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Abstract
Arranging assent opportunities is an increasingly common strategy for involving
clients in therapeutic decisions within behavior analysis. Recent behavior-analytic
articles have helped create a basic behavioral definition and conceptualization of
assent, but much more guidance is needed for practitioners and researchers inter-
ested in embedding assent into their practices. The purpose of this article is to
advance the conceptualization and understanding of assent and assent practices
by refining previous definitions and conceptualizations of assent and providing six
essential considerations for embedding assent into practice. The six considerations
consist of determining the applicability and feasibility of assent, assessing assent-
related skills, arranging assent procedures and teaching assent-related skills,
arranging fair choices, selecting opportunities to assess assent, and informally
assessing assent. Following the discussion of the considerations for assent prac-
tices, we issue a call for specific topics of research on assent.
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Involving clients in therapeutic decisions1 is a client-centered
approach to treatment and a critical component of behavior-
analytic practice and research (Behavior Analyst Certifica-
tion Board [BACB], 2020; Zayac et al., 2021). Recently, the
term assent has gained popularity within and beyond behav-
ior analysis as a label that refers to clients participating in
some types of therapeutic decisions (Morris et al., 2021).
However, the foundational arguments that established the
importance of client-centered treatment and client involve-
ment in therapeutic decisions in behavior analysis predate
the recent use of assent. Examples include Skinner (1959/
1999), Baer et al. (1968), Wolf (1978), and Bannerman
et al. (1990).

Skinner (1959/1999) was concerned with the mistreat-
ment of clients that arises when clients do not have the
ability to exert countercontrol2 over caregivers who con-
trol much of their treatment environment. Skinner argued
that large power differentials between caregivers and cli-
ents put clients at risk of mistreatment because clients in

those situations have less opportunity to exercise counter-
control. For example, the power differential between a
schoolteacher and a typically developing high-school stu-
dent is likely much smaller than the power differential
between a schoolteacher and an elementary school stu-
dent with developmental disabilities because the high-
school student would likely have more advanced self-
advocacy skills than the younger student. Therefore, the
elementary school student will be less likely to engage in
countercontrol such as reporting the teacher for inappro-
priate behavior, which makes them more vulnerable to
mistreatment. Skinner argued that an important compo-
nent of preventing the mistreatment of vulnerable popu-
lations is arranging countercontrol on behalf of the
client. However, Skinner struggled to identify exact
guidelines for how to best use countercontrol to help cli-
ents because of the difficulty of identifying clients’ prefer-
ences and opinions as they relate to treatment.3

Baer et al. (1968) proposed and defined seven dimen-
sions that constitute some of the primary characteristics
of applied behavior analysis. Within the description of1Client is used broadly to refer to individuals receiving services and research

participants. Similarly, therapeutic decisions encompass treatment components
and research procedures.
2Countercontrol can be understood as operant behavior that occurs in response to
perceived social aversive control that results in the extinction or punishment of
the punishing agent’s behavior (Fontes & Shahan, 2021).

3To illustrate, Skinner posited that the golden rule (i.e., treat others how you want
to be treated) might be a tempting guidepost for determining client preference, but
it is an imperfect rule because clients might want to be treated differently than
their therapist would wish to be treated.
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the first dimension, applied, Baer et al. specify that a
guiding question of applied work must be “How immedi-
ately important is this behavior or these stimuli to this
subject?” (Baer et al., 1968, p. 93). Often, the importance
of a treatment to a client is referred to as the “social sig-
nificance” of the intervention (Cooper et al., 2019, p. 16).
By specifying that interventions must be socially signifi-
cant to be considered applied, Baer et al. underscored the
importance of the client’s perspective of treatment like
Skinner (1959/1999) did before them. However, like Skin-
ner, Baer et al. did not propose a specific strategy for
achieving social significance in therapeutic services. Thus,
Skinner and Baer et al. established the rationale for a cli-
ent-centered approach (although not using that specific
language), but neither proposed practical strategies for
accomplishing it.

Wolf (1978) built on the foundation of social signifi-
cance established by Baer et al. (1968) by further eluci-
dating the concept of social significance. Wolf described
three critical components of what he termed “social valid-
ity”: the meaningfulness of the goals of the intervention,
the appropriateness of the procedures, and the satisfac-
tion of the effects of the intervention. Wolf argued that
each of the three components of social validity should be
evaluated and accounted for to achieve social significance
in therapeutic services. To determine whether the compo-
nents of social validity were met, Wolf stated that the
“specific consumer or representatives of the relevant com-
munity” should be consulted (Wolf, 1978, p. 209). Thus,
Wolf extended the arguments made by Skinner (1959/
1999) and Baer et al. by explicitly stating that clients and
stakeholders should be involved in treatment decisions to
inform a truly client-centered approach to treatment.

Finally, Bannerman et al. (1990) further developed the
argument for the importance of client involvement in thera-
peutic decisions in client-centered services by discussing the
balance of habilitation (i.e., helping a client obtain the skills
needed to be as independent and autonomous as possible)
with the right to personal liberties in treatment decisions.
Specifically, Bannerman et al. asserted that service pro-
viders are susceptible to compromising clients’ personal lib-
erties in the quest to help their clients maximize habilitation
and that a better balance must be arranged to produce opti-
mal treatment results. Bannerman et al. argued that deny-
ing personal liberties could be viewed as a violation of
clients’ rights, in addition to preventing the clients from
practicing and learning essential independent skills needed
to maximize habilitation.

In addition to describing concerns with disregarding
clients’ personal liberties, Bannerman et al. (1990) dis-
cussed concerns with relying on clients’ choices as the pri-
mary basis of treatment decisions. Namely, Bannerman
et al. acknowledged that clients who do not have effective
decision-making skills could make choices that negatively
affect the quality of their lives and hinder their treatment
progress. Therefore, Bannerman et al. proposed that
habilitation and choice be balanced by protecting both
and, in doing so, advanced the argument and provided

specific guidance for involving clients in treatment deci-
sions to better facilitate client-centered services.

In summary, several articles published by prominent
behavior analysts have encouraged a client-centered
approach to treatment that includes (a) consideration of
the effect of power differentials on self-advocacy (e.g.,
Skinner, 1959/1999), (b) focus on social significance in
treatment (e.g., Baer et al., 1968), (c) evaluation of social
validity (e.g., Wolf, 1978), and (d) direct involvement of
clients in treatment decisions (e.g., Bannerman
et al., 1990). Together, these articles guided the conceptu-
alization of, and clinical focus on, the client-centered
approach in applied behavior analysis.

More recently, the Ethics Code for Behavior Analysts
(BACB, 2020) and Morris et al. (2021) extended the
foundation of the client-centered approach to treatment.
The most recent version of the Ethics Code for Behavior
Analysts includes specific standards and core ethical prin-
ciples that echo historical calls for client-centered services
that involve clients in therapeutic decisions. Specifically,
Standard 2.09 stipulates that “Behavior analysts make
appropriate efforts to involve clients and relevant stake-
holders” in therapeutic decisions and two other standards
call for assent to be obtained “when applicable” (Stan-
dard 2.11) or “when relevant” (Standard 6.04) in treat-
ment and research contexts (BACB, 2020). In addition,
the core ethical principle—treating others with compas-
sion, dignity, and respect—explicitly calls for promoting
self-determination and personal choice in treatment and
research contexts (see Peterson et al., 2021). Taken
together, the standards and the ethical principles outlined
in the ethics code formalize the historical calls for client-
centered services that involve clients in therapeutic deci-
sions by making it an ethical responsibility for practicing
behavior analysts.

Morris et al. (2021) built on the recommendations
that behavior analysts seek and assess assent while pro-
moting self-determination and personal choice provided
in the Ethics Code for Behavior Analysts (BACB, 2020)
by explicitly conceptualizing assent as an embodiment of
involving clients in therapeutic decisions and client-cen-
tered treatment. Morris et al. provided a working defini-
tion of assent, provided a conceptualization of the critical
components of assent, reviewed published research on
assent, and even proposed a framework for assessing
assent with individuals with severe communication diffi-
culties. However, Morris et al. focused primarily on
assent with individuals with autism and developmental
disabilities in research contexts. As a result, several criti-
cal nuances and considerations regarding assent and cli-
ent involvement in therapeutic decisions in clinical
practice with diverse clientele were not captured.

Two articles published after the Morris et al. (2021)
review and discussion of assent in behavior-analytic
research advanced the conversation of assent in behavior
analysis. Flowers and Dawes (2023) and Breaux and
Smith (2023) reviewed and compared components of
assent in related disciplines. Both Flowers and Dawes
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and Breaux and Smith provided preliminary practice
considerations, but neither provided strong empirical
support for their recommendations or clear directions for
future research.

The purpose of this article is to advance the conceptu-
alization and understanding of assent and assent prac-
tices as they relate to involving clients in therapeutic
decisions to facilitate client-centered services. This article
extends previous literature focused on assent and client
involvement in therapeutic decisions by elaborating on a
working definition and conceptualization of assent, pro-
viding preliminary practical considerations for client
assent with diverse clients and contexts based on existing
research, and highlighting areas within assent that would
greatly benefit from future research.

DEFINITION AND
CONCEPTUALIZATION OF ASSENT

Assent is best defined in comparison with the related and
equally important concept of consent. Consent can be
defined as the affirmation that an individual, who is
legally authorized, gives permission for themselves or
another individual to participate in a procedure after they
receive adequate information about the procedure
(Breaux & Smith, 2023; Katz et al., 2016; Morris
et al., 2021; Protection of Human Subjects, 2018). Con-
sent can consist of an individual affirming permission for
themself or a ward (i.e., someone for whom they serve as
legal guardian). In contrast, assent can be defined as the
affirmation that an individual who is not legally autho-
rized to consent for themselves (i.e., they are a ward) indi-
cates a willingness to participate in a procedure after they
receive adequate information about the procedure
(BACB, 2020; Breaux & Smith, 2023; Flowers &
Dawes, 2023; Katz et al., 2016; Morris et al., 2021; Pro-
tection of Human Subjects, 2018). Put simply, assent is
someone personally indicating a willingness to participate
in a procedure (e.g., research, treatment, assessment)
after someone with legal authorization has already con-
sented to their participation in the applicable procedure.
Permission in the form of consent must first be obtained
by the legal guardian before assent can be solicited in
applicable situations. Thus, when a potential client is
considered a ward, the order of operations follows that
after consent is obtained by the legal guardian, assent can
be solicited. This is true regardless of the reason that the
client is considered a ward (e.g., age, disability status, or
perceived competency).

Both consent and assent require approval from some-
one regarding participation in a procedure (BACB, 2020;
Protection of Human Subjects, 2018). Approval to partic-
ipate in a procedure is fundamentally a choice (i.e., the
choice to participate in a procedure or not). Choice can
be defined as the allocation of behavior (i.e., a selection
response or time allocation) among two or more activities
(Baum, 2010). Among other things that will be discussed

later in the article, the choice to consent and assent to
procedures requires that adequate information be pro-
vided to the person(s) agreeing to the procedures (Breaux
& Smith, 2023; Katz et al., 2016). Adequate information
refers to the content that someone needs to make an
informed decision (Katz et al., 2016). The information
that may be necessary to inform consent includes a state-
ment of what the procedure involves, a description of
foreseeable risks and discomforts, a description of possi-
ble benefits of the procedure, and a review of possible
alternative options (Katz et al., 2016; Protection of
Human Subjects, 2018). The information that may be
necessary to inform assent is more complicated to deter-
mine because the amount and type of information that
can be comprehended by a client involved with assent
might vary greatly. Ideally, clients would be given and
comprehend the same information that is given during
the consent process, but that amount of information
could exceed a client’s skill set and produce counterpro-
ductive results (e.g., reluctance or resignation due to con-
fusion about the procedures). Thus, the determination of
whether the information provided to a client to inform
assent is adequate is much more nuanced and requires
further consideration.

Another important similarity between consent and
assent is that they are both dynamic processes that extend
beyond a single event (Breaux & Smith, 2023). Tradition-
ally, opportunities for initial consent and assent are
arranged prior to the start of the applicable procedures.
However, consent and assent do not stop after the initial
approval. A critical component of consent and assent is
they can be withdrawn throughout the procedure in ques-
tion (Katz et al., 2016; Protection of Human Sub-
jects, 2018). This means that when assent is obtained
from a client, they should be given the opportunity to
withdraw their assent throughout the relevant procedure.

In conclusion, a comprehensive definition of assent
that incorporates all of the content discussed heretofore
has four critical components that could be formed along
the lines of the following: (a) a client who cannot legally
provide consent for themselves, (b) indicates their willing-
ness to participate in a procedure via a choice arrange-
ment, (c) after they have received adequate information
about the procedure, and (d) with the expectation that
they can withdraw their assent at any time during the
procedure.

Additional considerations for conceptualizing
assent

A comprehensive definition is only one part of building a
conceptualization of assent. An understanding of the
basic goal and components of assent are also necessary.
The basic goal of assent practices in behavior analysis
should be to help facilitate client-centered services by
involving clients in key therapeutic decisions—the selec-
tion of the procedures to which they will be exposed. It
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should be noted that assent practices, although very
important, are not the only way to involve clients in ther-
apeutic decisions. Assent specifically refers to the agree-
ment to participate in a procedure. Other essential
therapeutic decisions, such as selecting treatment goals,
would not be captured in an assent process. Thus, assent
should be viewed as only one embodiment of involving
clients in therapeutic decisions and not necessarily suffi-
cient in isolation. In fact, terms like assent-based behavior
analysis (Breaux & Smith, 2023), which might be used to
describe practices that assume a client-centered approach
to treatment, omit other vital components of involving
clients in therapeutic decisions and client-centered care.
Seeking and arranging opportunities for clients to be
involved in therapeutic decisions within and beyond
assent is necessary to provide client-centered services.

Facilitating assent, like other strategies for involving
clients in therapeutic decisions, can produce several bene-
fits for the client. One benefit is that assent practices can
help ensure that services are meaningfully client-centered.
Skinner (1959/1999), Wolf (1978), Bannerman et al.
(1990), and others have noted many of the complexities
of determining whether treatment aligns with client inter-
ests (i.e., client-centered practices) when the client is not
involved in therapeutic decisions. Arranging assent with
clients gives behavior analysts an opportunity to assess
and better understand their client’s interests as they per-
tain to treatment, which will allow them to better facili-
tate client-centered services. Arranging assent
opportunities also gives clients an opportunity to exhibit
and practice self-determination and personal choice
(Peterson et al., 2021). Supporting self-determination and
personal choice are critical components of treating clients
with compassion, dignity, and respect (BACB, 2020).
Self-determination and personal choice are also skills that
help clients build toward a crucial goal of behavior-ana-
lytic services—to help clients gain as much independence
and autonomy as possible (BACB, 2020; Bannerman
et al., 1990; Peterson et al., 2021). Thus, arranging assent
opportunities gives behavior analysts practical informa-
tion about their client’s willingness to participate in pro-
cedures while embodying compassion, dignity, and
respect in their services, and it gives clients an opportu-
nity to practice essential skills.

CONSIDERATIONS FOR OBTAINING
ASSENT

Although the basic conceptualization of the assent pro-
cess provides a foundational framework for understand-
ing and facilitating assent with clients, much more
information is necessary to navigate the complex vari-
ables that exist in clinical settings and solve related prob-
lems. Important considerations for arranging assent in
clinical practice include determining the applicability and
feasibility of assent, assessing assent-related skills,
arranging assent procedures and teaching assent-related

skills, arranging fair choices, selecting opportunities to
assess assent, and informally assessing assent.

Determining applicability and feasibility of
assent

Assent is only relevant when a client is considered a
ward. Thus, one of the first considerations for determin-
ing whether assent is applicable is whether the client in
question has a legal guardian. Limiting assent consider-
ations to clients who are considered wards helps narrow
the list of client profiles to which assent may be applica-
ble, but behavior analysts serve a diverse range of clients
that includes many different client profiles who would be
classified as a ward (e.g., children, adolescents, adults in
conservatorships). Each type of client and each client
served by behavior analysts requires unique consider-
ations to determine the applicability of assent practices.

Perhaps the most common client consideration per-
taining to the applicability of assent within and beyond
behavior analysis is the client’s capability (i.e., the ability
to provide assent).4 The Federal Policy for the Protection
of Human Subjects (FPPHS; Protection of Human Sub-
jects, 2018), which is focused on protecting research par-
ticipants, specifies that important considerations for the
client’s capability are their age, maturity, psychological
state, and the client’s ability to be consulted (2018).
Although FPPHS considerations are not explained or
rationalized within their guidelines, it can be presumed,
based on their stipulations, that they are meant to help
identify clients who can easily engage in the standard
assent arrangement (i.e., spoken or written instructions)
and rule out those who cannot. However, there are sev-
eral possible adaptations to the traditional assent process
that might make assent more accessible to individuals
with different skills (Morris et al., 2021). Thus, capability
considerations can and should be elucidated to account
for assent beyond the standard assent arrangement.

Another important consideration pertaining to the
applicability of assent is its potential therapeutic benefits.
Although arranging assent has the potential to help pro-
duce therapeutic benefits (Morris et al., 2021), it also has
the potential to produce countertherapeutic effects in
some contexts. One example of conditions under which
obtaining assent may be countertherapeutic is when a
procedure is necessary regardless of assent. A procedure
would be considered necessary if there are no alternatives
to the procedure and not engaging in it would produce
substantially harmful effects or it is required by law
(National Association of School Psychologists, 2020).
Examples of procedures that could indirectly lead to
harm if not completed are assessment procedures that

4Terms such as capacity and competence are also used to refer to a client’s ability
to assent (see Katz et al., 2016). Several authoritative sources differ in their use of
capability, capacity, and competence. We chose to use the term that aligns with
the U.S. Department of Health and Human Services (Protection of Human
Subjects, 2018) because that is most relevant to this discussion.
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inform critical treatment components. In the same way
that a medical doctor might need to see the results of a
hematology report that requires a blood draw with which
a patient may not wish to participate, a behavior analyst
might need to conduct assessments like functional ana-
lyses, skill assessments, etc. Regardless of the procedure
in question, it is important that behavior analysts review
the proposed procedures and the potential harm of not
implementing the procedures with the client’s treatment
team to assist with the evaluation of the necessity of the
procedure.

When using procedures that are necessary, the ques-
tion is whether the client should be given an opportunity
to assent. Groups such as the American Academy of
Pediatrics (AAP)’s Committee on Bioethics (2016) have
asserted that assent should not be solicited when a proce-
dure is necessary (Katz et al., 2016). The rationale pro-
vided by the AAP’s Committee on Bioethics for
foregoing assent when procedures are necessary is that
the client is not the final decision maker, the guardian is.
Although not specified within the AAP’s Committee on
Bioethics policy statement (AAP, 2016) or subsequent
technical report (Katz et al., 2016), one reason that some
might advise against giving the client an opportunity to
assent when assent cannot be honored is the fear that the
failure to abide by the client’s choice could damage rap-
port (Wasserman et al., 2019). Thus, the alternative pro-
cess proposed by the AAP’s Committee on Bioethics is
that the client should still be informed about the proce-
dure prior to its implementation. However, Wasserman
et al. (2019) argue that this approach does not afford suf-
ficient respect for the client. The alternative method pro-
posed by Wasserman et al. is that practitioners always
solicit assent and apologize when they cannot honor the
client’s wishes if they do not want to participate in a nec-
essary procedure.

Determining the best way to interact with a client around
necessary procedures is difficult despite the recommendations
provided by the AAP’s Committee on Bioethics (2016) and
Wasserman et al. (2019). Certainly, assent should be assessed
as frequently as possible (AAP, 2016; BACB, 2020), and the
client’s choice to assent or not should carry weight in the
therapeutic decision (AAP, 2016). However, if the client’s
choice is going to be outweighed by other factors, it is impor-
tant to consider the potential harm of not giving the client
the opportunity to assent and not honoring the client’s
choice. Thus, decisions about whether to provide an assent
opportunity to a client when the procedures are necessary
should probably be made on an individual basis, with careful
consideration given to the client’s dignity and the therapeutic
relationship. In cases where assent will not be solicited
because the harm of doing so would outweigh the benefits, it
is still important to maximize the client’s involvement with
the therapeutic process as much as possible. As suggested by
the AAP’s Committee on Bioethics (2016), that may include
carefully communicating the procedure to the clients along
with an explanation for why they cannot choose whether
they will participate. It may also be helpful to seek the

client’s input on peripheral components of the necessary pro-
cedure so that the client can still exercise some autonomy
without interfering with the essential components of the pro-
cedure.5 For example, a client may not get to choose whether
they take lifesaving medication, but they may get to choose
the type of drink used to take the medication.

Another example of a context in which assent may be
countertherapeutic is when client preference for treat-
ment options and treatment efficacy do not align.
Although client preference for treatment components
may align with or even predict treatment efficacy in some
cases (Matter & Zarcone, 2017), they may not align in
others (Winborn et al., 2002). When client preference for
treatment components and treatment efficacy do not
align, behavior analysts must make individualized deci-
sions that balance the client’s habilitation and personal
choice (Bannerman et al., 1990). For example, a client
may prefer the use of a communication modality that is
associated with higher rates of challenging behavior than
an alternative modality. If the client’s challenging behav-
ior is considered severe and the difference in treatment
efficacy is pronounced across the two treatment options,
it may be advantageous to prioritize the more efficacious
treatment to prevent harm to the client. If the client’s
behavior is innocuous, prioritizing treatment efficacy
over client preference may not be as crucial.

When making individualized decisions about assent
and treatment efficacy, behavior analysts should consult
with the client’s stakeholders to try to consider all the rel-
evant variables. One strategy that might prevent
dilemmas related to unaligned treatment preference and
efficacy is only providing treatment options that are effi-
cacious when assessing a client’s treatment preferences.
In fact, knowingly giving clients the opportunity to
choose a problematic treatment could be seen as unethi-
cal. Thus, treatment options should be carefully selected
when arranging choice opportunities for clients. If con-
tradictions still occur between client preference and treat-
ment efficacy after the treatment options were carefully
selected, the reason the contradiction occurred should be
considered. Two variables that might contribute to con-
tradictions are the client’s skill set and reinforcement his-
tories with the treatment components. These variables
and others should be assessed by the behavior analysts
and stakeholders to help them maximize opportunities
for assent while preventing harm to the client.

Assessing assent-related skills

Behavior analysts serve clients with a very wide range of
skills. Some clients may have robust vocal-verbal com-
munication skills that allow them to benefit from and
participate in spoken and written assent arrangements.

5That is not to imply that assent on peripheral components of a procedure is
equally important to assent on the primary components. It is just meant as an
alternative when full assent is not possible.
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Other clients may have robust verbal communication
skills but not engage in vocal communication. Still others
may have very limited communication skills. A goal for
arranging assent procedures should be to individualize
them based on the client’s prerequisite skills to maximize
assent opportunities. Skills related to assent procedures
should be assessed and taught when lacking or absent
(Bannerman et al., 1990).

The most fundamental skill for clients to engage in
assent procedures is discriminating between at least two
different activities because discriminating between
options is a prerequisite to choosing between two or more
options. Discriminating different options involves attend-
ing to the critical components of a procedure. Thus,
behavior analysts must help their clients contact the criti-
cal components, which can be done directly or indirectly.
For example, indirect exposure to the critical components
of a procedure can involve spoken and written communi-
cation and observational learning, whereas direct expo-
sure to the critical components of a procedure requires
facilitating experience with the applicable activities. Indi-
rect exposure has an advantage over direct exposure in
that it does not require exposure to the applicable activi-
ties prior to assent. Thus, indirect exposure provides
more independence to the clients throughout the assent
process. However, some exposure may be necessary for
some clients to give them an opportunity to learn the pro-
cedures so that they can indicate their preferences. A cli-
ent may need varying amounts of exposure to different
procedures to discriminate between them, depending on
their skill level. Regardless of the amount of initial expo-
sure necessary, experience with the procedures can build
familiarity, like indirect exposure, albeit in a less efficient
manner. When a client does not have the skill set to dis-
criminate between procedures after repeated exposures,
that skill may be an especially important treatment goal
to prioritize so that the client can engage in the assent
process as quickly as possible (Bannerman et al., 1990;
Breaux & Smith, 2023).

A second fundamental skill that is necessary for
assent is choosing between at least two different options.
Choosing builds on discrimination skills and adds the
selection of the preferred option (Peterson et al., 2021;
Rajaraman et al., 2023). Thus, choosing goes beyond
simply identifying superficial differences between options
(i.e., discriminating the option) by including an evalua-
tive component to the selection. The evaluation of choice
options can be influenced by many variables, including
the short- and long-term effects of the choice (Peterson
et al., 2021; Rajaraman et al., 2023).

Like any behavior-analytic practice, efficiency is
important when arranging assent. Thus, an assessment of
the client’s prerequisite skills should be conducted to
identify the procedures they would benefit from most.
For example, some clients who have advanced communi-
cation skills may benefit from a traditional assent pro-
cess, whereas others may require adaptations to the

process or even teaching of prerequisite skills before they
can benefit from assent procedures. Common behavior-
analytic skill assessments like the Verbal Behavior Mile-
stones Assessment and Placement Program (VB-MAPP;
Sundberg, 2008) provide helpful information about a cli-
ent’s language and prelanguage skills that could help
identify potential prerequisite skills for assent.

Arranging assent procedures and teaching
assent-related skills

The standard assent arrangement involves providing a
client with a spoken or written description of proposed
procedures, asking them if they would be willing to par-
ticipate in those procedures, and giving them the oppor-
tunity to withdraw their assent throughout the procedure
(Morris et al., 2021). Although spoken and written com-
munication about procedures could potentially be an
effective and efficient method for facilitating assent with
some clients, previous research (e.g., Northup, 2000;
Northup et al., 1996; Wilder et al., 2003) has demon-
strated that children’s spoken reports do not always align
with their actual preferences. Thus, spoken and written
communication of treatment procedures are susceptible
to complications even when clients have typical commu-
nication skills. Complexities are increased when behavior
analysts work with clients who may have significant com-
munication difficulties. Because behavior analysts work
with a wide range of clients who have different reper-
toires, including those with communication difficulties,
they must be familiar with adaptive ways to approach
assent.

Assent procedures should be arranged to best support
individual clients in the context of making therapeutic
decisions. To help create a framework for assent that can
be adapted to fit client-specific skills, Morris et al. (2021)
translated four essential components of an assent process
that were originally proposed by the American Academy
of Pediatrics’ Committee on Bioethics (1995) into a
behavior-analytic framework. The components proposed
by the Committee on Bioethics and translated by Morris
et al. were designed to provide clear guidelines for the
process of obtaining assent. The original AAP’s Commit-
tee on Bioethics components were a helpful starting place
but used vague language. Thus, Morris et al. called for a
behavioral translation of the criteria to provide clarity on
the exact steps that should be involved in a basic assent
arrangement.

Since Morris et al. (2021) originally translated the
components of assent described by the AAP’s Committee
on Bioethics, an updated policy statement was issued by
the AAP’s Committee on Bioethics (2016) that specified
four aspects of assent that they consider the minimum
elements. The minimum elements of assent listed in the
updated AAP’s Committee on Bioethics policy are simi-
lar to the recommendations summarized by Morris et al.
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The current AAP’s Committee on Bioethics’ recommen-
dations are to (a) help the client achieve an awareness of
the situation, (b) tell the client what to expect from the
procedures, (c) clinically assess the client’s understanding
of options, and (d) solicit an expression of the client’s
willingness to accept care. An updated behavioral trans-
lation for those components (based on the translations
provided by Morris et al., 2021) is (a) acquaint the client
with the relevant treatment options, (b) establish discrim-
inative stimuli for the treatment options, (c) test and con-
firm the stimulus control of the discriminative stimuli,
and (d) arrange a choice. Each guideline involves critical
considerations that should be evaluated by behavior ana-
lysts as they plan assent arrangements.

Acquaint the client with the relevant treatment
options

Acquainting clients with the relevant treatment options
can be conceptualized as helping the client learn the criti-
cal components of treatment options that will allow them
to accurately predict the experience of participating in
the procedures in question. Ideally, acquainting clients
with treatment options would involve as little direct expo-
sure to the procedures as possible because preliminary
exposure to procedures would necessarily be done with-
out assent. For clients with strong communication skills,
acquainting them to the treatment options may be
achieved through a vocal-verbal description of the proce-
dures (i.e., the creation of a rule; Catania, 2013; Hayes &
Hayes, 1989). The benefit of using verbal instructions
when presenting a choice is that they reduce the amount
of direct exposure a client would need to have in a proce-
dure before they can make a choice.

For clients with strong observational learning skills,
modeling the procedures with another client or role-play-
ing therapist may be another strategy for sufficiently
acquainting a client with the treatment options. Although
there is no published research on the use of observational
learning with assent, several studies have demonstrated
the use of observational learning arrangements to help
children with disabilities acquire skills (e.g., Castro &
Rehfeldt, 2016; Rehfeldt et al., 2003; Solares & Fry-
ling, 2019). Like instructions, observational learning
arrangements could be beneficial if they reduce the
amount of direct exposure a client would need to become
sufficiently acquainted with it. However, it is important
to remember that clients who can follow spoken instruc-
tions and respond vocally may not always have corre-
spondence between their verbal responses and their
preferences (Northup, 2000; Northup et al., 1996). Thus,
caution is warranted when using verbal descriptions and
models regardless of the client’s prerequisite skills.

For clients who do not respond to indirect contingen-
cies like verbal descriptions and models, direct exposure
to the procedures is likely necessary to help them build

familiarity with them (Catania, 2013).6 Even when clients
do have the prerequisite skills to potentially benefit from
verbal descriptions and models, direct exposure to the
procedures may still be helpful and reduce challenges
related to inaccurate verbal reports. To arrange direct
exposure to a procedure, the client should be guided
through the process of experiencing the essential compo-
nents of the procedure, including the basic arrangement
and relevant potential adaptations. The amount of expo-
sure necessary to acquaint a client with the procedure
likely varies by client and procedure (Dube & McIl-
vane, 2002). The general goal of preliminary exposure to
a procedure is that the client experiences the representa-
tive components enough to establish familiarity with the
procedures.

Establish discriminative stimuli for the
treatment options

While the client is being acquainted with a procedure,
discriminative stimuli associated with the various treat-
ment options should be established so that the clients
have an opportunity to select one of the stimuli as a way
of indicating their choice (Hanley et al., 1997; Morris
et al., 2021). For clients with strong communication
skills, the discriminative stimuli associated with the vari-
ous treatment options could be a word or phrase that the
client uses to indicate their willingness. For clients who
do not have strong communication skills, the discrimina-
tive stimuli associated with the various treatment options
might need to be a bit more contrived, such as an icon
that depicts a critical feature of the procedure (e.g., Lugo
et al., 2019) or arbitrary stimuli that have been associated
with the procedure (e.g., Hanley et al., 1997).

Test and confirm the stimulus control of the
discriminative stimuli

Before discriminative stimuli associated with various
treatment options are used in an assent procedure, they
should be tested to confirm that they function as
intended. For example, when a client says “yes” when
asked if they are willing to participate in a procedure or
select an icon indicating which treatment condition they
prefer, it is important that the response reflects the cli-
ent’s interests and preferences. It is possible that some cli-
ents say “yes” when asked any question without
considering the question or that they select random icons
when given an array instead of carefully selecting the icon
associated with their interests. To avoid arbitrary
responses, the discriminative stimuli should be tested
prior to the assent procedures.

6See Catania (2013) for more information for verbally governed and contingency-
shaped behavior.
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There are a few important considerations when evalu-
ating the stimulus control of discriminative stimuli prior
to arranging assent. The first is that previous research has
indicated that listener identification and tacting skills are
correlated with successful stimulus discrimination
(Pizarro et al., 2021). Thus, it might be helpful to assess
listener identification and tacting related to the discrimi-
native stimuli for the assent arrangement. The second
consideration is that the correspondence between a cli-
ent’s selections and their behaviors within the procedure
might be a helpful indication of the validity of the selec-
tions (Sigafoos et al., 2007). For example, when a client
selects the discriminative stimuli associated with one pro-
cedure and then subsequently engages in behaviors that
better correspond to another procedure or escape and
avoidance behaviors, such behaviors could indicate that
the client does not intend to participate in the procedure
despite having appeared to agree to the procedures. The
final consideration for evaluating the stimulus control of
discriminative stimuli associated with an assent arrange-
ment is that it may be helpful to isolate individual com-
ponents of a treatment before evaluating an entire
treatment package if a client is likely to struggle with the
complex discrimination needed to evaluate multiple treat-
ment components within a treatment package.

Arrange a choice

After the client has been acquainted with their treatment
options and discriminative stimuli have been established
and tested for each of the options, the assent procedure
can be arranged via a choice procedure (Morris
et al., 2021). The basic goal of a choice procedure is to
present the client with their treatment option(s) and allow
them to choose whether to engage in any of the options.
In some cases, this choice could be arranged via tradi-
tional assent procedures that involve spoken affirmation.
However, specific prerequisite skills are obviously neces-
sary for that arrangement. A more accessible format for
arranging choice is a concurrent-chains assessment (Mor-
ris et al., 2021). A concurrent-chains assessment involves
presenting discriminative stimuli associated with different
choices simultaneously and allowing the client to choose
the option they prefer.

If a client does not have the prerequisite skills to dis-
criminate between discriminative stimuli associated with
the procedure, the arrangement could be adjusted to
allow the client to directly choose an activity instead of
an intermediary stimulus while they work on the skills
needed to choose between the discriminative stimuli.
Arranging for the client to directly choose the procedure
while following the rest of the concurrent-chains assess-
ment (Hanley et al., 1997) procedures is known as a con-
current-operants assessment (Peck et al., 1996). The
complication with a concurrent-operants arrangement is
that it requires all components of a procedure to be

present when presenting the choice to the client, which
can create logistical complications. For example, choices
that require different physical locations, like lessons in a
classroom vs. private study room, would be difficult to
arrange in a concurrent-operants arrangement if the loca-
tions are not directly next to each other.

Although concurrent-chains and concurrent-operants
assessments may be effective ways of evaluating choice
and preference without the need for a robust vocal-verbal
repertoire, they may not meet every client’s needs. Thus,
assent procedures should always be individualized. What
is important to keep consistent across choice arrange-
ments when assessing assent is that the arrangement
always involves at least two options. At a minimum,
there should be an option to engage in a procedure and
an option to withhold from engaging in a procedure—
sometimes referred to as a control. If multiple procedures
are available to choose from, then the choice options
could include each procedure in addition to the control
(i.e., the option to withhold from engaging in any proce-
dure). Controls are a crucial component of assent because
they give a client the opportunity to dissent (i.e.,
completely decline from engaging in a procedure) rather
than being constrained to select a treatment option. The
problem with constraining choices to only treatment
options without the opportunity to dissent is that the
results would only indicate relative preference of the
available options—not the actual interest in the choices.
For example, if a client selects a noncontingent reinforce-
ment procedure when only given the opportunity to
choose between it and a differential-reinforcement-of-
other-behavior procedure, the only thing that is apparent
is that they prefer noncontingent reinforcement to differ-
ential reinforcement of other behavior—it is unclear
whether they are assenting to participate in the noncon-
tingent reinforcement treatment. It is possible that both
treatment options are undesirable or aversive to the client
and that they are selecting the least bad option. To avoid
confusion around choice indicating assent, a control
option should be included in the assent arrangement. For
example, in the noncontingent reinforcement and differ-
ential-reinforcement-of-other-behavior example, the
selection of noncontingent reinforcement would have
indicated assent if a control option was available in addi-
tion to the differential-reinforcement-of-other-behavior
option.

Arranging a fair choice

It is essential that the choice to participate or not partici-
pate in a procedure be free of coercion and other undue
influences (Protection of Human Subjects, 2018). Some
may interpret this requirement of assent to mean that
assent must be arranged as a free choice. However, the
term free choice could be controversial from a radical
behaviorism perspective because it could be taken to
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mean free of all influence. Bannerman et al. (1990) may
have summarized the potential concern with the concept
of a free choice best when they said, “From a behavior-
analytic perspective, options in life are valued, but choice
is anything but free” (p. 80). Thus, because the concept of
free choice may be difficult to reconcile from a radical
behaviorism perspective, it may be beneficial to concep-
tualize choices that are free from undue influence as fair
choices instead of free choices.

Arranging fair choices requires the careful identifica-
tion and management of problematic influences. The
complication is that variables that influence choice are
pervasive, so determining which influences are problem-
atic and which are not is complicated. Like any behavior,
choice is sensitive to environmental contingencies, such
as differences in the dimensions of reinforcement among
the options (Peterson et al., 2009). Therefore, the out-
comes of choices will inevitably influence choices, as
might contextual variables like the setting where the cli-
ent is making the choice. For example, a child may be
more likely to assent to participate in a reading lesson if
they are asked to participate in that lesson during an aca-
demic activity they dislike (e.g., math) than they would if
asked to participate during an activity they like (e.g.,
recess). The key is not eliminating all influences on
choice—that would not be possible. Instead, the key to
establishing fair choice is eliminating coercion and undue
influences.

One way that coercion could be inappropriately used
in assent contexts is by creating forced choices of undesir-
able options. Forced choices can be defined as choice
arrangements that do not include a control choice (i.e.,
the option to not choose). Forced choices can be prob-
lematic when assessing preference for the reasons dis-
cussed in the previous section. However, they are not
necessarily coercive unless they are forcing the choice of
two undesirable options. A famous example of a forced
choice between undesirable options was depicted in a
movie whose name has been taken as the popular idiom
to describe the idea—Sophie’s Choice (Pakula, 1982). In
the movie, a mother facing the horrors of a holocaust
camp with two children is given the “choice” to select
only one of her children to be spared and taken away
from the camp. Clearly, the mother’s (i.e., Sophie’s) real
choice would be to save both of her children. However,
her options are constricted to two horrendously undesir-
able options. Whatever selection Sophie makes in that
awful moment could hardly be considered a choice at all,
much less a fair choice, given that she is being forced to
choose between two undesirable options.

A second way that coercion could be inappropriately
used in assent contexts is by creating lopsided contingen-
cies (i.e., contriving disproportionate outcomes for the
choices being presented), such as threatening ultimatums.
For example, a teacher who is seeking assent from their
student for a group activity may tell the student that they
can choose to participate in the group activity or spend

the rest of the week in detention. If the student decides to
engage in the group activity under the threat of going to
detention for a week, it could hardly be considered
assenting. To avoid lopsided assent arrangements in prac-
tice, it could be tempting to overcorrect by trying to
avoid any differential outcomes of the choice options.
For example, after the teacher learns that creating lop-
sided contingencies to try to coerce their student into the
group activity is problematic, they may erroneously
believe that the outcomes for choosing to participate in
the group activity or not should be treated the same exact
way. However, allowing or arranging differential out-
comes for choice options is not necessarily coercive or
unfair. In fact, often, different outcomes are a natural
consequence of different choices. For example, the group
activity that the teacher is trying to get the student to
engage in may naturally involve enjoyable interaction
with peers, fun physical movement, and other entertain-
ing activities, whereas sitting out of the activity might
naturally involve the client being bored at her desk while
waiting for her peers to finish the activity.

Arranging fair choices does not require contriving
equivalent outcomes for all possible choices. As shown in
the group activity lesson example, the outcome of some
activities will naturally differ. Other times, it may be
appropriate to arrange differential outcomes for the
choice options. For example, providing contingent rein-
forcement to a student for participating in a group activ-
ity instead of sitting out of the activity would likely be
considered a fair choice even though engaging in the
group activity and not engaging in the group activity
would result in different outcomes because the choice
arrangement is not coercive or lopsided. When evaluating
the fairness of choice outcomes in an assent context, at
least two variables should be considered. The first vari-
able is the naturalness of the choice outcomes. When
choices naturally produce different outcomes, like having
fun with peers in a group activity or sitting alone and
being bored, the choice outcomes certainly differ. How-
ever, allowing clients to contact the natural outcomes of
their choices is likely not coercive or problematic in most
contexts. In fact, attenuating the naturalistic outcomes of
choices could lead to long-term problems because it could
prevent a client from contacting naturalistic reinforcers
and punishers.

The second variable that should be considered when
evaluating the fairness of choice outcomes in an assent
context is the social acceptability of the options. Social
acceptability of assent arrangements means that stake-
holders (e.g., individuals from society at large, individ-
uals from the client’s community, caregivers, and the
clients) judge the choice options in the assent arrange-
ment to be fair. Part of the process of evaluating the
social acceptability of choice options is automatically
embedded in the consent process prior to arranging
assent procedures because part of the consent process
would involve the guardian evaluating the procedures to
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be used. However, other stakeholders involved with the
client may not be part of the formal consent process but
may provide valuable insight into the social acceptability
of the choice options. For example, a teacher may have
valuable advice on choices that fit the contextual needs of
the students within their school. Thus, behavior analysts
should discuss the choice options and their naturalistic
and contrived outcomes with relevant stakeholders
throughout the evaluation process and incorporate their
feedback as much as possible to ensure fair choices.

Selecting opportunities to assess assent

Opportunities to make choices are ubiquitous. Through-
out the course of a client’s day in treatment, decisions
must be made constantly including, for example, what
the client is going to eat for lunch, what lessons to imple-
ment, and how to adjust to an unforeseen circumstance.
An important consideration for arranging assent oppor-
tunities is which choices are relevant and meaningful to
assent. Although assent is a type of choice, not all client
choice can be considered assent (i.e., client choice and
preference are not synonymous with assent). Assent only
pertains to the selection of therapeutic procedures to
which the client will be exposed. For example, a client
choosing what to eat, what to play with, and how to
spend their free time are important components of client-
centered services that maximize client independence and
autonomy, but they may not be examples of assent if they
are not directly pertaining to therapeutic decisions. Thus,
the most basic component of selecting opportunities to
arrange assent is determining whether the activity in
question pertains to treatment procedures.

As previously stated, assent is a dynamic process that
extends beyond a single event at the start of the therapeu-
tic relationship (Breaux & Smith, 2023). At the most
basic level, because assent is focused on a client’s willing-
ness to participate in a procedure, assent would ideally be
assessed at least during important changes to procedures,
like the implementation of a new procedure or a signifi-
cant modification to an existing procedure. However,
there are logistical and practical limitations to arranging
for assent before all changes to procedures, there are
potentially negative effects of providing too many
choices, and there are problems with only assessing assent
prior to exposure to the procedures.

The scope and purpose of therapeutic services vary
greatly across the practice of applied behavior analysis
and have significant implications on assent practices. For
example, the number and type of opportunities to
arrange assent differ widely across early intervention,
severe behavior services, and general education. Severe
behavior services are different from early intervention
and general education because much of the services are
focused on establishing a safer environment and behav-
ioral repertoire so that the client can move on to less
restrictive services. Thus, severe behavior services are

probably more likely to use procedures that are necessary
irrespective of assent. Alternatively, the services provided
in general education settings may have more treatment
options than do severe behavior services but less opportu-
nity to make individualized therapeutic decisions because
of the focus on classrooms rather than individual clients.
Behavior analysts must identify the idiosyncratic contex-
tual variables related to the scope of their services and
their effects on assent to maximize assent opportunities
within their therapeutic contexts.

Therapeutic procedures require endless choices to be
made. For example, one lesson requires decisions about
the specific content of the lesson, the consequence strat-
egy involved with the lesson, the speed at which the les-
son is presented, and the overall duration of the lesson.
Although it might seem ideal to solicit the client’s assent
to every component of every procedure, that might not
be practical or appropriate. In fact, research has shown
that as the number of options within a choice arrange-
ment increases, the probability of an organism choosing
decreases, a phenomenon known as “the paradox of
choice” or choice overload (Miller et al., 2017;
Schwartz, 2004). This means that increasing the number
of choice options too much could subsequently negatively
affect a client’s choice making. To avoid negative effects
related to presenting too many choice options and oppor-
tunities, the social acceptability of the number and target
of assent opportunities should be assessed. Specifically,
stakeholders should help select which opportunities
should be prioritized for assent with consideration of
important variables such as the likelihood that the client’s
willingness to participate in related procedures is going to
change and the frequency of procedural changes. Because
a client may be exposed to several therapeutic procedures
that can be made up of numerous components, it could
be helpful to focus assent procedures on the most salient
features of the most common and influential components
of procedures that the client is going to experience. This
could be especially true for clients who have difficulty
discriminating between multifaceted treatments.

Finally, although arranging for assent prior to impor-
tant procedural changes prevents the client from being
exposed to procedures to which they have not agreed, it
does not fully account for the dynamic nature of assent.
That is, obtaining assent at the beginning of a procedure
does not necessarily indicate that the client will maintain
a willingness to participate throughout the rest of the pro-
cedure or subsequent procedures. A client’s willingness to
participate in a procedure could change from day to day,
session to session, trial to trial, or even moment to
moment. Thus, ongoing assessment of assent may be
warranted. Ongoing assessment can involve formal ree-
valuations and check-ins or informal assessment of
assent. When clients demonstrate signs that they are
likely to change their willingness to participate in proce-
dures or procedural variations are common, reevalua-
tions and check-ins could be embedded more frequently
than when clients demonstrate signs that they are not
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likely to change their willingness to participate in proce-
dures or procedural variations are not common. When
formal reevaluations and check-ins are not possible or
practical, informal assessments might be beneficial.

Informally assessing assent

Although formalized assent procedures should be priori-
tized as much as possible, informal strategies may be use-
ful in conjunction with formalized assessments to provide
supplemental opportunities to gauge assent. The differ-
ence between formal and informal assent assessment pro-
cedures can be compared to the difference between
reinforcer assessments and some types of preference
assessments. Reinforcer assessments involve evaluating
the reinforcing effects of a stimulus by presenting the
putative reinforcer contingent on a response and then
measuring the frequency of the response (Cooper
et al., 2019). Preference assessments, generally, involve
measuring the selection of stimuli when presented with
an array of options (Hagopian et al., 2004; Piazza et al.,
2011). Thus, reinforcer assessments directly evaluate the
reinforcing value of a stimulus and preference assess-
ments indirectly measure the potential reinforcing effects
of a stimulus by evaluating a related behavior that may
or may not reflect the reinforcing effects of a stimulus
(Hagopian et al., 2004). Even though preference assess-
ments do not directly measure the reinforcing value of
stimuli, they are commonly used in behavior analysis
because they are relatively simple to administer and can
be reliable at predicting the reinforcing effects of stimuli
if selected and administered carefully (Kang et al., 2013;
Piazza et al., 2011).

Like reinforcer assessments, formal assent assessment
procedures directly measure the variable of interest, and
like preference assessments, informal assent assessment
procedures can be used to measure behaviors that may be
related to the variable of interest. For assent assessment
procedures, the variable of interest is assent. Thus, formal
assent assessments can provide affirmative information
about assent because they involve the direct assessment
of assent, whereas informal assent procedures only pro-
vide information about behaviors that may be associated
with assent. Behaviors that are targeted in informal
assent procedures do not provide affirmative information
about assent and, therefore, should not be mistaken as
assent itself and may be better described as assent-adja-
cent behaviors. One clear example of a behavior that is
associated with assent that can provide important infor-
mation about assent is assent withdrawal.

Assent withdrawal

A critical component of assent is that it can be withdrawn
at any time (Breaux & Smith, 2023; Flowers & Dawes,
2023; Morris et al., 2021). Thus, when assent is obtained,

it is important that possible assent-withdrawal behaviors7

be monitored for and honored throughout the relevant
procedure. Informal assent assessment procedures can
assist with the identification of assent-withdrawal behav-
iors throughout a procedure, but there are important
complications to assessing assent withdrawal that should
be acknowledged and accounted for during the process.

The first complication with assessing for assent-with-
drawal behaviors is that the lack of assent withdrawal
could potentially be mistaken as an affirmation that the
client is continually assenting to the procedures. How-
ever, guidelines like the Federal Policy for the Protection
of Human Subjects make it clear that the lack of assent
withdrawal is not equivalent to assent by stating, “mere
failure to object should not, absent affirmative agree-
ment, be construed as assent” (Protection of Human Sub-
jects, 2018, 46.402). The reason it is important to not
mistake a lack of assent withdrawal as assent is that the
lack of assent-withdrawal behaviors can occur for several
reasons that are not indicative of actively assenting. For
example, a client may not have the skills needed to dem-
onstrate a distinguishable assent withdrawal behavior or
may experience competing contingencies that suppress
assent-withdrawal behaviors during the procedures.
Thus, although assent withdrawal is important because it
indicates that the client is no longer willing to participate
in the procedure, the absence of assent withdrawal is not
necessarily indicative of ongoing assent.

The second complication with assessing assent-with-
drawal behaviors is that some assent-withdrawal behav-
iors may be difficult to ascertain because they can be
idiosyncratic to clients. Statements like, “I do not want to
participate in this procedure any longer,” may be an
abundantly clear indication of assent withdrawal if the
person implementing the procedure speaks English, but
many clients may not communicate assent withdrawal
that clearly or directly. When clients do not have the
skills needed to communicate assent withdrawal directly,
behavior analysts can either help the client learn specific
assent-withdrawal behaviors so that assent withdrawal
can be directly measured or attempt to measure assent
withdrawal indirectly.

Teaching specific unambiguous assent-withdrawal
behaviors instead of relying on the client’s potentially
limited repertoire of assent-withdrawal behaviors reduces
the risk of ambiguity and confusion about identifying
assent withdrawal and enables the direct measurement of
assent withdrawal. For example, a client selecting an
icon, pressing a button, or moving to the side of a room
that has been established as an official assent-withdrawal
response is much easier to identify and consequate than a
client who frowns or seems less engaged in a lesson, and

7The term assent withdrawal is used here distinctly from the term dissent. Dissent
is when a client declines to participate in a procedure and assent withdrawal is
when the client initially provides assent but then revokes it. Assessing dissent is
automatically involved in the process of assessing assent because it is the
alternative option to assent. Assent withdrawal occurs after assent has been
obtained and, therefore, requires distinct considerations.
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the former behaviors more directly communicate assent
withdrawal than do forms of indirect indicators. Alterna-
tively, indirect measures of assent withdrawal face the
same problems as do indirect measures of assent.
Namely, indirect measures of assent withdrawal may not
always indicate assent withdrawal. For example, disrup-
tive behavior during a session could be taken as an indi-
cation that the client is upset by the procedures and
wishes to withdraw their assent. However, disruptive
behaviors can occur for several reasons that have nothing
to do with the client being upset or not wanting to partic-
ipate in the procedure, such as the client finding the
ruckus caused by the disruptive behavior reinforcing.
Thus, direct indications of assent, taught or not, are
much more reliable because they represent the actual
behavior of interest rather than assent-adjacent
behaviors.

Assent-adjacent behaviors

Assent-adjacent behaviors are behaviors that appear
related to but are not direct indications of assent or
assent withdrawal. Behaviors like the act of saying, “I am
willing to participate in the procedure” or selecting the
treatment option when exposed to the concurrent-chains
or concurrent-operants assessments described earlier in
this article are clear and direct indications of assent.
Thus, when those behaviors are observed, it can be said
that assent was obtained. Behaviors like engagement,
approach, and indices of happiness (Parsons et al., 2012;
Ramey et al., 2022) could potentially be related to assent
in some situations, but they do not directly indicate
assent and, therefore, cannot provide a clear or unambig-
uous indication that assent was obtained.

If not understood as being distinct from direct indica-
tions of assent, assent-adjacent behaviors have the poten-
tial to lead to inaccurate conclusions about a client
assenting to a procedure. An example of an assent-adja-
cent behavior that could potentially be mistaken as assent
is smiling. Smiling is often associated with happiness, sat-
isfaction, and other positive feelings in Western cultures
(Fang et al. 2020; Krys et al., 2013). As a result of the
positive connotations of smiling, some may be tempted
to conclude that smiling during treatment sessions is an
indication of assent. However, smiling can occur for
many reasons other than happiness, satisfaction, and
other positive feelings, such as feeling awkward (Ans-
field, 2007). In fact, many people report smiling or ner-
vously laughing when feeling uncomfortable, which
would not be desirable in an assent context. Assent
requires a client to be acquainted with all the applicable
details of the procedures and related contingencies.
Actively and even joyfully engaging in an activity can be
observed in the absence of the client being acquainted
with relevant treatment options and, therefore, does not
meet the criteria for assent.

When assent-adjacent behaviors are understood as
distinct from assent, they have the potential of being
meaningful indicators of other socially significant compo-
nents of treatment. For example, client engagement,
approach, indices of happiness, and other assent-adjacent
behaviors can be important indicators of overall client
satisfaction and progress toward treatment goals related
to independence. Thus, assent-adjacent behaviors could
play a crucial role in overall treatment evaluation for
some clients separately or in conjunction with the direct
evaluation of assent.

Finally, like assent and assent-withdrawal behaviors,
assent-adjacent behaviors are idiosyncratic across clients
and contexts. Although behaviors like engagement and
approach might seem like universal assent-adjacent
behaviors that would be consistent across all clients, they
may not be related to assent at all in some contexts. For
example, someone may engage in an activity because
they were taught to always comply with instructions from
authorities. In that case, engagement should not be con-
sidered an assent-adjacent behavior. Thus, when consid-
ering assent-adjacent behaviors, behavior analysts should
identify individualized assent-adjacent behaviors that are
meaningful to the client in question and clearly distin-
guish the assent-adjacent behaviors from actual assent.

FUTURE RESEARCH

There is no shortage of areas that need more research on
the topic of assent and client involvement in therapeutic
decisions. More research on client prerequisite skills and
particular assent procedure arrangements would be most
useful to behavior analysts attempting to design assent
procedures to fit their clients’ idiosyncratic needs.
Research could evaluate the effectiveness of various
methods of acquainting clients to treatment such as tradi-
tional spoken and written methods, enhanced instruction
that could include modeling and observational learning,
and direct exposure to the treatment conditions on differ-
ent types of client profiles based on the client’s prerequi-
site skills and needs.

Research focused on strategies that can be used to
teach clients the prerequisite skills needed to benefit from
existing assent procedures is greatly needed because
behavior analysts work with a wide range of clients with
varying skill sets. Ultimately, one of the foundational
components of assent is choice. Thus, research evaluating
the skills needed to engage in self-determination (see
Peterson et al., 2021) and supported decision making
(Arstein-Kerslake et al., 2017; Breaux & Smith, 2023)
will be applicable to assent and several other topics
related to client involvement in therapeutic decisions.
Specifically, research evaluating the correspondence
between different skill levels indicated on behavior-ana-
lytic skill assessments and responsiveness to different
assent procedures (e.g., spoken instructions vs.
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concurrent-chains assessment) would be powerful
because it could help identify objective criteria to guide
the use of different assent procedures.

The identification and potential development of
assent-adjacent behaviors seem to be relatively popular
topics within the area of assent (Breaux & Smith, 2023;
Flowers & Dawes, 2023; Morris et al., 2021). However,
much more empirical research is needed on this topic. As
previously stated, assent-adjacent behaviors are most
likely idiosyncratic to clients, so research focused on
identifying client-specific assent-adjacent behaviors and
teaching unambiguous assent-adjacent behaviors is criti-
cal. Researchers could evaluate modalities and teaching
procedures that could be used to help establish contrived
assent-adjacent behaviors instead of relying on naturalis-
tic assent-adjacent behaviors. Because assent-adjacent
behaviors are potentially at high risk of being confused
with direct indications of assent, all future research in this
area should differentiate between assent and assent-adja-
cent behaviors and clearly label which they are targeting.

Future research could evaluate strategies for evaluat-
ing the fairness of a choice, the processes for engaging
stakeholders in considerations of fair choice arrange-
ments, and the identification of risk factors of unfair
choice arrangements. Given the subjective nature of the
concept of fair, research in this area will likely benefit
from incorporating social validity measures. Another
research topic within this area that may be important to
evaluate is the influence of fair choice on assent and
assent-adjacent behaviors.

Finally, more research is needed on the topic of client
involvement in therapeutic decisions and client-centered
care. Assent focuses on the client’s involvement in select-
ing therapeutic procedures. Several other therapeutic
decisions are potentially just as important as are decisions
about procedures, such as treatment goals. Future
research should focus on identifying strategies for
increasing and improving all client-centered practices in
behavior analysis, including client involvement in thera-
peutic decisions. Questions that will be interesting to
explore on this topic are whether there is an interaction
effect when assent is used concurrently with other client-
centered practices (i.e., is assent more likely when other
client-centered practices are used) and how to determine
the optimal amount of client involvement in therapeutic
decisions.

CONCLUSION

Applied behavior analysis has a long history of taking a
client-centered approach to treatment and striving to
involve clients in therapeutic decisions. As indicated in
the well-known articles cited in the introduction to this
article, some of the most prominent and respected behav-
ior analysts of all time have advocated for client-centered
practices. However, the historic articles calling for client-

centered practices did not provide evidence-based, practi-
cal recommendations for how to maximize client involve-
ment in therapeutic decisions. More recent articles have
specifically discussed assent in behavior-analytic research
(Morris et al., 2021) and assent in behavior-analytic prac-
tice (Breaux & Smith, 2023; Flowers & Dawes, 2023), but
empirical support of the recommendations and sugges-
tions for future research were limited in those articles.
Thus, the purpose of this article was to extend previous
literature focused on assent and client involvement in
therapeutic decisions by elaborating on a working defini-
tion and conceptualization of assent, providing prelimi-
nary practical considerations for client assent with
diverse clients and contexts based on existing research,
and highlighting areas within assent that would benefit
from future research.

This article did not provide a task analysis on the
exact procedures of arranging assent with clients.
Although a step-by-step tool would be ideal for ease of
use, it is the opinion of the authors of this article that
assent is far too complex and that there is not enough
information to be summarized in a table or flowchart
that could be used across all clients. We fear that
attempting a step-by-step tool on assent at this juncture
would require oversimplifications that could lead to a
misapplication of the information (Friman, 1995). There-
fore, six considerations for assent were provided that are
meant to help behavior analysts identify critical informa-
tion about assent that they can use to inform their indi-
vidual practices.

Assessing assent is a vital component of behavior-
analytic practice. This article could not and did not
address every possible nuance of assent practices. The
recommendations provided throughout this article are
based on resources available from other disciplines and
sources, research related to similar topics like choice, and
the experience and expertise of the authors. Thus, all the
recommendations provided should be seen as preliminary
considerations that are intended to help guide practice
and research while more research on assent is conducted.
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