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Re: Submission to HPRAC regarding Applied Behaviour Analysis (ABA)
Thank you for the opportunity to meet with you recently and to comment in writing on this
important issue. I am a Clinical Psychologist and Board Certified Behaviour Analyst and Full
Professor at York University in the Department of Psychology. I worked for 28 years at TREADD (Treatment, Research, and Education for Autism and Developmental Disorders) at
Thistletown Regional Centre, an MCYS directly operated facility for children, youth, and
adults with severe autism. I was involved in the design of the original Intensive Behavioural
Intervention (IBI) Program for young children with autism in 1999-2000. Subsequently, I
have been involved in related consultation, committees, legal proceedings, and so on, and
my colleagues and I have conducted a number of research studies on the program. I am
not directly involved in any official capacity currently and do not work for any of the public
or private service providers. I am a member of the Ontario Association on Behaviour
Analysis (ONTABA). I served on the committee that drafted the recent Evidence-based
Practices for ASD document and I currently serve on the Jurisprudence Committee.

1. Does ABA pose a risk of harm to clients?
In my opinion, ABA is potentially harmful, as much or more so than the activities of other RHPA registered
professionals. ABA is practiced in many different settings and is effective with anyone who is learning
new behaviours/skills or needs to change their behaviour. It is, however, used most frequently with
clients/patients/students who are among the most vulnerable in our society (e.g., children with autism,
people with developmental and/or psychiatric disabilities, the elderly, and the incarcerated). There are
two different kinds of harm to consider.
(Mis) Treatment of Problem Behaviour. Although most of what ABA practitioners do is focused on
teaching and enhancing skills, part of the field does involve treating problem behaviours such as
aggressive and destructive behaviour and self-injury. Such behaviours could occur in adults with head
injuries in a day program, youth with autism in school, adults with developmental disabilities in group
homes, elderly patients in an Alzheimer's ward, or psychiatric inpatients with severe mental health
conditions. These behaviours can be extremely dangerous to the individual, family members, and others
in the environment. ABA includes a sophisticated way of assessing (using indirect and direct functionbased assessment methods) and treating these behaviours. Although a mainstay of such treatment
involves teaching the person alternative behaviours to achieve the same function, intrusive procedures,
such as physical restraint, are occasionally necessary. These carry significant risk of physical injury to the
client/patient/student as well as to others. If these procedures are not carried out with proper ethical
safeguards by skilled, well-trained and well-supervised staff, significant harm can result. I personally
know of cases involving: a broken arm, loss of an eye, head trauma, and death during a prone restraint, as
well as numerous examples of parents and staff members being hospitalized with injuries. Although
these types of harm may happen even when the overseeing behaviour analyst is competent, they are
obviously much more of a risk when the person is less qualified, less experienced, or less technically
competent.
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Harm from Lost Opportunity for Development. Another type of harm is more indirect. Similar to the
distinction between abuse and neglect, there is significant risk associated with children not receiving ABA
treatment known to be of benefit to them. Not receiving effective treatment, to use a medical analogy, is
likely to result in the condition getting worse. Clients/patients receiving ABA services are unlikely to
improve without treatment. In the case of autism in particular, the likelihood of children completing
school, getting a job, and living independently as adults is small (12% in one often cited study, Howlin et
al., 2004). This may be beginning to change since there has been greater availability of early behavioural
intervention. This lost opportunity argument is most dramatic in reference to Early Intensive Behavioural
Intervention for young children with autism, which can offset the need for specialized services and save
substantially in both economic (e.g., Peters-Scheffer et al., 2012) and human terms. However, the
principle applies to all the populations for whom ABA is effective. Take, for example, an 8-year-old girl
with a genetic syndrome involving physical and intellectual disabilities living in a group home. She may be
nonverbal and have no formal communication system. If she is taught , using ABA techniques,
communication skills like asking for food or other things, getting help or attention, she may progress,
albeit slowly. If she is never taught those skills, she may become more passive and dependent and not
progress at all. Furthermore, she may well become discouraged and frustrated with not being able to get
her basic needs met. This could lead the child to grab things, act up to get attention, and hurt herself.
Over time this can lead to a very maladaptive and unfortunate situation of harm to the child and perhaps
other people around her. The Ombudsman's 2016 report, "Nowhere to Turn", detailing some of the
tragedies in the developmental services system, provides additional examples in which good ABA
treatment could likely have prevented substantial harm to Ontarians with disabilities.
2. Who can provide ABA interventions?
Since there is currently no regulation, certification, or required oversight mechanism, anyone with any
qualifications, or no qualifications whatsoever, could say they are providing ABA. This is a seriously
problematic situation, given the risk of harm. There should be clarity, for the sake of public protection,
about who is qualified enough to supervise and to deliver ABA treatment. There are some guidelines that
HPRAC might consider regarding what qualifications are advisable for ABA practitioners to have.
Internationally, the standard for those providing or supervising ABA programs (for clients/patients in any
population or setting) is the Behavior Analyst Certification Board (BACB) certification. The ONTABA
Report, Evidence-based Practices for ASD, includes a review of several Practice Guidelines and these
include specific recommendations for the qualifications of certification with the BACB as well as specific
autism knowledge and experience. The organization has also drafted guidelines for Clinical Supervisors
which have, I believe, been shared with you already.
3. Does ABA require some form of oversight?
Given that Behaviour Analysis is a definable profession and does carry significant risk of harm if done by
improperly qualified people, I would strongly advise that ABA requires some form of oversight. There are
several possible mechanisms for doing so.
Voluntary certification. Presently there are hundreds of ABA practitioners in Ontario who have chosen,
voluntarily, to become certified with the Behaviour Analyst Certification Board (BACB). Some employers,
especially in the ASD service system are requiring or preferring employees, in clinical supervisory positions
at least, to have such certification. In other sectors, this certification is less well known I believe. The
process is quite rigorous (www.bcba.com), involving typically an MA in ABA or equivalent coursework,
supervised practice, a standardized exam, and regular continuing education. Although laudable for these
professionals to undergo this process, this situation provides no protection to the public, per se, in that
these individuals are not accountable to a body with disciplinary jurisdiction in Ontario. More
importantly, there are many others practising ABA, or claiming to, who have not undergone this level of
training and certification.
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Approved roster for funding. Particular government programs like the Ontario Autism Program, or
others, could simply collate a list of ABA practitioners who are vetted in some way and approved to
receive government funding to provide services through that funding mechanism. Such as scheme would
only be as good as the criteria used to approve people for the roster and would, of course, provide a
degree of protection only for individuals in that particular service and would exclude ABA practitioners
working in other sectors. It would not allow a person with certain credentials to use a title if working in
different sectors. The actual degree of protection is also unclear to me. It seems unlikely that such a
roster process would have disciplinary authority.
Title protection act. Legislation that specifies certain title protection and specifies the scope of practice of
Behavior Analysts is another option. It provides some degree of public protection and clarification for
informed consumers about who is and is not a Behaviour Analyst or whatever title is deemed to be
protected, and reflects a step towards becoming a self -regulating profession but does not provide the full
authority to process complaints and discipline or prosecute people using the title inappropriately.
Regulation/licensure within RHPA. A College would be the most preferred option, in my opinion, in
terms of public protection, disciplinary authority, scope of practice, and title protection. Specifically, I
would prefer this to be within the RHPA umbrella, rather than as a separate entity like the College of
Teachers or College of Social Workers. Behavior analysts may work in a variety of settings (hospitals,
group homes, schools, private clinics, children’s treatment agencies, family homes, mental health
agencies, nursing homes, correctional facilities, etc.). Their work can be considered treatment,
intervention, therapy, instruction, skills coaching, and so on. I believe this work should be considered
healthcare treatment and is properly regulated under the RHPA. An independent College of Behaviour
Analysts would be ideal but I also think that a partnership arrangement with an existing College could be
negotiated that would serve the public protection agenda as well.
Behaviour Analysts are now licensed or regulated in more than half the US states. In my opinion, it would
be harmful to vulnerable populations in Ontario for the government not to regulate ABA.
Thank you again for the opportunity to comment on this important issue.
Sincerely,

Adrienne Perry, Ph.D., C. Psych., BCBA-D
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By E-mail: hpracsubmissions@ontario.ca
December 8, 2017
Mr. Thomas Corcoran, Chair
Health Professions Regulatory Advisory Council
56 Wellesley Street West
12th Floor
Toronto ON M5S 2S3
Dear Mr. Corcoran:
Re: Submission to the Health Professions Regulatory Advisory Council (HPRAC)
regarding Applied Behaviour Analysis
The College of Occupational Therapists of Ontario welcomes the opportunity to provide input to
HPRAC to inform its advice to the Minister of Health and Long-Term Care regarding Applied
Behaviour Analysis (ABA), its risks, and possible need for oversight in Ontario.
We understand ABA to be a behavourial intervention used to affect positive social and
functional changes for individuals. In Ontario, this intervention is frequently used with children,
adolescents and adults diagnosed with autism, or autism spectrum disorder.
Occupational therapists who work with people with autism may work collaboratively with
members of the intervention team who could be performing ABA.
The College, as the regulatory body for occupational therapists, can comment on regulatory
issues. However, the College is not able to speak about the evidence, leading practices, or risks
of this intervention.
Risk of Harm
Risk of harm is inherent in any intervention that involves vulnerable populations, particularly
children and those who cannot speak for themselves. There may be increased risk in
environments where there is limited to no collaboration with team members or a lack of
organizational oversight to hold providers accountable. If a professional lacks the knowledge,
skill and judgement to effectively deliver ABA, there is a risk the client will not achieve the
expected outcomes of the intervention, significantly impacting a client’s functional abilities and
quality of life, now and in the future.
Who Can Provide ABA Interventions
Individuals with a variety of backgrounds may be able to learn and apply ABA interventions
successfully. The College recommends minimum requirements for education, competence and
experience be clearly defined.
Given the intensive nature of the intervention and the client investment of both time and money,
it is important to ensure anyone providing ABA is qualified and accountable.

20 Bay St, Suite 900, PO Box 78, Toronto, ON M5J 2N8

T 416.214.1177 • 1.800.890.6570 F 416.214.1173
www.coto.org

Oversight
The College recognizes the importance of oversight for individuals responsible for providing
interventions with vulnerable populations. This oversight should start with clear expectations for
training, competence and experience, and focus first on those individuals providing ABA
independently or supervising others.
As with any intervention, it is important to understand the competencies required to deliver an
intervention safely, effectively and ethically. If there is a minimum level of training, experience or
competencies essential for a provider to successfully implement ABA, ensuring providers meet
these requirements would be an important public protection measure. At present, it appears that
ABA providers have varying levels of training and experience and there is a differentiation
between those who are qualified to practice autonomously or provide supervision from those
ABA providers who practice under the supervision or direction of others. In circumstances
where supervision is provided by a qualified practitioner, there may be sufficient protection in
assigning accountability for the overall ABA service delivery to the supervisor.
The College appreciates there is a certification process available from an international certifying
agency, however, the College notes that the province of Ontario has no jurisdiction over the
certifying agency. If, in the future, there is a requirement for ABA providers to be certified or to
have their qualifications verified in the interest of public protection, an agency with accountability
in Ontario may be required.
To support access to high quality services, the public may benefit from a mechanism, such as
an approved provider list, to identify ABA providers who have achieved the minimum
qualifications to practice ABA safely and effectively. Such a list could ensure conduct
information is available to help the public make decisions about their care provider.
To avoid duplication of service, consideration could be given to existing oversight mechanisms
to determine if the functions of public reporting of qualification verification and conduct for ABA
providers could be incorporated under an existing regulatory scheme.
Thank you for the opportunity to participate in the consultation and provide these comments.
Yours sincerely,

Elinor Larney MHSc, OT Reg. (Ont.)
Registrar, College of Occupational Therapists of Ontario
cc Ms. Jane Cox, President, College of Occupational Therapists of Ontario
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THE COLLEGE OF PSYCHOLOGISTS OF ONTARIO
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By E-mail: hpracsubmissions@ontario.ca
December 8, 2017
Mr. Thomas Corcoran, Chair
Health Professions Regulatory Advisory Council
56 Wellesley Street West
12th Floor
Toronto, ON M5S 2S3
Dear Mr. Corcoran:
Re: Submission to the Health Professions Regulatory Advisory Council regarding Applied
Behavioural Analysis (ABA)
The College of Psychologists of Ontario welcomes the opportunity to make a submission in response to
the questions posed in the letter of October 17, 2017 regarding Applied Behavioural Analysis (ABA). I
believe you will find this response to be consistent with the information shared with you during our
meeting yesterday as well as providing some additional or elaborated comments.
The College of Psychologists is the regulatory body for the profession of Psychology in Ontario. As
such, the College regulates the registration of, and services provided by, Psychologists and Psychological
Associates. Our members work in hospitals, school boards, universities, agencies, correctional services,
clinics and in private practice, and provide a variety of psychological services to clients of all ages and
backgrounds. There are currently about 3755 Psychologists and 484 Psychological Associates actively
providing services in Ontario.
Given the statutory role of the College as a regulatory body, the College is not able to directly address the
questions posed in your letter related to the risk of harm of applied behavioural analysis. These questions
would be more appropriately directed to individuals and groups working directly in the field; a number of
whom are registered with the College of Psychologists. Having said that however, a review of
information obtained from subject matter experts suggests that harm can result from both the improper or
misapplication of applied behavioural analysis treatment and from the omission of such treatment when it
is warranted. It is also understood that such services are generally provided to vulnerable individuals,
further highlighting the potential for harm.
The Council of the College of Psychologists has discussed the potential regulation of applied behavioural
analysis with a scope of practice and title reflective of the expertise of this profession. The Council
believes, as applied behavioural analysis is based on psychological principles and intervention methods,
such oversight would fit within the College’s public protection mandate. Should ABA regulation
proceed in Ontario, the Council of the College of Psychologists is prepared to undertake this process
within its governance structure. The Council also appreciates that there are currently many well trained
and experienced professionals working in the field and a well developed and organized professional
association with whom the College should and would collaborate.

L. Eulette, Ph.D., C.Psych., President
R. Berman, Ph.D., C.Psych., Vice President

D. Cotton, Ph.D., C.Psych.
C. DiZazzo, M.Ps.,
C.Psych.Assoc.
M. Grand, Ph.D., C.Psych.
M. Keyes, Ph.D., C.Psych.
E. Levin, Ph.D., C.Psych.

D. Milovan, Ph.D., C.Psych.
P. Minnes, Ph.D., C.Psych.
G. Webster, M.Ed., C.Psych.Assoc., non-voting
K. Bisbee
J. Cohen

D. Delamere
J. M. Hayat
E. Hussain
D. McNichol
C. Richman
E. Teitelbaum

Rick Morris, Ph.D., C.Psych., Registrar/Executive Director
Barry Gang, MBA, Dip.C.S., C.Psych.Assoc., Deputy
Registrar/Director, Professional Affairs

~ Regulating Psychologists and Psychological Associates ~

In discussing potential regulation, the Council recognizes there are many questions to be considered in
developing an appropriate oversight mechanism; the details of which would require further study as well
as fulsome discussion with the ABA community. Areas requiring further detailed review and
consideration would include, but are not limited to:










The nature of regulation required and the relationship with the College ranging from full membership
to a registry administered by the College;
The requirements needed for registration. The Council is aware that there is currently a certification
process through the international Behavior Analyst Certification Board (BACB). As yet, this
certification process has not been reviewed nor has there been the opportunity to discuss its efficacy
with the ABA community.
The need for, and or benefits of, title protection; clarification a scope of practice, and/or the need to
consider a “holding out as qualified” restriction
It is understood that there are many individuals involved in the provision of ABA services including
those who provide direct service to clients and those whose roles include clinical supervision of
services offered. Consideration needs to be given to whether all providers should be included in
some form of a regulatory schema or only those qualified to supervise these services. The College
already has rigorous supervision expectations for members and how these might apply to the delivery
of ABA would require study.
Regulation would require the development/adoption of appropriate standards of practice and a
mechanism to review concerns raised regarding practitioners. While the College has Standards of
Professional Conduct to which Psychologists and Psychological Associates must adhere, it is
understood that standards also currently exist Applied Behavioural Analysts. The current ABA
standards have not been reviewed and there have been no discussions with the ABA community
regarding these.
In addition to considering the regulation of individuals involved in ABA, the
Council appreciates that there would need to be appropriate involvement of the ABA community in
the governance of the profession. This could include consideration of representation on the College
Council, as well as extensive involvement and discussion in registration, standards setting,
adjudication of complaints, quality assurance and continuing professional development requirements.

The Council recognizes that there are many individuals, with varying levels of education, training and
skill who provide ABA services in a variety of settings and with a variety of clients. It is recognized that
regardless of the regulatory scheme developed, a well-planned transition period will be necessary which
considers, and mitigates, the potential impact of regulation on the clients, service providers and
employers across many sectors.
Thank you for the opportunity to provide these comments.

Rick Morris, Ph.D., C.Psych.
Registrar & Executive Director
cc: Dr. Lynette Eulette, President
College of Psychologists of Ontario
Submission to HPRAC Regarding the Regulation of Applied Behavioural Analysis
December 8, 2017
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Health Professions Regulatory Advisory Council
56 Wellesley St W.,
12th Floor
Toronto, Ontario, Canada
M5S 2S3
December 11th, 2017
Dear Mr. Corcoran, Mr. Roman, & Council Members,
On behalf of the Ontario Association for Behaviour Analysis (ONTABA), we would like to thank
you for the opportunity to provide information for the council’s investigation on the risk of harm
from activities associated with, and range of oversight options for, applied behaviour analysis
(ABA) in Ontario.
The practice of ABA includes highly specialized treatment approaches based on years of
empirical evidence from the science of behaviour analysis. Delivery of ABA assessment and
treatment requires specific education, supervised experience, and demonstrated competencies.
ABA programming should be overseen by qualified behaviour analysts. Currently the only way
to distinguish those with specialized training is a voluntary certification process administered
through the Behavior Analyst Certification Board, Inc.® (BACB®). The BACB® certifies
individuals at various levels of education and training (i.e., Registered Behavior TechnicianTM
(RBT®), Board Certified Assistant Behavior Analyst® (BCaBA®), Board Certified Behavior
Analysts® (BCBA®) or Board Certified Behavior Analysts-DoctoralTM (BCBA-D™). The BACB®
does not serve as a regulatory body, however is recognized as part of the requirements for
licensure/regulation in many other jurisdictions. ABA offers scientifically-proven, safe and
effective assessment and intervention, when administered by qualified and experienced
professionals. However, when administered by poorly trained, unqualified individuals, the
effectiveness and safety are reduced, posing serious health and safety risks to the public. We
believe that regulation is in the public interest. We offer the following supporting content for the
committee’s consideration.
1. Based on your experiences, do activities or aspects of ABA intervention pose a risk
of harm to clients? If so,
a) What are these activities or aspects?
There are several activities related to ABA services that pose a risk of harm to clients. First,
individuals who lack competency in behaviour analytic principles and procedures can create or
exacerbate challenging behaviours, and/or implement interventions that are ineffective or
harmful. For example, harm could come in the form of inappropriate procedures applied to teach
skills or manage challenging behaviour (e.g., providing an intervention that does not address the
function of the behaviour, or why it is occurring, can strengthen the behaviour). Therefore, ABA
procedures that are applied without appropriate training in behavioural assessment are
precarious.
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Second, harm could come from the omission of the appropriate procedures to teach skills or
treat challenging behaviour, as demonstrated by the following examples:
1. Failing to use an evidence-based approach in teaching communication to a non-verbal
client could lead to exploitation or false accusations as demonstrated by Facilitated
Communication (Association for Science in Autism Treatment).
2. Failing to provide the appropriate type, intensity, or duration of programming could lead
to the critical loss of opportunities to develop important skills within developmentally
sensitive time periods (e.g., missed critical sensitive periods for development, such as
early childhood).
3. Failing to use most effective, least intrusive, generalizable/maintainable procedures for
adults with developmental disabilities can prevent individuals from independently
functioning within community settings, possibly infringing on individual rights.
Omission of appropriate procedures may also result in lack of progress in skill development,
potential increases in challenging behaviour, which could result in the person being placed in a
more restrictive environment and increased use of more intrusive procedures.
Finally, although behaviour analysts who elect to certify with the BACB® are bound to abide by
relevant legislation, as defined in the Professional and Ethical Compliance Code for Behavior
Analysts (BACB®, 2017), there is currently no mechanism to assess the knowledge of, and
compliance with, Ontario-specific legislation related to the delivery of health care services in
Ontario. This causes an inherent risk in that client’s may not be made aware of their rights
regarding consent, privacy, confidentiality, treatment decision making, and access to treatment
records. Provincial regulation, in which professionals are required to demonstrate jurisprudence
competencies, ongoing professional development, and continued behaviour analytic
competence activities would help to address this risk and increase accountability to clients.
Even with appropriate training and experience, some specific examples of high-risk areas of
ABA practice might include:
1. Poorly or incompetently managed interventions may result in teaching/reinforcing
challenging behaviours they are supposed to reduce.
2. Some behavioural assessments (e.g., functional analyses) may temporarily evoke and
reinforce dangerous behaviour in order to confirm the function to inform treatment, and
therefore require careful planning and specialized training in behaviour reduction.
3. Emotional side effects of extinction procedures (i.e., discontinuing reinforcement that
was previously available, including withdrawal of attention, blocking access to
items/activities) can result in rapid increases in the frequency, intensity, and variability of
challenging behaviours such as aggression or self-injury. Although a component central
to many behavioural treatments, these procedures require specific training to implement
correctly.
4. Emotional side effects of behaviour reduction procedures (e.g., reprimand, time-out,
overcorrection) could include anxiety, avoidance of and/or aggression toward the
individual delivering the procedure.
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5. Procedures such as planned restraint or the inappropriate use of unpleasant substances
in response to severe challenging behaviour may cause negative side-effects and
physical harm. Additionally, individuals may engage in challenging behaviour in
environments where these interventions are not in place.
6. Behaviour analysts sometimes contribute to the development, implementation, and
monitoring of crisis plans that involve restraint, seclusion, and chemical sedation (PRNs)
as part of interdisciplinary teams. A recent study found that approximately 40% of adults
with developmental disabilities are prescribed antipsychotic medications in Ontario,
although 60% of those do not have a psychiatric diagnosis. Behaviour analysts who
contribute to these plans require specific training within their scope of practice.
There may be both short- and long-term risks of harm in many of the above scenarios. For
example, poorly selected and implemented interventions may not effectively build skills and may
increase problem behaviour. Obviously this is harmful in the short-term, but there are also
significant negative long-term implications. These may include the use of more restrictive
procedures (if less restrictive procedures were inaccurately deemed to be ineffective) and/or
placement in more restrictive settings, with fewer opportunities for learning and social
integration. Additional long-term implications include the potential loss of services or funding
due to perceived “treatment failure” or “lack of response to treatment”. These examples provide
support for increasing standards for the practice of ABA in Ontario.
b)

Are some groups of ABA clients more at risk of harm than others?

Although the question of regulation was prompted by the Minister of Children and Youth
Services in relation to the Ontario Autism Program, it is of paramount importance to note that
behaviour analysts work with diverse populations across the lifespan (e.g., neurotypical,
geriatric, acquired brain injury, mental health, etc.). Regulation should be applied universally
across sectors to ensure that protection is in place for all recipients of behaviour analytic
services.
The risk of harm due to poorly implemented and/or supervised behaviour analytic interventions
is the same across populations and service settings. Certainly, there are relative differences in
the occurrence of high-risk behaviours and the use of more intrusive procedures. However, risk
of harm, as described above, is universal.
Behaviour analysts are often called upon to deal with very challenging behaviours (e.g.,
aggression, self-injury, inappropriate sexual behaviours) that constitute a risk of harm not only to
the client, but also to those in the environment who interact with the client. These challenging
behaviours are not specific to one group of recipients of ABA services. Behaviour analysts also
work frequently with vulnerable populations that may not be able to consistently or effectively
communicate their wishes (e.g., individuals with ASD, intellectual disabilities, individuals with
dementia, individuals with mental health concerns, etc.), and are therefore at an increased risk
of harm and abuse. Again, these concerns are present across a variety of age ranges,
diagnostic categories, and service sectors.
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Some recent examples of harm done by non-regulated behavioural practitioners or unqualified
individuals attempting to implement behaviour management procedures:
1. Instructor therapist is reportedly rough with child in Quebec during therapy (jurisdiction
unregulated for behaviour analysis):
http://www.cbc.ca/news/canada/montreal/aba-therapy-hidden-camera-1.3597575
2. Eleven-year-old boy with autism suffocates to death in Quebec after being wrapped in a
weighted blanket as “punishment” for disruptive behaviour.
https://www.thestar.com/news/canada/2008/06/20/blanket_suffocates_autistic_boy_in_q
uebec.html
3. Girl, 13, dies during restraint at Brampton group home
http://www.ont-autism.uoguelph.ca/jobin-inquest.html
4. Woman employed as behaviour analyst charged with autistic toddler’s death in Idaho
(jurisdiction unregulated for behaviour analysts)
https://www.leagle.com/decision/inidco20090409173
5. Behaviour Analyst allegedly allows woman to strike her head on concrete floor 120 times
during functional analysis in Kentucky in 2009 (Kentucky adopted legislation to regulate
behaviour analysts in 2010).
http://migration.kentucky.gov/Newsroom/ag/OLOPindictment.htm
2. Who can provide ABA interventions (e.g., minimum education, training, experience
and certification requirements)?
It is ONTABA’s position that individuals with the appropriate academic training in behavioural
principles, methods of assessment and treatment, research methodology, professional ethics,
as well as practical experience with demonstrated competencies (ABAI, 1989); and/or
education, training, and experience that is consistent with the standards set forth by the BACB®
can provide ABA interventions. The requirements to become certified by the BACB® are similar
to the credentialing requirements of other health professions, which also require practitioners to
practice within the ethical guidelines set forth by their governing body (see sample clinical
supervisor recommendations here: ONTABA, 2017).
Currently in Ontario, behaviour analysts go by many names: Rehabilitation Counsellor, ABA
Facilitator, Community Consultant, Transition Coordinator, ASD Consultant, Behavioural EA,
Behaviour Consultant, Behaviour Interventionist, Behaviour Support Specialist, Behaviour
Therapist, Rehabilitation Service Worker, Early Interventionist, Behavioural
Technician/Technologist, Behaviour Analyst, Adolescent Care Worker, Developmental worker.
As the credentials, training, and education of those practicing are extremely variable, it is
challenging for service users to identify adequately-qualified providers.
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Although lack of public regulation and considerable variability in professional titles make an
accurate estimation challenging, it is safe to assume that there are far more individuals
providing ABA services in Ontario than the approximately 650 professionals currently certified
by the BACB®. Some indicators of the number of individuals practicing ABA in Ontario include:
●
●
●
●
●
●
●

●

ONTABA has more than 1000 members;
there are more than 350 publicly funded agencies serving more than 42,000 adults with
developmental disabilities across the province;
there are more than 80 sites classified as Schedule-1 hospital facilities under the Mental
Health Act in Ontario;
there are more than 4500 elementary and secondary schools with more than 340,000
students identified as exceptional or receiving special education programs in Ontario;
more than 30 correctional facilities;
there are in excess of 250 organizations listed as behaviour analytic service providers on
the Autism Ontario Abacus website;
Behaviour Supports Ontario, an organization dedicated to providing behavioural
supports to seniors with challenging behaviour, received more than 33,500 referrals from
long-term care facilities and community settings during the 2016/2017 fiscal year; and
as behaviour analysts often work in a tiered service delivery model, it is likely that there
are multiple individuals working as behavioural “technicians” or “implementers” under
many senior level behaviour analysts. In the provision of services for children and youth
with autism for example, it is not rare for a master’s level clinician to supervise the
practice of 10-20 front-line practitioners.

It is likely that professionals providing ABA services in Ontario number in the thousands.
Therefore, quality and safety of service provision, consumer protection, alleviation of consumer
confusion, should be prioritized.
3. In your view, should an oversight mechanism of ABA providers be implemented in
Ontario? If such an oversight mechanism were implemented, should it deal only with
those providers who provide supervision who may, or may not, be certified, or should it
also include those actually delivering ABA intervention directly with clients and
caregivers who may, or may not, be certified? If so, what type of oversight mechanisms
should be considered?
ONTABA believes that individuals who are qualified to provide and supervise behaviour analytic
services should be regulated in Ontario, and the requirements should align closely with the
standards set forth by the BACB® certification (i.e., BCBA®, BCBA-DTM, or BCaBA®).
These behaviour analysts should be competent in activities including, but not limited to the
following: providing supervision of ABA services delivered by front line staff, conducting
functional behavioural assessments (including functional analyses), training staff and other
mediators (e.g., caregivers) how to implement strategies, developing skill building and
behaviour reduction programming and recommendations, and/or providing direct consultative
5

services (i.e., sometimes including direct implementation of services) to clients and
stakeholders. Individuals who do not have the education, supervised practice, and
competencies outlined should be supervised by those who do.
Given the highly specialized procedures and the scope of ABA services, there is inherent risk of
harm for individuals across populations and the lifespan. ONTABA supports full autonomous
regulation of behaviour analysts as a mechanism of public protection in line with the findings of
the SEG report (MCYS, 2014), which recommended a Regulatory Body or College of Applied
Behaviour Analysis enabling Title Protection with Scope of Practice. Alternative regulation under
existing colleges or lesser degrees of regulation (program policy, registry) in our view, would not
ensure the appropriate level of public protection needed.
Thank you for the opportunity to participate in this consultation and to provide comments in
regards to the regulation of applied behaviour analysis in Ontario.
Sincerely,

Jennifer Cunningham M.ADS, BCBA
President
Ontario Association for Behaviour Analysis Inc. (ONTABA)
On Behalf of ONTABA Board of Directors
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December 8, 2017

Mr. Thomas Corcoran, Chair
Health Professions Regulatory Advisory Council
56 Wellesley Street West
12th Floor
Toronto, ON M5S 2S3

Dear Mr. Corcoran:
The Ontario College of Social worker and Social Service Workers (OCSWSSW)
welcomes the opportunity to make a submission in response to the questions posed in the
guidance questions circulated on December 1, 2017 regarding Applied Behaviour
Analysis (ABA).
With over 19,900 members, the OCSWSSW is the regulatory body for social workers and
social service workers in Ontario. Its mandate is to serve and protect the public interest
through self-regulation of the professions of social work and social service work.
1. Based on your experiences, do activities or aspects of ABA intervention pose
a risk of harm to clients? If so,
a. What are these activities or aspects?
b. Are some groups of ABA clients more at risk of harm than others?
c. Are some settings where ABA is provided more high risk than
others?
While we are unable to comment on the specific activities or aspects of ABA
intervention that may pose a risk of harm to clients, we would suggest that there is
an inherent risk of harm in the practice of ABA. ABA providers work with
vulnerable populations, including young children and the elderly, who may be
particularly at risk. We would suggest that to the degree that there is less oversight
or direct supervision of ABA practice, there is an even greater risk of harm to the
public.
2. Who can provide ABA interventions (e.g. minimum education, training,
experience and certification requirements)?
We are not in a position to comment on this in any detail, however we would
suggest that specified training, supervised experience, ongoing professional
development/learning, supervision and adherence to minimum standards of
practice would be important factors in determining if an individual was competent
to provide either direct services or clinical oversight.

3. In your view, should an oversight mechanism of ABA providers be
implemented in Ontario? If such an oversight mechanism were implemented,
should it deal only with those providers who provide supervision who may, or
may not, be certified, or should it also include those actually delivering ABA
intervention directly with clients and caregivers who may, or may not, be
certified? If so, what type of oversight mechanisms should be considered?
It is our understanding that ABA providers come from a variety of professional
backgrounds. A relatively small number of these would be eligible for registration
with the OCSWSSW or one of the other regulatory colleges in Ontario. Indeed,
we estimate that approximately 10% of OCSWSSW members currently provide
ABA as part of their practice or supervise those providing such interventions.
In our view, anyone providing services to vulnerable populations requires some
form of oversight in order to protect the public from harm. Professional selfregulation is an appropriate and tested model to achieve this. It may be that further
study is required to determine an appropriate model or approach to regulating
ABA providers in Ontario.
We hope that our comments are helpful and thank you for the opportunity to give input.
Sincerely,

Shelley Hale, RSSW, RSW
President
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December 28, 2017

Thomas Corcoran
Chair,
Health Professions Regulatory Advisory Council
56 Wellesley Street West, 12th Floor
Toronto, Ontario M5S 2S3
Delivered by email.

Dear Mr. Corcoran,
Submission to HPRAC Consultation on Applied Behavioural Analysis
The Ontario Society of Occupational Therapists (OSOT) is pleased to participate in the Health
Professions Regulatory Advisory Council’s consultation relating to the Minister’s referral about
Applied Behavioural Analysis (ABA). Occupational therapists work with clients who are
experiencing barriers to managing the occupations of their day to day life to assist them to gain,
maintain or regain skills and function or to adapt the activity or the environment in which it is
performed to enable participation. Participation in meaningful occupations – managing one’s
self care or the care of others, managing safely in one’s home, succeeding at work or school,
engaging socially and as an active member of one’s community – contribute to health and wellbeing.
Occupational therapists work with children, youth and adults with autism and their families in a
variety of settings – their home, school, clinics, etc., often as members of an interdisciplinary
team. As team members working with a child and family, occupational therapists have
opportunity to work with ABA practitioners.
The following comments have been developed in consultation with members who work
extensively with children and youth with autism and offer their expertise and clinical
perspective to your consultation.

1. Based on your experiences, do activities or aspects of ABA intervention pose a risk of
harm to clients? If so,
a) What are these activities or aspects?
There are risks of harm associated with ABA intervention.
• Two specific ABA strategies present with clear risk of harm.
o Application of aversive stimuli which is by intent unpleasant and may be
harmful.
o Inappropriate use of extinction procedures carries risks of harm to the
individual and others and may put an individual at risk of developing
behaviours that are less desirable and/or more difficult to change
Additionally, occupational therapists identify the following risks relating to the practice
of ABA;
• An ABA assessment of the function or behaviour that is inaccurate and
subsequently results in a behaviour intervention plan that is designed upon a
faulty hypothesis may lead to an increase in undesirable or harmful behaviour.
•

An ABA assessment of factors required for behaviour change focuses on
observable behaviours and environmental factors contributing and/or inhibiting
a desired behaviour. This focus can lead to developing a behaviour intervention
plan that does consider neurological, physical, motor or sensory factors that may
be contributing to behaviours. Focusing solely on the behaviour and
environmental factors, without understanding the neurological and/or
developmental factors underlying the behaviour, is concerning given current
evidence of the neurological differences in the brains of children with ASD and
other diagnoses. For example, differences within the cerebellum may affect the
praxis skills, motor coordination, core stability, in addition to the neurological
differences that impact sensory processing. Failing to consider factors beyond
observable behaviour and environmental factors can result in an increase in
undesirable or harmful behaviour.

•

Specifically when addressing feeding and swallowing, toileting and sleep, ABA
clinicians are most effective when embedded in an inter-disciplinary team, to
ensure that these areas are assessed from multiple perspectives prior to
developing a behaviour intervention plan to manage the manifested behaviours.
Failing to do so can result in an ineffective and potentially harmful behaviour
intervention plan.
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•

ABA views challenging behaviour as volitional and/or a lack of control on the
individual’s part. This predisposes the ABA clinician to consider compliance and
punishment. Understanding the neurological and/or developmental issues
underlying and contributing to the behaviour helps one see why the child is
struggling, beyond an assumption of intentional control on the part of the child.

•

In addition to being ineffective, a behaviour intervention plan that expects
compliance from a child who does not have the precursor skills to meet the
demands (e.g. gross/fine motor skills, core stability, ocular motor control,
sensory processing skills, self-regulation skills etc.),
o predisposes the child to high levels of stress, which is toxic to the
developing brain and compromises the child’s ability to learn.
o can create stress between the child and provider, and more importantly
between the child and parent who may be expected to follow through
with the ABA programming. The strain on the relationship between the
child and parent is particularly concerning as it interferes with the
attachment process, which is vital to the child’s social/emotional
development, self-regulation skills, and overall physical and mental wellbeing.

b) Are some groups of ABA clients more at risk of harm than others?
Yes,
• Clients with reduced ability to express their needs and interests including but not
limited to developmental disabilities, dual diagnosis, dementia, acquired brain
injury and others.
•

Clients with underlying feeding and swallowing issues, medical complications
and diagnosis including but not limited to severe constipation and encopresis,
cardiac pathologies, neurodevelopmental and neurobehavioral diagnoses
including prenatal exposure and FASD.

•

Younger children whose brains are developing quickly and the nervous systems
are relying on a positive, supportive relationship to develop regulation.
Additionally, young children are in the process of developing, and need to
develop, positive attachments with their primary caregiver.
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c) Are some settings where ABA is provided more high risk than others?
Yes,
• All settings are at risk in the absence of an inter-disciplinary team
• Community settings where there are several caregivers involved with an
individual are particularly vulnerable. Fidelity to ABA behaviour intervention
plans is key to success and consistency among multiple caregivers is easily
compromised with poor communication and misinterpretation among
caregivers.
2. Who can provide ABA interventions (e.g. minimum education, training, experience and
certification requirements)?
In the absence of Ontario specific credentialing, the use of the BCBA designation has
provided some security for the public when seeking services that include assessment and
program development. A BCBA credential requires completion of a graduate degree that
includes a specified number of hours of supervised practice of ABA assessments and
intervention. A review of the program Masters in Applied Disabilities Studies– Applied
Behaviour Analysis (MADS- ABA) at Brock University provides an overview of the education
and training required for application to write the certification exam BCBA.
3. In your view, should an oversight mechanism of ABA providers be implemented in
Ontario? If such an oversight mechanism were implemented, should it deal only with
those providers who provide supervision who may, or may not, be certified, or should it
also include those actually delivering ABA intervention directly with clients and caregivers
who may, or may not, be certified? If so, what type of oversight mechanisms should be
considered?
The evidence supporting the effectiveness of ABA and the increasing demand for behaviour
intervention to address behaviour change that leads to improvements in quality of life for
individuals who have difficulty acquiring or sustaining a variety of socially important
behaviours warrant closer scrutiny of this young profession.
Further, given the risks associated with providing ABA in the absence of an inter-disciplinary
team, and the intense frequency of their direct involvement, we believe an oversight
mechanism is essential and required in Ontario. Oversight should be in place for individuals
who provide assessments, develop intervention plans and assign implementation of
intervention plans to another individual.
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ABA intervention plans are dynamic in nature and are often carried out in isolated
environments homes, child cares, community settings where a practitioner is alone. This,
we believe, is significantly different that the very prescriptive IBI programs that have been
delivered in treatment sites/ facilities and that follow a prescribed item by item
administration under the direct supervision of a clinical supervisor.
Based on our understanding of ABA practices, we wonder if it won’t be increasingly difficult
to delegate intervention plans given that they are not prescriptive, linear or repetitive and
should require the interventionist to be consistently assessing and re-assessing intervention
and testing against the original behavioural hypothesis and function of behaviour as well as
determining the ability of the caregiver, and others in the child’s environments, to
understand and safely implement the intervention plan.
OSOT would strongly assert that the delivery of ABA services is best delivered as part of an
inter-disciplinary team approach that is able to look at other aspects of the client and family
to provide a thorough and wholistic assessment and intervention plan. At a minimum this
would include assessment of an occupational therapist and speech language pathologist
and regular consultation from these professionals during the intervention.
Thank you for the opportunity to participate in your review. Please do not hesitate to
contact me at 416-322-3011 should you have questions regarding our responses or seek
further input.
Sincerely,

Christie Brenchley
Executive Director

55 Eglinton Ave. E., Suite 210
Toronto, Ontario M4P 1G8
416-322-3011
osot@osot.on.ca www.osot.on.ca
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December 8, 2017

Health Professions Regulatory Advisory Council
Mr. Thomas Corcoran, Chair
56 Wellesley St W.,
12th Floor
Toronto ON
M5S 2S3
Sent by e-mail to: hpracsubmissions@ontario.ca.

Dear Mr. Corcoran and Health Professions Regulatory Advisory Council Members;
We wish to express our gratitude for selecting Regional Autism Providers of Ontario (RAPON) as a
stakeholder and providing us with this opportunity to inform your process in advising the Minister of
Health and Long-Term Care regarding risk of harm to the public posed by Applied Behaviour Analysis
(ABA) intervention.
Based on our experience for the past 17 years as regional providers of ABA services to children and
youth with Autism Spectrum Disorder in Ontario, including working with clients resembling the one in
the appended scenario, we contend that ABA intervention can pose a risk of serious harm to clients.
Serious harm may occur if the science of careful measurement of behaviour is not applied during
assessment, treatment, and the subsequent evaluation of treatment effects:






Direct assessment and intervention for clients with high-intensity challenging behaviours (e.g. pica,
sexual behaviour, self-injurious behaviour, aggression, property destruction) is especially high-risk
for those clients, their caregivers, and professionals, particularly when restraint or transportation
techniques are required during periods of immediate or imminent harm.
Conducting experimental functional assessments to assess challenging behaviour evokes the
behaviour under review, posing increased risk for the client and others, especially for high-intensity
challenging behaviours.
Incorrect assessment results could lead to the development of an ineffective treatment plan, or in
the worst case, a treatment plan that leads to increased challenging behaviour resulting in harm to
the client.
Decelerative treatment plans (to reduce behaviour) risk increased harm and require precise
measurement to determine the hypothesized function of why the behaviour occurs, which is
necessary to develop a function-based intervention.
…/2
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Without careful measurement of effective changes in behaviour, clients may experience delays in
acquiring desired skills, or not having their basic needs met, which presents a risk of setting the
occasion for challenging behaviours to occur. In the worst case, serious injury or death may occur.
Insufficient clinical and client knowledge of when to use/not use more intrusive procedures, such as
seclusion, can increase risk to the client. A professional needs to know when to treat/not treat and
how to treat, weighing the options and the associated risks. Interpreting and understanding other
assessments or factors, such as medical or psychological, is also required to minimize harm or risks.
Harm may occur if intervention is delivered that lacks treatment integrity, experience of
implementation, and supervision by qualified professionals.
Harm could come in the form of inappropriate (incorrect, omission, misapplication) of procedures
applied to teaching skills or managing challenging behaviour.
Harm could come from failing to provide the right type and quality of therapy, in sufficient dosage,
at the right time given the individual client profile. This could lead to the critical loss of opportunities
to develop important skills, some which occur within developmentally sensitive time periods (i.e.,
early childhood); the client or client’s family may believe the intervention was not effective when it
was actually untimely or of poor quality, and interventions may be provided that are inappropriate
or lacking in evidence given the client profile.
Harm could be done by individuals, either professionals or mediators, without appropriate
experience, training, and supervision. Examples of such harm include: inadvertently increasing
challenging behaviours, failing to teach adaptive skills, reducing the client’s ability to access
community events/services, relying on modifications to the client’s environment as the only
response to reducing maladaptive behaviour resulting in isolation of the client.
Harm can be done when practitioners do not stay with in their scope of practice or expertise,
including trying to learn new practices or to work with new populations without supervision.
Harm could come from the omission of the appropriate procedures to teach skills or treat
challenging behaviour (e.g. failing to use an evidence-based approach, teaching functional
replacement behaviour).
Harm could come from failing to use most effective, least intrusive, generalizable, and maintainable
procedures; if misapplied, intrusive procedures can cause short/long term physical and
psychological harm.
Without careful measurement that is validated, there is a risk of failing to identify needs that exist,
continuing to implement an ineffective or possibly harmful treatment, or stopping an effective
treatment.
There is the risk that family and caregivers may not be equipped with the behaviour management
skills necessary to deal with an “extinction burst” or a temporary escalation of behaviour that often
results as behaviour treatment begins. This occurs as individuals often resist giving up undesirable
behaviour that was previously reinforced. There is also the risk that skills will not generalize to
other environments and cannot be maintained in less contrived environments (i.e., more natural
environments) unless the intervention is designed to do so effectively.
Harm may occur when ABA techniques are applied without context or consideration of individual
circumstances and family factors.

…/3
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Risk is inherent when compliance to requests supersedes clinical judgement. Termination criteria
are essential; it is necessary to stop programs that are not effective in teaching desired skills.



Harm may occur if fading procedures are not systematically implemented and therefore the
individual becomes overly dependent on prompting and reinforcement that cannot be maintained
outside of the therapeutic context.
There is risk that professionals and clients may not be aware of client rights regarding consent,
privacy, confidentiality, treatment decision making, and access to treatment records.



Many populations served by ABA practitioners are at risk of serious harm:






Individuals who present with self-injurious and/or aggressive behaviours are at highest risk of harm
to self and others, including older individuals who are physically stronger than the professionals or
caregivers working with them.
Vulnerable populations who are unable to advocate effectively for themselves, care for themselves
(e.g., perform activities of daily living), or communicate to others should they be harmed are at
higher risk, including but not limited to those with Autism Spectrum Disorder, Intellectual or
Developmental Disabilities, Acquired Brain Injury, or mental health diagnoses (e.g., PTSD, Mood
Disorders, Anxiety Disorders, ADHD, ODD), as well as those who are non-vocal, medically fragile,
wards of the Children’s Aid Societies demonstrating behavioural issues, very young children whose
developmental windows for learning have a critical time frame, and older adults in long term care.
Individuals with multiple diagnoses and complex care needs are at high risk.
Families with complex needs, and families that are not able to follow mediator-based
recommendations are at risk.

It is noted that a diagnosis alone is not a unitary description relative to an individual’s changing profile of
abilities and clinical features, and therefore risk of harm is an informed clinical judgement.
Some settings where ABA is provided are more high risk than others:






Risk is determined by the provision of supervision titrated to the needs of the population being
served. Any setting where the implementers of the ABA services are not adequately supervised by a
qualified ABA practitioner leads to higher risk. The determination of qualification is based on
professional training and supervised experience with the population being served.
Rural and remote geographic locations where providers or clients are isolated increase the risk of
inadequate implementation and supervision. Distant/online supervision is not adequate; clients in
rural/remote areas have a right to the same standard of care, and provisions should be made to
support capacity-building in these areas.
Some settings, based on mandate or resource allocation, do not have or permit the proper
environmental arrangement to support ABA interventions (e.g., clients with elopement or requiring
secure isolation).
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Clients in the community and in their homes with untrained mediators isolated from support and
with limited/no on-site supervision, relying on unsafe management of challenging behaviors and
ineffective implementation of ABA-based strategies are at serious risk.



Children who would benefit from being in school and/or other more natural learning environments,
but are being withdrawn from those settings to receive ABA intervention in an environment that
may not best meet their current learning needs and does not allow for the opportunity to generalize
the skills learned are at risk.

Because of the risk of serious harm, RAPON advocates for a fulsome regulatory approach to oversight
of ABA service provision in Ontario:
We advocate that there be regulation of professionals who are engaged in supervising the delivery of
ABA services, with title protection, defined scope of practice, defined client population served, and
potentially controlled acts (e.g., functional analysis/assessment, use of intrusive procedures). A
mechanism will be needed for continuous quality assurance of regulated ABA professionals.
ABA professionals must have obtained the necessary prerequisite skills, received appropriate training
and supervision, and demonstrated specified levels of competence before beginning work with clients.
There should be requirements for breadth of knowledge and experience that supports the ability to
evaluate and discriminate between different conditions and treatment modalities, and to make clinical
judgements about behavioural interventions in the context of a client’s overall treatment and
management. Qualifications for professionals who supervise ABA services should be based on the
designations of the US-based Behavior Analyst Certification Board (i.e., BCBA or BCBA-D), or
Psychologists/Psychological Associates trained and experienced in the provision of ABA. The assessment,
design, and supervision of ABA requires at a minimum a Masters level of education in Applied Behaviour
Analysis or Psychology, and post-graduate supervised experience working with the target population for
at least 5 years. Education and certification alone are insufficient to supervise ABA; an additional 5
years of post-graduate supervised practice in the field aligns with recommendations by ONTABA and
requirements for MA level registrants with the College of Psychologists of Ontario. We recognize that a
period of re-training for those who have worked in the field of ABA for several years may need to be
considered in order to prevent disruption of ongoing ABA service provision across the province.
Individuals who directly implement ABA intervention require supervision by a regulated professional,
but do not themselves necessarily need to be regulated. The implementation of ABA requires varying
levels of education and experience depending on the population and environment being served, and
implementers will require varying levels of supervision based on the clinical needs and complexity of the
individuals being served. We advocate that there should be minimum requirements for education and
training of implementers, including education at the post-secondary level with ABA-specific coursework
and fieldwork comparable to that for the Behavior Analyst Certification Board’s Registered Behavior
Technician (RBT). We further recommend that compliance systems be in place for publically-funded
agencies and private practitioners to demonstrate adequate supervision and ongoing training of nonregulated ABA implementers.
…/5
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It is timely to move forward on regulating the practice of this evidence-based intervention in order to
ensure public safety and quality of care for Ontarians. Once again, we appreciate this opportunity and
remain available for further consultation.

Sincerely yours,

Tara Groves-Taylor
Chair, RAPON
On behalf of autism services at:
Children's Hospital of Eastern Ontario
Child & Community Resources
ErinoakKids Centre for Treatment and
Development
Grandview Children’s Centre
Hamilton Health Sciences Centre
Hands TheFamilyHealthNetwork.ca
Kerry's Place Autism Services

c. RAPON Leadership

Kinark Child and Family Services
One Kids Place
Pathways for Children and Youth
Tri-County Community Support Services
Thames Valley Children’s Centre
Surrey Place Centre

Scenario

Adam is 16 years old. For the last several years, he has left the imprint of his skull throughout his house, which is in a
constant state of needing repair. His mother has been hospitalized several times from Adam’s head-butting. She
does not understand why he does this and has seen many different professionals, including his doctor, a neurologist,
a psychiatrist, and a naturopath. The family has tried a host of treatments and remedies, as well as most of the
suggestions they have been offered. Reasons given to date to explain this behaviour are that he has a brain injury,
that he has an attention deficit disorder, that he is defiant, and that he is low in Vitamin B.
Behaviour analytic intervention was recommended, and through a functional behavioural assessment the behaviour
analyst determined that the function of Adam’s self-injurious head-butting behaviour was to remove unpleasant
events (particularly doors being open) and to obtain longer access to items that were removed from him. Although
diagnoses were made, nobody had ever provided an intervention targeted toward this behaviour. The behaviour
analyst developed a plan that involved teaching Adam to use a picture exchange system by selecting pictures from his
iPad to let people know what he wanted because he was unable to communicate vocally. The treatment team taught
him to ask for more time with an item and to tolerate being told that he had to give the item back. The team
collected data at home, at school, and when Adam was in the community. They demonstrated how his self-injury
was decreasing across time. They taught his parents, the school staff, and his siblings and peers how to implement
the interventions they had designed for him. After a few months, Adam’s self-injury was at 1 or 2 instances per
week, rather than the 300+ per day rate prior to behaviour analytic services.
Imagine what would have happened to Adam if this intervention was not done? What if it was done by someone
new to the field who had never implemented these sorts of assessments or designed such a function-based
intervention before? Would the outcomes have been the same for Adam and his family?

Thomas Corcoran
Chair
Health Professions Regulatory Advisory Council (HPRAC)
56 Wellesley Street West, 12th Floor
Toronto, ON M5S 2S3
December 12, 2017
Dear Mr. Corcoran,
Thank you for your letter of December 1, 2017 inviting the Registered Nurses' Association of
Ontario (RNAO) to provide feedback on Applied Behaviour Analysis (ABA) by December 12,
2017.
Due to the short timeframe related to this submission, RNAO is unable to provide a
comprehensive response informed by evidence from the academic literature and our expert
members working in a variety of sectors.
We cannot speak to the specific risk of harm by client population of ABA treatment, yet it would
appear that those living with neurocognitive disorders, autism spectrum disorder, attention deficit
hyperactivity disorder, and dementia are more at risk of harm due to their spectrum of disorder
and unpredictability when experiencing triggering events. Co-morbidity with other health mental
health issues, such as anxiety in individuals living with autism, can pose additional challenges
with emotional dysregulation.
Our initial impression is that oversight mechanisms of ABA would be helpful to prevent harm.
Appropriate to the practice setting, it would be important to identify treatment risk, variance,
goal identification, and measurement of desired outcomes.
If a decision is taken to regulate ABA, it would be critical that the nurse practitioners and
registered nurses who are already certified in ABA and/or experienced with the complexity and
volatility of behavioural management through their educational and clinical expertise have their
competency regulated by the College of Nurses (CNO). As with psychotherapy, ABA is another
potential modality that can benefit the public by those with the appropriate knowledge, skills,
and abilities to be competent.

Registered Nurses’ Association of Ontario
L’Association des infirmières et infirmiers autorisés de l’Ontario
158 Pearl Street, Toronto, ON M5H 1L3 ~ Ph. 416 599 1925 ~ Toll-free 1 800 268 7199 ~ Fax 416 599 1926 ~ www.RNAO.ca

In order not to duplicate the ongoing access issues with ABA as have been experienced with
psychotherapy, RNAO urges HPRAC and CNO to engage with RNAO and experienced nursing
clinicians as soon as possible in the process.

With thanks and warm regards,

Doris Grinspun, RN, MSN, PhD, LLD(hon), O.ONT
Chief Executive Officer, RNAO

cc: Anne Coghlan, ED and CEO - CNO

Registered Nurses’ Association of Ontario
L’Association des infirmières et infirmiers autorisés de l’Ontario
158 Pearl Street, Toronto, ON M5H 1L3 ~ Ph. 416 599 1925 ~ Toll-free 1 800 268 7199 ~ Fax 416 599 1926 ~ www.RNAO.ca

