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Abstract

Cox, Plavnick, and Brodhead (2020, “A Proposed Process for Risk Mitigation During the COVID-19 Pandemic”) published a
position statement in the emergency section of Behavior Analysis in Practice in response to the COVID-19 crisis. They argued
against a blanket interpretation that in-person applied behavior analysis services for all patients should continue during the
pandemic. They strongly argued that the risks of continued services are almost always prohibitive and that only in rare cases
would the continuation of in-person services be warranted. Colombo, Wallace, and Taylor (2020, “An Essential Service
Decisions Model for Applied Behavior Analytic Providers During Crisis”) soon thereafter published a response to the article
pointing out the potential dangers associated with the position of the article by Cox et al. They included a detailed decision model
to assist providers in making nuanced and informed data-based decisions that provide the opportunity to honor the ethical
responsibility for not abandoning patients. We echo the importance of the Colombo et al. response and add points of response
centered on balanced ethical decision making informed by compassionate family-centered care.
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Cox, Plavnick, and Brodhead (2020) published a position
statement in the emergency section of Behavior Analysis in
Practice in response to the COVID-19 crisis. The authors
offered a potential framework for practitioners to use when
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making clinical decisions based on the premise of reducing
the spread of COVID-19. They argued against a blanket inter-
pretation that in-person applied behavior analysis (ABA) ser-
vices for all clients should continue during the COVID-19
pandemic. We agree with the authors that decisions regarding
the nature, scope, and dosage of ABA services should be
made on an individual basis for each patient (our preferred
term for this article). Indeed, individualized plans for medical-
ly necessary ABA services are always necessary, regardless of
the circumstances. Although we appreciate the authors’ at-
tempt to rapidly disseminate guidance to behavior analysts
during this unprecedented time, we respectfully disagree with
several of the other points made by Cox et al. (2020). Given
the complexity of this practice issue, we are concerned about
the impact of the proposed decision-making model on the
long-term health and well-being of families and their children.
There are several family-focused considerations missing from
their risk analysis, and their strongly worded language can be
interpreted as overly advocating for the discontinuation of in-
person services, rather than being balanced toward the optimal
decision for an individual family, with input from that family.
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As noted by Cox et al. (2020), the currently available in-
formation will lead to changes in considerations, and they
invite colleagues to identify gaps in their logic to improve
upon the decision-making process. Colombo, Wallace, and
Taylor (2020) soon thereafter published a response to the ar-
ticle, pointing out the potential serious negative consequences
associated with the arguments of Cox et al. (2020). They in-
cluded a detailed decision model to assist providers in making
nuanced and informed data-based decisions that provide the
opportunity to honor the ethical responsibility for not
abandoning patients. We echo the importance of the
Colombo et al. (2020) response and heartily agree with many
of their points. We also have several additional points of re-
sponse centered on the importance of balanced ethical deci-
sion making informed by a compassionate and family-
centered approach to care.

Let us begin by reiterating support for Colombo et al. in
addressing several issues in the Cox et al. (2020) article. First,
Colombo et al. cogently illustrate the potential dangers asso-
ciated with questioning whether in-person ABA service pro-
viders are essential personnel (and by implication, whether
they are providing essential services). When the Patient
Protection and Affordable Care Act was signed into law in
2010, behavioral health treatment was specified as an essential
health benefit, and a majority of states include ABA specifi-
cally within the scope of essential health benefits. Prior to the
COVID-19 pandemic, ABA has been deemed an essential
health care treatment by the State of California Department
of Insurance (2011). In addition, several states have released
COVID-19 guidance from health care officials stating that
behavioral health providers are essential personnel during this
pandemic (Bowen, 2020). Neal Bowen, Director of the
Behavioral Health Services Division of New Mexico, states,
“It is more important than ever to continue to make available
the unique support, guidance, therapy, and direction, to all of
our neighbors, that Behavioral Health professionals are
trained to deliver” (p. 1). Colombo et al. (2020) accurately
describe the significant dangers associated with introducing
unnecessary doubt about whether ABA service providers
should be considered essential personnel. Rather than
questioning whether ABA providers are essential, we argue
that the relevant issue at hand is how to address the variables
influencing providers’ ability to safely provide continuity of
care for families using any type of service delivery modality,
including telehealth. We refer the reader to the Council of
Autism Service Providers’ (2020) recently published
Practice Parameters for Telehealth-Implementation of
Applied Behavior Analysis: Continuity of Care During the
COVID-19 Pandemic, which provides extensive guidance
for selecting appropriate models of telehealth and evaluating
the effects of the transition to telehealth, as well as to
Rodriguez (2020) for a matrix for assessing readiness and
appropriateness of various telehealth formats.

Our primary concern is that Cox et al.’s (2020) decision-
making model appears to take the approach of first
discontinuing care, then evaluating the parameters of care only
if requested through the following guidance: “If the client or
the client’s legal guardians have not requested for services to
continue, then services should stop until the COVID-19 pan-
demic subsides” (Cox et al., 2020, p. 9). High-quality ABA
service providers should never make the decision to discon-
tinue care without discussing it with the patient and the pa-
tient’s family first. It is possible that the authors assumed
providers had started with this conversation before beginning
the decision model. However, without giving explicit direc-
tion on the process of communicating with the patient’s family
first, the article can be interpreted as recommending that ser-
vices simply discontinue for families who did not already
spontaneously request the provider to not discontinue in the
past. If providers interpreted the article as recommending this
approach and the providers then took this approach, it would
add an unreasonable burden on the family to request services
to continue in any modality (i.c., in person or via telehealth),
rather than protect their right to have a reasonable continuity
of care for their loved one. As explicitly stated in our code, the
Professional and Ethical Compliance Code for Behavior
Analysts, behavior analysts act in the best interests of the client
and supervisee to avoid interruption or disruption of service. It
also states that behavior analysts make reasonable and timely
efforts for facilitating the continuation of behavior-analytic
services in the event of unplanned interruptions (e.g., due to
illness, impairment, unavailability, relocation, disruption of
funding, disaster; BACB, 2014, 2.15). Rather than making
the family request the first step in determining whether to
proceed with care, providers should first be asking zow they
can safely offer continuity of care using any of the available
modalities.

The recommendations and analysis of Cox et al. (2020)
would be improved by specifically recognizing the circum-
stances of families of children with autism and emphasizing
compassion for their potentially dire circumstances during this
crisis. Without the authors more explicitly acknowledging the
plight of families in their article, the following quote can be
interpreted as minimizing the involvement and independent
decision making of families in determining care options for
their child:

The blanket interpretation of ABA as an essential ser-
vice is a major concern if it results in ABA providers
continuing to provide in person services for all clients
they serve, or for all clients or ABA consumers who
request that services continue. (p. 5)

One could argue this verbiage connotes a traditional “ex-
pert model,” where the provider has the decision-making au-
thority, and the family must receive or even might be “forced”
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(p. 9) into receiving services for their children, and thus forced
into risk. Families are already in the position of having sought,
and often fought for, access to treatment services for their
child before ever coming into contact with their provider.
Thus, there is sufficient reason to believe that families should
have a voice in their access to behavioral health services. On
one hand, the first step in Cox et al.’s (2020) decision model
does refer to the family’s desire regarding in-person services.
On the other hand, the lack of direct discussion in the text of
the process of communicating with families deemphasizes the
importance of this critical ethical priority. When families de-
sire to continue with in-person care, it is imperative that prac-
titioners seek informed consent to continue treatment during
the pandemic. For many families, continued access to services
is critical; without robust educational services and a limited
ability to provide continuous care for their child, the long-term
prognosis may hinder overall outcomes and quality of life.

The authors seem to minimize the harm that could occur
with respect to the loss of treatment gains due to an extended
interruption of services, and do not speak to the literature on
optimizing learning outcomes for children with autism
(Eikeseth, Smith, Jahr, & Eldevik, 2007; Eldevik et al.,
2010; Howard, Stanislaw, Green, Sparkman, & Cohen,
2014). The critical time frame and recommended number of
hours are still important regardless of the pandemic. Cox et al.
(2020) seem to suggest that only individuals with severe prob-
lem behavior that would threaten their health, or the health of a
family member, would warrant the continuation of in-person
services. This recommendation stands in contrast to the
known importance of the development and maintenance of
functional communication and adaptive skills, as well as the
likelihood of regression in skills due to the interruption of
services. The authors acknowledge that their recommenda-
tions “may negatively affect the positive trajectories of indi-
viduals with ASD,” and this may lead the reader to interpret
the authors’ statement to be that the risk of skill regression is
minimal compared to the potential spread of COVID-19. The
authors go on to state that the “risk associated with all ABA
consumers must be accounted for on an on-going basis” (p.
14), with which we agree. With respect to this continual eval-
uation, shelter-in-place orders and phased reintroductions will
likely extend well beyond a temporary 3- to 6-week duration,
and researchers from Harvard estimated prolonged or inter-
mittent social distancing into 2022 (Kissler, Tedijanto,
Lipsitch, & Grad, 2020). Children who lost access to services
for even half of that time might be harmed by the delay in
treatment. This pandemic, and beyond, is an impetus to deter-
mine the method of treatment that is both safe for the patient
and the practitioner with all parties understanding the long-
term risks and benefits. In doing so, we suggest that no one
variable is more or less important than the other (i.e., regres-
sion vs. the spread of infection) as one strives to achieve an
ethical balance in decision making.

Beyond the risk of regression for the individual child, we
also must consider the family as a whole and the potential for
significant increases in mental health concerns for patients and
their families. Families who care for children with ASD expe-
rience higher levels of stress than those who care for children
with any other developmental disability, leading to increased
rates of mental and physical health concerns (Abbeduto et al.,
2004; Benson & Karlof, 2008; Bitsika & Sharpley, 2004;
Dunn, Burbine, Bowers, & Tantleff-Dunn, 2001; Estes
et al., 2009; Hayes & Watson, 2013; Karst & Van Hecke
2012; Khanna et al., 2011; Rao & Beidel, 2009). Moreover,
parental well-being has been found to strongly relate to child
behavior (Davis & Carter, 2008; Hastings, Daley, Burns, &
Beck, 2006; Lecavalier, 2006; Osborne et al., 2008; Reyno &
McGrath, 2006). As behavior analysts, we have the responsi-
bility to advocate for the appropriate amount and level of
service provision and the oversight required to meet the de-
fined behavior-change program goals (BACB, 2014, 2.09),
and, therefore, we caution the authors in making strong and
global statements that may have a larger scale impact for a
significantly longer duration than initially estimated. The
stressors that led the family to seek ABA in the first place
do not go away during these trying times. In fact, these
stressors likely increase with the multifaceted challenges of
the COVID-19 emergency.

The detrimental effects of the loss of services go beyond the
family unit itself. Parents who are unable to work because of the
loss of assistance in managing their child’s behavioral health
condition may cease making their own contributions to society.
For example, ABA providers are serving children of first re-
sponders and other health care professionals who are actively
treating COVID-19 patients. Those professionals may be able
to continue supporting the health care community only with
continued ABA treatment. If ABA services are suddenly with-
drawn, parents may have to severely restrict their focus on other
family and societal demands to manage the complex, potential-
ly severe, and now untreated behaviors and deficits that led
them to seek ABA services in the first instance, thus further
increasing the strain on the health care system.

Another opportunity to provide a more complex risk eval-
uation than that proposed by Cox et al. (2020) would include
the consideration of safety practices that could be put in place
for in-person services. First, providers can openly communi-
cate the practice’s standpoint on treatment during the pandem-
ic. For example, a provider should clearly communicate that if
a patient or family member residing with the patient is diag-
nosed with COVD-19, treatment will need to be placed on
hold until the individual has recovered. Second, the number
of patients and others with whom providers come in contact
can be limited with appropriate planning (e.g., each patient
might be assigned a single technician for person-to-person
services). Third, safety precautions and protective equipment
could be used in accordance with published recommendations
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when individuals need direct personal care services or when
individuals have to be in public to serve their essential
function.

Rather than discontinuing ABA services, ABA in-person
service providers can, under some circumstances, continue to
provide services in the context of a limited number of pro-
viders per patient and with full personal protective equipment.
The authors state that ABA providers “are likely to be un-
aware they have it [COVID-19] and will be unaware they
are spreading the disease to others” (Cox et al. 2020).
Although this is certainly possible and would be concerning
if true, this is equally possible for other service providers (e.g.,
pediatric office workers, first responders). It is reasonable to
assume that standard health care screenings (e.g., testing for
fever) could be put in place for ABA services just as they are
for many other essential service providers.

In the instance that families do want to pause services,
either temporarily or for an extended period of time, practi-
tioners should continue to follow our ethical code by
informing families of the risks and benefits of continuing
and not continuing treatment and by honoring their decision.
For example, if a patient was seeking treatment for cancer and
decided to discontinue care, the health care provider is ethi-
cally required to discuss the risks and benefits with the patient.
The patient signs consent forms understanding those risks if
he or she discontinues treatment. As a final point of concern,
the recommendation that services be stopped if the family
does not have access to technology for telehealth—*“if barriers
are technological . . . ABA services should be temporarily
suspended while the infrastructure for remote service delivery
is put in place” (Cox et al. 2020)—is problematic as it disad-
vantages lower socioeconomic status families in comparison
to higher-income families. Losing necessary ABA services
might put families’ livelihoods or productivity at risk even if
services are unavailable for a short amount of time. There will
be an unacceptable disparity in access to treatment if only
those who have access to Wi-Fi or a smartphone are able to
continue services.

In summary, the authors are well known and respected for
their expertise in ethics within the field of behavior analysis, and
we appreciate all their contributions to our field. Unfortunately,
due to the need to quickly disseminate guidance to our field, we
believe that many strong, global statements were made without
health care data to inform their assertions. The risk of making
these statements in a published article in a behavior-analytic jour-
nal is that practicing behavior analysts might assume that the
statements are as data based as those made in the conclusions
of experimental studies. For example, the authors directly recom-
mend that “most in-person services be temporarily paused . . .
even if ABA providers are not in a jurisdiction currently under a
shelter at home order” (Cox et al. 2020). It is not uncommon for
readers to interpret a word like “most” as functionally similar to
“all,” in which case this statement appears contrary to their

primary recommendation that decisions should not be made in
a blanket, nonindividualized fashion. Put simply, the word
“most” may actually direct readers away from making decisions
on an individual basis, which is the very point of the Cox et al.
(2020) article. Part of the individualization process for determin-
ing care should incorporate the specific legal guidance from state
governments (BACB, 2014, 1.05) and published public health
recommendations for essential providers, which include in-
creased hygiene practices, daily health screenings for all staff
and family members, limitations on travel, family and staff attes-
tations about exposure and symptoms, increased sanitization pro-
tocols, and reduced social contact by moving to a one-person
treatment team model to minimize exposure across staff and
families (BACB, 2020). The recommendation to pause care for
most families could easily be interpreted as failing to address the
considerations described previously, particularly for those fami-
lies who do not have a shelter-at-home order.

Indeed, the Centers for Medicare and Medicaid Services
(CMS) have acknowledged that home and community-based
services provide critical support (CMS, 2020). These services
enable people with intellectual and developmental disabilities
to live in their homes and communities. CMS has encouraged
states to ensure that resources are available through a number of
avenues, including the expansion of service settings to private
homes for services typically delivered in facilities and the expan-
sion of the use of telehealth service delivery (Edwards, 2020).

We must not forget the purpose of our applied science (i.e.,
to improve lives in socially meaningful ways) and the needs of
the people we serve in the face of a pandemic. Our response
during the COVID-19 emergency will be a defining moment.
The decision on when and how to deliver treatment should be
individualized, in collaboration with the patient and family,
and follow the laws of local, state, and federal governments.
As behavior analysts, our response should be one of balanced
ethical decision making informed by compassionate, family-
centered care for families.
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