
Nearly all behavior analysts have come across “non-compliance” within the behavior repertoire 
of our consumers. Many of us have operationally defined it and targeted it for deceleration. 
However, how often do we stop to consider the significance of non-compliance? Can non-
compliance be adaptive? Can non-compliance have multiple adaptive functions? Can we teach 
our consumers to discriminate when and how to adaptively communicate “no”? Applied behavior 
analysis, or ABA, has received considerable negative press lately, with some of that criticism 
being an overemphasis on compliance of autistic clients (Veneziano & Shea, 2022; Wilkenfeld & 
McCarthy, 2020). However uncomfortable as it may be to receive criticism as someone who is 
committed to work in a helping profession and adheres to the value of applied behavior analysis 
and evidence-based practices, the field can benefit from listening to these concerns and care 
can be improved. There is value in assessing the criticism to understand it and clinically reflect 
on the extent that it applies to our work. This is the only way we can improve our practices 
as behavior analysts with the people we serve. We need to acknowledge our own biases and 
learning history. Only then can we move forward and continue to learn and grow as we remain 
curious and open to learning more as to how our science can improve the quality of life of those 
we serve.

Rethinking Non-Compliance as Withdrawing Assent

Due to ongoing challenges with appropriate funding and the staffing crisis, time is of the 
essence more than ever when it comes to the importance of skill-building. This can lead well-
intentioned behavior analysts, teachers, and caregivers in wanting every moment to be a 
teaching opportunity, with little time for “non-compliance.” Non-compliance, however, might 
be conceptualized as a withdrawal of assent, or a lack of consent, with instruction or another 
component of the treatment process. Assent has been promoted within the Ethics Code for 
Behavior Analysts (Behavior Analyst Certification Board [BACB]®, 2020) and is now an obligation 
for both practitioners and for researchers. It is imperative to monitor and gain assent, and 
to respond compassionately and humanely to any withdrawals of assent. There is room for 
improvement in the integration of assent into clinical and research work in ABA (Morris et al., 
2021). More needs to be done to train practitioners to understand assent, to ensure that assent 
is integrated into care, and to developing assent procedures for individuals who are non-vocal. 
A related consideration is to rethink our service delivery to alter our instructional approach. 
Rather than treat escape-maintained behavior, we should think about how our instruction can 
be reworked into something individuals opt into (e.g., Rajaraman et al., 2022).

Not only is non-compliance a signal that something needs to be modified with our clinical 
approach; non-compliance is an essential skill. Teaching “no” and respecting it as a means of 
promoting a healthy, safe, and well-rounded life is critical. Non-compliance is especially valuable 
in the context of personal sexual safety, in addition to sexuality education, across individuals, 
diagnoses, and communication skills (Schulman & Gerhardt, 2017). Simply put, an individual 
cannot be sexually safe if they cannot be non-compliant. As professionals, we need to 
reflect on how this relates to the work we do. When non-compliance is targeted for decrease, it 
can send the message that we do not respect an individual’s “no.” This may further reduce self-
advocacy in the form of asking questions, expressing feelings, or engaging in dialogue with us. 
Unfortunately, we must be mindful of the potential ramifications for harm in this paradigm; it 
can leave our consumers vulnerable to harm, exploitation, or abuse. For all of these reasons, we 
need to be thoughtful and re-assess how we can discriminately teach our consumers the value 
of communicating “no.”

Promoting Self-Advocacy

Time is of the essence when it comes to building skills and independence with autistic children 
and adolescents; helping our clients develop a repertoire that includes self-advocacy is key. 
Non-compliance with the command of a functional “no” response that others respect is the 
foundation of self-advocacy, allowing individuals to advocate for themselves and their needs. A 
popular disability advocacy site, Covey. org, breaks down self-advocacy simply into the following: 
Knowing oneself, knowing one’s needs, and knowing how to get those needs met. Non-
compliance is endemic in all three parts; self-advocacy cannot occur without the ability to be 
non-compliant.

In addition to listening to autistic voices and ensuring we are appreciating the nuance of this 
topic, we need to write better, more nuanced, and collaborative goals with respect with self-
advocacy skills at the forefront. Here are some practical starting points:

•	Replace references to “non-compliance” with skills to promote instead.

•	Alternatively, frame the goal as cooperation instead of compliance, and ensure that it is 
targeted only when cooperation is important. Drop references to compliance, as it leads 
to an over-focus on following commands without consideration of choice, assent, or other 
contextual factors.

•	Get curious about why we are observing “non-compliance.” Consider this through a 
behavior analytic lens and use problem solving to identify elements of intervention that are 
objectionable to the learner.

•	Reflect and reconsider why we value compliance in a particular situation and whether it is even 
appropriate or necessary to do so in a given context.

A simple first step is to adjust the language we use - both spoken and in written goals. This can 
be accomplished by replacing “non-compliance” with either cooperation or by focusing on skills 
to promote and teach while ensuring they align with the individual’s personal goals and desires. 
For instance, rather than targeting decreasing non-compliance, look to increase pragmatic 
skills such as negotiation, compromise, safe “no” responses, and problem-solving, all which will 
promote self-advocacy. 

Another objective to consider is to assess the function of non-compliance. This can prompt 
caregivers, teachers, and clinicians to ask several questions. For instance, is the person having 
difficulty with the task? Are they experiencing a strong emotion that is preventing them from 
communicating effectively? Could they be feeling unwell? There are countless possibilities, with 
some being best responded to with individualized accommodations or assistance. By stepping 
back and considering why we are observing non-compliance, we can more compassionately let 
the needs of the person guide us in a collaborative approach. 

Also, it is crucial to give careful consideration of our own experiences, perspectives, and biases 
and how they affect our own behavior. As teachers and clinicians, we must self-reflect on why 
we value compliance in a particular situation or with a specific skill. Rethinking if it is necessary, 
considering if it can be done differently, or rescheduling it for later might better respect a 
consumer’s personal needs or desires. Everyone has life experiences that shape our interactions 
and expectations; self-reflection and adjustment of our own behavior can help us do better for 
those we serve. 

Working with autistic individuals, we want the best outcomes for those we teach and serve. 
Listening to criticisms, understanding them, and looking to always do better are essential 
steps for achieving best outcomes and becoming better behavioral clinicians. Small changes 
in the language we use can have a large impact; it may be time for the field to de-emphasize 
compliance and to focus instead on cooperation and collaboration. Finally, the integration of 
assent, and the assessment of monitoring assent, are now ethical mandates and elements of 
best practice. It is important to explicitly identify how assent will be gained and how it will be 
ensured throughout the instruction.
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with relevant professionals (Behavior Analyst 
Certification Board, 2020; see code 2.12).

How can assessments identify behav-
ioral patterns indicative of a co-occurring 
condition? Tools and assessments that can 
guide this process might include a thorough 
review of client records, surveys complet-
ed by caregivers or others familiar with the 
individual, direct observations, plotting 
behavioral data across different variables 
(i.e., scatterplot), analyzing events im-
mediately prior and following behavior, 
assessing preference, or systematically ar-
ranging specific conditions and observing 
behavior within them. These approaches 
can shed light on the behavior of interest 
and can be used to detect how co-occurring 
conditions relate, by providing more infor-
mation with respect to the following:

1. Does the behavior occur irrespective of 
context? 

2. When does the behavior occur in rela-
tion to other variables?

3. What does the behavior look like?

If the behavior of interest persists irre-
spective of environmental contexts or on-
going activities, our assessment and inves-
tigative work are far from over. This does, 
however, inform us that there is likely a 
variable at play that is not captured in the 
immediate social environment, and some 
aspect of engaging in the behavior may be 
contributing to its persistence (i.e., auto-
matic reinforcement; Vollmer, 1994). For 
instance, the individual may be responding 
to internal stimulation and the target behav-
ior may be alleviating discomfort or pain, 
prompting further medical assessment.

With information about when the behav-
ior occurs with respect to other variables 
(i.e., temporal relations), correlational in-
formation might inform us that the behav-
ior is more or less likely to occur around 
particular times or activities. For instance, 
there might be patterns surrounding partic-
ular times of day, days of week, or times of 
month, corresponding to biological factors 
such as sleep, bowel movements, meals, 
menstrual cycles, seizure activity, or med-
ication. Depending on behavioral patterns 
that are identified, behavior analysts can 
then initiate collaboration with profession-
als specializing in that area or areas. 

Identified patterns related to medication 
might prompt collaboration with prescrib-
ing psychiatrists, neurologists, or physi-
cians, helping identify paradoxical effects 

of medication or needed adjustments to 
scheduled administration times (e.g., 
stimulants to treat attention deficit hyper-
activity disorder). Ongoing assessment 
throughout the collaboration will help each 
professional bring their expertise to the 
table in the design, implementation, and 
monitoring of interventions leading to best 
outcomes for the individual (e.g., Bird et 
al., 2022).

In addition to the contexts in which be-
havior is observed and the relation of its 
occurrence to other variables, how the 
behavior looks or its topography can be 
equally insightful. Most notably, behav-
ior directed at a specific area of the body 
might be indicative of pain, discomfort, or 
a medical condition, prompting medical 
examination. As an example, you might 
suggest an individual who engages in 
persistent self-scratching is assessed by 
a dermatologist. Similarly, if self-injury 
shifts to a novel topography targeting the 
abdomen, seeking assessment from a gas-
troenterologist or gynecologist might be 
appropriate.

The topography, or form, of behavior 
can also be correlated to specific diag-
noses, with syndrome groups associated 
with specific behavioral profiles. Several 
examples include Down syndrome cor-
responding to higher social skills ratings 
and lower levels of challenging behavior, 
Prader-Willi syndrome corresponding to 
higher levels of behavior characterized as 
anxious or repetitive, and Angelman syn-
drome corresponding to a demonstrably 
happy affect, hand-clapping, and mouthing 
behavior (Walz & Benson, 2002). In both 
assessment and intervention phases, it is 
important to keep behavioral profiles relat-
ed to co-occurring conditions or diagnoses 
in mind. 

At times, the forms of behavior associat-
ed with specific diagnoses are repetitive, or 
stereotypic, in nature, similar to what is not-
ed for Prader-Willi syndrome as mentioned 
above. This can also be the case for anxiety 
(Moore et al., 2021), vision impairment or 
deaf blindness (Gal & Dyck, 2009, Molloy 
& Rowe, 2011, Singer et al., 2021), Obses-
sive Compulsive Disorder (OCD; Chok & 
Kesseler, 2014), among other conditions. 
Repetitive, or stereotypic, behavior can 
present in a variety of forms, such as body 
rocking, hand-flapping, or eye-pressing. 
Most often, such behavior persists irre-
spective of context or social consequences, 
suggesting it is at least partially maintained 
by automatic reinforcement (Rapp & Vol-
lmer, 2005). Nonetheless, assessment can 
still prove to be beneficial as it can guide 
the identification of specific co-occurring 

conditions, inform intervention design, and 
serve as relevant information in evaluating 
interventions. 

Intervention Considerations in the 
Context of Co-Occurring Conditions

Using behavioral assessment in conjunc-
tion with information specific to co-occur-
ring conditions can enhance the efficacy of 
treatment (Brodhead, 2015). At times, the 
presence of some conditions might contra-
indicate behavioral intervention that would 
otherwise be considered best practice. For 
example, toilet training procedures in the 
face of co-occurring gastrointestinal (GI) 
difficulties or the treatment of vocal perse-
verations in the presence of a co-occurring 
anxiety diagnosis require consideration of 
the interactional effects across diagnoses. 
When faced with such co-occurring con-
ditions, behavior analysts must consider if 
they have the expertise to serve the client. 
If not, consulting with other professionals 
or seeking additional education might be 
necessary. 

When addressing behavior related to 
co-occurring conditions, it is critical that 
clinicians and collaborating professionals 
consider the following questions through-
out the intervention process:

1. Are there any contraindications of a 
function-based intervention?

2. How can interdisciplinary collaboration 
guide intervention?

3. How does the intervention take the 
whole person into account?

Designing Interdisciplinary Interventions 

In the context of co-occurring condi-
tions, medical, genetic, or otherwise, in-
tervention is often multi-faceted and spans 
across disciplines (Cox, 2012). For exam-
ple, when a behavior analyst is tasked with 
addressing frequent bowel movement ac-
cidents of a client with an ASD diagnosis 
and a GI condition, they should be asking 
“How can interdisciplinary collaboration 
guide intervention?” Consideration of 
both diagnoses prompts professionals to 
take the whole person into account during 
intervention development. A purely func-
tion-based approach is likely not the best 
option; given the GI condition, a treatment 
package involving both medication and 
behavior analytic procedures will likely 
be most effective. In this case, interven-
tion might involve ongoing medication, 
as-needed laxatives, scheduled bathroom 

trips, and rewards or reinforcement for 
successful toileting. Assessment of both 
the medical components and daily patterns 
would inform the prescribed medication 
and best schedule of proactive bathroom 
trips. This is one of countless scenarios 
in which taking co-occurring conditions 
into account in the assessment and inter-
vention of behavioral targets leads to best 
outcomes.

At times, contraindications can be ad-
dressed through direct modification of be-
havioral interventions. For example, when 
working with an individual who engages 
in vocal perseverations maintained by at-
tention, a behavior analytic intervention 
might involve attending to the first state-
ment while ignoring repetitive statements 
and providing attention for novel topics of 
conversation instead. However, in light of 
a co-occurring anxiety disorder, the initial 
behavior analytic approach is now contra-
indicated as ignoring requests will likely 
increase behavioral symptoms of anxiety. 
The intervention must be altered to account 
for the individual as a whole. Such chang-
es might include neutral schedule reviews 
for repeated statements around upcoming 
events and high-quality interactions for 
novel topics of conversation. 

Implementing Interventions with Integrity

Once the intervention is designed, im-
plementation must include a compre-
hensive training plan so that all behav-
ior-change agents (e.g., teachers, parents, 
therapists) understand the interaction be-
tween intervention components. That is, 
how each aspect of the plan works togeth-
er to treat the individual as a whole. For 
example, an individual diagnosed with 
an anxiety disorder and ASD may be pre-
scribed medication to reduce the symp-
toms of anxiety in general and behavioral 
interventions may include specific an-
tecedent strategies to reduce the impact of 
certain environmental events on behavior-
al symptoms of anxiety such as advanced 
noticed for changes in schedules. Care-
giver understanding of the interaction be-
tween these interventions is critical to the 
efficacy of implementation and thus the 
outcome of the intervention plan

Although not necessary, when possible, 
components of a multidisciplinary inter-
vention should be implemented systemati-
cally to allow for evaluation of the efficacy 
of each. For example, working in concert 
with prescribing professionals, such as 
psychiatrists or neurologists, is incredibly 
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