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Abstract

- Jonathan Tarbox3* - Courtney Tarbox*

Many have suggested that a compassion-focused approach to applied behavior analysis (ABA) services may improve pro-
vider—client therapeutic relationships and has the potential to improve program acceptability and clinical outcomes expe-
rienced by our clients. In this article, radical compassion is defined and explored as a foundational approach to the imple-
mentation of ABA, with special emphasis on practical applications in the area of service delivery for families living with
autism. In this framework for care, compassion is offered as a measurable repertoire and as a philosophical guidepost for
future developments in the profession. This article explores preliminary tenets of compassion-focused ABA and their impli-
cations for practice. This approach is offered in the hope of moving the field toward a future of improved acceptability and

sustainable consumer preference.
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Behavior analysts are well-poised to serve society by using
our compassionate science to tackle problems of social
significance. Compassion has been defined as overt action
toward the alleviation of another’s suffering (Gilbert, 2009;
Taylor et al., 2019). Given that society’s greatest problems
indicate some experience of individual or collective suffer-
ing, a science aimed at serving the world through construct-
ing environments that allow all organisms to thrive (Skinner,
1953) is a science that embodies compassion. Therefore, we
assert that applied behavior analysis (ABA) is philosophi-
cally a compassionate science. However, stakeholders have
critiqued the application of ABA with the concern that our
science is not always applied in a compassionate manner
(Taylor et al., 2019; Autistic Self Advocacy Network, n.d.).
In an effort to remain consistent with our compassionate
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foundations, this article discusses how ABA supports for
autistic people can be implemented in a manner that further
brings compassionate repertoires into focus.

The discussion of serving the world and alleviating suf-
fering is not a trend or novel concept; seminal literature
addressing applications of reinforcement, considerations
involving aversive contingencies, and demonstrations of
social validity have been thoroughly laid out by the found-
ers and prominent disseminators of our science and practice
(Skinner, 1953; Wolf, 1978; Goldiamond, 1974; Sidman,
1989). Researchers in ABA have highlighted the need for
increased fluency in compassion repertoires for behavior
analysts (Taylor et al., 2019; LeBlanc et al., 2019; Rohrer
et al., 2021). In addition, the Behavior Analyst Certification
Board® (BACB™®) underscored the foundational nature of
compassion in practice, by releasing an updated Ethics Code
for Behavior Analysts (BACB, 2020), which expanded upon
earlier guidelines related to compassionate practice, client
well-being and dignity, and other related guiding principles.

As an extension to these resources, the purpose of the
present article is twofold: to extend the discussion on behav-
ior analytic definitions of compassion-focused care, and to
propose preliminary practice parameters for its application.
We first offer a synthesis of behavior analytic definitions of
compassion, followed by a set of tenets to guide practice of
compassion-focused application, informed by feedback from
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the stakeholder communities. Next, we offer job aides that
may assist behavior analysts in applying these proposed ten-
ets, through client interview forms and a list of prompts for
ensuring compassion has been considered in the authoring
of behavior intervention plans. Given the relation between
compassionate repertoires and critical outcomes measures
(Bonvicini et al., 2009; Sinclair et al., 2017; Taylor et al.,
2019), it is our hope that this discussion and included job
aides will equip behavior analysts with practical tools for
applying the requirements outlined in the Core Principles
of the Ethics Code for Behavior Analysts (BACB, 2020).

An Exploration of Operational Definitions

In the health-care literature, compassion is a feature of
care that is associated with greater consumer preference,
improved patient outcomes, and is incorporated into the
ethical codes of multiple disciplines (Sinclair et al., 2017).
In a systematic review of biomedical literature examining
studies that included overt physician actions, Patel et al.
(2019) identified characteristics of physician behavior that
patients associated with empathy and compassion. Pavlova
et al. (2022) conducted a systematic review of biomedical
literature (n = 74,866 physicians) that examined predictors
of physician compassion, empathy, and related constructs
(referred to as ECRC in Pavlova’s article, p. 1). Pavlova et al.
defined compassion as “noticing the suffering of another and
being motivated to alleviate it.” Medical literature provides
useful first steps; however, biomedical literature is often
mentalistic (e.g., “being motivated”), and the physician
behaviors, when observable, are defined topographically. In
order to extend the valuable work that has been emerging in
the medical literature into behavior analytic practice, behav-
ior analytic definitions are needed.

Seminal literature in ABA has consistently upheld com-
passion as a core value, though not in those words. In Sci-
ence and Human Behavior, Skinner (1953) described a
world where freedom from violence, poverty, and suffering
was possible. In Wolf’s (1978) treatise on ABA “finding
its heart” through social validity, he encouraged behavior
analysts to ask clients about their values, preferences, and
priorities, in order to collaborate with them in identifying
goals, procedures, and outcomes that they genuinely care
about. Contemporary articles have taken these founding
principles and discussed compassion repertoires explicitly.

Recent articles in the behavior analytic literature (e.g.,
Taylor et al., 2019; LeBlanc et al., 2019; Leblanc et al., 2021)
have achieved critical development toward a framework of
discussing and practicing compassion in behavior analytic
terms. In their article on the relationship between compassion
repertoires and client outcomes, Taylor et al. (2019) offered
definitions for sympathy, empathy, and compassion. These

separate definitions are especially useful, as medical litera-
ture (as discussed in Pavlova et al., 2022) tends to group these
together as “related constructs.” Although separate processes,
the medical literature consistently pulls empathy and com-
passion into the same study (Bonvicini et al., 2009; Sinclair
et al., 2017; Patel et al., 2019; Pavlova et al., 2022); thus,
the processes appear to be closely related. In the following
section we will explore definitions in the behavior analytic
literature of both empathy and compassion, which will lay the
groundwork for developing strategies for practical compas-
sionate action in the remainder of the article.

Behavior Analytic Definition of Empathy

Empathy has been described as the act of perceiving an
experience from the other person’s perspective, while under-
standing the other’s emotional response to that experience
(Taylor et al., 2019). Taylor’s definition alludes to perspec-
tive-taking as a behavioral repertoire. Perspective taking has
been explored through a behavior analytic lens, referred to as
deictic relational framing (Vilardaga, 2009). Vilardaga, refer-
ring to the original Greek root words for empathy, defined
empathy as “being in some sort of suffering, feeling, or emo-
tion” and “a form of perspective taking that referred to the
psychological process of objectively perceiving another per-
son’s situation” (p. 1). In lay terms, perspective-taking occurs
when an individual identifies similarities between themselves
and another person in order to establish commonality. In rela-
tional frame theory terms, empathy likely involves relating
oneself to another (i.e., deictic relating) in terms of similar-
ity (i.e., relating in terms of coordination; Vilardaga, 2009).

Behavior Analytic Definitions of Compassion

Although perspective-taking and empathy may sometimes
occur solely at the covert level, compassion as defined
behavior analytically requires a demonstration of overt
behavior. Taylor et al. (2019) offered a definition of com-
passion that reflects this action focus: compassion converts
empathy into action for the purpose of alleviating suffering.
Building upon this definition, Leblanc et al. (2021, p. 5)
offered an orientation to function by framing compassion-
ate behavior as a “learned response to the stimulus class of
aversive behaviors.” This definition is an important contri-
bution, because it alludes to the reinforcement contingen-
cies of both the person engaging in compassion and the
recipient of the compassionate behavior. This analysis of
the two-person interaction involved in compassion is roughly
analogous to Skinner’s conception of verbal behavior as con-
sisting of an interaction between speaker and listener (Skin-
ner, 1957). Likewise, we can expect a learning history exists
for the actor in the compassionate interaction; it may be that
removal of suffering on the part of the recipient functions
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as negative reinforcement for the actor. For example, if it
is aversive for the actor to see the recipient suffering, then
relieving that suffering may decrease an aversive stimulus
for the actor. As an alternative, if seeing another human
appearing happy is positively reinforcing for the actor,, then
their compassionate behavior may result in positive rein-
forcement via an improvement in the recipient’s condition.

In 2020, the BACB released an updated ethics code
(BACB, 2020, effective 2022), which included multiple
enhancements from the previous version. These included the
addition of Core Principles. The first and second core princi-
ples are highly relevant to the present article. Core Principle
1 states, “Behavior Analysts work to maximize benefit and
do no harm by . . . focusing on short- and long-term effects of
their professional activities” (BACB, 2020, p. 4). This addi-
tional language is helpful to guide practicing behavior ana-
lysts in the focus of treatment. In the effort to create benefit
and avoid harm, behavior analysts may often encounter the
principles of short-term versus long-term benefits and harms.
We propose that compassion, as an action aimed at the alle-
viation of suffering, may be said to minimize both short- and
long-term suffering by minimizing both short and long-term
contact with aversive stimulation. Examples of short-term suf-
fering might include momentary distress, pain, or discomfort;
examples of long-term suffering might include overly restric-
tive placements, social isolation, or overall poor quality of life.

To behave as compassionately as possible, the behavior
analyst likely needs to carefully assess how to balance mitigat-
ing both short- and long-term suffering to the greatest extent
possible. For example, toothbrushing may be distressing to a
child today, whereas tooth decay will be painful and debilitat-
ing in the future. If one only focuses on eliminating short-
term suffering, one might simply not ask the child to brush
their teeth, which would result in long-term suffering of tooth
loss. If one only focused on preventing long-term suffering,
one might use overly intrusive procedures in order to force
compliance with toothbrushing today. The most compassion-
ate approach that balances both short- and long-term concerns
might be to design an intervention procedure that focuses on
positive reinforcement and antecedent interventions, but that
is also effective at helping the child learn to brush their teeth.
This effort to balance minimizing both short- and long-term
distress is roughly analogous to classic discussions of how cli-
ents have a right to treatment that is both humane and effective
(Van Houten et al., 1988). However, the position we are pro-
posing in this article is that the right to be treated humanely is
equally important to the right to effective treatment. It may be
common to hear that ABA providers provide the least intrusive
treatment that is effective (Van Houten et al., 1988), whereas
our analysis of compassion suggests it is our duty to provide
the most effective treatment that is humane.

The definitions of compassion described above are inher-
ently functional, not topographical, so it is worth noting that

compassionate practitioner behavior will likely need to look
very different across different clients. Just as each client and car-
egiver has unique needs, preferences, and values, our attempts
at engaging clients compassionately will need to be customized
to each client. The same procedure that may alleviate suffering
for one client may cause suffering for another. For example,
one autistic child may genuinely appreciate a hug from an ABA
therapist during a session and that hug may have the function
of decreasing how aversive the overall session is for that child.
A different child may not find that physical contact positively
reinforcing and therefore a hug may not make the ABA ses-
sion more compassionate for them. Compassionate clinician
behavior will then require paying careful attention to the client’s
response to the clinician’s attempts, so that those attempts can
be adjusted on a moment-to-moment basis to be most compas-
sionate. It is also likely equally important to distinguish between
the function of the behavior for the clinician (i.e., attempting to
alleviate suffering for the client), versus the actual functional
effect of that clinician’s behavior on that client. Put another way,
the intention of our behavior must be considered separately from
the impact it has on others. Like everything else we do in ABA,
the function of compassionate behavior must be analyzed from
both the standpoint of the therapist and client.

In the following sections of the article, we propose basic
tenets of application of compassion-focused care, and these
are offered through a lens of radical compassion. The term
“radical” compassion (Bstan-‘dzin-rgya-mtsho, Dalai Lama
X1V, 1995) is based on the denotation of the word radical
as meaning “from the root,” where suffering is the root of
problems of social significance, and therefore acts to allevi-
ate them are the foundation of a science aimed at addressing
society’s problems. From a radical compassion perspective,
autistic clients of ABA services deserve compassion simply
because they are human beings, not because suffering is inher-
ent in autism, in particular. This phrase also dovetails with
radical behaviorism, the basic philosophical position that a
science of behavior includes all the actions of organisms, both
overt and covert, including the behavior of the scientist, them-
self (Skinner, 1945). Taken together, we suggest that radical
compassion is a worldview, wherein all humans, including cli-
ents, caregivers, colleagues—and even ourselves—experience
suffering, and are fundamentally deserving of compassion.

Preliminary Tenets of Compassion-Focused
Care

In order to move from a behavior analytic conceptual discus-
sion of compassion toward further evolving compassionate
practices in our daily work with clients, a set of parameters
or resolutions to guide compassion-focused care may be use-
ful. To that end, preliminary tenets of compassion-focused
ABA, drawn from behavior analytic literature, examining
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ethical considerations and treatment protocols, and heavily
rooted in the Ethics Code for Behavior Analysts (BACB,
2020), are proposed below. We believe that these tenets,
taken together, may be useful for helping develop new prac-
tices and refine existing practices based upon a foundation of
radical compassion. These are not offered as rigid prescrip-
tive “rules,” but rather as practical guideposts, as interpre-
tations of the ethical code, that we hope practitioners will
find useful as focal points for treatment design and evalua-
tion. These tenets and sample corresponding behaviors are
described in Table 1, and we expand upon each in the follow-
ing section of the article, reflecting on insight from existing
literature and suggesting applications in practice.

Exploring Applications of the Tenets

Although the offered applications are focused solely on cli-
ents receiving autism services, we believe these tenets extend
to interactions with parents/caregivers, colleagues, and may
be useful in applications of self-compassion; however, these
extensions are beyond the scope of the current article.

Tenet 1: Behavior Analysts Practice
Noncontingent Compassion

Behavior analysts noncontingently work to create a sup-
portive and therapeutic environment for the client, based
on the client’s needs. Given that some measure of suffering
is consistent across the human condition (Anderson, 2014),

Table 1 Tenets of Compassion Focused ABA

and therefore human clients of behavior analysis are likely
to experience suffering, we contend that acts of compassion
are so integral to effective practice of ABA that acts toward
alleviation of suffering should be offered noncontingently.
That is, a client should not be expected to perform to a cer-
tain criterion to be deserving of caring interaction. An act
of compassion is not earned; rather, it is a response to an
observation of suffering.

Throughout the literature, behavior modification proce-
dures have used positive reinforcement delivered contingent
upon when a client has earned it, often through demonstra-
tions of compliance or task completion (Lalli et al., 1999).
Although it is true that delivering positive reinforcement
contingently is generally the most effective procedure for
building skills (Anderson et al., 1996), there may be several
types of interactions or tangible stimuli that may not be the
best choice for use as reinforcers, such as the affection of a
parent or comfort stimuli, such as a security blanket.

We acknowledge there are examples of behavioral emer-
gencies when one’s first response may need to be oriented
toward safety, rather than noncontingently giving comfort
stimuli. For example, if a large, strong child is trying to harm
their parent, the parent’s first priority should be to protect
the physical safety of everyone involved. The suggestion that
demonstration of affection be offered noncontingently is not
a recommendation that safety be compromised, only that
expressions of care, concern, or affection need not be con-
tingent upon compliance. Although examples of this nature
are reality for some, much of the day-to-day work in applied
behavior analysis does not involve behavioral emergencies.
We suggest that comfort and affection should be offered

Tenet of Compassion-focused ABA  Brief Summary

Sample Behavior

Noncontingent Compassion

Given that alleviation of suffering is central to
achieving socially significant behavior change,

Offer noncontingent access to affection and comfort
stimuli from caregivers and staff

compassion is central to high quality delivery of
ABA, and therefore acts of compassion should be
offered noncontingently throughout instructional

sessions

Positive Reinforcement

ABA programs should be rooted in the delivery of

Program to include client’s priorities and values

meaningful, sustainable positive reinforcement,
avoiding use of aversive or coercive contingencies

in the therapeutic environment

Acquiring Assent

Practitioners should actively monitor for assent
throughout delivery of ABA programs, and should

Monitor for operationally defined assent and with-
drawal of assent

refrain from instruction at such times as assent is

withdrawn

Protecting Dignity through Least
Restrictive Practice

assisting clients in deescalation

Practitioners should avoid engaging with clients
in ways that provoke unnecessary escalation and
should use least restrictive methods for safely

Prevent severe escalations by honoring precur-
sor behavior; eliminate use of non- emergency
restraints

Table depicting tenets of compassion-focused care (left column), brief summary of each tenet (middle column), and sample behaviors of the

clinical team (right column).
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noncontingently throughout sessions, because a client has a
right to reassurance and connection with their parent at any
time, and removal of comfort stimuli could create unneces-
sary distress. Comfort stimuli are only one possible example
of the need for noncontingent compassion. From a radical
compassion perspective, the following question should be
able to be answered in the affirmative during every single
ABA session: Does the client feel safe and cared for? If the
answer is not an obvious “Yes,” that is an opportunity for us
to identify how we can reengineer sessions so that the client
experiences ABA sessions as more compassionate.

Tenet 2: Behavior Analysts Prioritize Positive
Reinforcement

The BACB Ethics Code item 2.14 states that behavior ana-
lysts select, design, and implement behavior-change inter-
ventions that “prioritize positive reinforcement procedures”
(BACB, 2020, p. 12). From the standpoint of compassion-
focused care, positive reinforcement is not one-of-many
potential procedures; it is the central purpose and foundation
of ABA services. Rather than focusing on reducing “inap-
propriate behavior,” behavior analysts assume all existing
behavior is functional and use positive reinforcement to
build upon and expand existing repertoires (Goldiamond,
1974).

Emphasizing positive reinforcement has been at the foun-
dation of the behavior analytic world view since the begin-
ning (Skinner, 1953), is enshrined in the BACB Professional
and Ethical Conduct Code for Behavior Analysts (BACB,
2014, 4.08), and is expanded upon under the Core Principles
of the updated Ethics Code for Behavior Analysts (BACB,
2020). We further emphasize this moral imperative by taking
the position that encouraging client engagement maintained
by durable, positive reinforcement is a minimum require-
ment for engaging others compassionately, because it lessens
reliance on aversive contingencies while still effecting mean-
ingful long-term outcomes. Empowering others to change
their lives by helping them orient their own behavior around
socially valid, meaningful sources of positive reinforcement
is a critical step toward client-affirming engagement, deep
caregiver and client satisfaction, and likely improved resil-
ience (Taylor et al., 2019; Hofmeyer et al., 2016).

It might be reasonable to consider that, if the manner in
which we arrange the environment motivates strong escape
responses by our clients, then, by definition, we are not
arranging strong enough positive reinforcers for engage-
ment. This concern for our field is not novel. Although we
acknowledge that negative reinforcement and contingen-
cies of coercion are common in the natural physical and
social environment (Sidman, 1993), we align with Sidman’s
view that behavior analysts are uniquely trained and quali-
fied to effect meaningful change through use of positive

reinforcement, and that we should strive to avoid use of aver-
sive or coercive contingencies in our therapeutic environ-
ments. We should therefore endeavor to enhance reinforce-
ment contingencies aligned with and in support of building
generalized, beneficent positive reinforcement for our cli-
ents. In doing so, we may minimize potential for short-term
distress or discomfort and potential (typically unmeasured)
long-term psychological effects. Although the limitations
of coercion have been discussed thoroughly in the literature
over decades (Goldiamond, 1974; Sidman, 1989), longitudi-
nal studies are needed to evaluate the balance of both short
and long-term outcomes associated with positive reinforce-
ment as the main focus.

Tenet 3: Behavior Analysts Acquire Assent

Behavior analysts document methods for assessing caregiver
consent and client assent at intake and throughout the treat-
ment process (BACB, 2020, 2.11, p. 11). Behavior analysts
monitor for withdrawal of assent and carefully consider
when we may be unintentionally coercing clients to give
assent (Goldiamond, 1974). A client may give and with-
draw assent repeatedly throughout the course of treatment,
and within a single session. Behavior analysts identify the
desired results of treatment in collaboration with the client
and caregivers (BACB, 2020; Pritchett et al., 2021; Sylvain
et al., 2022; Wolf, 1978).

In order to uphold self-determination and collaboration
(BACB, 2020, p. 4), assessing assent during initial social
validity assessment and continuously through service deliv-
ery, is a critical feature of compassion-focused practice.
Assent is an active process by which the client, themselves,
indicates through their behavior that they are willing to
engage in treatment. The Ethical Code for Behavior Ana-
lysts (BACB, 2020) offers a glossary to clarify the defini-
tions for consent and assent, and to make a clear distinction
between client (the direct recipient of care) and the stake-
holder (family member, community member, etc.). Prior to
clarification in language defining “stakeholders” of ABA in
matters of consent (BACB, 2020), it may have been common
for behavior analysts practicing in autism care to interpret
caregiver permission synonymously with consent to treat-
ment. The updated code language clarifies the goal to create
opportunities for clients to assent to care, which is more
consistent with biomedical conceptualizations of consent
and assent. An American Academy of Pediatrics committee
on bioethics (Bartholome, 1995) contextualized consent as
an ethical principle of respect for the patient as a person with
basic rights to know or to be informed and to exercise the
right of autonomy or self-determination. The article clarifies
that caregivers do not truly give informed consent for their
children because the caregiver is not the patient. Rather, in
the event a young or cognitively affected client is unable to
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give informed consent, the caregiver is able to give informed
permission, with the client giving assent whenever feasible.

Client assent as a defined practice is a relatively new
concept in the field of ABA. A recent review of assent in
ABA research found that fewer than 1% of articles published
in behavior analytic journals reported assent procedures
(Morris et al., 2021). It is possible that some researchers
incorporated informal assent procedures in their research
and/or did not report assent procedures in the publications
resulting from their research, and so the true prevalence of
assent in ABA research could be higher. However, if fewer
than 1% of behavior analytic research articles report assent,
it seems likely that there is room for improvement, and
additional research on how often assent is incorporated into
real-life practice would be useful.

A compassion-focused approach should consider client
assent in all aspects of daily programming and treatment
interactions to address the ethical principle of respect for
client autonomy and basic rights (BACB, 2014, 2.05a, 4.02,
4.04). We should begin with the assumption that all clients
have some right to bodily autonomy, which should guide
our evaluation of intrusiveness of prompts and procedures,
and even young children are capable of assenting, via vocal
permission or other nonvocal means of communication. In
each individual client and each unique context, it is the job
of the clinician to carefully consider what assent looks like
for that client. For those clients that do not engage in recip-
rocal vocal communication, clinicians should still explain
all aspects of intervention and ensure they have gathered
client assent in whatever modality is appropriate to the cli-
ent before implementing treatment (BACB, 2020, p. 11).
Emerging literature has demonstrated that assessing treat-
ment preferences (e.g., Hanley, 2010) and engaging clients
through social approach without extinction (Shillingsburg
et al., 2019) are possible even without reciprocal vocal com-
munication repertoires. Although outlining the nuances,
considerations, and tactical details of assent protocols is
beyond the scope of this article, assessing and honoring
assent and assent-withdrawal is a continuous process that
can occur throughout sessions, and we can proceed from the
perspective that clients have a right to withdraw assent to
treatment, which at times may limit our ability to intervene
unless safety risks are present.

Assent-based procedures may be especially important
for individuals who exhibit severe challenging behavior.
Recognizing assent withdrawal and reinforcing precursor
escape-motivated behavior immediately may allow us to
respect client dignity and prevent escalation that otherwise
could have required physical interventions. For example, if
a client has a repertoire of escape-maintained behaviors that
include whining, screaming, hitting, and self-injury, and the
less-dangerous behaviors often occur first, then those behav-
iors can be reinforced with escape immediately, thereby

decreasing the establishing operation that may evoke the
more-dangerous topographies of behavior (Rajaraman et al.,
2021b). If behavior is not successfully prevented from esca-
lating, clinicians should consider prioritizing and honoring
withdrawal of assent over adherence to procedures, while
also prompting functional communication, in order to pre-
vent further escalation (Rajaraman et al., 2021b). This is an
applied example of weighing short- and long-term effects of
treatment. From the perspective of honoring assent, it may
be beneficial to assume that the default strategy is to rein-
force any communicative behaviors, including “challeng-
ing” behaviors, and only progressing toward requiring more
elaborate and socially conventional forms of communication
gradually, after behavioral escalation has been consistently
prevented.

Tenet 4: Behavior Analysts Protect Dignity
through Use of Least Restrictive Procedures

Behavior analysts protect dignity and promote safety by rely-
ing on antecedent-based interventions that honor precursor
communication/behavior, and that reduce the likelihood of
behavioral escalation. Behavior analysts support personal
autonomy of all clients by refraining from physical manage-
ment of challenging behavior, except when absolutely neces-
sary to protect physical safety. Potentially nonpreferred or
unpleasant procedures are delivered in consideration of both
long- and short-term effects. In compliance with the Ethics
Code for Behavior Analysts (BACB, 2020), where restrictive
or punishment procedures are deemed absolutely necessary,
they are developed in collaboration with an assenting client,
are closely monitored, and discontinued as soon as safely
possible (BACB, 2020, 2.15, p. 12).

Behavior analysts are compelled by the Ethics Code
and its four foundational principles (BACB, 2020, Core
Principles, guidelines 2.13, 2.15) to maximize benefits and
do no harm. In addition to being largely benevolent and
effective, the practice of ABA does carry inherent risks
of harm. Repeated exposure to stress as a result of pro-
longed or frequent behavioral escalations and/or restric-
tive procedures may pose risk of momentary or sustained
psychological harm and momentary or prolonged loss of
client dignity. According to a committee of psychosocial
aspects of child and family health (Garner et al., 2012),
toxic stress, the prolonged and repeated exposure to stress
responses during developmentally sensitive periods of life,
is purported to lead to harmful short- and long-term physi-
cal, behavioral, and psychological effects. In addition to
short-term changes in observable behavior, toxic stress in
young children can lead to less outwardly visible yet per-
manent changes in brain structure and function (Garner
et al., 2012; Bremner 1999). Furthermore, intense esca-
lation as a response to physical management procedures
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may present the following risks: injury to client, family,
or provider; feelings associated with loss of control and
dignity; damage to therapeutic relationship; fear/anxiety
related to receiving services; and harm to the profession
(U.S. Government Accountability Office, 2018; Rajara-
man et al., 2021a; Rajaraman et al., 2021b). Overall, when
clients show distress, this should be discriminative for us
to change our interventions so that we evoke less distress.

In any good-quality ABA treatment program, if clients
continue to demonstrate severe behavior, then the plan is
not working, by definition, and needs to be modified or ter-
minated. Therefore, clients of ABA programs should not
be experiencing long-term exposure to stress. Nevertheless,
not all ABA services are of the highest quality, just as in any
other helping profession, and clients may experience stress
for other reasons. Therefore, we should always monitor the
impact of our interventions on the emotional responses of
our clients.

In order to balance short- and long-term alleviation of
stress, discomfort, and suffering, behavior analysts should
carefully observe when our behavior evokes or occasions
behavioral escalation in our clients. To the greatest extent
possible, we should consider avoiding engaging with our
clients in ways that provoke their escalation. Severe client
escalation is a sign to us that we have not engineered a con-
text for positive reinforcement and engagement and/or that
in setting contingencies for teaching functionally equivalent
replacement behaviors, we have not taken the opportunity
to prevent more severe forms of escalation by terminating
contingencies at the point of precursor escalation. Emerg-
ing literature has demonstrated that severe problem behav-
iors may be safely managed, and clients may continue to

successfully acquire important skills through approaches
that are designed to avoid behavioral escalation (Rajara-
man et al., 2021b).

Job Aides to Assist in Application of the Tenets

Figures 1 through 3 provide examples of practical tools that
might be created to aid clinicians in centering compassion in
designing and supervising interventions. Figure 1 consists of
an interview form to support the behavior analyst’s adoption
of compassion-focused care when designing intervention
plans for autistic clients who have the functional communi-
cation repertoire to communicate their perspectives directly
to the behavior analyst. Like any applied behavior analytic
aide, this interview form should not be read verbatim, but
rather customized by the individual BCBA for use with each
unique client.

Figure 2 consists of an interview form to support the
behavior analyst’s adoption of compassion-focused care
when designing intervention plans for autistic clients who
may not have the reciprocal communication skills to com-
municate all their values and preferences directly to the
BCBA, and therefore may benefit from also having car-
egiver input taken into consideration. This interview tool
is intended to be used for interviewing parents, siblings, or
other caregivers. Note that caregiver report is not always an
accurate indication of client preferences and values and must
therefore always be supplemented by direct observations of
client assent and choice behaviors (Hanley, 2010). Figure 3
is a sample template for a behavior intervention plan that
includes prompts for considering tenets of compassion-
focused care when designing interventions.

Compassion Domain

Interview Prompt Notes for Programming

Creating Context for Positive Reinforcement

What are 3 things you would like to learn during our time together?

What are 3 things you wish you could do better/more independently?

What happens when you feel happy and calm?

(DESCRIBE your body. face. words, and/or voice)

How will you show me that you are ready to learn and want my help?

What are ways that I can help/prompt you when you're having a hard time?

(E.g. Show you by doing it myself and giving you a turn; showing you in pictures or videos;
helping you physically finish the task)

What are your favorite activities to do/games to play?

Maintaining Personal Dignity and Preventing Escalation
stop or take a break?

Some of the things we work on together will be hard. How will you show me that you want to

and/or voice)

What happens when you feel nervous or overwhelmed? (DESCRIBE your body. face, words,

Demonstrating Compassion

What are ways your family or I can help you feel safe and calm when you are upset?

calm?

How can I set up our environment (the areas we work in together) to help you feel safe and

Fig. 1 Compassion-Focused Interview Form for Clients with Reciprocal Communication Repertoires. Note. The scale of this interview form has
been reduced to fit inside on journal page; more room will likely be needed for notetaking
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Compassion Domain

Interview Prompt

Notes for Programming

Reinforcement

Creating Context for Positive

Describe behaviors that indicate a client’s personal values; describe client’s
favorite activities

[Defi

Q
Q

Observation
Caregiver report

intrinsic values where possible]

ne parameters of reinforcement, focusing on long-term

Describe client’s social approach behaviors (indicating assent and

engagement)
0 Observation
Q  Caregiver report

Describe client’s preferences in regard to teaching methodology and
prompting styles

Preventing Escalation

Maintaining Personal Dignity and

0 Observation

0O Caregiver report

Describe the ways client indi they are overwhelmed by a task
0 Observation

0 Caregiver report

Describe the way client indicates they need a break from instruction

Q
Q

Observation
Caregiver report

Demonstrating Compassion

Describe the ways client calms themself

Q
Qa

Observation
Caregiver report

Fig.2 Compassion-Focused Caregiver Interview Form for Clients with Less-Developed Reciprocal Communication Repertoires

It is important to note that these tools are provided as
potential examples, not as prescriptive recipes or templates
to follow. It is also important to note that no research has
been conducted to evaluate the effects of these aides on the
behavior of behavior analysts designing intervention plans,

vidual client.

nor on the effects of those interventions on client outcome.
Like all other practical tools and curricula, it is the respon-
sibility of the behavior analyst to customize and empirically
evaluate the effectiveness of what we do with each indi-

[Person-centered Planning

[Behavior Goal:

[Behavior Management Plan Notes

[Describe how the client s needs, priorfics, and preferences are bemg taken B0 account i Uis weatment plan

[Describe how the Family's values and prioriies are bemng taken Ito account m Uis wreatment plan

[Explain social significance of goal. necessary, appropriate, promotes clent safety, dignity, and autonomy.

What environmental accommodations will promote physical and psychological safety for chient and caregiver?

|Course of Behavior

IOperational definition of harmful behavior targeted for reduction

[Operational defmition of precursor behavior (rebiable, carly-cscalation mdicators of distress)

[Describe the most common antecedent events to precursor behaviors,

[[nforming Replacement Behavior and Strategy Selection

[Fiypothesized function (entfy one, or define synthesized contmgency 1 2, €. tangible/escape, when preferred break activity s ended o
bresent a demand); method of assessment

[Describe the client’s most consistent method of
word phrases, pointing, leading by the hand, etc)

o mdication of preference (¢ g symbol-based communication, reaching, 3-

[Trauma history reported by client, caregiver, or referral documents (designate source); strategies to omit

[Procedures

P Trauma history reported by (note source):

= Contra-indicated strategies to avoid, based on reported trauma history

[ANTECEDENT STRATEGIES. Provide procedural description of 1-3 antecedent strategies matched to the proposed function

[FFAPING REPLACEMENT BEHAVIOR Provide procedure for strengihening communication repertoires, accounting for chent's
preference and least restrictive prompting®

Describ contingent rei of ntent, up to and inchuding non-harmfl precursor behavior

ICONSEQUENCE-BASED STRATEGIES: Provide procedural description of 1-3 consequence strategies matched to the proposed function;
b extinction is used, describe environmental arrangements to improve therapeutic rapport during use/minimize risk of trauma**

[TERMINATION CRITERIA: Describe conditions/escalation of behavior client is in crisis
be paused while team focuses only on environment-focused safety protocols (see below)

of plan showd

[CRISTS STRATEGIES. Describe ways to safely secure the cavronment (¢ g removing dangerous objects, relocating physically fagie
family members). Describe required documentation for each crisis incident.

INOTE: Physical restraint or resrictive procedures (e.g. time out) require advanced oversight, additional problem-solving, and prior
kuthorization by BCBA-D, director, or senior behavior analyst

[Social Vabdity

[CLIENT: Ratc client's anficipated comfort level (based on imitial assessment) with the plan procedures: f rated below a 4, revise
procedures, with a focus on antecedent strategies and/or additional environmental accommodations

[l = Client demonstrates intense distress/crisis

lient demonstrates harmful behavior (toward self or others)

lient demonstrates moderate agitation and/or precursor behavior
jent shows signs of minimal agitation

= Client appears relaxed/content

ICAREGIVER: Rate caregiver's comfort level with the strategies outlined above (1 is very with the selected strategi

very comfortable with the selected strategies; if rated below a 4, consut with caregiver to revise plan)

With any strategy
y bout any strategy

aregiver is somewhat hesitant in agreeing to plan

aregiver agrees to plan without hesitation

= Caregiver agrees to plan and states they are very comfortable with the selected strategies

'y are extremely

[NOTE: *Initally, communication modaity should focus on ease of acquisiton_and chent's preferred baseline mode of communication_Once high-risk behavior & reduced, team may strengten

Tepertoies with stronger reh potential in community sctings

Fig.3 Sample Compassion-Focused Behavior Intervention Plan Template. Note. Insufficient social validity scores are indicated in bold text to
emphasize the importance of revising the document until acceptable social validity is achieved
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Discussion

Throughout this article we have held in philosophic doubt
procedures with significant empirical support establishing
their efficacy. We assert that compassionate and effective
practice are not mutually exclusive. We advocate for taking
great care when a procedure is selected which has the poten-
tial to place a client into distress. For each procedure, we
may be ethically bound to consider the following: the extent
to which the client has received opportunities to collaborate
in selecting goals, procedures, and desired outcomes (Wollf,
1978); the client’s opportunities to give and withdraw assent;
safeguards to client dignity via least restrictive procedures
and a focus on positive reinforcement to every extent pos-
sible; and a very careful and serious evaluation of the degree
to which intrusive procedures are truly necessary and ben-
eficial in both the short and long term.

Some behavior analysts may perceive a call for compas-
sionate care to be naive to the challenges that are inherent
in working with especially severe or complex cases. It is
important to acknowledge that simple modifications to ABA
procedures may not be sufficient for successfully managing
severe behavior and keeping all people involved safe (e.g.,
with clients who have substantial medical, psychiatric, or
comorbid conditions that complicate treatment). However,
even in the most complex and severe cases, the treatment
team has choices to make between treatment components
and between different ways in which those components can
be delivered. Even in the most severe cases, we who provide
care have the opportunity to ask ourselves, have we consid-
ered if our interventions do everything possible to minimize
and avoid client distress both in the short and long term?
We might make the argument that the most severe cases
may be the ones in which we may be most likely to resort to
more intrusive procedures sooner, and therefore these cases
may represent the greatest opportunity for us to reflect on
the extent to which we have built our procedures on a foun-
dation of compassion. This article’s call for a serious and
careful reconsideration of physical management and other
procedures that can evoke behavioral escalation should not
be taken to imply that behavior analysts working with severe
behavior are not compassionate and caring human beings;
nor is this article a call to abandon effective strategies that
are truly necessary in a given context. Instead, we believe
practitioners should continuously evaluate procedures that
cause escalation and judiciously evaluate alternatives, as
well as weigh long- and short-term benefits in collaboration
with the client.

In addition to allaying concerns of efficacy in compas-
sion-focused practice and toward alleviation of suffering
related to severe behavioral escalation, we wish to address
use of the terms “radical compassion” and “compassion-
focused” care throughout this manuscript. Some readers

may object to this article coining yet another new term in
ABA, in this case, “compassion-focused applied behavior
analysis.” One potential limitation to using the term is that
some may believe it implies that practitioners who do not
explicitly say they practice compassion-focused ABA are
not compassionate. At the same time, we acknowledge feed-
back from consumers who have not experienced ABA as
compassionate (Taylor et al., 2019; Autistic Self-Advocacy
Network, n.d.). In this article, we have attempted to function-
ally define the foundation for compassion-focused ABA, as
well as provide potential suggestions for how to pursue it.
We in no way suggest that the term itself makes one compas-
sionate or that those who choose not to use the term are not
compassionate. It is also not our position that any particu-
lar practice is more or less compassionate, but rather that
behavior analysts, in pursuit of alignment with our found-
ing literature and ethical guidelines, seek to align effective
practice with tenets of compassionate care. We expect the
phrase compassion-focused ABA will be useful for orienting
discussion, program development, and research.

Wolf’s (1978) seminal concept of social validity might be
argued to already encompass compassion, and we have made
the case in this article that assessing social validity is likely
one useful tactic for helping oneself provide more compas-
sionate services. However, we argue that social validity is
not equivalent to compassion. Social validity is assessed
by asking clients and/or their family about their percep-
tions of what we do. It is entirely possible for clients and/
or their families to rate the acceptability of services highly
even when those services are not delivered compassionately.
Especially for families who are desperate for any help and
have overcome massive obstacles just to access services,
they may be highly unlikely to report to service providers
that they do not feel like they are being treated compassion-
ately. In addition, it is worth noting that social validity meas-
ures have very rarely attempted to address social validity
from the client directly, instead relying on caregiver report
(Hanley, 2010). Assessing social validity is one important
tool for enhancing our compassionate behavior, but the two
are not equivalent, and we contend that assessing social
validity is not an adequate substitute for taking a compas-
sionate approach as the foundation for our work.

We propose that compassion is sufficiently important
to the field of ABA that it be adopted as another defining
characteristic. Although we contend that ABA is a compas-
sionate science, at the time this article was published, our
field may not have developed our compassionate repertoires
substantially enough to claim that compassion is a defining
characteristic of our daily practice yet. However, it is within
our right as a field to proclaim that compassion is founda-
tional enough to serving others that it should be a defining
characteristic of ABA, equal in importance to the classic
seven dimensions (Baer et al., 1968). In this sense, perhaps
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compassion might be considered an aspirational defining
dimension of ABA. We believe this is a critical aim, so that
we might evolve the oft-proclaimed goal of “saving the
world with ABA” to “serving the world with ABA.”

Future Research

It is important to note that the basic premise of this article—
that applied behavior analysts can and should begin from a
foundation of compassion in everything we do with clients,
caregivers, and one another—is not based on research. It is
a moral and ethical position that does not require empiri-
cal data for support, much like the content of virtually all
professional ethical guidelines. Still, basing daily practice
on published evidence is a hallmark of the science of ABA,
and we believe there is vast potential for empirically evalu-
ating compassion-focused modifications to ABA-based
autism services. First, there is a need for further research on
whether commonly used ABA procedures lead to long-term
suffering. Second, research is needed on whether compas-
sionate-focused approaches to ABA reduce short- or long-
term suffering, compared to older ABA procedures, and/or
compared to nonbehavioral approaches. The tools offered
in this article have not been subjected to research on their
effectiveness, and such research would be a practical place to
start on evaluating compassionate modifications to common
ABA procedures.

We are encouraged by the substantive contributions to
this discussion in health care (e.g., improving patient out-
comes), as well as emerging behavior analytic research in
this area (Rajaraman et al., 2021b; Rohrer et al., 2021).
Much potential for future research lies before us. A simple
question could likely be applied to virtually all we do on a
daily basis: For any specific evidence-based ABA procedure,
is it possible to modify the procedure to be more compas-
sionate and, if so, what will the effectiveness of the modi-
fied procedure be, both in changing client behavior and in
affecting social validity and our relationships with clients?
We hope and expect to see compassion-focused protocols,
trainings, and outcome measures result in improved client
progress, collaborative caregiver relationships, greater sense
of belonging in the profession, and improved resilience and
reduced burn-out of practitioners. In addition, although not
expanded upon in the current article, extending compassion
toward caregivers, colleagues, mentees, and ourselves, are
significant potential areas of application, each deserving of
its own discussion and research efforts.

We previously highlighted that some of the emerging lit-
erature examining a less intrusive approach to behavior man-
agement (e.g., Rajaraman et al., 2021b) was conducted with
individuals who demonstrated comparatively advanced skills
(e.g., fluent communication repertoires). Evaluating these

treatment approaches with individuals with more severe
challenging behavior and fewer skills presents an interest-
ing potential aim for future research. The existing literature
examining risk reduction through treatment of precursor
behaviors (Smith & Churchill, 2002) includes participants
with severe problem behavior, and a potential extension
of Rajaraman et al.’s work (2021b) might be to apply the
enhanced choice model with clients with more severe prob-
lem behavior, where the precursor to intense escalation is
the behavior targeted for intervention.

Future research might explore the trade-offs between
reduced efficiency in the short-term versus long-term gains
in mental health for everyone involved. A small amount of
research has been published on procedures for reinforcing pre-
cursor avoidant behaviors as communication, thereby prevent-
ing escalation. For example, the enhanced choice model offers
clients the opportunity to leave the work area at any time, and
even to terminate the session and leave the clinic altogether
at any time, without sacrificing treatment effectiveness, and
with clients still completing substantial work (Rajaraman
et al., 2021b). In addition, a small amount of research has
been published on procedures for building engagement that
do not rely heavily on extinction. For example, Shillingsburg
et al. (2019) demonstrated a systematic transition approach
from rapport-building to intensive instruction, with a focus
on encouraging social approach behaviors and positive rein-
forcement, rather than relying on escape extinction. Peck et al.
(1996) demonstrated reduction of severe problem behavior
in individuals with disabilities by embedding choice-making
within a functional communication training program, reduc-
ing or eliminating the need for extinction. In addition, Briggs
et al. (2019) demonstrated that manipulating reinforcement
magnitude and quality within differential reinforcement of
alternative behavior without escape extinction was an effec-
tive treatment for decreasing destructive behavior. Although
more research is needed, the efficacy within these studies
highlights the point that little or no research has been pub-
lished that demonstrates that potentially aversive, intrusive,
or distressing approaches are more effective. As emerging
literature suggests that engagement-based programming can
develop a productive instructional interaction, while avoid-
ing unnecessary escalation, future research could compare
the results of these newer procedures on both short-term and
long-term outcomes.

Assent-based programming may sometimes involve
reinforcing escape-motivated behavior, including challeng-
ing behaviors. Many clinicians may be concerned that rein-
forcing escape-motivated challenging behavior may simply
strengthen the behavior and prevent the progress of treat-
ment, but data should be used to make this determination
at the level of each individual client, rather than assuming a
priori that escape extinction is necessary. Toward this end, it
may be useful to evaluate the practice of beginning behavior
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intervention plans without extinction. For example, Briggs
et al. (2019) successfully implemented differential reinforce-
ment of alternative behavior without escape extinction by
manipulating the combination of magnitude and quality of
reinforcement. In practice, we could develop behavior plans
that differentially reinforce challenging versus replacement
behavior. A behavior plan for escape-maintained behavior
without extinction may include arranging a contingency in
which reinforcement (i.e., escape) is provided following
any challenging behavior within the same functional class,
whereas a richer version of reinforcement (likely a learner-
specific combination of a longer duration of escape with
highly preferred tangibles or attention) follows an identified
replacement behavior. A behavior plan for a behavior that is
primarily maintained by access to tangible reinforcement,
may include providing shorter access to a moderately pre-
ferred version of the desired item or activity contingent on
any challenging behavior within the same functional class,
while providing longer access to a highly preferred version
of the item or activity for the desired alternative behavior.
A contingency along the same lines could be arranged for
attention-maintained behavior. It may be a more ethical
approach to assume that learners can be motivated through
reinforcement and only add extinction to behavior inter-
vention plans when client data have demonstrated clearly
that creative and varied approaches to engagement-based
instruction have failed. Although these approaches offer face
validity, further empirical evaluation of these recommenda-
tions are needed. It is our hope that future research in this
area could serve to create a roadmap toward less restrictive,
reinforcement-based programming that still demonstrates
efficacy and long-term benefit.

It also seems possible that less intrusive approaches could
take longer to produce change in specific behaviors in the
short-term, but that the overall rapport and relationships
that are strengthened through compassion-focused reper-
toires could result in larger positive behavior change in the
long-term. It also seems possible that compassion-focused
approaches may actually result in more learning opportuni-
ties per unit time if they create less frequent establishing
operations for escape-motivated behavior. Future research
is needed to evaluate such possibilities. In addition, because
negative reinforcement and punishment-based procedures
with a greater risk of causing distress are permissible
under the Ethics Code when necessary, empirical literature
should undertake evaluation of what constitutes necessity.
Although it is true that literature establishing empirical sup-
port for various procedures was effective over the course of
the study, necessity is not automatically demonstrated by
the same measures. Comparative studies, evaluating short-
and long-term follow-up effects of more and less intrusive

interventions would go a long way to highlight whether dis-
tressing procedures that have demonstrated efficacy were
strictly necessary to create the desired outcome.

Summary

Compassion is integral to the founding assumptions of ABA
(Skinner, 1953; Baer et al., 1968). Strong compassion rep-
ertoires position the practicing behavior analyst to deliver
highly acceptable programs that can improve client qual-
ity of life (Taylor et al., 2019). The recommendations from
recent and emerging literature may be summarized as: devel-
oping noncontingent therapeutic rapport through engaging
programs that monitor for assent and honor self-advocacy
(Rajaraman et al., 2021b); determining ongoing client pref-
erence and surveying for acceptability (Hanley, 2010); and
promoting equity and client dignity by programming in a
manner that prevents avoidable escalation and refraining
from nonemergency physical management (Rajaraman et
al., 2021b; Mathur & Rodriguez, 2021). Implementing
compassion-focused repertoires outlined in this article as a
foundation for our daily work in ABA may offer substantial
improvement in meaningful, therapeutic relationships that
promote improved effectiveness and greater social validity.
Because compassionate care requires responding to and
being guided by client feedback, it is our responsibility to
demonstrate to the autistic community that we are listening
to their input, both at the level of each individual client and
at the larger societal level.

We may do ourselves and our field an important service
if we consider whether we face a moral imperative to work
toward a practice of radical compassion. At this point, we
might return to considering the function of our behavior
as behavior analysts. Do we exist merely to increase and
decrease socially meaningful behaviors? Or are we called
to a potentially deeper purpose of affecting the world by
using our science to alleviate suffering in each interaction?
Although not expressly included as a dimension of ABA, the
aim of solving problems of social significance is so aligned
with a philosophy of working to relieve suffering that radi-
cal compassion is arguably woven throughout the existing
dimensions. In their seminal article on finding the heart of
behavior analysis, Montrose Wolf (1978) wrote, “If you pub-
lish a measure of 'naturalness' today, why tomorrow we will
begin seeing manuscripts about happiness, creativity, affec-
tion, trust, beauty, concern, satisfaction, fairness, joy, love,
freedom, and dignity.” It strikes us that compassion-focused
ABA is a step toward the fulfillment of that call: to apply our
science in a way that establishes trust, expands freedoms,
and safeguards the dignity of all we serve.
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