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Background: A number of children with developmental disabilities require direct teaching of toileting skills in order to master urinary continence. To date, the approach considered to be most comprehensive is Rapid Toilet Training (RTT) developed by Azrin and Foxx (1971). The key components of this procedure include scheduling regular opportunities to the toilet, increasing the amount of fluid intake to promote urination, delivering positive reinforcement following successful urination on the toilet, and overcorrection procedures following instances of incontinence (e.g., having the child change their wet garments and wash them following the occurrence of the incontinence). Previous research has examined variations of the Azrin and Foxx procedure with children with autism and other PDDs and survey studies indicated that over half of the parents with children with autism who were interviewed reported toileting and urination problems with their children (Whiteley, 2004; Williams, Oliver, Allard, & Sears, 2003).  The authors of this intervention made adaptations to Azrin and Foxx’s model in order to meet the individual needs of the child participating in their study and in order to make the procedures accessible to this child’s family. 
Method: The participant in this intervention was a 3.5-year-old boy who had a diagnosis of PDD. All training sessions took place in the home setting using a small “potty” seat that was placed on top of the toilet seat in the bathroom toilet. Training pants were worn during the intervention, but no specialize clothing or equipment (e.g., alarm devices) were used during this intervention. No systematic attempt at increasing fluid intake was undertaken, however, free access to fluids was made available. Data were collected on on- and off-toilet urinating at scheduled intervals that varied according to the phase of the study that the child was experiencing. During Phase 1, off-toilet checks occurred every five minutes. Phases 2 and 3 required checks every 30 and 60 minutes respectively, and Phase 4 was recorded when it was observed incidentally. Interobserver data collection checks were taken during 18% of baseline and 9% of training both of which produced 100% agreement. 

During Phase 1 every 30 minutes the child was taken to sit in the bathroom on the toilet. These times were selected based on the times at which the child urinated in his diaper during baseline. Unfortunately, the child failed to urinate in the toilet during a sitting, but instead wet his training pants immediately upon them being pulled back up. Initially, the time spent on the toilet was 20 of the 30 minute period during which time a preferred video was delivered upon in toilet urination. While off the toilet the boy was checked for dry pants every five minutes and received verbal praise, “You’re dry!” upon dry checks. If wet, the training would state “You’re wet” in a neutral voice and the child would be changed. By the third day of training, escape and aggressive behaviours were observed. These behaviours were verbally redirected and toilet sitting continued. Following these behaviours the next sitting would be shortened to 10 minutes instead of 20. During the 2nd, 3rd, and 4th phases of the intervention, off-toilet time was increased. In Phase 2 sitting occurred at hourly intervals with checks every 30 minutes for dry pants, Phase 3 consisted of sittings every 2 hours with hourly checks and Phase 4 involved 2.5 hours between sittings with dry pant checks every 75 minutes. On toilet time during these phases was reduced to 5 minutes or if the child completed urinating in the toilet they could leave before the 5 minutes lapsed. Each phase ended once 80% of urination was completed in the toilet for three days in a row. Any instances of self-initiation were praised enthusiastically and he was taken to the bathroom. A follow-up phase was conducted after 21 days to record accidents that occurred during the waking hours.
Results: Zero instances of on-toile urination occurred during baseline across the 2 days data were collected. During this time an average of 5.5 we diapers were recorded. During phase 1 he began urinating in the toilet 50% of the time by the first day and 100% by the final day of that phase. Over the last three training phases he continued to demonstrate 100% urination in the toilet by the end of each phase. 

Discussion: This training procedure was effective in reducing urination accidents to zero and increasing time between scheduled sittings. Social and non-consumable reinforcers were used in place of edibles during this intervention. This procedure might be easily applied in an in-home setting with other participants, however, had not been at the time of this study. Data were not collected on generalization to other environments (e.g., school settings), and follow-up data, although reportedly collected were not reported leaving the reader to wonder what the results were during the maintenance phase that would result in the authors failure to report them. 
