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{Like the first edition, the book includes chapters on evidence-
based practice competencies as well as many new areas 

devoted to professional development, technology, and 
telehealth service delivery. Written by expert scientist-

practitioners, each chapter is filled with guidance that follows 
from the most contemporary research support.
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{ This second edition of Applied Behavior Analysis Advanced 
Guidebook includes practice domains that have continued 
to evolve over the years to become more refined and thus 

remain the core competencies for behavior analysts and other 
behavioral practitioners.
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rates implementation of each component in an intervention. If the observer 
provides a rating for each component, the treatment-integrity estimate 
can be reported as either an individual component rating (e.g., Securing 
Learner’s Attention was a 1; Fig. 5) or an average across components. To 
compute the average rating across components, sum the component ratings 
and divide by the number of components (see Fig. 5). Additional research 
needs to evaluate the use of rating scales as an indirect assessment of treat-
ment integrity, but rating scales may be easier to use in practice than direct 
assessments like occurrence and nonoccurrence (Suhrheinrich et al., 2020). 
If there is high correspondence between occurrence and nonoccurrence 

Fig.  5 Example of a data sheet of a rating scale to assess treatment integrity. Note. 
Sample data sheet for monitoring treatment integrity with a rating scale with hypo-
thetical data for DTI. N/A = not applicable. Rate the therapist’s implementation of each 
component as described by the protocol as implemented always (1), usually (2), some-
times (3), rarely (4), and never (5). Report the rating for each component individually 
(e.g., Securing Learner’s Attention was a 1) or compute the average rating across com-
ponents. Calculate the average rating by summing the scores and dividing by the num-
ber of behaviors.
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high-preference items; such designations are referred to as a “preference hi-

erarchy.” Preference hierarchies may be used to isolate high-preference items 

for intensive teaching or independent responses, while moderate-preference 

items are used for solitary play and prompted responses. Preference assess-

ment results are often reported with bar graphs with the items on the x-axis 

and the “percentage of trials selected” on the y-axis (see Fig. 2). In terms 

of predictive validity, research has shown that items selected in a preference 

assessment usually function as reinforcers (Curiel, Curiel, & Poling, 2021; 

Hagopian, Rush, Lewin, & Long, 2001; Kang et al., 2013; Kodak, Fisher, 

Kelley, & Kisamore, 2009; Lanner, Nichols, Field, Hanson, & Zane, 2010; 

Piazza, Fisher, Hagopian, Bowman, & Toole, 1996).

Another use of preference assessments is measuring social validity. When 

clients cannot verbally express preferences for interventions, therapists, work 

sites, or living arrangements, they may be given choices of these items and 

situations. This is a more objective and reliable method of assessing social 

validity (observing selection behaviors) compared to responding to ques-

tionnaires and interviews (verbal report). Providing choices is particularly 

important when helping clients plan for the transition from school to adult 

life to ensure they are involved in selecting vocational tasks, leisure items, 

social situations, and living arrangements. In this chapter, we describe using 

Fig.  1 Preference assessment decision chart (https://www.appliedbehavioranalysis.

com/preference-assessments/).
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ethical principles or standards (e.g., BACB Code Principle #4; Standards 
2.01, 2.13, and 2.15). In Fig. 3, and below, we describe a behavioral sys-
tem designed to reduce the occurrence of adverse events in behavioral 
 treatment, which would in theory reduce the likelihood of any adverse 
effects resulting from those treatments.

Fig. 3 assumes that an adverse event has been identified through sys-
tematic monitoring for those events. Is a less coercive intervention available 
for implementation? is an example of the first question a provider may ask. 
If the answer is yes, then the provider may choose to implement that less 
coercive intervention and continue to monitor for adverse events. Of 
course, it would be important that provider has the appropriate knowledge, 
skills, and abilities to implement that alternative intervention, and uses the 
 decision-making process of evidence-based practice while doing so (see 
Slocum et al., 2014).

If a less coercive intervention is not available, then Fig. 3 recommends 
the provider seek consultation from an expert. Obtaining expert advice oc-
curs for a few reasons. It is often recommended that providers seek the input 
of experts to help them evaluate their behavioral interventions (Brodhead, 
Quigley, & Cox, 2018) and seeking advice from a trusted colleague is com-
monplace in ethical evaluation (Bailey & Burch, 2022). The expert may be 
able to inform the provider of alternative routes to treatment that provider 
may not have considered. For example, instead of using time out to reduce 
the frequency of disruptive mealtime behavior, the expert may advise the 

Fig.  3 Example of a behavioral system for reducing adverse events in behavioral 
treatment.


