
levels reorganizes functioning at lower levels, while attempts to resolve higher-level
challenges solely through lower-level interventions often lead to instability
(Bateson, 1972).

Stimulus Control as an Environmental-Level Phenomenon

Within the neurological hierarchy, stimulus control primarily operates at the
Environment level. When adult presence governs behavior, the environment—not
the learner’s internal skill set—is producing change. This explains why behavior
may improve under supervision yet deteriorate when supervision is removed.

From an instructional standpoint, this indicates that learning has not progressed
beyond environmental dependence. While environmental structure is necessary for
teaching, it cannot substitute for capability development (Dilts, 1990).

Generalization and Capability Development

True generalization reflects change at the Capability level. Capabilities include
emotional regulation, functional communication, tolerance for frustration, and
behavioral flexibility. Without these underlying capacities, behavior remains
context-bound.

High-risk children often have limited access to regulation skills due to trauma,
neurodevelopmental differences, or chronic stress. Expecting generalized behavior
without first addressing capability is inconsistent with both behavioral science and
neurodevelopmental principles (Cooper et al., 2020).

Survival-Based Learning in High-Risk Populations



Many children in high-risk settings operate in heightened states of physiological
arousal. When the nervous system is oriented toward survival, learning prioritizes
safety detection over skill integration. Inconsistent adult behavior becomes a salient
environmental cue, reinforcing person-specific responding.

In this context, behavior that appears oppositional is often adaptive. Recognizing
this distinction is critical for ethical intervention design.

Beliefs, Values, and Ethical Considerations

Belief systems held by practitioners and organizations significantly influence
intervention outcomes. When challenging behavior is attributed to manipulation or
intentional choice, responsibility shifts away from environmental design and onto
the child. This belief-level error can justify inconsistent practice and undermine
learning.

Ethical ABA practice requires acknowledging that behavior is a function of context
and history, not character (Baer et al., 1968). Systems must be examined and
adjusted before conclusions are drawn about learner intent.

Identity-Level Implications

Repeated experiences of control-based environments without skill support can lead
to identity-level learning. Children may internalize beliefs such as “I am bad,” “I am
unsafe,” or “I only behave when watched.” These conclusions extend beyond
observable behavior and influence long-term self-concept.

Identity-level impacts cannot be resolved through behavioral procedures alone;
they require environments that promote agency, safety, and competence (Dilts,
1990).

Practitioner Regulation and Parallel Process

Practitioner behavior plays a critical role in shaping learning environments. When
adults remain regulated, consistent, and reflective, they model the very capabilities



expected of learners. Conversely, reactive systems create conditions in which both
staff and children struggle to generalize regulation.

Professional restraint and discernment reflect higher-level integration and support
ethical decision-making.

Conclusion

Failures in stimulus control and generalization in high-risk pediatric ABA settings
are best understood as systems-level mismatches rather than child deficits. When
environmental control replaces capability development, behavior change remains
fragile and context-dependent. Applying the Neurological Levels of Change
framework clarifies where interventions succeed, where they fail, and why
responsibility must remain with system design.

Effective and ethical practice requires intentional programming across levels,

ensuring that learners develop competencies that endure beyond controlled
environments.
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