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Abstract
Socially valid practices are at the heart of applied behavior analysis and can influence how interventions are experienced 
by families. However, the training of practitioners of applied behavior analysis is primarily focused on the implementation 
of technical procedures with little focus on therapeutic approaches. Empathy and therapeutic rapport have been associated 
with improved outcomes in allied professions (Beach et al., Journal of the American Board of Family Practice, 15(1), 25–38, 
2006; Hojat et al., Academic Medicine, 86(3), 359, 2011; Horst et al., Journal of Child & Family Nursing, 3, 5–14, 2000), 
but have been minimally studied within the field of behavior analysis. In the present study, several sources were utilized to 
identify and define empathic and compassionate care skills. These skills were divided into three skill areas (i.e., basic inter-
viewing skills, interest in the family, joining with the family) and taught to ABA master’s students using behavioral skills 
training via a telehealth platform. All four participants significantly improved their engagement in compassionate care skills 
following training and maintained these skills in follow-up probes and with a different experimenter. Several post-study 
measures of outcome were taken, including social validity measures from participants, ratings of compassion from consumer 
and professional experts, as well as comparison measures on the Jefferson Scale of Physician Empathy. Participant reports 
of social validity were high, as were consumer and professional ratings of compassionate behaviors. Improvements on the 
Jefferson Scale of Physician Empathy were also observed. Implications for training practitioners and for expanding the focus 
on compassionate care skill development within the field are explored.
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Early guiding principles of applied behavior analysis (ABA) 
included a focus on meaningful and valuable procedures 
and behavior change. In particular, the work of Baer et al. 
(1968) represented a shift in the field from a focus on behav-
ior reduction to the applied analysis of behavior, and the 
authors emphasized that applied research is “constrained to 
examining behaviors which are socially important, rather 
than convenient for study” (Baer et al., 1968, p. 92). In 1978, 
Wolf extended the applied emphasis of ABA by highlight-
ing that “society would need to validate our work” (Wolf, 
1978, p. 207) on at least three levels: treatment goals, pro-
cedures, and outcomes. Wolf emphasized that our science is 
tasked with making changes of social importance and that if 

the scientific models were not aligned with the values of the 
clientele, then our science was not truly applied.

Given this focus on improving socially significant behav-
iors, it is important to identify ways in which behavior ana-
lysts can maximally support clients and effect meaningful 
change. Most individuals who hold Behavior Analyst Cer-
tification Board (BACB) certification credentials work with 
individuals with autism spectrum disorders (BACB, 2020). 
The National Autism Center recommends that families be 
involved in children’s treatment plans (National Autism 
Center, 2009, 2015). Board certified behavior analysts 
(BCBAs) adhere to the Ethics Code for Behavior Analysts 
(hereafter “the Code”), a framework of ethical statutes 
including items related to involving stakeholders in inter-
vention (BACB, 2020). As dictated by the Code, behavior 
analysts must “involve clients and relevant stakeholders 
throughout the service relationship, including selecting 
goals, selecting and designing assessments and behavior-
change interventions, and conducting continual progress 
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monitoring” (BACB, 2020, p. 11, 2.09) and “use understand-
able language in, and ensure comprehension of, all commu-
nications with clients, stakeholders, supervisees, trainees, 
and research participants” (BACB, 2020, p. 11, 2.08). The 
Code also outlines four core principles that serve as the over-
arching framework for the ethics standards. These principles 
are intended to help behavior analysts interpret and apply 
the standards in the Code. The four core principles are that 
behavior analysts should: (1) benefit others; (2) treat oth-
ers with compassion, dignity, and respect; (3) behave with 
integrity; and (4) ensure their competence. The introduction 
of a core principle that emphasizes compassion is indicative 
of the shift in the field toward prioritizing the inclusion of 
these skills in client care. The Code items above are a start-
ing point for practitioners, yet offer a minimum foundation 
for effective compassionate practices. In order to promote 
the involvement of the client in treatment, behavior analysts 
must begin to operationalize ways to effectively interact 
with families. Positive family–practitioner interactions and 
family-centered care are more likely to lead to empowered 
families (Horst et al., 2000) and therefore more positive 
experiences with ABA overall.

Recent clinical trends in ABA have emphasized compas-
sionate care (e.g., LeBlanc et al., 2019; Taylor et al., 2019) 
and related repertoires such as relationship-building skills 
(Canon & Gould, 2021), behavioral artistry (Callahan et al., 
2019), and cultural humility (Beaulieu et al., 2018; Con-
ners et al., 2019; Fong et al., 2016; Fong & Tanaka, 2013). 
Researchers have found that ABA training is lacking in the 
training of compassionate care skills compared to other 
fields (LeBlanc et al., 2019). These trends have illuminated 
both the importance of these interpersonal skills and the 
need to improve our training approaches as a field. Our ethi-
cal obligation to represent the field of behavior analysis with 
integrity and compassion, which was recently articulated 
within the Code, furthers the recent calls to action to pro-
mote humanity and compassion in practice (BACB, 2020; 
Callahan et al., 2019; Canon & Gould, 2021; LeBlanc et al., 
2019; Rohrer et al., 2021; Taylor et al., 2019).

In allied disciplines such as health care, researchers 
have been investigating the relationship between empathic 
practitioners and therapeutic outcomes. Indeed, other fields 
have emphasized these skills as therapeutic listening, rela-
tionship-building, rapport development, and as engender-
ing a therapeutic alliance. In all of these cases, component 
skills include behaviors demonstrating understanding and 
aiming to alleviate distress (e.g., Canon & Gould, 2021; 
Kerns et al., 2018; Leach, 2005). Preliminary findings have 
indicated that compassionate care and empathic respond-
ing are associated with better outcomes including improved 
quality care, improved patient satisfaction, enhanced adher-
ence, decreased hospitalizations, and overall better physical 
health (Allen & Warzak, 2000; Beach et al., 2006; Beck 

et al., 2002; Bonvicini et al., 2009; Hojat et al., 2011; Horst 
et al., 2000). Related to this, soft skills that support thera-
pists being perceived as “behavioral artists” are rated more 
highly by parents (Callahan et al., 2019; Foxx, 1985). Canon 
and Gould (2021) successfully used verbal instructions, 
clicker training, and role-play to improve therapeutic rela-
tionship skills (e.g., mindful reflecting, appreciating, and 
asking questions) with two employees at an ABA agency. 
For our purposes, we will define compassionate care as a 
set of behaviors that both demonstrate empathy and aim to 
alleviate the suffering of others (Taylor et al., 2019).

The purpose of this study was to expand upon the emerg-
ing research in this area (e.g., Canon & Gould, 2021) and 
extend the focus of training in behavior analysis to compo-
nent skills in compassionate care. In particular, we sought to 
teach students of behavior analysis to engage in compassion-
ate care responses via remote practice in analog interviews 
using a novel application of BST.

Method

Participants

Four master’s students in an online program in behavior 
analysis were included as participants in the study. Students 
were recruited from two master-level courses at the univer-
sity where the first author worked as an adjunct professor, 
and IRB approval was obtained. Students were second-year 
master’s students and were eligible for participation if they 
had not yet completed the program’s courses in ethics or 
collaboration. This criterion was included to avoid the stu-
dents having previous exposure to coursework involving col-
laboration with families or related topics. Students from the 
courses were offered extra credit in their class, or the option 
of substituting a paper on a related topic with participation 
in the study. To participate in the study, participants needed 
to score lower than 70% engagement on at least two of the 
skills in each skill set. There were six total prospective par-
ticipants. Two scored above the cutoff and were therefore not 
included in the study, and the remaining four scored below 
the cutoff criteria and served as the participants.

The participants were three female students and one male 
student. All participants were 24 or 25 years old, and all four 
held bachelor’s degrees in either psychology or education. 
Additional information regarding participant experience can 
be found in Table 1.

Setting and Materials

All sessions were conducted online, via a recorded online 
video conferencing session (using the Zoom platform). The 
primary impetus for the use of telehealth was the onset of 
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the COVID-19 pandemic, because training could not be 
conducted in person. In addition to the technology materi-
als (laptop or other device, Wi-Fi/broadband access), mate-
rials included written descriptions and rationales for each 
skill trained. These were provided to the participant by the 
experimenter sharing her screen. Each participant was asked 
to have a pencil and paper available to take notes on the 
skills as they were trained. The experimenter also provided 
(via screen sharing) a brief overview of the child (name, age, 
diagnosis, location of services) for each role-play scenario. 
Each participant was given access to a survey link using 
Qualtrics software by which they could access the surveys 
that were conducted before and after training.

Dependent Variable

The primary dependent variable was the participants’ per-
formance as measured on a checklist of skills consistent with 
compassionate care approaches. These skills were measured 
in the context of a role-played interview where the partic-
ipant served as the interviewer. A total of 11 skills were 
measured and trained, and these were divided into three skill 
sets (i.e., basic interviewing skills, interest in family, joining 
with family) based on their fit within these categories. Skill 
set 1 (basic interviewing skills) included four skills: (1) tell 
the caregiver you are taking notes; (2) nodding; (3) back-
channel; and (4) positive introduction. Backchannel (saying, 
“uh huh,” or “yeah”) is described by Heinz (2003) as vocal 
responses that indicate that a conversational partner is listen-
ing and wants the communication to continue. Head nodding 
and backchannel often co-occur, and both indicate attentive 
listening. Skill set 2 (interest in family) included four skills: 
(1) acknowledge the child’s abilities/efforts; (2) ask about 
the child's interests; (3) ask about parent priorities; and (4) 
reflect and incorporate parent priorities. Skill set 3 (joining 
with family) included three skills: (1) making an empathy 
statement; (2) normalizing; and (3) partnering. Normalizing 
is a reflective strategy used within the cognitive-behavioral 
therapy literature and is used to reflect that other people 
may have similar experiences (Bennett-Levy et al., 2009). 
Partnering (i.e., making collaborative statements) indicates 
that the clinician will work with the family, which has been 

described as an important component in service delivery 
(Osher & Osher, 2002; Rohrer et al., 2021). Each skill was 
taught separately, with the exception of nodding and back-
channel, which were trained together (i.e., the video model 
included both skills). With the exception of nodding and 
backchannel, all skills were recorded as either present or 
absent during the entire interview using partial interval 
recording (i.e., the targeted skill occurred at least once dur-
ing the entirety of the interview or did not occur at all). Nod-
ding and backchannel were individually scored using 60-s 
partial interval recording (i.e., the targeted skill occurred at 
least once during the 60-s interval or did not occur at all).

Three different sources were used in order to identify 
which socially valid and well-defined skills to teach. First, a 
caregiver survey was conducted with parents of individuals 
with special needs to gain information about their prefer-
ences regarding interactions with behavior analysts. Second, 
expert role-plays were conducted with experienced clini-
cians who had significant experience in ABA as well as 
psychology. In particular, experts role-played conducting an 
intake interview with a caregiver. Third, the Compassion-
ate Collaboration Tool (Rohrer et al., 2021) was reviewed 
and skills that were considered to be relevant to a virtual 
platform were considered. All pre-study procedures are 
described below.

Ancillary Measure of Empathy

A secondary measure of empathy, the Jefferson Scale of 
Physician Empathy-Health Professions Version (JSPE-HP) 
was included in this study. The JSPE-HP, which is the most 
commonly used measure for assessing practitioner empathy 
reported in the medical literature, assesses empathy as a cog-
nitive attribute involving an understanding of the patient’s 
experiences, concerns, and perspectives (e.g., seems con-
cerned about me and my family, asks about what is hap-
pening in my daily life, is an understanding doctor; Hojat 
et al., 2011; Kane et al., 2007). This measure has been used 
for many years in a number of studies with physicians, and 
the data provide some goal ranges for high empathy levels. 
The measure is intriguing for behavior analysis, because it 
represents many years of nuanced work in assessing and 

Table 1  Participant demographics

Participant Age/Sex Education Experience in ABA Communication 
with Families

Current Position Training Experiences 
on Working with 
Families

1 25/Female Bachelor’s in Education 2 years, 10 months Informal Intervention Specialist May have taken course
2 24/Female Bachelor’s in Education 2 years, 0 months Formal Supervisor Via workplace
3 25/Female Bachelor’s in Psychology 3 years, 1 month Informal Direct care staff None
4 25/Male Bachelor’s in Psychology 2 years, 6 months Informal Direct care staff None
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measuring this elusive, yet vital, characteristic of profes-
sional treatment providers. Although there are not uni-
versally recognized levels of empathy associated with the 
instrument, it does provide an index of empathy, and may 
eventually be able to provide a relative ranking of empathy 
and/or to serve as a measure of change in empathy. Par-
ticipants completed the JSPE-HP version prior to receiving 
training, and again post-training. The JSPE is commonly 
used and has been found to have high reliability (Fields 
et al., 2004) and is beginning to be validated as a measure-
ment tool (Hojat & Gonnella, 2015). Preliminary data on the 
JSPE-HP are extensive, and generally show high median lev-
els of empathy as well as high ranges of empathy in physi-
cians. The highest possible score is 140. Large samples from 
typical medical students have indicated an average median 
of 115 (across 11 years of data) and a range from 52 to 140. 
Current guidelines for a cutoff indicative of low empathy is 
100 (Hojat & Gonnella, 2015).

The JSPE-HP instrument was included as exploratory, 
providing the first data on levels of empathy among behavior 
analytic students on this instrument, as well as the first use of 
the measure as a pre- and post-assessment of the impact of 
empathy training for this group. Finally, it assists in bridg-
ing the gap between behavior analysis and other fields, by 
using a common measure from the field of medicine, and 
by pairing survey data with a direct instructional approach.

Pre‑Study Procedures

Three sources of information were used to inform the tar-
gets of intervention: the compassionate collaboration tool, 
a caregiver survey, and expert role-plays. These sources are 
described below.

Compassionate Collaboration Tool

As mentioned above, the Compassionate Collaboration 
Tool (Rohrer et al., 2021) is a 25-item checklist that was 
developed based on literature from health care and related 
human service fields. The Compassionate Collaboration 
Tool synthesized findings and recommendations from seven 
published resources on culturally sensitive, empathic, and 
compassionate engagement interaction with families. For 
the purpose of informing the selection of skills taught, the 
Compassionate Collaboration Tool was reviewed for themes 
that were relevant to the context of a remotely conducted 
intake interview (the context of the training). Items incorpo-
rated from the tool included items that were consistent with 
behaviors observed in the expert role-plays. For example, the 
experts all actively solicited input from the caregiver on their 
priorities and reflected and incorporated these priorities. 
This overlapped with items from the Compassionate Col-
laboration Tool including: (1) incorporated family/individual 

client input when identifying objectives/instructional targets 
or procedures; and (2) actively solicited input from family 
about preferences/priorities for targets (“What is important 
to you to teach?”). Experts also engaged in active/attentive 
listening (nonverbal and paralanguage skills, “mmhmm,” 
nodding, mirroring facial expressions, appropriate body 
language).

Pre‑Study Caregiver Survey

Prior to the start of the study, a survey of 67 caregivers 
and parents of children with autism and related disorders 
was used to identify specific interpersonal behaviors val-
ued by caregivers. Caregivers were asked to rate 20 state-
ments about interpersonal interactions with a behavior ana-
lyst using a 7-point Likert-type scale. Statements included 
both nonvocal responses (e.g., “It is important to me that 
the behavior analyst is approachable [friendly expression, 
open body language]”) as well as content-related statements 
(e.g., “It is important to me that the behavior analyst asks 
about my family's preferences/priorities regarding treatment 
goals”). Of the 20 statements in the survey, the 5 most highly 
rated statements were the following: “It is important to me 
that the behavior analyst asks about what my child enjoys” 
(99%); “It is important to me that the behavior analyst is 
approachable (friendly expression, open body language)” 
(95%); “It is important to me that the behavior analyst is 
not distracted when meeting with me” (95%); “It is impor-
tant to me that the behavior analyst talks about the rationale 
for selecting skills” (93%); and “It is important to me that 
the behavior analyst asks about preferences and priorities” 
(93%). Statements that had lower endorsements included, 
“It is important to me that the behavior analyst makes small 
talk” (21%); and “It is important to me that the behavior 
analyst avoids using technical language” (36%). Skills that 
were highly rated (i.e., above 90%) were incorporated into 
targeted skills to teach to participants. Selected targets were 
determined by combining the results of the caregiver sur-
vey with the expert role-plays conducted with experienced 
professionals.

Expert Role‑plays

Prior to the initiation of baseline, expert role-plays were 
conducted with four experienced clinicians. The clinicians 
selected as experts were doctoral-level BCBAs who each 
had over 10 years of experience in the field. In addition, the 
experts were selected because they also had doctoral degrees 
in psychology and specific training in clinical interviewing 
techniques and rapport-building. The purpose of these role-
plays was threefold. First, the interviews served to provide 
information on an appropriate frequency or topography of 
engagement in targeted skills (e.g., nodding and backchannel 
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such as “mmhmm,” “okay”). Second, the role-played inter-
views provided an opportunity to observe the integration of 
compassionate care responses in an interview format with 
skilled professionals. Third, the expert role-plays served as 
an additional resource for identifying target skills to teach. 
The clinicians were observed engaging in many of the same 
behaviors as one another, many of which overlapped with 
the responses identified as important in the caregiver sur-
vey as well as the Compassionate Collaboration Tool. For 
example, all clinicians made empathy statements, engaged 
in high levels of nodding and backchannel (active listening), 
asked about the child’s interests, and reflected and incor-
porated parent priorities. The expert clinicians also made 
positive statements about the child or acknowledged their 
efforts, and acknowledged that certain behaviors the par-
ent reported were common (i.e., normalizing). During the 
expert role-plays, scripts were not followed; the practitioners 
simply responded naturally to the caregiver’s statements. At 
the conclusion of the role-play, the video sample was viewed 
and scored by the primary researcher who then created 
operational definitions of the skills observed, and solicited 
interobserver agreement (IOA) on the categories and defini-
tions from the second author. The clinicians conducting the 
expert role-plays engaged in 10 out of the 11 skills selected 
for training. The one skill they did not engage in was “Tell 
the caregiver you are taking notes,” which was added to the 
training targets to address responses related to eye contact 
and active listening, given that the trainings occurred virtu-
ally. The responses that the experts engaged in were cross-
referenced with the results from the caregiver survey and 
Compassionate Collaboration Tool (described below), and 
most responses (7 out of 10) were found to overlap with the 
caregiver survey, the Compassionate Collaboration Tool, or 
both. Although there were three skills that did not overlap 
(e.g., acknowledging abilities or efforts, normalizing, part-
nering), these skills were incorporated into training targets 
because they added a positive quality to the interview and 
were consistent across the expert role-plays.

Design

A multiple-baseline design across skill sets (Hersen & Bar-
low, 1976) was utilized to measure the effects of the training 
procedure on the participants’ performance on the 11 identi-
fied responses consistent with compassionate approaches. 
The multiple-baseline design consisted of three phases (i.e., 
baseline, post-BST training, and maintenance/generaliza-
tion). Probes for maintenance of the skills were conducted 
2 weeks following the final training session. Generalization 
of the engagement in compassionate skills was measured 
by evaluating performance on the checklist with a different 
role-play scenario and then with a different experimenter 
role playing the caregiver.

Interobserver Agreement and Treatment Fidelity

Interobserver agreement (IOA) measures were collected 
on 33% of participants’ sessions across conditions, includ-
ing generalization and maintenance. In particular, 33% of 
baseline sessions and 33% of post-training sessions were 
used, and the samples represented all participants. IOA 
was obtained by having an independent observer watch 
the recorded session and record whether the participant 
engaged in the skills during the session. The independ-
ent observer was provided with a list of the skills trained, 
operational definitions, as well as examples and nonex-
amples of each skill, and the observer scored the extent to 
which participants engaged in the target skills. Because 
each skill was recorded using partial interval data collec-
tion, each interval was evaluated for agreement or disa-
greement. Most skills were recorded using partial interval 
recording with the entire interval serving as the interval. 
Two skills (i.e., nodding and backchannel) were recorded 
using partial interval recording across 1-min intervals. 
IOA was calculated by dividing the number of agree-
ments by the number of agreements plus disagreements 
and multiplying by 100. Agreements were defined as both 
observers scoring an occurrence (or nonoccurrence) of the 
participant’s response for a given interval. Across baseline 
and post-training (including maintenance and generaliza-
tion) probes for all participants, IOA averaged 92% (range: 
79%–100%).

Procedural fidelity of the experimenter during baseline 
and BST training was also collected based on engagement 
(yes) or nonengagement (no) of the BST skill listed. An 
independent observer watched the recorded training sessions 
and marked whether the experimenter engaged in each skill 
on the checklist both during training (e.g., review written 
steps of skills with trainee and instructs them to take notes, 
verbally instructs trainee on steps of training skill that are 
outlined in written steps) and during baseline sessions (e.g., 
states what the activity will be without revealing information 
about the purpose of the training; refrains from providing 
specific feedback about performance). Procedural fidelity 
data were collected for 33% of baseline and training sessions 
and averaged 97% (range: 88%–100%) across sessions.

Procedure

General Procedures

During baseline sessions, participants signed on to a Zoom 
session sent by the primary experimenter. The experimenter 
gained verbal consent to record the session at the start of 
the meeting. The participant was not given any information 
beforehand regarding the purpose of the training project.
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Jefferson Scale of Physician Empathy

Prior to beginning baseline sessions, participants were pro-
vided a link to a Qualtrics page with the JSPE-HP, and asked 
to complete the measure. The participants responded to each 
item on a 7-point Likert-type scale ranging from “Strongly 
Agree” to “Strongly Disagree.” The experimenter then asked 
participants to click a Qualtrics link (provided in the chat 
box) to the JSPE-HP survey. The survey was entitled “JSPE” 
so it was not clear to the participant the topic of the sur-
vey. The experimenter asked the participant to complete the 
survey and explained that the survey is a measure that was 
designed for use in the medical field, and as such the partici-
pant should substitute “clinician” or “behavioral therapist/
analyst” for any language that says “physician” or “surgeon.” 
Likewise, “medical or surgical treatment” was to be substi-
tuted with “behavioral treatment,” and “patient” translated 
as “client.” The experimenter also pasted a reminder of these 
“translations” in the chat box for the participant to reference 
while they completed the survey. Following the post-training 
probes (including generalization and maintenance probes), 
the participants were sent a link to the JSPE-HP via email 
and asked to complete it. This served as the post-training 
measure.

Baseline Sessions

After the participant indicated they had completed the JSPE-
HP survey (approximately 4–5 min), the experimenter said 
the following script:

Today we are going to do a brief interview activity 
where you will be the clinician and interview a car-
egiver (me) about my child. I won’t be able to answer 
any questions about the interview itself but we will 
chat after about the interview and skills we are look-
ing at. You will treat this as an intake interview and 
identify the top three things to focus on in treatment. 
Don’t worry too much about exactly what you say, just 
think of this as an opportunity to get to know the child 
and family.

The participants were not given directives related to how 
to arrange their screen (e.g., gallery view, speaker view). 
Upon completion of the third (and final) baseline interview, 
the experimenter thanked the participant, discussed the pur-
pose of the study, and as long as baseline responding was at 
stable levels, moved into training.

The experimenter then shared her screen and showed the 
participant a slide of the caregiver’s name, the child’s name, 
diagnosis, and location of services (home or clinic). On the 
slide the following statement was written: “This is an intake 
interview. Get information about the child’s present needs 
and determine the top three things to focus on in treatment.” 

If the participant asked questions about what to do, they 
were directed to do their best, and just get information about 
the child and determine the things to focus on in treatment. If 
the participant asked specific clarifying questions that could 
be answered without revealing anything about the role-play 
or purpose of the study, they were answered. For example, 
if the participant asked, “Are you the parent?” the experi-
menter replied, “Yes.” If they asked, “Do I ask about chal-
lenging behaviors or skills?” the experimenter replied, “Just 
do your best, and get information about the child and the top 
three things to focus on in treatment.” Once the participant 
began, the experimenter role played the caregiver, respond-
ing to questions about the child, the family, and priorities. 
The slide remained visible on the screen throughout the 
interview. The role-play was concluded when the participant 
indicated that they had enough information or said goodbye 
to the caregiver. The duration of each interview ranged from 
4 min to 11 min, 44 s across participants. All three baseline 
probes were conducted on the same day.

Training Sessions

After three baseline sessions, as long as responding was 
stable, the first skill set (i.e., basic interviewing skills) was 
trained. Three post-training probes were conducted, as long 
as the participant maintained 80% or higher skill engage-
ment. After three post-training probes, the second skill set 
(i.e., interest in the family) was trained. Following three 
post-training probes, the final skill set (i.e., joining with 
the family) was trained. The skill sets were trained for each 
participant in this order because they built on one another 
with respect to complexity. During the initial training ses-
sion (i.e., skill set 1), the experimenter described what the 
training would focus on and provided (verbally) the follow-
ing script:

Today we will learn about certain compassionate 
responses when interacting with caregivers. I have 
selected some skills that we will focus on, and you 
will receive training on these skills. You will also 
write down the skills we discuss, so that you can refer 
back to them while we work together. Please feel free 
to reference these notes as frequently as you need to! 
The reason we are focusing on these skills is that a lot 
of research shows that when people have better rela-
tionships with their therapists, the overall outcomes 
are improved. This can be achieved through showing 
empathy and compassion, and can help caregivers and 
families feel that we have a better understanding of 
who their child is as a person, as well as what their 
family needs. When this happens, caregivers might 
implement procedures better, and there may be an 
overall better relationship between the family and you 
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as the practitioner. When we are engaging via tele-
health, there are some skills that are even more impor-
tant because we are not seeing the parent in person 
and so we need to be more deliberate (for example, 
nodding or paralanguage skills like mmhmm). First, 
I will outline the skills that we will learn. Then, we 
will watch a model of someone engaging in the skills. 
I might pause the video so I can point out each skill. 
Then, we will practice the skills in role-play, with you 
playing the clinician and me playing the caregiver. 
After, I will give you feedback on how you did with 
the skills and we’ll keep practicing as needed!

The experimenter then shared a screen with a list of the first 
four skills to be trained. The experimenter read through each 
skill, describing what the skill looks/sounds like as well as the 
rationale for engaging in the skill. This served as the “instruc-
tions” component of BST. The experimenter then played a video 
for each skill, using the shared screen feature, and watched the 
video along with the participant. The models on the videos were 
the expert clinicians from the expert role-plays, whose samples 
had been used to identify components of compassionate care, 
as explained above in pre-study procedures. Video clips ranged 
in duration from 42 s (i.e., for the skill positive introduction) to 
3 min (i.e., for the skill empathy statement) and provided clear 
and concise demonstrations of each target skill. This served as 
the “modeling” component of BST. The experimenter provided 
an opportunity for the individual participants to ask questions 
after the video, but none of the participants asked any ques-
tions. Following the videos, the experimenter then shared the 
“caregiver slide” from baseline, and instructed the participant to 
role-play again, this time incorporating the skills that had been 
reviewed. This served as the “rehearsal” component of BST. The 
experimenter did not follow a script, but used notes related to 
the pre-developed caregiver/scenario profile to respond during 
the interview. For example, the scenario profile notes may have 
stated that the child engages in repetitive vocalizations that get 
louder when he is upset, so the experimenter spoke about this 
when asked by the participant during the interview. The scenario 
profiles remained the same from baseline through training, and 
there were three caregiver profiles which were rotated through. 
For subsequent training sessions (i.e., skill sets 2 and 3), the 
experimenter did not provide the full script above. Instead, the 
experimenter reminded the participant of the skills they had been 
taught previously (by showing the list of skills on a document 
using the screen sharing feature) and then moved on to the next 
set of skills. For example, the experimenter said, “Last time we 
worked on the skills listed here (positive introduction, nodding, 
backchannel, and letting the parent know you are taking notes). 
This time, we’ll work on four more skills that are listed here.” 
The experimenter then reviewed each skill by reading it aloud 
to the participant, providing a rationale, and giving one or two 
examples of what the participant might say during the interview. 

The list of all 11 skills that were shown to the participant can 
be found in Table 2. Following the rehearsal, the experimenter 
provided praise if the participant engaged in the trained skills, 
and corrective feedback if the participant did not engage in one 
or more of the skills. The participant was then asked to practice 
the component that was missing or incorrect until they engaged 
in the skills at 100% of intervals. This served as the “feedback” 
component of BST. Each skillset was trained on the same day 
(e.g., skill set 1 was trained within a day, skillset 2 on a different 
day). The length of training sessions (including all interviews 
within the condition) ranged from 14 to 35 min, with a mean 
of 24 min. The intervals between training sessions were not 
standard due to participant availability, but probes were always 
done immediately after training, and intersession intervals never 
exceeded 1 week.

Post‑Training Probes

Following the BST training on the specific skill set, three post-
training probes were conducted. Each caregiver scenario was 
probed in these sessions. That is, the experimenter role-played 
a different caregiver in each probe, and each of three “caregiv-
ers” was the interviewee. Prior to each probe, the same visual 
information was presented to the participant as in baseline. In 
particular, the caregiver slide was shared on the screen, and 
the pertinent information was reviewed (e.g., “I will be play-
ing Susana, the parent. The child’s name is Sam, there’s some 
information about him listed here. You will treat this like an 
intake interview and gather information on the child’s pre-
sent needs and determine the top three things to focus on in 
treatment. Whenever you’re ready you can go ahead!”). As in 
baseline, the session ended when the participant indicated that 
they were finished, or when they said goodbye to the caregiver. 
A transcribed sample of a post-training probe can be found in 
Appendix 1. This post-training probe represents the first probe 
following training on the final skill set (i.e., skill set 3).

Maintenance Probes

Two maintenance probes were conducted for each partici-
pant and were identical to post-training probes, except that 
they were conducted two weeks following the final post-
training probe. The caregiver scenarios used for the main-
tenance probes were familiar (i.e., Susana, Frances). The 
experimenter introduced the scenarios in the same way as 
in post-training probe sessions. That is, the experimenter 
shared her screen to display the caregiver/child information 
and told the participant, “This is some information about the 
child. This is an intake interview; you will get information 
about the child’s present needs and determine the top three 
things to focus on in treatment. Whenever you’re ready, you 
can go ahead.” As in all other sessions, the role-plays were 
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conducted via the Zoom video conferencing platform and 
were recorded.

Generalization Probes

Generalization probes were also identical to post-training 
probes but were conducted just following maintenance ses-
sions (either on the same day or within 1–2 days of the main-
tenance sessions), and included novel caregiver scenarios. 
The first generalization probe was conducted by the primary 
experimenter and introduced a novel caregiver scenario (i.e., 
Sarah). The second generalization probe was conducted by 
an unfamiliar experimenter who role-played a different novel 
caregiver (i.e., Alana). These were the only two novel car-
egiver scenarios utilized. As in all other sessions, the role-
plays were conducted and recorded via the Zoom video 
conferencing platform. It should be noted that for all post-
training sessions (including maintenance and generalization 
sessions), the duration of the role-played interviews ranged 
from 6 min to 15 min, 30 s per interview.

Social Validity

Three measures of social validity were undertaken follow-
ing the training. First, a survey of the participants regard-
ing their experience was administered. Participant survey 
items were related to the overall impact of training (e.g., 
“This training helped me learn ways to engage compas-
sionately with families”; “I feel more confident than before 
in my ability to show empathy and compassion when talk-
ing with families”; “Learning these compassionate skills 
has helped/will help my practice”; “This training helped 
me think objectively about interpersonal skills”) as well as 
the specific aspects of the training procedures (e.g., “The 
trainer's explanation of skills was valuable in helping me 
learn the skills”; “The video models were valuable in help-
ing me learn the skills”; “The role-plays were valuable in 
helping me learn the skills”; “I would recommend this train-
ing to other clinicians”). These were scored using a 7-point 
Likert-type scale ranging from “Strongly agree” to “Strongly 
disagree.” Second, professional experts rated video clips 
of each participant, and third, consumer experts (parents 
of individuals with special needs) rated these same video 
clips. Both professional and consumer raters responded to 
seven survey items related to their experience of the clini-
cian’s interactions with the caregiver. Professional and con-
sumer expert raters responded to the following statements 
using a 7-point Likert-type scale: (1) the interviewer showed 
sincere concern for the caregiver and their needs; (2) the 
interviewer showed compassion and empathy for the car-
egiver; (3) the interviewer made an effort to get to know 
the family and child; (4) the interviewer showed attentive 
and engaged listening; (5) the interviewer made sure to ask Ta
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about the caregiver's priorities; (6) the interviewer incorpo-
rated the caregiver's priorities when choosing targets; and (7) 
the interviewer made an effort to establish a collaborative 
relationship with the family. These social validity measures 
served to evaluate the impact and value of the training itself 
(for the participant survey) as well as to evaluate the expe-
rience of actual professionals and consumers in the field 
of ABA. The professional expert raters consisted of clini-
cians who had each worked in the field of behavior analysis 
with families of individuals with autism for more than 20 
years. The clinicians selected were doctoral-level BCBAs as 
well as clinical psychologists. The consumer expert raters 
consisted of three parents of individuals with autism. These 
individuals were selected because they had each had 10 or 
more years as consumers of behavior analytic treatment for 
their children. The consumers also worked in the field of 
behavior analysis or allied disciplines (e.g., speech, psy-
chology). Each expert rater was sent a video compilation 
that included a segment of each participant’s interview. The 
interview used was randomly selected from a subset of the 
role-plays (either post-training on skill set 3, maintenance, or 
generalization). Each segment was approximately 4 min long 
and started 1–2 min into the interview. The purpose of the 
expert raters was to gauge how an unfamiliar professional or 
consumer would experience the compassion skills of each 
participant during the role-played interview. All post-study 
measures of outcomes are listed and described in Table 3 
below.

Results

Results will be presented in the following order: (1) acquisi-
tion data on training for individual participants; (2) change 
scores on the JSPE-HP; (3) social validity scores from par-
ticipants; and (4) social validity scores from expert raters. 
Training results for all participants are presented in Figs. 1, 2, 
3 and 4. Participants consistently performed low in baseline 
sessions. Participant 1 averaged 43% (range: 40%–50%), 4% 
(range: 0%–25%), and 4% (range: 0%–33%) on skill sets 1, 
2, and 3, respectively. Participant 2 averaged 40% (range: 
31%–45%), 13% (range: 0%–25%), and 7% (range: 0%–33%) 
on skill sets 1, 2, and 3, respectively. Participant 3 averaged 
57% (range: 50%–65%), 50% (range: 50%–50%), and 15% 
(range: 0%–67%) on skill sets 1, 2, and 3, respectively. 
Participant 4 had relatively higher scores in baseline. This 
participant averaged 65% (range: 60%–72%), 42% (range: 
25%–75%), 22% (range: 0%–33%) on skill sets 1, 2, and 3, 
respectively. All participants demonstrated an immediate 
increase in all skill sets following training, and performed 
taught skills at extremely high levels. Participant 1 averaged 
99% (range: 95%–100%), 100%, and 100% in post-training 
probes across skill sets 1, 2, and 3, respectively. Participant Ta
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2 averaged 94% (range: 75%–100%), 100%, and 100% in 
post-training probes across skill sets 1, 2, and 3, respectively. 
Participant 3 averaged 93% (range: 67%–100%), 100%, and 
100% in post-training probes across skill sets 1, 2, and 3, 
respectively. Participant 4 averaged 98% (range: 96%–100%), 
100%, and 100% in post-training probes across skill sets 1, 2, 
and 3, respectively. Maintenance and generalization probes 
remained high, averaging 99% across participants and skill 
sets, with the exception of the first participant’s second main-
tenance probe in skill set 3, which was 67%.

Jefferson Scale of Physician Empathy

The results of the pre- and post-administrations of the JSPE-
HP are displayed in Fig. 5. Initial scores (i.e., pre-test) on the 
JSPE-HP were 99, 89, 105, and 117 for participants 1, 2, 3, 
and 4, respectively. All participants showed increased scores 
on the JSPE-HP following training, with increases ranging 
from 4 points (i.e., participant 4) to 22 points (i.e., partici-
pant 1), with an average change across participants of 13.5 
on the scale. Final scores (i.e., post-test) on the JSPE-HP 

were 121, 100, 122, and 121 for participants 1, 2, 3, and 4, 
respectively. The highest possible number of points that can 
be obtained on the JSPE-HP is 140 (7 points on each of 20 
questions). It is interesting that none of the students of ABA 
scored below the cutoff of 100 on the post-assessment. Two 
of the four were below this cutoff in the pretraining assess-
ment. This may suggest that the training was associated with 
some empathy change as measured by this instrument.

Social Validity

Three measures of social validity were undertaken following 
the study: a participant survey, professional expert ratings, 
and consumer expert ratings. These social validity measures 
served to evaluate the impact and value of the training itself 
(for the participant survey) as well as to evaluate the experi-
ence of actual professionals and consumers in the field of 
ABA. All post-study measures of outcome are listed and 
described in Table 3.

The results for each of the 10 questions on the participant 
survey are displayed in Fig. 6. The average score across all 
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questions and participants was 6.83 (range: 6.5–7). The low-
est average scoring item was “The video models were valu-
able in helping me learn the skills” (average score: 6.5). It 
should be noted that in several instances across the videos, 
participants indicated that they could not hear the video well 
or that the volume was low or cutting out. It is possible that 
this technology issue contributed to the participants rating 
the video models as less valuable than other aspects of the 
training (i.e., role-plays, trainer’s explanation, which both 
averaged 6.75). It is important to note that the survey items 
that apply more directly to clinical practice were rated the 
highest. In particular, “This training helped me learn ways 
to engage compassionately with families,” “I feel more con-
fident than before in my ability to show empathy and com-
passion when talking with families,” and “Learning these 
compassionate skills has helped/will help my practice,” were 
all endorsed at the highest level by all participants. Specific 
feedback was solicited from participants regarding aspects 
of this training that they enjoyed. Two participants noted that 
they particularly enjoyed the role-plays, and one participant 
noted that they appreciated the focus on communicating 

virtually, noting, “I really enjoyed learning about the ways 
to communicate with parents especially via video chat which 
is how most meetings are. I really liked the list of skills that 
were given and some of the examples of things to say. I have 
them written down which will be nice to use as a reference 
for the future.”

Overall, scores from both professional and consumer expert 
raters were high. On a 7-point Likert-type scale, all partici-
pants averaged between 4.2 and 6.5 overall (range: 2–7) across 
skills. In general, participant 3 scored higher across all rated 
skills, and this was consistent between both groups of expert 
raters. Among professional raters, participant 3 averaged the 
highest survey ratings (6.6 overall, range: 6.3–6.7) and partici-
pant 4 averaged the lowest survey ratings (4.5 overall, range: 
3.3–5). Likewise, among consumer raters, participant 3 aver-
aged the highest survey ratings (6.7 overall, range: 6.3–7) and 
participant 4 averaged the lowest ratings (5.7 overall, range: 
4.3–6.7). It is interesting that professional raters gave overall 
lower ratings than consumers. The highest scoring items as 
rated by consumers were: (1) the interviewer showed sincere 
concern for the caregiver and their needs (average, 6.4); (2) 
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the interviewer made an effort to get to know the family and 
child (average, 6.5); and (3) the interviewer made an effort to 
establish a collaborative relationship with the family (average, 
6.3). The highest scoring items as rated by professionals were: 
(1) the interviewer made an effort to get to know the family 
and child; and (2) the interviewer asked about caregiver pri-
orities (both statements averaged 6.1) Fig. 7.

It is possible that because the video clips were excerpts, 
and therefore did not show the entire interview, that 

interviewees were rated lower on skills that they would 
later engage in. For example, participant 4 was rated by both 
expert and consumer groups as relatively low in the area 
of incorporating caregiver priorities. It is possible that this 
participant incorporated the caregiver’s stated priorities later 
on in the interview, which would not have been represented 
in the expert rater segment.

There were no significant discrepancies between scores 
for general perception statements (e.g., “The interviewer 

Fig. 5  Jefferson scale of physi-
cian empathy results
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showed sincere concern for the caregiver and their needs”) 
and statements related to the trained skills (e.g., “The inter-
viewer asked about caregiver priorities”), lending some sup-
port to the success of the intervention.

Discussion

This study demonstrated the effectiveness of BST in training 
students of ABA on engaging compassionately in analog role-
plays with caregivers of children with autism. All participants 
improved their compassionate care skills across all three skill 
sets from low baseline levels (averages between 0% and 65%) 
to very high levels post-training (averages between 93% and 
100%). All four participants maintained high responding dur-
ing maintenance and generalization probes, with three partici-
pants maintaining responding with at least 99% engagement 
across skill sets. The study was done via telehealth, which is 
also important to note. These skills have rarely been targeted 
within ABA practitioner training (Canon & Gould, 2021), and 
have not been effectively taught on a remote learning platform.

The need for compassionate care skills in the field of 
ABA is evident, and this study took initial steps toward 
defining target skills and toward training future practition-
ers on these skills. Basic interviewing skills (i.e., nodding, 
backchannel, greeting, and previewing notetaking) were 
trained first, and more complex interpersonal skills (e.g., 
normalizing, partnering) were taught following mastery of 

these skills. All participants had positive feedback regard-
ing the training. Professional and consumer expert raters 
watched videos of the participants and indicated that they 
represented high levels of compassion, empathy, and col-
laboration. These findings lend social validity to the instruc-
tion, and are encouraging in terms of real-world outcomes.

The demonstration of skill acquisition and the positive 
ratings (from both participants and expert raters) provide 
preliminary support that this approach may be both effective 
and socially valid. It is especially heartening to see that the 
behaviors exhibited by participants were rated as clinically 
appropriate by experts, indicating that the behaviors were 
authentic and potentially effective in a service provision 
context. Of course, much more research is needed to evalu-
ate the extension of this work to actual clinical interactions.

Another important aspect of the current study includes train-
ing students to engage in interpersonal skills via telehealth. 
Related training has also been undertaken in the nursing field 
(e.g., Gustin et al., 2020), and the results of this study corrobo-
rate that compassionate interpersonal skills can be taught via 
a remote synchronous format. In addition, the JSPE-HP is a 
valuable and commonly used tool that was also incorporated 
into this study. Because the JSPE-HP has been integrated into 
research in the field of health care, the use of this measurement 
helps draw parallels between ABA and related human service 
fields. The use of the JSPE-HP in this study represents the first 
integration of a standardized measure of empathy as it relates 
to behavioral health providers, particularly in understanding the 
levels of empathy demonstrated and whether this level changes 

Fig. 7  Expert rater survey 
results
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based on training of compassion-related skills. The results of 
the JSPE-HP in the context of this study showed that all partici-
pants’ JSPE-HP scores improved following the training of com-
passionate care skills, and that 2 of the 4 participants moved 
from below the cutoff value to above the cutoff. Participant 4, 
who demonstrated relatively higher baseline levels across skill 
sets than the other participants, also had a higher initial score 
on the JSPE-HP (i.e., 117 for participant 4 vs. 105, 89, and 99 
for participants 3, 2, and 1, respectively). It is interesting that 
this participant was the lowest-rated participant on the expert 
rater surveys, across both consumer and professional groups. 
This participant was also the only male, and national norms 
of the student version have differentiated between male and 
female respondents due to the fact that researchers who have 
used the JSPE-HP tend to find gender differences in favor of 
females (Hojat & Gonnella, 2015). This and other elements 
of participant characteristics should be explored, as individual 
characteristics may affect the acquisition of the skills trained.

Limitations

As this study represents an initial step toward developing 
compassionate care skills in aspiring behavior analysts, there 
are a number of limitations that should be discussed. First, it 
should be noted that the order of training of the skill sets was 
not varied. That is, for each participant the experimenter first 
trained skill set 1, then skill set 2, then skill set 3. This was a 
clinical decision made based on the initial training sessions 
with the first two participants. It appeared that the skills 
built on one another in terms of complexity and nuance, 
and it did not seem appropriate to train more advanced skills 
(normalizing, joining) prior to training more basic skills that 
demonstrated interest in the child and family priorities.

It is important to note that it is a potential confound that 
the primary experimenter conducted the training sessions 
as well as the post-training probes. It is also possible that 
participants may have learned to respond to specific sce-
narios in training and then responded correctly in probes. 
This was somewhat but not entirely mitigated by novel car-
egiver/experimenter in generalization. Future iterations of 
this research would be strengthened significantly by having 
multiple (unfamiliar) clinicians play the role of the caregiver, 
or by having caregivers themselves participate in the inter-
views. Perhaps most important, the ultimate test of these 
skills is generalization to clinical contexts. This is the most 
important future direction, and all current findings should be 
interpreted with caution until that outcome is demonstrated.

Training Content Limitations

As the skills trained in this study were complex, there are a 
number of limitations that relate specifically to the content 

of the training itself. For example, the compassionate care 
skills taught in this study were developed from a U.S.-centric 
perspective. Expert interviewers, caregivers surveyed, par-
ticipants, and experimenters were all English-speaking indi-
viduals who are based in the United States. Therefore, the 
skills discussed here should not be taken as representative 
of and relevant to all cultures, even within the United States. 
For example, in some cultures, eye contact and asking prob-
ing questions may be experienced as intrusive. Even skills 
related to joining with the family (normalizing, partnering) 
could be experienced as patronizing rather than reassuring. 
Therefore, in future research, careful consideration should 
be given to incorporating intake questions that are both com-
passionate and culturally sensitive.

An important consideration that arose from this study 
was the difficulty level of skills selected for training. In 
some cases, ancillary knowledge was needed. For example, 
pre-service clinicians did not necessarily have an under-
standing of developmental norms or norms related to ASD 
specifically (i.e., participant 2 noted this during a training 
session). In order to join a caregiver in understanding their 
challenges, while still recognizing that some child-rearing 
challenges might be universal or at least common (i.e., 
the skill of “normalizing”), the clinician would need to be 
well-versed in typical developmental trajectories. There-
fore, normalizing may be too advanced of a skill to train 
without additional prerequisite psychoeducation related to 
developmental norms.

In addition to the specific skills themselves, careful atten-
tion should be paid to the style of delivery and timing. In this 
study, skills were clearly defined and modeled, with exam-
ples provided. However, there are likely to be qualitative 
nuances with respect to the execution of these skills that 
are less easily explained. For example, when providing an 
empathy statement, it is important to gauge the flow of the 
conversation and interject the statement at an appropriate 
time, rather than interrupting the caregiver (i.e., timing of 
the response). Although none of these “poor” examples were 
observed during the course of this study, it is pertinent to 
discuss the qualitative elements of clinical responses and to 
plan to do both qualitative and component analyses of these 
responses in future research. Much more attention should 
be devoted to the issues of quality, timing, and delivery of 
these statements.

Related to this, the technology challenges experienced as 
a part of using a video conferencing platform may have pre-
sented additional barriers. Several of the participants noted 
that the volume on the video models sometimes cut out or 
was difficult to hear. When this occurred, the experimenter 
paused the video and relayed what was being said in the 
video model. Likewise, the video conferencing platform 
sometimes lagged, resulting in a brief delay between what 
one person said and what the other heard. This is particularly 
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important when considering the time-sensitive nature of the 
skills being taught (e.g., it is important to provide backchan-
nel immediately after a statement).

Another limitation related to training soft skills was that, 
because of the overlap of many of the skills in the context of 
an interaction, it was difficult to completely isolate each indi-
vidual skill. For example, in the video model for “nodding 
and backchannel,” the expert clinician makes a statement 
that is consistent with the skill “partnering” (e.g., she says, 
“. . . and that’s what we’re going to talk about together.”). 
Because many of the skills co-occur in practice, and may 
in fact be functionally related (e.g., for the purpose of reas-
suring the caregiver, demonstrating engagement), it follows 
that many skills cluster together and are difficult to target 
in isolation.

Related to this, the length of sessions across participants 
varied, as some participants asked more questions during the 
interview, leading to longer overall session time. This led to 
some natural variability, which may have created additional 
learning or practice opportunities for some participants.

Future Directions

The results of this study suggest many areas for future 
research and clinical supervision and training. The com-
plexity of skill selection, defining responses, and training 
procedures necessitate continued attention to this area. As 
the field moves toward finding concrete ways to integrate 
consumer priorities in compassionate ways, there will be 
space for supervisors, practitioners, and leaders in the field 
to examine ways to expand compassionate treatment and 
improve the overall social validity of our work.

The findings of this study should be considered in the 
integration of interpersonal skills into training programs for 
students. A BST approach was effective for all four partici-
pants. Some or all components of the training (i.e., instruc-
tions, rationale, modeling, rehearsal, and feedback) of com-
passionate care skills may be incorporated into coursework 
or supervision experiences for aspiring ABA clinicians. 
Incorporating the training of these skills via modeling and 
role-play into coursework and supervision experiences has 
been recommended within the behavior analytic literature 
(Canon & Gould, 2021; LeBlanc et al., 2019; Taylor et al., 
2019), and this study provides preliminary support for using 
BST to address this skill set.

Participants in this study were trained one at a time, 
allowing for individualized feedback and a rich training 
experience. The training process (not including post-training 
probes) for each participant took an average of 1 hr, 13 min, 
which is a relatively short duration for training that pro-
duced marked improvement in critical interpersonal skills. 
The total duration of training time varied, ranging from 60 

min to train all three skill sets (i.e., participant 1) to 90 min 
(i.e., participant 3). The training was effective and highly 
regarded by participants according to social validity ratings. 
Future iterations of such training could consider increasing 
the efficiency of training even further by incorporating a 
group training format. The richness of this individually tai-
lored training experience may not be necessary to achieve 
positive results, and a group training format may achieve 
similar results and have additional benefits, such as peer 
modeling. Group-based BST has been shown to be an effec-
tive training format in previous research (e.g., Whiting et al., 
2014), so it is anticipated that the efficacy would be similar 
and training time may be shortened.

In addition, the individual components of BST should 
be examined to determine which of the components (i.e., 
instruction, modeling, rehearsal, feedback) are most neces-
sary for effective training. Because BST procedures allow 
for specific performance-based feedback, the experimenter 
(or in future clinical application, the supervisor) could target 
specific qualitative aspects of the clinical responses. It may 
be that participants would have developed better skill sets if 
the training had incorporated more examples and nonexam-
ples, and if there had been a more nuanced discrimination 
training between excellent exemplars of clinical responses 
and those that might lack genuineness or nuance. This is 
another aspect of training that could be incorporated into 
future research.

Another interesting aspect of training to examine would 
be the experimenter’s consistency in responses. For example, 
it may be informative to collect data on the experimenter’s 
engagement in certain skills such as nodding and backchan-
nel during the role plays to see whether they are consistent 
across baseline and post-training probes. In addition, the 
experimenter’s behavior could be recorded across partici-
pants, to determine whether there was fidelity in respond-
ing during each participant’s role-play. That is, it would be 
important to identify whether there is an inadvertent dis-
crepancy in the experimenter’s behavior (more “leading” 
comments, pauses between statements) between baseline 
and training

The participants in this study were students, aged 24–25 
years, in an online ABA master’s degree program of study. It 
is possible that the low baseline levels observed were in part a 
function of minimal experience in the field or with prolonged 
contact with children. It would be interesting to explore the 
performance of participants who have a great deal of expe-
rience or contact with children (parents, caregivers, babysit-
ters), in comparison to participants with less experience with 
children overall. It would also be interesting to conduct this 
with practicing BCBAs who have accrued years of clinical 
experience. It is possible that after years of experience, either 
in the field or with children and families, interpersonal interac-
tion skills are learned by proxy without explicit teaching. Even 
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so, we should consider whether there is time to wait for these 
skills to develop organically, or whether they are so integral to 
effective treatment that we cannot wait for clinicians to gain 
this experience before acquiring compassionate skills.

The generalization probes assessed the extension of the 
skills trained to novel role-plays and a novel experimenter who 
was familiar with the study. An important next step would be 
to expand significantly on the generalization component of 
this study. This may involve conducting probes with caregivers 
who respond based on their actual experiences as a parent. It 
will be essential to evaluate the impact of this type of training 
on authentic interactions in a clinical setting. The impact to 
which improved compassion affects positive outcome meas-
ures (e.g., adherence) should also be explored.

In future clinical applications of these procedures, 
researchers should explore the qualitative dimensions of 
compassionate care responses. To this end, participants 
could watch videos of their own role-plays and rate them-
selves on how compassionate they are. This could be done 
using a rubric of skills, with clinicians comparing them-
selves to a standard (i.e., self-evaluation) or a more subjec-
tive judgment/rating scale and reviewed with a supervisor. 
The skills in this study were taught using a specific training 
package (i.e., BST), but future research should explore the 
use of self-evaluative techniques to improve compassionate 
responding. Self-evaluation requires discriminating one’s 
own behavior as well as assessing their behavior in relation 
to a predetermined criterion. A checklist of skills such as 
the one taught in this study could be introduced as a self-
presented prompt, which could change the probability of 
engagement in more compassionate interactions with clients. 
Self-evaluation has been shown to be an effective self-man-
agement intervention to increase a broad range of appropri-
ate behaviors (e.g., Carr et al., 2014; Sainato et al., 1990). 
The use of a skills checklist as part of a self-evaluation pack-
age could improve compassionate responding with families 
in ways that are efficient and broad reaching.

Conclusion

This study adds to the literature by demonstrating that com-
passionate care components can be effectively taught to stu-
dents of behavior analysis through a remote platform. The 
changes were notable, and were rated as good samples of 
compassionate responses by both expert and family raters. 
This represents the beginning of defining an instructional 
approach to these skills, which is extremely important. Many 
questions remain about increasing the efficiency of the pro-
cedures, about refining the target skills, and about assessing 
generalization. However, this represents an important step 
toward actualizing the goal of teaching compassionate care 
skills to students of behavior analysis. It will be exciting 

to see how this line of research evolves and its impact on 
rapport, on intervention outcomes, and on the reputation 
of the field of ABA, particularly in the eyes of consumer 
stakeholders.

Appendix 1

Transcription of Post-Training Probe
Participant: Hi Susana, it's so great to meet you!
Susana: Hi, it's so nice to meet you too.
P: Welcome to ABC services, we're so excited to get to 

know Sam and get to know you and your family.
S: Great, yeah, I’m really…I'm happy to finally be here.
P: That's great! Just so you know, I'm gonna be taking a 

few notes today, that way I can just keep track of who Sam 
is and what his story is.

S: Okay, yup, that sounds good.
P: Awesome, so . . . speaking of Sam's story, I just wanna 

open the floor and ask what your main concerns are, and 
what brings you to treatment today.

S: Sure, so Sam is a great kid . . . umm . . . you know he 
just . . . he just got diagnosed with autism so he's, you know, 
he's been having a lot of trouble talking, um . . . he doesn't 
talk . . . well he doesn't talk at all. He doesn't say words . . 
. he makes sounds and noises, like, all throughout the day, 
but he doesn't have any real words, so yeah that's kind of . . . 
that's kind of why I came in. And then, you know, when we 
got the diagnosis I heard it would be a great idea to get some 
therapy . . . some services for him so I don’t…I don't really 
know exactly what he needs to work on. I mean definitely 
like talking would be good and he also like throws a lot of 
fits like at home. If he's mad, he’ll, like, throw stuff around 
or scream really loud and cries, so that's kind of . . . that's 
kind of another thing that is a problem.

P: Okay, that sounds really challenging, um, how are 
you guys handling the new diagnosis? I know it can be 
overwhelming.

S: Yeah, it's a lot, but . . . I think I'm feeling sort of better 
that we kind of know, like, why he can't talk I guess . . . or 
like we're, you know, starting to figure out what the problem 
is because I didn't . . . I didn't really know any of that before. 
. . . I didn't know what was going on with him.

P: Mmhmm. And I can understand. . . . I can only imag-
ine how that must feel. But I do want to reassure you that 
we'll . . . that we'll be here every step of the way um, just 
to figure out what Sam needs, just for him. What is his 
individual story and what can we do to improve Sam's life 
and your life, as a family.

S: That sounds...that sounds great, It'll be really helpful 
because it's just been a lot, you know like with Sam and 
with my other kids and it's like . . . trying to figure out how 
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to help him and get him what he needs and he just gets so 
frustrated sometimes, and then my other kids get frustrated 
and just a lot going on.

P: Of course, of course. How many other kids do you 
have?

S: I have three others. So Sam has two brothers . . . 
they're older than him . . . they're 6 and 8, and then Lucy, 
my daughter, she's 10, so she helps me out a lot.

P: Yeah
S: You know, she does a lot with me like a lot of stuff 

that I ask her to and she helps with the boys and you know, 
that's really helpful but it still is a lot to take care of.

P: Yeah for sure. I'm so happy you have um incredible 
kids that can help you out, that's amazing.

S: Yeah, I am lucky.
P: For sure. Definitely lucky. All right, so even if you 

feel like that's not a lot, it is. Because it sounds like it is 
causing some frustration, and we want to be here to sup-
port you. So, so far we have been talking about Sam talk-
ing . . . and I wanna talk about it a little more about his um 
sounds, and what kind of noises he's making.

S: Okay, yeah, so he makes . . . he makes noises like all 
the time throughout the day, and usually, like, if he's . . . if 
he's happy or he's, you know, fine and doing stuff that he 
like to do then, you know, they're just kinda like . . . like 
little sounds, it's kinda happy, he's just like chirping along. 
He sounds like he's just kind of making noises to himself. 
I don’t know if he just . . . likes the sound of them or why 
but he does that. And then like I said like if he gets . . . if 
he gets mad at us and, you know, he can't have something 
he wants or something’s not working the right way then 
they kind of turn into like louder noises and screams.

P: Okay, okay.
S: So that's like the noises that he makes. Is that what 

you mean?
P: Yeah. Yeah, and it's interesting to hear that he is able 

to communicate a bit, um, which is fantastic, that you can 
still differentiate between when he's happy, and when he's 
upset. But what we can do is really take an inventory of 
those sounds, and work on his communication skills as a 
whole . . . and we might have to be a little creative based 
off of what Sam needs, um, but we can definitely work on 
improving in that area.

S: Okay, yeah I don't know . . . I don't know if he can talk, 
like, we try to like tell him words to say. But it seems like 
he . . . it seems like maybe sometimes he tries to but like he, 
I don't know, he just kind of makes more of his noises back 
at us so I don't know if he . . . if he can talk or what but it 
doesn't seem to be working. Like what I'm doing doesn't 
seem to be working.

P: Okay, and that's what we're here for, we're gonna work 
together as a team. Um and we're really gonna work together 
because there is so many points of the day where Sam is 

obviously with you, and your family, and we might not be 
there so you're able to give us all this amazing information 
about your son and we'll collaborate as much as possible, 
that way we'll make his plan individualized to him.

S: Okay yeah that makes sense.
P: So, we did talk a little bit about, kind of, his routine, 

you said throughout the day at one point . . . can you take 
me through Sam's daily routine? Is he in school at all or. . . .

S: He just goes for a couple hours a few days a week . . . 
so it's like a preschool type program that he's in.

P: Oh, okay.
S: So, he . . . he does that and . . . then when he's home he 

just, you know, he plays like, the stuff that he likes to play 
and sometimes with . . . sometimes with his siblings, um, but 
mostly he likes to kind of do his own thing.

P: Mmmhmm. What is that play like? When they are 
together?

S: Oh, well , they just like . . . run around . . . the boys 
are playing tag and soccer and play out in the yard and he . 
. . kind of tries to join them but he doesn't really know how 
to do what they're doing, so he just kind of follows them 
around.

P: Oh that's so sweet! I love that he's initiating that play, 
that's amazing.

S: Yeah, he definitely tries. [laughs]
P: [Smiles] Yeah! I love that, and even if it is running and 

it's not a game . . . that's very typical amongst kids to want 
to be that active throughout the day, I love that.

S: Yeah, yeah, he does. And he wants to do what they do, 
that's for sure.

P: Oh that's super sweet. I love to hear about that rela-
tionship. And, even though it might only be running, maybe 
someday down the line, when we work on those communi-
cation skills, um, we can also work on that sibling play as 
well . . . there obviously is an opportunity to go outside. . . . 
they have an opportunity to learn how to play inside together 
as well.

S: Okay, yeah that'd be great. . . . I gotta find something 
for them to do together.

P: Of course, of course . . . umm, so it sounds like . . . um, 
we have his routine down and we have his communication, 
but now I just kind of want to know like . . . what is . . . what 
does Sam like to do? What does Sam love?

S: Well, he loves videos . . . so he watches videos on 
the iPad and that's like his favorite thing in the world and 
he you know he kind of like . . . he'll put them in the exact 
spot where he wants them, his videos, and, you know, he 
just watches them over and over again like the same ones, 
so. When he's not doing that, he just . . . I don't know, kind 
of wanders around the house, (laughs) and he'll, you know, 
ask for snacks or . . . he doesn't really ask for them he just 
tries to get them or point to them.

P: Okay.
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S: And then he . . . yeah he just, you know, he likes to 
just kind of be at home around our family but he kind of 
always needs to make sure that he has, you know, either his 
iPad, or like if he doesn't have that then he likes to watch 
his videos on my phone . . . he likes to hear the sounds 
playing.

P: Oh, okay, yeah.
S: Yeah, over and over again.
P: Um, and you said that um, when he points to snacks? 

Is that. . . .
S: Yeah, he'll just like, open the pantry, and like point to 

. . . like if he can't reach them then he points up on the shelf 
until I find him the right one.

S: Okay, when he's . . . when he does the iPad does he also 
scroll through with a point as well?

S: Ummm . . . I don't know that I've noticed that but he 
must do that because he has to click on the exact video that 
he wants or like put it back to the spot where he wants it, so 
I think he must be able to do that on his iPad.

P: Okay, that's a great skill to have . . . um, ‘cause some-
times we actually have to teach pointing as a skill.

S: Okay.
P: And . . . we don't really realize how much we use point-

ing throughout our day . . . even if we're saying . . . what's 
that over there. [points]

S: Yeah.
P: And it's such a useful gesture for communication so 

that's great!
S: Okay . . . yeah I didn't think of that.
P: Yeah, that he has that skill. Alright, so, after just 

reviewing everything it sounds like . . . we definitely want 
to work on that communication. And . . . um, knowing that 
he has some gestures, that definitely helps, and we can defi-
nitely, um, promote using that point more effectively, since 
he already has it. but we can also . . . build upon that and 
give him a proper assessment with a speech pathologist as 
well.

S: Okay. Yeah that'd be good.
P: And then we'll also take a look into those behaviors . . 

. those fits that you described, um, making sure that you and 
your family feel comfortable of course in your home, and 
how to handle those behaviors when they occur.

S: Okay, that sounds good.
P: Um . . . and then, maybe eventually, sibling play as 

well . . . we would be so excited to have him join our sibling 
play group that we have here . . . someday down the line. 
Um. . . .

S: That sounds great. Yeah, that would be really good.
P: We're just excited to get started as a team, and make 

this as collaborative as possible!
S: Okay, that sounds great, thank you so much.
P: Okay, awesome, thank you!

Acknowledgments The authors acknowledge the parents and clinicians 
who served as experts in this study and whose contributions as consum-
ers and professionals improved the social significance of this work.

Authors' Contributions The first draft of the manuscript was written 
by Jessica L. Rohrer and the second author commented on previous 
versions of the manuscript. All authors read and approved the final 
manuscript.

Data Availability The datasets generated during and/or analyzed dur-
ing the current study are available from the corresponding author on 
reasonable request.

Code Availability Not applicable.

Declarations 

Conflicts of Interest The authors have no conflicts of interest to declare 
that are relevant to the content of this article.

Ethical Approval Approval for this study was obtained through the 
Institutional Review Board at Endicott College.

Informed Consent Informed consent was obtained from all individual 
participants included in the study.

References

Allen, K. D., & Warzak, W. J. (2000). The problem of parental non-
adherence in clinical behavior analysis: Effective treatment is not 
enough. Journal of Applied Behavior Analysis, 33(3), 373–391. 
https:// doi. org/ 10. 1901/ jaba. 2000. 33- 373

Baer, D. M., Wolf, M. M., & Risley, T. R. (1968). Some current dimen-
sions of applied behavior analysis. Journal of Applied Behavior 
Analysis, 1(1), 91–97. https:// doi. org/ 10. 1901/ jaba. 1968.1- 91

Beach, M. C., Keruly, J., & Moore, R. D. (2006). Is the quality of 
the patient-provider relationship associated with better adherence 
and health outcomes for patients with HIV? Journal of General 
Internal Medicine, 21(6), 661–665. https:// doi. org/ 10. 1111/j. 
1525- 1497. 2006. 00399.x

Beaulieu, L., Addington, J., & Almeida, D. (2018). Behavior analysts’ 
training and practices regarding cultural diversity: The case for 
culturally competent care. Behavior Analysis in Practice, 12, 
557–575. https:// doi. org/ 10. 1007/ s40617- 018- 00313-6

Beck, R. S., Daughtridge, R., & Sloane, P. D. (2002). Physician-patient 
communication in the primary care office: A systematic review. Jour-
nal of the American Board of Family Practice, 15(1), 25–38.

Behavior Analyst Certification Board. (2020). Ethics code for behav-
ior analysts. https:// www. bacb. com/ wp- conte nt/ uploa ds/ 2020/ 12/ 
BACB_ Decem ber20 20_ Newsl etter- 201209. pdf

Bennett-Levy, J., Thwaites, R., Chaddock, A., & Davis, M. (2009). 
Reflective practice in cognitive behavioural therapy: The engine 
of lifelong learning. In R. Dallos & J. Stedmon (Eds.), Reflective 
practice in psychotherapy and counselling (pp. 115–135). Open 
University Press.

Bonvicini, K. A., Perlin, M. J., Bylund, C. L., Carroll, G., Rouse, R. 
A., & Goldstein, M. G. (2009). Impact of communication training 
on physician expression of empathy in patient encounters. Patient 
Education & Counseling, 75(1), 3–10. https:// doi. org/ 10. 1016/j. 
pec. 2008. 09. 007

Callahan, K., Foxx, R. M., Swierczynski, A., Aerts, X., Mehta, S., 
McComb, M. E., Nichols, S. M., Segal, G., Donald, A., & Sharma, 
R. (2019). Behavioral artistry: Examining the relationship 

https://doi.org/10.1901/jaba.2000.33-373
https://doi.org/10.1901/jaba.1968.1-91
https://doi.org/10.1111/j.1525-1497.2006.00399.x
https://doi.org/10.1111/j.1525-1497.2006.00399.x
https://doi.org/10.1007/s40617-018-00313-6
https://www.bacb.com/wp-content/uploads/2020/12/BACB_December2020_Newsletter-201209.pdf
https://www.bacb.com/wp-content/uploads/2020/12/BACB_December2020_Newsletter-201209.pdf
https://doi.org/10.1016/j.pec.2008.09.007
https://doi.org/10.1016/j.pec.2008.09.007


 Behavior Analysis in Practice

between the interpersonal skills and effective practice repertoires 
of applied behavior analysis practitioners. Journal of Autism & 
Developmental Disorders, 49(9), 3557–3570. https:// doi. org/ 10. 
1007/ s10803- 019- 04082-1

Canon, L. F., & Gould, E. R. (2021). A preliminary analysis of the 
effects of clicker training and verbal instructions on the acquisition 
of relationship-building skills in two applied behavior analysis 
practitioners. Behavior Analysis in Practice, 15, 383–396. https:// 
doi. org/ 10. 1007/ s40617- 021- 00555-x

Carr, M. E., Moore, D. W., & Anderson, A. (2014). Self-management inter-
ventions on students with autism: A meta-analysis of single-subject 
research. Exceptional Children, 81(1), 28–44. https:// doi. org/ 10. 1177/ 
00144 02914 532235

Conners, B., Johnson, A., Duarte, J., Murriky, R., & Marks, K. (2019). 
Future directions of training and fieldwork in diversity issues in 
applied behavior analysis. Behavior Analysis in Practice, 12(4), 767–
776. https:// doi. org/ 10. 1007/ s40617- 019- 00349-2

Fields, S. K., Hojat, M., Gonnella, J. S., Mangione, S., Kane, G., & Magee, 
M. (2004). Comparisons of nurses and physicians on an operational 
measure of empathy. Evaluation & the Health Professions, 27(1), 
80–94. https:// doi. org/ 10. 1177/ 06327 87032 61206

Fong, E. H., & Tanaka, S. (2013). Multicultural alliance of behavior 
analysis standards for cultural competence in behavior analysis. 
International Journal of Behavioral Consultation & Therapy, 
8(2), 17–19. https:// doi. org/ 10. 1037/ h0100 970

Fong, E. H., Catagnus, R. M., Brodhead, M. T., Quigley, S., & Field, 
S. (2016). Developing the cultural awareness skills of behavior 
analysts. Behavior Analysis in Practice, 9(1), 84–94. https:// doi. 
org/ 10. 1007/ s40617- 016- 0111-6

Foxx, R. M. (1985). The Jack Tizzard memorial lecture: Decreasing 
behaviours: Clinical, ethical, and environmental issues. Australia 
& New Zealand Journal of Developmental Disabilities, 10, 189–
199. https:// doi. org/ 10. 3109/ 13668 25850 89986 39

Gustin, T. S., Kott, K., & Rutledge, C. (2020). Telehealth etiquette 
training: A guideline for preparing interprofessional teams for 
successful encounters. Nurse Educator, 45(2), 88–92. https:// doi. 
org/ 10. 1097/ NNE. 00000 00000 000680

Heinz, B. (2003). Backchannel responses as strategic responses in 
bilingual speakers’ conversations. Journal of Pragmatics, 35(7), 
1113–1142. https:// doi. org/ 10. 1016/ S0378- 2166(02) 00190-X

Hersen, M., & Barlow, D. H. (1976). Single case experimental designs: 
Strategies for studying behavior change. Pergamon Press.

Hojat, M., & Gonnella, J. S. (2015). Eleven years of data on the Jef-
ferson Scale of Empathy-Medical Student Version (JSE-S): Proxy 
norm data and tentative cutoff scores. Medical Principles & Prac-
tice, 24(4), 344–350. https:// doi. org/ 10. 1159/ 00038 1954

Hojat, M., Louis, D. Z., Markham, F. W., Wender, R., Rabinowitz, 
C., & Gonnella, J. S. (2011). Physicians’ empathy and clinical 
outcomes for diabetic patients. Academic Medicine, 86(3), 359. 
https:// doi. org/ 10. 1097/ ACM. 0b013 e3182 086fe1

Horst, L., Werner, R. R., & Werner, C. I. (2000). Case management 
for children and families. Journal of Child & Family Nursing, 
3, 5–14.

Kane, G. C., Gotto, J. L., Mangione, S., West, S., & Hojat, M. 
(2007). Jefferson scale of patient’s perceptions of physician 
empathy: Preliminary psychometric data. Croatian Medical 
Journal, 48(1), 81–86.

Kerns, C. M., Collier, A., Lewin, A. B., & Storch, E. A. (2018). Short 
report: Therapeutic alliance in youth with autism spectrum disorder 
receiving cognitive-behavioral treatment for anxiety. Autism: The 
International Journal of Research & Practice, 22(5), 636–640. https:// 
doi. org/ 10. 1177/ 13623 61316 685556

Leach, M. J. (2005). Rapport: A key to treatment success. Complemen-
tary Therapies in Clinical Practice, 11(4), 262–265. https:// doi. 
org/ 10. 1016/j. ctcp. 2005. 05. 005

LeBlanc, L. A., Taylor, B. A., & Marchese, N. V. (2019). The training 
experiences of behavior analysts: Compassionate care and thera-
peutic relationships with caregivers. Behavior Analysis in Prac-
tice, 13, 387–393. https:// doi. org/ 10. 1007/ s40617- 019- 00368-z

National Autism Center. (2009). National Standards Report. National 
Autism Center.

National Autism Center. (2015). National Standards Report. National 
Autism Center.

Osher, T. W., & Osher, D. M. (2002). The paradigm shift to true col-
laboration with families. Journal of Child & Family Studies, 11, 
47–60. https:// doi. org/ 10. 1023/A: 10147 15527 823

Rohrer, J. L., Marshall, K. B., Suzio, C., & Weiss, M. J. (2021). Soft 
skills: The case for compassionate approaches or how behavior 
analysis keeps finding its heart. Behavior Analysis in Practice, 
14(4), 1135–1143. https:// doi. org/ 10. 1007/ s40617- 021- 00563-x

Sainato, D. M., Strain, P. S., Lefebvre, D., & Rapp, N. (1990). Effects 
of self-evaluation on the independent work skills of preschool 
children with disabilities. Exceptional Children, 56(6), 540–549. 
https:// doi. org/ 10. 1177/ 00144 02990 05600 605

Taylor, B. A., LeBlanc, L. A., & Nosik, M. R. (2019). Compassionate care 
in behavior analytic treatment: Can outcomes be enhanced by attend-
ing to relationships with caregivers? Behavior Analysis in Practice, 
12(3), 654–666. https:// doi. org/ 10. 1007/ s40617- 018- 00289-3

Whiting, S. W., Miller, J. M., Hensel, A. M., Dixon, M. R., & Szekely, 
S. (2014). Increasing the accuracy of EpiPen administration with 
a brief behavioral skills training package in a school for autism. 
Journal of Organizational Behavior Management, 34(4), 265–
278. https:// doi. org/ 10. 1080/ 01608 061. 2014. 973632

Wolf, M. M. (1978). Social validity: The case for subjective measure-
ment or how applied behavior analysis is finding its heart. Journal 
of Applied Behavior Analysis, 11(2), 203–214. https:// doi. org/ 10. 
1901/ jaba. 1978. 11- 203

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor holds exclusive rights to this article under 
a publishing agreement with the author(s) or other rightsholder(s); 
author self-archiving of the accepted manuscript version of this article 
is solely governed by the terms of such publishing agreement and 
applicable law.

https://doi.org/10.1007/s10803-019-04082-1
https://doi.org/10.1007/s10803-019-04082-1
https://doi.org/10.1007/s40617-021-00555-x
https://doi.org/10.1007/s40617-021-00555-x
https://doi.org/10.1177/0014402914532235
https://doi.org/10.1177/0014402914532235
https://doi.org/10.1007/s40617-019-00349-2
https://doi.org/10.1177/063278703261206
https://doi.org/10.1037/h0100970
https://doi.org/10.1007/s40617-016-0111-6
https://doi.org/10.1007/s40617-016-0111-6
https://doi.org/10.3109/13668258508998639
https://doi.org/10.1097/NNE.0000000000000680
https://doi.org/10.1097/NNE.0000000000000680
https://doi.org/10.1016/S0378-2166(02)00190-X
https://doi.org/10.1159/000381954
https://doi.org/10.1097/ACM.0b013e3182086fe1
https://doi.org/10.1177/1362361316685556
https://doi.org/10.1177/1362361316685556
https://doi.org/10.1016/j.ctcp.2005.05.005
https://doi.org/10.1016/j.ctcp.2005.05.005
https://doi.org/10.1007/s40617-019-00368-z
https://doi.org/10.1023/A:1014715527823
https://doi.org/10.1007/s40617-021-00563-x
https://doi.org/10.1177/001440299005600605
https://doi.org/10.1007/s40617-018-00289-3
https://doi.org/10.1080/01608061.2014.973632
https://doi.org/10.1901/jaba.1978.11-203
https://doi.org/10.1901/jaba.1978.11-203

	Teaching Compassion Skills to Students of Behavior Analysis: A Preliminary Investigation
	Abstract
	Method
	Participants
	Setting and Materials
	Dependent Variable
	Ancillary Measure of Empathy
	Pre-Study Procedures
	Compassionate Collaboration Tool
	Pre-Study Caregiver Survey
	Expert Role-plays

	Design
	Interobserver Agreement and Treatment Fidelity
	Procedure
	General Procedures
	Jefferson Scale of Physician Empathy
	Baseline Sessions
	Training Sessions
	Post-Training Probes
	Maintenance Probes
	Generalization Probes

	Social Validity

	Results
	Jefferson Scale of Physician Empathy
	Social Validity

	Discussion
	Limitations
	Training Content Limitations
	Future Directions

	Conclusion
	Acknowledgments 
	References


