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Abstract
People with autism spectrum disorder often receive psychotropic medications and two drugs, risperidone and aripiprazole, are
approved for treating “irritability” in this population. A number of authors have suggested that behavior analysts can contribute to
the prudent use of such drugs, but little is known regarding Board Certified Behavior Analysts’ involvement in practices relevant
to the use of psychotropic drugs. We e-mailed Board Certified Behavior Analysts an anonymous web-based survey regarding
such practices. A majority of respondents work with individuals with autism spectrum disorder who take at least one psycho-
tropic medication but respondents’ training relevant to psychotropic medications is inconsistent. Many report that their training is
inadequate, they do not regularly work as part of interdisciplinary teams concerned with medication, and behavior-analytic
interventions are not typically evaluated before drugs are prescribed. Nonetheless, the majority of respondents reported that
medications sometimes produce beneficial effects. Those involved in training behavior analysts should consider the competen-
cies needed for graduates to work effectively as members of teams concerned with the optimal use of medications and how to
foster and assess those competencies. Behavior analysts should also work to develop and implement strategies that foster
collaboration with psychiatrists and other physicians.

• Psychotropic drugs are often prescribed for people with autism, and both risperidone and aripiprazole are approved for
reducing “irritability,” which comprises self-injury, aggression, tantrums, and other challenging responses.

• Respondents are not consistently involved in monitoring the effects of psychotropic drugs, which are often administered
prior to evaluating an alternative, less restrictive, intervention.

• Respondents are not trained consistently with respect to matters relevant to psychotropic drugs, and many apparently are not
trained adequately.

• People involved in training behavior analysts should consider the competencies needed for graduates to work effectively as
members of teams concerned with the optimal use of medications and how to foster and assess those competencies.

•Behavior analysts should also work to develop and implement strategies that foster collaboration with psychiatrists and other
physicians.
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Psychotropic drugs are commonly prescribed in attempts to
reduce challenging behaviors in people with autism spectrum
disorder (ASD). Although prevalence rates differ substantially
across studies (Poling, Ehrhardt, & Li, 2017), most report that

approximately 40–50% of sampled individuals were receiving
or had received at least one psychotropic medication (e.g.,
Goin-Kochel, Myers, & Mackintosh, 2007; Logan et al.,
2015; Sheehan et al., 2015; Williams et al., 2012). No medi-
cation is currently approved by the United States Food and
Drug Administration (FDA) for treating the defining behav-
ioral features (i.e., “core symptoms”) of autism, but two drugs,
risperidone (Risperdal®) and aripiprazole (Abilify®), are
FDA-approved for treating “irritability” in children and ado-
lescents diagnosed with ASD (United States Food and Drug
Administration, 2006, 2009). “Irritability” is a shorthand label
for several forms of challenging behavior, including crying,
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self-injury, aggression directed towards others, and property
destruction. The Aberrant Behavior Checklist (Aman, Singh,
Stewart, & Field, 1985), a symptom checklist that is complet-
ed by a caregiver, is a widely used measure of “irritability.”
The “Community” version of the checklist, comprising 58
items, is used in most studies.

The widespread use of psychotropic medications, in both
people with ASD and in other populations, is relevant to the
discipline of applied behavior analysis (ABA) in at least three
ways (Weeden, Ehrhardt, & Poling, 2010a). First, some be-
havior analysts are highly critical of the use of psychotropic
drugs (e.g., Flora, 2007), while others are more accepting (e.g.,
Thompson, 2007). Second, the researchmethods characteristic
of ABA, including the use of small-N, within-subject designs
and direct, repeated measures of target behaviors, functional
assessment of target behaviors, and social validation are of
clear value in clinical psychopharmacology (for reviews see
Poling, Ehrhardt, Wood, & Bowerman, 2010; Poling et al.,
2017; van Haaren & Weeden, 2013), although they are not
generally accepted by the FDA or the medical profession.
Third, the strategies that applied behavior analysts use in the
everyday evaluation of their interventions (which are similar
to those used in their research, albeit less rigorous) are often
appropriate for the everyday evaluation of psychotropic med-
ications (Poling & Ehrhardt, 1999; Poling et al., 2010).

Clearly, behavior analysts can be valuable members of
treatment and research teams concerned with the effects of
psychotropic medications in people with ASD or other
clinical conditions. Both Brodhead (2015) and Newhouse-
Oisten, Peck, Conway, and Frieder (2017) recently proposed
strategies to ensure that interdisciplinary teams which include
behavior analysts function effectively. Unfortunately, neither
these nor other authors who have argued that behavior ana-
lysts can play a valuable use in the appropriate use of psycho-
tropic drugs, including us (e.g., Poling et al., 2017; Weeden
et al., 2010a), have considered the specific skills that behavior
analysts need to participate meaningfully in treatment teams,
the best way to establish those skills, and the ubiquity of such
skills in BCBA practitioners. These topics are highly worthy
of discussion, and some of the questions in the survey we
conducted are relevant to them. The purpose of our survey
was to obtain information regarding the role that practitioners
who serve clients with ASD actually play in evaluating drug
effects, the role they believe they should play in assessing
drug effects, and their background regarding psychotropic
medications.

Methods

An electronic survey was sent via the Behavior Analyst
Certification Board e-mail campaign to Board Certified
Behavior Analysts of all levels (BCaBA, BCBA, BCBA-D).

The e-mail list contained 17,780 names. Of them, 2842 re-
ceived the survey, and 253 (8.9%) completed it. These data
were provided by the BACB e-mail service. The reported data
are based on the responses of the 253 people who completed
the survey. Data were summarized for all respondents who
completed the last question of the survey; not all questions
were completed by all respondents, but all questions were
completed by 90.12% of respondents. The remaining respon-
dents completed all of the Likert-scale questions and their data
are included for these questions.

We prepared a brief questionnaire, hosted by Qualtrics,
comprising 7 demographic questions and 21 content ques-
tions. Questions and choice options are shown in Tables 1,
2, 3, and 4. Content questions focused on the practitioner’s
training and knowledge regarding psychotropic drugs, how
they were involved in evaluating the effects of psychotropic
medications, and how they viewed the role of behavior ana-
lysts in evaluating medications. Eleven items were five-choice
Likert-scale questions, with “always” and “never” as end-
points. Eight other items were forced-choice questions with
five options.

Three items asked open-ended questions as follow-ups to
specific answer choices. A thematic analysis was used to iso-
late major recurring themes in the responses to those ques-
tions. Thematic analysis is a six-stage process which involves
an initial reading of the responses, generating an initial coding
hierarchy, preliminary coding, thematic construction, revision,

Table 1 Respondent
characteristics Characteristic Percentage

Gender

Female 76.36

Male 22.09

Other/prefer not to say 1.55

Highest degree earned

Bachelors 2.33

Masters 78.68

Doctorate 18.99

Current certification level

BCaBA 3.92

BCBA 80.39

BCBA-D 15.69

Location

The USA 89.19

Outside of the USA 10.81

Years of experience

0–5 years 26.74

6–10 years 29.07

11–15 years 20.16

16–20 years 8.53

Over 20 years 15.50
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and consolidation (Braun & Clarke, 2006; Strauss & Corbin,
1990). One person independently performed a thematic anal-
ysis of all responses, then a second person independently ap-
plied the thematic categories isolated by the first person to
evaluate 82 of the 407 written responses (20.1%), selected at
random. The ratings of the two individuals agreed for 90.24%
of the responses (74 of 82). The two raters reached a consen-
sus regarding the eight responses that were initially evaluated
differently and the consensus rating is reported.

Results

Demographic information for respondents appears in Table 1
and information for clients served by respondents appears in
Table 2. The majority of respondents were female BCBAs
holding a master’s degree and residing in the USA. Most re-
spondents primarily provided services to individuals diagnosed
with ASD (95.74%) in in-home settings (56.86%), public or
private schools (50.59%), and centers or clinics (38.82%).Most
respondents provided services to clients aged 0 to 5 (72.16%), 6

to 13 years (86.27%), 14 to 18 (71.76%), and 19 to 26 years
(53.33%). (Note that totals can sum tomore than 100% because
respondents can serve more than one age group).

Although our initial plan was to statistically analyze data as
a function of respondent characteristics (e.g., degree held, lev-
el of certification, age of clients, years of experience), there
were too few respondents in many categories to make such an
analysis meaningful. The problem of small Ns within data
cells was exacerbated because some questions permitted mul-
tiple response options (e.g., a respondent could work with two
or more age groups or receive training in multiple ways),
which substantially increased the number of respondent cate-
gories that must be considered. Finally, there is disagreement

Table 2 Clients’
demographics questions Responses Percentage

Do you provide services for people
diagnosed with ASD?

Yes 95.74

No 4.26

Age groups serviced

0–5 years 72.16

6–13 years 86.27

14–18 years 71.76

19–26 years 53.33

27–54 years 30.20

55+ years 20.78

Primary work setting

Public or private school 50.59

Center or clinic 38.82

In-home 56.86

Hospital 3.92

Residential facility 21.96

College or university 5.49

Other 5.49

What percentage of your clients are
currently taking psychotropic
medications?

0% 2.51

1–25% 26.36

26–50% 23.85

51–75% 20.50

76–100% 18.83

Do not know 7.95

Table 3 Respondents’ training and knowledge regarding medications
questions

Responses Percentage

What training did you receive regarding the uses and effects of
psychotropic medication?

Self-study 52.84

Workshop 27.51

Class (in my degree program) 37.55

Class (outside my degree program) 20.09

Other 20.52

None 13.54

How adequate is your knowledge of uses and effects of psychotropic
medications that your clients receive?

Extremely adequate 15.42

Somewhat adequate 42.73

Neither adequate nor inadequate 17.18

Somewhat inadequate 16.74

Extremely inadequate 7.93

Source of information provided to prescribing physicians regarding
behavioral effects of psychotropic medication

Anecdotal observation 34.75

Direct measures of target response 74.58

Checklist or rating scales 18.22

Self-report by client 13.14

Self-report by parents, teachers, or other care-providers 40.25

School or institutional records 15.25

Other 2.56

I do not provide such information 19.07

How do determine what adverse effects to track?

Based on parent concern 71.10

Based on client concern 28.44

Based on direct observations 73.39

Based on physician input 39.45

Based on published research articles 22.02

Based on internet or textbooks 14.68

Based on side effects reported on drug package labels 44.50

Other 10.09
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among statisticians as to how ordinal data, like those obtained
with our Likert-scale questions, should be statistically ana-
lyzed, and some contest that parametric statistics are inappro-
priate (e.g., Agresti, 2010; Allen & Seaman, 2007). Given
these considerations, few comparisons of findings across re-
spondent categories, or statistical analyses, are reported.

When asked “what percentage of your clients are currently
taking psychotropic medications,” 2.51% of respondents indi-
cated 0% of current clients and 7.95% indicated that they did
not know. A similar percentage of respondents indicated that
1–25% (26.36%), 26–50 (23.85%), 51–75% (20.50%), and
76–100% (18.83%) of their clients are currently taking psy-
chotropic medications.

Responses to questions concerning respondents’ training
and knowledge regarding psychotropic medications shown
in Table 3. Approximately half (52.84%) of the respondents
indicated their training regarding psychotropic medication
was primarily through self-study or through a class (57.64%
when classes within and outside degree programs are com-
bined), and 13.54% reported having no relevant training. A
majority of respondents (58.15%) indicated that their knowl-
edge of the uses and effects of psychotropic medications was

somewhat or completely adequate. A slightly lower percent-
age of BCBAs (55.56%) than BCBA-Ds (78.79%) reported
that their knowledge was somewhat or completely adequate;
chi-square analysis indicated that this difference was not sig-
nificant at the p < .05 level (×2 = 1.75, p = 0.19). Only 7.93%
of respondents rated their knowledge as extremely inadequate.

The most frequently reported sources of information given
to prescribing physicians regarding the behavioral effects of
medication were direct measures of behavior (74.58%) and
anecdotal information provided by caretakers or other profes-
sionals (34.75%). Behavior analysts selected adverse effects
to track based on parent concerns (71.10%), direct observa-
tions of potentially adverse effects (73.39%), and effects re-
ported on drug package labels (44.50%).

Table 4 summarizes responses to question concerned with
current practices and opinions regarding psychotropic medi-
cations. Most (60.76%) of the respondents always or very
often know the specific psychotropic medications their clients
are taking and when drugs or doses are changed; only 9.71%
rarely or never do so. Moreover, most (70.92% of) respon-
dents know the intended effects of the medication their clients
receive. Nonetheless, only 20.17% of them always or very

Table 4 Current practices and opinions regarding psychotropic medications questions

Question Always
(%)

Very often (%) Sometimes
(%)

Rarely
(%)

Never (%)

How often do you know the specific psychotropic medications your clients
are receiving and when adjustments are made to the drugs or drug
doses they receive?

21.10 39.66 29.54 8.02 1.69

How often do you know the intended effects of the psychotropic medication
your clients are receiving?

27.31 33.61 28.57 7.98 2.52

How often do you work directly with the prescribing physicians to develop
strategies for measuring the intended effects of the psychotropic
medication your clients are receiving?

5.88 14.29 8.82 31.09 39.92

How often do you work directly with people other than the prescribing
physicians (e.g., clients, parents, teachers) to develop strategies for
measuring the intended effects of the psychotropic medication
your clients are receiving?

17.72 27.85 26.58 16.46 11.39

How often are behavioral data reflecting the intended effects of psychotropic
medications used by the prescribing physician in making treatment
decisions regarding your clients?

7.59 18.57 15.61 38.40 19.83

How often are you involved in measuring possible adverse effects
(i.e., side effects) of the psychotropic medications
that your clients receive?

7.30 13.73 35.62 24.46 18.88

How often are you involved in socially validating the goals, procedures, and
results of psychotropic medication treatments arranged for your clients?

6.41 13.68 20.94 28.63 30.34

How often are your clients served by an interdisciplinary team that includes
you and deals with issues directly related to the use of
psychotropic medications?

11.01 22.47 18.94 28.19 19.38

When your clients receive psychotropic medications, how often do they
derive significant therapeutic benefit from those drugs?

0.45 22.07 64.86 10.36 2.25

How often should a behavior-analytic intervention be evaluated prior to using
a psychotropic medication to address a behavioral issue (e.g., temper
tantrums, short attention span)?

50.89 43.30 5.80 0.00 0.00

When your clients are considered, how often is a behavior-analytic intervention
evaluated prior to using a psychotropic medication to address a behavioral
issue (e.g., temper tantrums, short attention span)?

10.27 29.02 29.46 25.45 5.80
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often work directly with the prescribing physician to develop
strategies for measuring the intended effects. A substantially
larger percentage (45.57%) work directly with people other
than the prescribing physician to develop such measures.

According to over half of the respondents (58.23%), be-
havioral data reflecting the intended effects of psychotropic
medications are rarely or never used by the prescribing phy-
sician in making treatment decisions. About a quarter of re-
spondents (26.16%) reported, however, that the prescribing
physician always or very often uses such data. A substantially
higher percentage of BCBAs (59.59%) that BCBA-Ds
(39.39%) reported that physicians rarely or never used such
data; chi-square analysis revealed that this difference was not
significant at the 0.05 level (×2 = 1.75, p = 0.19). There was a
smaller difference in the percentage of BCBAs (25.91%) and
BCBA-Ds (36.36%) who reported that they always or very
often do so, and this difference was not statistically significant
at the .05 level (×2 = 1.15, p = 0.28). When asked “how often
are you involved in measuring possible adverse effects of
medications,” 26.03% of respondents indicated “always” or
“very often.” A slightly larger percentage of respondents
(33.48%) indicated that their clients were always or very often
served by an interdisciplinary team of which the behavior
analyst is a member and issues related to psychotropic drugs
are directly addressed.

Most respondents (64.86%) reported that their clients
sometimes derive significant benefit from psychotropic drugs.
Few indicated that their clients always (0.45%) or never
(2.25%) do so. A large majority of respondents (94.19%) in-
dicated that a behavior-analytic intervention should be evalu-
ated prior to using a drug to address a behavioral issue. But
only 39.29% indicated that such an intervention was always or
very often evaluated prior to medication use.

When asked “could you play a larger and more valuable
role in ensuring psychotropic drugs are used to maximally
benefit your client,” 81.45% of respondents answered “yes.”
Respondents who answered “yes” were invited to answer an
open-ended question that asked “what would allow you to
play a larger and more valuable role?” A total of 168 people
wrote a response. Of them, 30 were BCBA-Ds and 128 were
BCBAs. The thematic analysis yielded three major themes in
responses to this and the other two open-ended questions. One
theme generally related to the importance of data, the second
to the importance of collaboration, and the third to the appro-
priate training of behavior analysts. Overall, 55.35% of re-
spondents who answered “yes” when asked if they could play
a larger role indicated that increased opportunities to collabo-
rate (typically with physicians) would allow them to do so.
Sixty percent of BCBA-D respondents and 57.03% of BCBA
respondents did so. Slightly fewer, 42.86%, reported that
collecting and using better measurement systems (typically
involving direct observations of behavior) would suffice,
and substantially fewer, 20.83%, noted that better training

would be sufficient. (Note that percentages can sum to over
100%because two ormore themes could be evident in a single
answer).

In all, 91.06% of participants indicated that behavior ana-
lysts should be routinely involved in monitoring of drug ef-
fects on their clients. Respondents who so indicated were in-
vited to answer an open-ended question that read “why should
[behavior analysts] be involved?” A total of 200 responses
were provided. Themajority of responses (73%) indicated that
the primary value of involving behavior analysts was their
skill in collecting data and behavioral observations.
Substantially fewer, 27%, indicated that collaboration be-
tween behavior analysts and physicians was necessary for
drugs to be used effectively.

Respondents were asked, “is it outside the realm of the
competency of applied behavior analysts, and hence ethically
inappropriate, for them to be involved in evaluating medica-
tion effects.” Most (69.40%) of the respondents answered
“no.” Only 6.03% answered “yes,” and 18.10% answered
“other.” The 38 respondents who answered “other” were
asked to “please describe [the reason for their response].”
The most common answer, provided by 57.89% of respon-
dents, was that behavior analysts should be involved in
collecting data relevant to clinical decision making, but not
in making treatment decisions. Similarly, 50% emphasized
that behavior analysts should simply consult with other
people.

Discussion

Before discussing the results of this survey, it is important to
emphasize that they are limited in three regards. First, the
present data are self-reported, with the potential weaknesses
inherent to such data (Barlow & Hersen, 1984, pp. 132–134).
Second, the sample is rather small and may not be represen-
tative of the population of interest (i.e., all BCBAs). For in-
stance, 7.5% of all certified behavior analysts are BCBA-Ds
and 9.5% are BCaBAs (BACB, 2012). BCBA-Ds accounted
for 15.69% of our respondents and BCaBAs for 3.92%. Third,
the response rate is low. According to the organization that e-
mailed the survey, 2842 BCBAs received the survey. Only
253 completed it, and it cannot be assumed that these individ-
uals are representative of the population of BCBAs. It is, for
example, possible that respondents are especially interested in
the survey’s subject matter (i.e., psychotropic medications)
and hence different from most BCBAs (Martella, Nelson, &
Marchand-Martella, 1999). Although this possibility cannot
be ruled out, it is interesting that the return rate in the present
study is similar to that obtained in prior published studies that
used the same or a very similar recruitment strategy and dealt
with other topics (382 responses in DiGennaro Reed &
Henley, 2015; 284 responses in Dixon, Reed, & Smith,
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2013; 205 responses in Roscoe, Phillips, Kelly, Farber, &
Dube, 2015). On-line surveys yield relatively low response
rates (Van Horn, Green, &Martinussen, 2008) due to a variety
of factors, such as e-mails not being received or being auto-
matically marked as spam (Dillman, 2000). The extent to
which these factors influenced the response rate in the present
survey is unknown, but it does appear prudent for future re-
searchers to use an alternative strategy.

Although there is substantial variability in respondents’
answers to most of the questions, there is sufficient consisten-
cy to support five points. One is that nearly all of the respon-
dents provide services for clients with ASD who receive psy-
chotropic medications, although the reported percentage of
medicated clients differed widely across clients. These find-
ings are unsurprising given that the overall prevalence of psy-
chotropic drug use in this population is relatively high (e.g.,
Goin-Kochel et al., 2007; Logan et al., 2015; Sheehan et al.,
2015; Williams et al., 2012), but differed from 19.5 to 65% in
published studies (Poling et al., 2017).

A second point is that respondents gained information
about psychotropic medications in a number of ways, and
fewer than 40% did so by taking a class as part of their degree
program. Interestingly, there was very little difference in the
percentage of BCBAs (38.73%) and BCBA-Ds (32.35%)
who gained information by taking a class. Chi-square analy-
sis revealed that this difference was not significant at the
p < .05 level (×2 = 1.23, p = 0.27). A slight majority of re-
spondents indicated that their knowledge of the uses and
effects of psychotropic medications was somewhat or
extremely adequate, but neither the present data nor any
other data provide evidence of whether or not behavior
analysts typically have the competencies necessary to serve
effectively on interdisciplinary teams concerned with
psychotropic medications. In fact, those competencies have,
to our knowledge, not even been specified. The Behavior
Analysis Certification Board Task List (2012) makes no men-
tion of psychotropic drugs or any other topic uniquely related
to clinical psychopharmacology and it appears that many,
probably most, BCBA training programs largely ignore the
subject. The lack of systematic, required training is clearly
evident in the answers of our respondents, who reported that
they were trained in a variety of ways, most often through
self-study. Unsurprisingly, only six in ten reported that their
knowledge of psychotropic drugs was somewhat or
completely adequate.

If behavior analysts are to regularly be involved in ensuring
that medications are used to produce maximal benefit in their
clients, then it is essential that they be appropriately trained,
which will require modification of current educational and
assessment strategies. Interestingly, results of a recent survey
of behavior analysis course sequence coordinators indicate
that many believe there is too little coverage of basic-science
topics, such as behavioral pharmacology, so there may be

some enthusiasm for broadening the scope of behavior ana-
lysts’ training (Blydenburg & Diller, 2016).

If behavior analysis is to fulfill its promise as a contributor
to the rational, effective use of psychotropic drugs, then those
involved in training and certification must think carefully
about how students should be trained and assessed and how
they can more readily serve on interdisciplinary teams. One
possibility is to combine training in a behavior analysis pro-
gram with conventional medical education. It might, for in-
stance, be tenable to have students jointly educated in a phy-
sician’s assistant or nurse practitioner program and in a behav-
ior analysis program. Grant funding should be available to
establish such a model program, which might well serve as
an initial and invaluable bridge between medicine and our
discipline. Specifically training behavior analyst students to
work productively as members of inter- and multi-
disciplinary teams that include medical doctors is also likely
to bear fruit.

Third, a majority of respondents indicated that their clients
sometimes derive significant benefit from psychotropic med-
ications. This outcome is consistent with research findings,
summarized in several reviews (e.g., Elbe & Lalani, 2012;
Mohiuddin & Ghaziuddin, 2013; Siegel & Beaulieu, 2012),
indicating that antipsychotic medications often reduce unde-
sired behaviors in people with autism and, although the evi-
dence is less strong, other drugs classes also can produce
beneficial effects.

Of course, behavior-analytic interventions are also often
effective in reducing undesired behaviors in people with au-
tism, as well as in increasing desired responding (National
Professional Development Center on Autism Spectrum
Disorder, 2017; Wong et al., 2015). Direct comparisons of
behavior-analytic and pharmacological treatments are very
rare. For example, no study has directly compared the effects
of risperidone and a behavior-analytic treatment on irritability
(Weeden et al., 2010a).

It is the case, however, that risperidone can produce a
range of adverse effects and this is true of all psychotropic
medications (e.g., McQuire, Hassiotis, Harrison, & Pilling,
2015). Most behavior-analytic intervention rarely if ever
produces significant side effects, although there are clear
exceptions. Putting those exceptions aside, behavior-
analytic interventions can accurately be viewed as less re-
strictive interventions than psychotropic drugs. One of the
fundamental precepts of bioethics is “first, do no harm” (in
Latin, “primum non noiere”). With this precept in mind,
the fourth noteworthy point supported by our findings is
that only four in ten respondents reported a behavior-
analytic intervention was always or very often evaluated
in their clients prior to medication use. In contrast, nine in
ten indicated that this should occur.

Physicians, of course, are not in the business of arranging
behavior-analytic interventions. Rather, they are trained to use
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psychotropic drugs to deal with behavioral challenges, and in
so doing, they are operating within the ethical and legal
boundaries of their discipline and are offering what is often
the only tenable treatment option given their training and the
limited time they have to spend with individual clients. It is
natural and appropriate for a physician who is asked to help in
improving someone’s behavior to prescribe a psychotropic
drug, regardless of whether or not that person is diagnosed
with autism. In so doing, they are using tools that are both
familiar and arguably the best at their disposal.

Unfortunately, the empirical justification for using those
tools is often weak. For example, people with ASD sometimes
receive risperidone in combination with another drug with the
goal of reducing undesired behavior, but a recent review of the
literature finds that there is a dearth of published studies to
support this practice (Li, MacNeill, Curiel, & Poling, 2017).
Moreover, even when there is compelling evidence that a drug
is generally, not all treated individuals respond favorably to it.
This is, for example, true with respect to the effects of risper-
idone on irritability (e.g., Elbe & Lalani, 2012; McCracken
et al., 2002). Regardless of whether an intervention is or is not
evidence-based, or is or is not pharmacological, sound clinical
practice comprises three components (Poling, 1994). First, the
goals of the treatment must be clear and in the client’s best
interest. Second, the effects of effects of the treatment must be
assessed in a manner that is adequate to determine whether
those goals are attained. Third, decisions regarding continua-
tion and modification of treatment must be based on its actual
effects.

Behavior analysts are, of course, committed to this model
of clinical practice and trained to be expert in its use. For that
reason, as many respondents pointed out and several authors
have suggested (e.g., Newhouse-Oisten et al., 2017;
Valdovinos, Nelson, Kuhle, & Dierks, 2009; Weeden,
Ehrhardt, & Poling, 2010b), they could potentially plan a
valuable role in interdisciplinary teams committed to the best
possible use of psychotropic medications. Unfortunately, few
respondents function as members of such teams. This is the
fifth point supported by the present findings.

It appears that cost is one reason why interdisciplinary
teams that include a behavior analyst are not typically in
place when psychotropic drugs are prescribed for people
with autism. Who would pay for such teams? Professional
prerogatives and precedents are another. Only properly li-
censed professional can administer psychotropic drugs,
and for the most part those individuals are physicians.
Historically, behavior analysts and physicians have not
worked together. There are, however, some exceptions,
and a few respondents indicated that they were a part of
them. Describing the success of such joint efforts at con-
ferences attended by physicians, and in journals regularly
read by physicians, is another potential strategy for in-
creasing interdisciplinary teaming.
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