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Abstract Evidence-based practice (EBP) is a model of

professional decision-making in which practitioners in-

tegrate the best available evidence with client values/

context and clinical expertise in order to provide ser-

vices for their clients. This framework provides behav-

ior analysts with a structure for pervasive use of the best

available evidence in the complex settings in which they

work. This structure recognizes the need for clear and

explicit understanding of the strength of evidence

supporting intervention options, the important contex-

tual factors including client values that contribute to

decision making, and the key role of clinical expertise

in the conceptualization, intervention, and evaluation of

cases. Opening the discussion of EBP in this journal,

Smith (The Behavior Analyst, 36, 7–33, 2013) raised

several key issues related to EBP and applied behavior

analysis (ABA). The purpose of this paper is to respond

to Smith’s arguments and extend the discussion of the

relevant issues. Although we support many of Smith’s

(The Behavior Analyst, 36, 7–33, 2013) points, we

contend that Smith’s definition of EBP is significantly

narrower than definitions that are used in professions

with long histories of EBP and that this narrowness

conflicts with the principles that drive applied behavior

analytic practice. We offer a definition and framework

for EBP that aligns with the foundations of ABA and is

consistent with well-established definitions of EBP in

medicine, psychology, and other professions. In addition

to supporting the systematic use of research evidence in

behavior analytic decision making, this definition can

promote clear communication about treatment decisions

across disciplines and with important outside institutions

such as insurance companies and granting agencies.

Keywords Client values . Decisionmaking .

Empirically supported treatments . Evidence-based

practice . Professional judgment . Clinical expertise

Almost 45 years ago, Baer et al. (1968) described a new

discipline—applied behavior analysis (ABA). This dis-

cipline was distinguished from the experimental analy-

sis of behavior by its focus on social impact (i.e., solving

socially important problems in socially important set-

tings). ABA has produced remarkably powerful inter-

ventions in fields such as education, developmental

disabilities and autism, clinical psychology, behavioral

medicine, organizational behavior management, and a
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host of other fields and populations. Behavior analysts

have long recognized that developing interventions ca-

pable of improving client behavior solves only one part

of the problem. The problem of broad social impact

must be solved by having interventions implemented

effectively in socially important settings and at scales of

social importance (Baer et al. 1987; Horner et al. 2005b;

McIntosh et al. 2010). This latter set of challenges has

proved to be more difficult. In many cases, demonstra-

tions of effectiveness are not sufficient to produce broad

adoption and careful implementation of these procedures.

Key decision makers may be more influenced by vari-

ables other than the increases and decreases in the behav-

iors of our clients. In addition, even when client behavior

is a very powerful factor in decision making, it does not

guarantee that empirical data will be the basis for treat-

ment selection; anecdotes, appeals to philosophy, or mar-

keting have been given priority over evidence of out-

comes (Carnine 1992; Polsgrove 2003).

Across settings in which behavior analysts work, there

has been a persistent gap between what is known from

research and what is actually implemented in practice.

Behavior analysts have been concerned with the failed

adoption of research-based practices for years (Baer et al.

1987). Even in the fields in which behavior analysts have

produced powerful interventions, the vast majority of

current practice fails to take advantage of them.

Behavior analysts have not been alone in recognizing

serious problems with the quality of interventions used

employed in practice settings. In the 1960s, manywithin

the medical field recognized a serious research-to-

practice gap. Studies suggested that a relatively small

percentage (estimates range from 10 to 25%) of medical

treatment decisions were based on high-quality evi-

dence (Goodman 2003). This raised the troubling ques-

tion of what basis was used for the remaining decisions

if it was not high-quality evidence. These concerns led

to the development of evidence-based practice (EBP) of

medicine (Goodman 2003; Sackett et al. 1996).

The research-to-practice gap appears to be universal

across professions. For example, Kazdin (2000) has

reported that less than 10 % of the child and adolescent

mental health treatments reported in the professional

literature have been systematically evaluated and found

to be effective and those that have not been evaluated

are more likely to be adopted in practice settings. In

recognition of their own research-to-practice gaps, nu-

merous professions have adopted an EBP framework.

Nursing and other areas of health care, social work,

clinical and educational psychology, speech and lan-

guage pathology, and many others have adopted this

framework and adapted it to the specific needs of their

discipline to help guide decision-making. Not only have

EBP frameworks been helping to structure professional

practice, but they have also been used to guide federal

policy.With the passage of NoChild Left Behind (2002)

and the reauthorization of the Individuals with Disabil-

ities Education Improvement Act (2005), the federal

department of education has aligned itself with the

EBP movement. A recent memorandum from the fede-

ral Office of Management and Budget instructed agen-

cies to consider evidence of effectiveness when

awarding funds, increase the use of evidence in compe-

titions, and to encourage widespread program evalua-

tion (Zients 2012). The memo, which used the term

evidence-based practice extensively, stated: “Where

evidence is strong, we should act on it. Where evidence

is suggestive, we should consider it. Where evidence is

weak, we should build the knowledge to support better

decisions in the future” (Zients 2012, p. 1).

EBP is more broadly an effort to improve decision-

making in applied settings by explicitly articulating the

central role of evidence in these decisions and thereby

improving outcomes. It addresses one of the long-

standing challenges for ABA; the need to effectively

support and disseminate interventions in the larger so-

cial systems in which our work is embedded. In partic-

ular, EBP addresses the fact that many decision-makers

are not sufficiently influenced by the best evidence that

is relevant to important decisions. EBP is an explicit

statement of one of ABA’s core tenets—a commitment

to evidence-based decision-making. Given that the EBP

framework is well established in many disciplines close-

ly related to ABA and in the larger institutional contexts

in which we operate (e.g., federal policy and funding

agencies), aligningABAwith EBP offers an opportunity

for behavior analysts to work more effectively within

broader social systems.

Discussion of issues related to EBP inABAhas taken

place across several years. Researchers have extensively

discussed methods for identifying well-supported treat-

ments (e.g., Horner et al. 2005a; Kratochwill et al.

2010), and systematically reviewed the evidence to

identify these treatments (e.g., Maggin et al. 2011; Na-

tional Autism Center 2009). However, until recently,

discussion of an explicit definition of EBP in ABA has

been limited to conference papers (e.g., Detrich 2009).

Smith (2013) opened a discussion of the definition and

42 BEHAVANALYST (2014) 37:41–56



critical features of EBP of ABA in the pages of The

Behavior Analyst. In his thought-provoking article,

Smith raised many important points that deserve serious

discussion as the field moves toward a clear vision of

EBP of ABA. Most importantly, Smith (2013) argued

that behavior analysts must carefully consider how EBP

is to be defined and understood by researchers and

practitioners of behavior analysis.

Definitions Matter

We find much to agree with in Smith’s paper, and we

will describe these points of agreement below. However,

we have a core disagreement with Smith concerning the

vision of what EBP is and how it might enhance and

expand the effective practice of ABA. As behavior

analysts know, definitions matter. Awell-conceived def-

inition can promote conceptual understanding and set

the context for effective action. Conversely, a poor

definition or confusion about definitions hinders clear

understanding, communication, and action.

In providing a basis for his definition of EBP, Smith

refers to definitions in professions that have well-

developed conceptions of EBP. He quotes the American

Psychological Association (APA) (2005) definition

(which we quote here more extensively than he did):

Evidence-based practice in psychology (EBPP) is

the integration of the best available research with

clinical expertise in the context of patient charac-

teristics, culture, and preferences. This definition

of EBPP closely parallels the definition of

evidence-based practice adopted by the Institute

of Medicine (2001, p. 147) as adapted from

Sackett et al. (2000): “Evidence-based practice is

the integration of best research evidence with

clinical expertise and patient values.” The pur-

pose of EBPP is to promote effective psycho-

logical practice and enhance public health by

applying empirically supported principles of

psychological assessment, case formulation,

therapeutic relationship, and intervention.

The key to understanding this definition is to note how

APA and the Institute of Medicine use the word practice.

Clearly, practice does not refer to an intervention; in-

stead, it references one’s professional behavior. This is

the sense in which one might speak of the professional

practice of behavior analysis. American Psychological

Association Presidential Task Force of Evidence-Based

Practice (2006) further elaborates this point:

It is important to clarify the relation between

EBPP and empirically supported treatments

(ESTs)…. ESTs are specific psychological treat-

ments that have been shown to be efficacious in

controlled clinical trials, whereas EBPP encom-

passes a broader range of clinical activities (e.g.,

psychological assessment, case formulation, ther-

apy relationships). As such, EBPP articulates a

decision-making process for integrating multiple

streams of research evidence—including but not

limited to RCTs—into the intervention process.

(p. 273)

In contrast, Smith defined EBP not as a decision-

making process but as a set of interventions that have

been shown to be efficacious through rigorous research.

He stated:

An evidence-based practice is a service that helps

solve a consumer’s problem. Thus it is likely to be

an integrated package of procedures, operational-

ized in a manual, and validated in studies of so-

cially meaningful outcomes, usually with group

designs. (p. 27).

Smith’s EBP is what APA has clearly labeled an

empirically supported treatment. This is a common mis-

conception found in conversation and in published arti-

cles (e.g., Cook and Cook 2013) but at odds with formal

definitions provided bymany professional organizations;

definitions which result from extensive consideration

and debate by representative leaders of each professional

field (e.g., APA 2005; American Occupational Therapy

Association 2008; American Speech-Language Hearing

Association 2005; Institute of Medicine 2001).

Before entering into the discussion of a useful defi-

nition of EBP of ABA, we should clarify the functions

that we believe a useful definition of EBP should per-

form. First, a useful definition should align with the

philosophical tenets of ABA, support the most effective

current practice of ABA, and contribute to further im-

provement of ABA practice. A definition that is in

conflict with the foundations of ABA or detracts from

effective practice clearly would be counterproductive.

Second, a useful definition of EBP of ABA should

enhance social support for ABA practice by describing

its empirical basis and decision-making processes in a

way that is understandable to professions that already
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have well-established definitions of EBP. A definition

that corresponds with the fundamental components of

EBP in other fields would promote ABA practice by

improving communication with external audiences.

This improved communication is critical in the interdis-

ciplinary contexts in which behavior analysts often prac-

tice and for legitimacy among those familiar with EBP

who often control local contingencies (e.g., policy

makers and funding agencies).

Based on these functions, we propose the following

definition: Evidence-based practice of applied behavior

analysis is a decision-making process that integrates (a)

the best available evidence with (b) clinical expertise

and (c) client values and context. This definition posi-

tions EBP as a pervasive feature of all professional

decision-making by a behavior analyst with respect to

client services; it is not limited to a narrowly restricted

set of situations or decisions. The definition asserts that

the best available evidence should be a primary influ-

ence on all decision-making related to services for cli-

ents (e.g., intervention selection, progress monitoring,

etc.). It also recognizes that evidence cannot be the sole

basis for a decision; effective decision-making in a

discipline as complex as ABA requires clinical expertise

in identifying, defining, and analyzing problems, deter-

mining what evidence is relevant, and deciding how it

should be applied. In the absence of this decision-

making framework, practitioners of ABAwould be con-

ceptualized as behavioral technicians rather than analysts.

Further, the definition of EBP of ABA includes client

values and context. Decision-making is necessarily based

on a set of values that determine the goals that are to be

pursued and the means that are appropriate to achieve

them. Context is included in recognition of the fact that

the effectiveness of an intervention is highly dependent

upon the context in which it is implemented. The defini-

tion asserts that effective decision-making must be in-

formed by important contextual factors. We elaborate on

each component of the definition below, but first we

contrast our definition with that offered by Smith (2013).

Although Smith (2013) made brief reference to the

other critical components of EBP, he framed EBP as a list

of multicomponent interventions that can claim a suffi-

cient level of research support. We agree with his argu-

ment that such lists are valuable resources for practi-

tioners and therefore developing them should be a goal

of researchers. However, such lists are not, by them-

selves, a powerful means of improving the effectiveness

of behavior analytic practice. The vast majority of

decisions faced in the practice of behavior analysis can-

not be made by implementing the kind of manualized,

multicomponent treatment packages described by Smith.

There are a number of reasons a list of interventions is

not an adequate basis for EBP of ABA. First, there are

few interventions that qualify as “practices” under

Smith’s definition. For example, when discussing the

importance of manuals for operationalizing treatments,

Smith stated that the requirement that a “practice” be

based on a manual, “sharply reduces the number of ABA

approaches that can be regarded as evidence based. Of

the 11 interventions for ASD identified in the NAC

(2009) report, only the three that have been standardized

in manuals might be considered to be practices, and even

these may be incomplete” (p. 18). Thus, although the

example referenced the autism treatment literature, it

seems apparent that even a loose interpretation of this

particular criterion would leave all practitioners with a

highly restricted number of intervention options.

Second, even if more “practices”were developed and

validated, many consumers cannot be well served with

existing multicomponent packages. In order to meet

their clients’ needs, behavior analysts must be able to

selectively implement focused interventions alone or in

combination. This flexibility is necessary to meet the

diverse needs of their clients and to minimize the re-

sponse demands on direct care providers or staff, who

are less likely to implement a complicated intervention

with fidelity (Riley-Tillman and Chafouleas 2003).

Third, the strategy of assembling a list of treatments

and describing these as “practices” severely limits the

ways in which research findings are used by practitioners.

With the list approach to defining EBP, research only

impacts practice by placing an intervention on a list when

a specific criteria has been met. Thus, any research on an

intervention that is not sufficiently broad ormanualized to

qualify as a “practice” has no influence on EBP. Similar-

ly, a research study that shows clear results but is not part

of a sufficient body of support for an intervention would

also have no influence. A study that provides suggestive

results but is not methodologically strong enough to be

definitive would have no influence, even if it were the

only study that is relevant to a given problem.

The primary problem with a list approach is that it

does not provide a strong framework that directs practi-

tioners to include the best available evidence in all of their

professional decision-making. Too often, practitioners

who consult such lists find that no interventions relevant

to their specific case have been validated as “evidence-
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based” and therefore EBP is irrelevant. In contrast, defi-

nitions of EBP as a decision-making process can provide

a robust framework for including research evidence along

with clinical expertise and client values and context in the

practice of behavior analysis. In the next sections, we

explore the components of this definition in more detail.

Best Available Evidence

The term “best available evidence” occupies a critical

and central place in the definition and concept of EBP;

this aligns with the fundamental reliance on scientific

research that is one of the core tenets of ABA. The

Behavior Analyst Certification Board (2010) Guidelines

for Responsible Conduct for Behavior Analysts repeat-

edly affirmways in which behavior analysts should base

their professional conduct on the best available evi-

dence. For example:

1.01 Reliance on Scientific Knowledge.

Behavior analysts rely on scientifically and

professionally derived knowledge when making

scientific or professional judgments in human

service provision, or when engaging in scholarly

or professional endeavors.

2.10 Treatment Efficacy.

(a) The behavior analyst always has the responsi-

bility to recommend scientifically supported

most effective treatment procedures. Effective

treatment procedures have been validated as

having both long-term and short-term benefits

to clients and society.

(b) Clients have a right to effective treatment (i.e.,

based on the research literature and adapted to

the individual client).

A Continuum of Evidence Quality

The term best implies that evidence can be of varying

quality, and that better quality evidence is preferred over

lower quality evidence. Quality of evidence for informing

a specific practical question involves two dimensions: (a)

relevance of the evidence and (b) certainty of the evidence.

The dimension of relevance recognizes that some

evidence is more germane to a particular decision than

is other evidence. This idea is similar to the concept of

external validity. External validity refers to the degree to

which research results apply to a range of applied situ-

ations whereas relevance refers to the degree to which

research results apply to a specific applied situation. In

general, evidence is more relevant when it matches the

particular situation in terms of (a) important character-

istics of the clients, (b) specific treatments or interven-

tions under consideration, (c) outcomes or target behav-

iors including their functions, and (d) contextual vari-

ables such as the physical and social environment, staff

skills, and the capacity of the organization. Unless all

conditions match perfectly, behavior analysts are neces-

sarily required to use their expertise to determine the

applicability of the scientific evidence to each unique

clinical situation. Evidence based on functionally simi-

lar situations is preferred over evidence based on situa-

tions that share fewer important characteristics with the

specific practice situation. However, functional similar-

ity between a study or set of studies and a particular

applied problem is not always obvious.

The dimension of certainty of evidence recognizes

that some evidence provides stronger support for claims

that a particular intervention produced a specific result.

Any instance of evidence can be evaluated for its metho-

dological rigor or internal validity (i.e., the degree to

which it provides strong support for the claim of effec-

tiveness and rules out alternative explanations). Anec-

dotes are clearly weaker than more systematic observa-

tions, and well-controlled experiments provide the

strongest evidence. Methodological rigor extends to

the quality of the dependent measure, treatment fidelity,

and other variables of interest (e.g., maintenance of skill

acquisition), all of which influence the certainty of ev-

idence. But the internal validity of any particular study is

not the only variable influencing the certainty of evi-

dence; the quantity of evidence supporting a claim is

also critical to its certainty. Both systematic and direct

replication are vital for strengthening claims of effec-

tiveness (Johnston and Pennypacker 1993; Sidman

1960). Certainty of evidence is based on both the rigor

of each bit of evidence and the degree to which the

findings have been consistently replicated. Although

these issues are simple in principle, operationalizing

and measuring rigor of research is extremely complex.

Numerous quality appraisal systems for both group and

single-subject research have been proposed and used in

systematic reviews (see below for more detail).

Under ideal circumstances, consistently high-quality

evidence that closely matches the specifics of the
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practice situation is available; unfortunately, this is not

always the case, and evidence-based practitioners of

ABA must proceed despite an imperfect evidence base.

The mandate to use the best available evidence specifies

that the practitioner make decisions based on the best

evidence that is available. Although this statement may

seem rather obvious, the point is worth underscoring

because the implications are highly relevant to behavior

analysts. In an area with considerable high-quality rele-

vant research, the standards for evidence should be quite

high. But in an area with more limited research, the

practitioner should take advantage of the best evidence

that is available. This may require tentative reliance on

research that is somewhat weaker or is only indirectly

relevant to the specific situation at hand. For example,

ideally, evidence-based practitioners of ABAwould rely

on well-controlled experimental results that have been

replicated with the precise population with whom they

are working. However, if this kind of evidence is not

available, they might have to make decisions based on a

single study that involves a similar but not identical

population.

This idea of using the best of the available evidence is

very different from one of using only extremely high-

quality evidence (i.e., empirically supported treatments).

If we limit EBP to considering only the highest quality

evidence, we leave the practitioner with no guidance in

the numerous situations in which high-quality and di-

rectly relevant evidence (i.e., precise matching of set-

ting, function, behavior, motivating operations and pre-

cise procedures) simply does not exist. This approach

would lead to a form of EBP that is irrelevant to the

majority of decisions that a behavior analyst must make

on a daily basis. Instead, our proposed definition of EBP

asserts that the practitioner should be informed by the

best evidence that is available.

Expanding Research on Utility of Treatments

Smith (2013) argued that the research methods used by

behavior analysts to evaluate these treatments should be

expanded to more comprehensively describe the utility

of interventions. He suggested that too much ABA

research is conducted in settings that do not approximate

typical service settings, optimizing experimental control

at the expense of external validity. Along this same line

of reasoning, he noted that it is important to test the

generality of effects across clients and identify variables

that predict differential effectiveness. He suggested

systematically reporting results from all research partic-

ipants (e.g., the intent-to-treat model), and purposive

selection of participants would provide a more complete

account of the situations in which treatments are suc-

cessful and those in which they are unsuccessful. Smith

argued that researchers should include more distal and

socially important outcomes because with a narrow

target “behavior may change, but remain a problem for

the individual or may be only a small component of a

much larger cluster of problems such as addiction or

delinquency.” He pointed out that in order to best sup-

port effective practice, research must demonstrate that

an intervention produces or contributes to producing the

socially important outcomes that would cause a con-

sumer to say that the problem is solved.

Further, Smith argues that many of the questions

most relevant to EBP—questions about the likely out-

comes of a treatment when applied in a particular type of

situation—are well suited to group research designs. He

argued that RCTs are likely to be necessary within a

program of research because:

most problems pose important actuarial questions

(e.g., determining whether an intervention pack-

age is more effective than community treatment as

usual; deciding whether to invest in one interven-

tion package or another, both, or neither; and

determining whether the long-term benefits justify

the resources devoted to the intervention)…. A

particularly important actuarial issue centers on the

identification of the conditions under which the

intervention is most likely to be effective. (p. 23)

We agree that selection of research methods should be

driven by the kinds of questions being asked and that

group research designs are the methods of choice for

some types of questions that are central to EBP. There-

fore, we support Smith’s call for increased use of group

research designs within ABA. If practice decisions are to

be informed by the best available evidence, we must take

advantage of both group and single-subject designs.

However, we disagree with Smith’s statement that EBP

should be limited to treatments that are validated “usually

with group designs” (Smith, p. 27). Practitioners should

be supported by reviews of research that draw from all of

the available evidence and provide the best recommen-

dations possible given the state of knowledge on the

particular question. In most areas of behavior analytic

practice, single-subject research makes up a large portion

of the best available evidence. The Institute for Education
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Science (IES) has recognized the contribution single case

designs can make toward identifying effective practices

and has recently established standards for evaluating the

quality of single case design studies (Institute of

Educational Sciences, n.d.; Kratochwill et al. 2013).

Classes of Evidence

Identifying the best available evidence to inform specif-

ic practice decisions is extremely complex, and no sin-

gle currently available source of evidence can adequate-

ly inform all aspects of practice. Therefore, we outline a

number of strategies for identifying and summarizing

evidence in ways that can support the EBP of ABA. We

do not intend to cover all sources of evidence compre-

hensively, but merely outline some of the options avail-

able to behavior analysts.

Empirically Supported Treatment Reviews

Empirically supported treatments (EST) are identified

through a particular form of systematic literature review.

Systematic reviews bring a rigorous methodology to the

process of reviewing research. The development and use

of these methods are, in part, a response to the recogni-

tion that the process of reviewing the literature is subject

to threats to validity. The systematic review process is

characterized by explicitly stated and replicable methods

for (a) searching for studies, (b) screening studies for

relevance to the review question, (c) appraising the

methodological quality of studies, (d) describing out-

comes from each study, and (e) determining the degree

to which the treatment (or treatments) is supported by the

research. When the evidence in support of a treatment is

plentiful and of high quality, the treatment generally

earns the status of an EST. Many systematic reviews,

however, find that no intervention for a particular prob-

lem has sufficient evidence to qualify as an EST.

Well-known organizations in medicine (e.g.,

Cochrane Collaboration), education (e.g., What Works

Clearinghouse), and mental health (e.g., National Regis-

try of Evidence-based Programs and Practices) conduct

EST reviews. Until recently, systematic reviews have

focused nearly exclusively on group research; however,

systematic reviews of single-subject research are quickly

becoming more common and more sophisticated (e.g.,

Carr 2009; NAC 2009; Maggin et al. 2012).

Systematic reviews for EST status is one important

way to summarize the best available evidence because it

can give a relatively objective evaluation of the strength

of the research literature supporting a particular inter-

vention. But systematic reviews are not infallible; as

with all other research and evaluation methods, they

require skillful application and are subject to threats to

validity. The results of reviews can change dramatically

based on seemingly minor changes in operational defi-

nitions and procedures for locating articles, screening

for relevance, describing treatments, appraising meth-

odological quality, describing outcomes, summarizing

outcomes for the body of research as a whole, and rating

the degree to which an intervention is sufficiently

supported (Slocum et al. 2012a; Wilczynski 2012).

Systematic reviews and claims based upon them

must be examined critically with full recognition

of their limitations just as one examines primary research

reports.

Behavior analysts encounter many situations in

which no ESTs have been established for the particular

combination of client characteristics, target behaviors,

functions, contexts, and other parameters for decision-

making. This dearth may exist because no systematic

review has addressed the particular problem or because

a systematic review has been conducted but failed to

find any well-supported treatments for the particular

problem. For example, in a recent review of all of the

recommendations in the empirically supported practice

guides published by the IES, 45 % of the recommenda-

tions had minimal support (Slocum et al. 2012b). As

Smith noted (2013), only 3 of the 11 interventions that

the NAC identified as meeting quality standards might

be considered practices in the sense that they are

manualized. In these common situations, a behavior

analyst cannot respond by simply selecting an interven-

tion from a list of ESTs. A comprehensive EBP of ABA

requires additional strategies for reviewing research ev-

idence and drawing practice recommendations from

existing evidence—strategies that can glean the best

available evidence from an imperfect research base

and formulate practice recommendations that are most

likely to lead to favorable outcomes under conditions of

uncertainty.

Other Methods for Reviewing Research Literature

The three strategies outlined below may complement

systematic reviews in guiding behavior analysts toward

effective decision-making.

BEHAVANALYST (2014) 37:41–56 47



Narrative Reviews of the Literature There has been a

long tradition across disciplines of relying on narrative

reviews to summarize what is known with respect to

treatments for a class of problems (e.g., aggression) or

what is known about a particular treatment (e.g., token

economy). The author of the review, presumably an

expert, selects the theme and synthesizes the research

literature that he or she considers most relevant. Narra-

tive reviews allow the author to consider a wide range of

research including studies that are indirectly relevant

(e.g., those studying a given problem with a different

population or demonstrating general principles) and

studies that may not qualify for systematic reviews

because of methodological limitations but which illus-

trate important points nonetheless. Narrative reviews

can consider a broader array of evidence and have

greater interpretive flexibility than most systematic

reviews.

As with all sources of evidence, there are difficulties

with narrative reviews. The selection of the literature is

left up to the author’s discretion; there are no methodo-

logical guidelines and little transparency about how the

author decided which literature to include and which to

exclude. There is always the risk of confirmation bias

that the author emphasized literature that is consistent

with her preconceived opinions. Even with a peer-

review process, it is always possible that the author

neglected or misinterpreted research relevant to

the discussion. These concerns not withstanding,

narrative reviews may provide the best available

evidence when no systematic reviews exist or

when substantial generalizations from the system-

atic review to the practice context are needed.

Many textbooks (e.g., Cooper et al. 2007) and

handbooks (e.g., Fisher et al. 2011; Madden et al.

2013) provide excellent examples of narrative reviews

that can provide important guidance for evidence-based

practitioners of ABA.

Best Practice Guides Best practice guides are another

source of evidence that can inform decisions in the

absence of available and relevant systematic reviews.

Best practice guides provide recommendations that re-

flect the collective wisdom of an expert panel. It is

presumed that the recommendations reflect what is

known from the research literature, but the validity of

recommendations is largely derived from the panel’s

expertise rather than from the rigor of their methodolo-

gy. Recommendations from best practice panels are

usually much broader than the recommendations from

systematic reviews. The recommendations from these

guides can provide important information about how to

implement a treatment, how to adapt the treatment for

specific circumstances, and what is necessary for broad

scale or system-wide implementation.

The limitations to best practice guides are similar to

those for narrative reviews; specifically, potential bias

and lack of transparency are significant concerns. Panel

members are typically not selected using a specific set of

operationalized criteria. Bias is possible if the panel is

drawn too narrowly. If the panel is drawn too broadly;

however, the panel may have difficulty reaching a con-

sensus (Wilczynski 2012).

Empirically Supported Practice Guides Empirically

supported practice guides, a more recently developed

strategy, integrate the strengths of systematic reviews

and best practice panels. In this type of review, an expert

panel is charged with developing recommendations on a

topic. As part of the process, a systematic review of the

literature is conducted. Following the systematic review,

the panel generates a set of recommendations and ob-

jectively determines the strength of evidence for the

recommendation and assigns an evidence rating. When

there is little empirical evidence directly related to a

specific issue, the panel’s recommendations may have

weak research support but nonetheless may be based on

the best evidence that is available. The obvious advan-

tage of empirically supported practice guides is that

there is greater transparency about the review process

and certainty of recommendations. Practice recommen-

dations are usually broader than those derived from

systematic reviews and address issues related to imple-

mentation and acceptable variations to enhance the treat-

ment’s contextual fit (Shanahan et al. 2010; Slocum

et al. 2012b). Although empirically supported practice

guides offer the objectivity of a systematic review and

the flexibility of best practice guidelines, they also face

potential sources of error from both methods. System-

atic and explicit criteria are used to review the research

and rate the level of evidence for each recommendation;

however, it is the panel that formulates recommenda-

tions. Thus, results of these reviews are influenced by

the selection of panel members. When research evi-

dence is incomplete or equivocal, panelists must exer-

cise judgment in interpreting the evidence and drawing

conclusions (Shanahan et al. 2010).
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Other Units of Analysis

Smith (2013) weighed in on the critical issue of the unit

of analysis when describing and evaluating treatments

(Slocum and Wilczynski 2008). The unit of analysis

refers to whether EBP should focus on (a) principles,

such as reinforcement; (b) tactics, such as backward

chaining; (c) multicomponent packages, such as Func-

tional Communication Training; or (d) even more com-

prehensive systems, such as Early Intensive Behavioral

Intervention. After reviewing the ongoing debate be-

tween those favoring a smaller unit of analysis that

focuses on specific procedures and those favoring a

larger unit of analysis that evaluates the effects of mul-

ticomponent packages, Smith made a case that the mul-

ticomponent treatment package is the key unit in EBP.

Smith noted that practitioners rarely solve a cli-

ent’s problem with a single procedure; instead,

solutions typically involve combinations of proce-

dures. He argued that the unit should be “a service

aimed at solving people’s problems” and proce-

dures that are merely components of such services

are not sufficiently complete to be the proper unit

of analysis for EBP. He further stated that these

treatment packages should include strategies for

implementation in typical service settings and an

intervention manual.

We concur that the multicomponent treatment pack-

age is a particularly significant and strategic unit of

treatment because it specifies a suite of procedures and

exactly how they are to be used together to solve a

problem. Validated treatment packages are far more than

the sum of their parts. Awell-developed treatment pack-

age can be revised and optimized over many iterations

in a way that would be difficult or impossible for a

practitioner to accomplish independently. In addition,

research outcomes from implementation of treatment

packages reflect the interaction of the components, and

these interactions may not be evident in the research

literature on the individual components. Further, re-

search on the outcomes from multicomponent packages

can evaluate broader and more socially important out-

comes than is generally possible when evaluating more

narrowly defined treatments. For example, in the case of

teaching a child with autism to communicate, research

on a focused procedure such as time delay may indicate

that its use leads to more independent communicative

responses; however, research on a comprehensive Early

Intensive Behavioral Intervention can evaluate the

impact of the program on children’s global development

or intellectual functioning.

Having recognized our agreement with Smith (2013)

on the special importance of multicomponent treatment

packages for EBP, we hasten to add that this type of

intervention is not enough to support a broad and robust

EBP of ABA. EBP must also provide guidance to the

practitioner in the frequently encountered situations in

which well-established treatment packages are not avail-

able. In these situations, problems may be best ad-

dressed by building an intervention from a set of ele-

mental components. These components, referred to as

practice elements (Chorpita et al. 2005, 2007) or kernels

(Embry 2004; Embry and Biglan 2008), may be vali-

dated either directly or indirectly. The practitioner as-

sembles a particular combination of components to

solve a specific problem. Because this newly construct-

ed package has not been evaluated as a whole, there is

additional uncertainty about the effectiveness of the

package, and the quality of evidence may be considered

lower than a well-supported treatment package (Slocum

et al. 2012b; Smith 2013; however, see Chorpita (2003)

for a differing view). Nonetheless, treatment compo-

nents that are supported by strong evidence provide

the practitioner with tools to solve practical problems

when EST packages are not relevant.

In some cases, behavior analysts are presented with

problems that cannot be addressed even by assembling

established components. In these cases, the ABA prac-

titioner must apply principles of behavior to construct an

intervention and must depend on these principles to

guide sensible modifications of interventions in re-

sponse to client needs and to support sensible imple-

mentation of interventions. Principles of behavior are

broadly generalized statements describing behavioral

relations. Their empirical base is extremely large and

diverse including both human and nonhuman partici-

pants across numerous contexts, behaviors, and conse-

quences. Although principles of behavior are based on

an extremely broad research literature, they are also

stated at a broad level. As a result, the behavior analyst

must use a great deal of judgment in applying principles

to particular problems and a particular attempt to apply a

principle to solve a problem may not be successful.

Thus, although behavioral principles are supported by

evidence, newly constructed interventions based on the-

se principles have not yet been evaluated. These inter-

ventions must be considered less certain or validated

than treatment packages or elements that have been
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demonstrated to be effective for specific problems, pop-

ulations, and context (Slocum et al. 2012b).

Evidence-based practitioners of ABA recognize that

the process of selecting and implementing treatments

always includes some level of uncertainty (Detrich et al.

2013). One of the fundamental tenets of ABA shared

with many other professions is that the best evidence

regarding the effectiveness of an intervention does not

come from systematic literature reviews, best practice

guides, or principles of behavior, but from close contin-

ual contact with the relevant outcomes (Bushell and

Baer 1994). The BACB guidelines (2010) state that,

“behavior analysts recognize limits to the certainty with

which judgments or predictions can be made about

individuals” (item 3.0 [c]). As a result, “the behavior

analyst collects data…needed to assess progress within

the program” (item 4.07) and “modifies the program on

the basis of data” (item 4.08). Thus, an important feature

of the EBP of ABA is that professional decision-making

does not end with the selection of an initial intervention.

The process continues with ongoing progress mon-

itoring and adjustments to the treatment plan as

needed to achieve the targeted outcomes. Progress

monitoring and data-based decision-making are the

ultimate hedge against the inherent uncertainties of

imperfect knowledge derived from research. As the

quality of the best available evidence decreases, the

importance of frequent direct measurement of client

progress increases.

Practice decisions are always accompanied by some

degree of uncertainty; however, better decisions are

likely when multiple of sources of evidence are integrat-

ed. For example, a multicomponent treatment package

may be an EST for clients who differ slightly from those

the practitioner currently serves. Confidence in the use

of this treatment may be increased if there is evidence

showing the central components are effective with cli-

ents belonging to the population of interest. The princi-

ples of behavior might further inform sensible variations

appropriate for the specific context of practice. When

considered together, numerous sources of evidence

increase the confidence the behavior analyst can

have in the intervention. And when the plan is

implemented, progress monitoring may reveal the

need for additional adjustments. Each of these

different classes of evidence provides answers to

different questions for the practitioner, resulting in

a more fine-grained analysis of the clinical problem and

solutions to it (Detrich et al. 2013).

Client Values and Context

In order to be compatible with the underlying tenets of

ABA, parallel with other professions, and to promote

effective practice, a definition of EBP of ABA must

include client values and context among the primary

contributors to professional decision-making. Baer

et al. (1968) suggested that the word applied refers to

an immediate and important change in behavior that has

practical value and that this value is determined “by the

interest which society shows in the problems” (p. 92)—

that is, by social values. Wolf (1978) went on to specify

that behavior analytic practice can only be termed suc-

cessful if it addresses goals that are meaningful to our

clients, uses procedures that are judged appropriate by

our clients, and produces effects that are valued by our

clients. These foundational tenets of ABA correspond

with the centrality of client values in classic definitions

of EBP (e.g., Institute of Medicine 2001). Like medical

professionals and those in the many other fields that

have adopted similar conceptualizations of EBP, behav-

ior analysts have long recognized that client values are

critical contributors to responsible decision-making.

Behavior analysts have defined the client as the indi-

vidual who is the focus of the behavior change, other

individuals who are critical to the behavior change

process (Baer et al. 1968; Heward et al. 2005), as well

as outside individuals or groups who may have a stake

in the target behavior or improved outcomes (Baer et al.

1987; Wolf 1978). Wolf (1978) argued that only our

clients can judge the social validity of our work and

suggested that behavior analysts address three levels of

social validity: (a) the social significance of the goals,

(b) the social desirability of the procedures, and (c) the

social importance of the outcomes. With respect to

selection of interventions, Wolf noted, “not only is it

important to determine the acceptability of treatment

procedures to participants for ethical reasons, it may

also be that the acceptability of the program is related

to effectiveness, as well as to the likelihood that the

program will be adopted and supported by others” (p.

210). He further maintained that clients are the ultimate

arbiters of whether or not the effects of a program are

sufficiently helpful to be termed successful.

The concept of social validity directs our attention to

some of the important aspects of the context of inter-

vention. Intervention always occurs in some context and

features of that context can directly influence the fidelity

with which the intervention is implemented and its
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effectiveness. Albin et al. (1996) expanded further on

the contextual variables that might be critical for design-

ing and implementing effective interventions. They de-

scribed the concept of contextual fit or the congruence

of a behavioral support plan and the context and indicate

that this fit will determine its implementation, effective-

ness, and maintenance.

Contextual fit includes the issues of social validity,

but also explicitly encompasses issues associated with

the individuals who implement treatments and manage

other aspects of the environments within which treat-

ments are implemented. Behavioral intervention plans

prescribe the behavior of implementers. These imple-

menters may include professionals, such as therapists

and teachers, as well as nonprofessionals, such as family

and community members. It is important to consider

characteristics of these implementers when developing

plans because the success of a plan may hinge on how it

corresponds with the values, skills, goals, and stressors

of the implementers. Effective plans must be within the

skill repertoire of the implementers, or training to fidel-

ity must occur to introduce the plan components into

that repertoire. Values, goals, and stressors refer to mo-

tivating operations that determine the reinforcing or

punishing value of implementing the plan. Plans that

provide little reinforcement and substantial punishment

in the process of implementation or outcomes are un-

likely to be implemented with fidelity or maintained

over time. The effectiveness of behavioral interventions

is also influenced by their compatibility with other as-

pects of their context. Plans that are compatible with

ongoing routines are more likely to be implemented than

those that conflict (Riley-Tillman and Chafouleas

2003). Interventions require various kinds of resources

to be implemented and sustained. For example, financial

resources may be necessary to purchase curricula,

equipment, or other goods. Interventions may require

human resources such as direct service staff, training,

supervision, administration, and consultation. Fixsen

et al. (2005) have completed an extensive review of

contextual variables that can potentially influence the

quality of intervention implementation. Behavior ana-

lytic practice is unlikely to be effective if it does not

consider the context in which interventions will be

implemented.

Extensive behavior analytic research has document-

ed the importance of social validity and other contextual

factors in producing behavioral changes with practical

value. This research tradition is as old as our field (e.g.,

Jones and Azrin 1969) and continues through the pres-

ent day. For example, Strain et al. (2012) provided

multiple examples of the impact of social validity con-

siderations on relevant outcomes. They reported that

integrating client values, preferences, and characteristics

in the selection and implementation of an intervention

can successfully inform decisions regarding (a) how to

design service delivery systems, (b) how to support

implementers with complex strategies, (c) when to fade

support, (e) how to identify important and unanticipated

effects, and (f) how to focus on future research efforts.

Benazzi et al. (2006) examined the effect of stake-

holder participation in intervention planning on the ac-

ceptability and usability of behavior intervention plans

(BIP) based on descriptive functional behavior assess-

ments (FBA). Plans developed by behavior experts were

rated as high in technical adequacy, but low in accept-

ability. Conversely, plans developed by key stake-

holders were highly acceptable, but lacked technical

adequacy. However, when the process included both

behavior experts and key stakeholders, BIPs were con-

sidered both acceptable and technically adequate. Thus,

the BIPs developed by behavior analysts may be mar-

ginalized and implementation may be less likely to

occur in the absence of key stakeholder input. Thus, a

practical commitment to effective interventions that are

implemented and maintained with integrity over time

requires that behavior analysts consider motivational

variables such as the alignment of interventions with

the values, reinforcers, and punishers of relevant

stakeholders.

Clinical Expertise

All of the key components for expert behavior analytic

practice (i.e., identification of important behavioral

problems, recognition of underlying behavioral process-

es, weighing of evidence supporting various treatment

options, selecting and implementing treatments in com-

plex social contexts, engaging in ongoing data-based

decision making, and being responsive to client values

and context) require clinical expertise. Clinical expertise

refers to the competence attained by practitioners

through education, training, and experience that results

in effective practice (American Psychological Associa-

tion Presidential Task Force of Evidence-Based Practice

2006). Clinical expertise is the means by which the best

available evidence is applied to individual cases in all
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their complexity. Based on the work of Goodheart

(2006), we suggest that clinical expertise in EBP of

ABA includes (a) knowledge of the research literature

and its applicability to particular clients, (b) incorpora-

tion of the conceptual system of ABA, (c) breadth and

depth of clinical and interpersonal skills, (d) integration

of client values and context, (e) recognition of the need

for outside consultation, (f) data-based decision making,

and (g) ongoing professional development. In the sec-

tions that follow, we describe each component of clini-

cal expertise in ABA.

Knowledge and Application of the Research Literature

ABA practitioners must be skilled in applying the best

available evidence to unique cases in specific contexts.

The role of the best available evidence in EBP of ABA

was discussed above. Practitioners need to be knowl-

edgeable about the scientific literature and able to ap-

propriately apply the literature to behaviors, clients, and

contexts that are rarely a perfect match to the behaviors,

clients, and contexts in any particular study. This con-

fluence of knowledge and skillful application requires

that the behavior analyst respond to the functionally

important features of cases. A great deal of training is

necessary to build the expertise required to discriminate

critical functional features from those that are incidental.

These discriminations must be made with respect to the

presenting problem (i.e., the behavioral patterns that

have been identified as problematic, their antecedent

stimuli, motivating operations, and consequences); cli-

ent variables such as histories, skills, and preferences;

and contextual variables that may impact the effective-

ness of various treatment options as applied to the

particular case. These skills are reflected in BACB

Guidelines 1.01 and 2.10 cited above.

Incorporation of the Conceptual System

The critical features of a case must be identified and

mapped onto the conceptual system of ABA. It is not

enough to recognize that a particular feature of the

environment is important; it must also be understood

in terms of its likely behavioral function. This initial

conceptualization is necessary in order to generate rea-

sonable hypotheses that may be tested in more thorough

analyses. Developing the skill of describing cases in

terms of likely behavioral functions typically requires

a great deal of formal and informal training as well as

ongoing learning from experience. These repertoires are

usually acquired through extensive training, supervised

practice, and the ongoing feedback of client outcomes.

This is recognized in BACB Guidelines; for example,

4.0 states that “the behavior analyst designs programs

that are based on behavior analytic principles” (BACB

2010).

Breadth and Depth of Clinical and Interpersonal Skills

Evidence-based practitioners of behavior analysis must

be able to implement various assessment and interven-

tion procedures with fidelity, and often to train and

supervise others to implement such procedures with

fidelity. Further, clinical expertise in ABA requires that

the practitioner have effective interpersonal skills. For

example, he must be able to explain the behavioral

philosophy and approach, in nonbehavioral terms, to

various audiences who may have different theoretical

orientations. BCBA Guidelines 1.05 specifies that be-

havior analysts “use language that is fully understand-

able to the recipient of those services” (BACB 2010).

Integration of Client Values and Context

In all aspects of their work, practitioners of evidence-

based ABAmust integrate the values and preferences of

the client and other stakeholders as well as the features

of the specific context that may impact the effectiveness

of an intervention. These factors can be considered

additional variables that the behavior analyst must at-

tend to when planning and providing behavior-analytic

services. For example, when assessment data suggest

behavior serves a particular function, a range of inter-

vention alternatives may be considered (see Geiger,

Carr, and LeBlanc for an example of a model for

selecting treatments for escape-maintained problem be-

havior). A caregiver’s statements might suggest that one

type of intervention may not be viable due to limited

resources while another treatment may be acceptable

based on financial considerations, available resources,

or other practical factors; the behavior analyst must have

the training and expertise to evaluate and incorporate

these factors into initial treatment selection and to re-

evaluate these concerns as a part of progress monitoring

for both treatment integrity and client improvement.

BACB Guideline 4.0 states that the behavior analyst

“involves the client … in the planning of … programs,

[and] obtains the consent of the client” and 4.1 states
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that “if environmental conditions hamper implementa-

tion of the behavior analytic program, the behavior

analyst seeks to eliminate the environmental constraints,

or identifies in writing the obstacles to doing so”

(BACB 2010).

Recognition of Need for Outside Consultation

Behavior analysts engaging in responsible evidence-

based practice discriminate between behaviors and con-

texts that are within the scope of their training and those

that are not, and respond differently based on this dis-

crimination. For example, a behavior analyst who has

been trained to provide assessment and intervention for

severe problem behavior may not have the specific

training to provide organizational behavior management

services to a corporation; in this case, a behavior analyst

with clinical expertise would make this discrimination

and seek additional consultation or make appropriate

referrals. This aspect of expertise is described in BACB

(2010) Guidelines 1.02 and 2.02.

Data-Based Decision Making

Data-based decision making plays a central role in the

practice of ABA and is an indispensable feature of

clinical expertise. The process of data-based decision

making includes identifying useful measurement pin-

points, constructing measurement systems, and

graphing results, as well as identifying meaningful pat-

terns in data, interpreting these patterns, and making

appropriate responses to them (e.g., maintaining, mod-

ifying, replacing, or ending a program). The functional

features of the case, the best available research evidence,

and the new evidence obtained through progress

monitoring must inform these judgments and are

central to this model of EBP of ABA. BACB (2010)

Guidelines 4.07 and 4.08 specify that behavior analysts

collect data to assess progress and modify programs on

the basis of data.

Ongoing Professional Development

Clinical expertise is not static; rather, it requires ongoing

professional development. Clinical expertise in ABA

requires ongoing contact with the research literature to

ensure that practice reflects current knowledge about the

most effective and efficient assessment and intervention

procedures. The critical literature includes primary

empirical research as well as reviews and syntheses such

as those described in the section on “Best Available

Evidence”. In addition, professional consensus on im-

portant topics for professional practice evolves over

time. For example, in ABA, there has been increased

emphasis recently on ethics and supervision compe-

tence. All of these dynamics point to the need for

ongoing professional development. This is reflected in

the requirement that certified behavior analysts “under-

take ongoing efforts to maintain competence in the skills

they use by reading the appropriate literature, attending

conferences and conventions, participating in work-

shops, and/or obtaining Behavior Analyst Certification

Board certification” (Guideline 1.03, BACB 2010).

Conclusions

We propose that EBP of ABA be understood as a

professional decision-making framework that draws on

the best available evidence, client values and context,

and clinical expertise. We argue that this conception of

EBP of ABA is more compatible with the basic tenets of

ABA and more closely aligned with definitions of EBP

in other fields than that provided by Smith (2013). It is

noteworthy that this notion of EBP is not necessarily in

conflict with many of the observations and arguments

put forth by Smith (2013). His concerns were primarily

about how to define and validate EST, which is an

important way to inform practitioners about the best

available evidence to integrate into their overall EBP.

Given the close alignment between the proposed

framework of EBP of ABA and broadly accepted de-

scriptions of behavior analytic practice, one might won-

der whether EBP offers anything new. We believe that

the EBP of ABA framework, offered here, has several

important implications for our field. First, this frame-

work draws together numerous elements of ABA prac-

tice into a single coherent system, which can help be-

havior analysts provide an explicit rationale for their

decision-making to clients and other stakeholders. The

EBP of ABA provides a decision-making framework

that supports a cogent and transparent description of (a)

the evidence considered, including direct and frequent

measurement of the client’s behavior; (b) why this evi-

dence was identified as the “best available” for the

particular case; (c) how client values and contextual

factors influenced the process; and (d) the ways in which

clinical expertise was used to conceptualize the case and
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integrate the various considerations. This transparency

and explicitness allows the behavior analyst to offer

empirically based treatment recommendations while ad-

dressing the concerns raised by stakeholders. It also

highlights the critical analysis required to be an effective

behavior analyst. For example, if an EST is available

and appropriate, the behavior analyst can describe the

relevance and certainty of the evidence for this interven-

tion. If no relevant EST is available, the behavior analyst

can describe how the best available evidence supports

the intervention and emphasize the importance of prog-

ress monitoring.

Second, the EBP framework prompts the behavior

analyst to refer to the important client values that under-

lie the goals of intervention, the specific methods of

intervention, and describe how the intervention is sup-

ported by features of the context. This requires the

behavior analyst to explicitly recognize that the effec-

tiveness of an intervention is always context dependent.

By serving as a prompt, the EBP framework should

increase behavior analysts’ adherence to this central

tenet of ABA.

Third, by explicitly recognizing the role of clinical

expertise, the framework gives the behavior analyst a

way to talk about the complex skills required to make

appropriate decisions about client needs. In addition, the

fact that the proposed definition of EBP of ABA is so

closely aligned with definitions in other professions

such as medicine and psychology that it provides a

common framework and language for communicating

about a particular case that can enhance collaboration

between behavior analysts and other professionals.

Fourth, this framework for EBP of ABA suggests

further development of behavior analysis as well. Ex-

amination of the meaning of best available evidence

encourages behavior analysts to continue to refine

methods for systematically reviewing research literature

and identifying ESTs. Further, behavior analysts could

better support EBP if we developed methods for vali-

dating other units of intervention such as practice ele-

ments, kernels, and even the principles of behavior;

when these are invoked to support interventions, they

must be supported by a clearly specified research base.

Finally, the explicit recognition of the role of clinical

expertise in the EBP of ABA has important implications

for training behavior analysts. This framework suggests

that decision-making is at the heart of EBP of ABA and

could be an organizing theme for ABA training pro-

grams. Training programs could systematically teach

students to articulate the chain of logic that is the basis

for their treatment recommendations. The chain of logic

would include statements about which research was

considered and why, how the client’s values influenced

decision-making, and how contextual factors influenced

the selection and adaptation (if necessary) of the treat-

ment. This type of training could be embedded in all

instructional activities. Formally requiring students to

articulate a rationale for the decisions and receiving

feedback about their decisions would sharpen their

clinical expertise.

In addition to influencing our behavior analytic prac-

tice, the EBP of ABA framework impacts our relation-

ship with other members of the broader human service

field as well as individuals and agencies that control

contingencies relevant to practitioners and scientists.

Methodologically rigorous reviews that identify ESTs

and other treatments supported by the best available

evidence are extremely important for working with or-

ganizations that control funding for behavior analytic

research and practice. Federal funding for research and

service provision is moving strongly towards EBP and

ESTs. This trend is clear in education through the No

Child Left Behind Act of 2001, the Individuals with

Disabilities Education Act of 2004, the funding policies

of IES, and the What Works Clearinghouse. The recent

memorandum by the Director of the Office of Manage-

ment and Budget (Zients 2012) makes it clear that the

importance of EBP is not limited to a single discipline or

to one political party. In addition, insurance companies

are increasingly making reimbursement decisions

based, in part, on whether or not credible scientific

evidence supports the use of the treatment (Small

2004). The insurance companies have consistently

adopted criteria for scientific evidence that are closely

related to EST (Bogduk and Fraifeld 2010). As a result,

reimbursement for ABA services may depend on the

scientific credibility of EST reviews, a critical compo-

nent of EBP. Methodologically rigorous reviews that

identify ESTs within a broader framework of EBP ap-

pear to be critical for ABA to maintain and expand its

access to federal funding and insurance reimbursement

for services. Establishment of this literature base will

require behavior analysts to develop appropriate

methods for reviewing and summarizing research based

on single-subject designs. IES has established such

standards for reviewing studies, but to date, there are

no accepted methods for calculating a measure of effect

size as an objective basis for combining result across
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studies (Kratochwill et al. 2013). If behavior analysts

develop such a measure, it would reflect a significant

methodological advance as a field and it would increase

the credibility of behavior analytic research with agencies

that fund research and services.

EBP of ABA emphasizes the research-supported se-

lection of treatments and data-driven decisions about

treatment progress that have always been at the core of

ABA. ABA’s long-standing recognition of the impor-

tance of social validity is reflected in the definition of

EBP. This framework for EBP of ABA offers many

positive professional consequences for scientists and

practitioners while promoting the best of the behavior

analytic tradition and making contact with develop-

ments in other disciplines and the larger context in

which behavior analysts work.
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