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Abstract Due to an increase in research and clinical applica-
tion of behavior analysis with individuals with autism spec-
trum disorder (ASD), one setting a Board Certified Behavior
Analyst (BCBA) may work within is an interdisciplinary set-
ting, where multiple disciplines collaborate to improve the
outcomes of individuals with ASD. In some cases, nonbehav-
ioral colleagues could recommend nonbehavioral treatments,
setting the occasion for the BCBA to offer an alternative treat-
ment to or question the nonbehavioral treatment. However,
excessive questioning or critiques of nonbehavioral treatments
by the BCBAmay unintentionally erode professional relation-
ships between the BCBA and their nonbehavioral colleagues.
Because an erosion of professional relationships may occur
when a BCBA questions a nonbehavioral treatment, a
decision-making model for determining whether or not the
proposed nonbehavioral treatment is worth addressing
may be useful. The purpose of this paper is to outline
such a decision-making model in order to assist the
BCBA in assessing nonbehavioral treatments while
maintaining an ethical balance between professional re-
lationships and the well-being and safety of the individ-
ual with ASD. Such a model could assist the BCBA in
becoming familiar with the proposed treatment, under-
standing the perspective of the nonbehavioral colleague
and assessing the negative impacts the treatment could
have on the individual with ASD. With this information,
the BCBA will be in a better position to decide whether
or not addressing the nonbehavioral treatment is worth
the possibility of eroding a professional relationship.
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Introduction

Applied behavior analysis (ABA) involves the application of
behavioral principles to produce socially significant behavior
change (Baer et al. 1968; Cooper et al. 2007). Since the pub-
lication of the landmark study of Løvaas (1987), much applied
research and application of behavioral principles has focused
heavily on individuals with autism spectrum disorder (ASD;
see Thompson 2014 for a summary of the history of behavior
analysis and autism research). Because of the development of
the Behavior Analyst Certification Board (BACB) in 1998
and interest in BACB certification, multiple graduate and un-
dergraduate programs now provide coursework and supervi-
sion in behavior analysis, and many tailor that coursework and
supervision to the application of behavioral principles to indi-
viduals with ASD. With this, Board Certified Behavior Ana-
lysts (BCBAs) or those receiving supervision from BCBAs
often find themselves working side by side with other BCBAs
in order to improve the outcomes of individuals with ASD.

Along with collaborations with other behavior analysts,
BCBAs may often find themselves working with other pro-
fessionals from other disciplines within an interdisciplinary
setting. An interdisciplinary collaboration for individuals with
ASD involves combining the strengths of multiple disciplines
in order to maximize client outcomes. With these collabora-
tions, BCBAs have the opportunity to work closely with
speech-language pathologists, psychologists, occupational
therapists, special educators, physicians, nutritionists, and
others (see Cox 2012). Collaborations between BCBAs and
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related service providers could improve educational outcomes
and increase treatment fidelity (Kelly and Tincani 2013). Spe-
cific collaborative practices include working as a team to ad-
dress client goals (Cook and Friend 2010) and understanding
the individual strengths each professional brings to the inter-
disciplinary team (Dallmer 2004). As a result, clients who
attend a collaborative interdisciplinary setting would have
the opportunity to receive well-rounded services that best
meet their individual needs.

Aside from the benefits a client could receive through in-
terdisciplinary services, the interdisciplinary setting also pro-
vides an opportunity for BCBAs to promote the field of ABA
to other members of the interdisciplinary team through their
professional interactions. Desirable professional interactions
include maintaining respect for other disciplines, understand-
ing the perspective those disciplines are taking, and appreci-
ating the science that supports those disciplines. Professional
interactions will likely increase the probability that BCBAs
will earn the trust and partnerships of other members of the
interdisciplinary team. Professional interactions may also in-
crease the probability that other disciplines will recognize the
field of ABA as one that is collaborative.

Though collaborative skills in an interdisciplinary setting
may greatly enhance the quality of services the BCBA pro-
vides, they are rarely addressed in applied behavior analysis
preservice and in-service training (Kelly and Tincani 2013).
Therefore, it is possible that behavior analysts may not have
the appropriate skills to work with colleagues to maximize
client outcomes in some cases. One example of a potentially
noncollaborative practice is questioning or offering an alter-
native to a proposed nonbehavioral treatment. Given that the
Guidelines for Responsible Conduct for Behavior Analysts of
BACB (2010), hereafter referred to as the BACB Guidelines,
9.01 states that BThe behavior analyst should promote the
application of behavior principles in society by presenting a
behavioral alternative to other procedures or methods,^
BCBAs in an interdisciplinary setting may feel ethically obli-
gated to promote the field of ABA by offering an alternative to
or questioning a nonbehavioral treatment. Offering an alterna-
tive treatment to or questioning a nonbehavioral treatment
could suggest to other members of the interdisciplinary team
that the BCBA may not be a collaborative partner. This
questioning would possibly result in an erosion of profession-
al relationships and reduce the willingness of other members
of the interdisciplinary team to collaborate with the BCBA. In
some cases, excessive questioning or poor collaborative skills
may ultimately result in withdrawal of the BCBA’s invitation
to participate in clinical activities.

Consider one recent example where a BCBAwas asked to
collaborate with a group of professionals who were meeting to
improve a student with ASD’s public school program. The
group of professionals included the BCBA, a classroom teach-
er, a speech-language pathologist, and an occupational

therapist. All of the professionals attended the student’s Indi-
vidualized Education Program (IEP) meeting, and during that
meeting, an animal-assisted intervention was suggested for
social skill development. When this recommendation was
made, the BCBA aggressively questioned the proposed treat-
ment before becoming familiar with and appraising the treat-
ment. As a result, the BCBA angered other members of the
interdisciplinary team, and the BCBA’s invitation to attend
subsequent meetings was revoked.

In another example, a BCBA was working with an inter-
disciplinary team that provided behavioral services to children
with ASD. During the first month of clinical meetings, the
BCBA frequently questioned the treatment recommendations
of other nonbehavioral members of the team. The BCBA
asked questions such as BWhat data support that treatment?^
and BHow about I offer up another way to do that?^ This
questioning became so problematic that other members of
the company refused to work with the BCBA because of the
BCBA’s failure to take the perspective of other disciplines and
collaborate with nonbehavioral professionals.

The above cases highlight recent instances where a
BCBA’s questioning of nonbehavioral treatments resulted in
an erosion of professional relationships in an interdisciplinary
setting. Though these interactions likely do not represent the
majority of BCBAs, it is possible that, with more information
about the proposed nonbehavioral treatments and careful con-
sideration of the perspective the nonbehavioral colleagues, the
BCBAs may have chosen not to question the treatment rec-
ommendations of their nonbehavioral colleagues. Given that
BACB Guideline 1.0 states that BThe behavior analyst main-
tains the high standards of professional behavior of the pro-
fessional organization^ (2010), it may be important for
BCBAs to have a systematic strategy when faced with a non-
behavioral treatment recommendation in order to maintain
high standards of professional behavior.

Of course, not all nonbehavioral treatments for individuals
with ASD are created equal. For example, BCBA’s concerns
about animal-assisted therapy could be unnecessary or unwar-
ranted if the time and financial costs do not negatively impact
other aspects of the client’s treatment. However, other treat-
ments, such as chelation therapy, that are known to be inef-
fective, costly, and/or potentially dangerous certainly warrant
caution from the BCBA. In other cases, the effects of nonbe-
havioral treatments will be unclear, with relative benefits and
drawbacks that need to be weighted given the needs of the
client, the resources of the caretakers, and interdisciplinary
team, and, most importantly, client safety.

Because collaborations amongst team members can im-
prove consumer outcomes of individuals with disabilities
(see Hunt et al. 2003), guidelines for navigating nonbehavior-
al treatments may be useful. Guidelines would likely help
BCBAs systematically address nonbehavioral treatments
while simultaneously maintain relationships with
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professionals from other disciplines. Maintaining professional
relationships could allow for continued involvement from the
BCBA and therefore increase the probability of a client’s con-
tinued access to behavioral services. Maintaining professional
relationships may also continue to promote of the field of
ABA and to support the ethical and professional behaviors
of BCBAs. Finally, there is a growing interest in additional
professional resources for practitioners that address common
issues in practice. This interest is evidenced by recently pub-
lished papers on professionalism and ethical behavior (e.g.,
Brodhead and Higbee 2012; O’Leary et al. 2015) and clinical
decision making (e.g., Geiger et al. 2010; Tiger et al. 2008).
Because of this interest, a decision-making model for navigat-
ing nonbehavioral treatments and maintaining professional
relationships may be a useful contribution to the scholarly
literature.

The goal of this paper is to describe a preliminary decision-
making model to help BCBAs problem-solve the ethical di-
lemma that may arise when a nonbehavioral treatment is pro-
posed by a nonbehavioral colleague. Though new BCBAs or
Board Certified Assistant Behavior Analysts are likely to ben-
efit the most from this proposed decision-making model, in-
dividuals supervising BCBAs (such as clinical directors and
university faculty) may also benefit from this model as well.

Guidelines for Assessing Nonbehavioral Treatments

Model Development and Assumptions

The following decision-making model outlines one possible
way for assessing nonbehavioral treatments by advocating for
client safety, becoming familiar with the treatment, taking the
perspective of the nonbehavioral colleague, and analyz-
ing the treatment’s potential negative impacts to the cli-
ent. The model is based on the author’s personal values
that focus on building a cohesive network of interdisci-
plinary treatment to best meet the needs of the individ-
ual with ASD. After the initial model was developed,
the author sought feedback from behavior analysts,
speech-language pathologists, and school psychologists
all with extensive experiences working in interdisciplin-
ary teams. The proposed model was then presented at
an annual conference of over 80 professionals. Feedback
was solicited from professionals at that conference and
subsequently integrated into the model.

When using this decision-making model, at least four as-
sumptions should be made. First, this model assumes that a
nonbehavioral colleague has proposed a nonbehavioral treat-
ment. This model does not address how to discuss question-
able treatments suggested by behavioral colleagues. Though
this discussion would likely be useful, it is beyond the scope
of this paper. Second, the BCBA should be adequately trained,

or under adequate supervision, to provide services with an
interdisciplinary team. If the BCBA is not adequately trained,
he or she should seek supervision or make an appropriate
referral (though appropriate collaborative skills for BCBAs
are not well understood, see Kelly and Tincani 2013, for more
information about the collaborative practices inwhich BCBAs
report engaging in). Third, it assumes that the BCBA has a
role in the interdisciplinary team that affords them the oppor-
tunity to evaluate and possibly comment on the nonbehavioral
treatment. The nature of involvement of the BCBA in the
interdisciplinary team could range from limited term consul-
tation to full-time involvement. Therefore, before using the
model, BCBAs may consider whether or not they are in a
professional position to evaluate the proposed nonbehavioral
treatment. Finally, it should be assumed that consent has been
provided for the nonbehavioral treatment that the BCBA is
analyzing. If consent has not been obtained, the BCBA’s first
point of action would be to make sure it is obtained.

Identification of a Nonbehavioral Treatment

The first step in this decision-making model is the identifica-
tion of a nonbehavioral treatment (see Fig. 1). A nonbehav-
ioral treatment can generally be defined as any treatment out-
side of the scope of traditional behavior-analytic practice. In
some cases, the treatment may have an unfamiliar name,
or the procedures may not seem behavior-analytic in
nature. It is also possible that the targeted outcomes
and measurement systems may not be familiar to the
BCBA. The treatment may also appeal to hypothetical
constructs (e.g., the mind or states of emotion), or it
may be recommended to address causal agents that are
not related to the client’s environment.

Once a nonbehavioral treatment has been identified,
it is recommended that the BCBA proceeds to the next
step in the decision-making model. If the BCBA is un-
sure about whether or not the proposed treatment is
nonbehavioral, it is recommended that he or she still
proceeds to the next step.

Is Client Safety at Risk?

After the nonbehavioral treatment is identified, it is important
to ask whether or not client safety is at risk. Risks to client
safety can be defined as any treatment that will likely cause
short- or long-term psychological or physical harm to the cli-
ent. For example, chelation therapy poses a risk to client safety
because it has been linked to the death of at least one individ-
ual with ASD (Kane 2006). Facilitated communication is an-
other example of a treatment that poses a risk to client safety
because it claims to produce gains in language skills, though
research has unequivocally shown it does not (Mostert 2001;
Schlosser et al. 2014). Given the intensive time and resources
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necessary to implement facilitated communication, this treat-
ment is likely to cause psychological harm in the form of
limiting the client’s access services that have a strong research
foundation. Finally, the inappropriate application of aversive
stimuli (e.g., using electric shock prior to implementing
function-based treatment) serves as another example of posing
risk to the client.

The above list of treatments that pose a risk to client safety
is far from complete. If the BCBA determines that the pro-
posed nonbehavioral treatment poses a risk to client safety, it
is recommended that he or she address the proposed treatment
with their nonbehavioral colleague. This step is in place to
ensure that safety of the client remains a primary focus of
interdisciplinary service delivery. If the BCBA is unsure about
whether or not the proposed treatment poses a risk to client
safety, it is recommended that he or she consults with another
professional. If the BCBA determines that the proposed non-
behavioral treatment does not pose a risk to client safety, it is
recommended that he or she proceeds to the next step
in the decision-making model, becoming familiar with
the treatment.

Are You Familiar with the Treatment?

The next step in the decision-making model is for the BCBA
to ask, BAm I familiar with the proposed nonbehavioral
treatment?^ In the case of becoming familiar with the pro-
posed nonbehavioral treatment, the BCBA should remain
skeptical about the proposed treatment until he or she has
gathered adequate evidence about that treatment. Being a
skeptic of a nonbehavioral treatment does not mean the BCBA
should discount that treatment. Instead, a skeptical approach
to alternative treatments is meant to assess the validity of the
treatment recommendation based on all available evidence
(Normand 2008). Because skeptical appraisal involves gath-
ering all available evidence, the BCBA’s familiarity with the
nonbehavioral treatment should go beyond that of initial un-
derstanding. Given that BACB Guideline 2.10c states that
BBehavior analysts are responsible for review and appraisal
of likely effects of all alternative treatments, including those
provided by other disciplines^ (BACB 2010), BCBAs should
have the skills to conduct the research that is necessary to
adequately understand the proposed nonbehavioral treatment.
Therefore, skeptical appraisal of a nonbehavioral treatment is
recommended before a behavior analyst makes a recommen-
dation for or against that treatment.

To become familiar with the treatment, the BCBA should
conduct a literature review of seminal research on the pro-
posed nonbehavioral treatment. The BCBA should also search
for literature that has empirically tested the efficacy of nonbe-
havioral treatments on individuals with developmental dis-
abilities. For example, Quigley et al. (2011) evaluated the
effects of a weighted vest on problem behavior, and Chok
et al. (2010) evaluated the effects of an ambient prism lens
on cognition and motor skills. This growing body of research
will likely be of great use for the BCBA in their appraisal of a
nonbehavioral treatment. If the BCBA has limited access to
scholarly journals, he or she may visit the Association for
Science in Autism Treatment Web site (asatonline.org) to
learn more about the proposed nonbehavioral treatment. An-
other strategy may be for the BCBA to consult with another
professional from the same field of the nonbehavioral col-
league. For example, if an occupational therapist recommend-
ed access to toys that provide tactile stimulation at the onset of
challenging behavior, the BCBA could contact another occu-
pational therapist with whom he or she has a professional
relationship with and seek guidance from that professional.
Seeking guidance from another professional would allow the
BCBA to ask specific questions about the treatment without
the possibility of compromising his or her relationship with
the professional who recommended that treatment. During
this interaction, however, it will be important for the BCBA
to maintain client confidentiality.

It may be helpful for the BCBA to explore research that is
not traditionally published in behavior-analytic journals.

Fig. 1 A decision-making model for assessing nonbehavioral treatments
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Though behavior analysis has a rich history of systematically
analyzing human behavior, other disciplines may have scien-
tifically sound procedures to add to the understanding of ASD
treatment. These differences include the use of different re-
search designs (e.g., group design) and/or different measures
of treatment success (e.g., statistical significance). Therefore,
BCBAs may wish to continue to remain open-minded about
treatments supported by research methodology not commonly
used in behavior analysis.

Another purpose of becoming familiar with the proposed
nonbehavioral treatment is to begin to understand the perspec-
tive the nonbehavioral colleague is taking. It is possible, even
likely, that other disciplines have values that are different than
those held by the BCBA. By understanding the perspective of
other disciplines, it is recommended that the BCBA analyzes
how those perspectives may lead to the recommendation of
the nonbehavioral treatment. It may also be useful for the
BCBA to take the perspective of the nonbehavioral colleague
to see how the proposed nonbehavioral treatment could serve
as an appropriate contribution to interdisciplinary service de-
livery. By understanding the perspective of the nonbehavioral
colleague, and the research that supports the proposed nonbe-
havioral treatment, the BCBAwill likely then be in a position
to translate the proposed treatment into behavioral principles
and to more accurately judge its potential efficacy.

Revisit Client Safety

After the BCBA becomes familiar with the proposed nonbe-
havioral treatment, it is recommended that the BCBA recon-
siders whether or not client safety is at risk. It is possible that
becoming familiar with a treatment may uncover possible
harmful side effects of that treatment, and therefore merits
discussion with the nonbehavioral colleague. If the BCBA
determines client safety is at risk, then it is recommended that
he or she addresses the proposed treatment with the nonbe-
havioral colleague. If the BCBA determines client safety is
still not at risk, then it is recommended that he or she advances
to the next step in the decision-making model.

Is Treatment Success Possible When the Nonbehavioral
Treatment is Translated into Behavioral Principles?

The next step in the proposed decision-making model is to ask
whether or not treatment success is possible when the pro-
posed nonbehavioral treatment is translated into behavioral
principles. Given that the BACB Guidelines assume BCBAs
should be able to appraise treatments proposed by nonbehav-
ioral colleagues, the BCBA should be capable of translating a
treatment into behavior-analytic terminology. However,
BCBAs in training and/or frontline employees may need to
seek the expertise of a BCBA when translating the proposed
nonbehavioral treatment into behavioral principles.

Though each proposed nonbehavioral treatment will be
unique to the context in which it is recommended, the follow-
ing examples serve as a starting point for how a translation
could occur. In one example, to treat stereotypy, an occupa-
tional therapist may recommend access to tactile stimulation
prior to a student beginning his or her academic programming.
In this case, it is possible that the proposed nonbehavioral
treatment may be translated into an antecedent strategy that
serves as an abolishing operation for self-stimulatory behav-
ior. In another example, psychologist may recommend the
presence of therapy animals to improve social interactions.
Though a BCBA may be more likely to contrive situations
to reinforce appropriate social behaviors, the BCBA could
consider the possibility of animals serving as discriminative
stimuli for social interactions. Emerging research in the area of
human–animal interactions indicates that children with ASD
engage in more social interactions when animals are present
than when they are not (see O’Haire et al. 2013), so this trans-
lation may be at least somewhat accurate. In a final example, a
nutritionist may recommend changes to an individual with
ASD’s diet to reduce challenging behavior and improve at-
tending during class. With this recommendation, it is possible
that changes in the diet could remove aversive stimuli (e.g.,
bodily discomfort) that, in the past, are likely to occasion
challenging behavior. Due to a decrease in discomfort, it
may be more likely that the individual with ASD will attend
to classroom instruction.

The above examples provide insight on how a BCBA
could translate nonbehavioral treatments into behavioral prin-
ciples. After a translation occurs, the BCBAwill be in a better
position to adequately assess whether or not the treatment is
likely to be effective in its proposed context. Other disciplines
will likely use different terminology and have different con-
ceptualizations of causal agents. However, their concepts and
principles may actually translate into effective behavioral
practice (see Slocum and Butterfield 1994, for an example,
of how terms used by cognitive psychologists may translate
into behavioral principles).

If the BCBA determines that the treatment may be success-
ful when translated into behavioral principles, then it is rec-
ommended that no more action is taken. In this case, the
BCBA has increased their familiarity with a nonbehavioral
treatment. By not addressing the nonbehavioral treatment with
their nonbehavioral colleague, the BCBA has also avoided a
situation where questioning a proposed treatment may
have resulted in an erosion of the professional relation-
ship. This would have been particularly harmful for the
BCBA, considering that the treatment would have likely
been effective. If the BCBA determines that the treat-
ment will likely not be successful when translated into
behavioral principles, it is recommended that the BCBA
asks whether or not the treatment will negatively inter-
fere with the goals of the client.
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Will the Treatment Negatively Interfere with the Goals
of the Client?

If the BCBA determines that the proposed nonbehavioral
treatment will likely not be successful when translated into
behavioral principles, the next step is to ask whether or not
the proposed treatment negatively interferes with the goals of
the client. This is an important consideration, not only out of
respect for the client and his or her stakeholders, but also
because Bthe behavior analyst has a responsibility to operate
in the best interest of the client^ (BACB Guideline 2.0). Be-
cause of this guideline, the BCBA considers supporting the
nonbehavioral treatment. Although the treatment may not be
effective when translated into behavioral principles, the treat-
ment recommendation may still operate in the best interest of
the client. If the proposed nonbehavioral treatment does not
interfere with the goals of the client, then it is recommended
that no action is taken.

On the other hand, the BCBAwill be ethically inclined to
raise an issue of concern with the nonbehavioral colleague if
the treatment does interfere with the goals of the client. Con-
sider an example where a recommendation is made to use a
voice output device to improve communication, and the cli-
ent’s team has decided that vocalizations will be the targeted
form of language acquisition. This may interfere with the
goals of the client. In another example, if the client’s team
recommended for full inclusion in a public school setting,
and a member of the interdisciplinary team recommended
the client has limited interaction with typically developing
peers, this may interfere with the client’s goals. If the proposed
nonbehavioral treatment does interfere with the goals of the
client, it is recommended that the BCBA assesses the extent to
which it interferes before deciding to address the treatment
with the nonbehavioral colleague.

Consult the Checklist for Analyzing Proposed Treatments

Though a nonbehavioral treatment may interfere with the
goals of the client, the extent to which it will interfere will
likely vary from treatment to treatment. Therefore, treatments
that have minimal interference may not be worth addressing
with a nonbehavioral colleague, especially if addressing the
nonbehavioral treatment could jeopardize the professional re-
lationship. On the other hand, a nonbehavioral treatment that
significantly interferes with the goals of the client will be
worth addressing with the nonbehavioral colleague.

One method of systematic evaluation may be the Checklist
for Analyzing Proposed Treatments (CAPT; see Table 1). The
CAPT outlines six domains: function-based treatment, skill
acquisition, social outcomes, data collection, treatment integri-
ty, and social validity. Each domain contains possible treatment
components with an opportunity to select the probability of
those components occurring within the nonbehavioral

treatment. Specifically, a BCBA using the CAPT would indi-
cate whether each component has a low, medium, or high prob-
ability of occurring (or if the component was not applicable
[NA]). The BCBA may also consider adding additional com-
ponents or domains that represent their own personal values.

With all applicable components in the first six domains
scored, the BCBA would then score the components in the
final domain: resources. By considering the resources at the
disposal of the client, treatment team and/or stakeholders, the
BCBAwill likely be in a better position to consider the overall
negative impact of the treatment. Consider a hypothetical ex-
ample where a BCBA uses the CAPT to determine the extent
of negative impacts of equine therapy. Though most compo-
nents were marked Blow^ (as in having a low probability of
occurring), the caretakers/treatment team had considerable fi-
nancial and time resources. Therefore, it is possible the treat-
ment will minimally interfere with the goals of the client. On
the other hand, if the family had limited financial resources
and limited time, then the proposed nonbehavioral treatment
will likely to interfere with the goals of the client. It is worth
noting that some categories could be weighted differently,
depending on the needs of the client. For example, if challeng-
ing behavior is the single barrier to a client’s inclusion in an
educational setting, categories related to functional assess-
ment and treatment of challenging behavior may be weighed
more strongly.

Once the BCBA scores the CAPT, the BCBA should be
able to put the relative negative impacts of the treatment into
perspective. Though the purpose of the CAPT is not to be a
standardized metric of appraising nonbehavioral treatments, it
could serve the purpose of providing a starting point for
conducting such an analysis. The CAPT may also serve to
assure the BCBA that the proposed nonbehavioral treatment
does not have a significant negative impact on the client’s
goals. On the other hand, the CAPTcould also provide insight
that the proposed treatment will likely have enough of a neg-
ative impact to justify raising concern for the proposed non-
behavioral treatment with the nonbehavioral colleague.

Are the Impacts to the Client Sufficient to Justify
the Possibility of Compromising the Professional
Relationship?

The completion of the CAPT will provide an opportunity for
the BCBA to appropriately judge the negative impacts of the
nonbehavioral treatment. Using this information, the BCBA
will be in a position to adequately assess whether or not it is
worth raising an issue of concern with the nonbehavioral col-
league who recommended the nonbehavioral treatment. As
mentioned previously, the BCBA has an ethical obligation to
promote the application of behavior analysis and provide al-
ternatives to nonbehavioral treatments. However, such advo-
cacy may erode professional relationships between the BCBA
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and other members of the interdisciplinary team. This erosion
may not be in the best interest of the client, another ethical
obligation BCBAs are expected to maintain.

This section is likely the most difficult point in the
decision-making model. However, the previous steps in the
proposed model hopefully provide a context in which the
BCBA can better understand the science behind the nonbe-
havioral treatment, the perspective of the nonbehavioral col-
league, the proposed nonbehavioral treatment’s ability to
translate into behavior-analytic terminology, and the extent
to which the treatment negatively impacts the goals of the
client. If the BCBA determines the matter is worth addressing,
he or she will come to that decision in a systematic format.
Coming to a decision to question a nonbehavioral treatment in
a systematic format would increase the probability that the
BCBA has acted in the best interest of the client by consider-
ing all of the relevant scientific and clinical information avail-
able, along with the perspective of the nonbehavioral col-
league. In summary, if it is determined that the negative im-
pacts to the client’s goals are sufficient to justify the possibility
of eroding a professional relationship with a nonbehavioral

colleague, it is recommended that the BCBA addresses the
treatment.

If the BCBA determines the proposed nonbehavioral treat-
ment does not have enough negative impact on the client’s
goals to merit discussion with the nonbehavioral colleague,
then it is recommended that no further action is taken. By
not questioning the proposed nonbehavioral treatment, the
BCBA may be in a better position to address a future recom-
mendation that does significantly interfere with the client’s
goals. Also, coming to the decision to not address a nonbe-
havioral treatment in a systematic way may also increase the
likelihood that the BCBA has acted in the best interest of the
client, again by considering the relevant scientific and clinical
information available in the context and perspective in which
the nonbehavioral treatment was recommended.

Discussion

The above decision-making model represents one strategy a
BCBA may take when deciding whether or not to address a

Table 1 Checklist for analyzing
proposed treatments

Note: outcomes may be weighted
differently depending on the
needs of the client

Domain and category Probability

(1) Function-based treatment

Treatment addresses the function of behavior Low/medium/high/NA

Treatment will not increase challenging behavior Low/medium/high/NA

Treatment will result in the acquisition of an alternative replacement behavior Low/medium/high/NA

(2) Skill acquisition

Treatment will result in acquisition of functional skills Low/medium/high/NA

Treatment does not increase inappropriate behaviors Low/medium/high/NA

Treatment does not negatively affect other acquired skills Low/medium/high/NA

(3) Social outcomes

Treatment promotes inclusion into social situations Low/medium/high/NA

Treatment results in the acquisition of socially appropriate skills Low/medium/high/NA

(4) Data collection

Data will be collected Low/medium/high/NA

Data collection captures target behavior(s) of interest Low/medium/high/NA

Data collection will capture treatment efficacy Low/medium/high/NA

(5) Treatment integrity

Stakeholders can be trained to implement the treatment Low/medium/high/NA

Treatment is likely to be implemented consistently Low/medium/high/NA

(6) Social validity

Treatment corresponds with the short-term goals of the stakeholders Low/medium/high/NA

Treatment corresponds with the long-term goals of the stakeholders Low/medium/high/NA

The client will favor treatment Low/medium/high/NA

The form of reinforcement is appropriate Low/medium/high/NA

The targeted outcomes are socially acceptable Low/medium/high/NA

(7) Resources

Treatment does not require significant financial resources Low/medium/high/NA

Treatment does not require significant time resources Low/medium/high/NA
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nonbehavioral colleague’s treatment recommendation. The
proposed model also provides a starting point for a sys-
tematic framework of inquiry of alternative treatments to
behavioral interventions for individuals with ASD. The
decision-making model also provides an antecedent
strategy to help BCBAs promote the field of ABA as
one that is professional.

Though this model provides a strategy for systematically
analyzing a proposed nonbehavioral treatment, it is not meant
to dramatize every instance of treatment recommendation
made by a nonbehavioral colleague. That is, not every nonbe-
havioral treatment should be cause for alarm. However, a sys-
tematic framework for evaluating nonbehavioral treatments
could be useful for BCBAs who work in interdisciplinary
settings.

Because this decision-making model has not been system-
atically evaluated, it is unclear whether or not it will increase
the probability of a BCBA maintaining professional relation-
ships with nonbehavioral colleagues. Deciding whether or not
to question a proposed nonbehavioral treatment is likely a
small portion of a BCBA’s role in an interdisciplinary setting.
Therefore, it is unclear whether or not this proposed model
will have a noticeable impact on professional behavior and
interactions.

One way to evaluate the potential effectiveness of the pro-
posed model of decision-making and the professional behav-
iors of the BCBA is to administer a social validity survey to
colleagues on the interdisciplinary team. The social validity
survey should ask questions about the quality and appropri-
ateness of the BCBA’s professional interactions. Completed
surveys may be anonymously returned to the BCBA’s super-
visor, or directly to the BCBA, in order to ensure feedback is
provided and future performance goals are established. Ulti-
mately, feedback from the social validity surveys will help to
further enhance the BCBA’s professionalism skills with the
interdisciplinary team. See Brodhead and Higbee (2012) for
additional strategies for supervising professional behavior of
BCBAs.

Because this proposed decision-making model represents
the values of the author, it is likely there are other courses of
action BCBAs could take when faced with a nonbehavioral
treatment. One purpose of this model is to provide a prelimi-
nary framework for how a BCBA can navigate such a prob-
lem.With this information, BCBAsmay be in a better position
to refine the proposed model, or develop similar models that
better meet their needs.

It is also worth noting that the purpose of this paper is not to
promote the use of treatments for ASD that are not supported
by a sufficient body of scientific literature. As noted in the
BACB Guidelines, BCBAs are ethically obligated to promote
the science of behavior analysis and operate in the best inter-
ests of the clients. At times, this may very well mean that
BCBAs will need to take measures of advocacy against the

application of an inappropriate nonbehavioral treatment.
However, it is recommended that this advocacy is only con-
ducted after thorough appraisal of the nonbehavioral treat-
ment, as described above.

In practice, this decision-making model could be adopted
to meet the needs of the individual BCBA, a group of BCBAs,
or an agency, so long as the goal of maintaining professional
relationships with nonbehavioral colleagues is met. Also, this
model could be useful for BCBAs who do not typically inter-
act with nonbehavioral professionals, but who are called to
attend an interdisciplinary meeting, such as an IEP or
Person-Centered Planning meeting. Finally, this proposed
decision-making model may be useful for newly certified
BCBAs, those seeking certification from the BACB, or those
in supervisory roles. As more and more BCBAs are entering
the workforce, it may be increasingly important to provide
systematic training and supervision on professional interac-
tions with nonbehavioral colleagues. Finally, this decision-
making model hopefully provides a framework for emphasiz-
ing the importance of adequately reviewing the literature
supporting nonbehavioral treatments and taking the perspec-
tive of nonbehavioral colleagues while promoting the safety
and well-being of individuals with ASD receiving interdisci-
plinary treatment.
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