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Understanding how behaviour therapists incorporate diagnostic assessments into 
their intervention planning can help to streamline assessment procedures and 
facilitate communication. The objectives are to identify what information from the 
diagnostic assessment is received by behaviour therapists and which assessment 
elements are most important and relevant for treatment planning. Behaviour 
therapists, identified through Ontario registries, were surveyed about their use of 
diagnostic information in treatment planning. Seventy-one behaviour therapists 
completed the survey (response rate  =  35.5%). The diagnostic information most 
frequently received by respondents included brief (69%) and detailed (49.2%) 
physician/psychologist report, speech/language assessment report (52.1%) 
and individualised education plan (50.7%). Most respondents indicated that 
information from the physician/psychologist report is often out-dated (74.6% 
Agree/Strongly Agree). There was variable agreement that the information in 
the diagnostic package influences the type and quantity of treatment. These 
findings demonstrate that while diagnostic assessments received by behaviour 
therapists are important to their planning, other independently obtained sources 
of information, such as client interviews, are relatively more important to this 
process. The diagnostic assessment is one tool to inform treatment planning; 
however, up-to-date information about the child’s needs is likely to be  more 
informative.
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1. Introduction

Autistic children and their families frequently access early intensive behavioural intervention 
(EIBI) and other applied behaviour analysis (ABA)-based therapies (1). The broad aim of ABA 
is to use the principles of behaviour analysis to design, implement, and evaluate modifications 
that produce socially significant changes in behaviour (2). The science of behaviour analysis is 
rooted in B.F. Skinner’s radical behaviourism (2). Recent meta-analyses have explored the efficacy 
of behavioural interventions. Sandbank, Bottema-Beutel (3) found that behavioural interventions 
have evidence to support their effectiveness; however, the strength of this evidence this is limited 
by issues of methodological rigour, including detection bias as a result of caregiver/teacher report 
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(3). Other meta-analyses also identified that EIBI could improve 
adaptive behaviour (1, 4) and cognitive ability (1), although this 
evidence was also rated as weak.

Limited information about access to behavioural therapy exists for 
Canada. The OAP reported that, of families electronically surveyed 
about their choice of services, 80% indicated they would choose ABA 
for their child (5). In the United States, between 2018 and 2021 the 
number of Board Certified Behaviour Analysts (BCBAs) increased by 
65% (6). Despite this increase in BCBAs, research from an American 
state reported the average wait time to EIBI is approximately 
9 months (7).

While behaviour therapists may play a key role in the therapeutic 
pathways of many autistic children and their families, they are often 
not involved in the diagnostic assessment process. A review of the 
literature found no published research relating to how behaviour 
therapists use or incorporate diagnostic assessment information into 
their treatment planning. The Ontario Autism Program describes 
physicians, family support providers, educators and clinicians as 
potential sources of information for assessments that inform 
intervention planning or delivery (8). Numerous guidelines have stated 
that a multidisciplinary autism diagnostic assessment is required to 
inform treatment planning (9), yet no information currently exists as 
to how behaviour therapists incorporate this information into 
treatment planning or delivery. It is important to understand how the 
information obtained from a multidisciplinary assessment is used to 
influence treatment planning, especially considering that some have 
argued that due the resource intensiveness of this type of assessment, 
it may not be necessary in all cases (10) and could contribute to lengthy 
diagnostic wait times. Understanding how behaviour therapists use 
diagnostic information obtained from various sources (school reports, 
allied health assessments, physician assessments, etc.), may help to 
improve collaboration between diagnosticians and therapists, 
streamlining pathways and improving family experiences.

To address this knowledge gap, we undertook a descriptive study 
using a bespoke online questionnaire for behaviour therapists to 
address three objectives: (1) identify what information from the 
diagnostic assessment is received; (2) determine which elements of the 
diagnostic assessment are most important for treatment planning; and 
(3) determining the quality, quantity, and relevance of various aspects 
of the diagnostic assessment.

2. Methods

2.1. Participants

Public registries of Ontario-based behaviour therapists were 
used to identify potential participants, which was estimated to 
comprise around 200 behaviour therapists at time of survey 
dissemination. Providers of ABA-based services are generally 
referred to as behaviour therapists and have a range of certifications. 
A BCBA has a Master’s degree and 2,000 h of supervised fieldwork, 
and a BCBA-D is a BCBA with a Doctoral degree (11). A Board 
Certified Assistant Behaviour Analyst (BCaBA) has at least a 
Bachelor’s degree and 1,000 h of supervised practiced, and is 
supervised by a BCBA or BCBA-D. Lastly, Registered Behaviour 
Technicians (RBTs) practice under the supervision of a BCBA, 
BCBA-D and/or a BCaBA, and are required to have a high school 

diploma, 40 h of training, and to have passed a competency 
assessment. BCBAs, BCBA-Ds, and BCaBAs are all required to pass 
an exam to receive their certification (12).

The survey was completed in its entirety by 71 behaviour 
therapists (response rate of 35.5%) who were involved in in treatment 
programming/planning. Participant email addresses were from the 
OAP Provider Registry and/or Ontario Association for Behaviour 
Analysis and/or BACB Certification Board Registrants in Ontario, 
Canada. Potential respondents also had to actively work with autistic 
children in the last 2 years and have access to a computer and the 
ability to complete a questionnaire in English. The means and 
frequencies of the demographic characteristics of respondents were 
calculated, and presented in Table 1. Most respondents identified as 
female (n = 68, 95.8%) and had completed a master’s degree (n = 62, 
87.3%). The mean number of months of clinical practice training was 
54.9 (SD = 119.6), and number of years working in their role was 11.2 
(SD = 7). The most frequently identified type of certification was 
BCBA (n = 54, 76.1%), and most identified working in a large urban 
population centre (more than 100,000 people).

2.2. Measure

As there were no instruments available at time of data collection to 
measure the construct of interest, a questionnaire was developed with 
input from diagnosticians and behaviour therapists. The questionnaire 
included nominal and ordinal data collection, including five-point 
Likert scales to rate the importance of information, and free text fields 
to capture any aspects not covered by the presented options. The survey 
was piloted with three behaviour therapists prior to dissemination. 
They were asked about survey length, clarity of questions, and whether 
important content was missing. Based on their feedback, terminology 
for different types of therapists and training was clarified, as was 
wording about information obtained by the therapist. Respondents 
were asked to indicate what diagnostic assessment information they 
received for new clients, the assessment information they utilise to 
develop a therapeutic plan (and whether it is obtained in the diagnostic 
package or obtained by them), the relative importance of these sources 
of information, and the relative importance of information found in a 
physician/psychologist assessment. Respondents were asked to rate the 
importance of 13 diagnostic assessment aspects in order to develop an 
intervention (Not Important at All, Of Little Importance, Of Average 
Importance, Very Important, Absolutely Essential). Additionally, 
respondents were asked to indicate their level of agreement to nine 
statements related to the quantity, quality, recency, and relevancy of 
diagnostic information received (Strongly Disagree, Disagree, Neither 
Agree nor Disagree, Agree, Strongly Agree). Data analysis was 
completed using means and frequencies.

2.3. Procedure

Research ethics approval was obtained from Holland Bloorview 
Kids Rehabilitation Hospital. Potential participants from the registry 
were emailed directly, with a total of three emails sent over 4 weeks to 
recruit respondents. The first page of the survey was related to consent. 
No identifying information was collected. Responses to the 
questionnaire are only reported if the survey was fully completed.
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TABLE 1 Demographic, practice, and education information of respondents (n  =  71).

n % Mean Standard deviation

Age

20–30 years 17 23.9

31–40 years 35 49.3

41–50 years 15 21.6

51–60 years 4 5.6

Gender

Female 68 95.8

Male 3 4.2

Education

Bachelor’s degree 9 12.7

Master’s degree 62 87.3

Behaviour therapy training (months)

Formal education (i.e. supervised field work, degree programme or 

board certification)
69 45.3 36.7

Clinical practice 65 54.9 119.6

Time working as behaviour analyst (years) 71 11.2 7

Main practice setting

For profit (group)/clinic 16 22.5

Not-for-profit centre/clinic 15 21.1

For profit independent 30 42.3

Not-for-profit independent 2 2.8

Other 8 11.3

Type of service delivery

One-to-one 36 50.7

Mediator model/consultation 24 33.8

Parent training/workshop 3 4.2

Group 1 1.4

Other 7 9.9

Age of clientsa

Preschool 52 73.2

Kindergarten to grade 8 66 92.9

High school 43 60.6

Geographical location of practice

Large urban population centre (>100,000 people) 53 74.6

Medium population centre (30,000–99,000) 17 23.9

Small population centre (1,000–29,999) 1 1.4

Type of certification

Registered behaviour technician (RBT) 2 2.8

BCBA 54 76.1

BCaBA 6 8.4

BCBA-D 2 21.8

Other

BCBA in progress 7

aRespondents were able to select more than one option for these questions.
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3. Results

3.1. Information received from diagnostic 
assessments

Respondents receive assessment information from various sources 
(Table  2). The majority of respondents typically received a brief 
physician/psychologist report (n = 49, 69%), a speech-language 
pathology (SLP) assessment (n = 37, 52.1%), and an individualised 
education plan (n = 36, 50.7%) Respondents were less likely to receive 
information from diagnostic tools, with the Autism Diagnostic 
Observation Schedule (ADOS) being the most common (n = 16, 22.5%).

3.2. Elements of the diagnostic assessment 
that are perceived as important for 
planning

Respondents were asked to indicate the importance of different 
sources of information for treatment planning (Table 3). As described, 
the information that was most commonly received by behaviour 
therapists was a brief physician/psychologist report. For this type of 
information, 16.9% (n = 12) of respondents indicated it was Absolutely 

Essential, 38% (n = 27) indicated it was Very Important, and 29.6% 
(n = 21) indicated it was Of Average Importance. Information most 
frequently identified as Absolutely Essential was ‘My own family 
interview’ (76.1%), ‘My client interview’ (67.6%), and ‘My teacher 
interview’ (31%). Additionally, consultation with service providers 
was identified as Very Important by 39.5% of respondents for SLPs, 
33.8% for occupational therapists, and 18.3% for physicians.

3.3. Quality, quantity, and relevance of 
assessment information

Lastly, respondents were asked to indicate their level of agreement 
with various statements related to the quality, quantity and relevance of 
the information received and how they use it (Table 4). Most respondents 
Agreed/Strongly Agreed (74.6%) that information in the physician/
psychologist report is often outdated, or older than 6 months. As to 
whether the type and amount of information received was adequate, 
responses were more varied. Over 30% of respondents Agreed/Strongly 
Agreed that the type of information received is adequate, and over 30% 
Disagreed/Strongly Disagreed with this statement. As well, most 
respondents Disagreed/Strongly Disagreed that they do not need/use 
other professional’s assessment when developing an intervention plan. 

TABLE 2 Type of diagnostic assessment information typically received for new clients (n  =  71).

Information received n (%) Information utilised for developing plans n (%)

Provided in diagnostic 
package

Individually obtained

Type of diagnostic assessment information

Brief physician/psychologist report 49 (69) 41 (57.7) 6 (8.5)

Speech and language assessment report 37 (52.1) 36 (50.7) 17 (23.9)

Individualised education plan 36 (50.7) 31 (43.7) 18 (25.4)

DSM-5 severity level 35 (49.2) 31 (43.7) 6 (8.5)

Detailed physician/psychologist report 35 (49.2) 32 (45.1) 7 (9.9)

School/daycare report/evaluations 33 (46.5) 30 (42.3) 22 (31)

Psychoeducational assessment report 26 (36.6) 26 (36.6) 6 (8.5)

Occupational therapy assessment report 24 (33.8) 30 (42.3) 14 (19.7)

Results of standardised tools

ADOS 16 (22.5)

CARS 6 (8.5)

ADI-R 3 (4.2)

Othera 12 (16.9)

Interviews/consultations

Interview with caregiver 11 (15.5) 65 (91.5)

Consultation with SLP 7 (9.9) 45 (63.4)

Consultation with OT 7 (9.9) 39 (54.9)

Interview with teacher(s) 7 (9.9) 52 (73.2)

Interview with client 6 (8.5) 54 (76.1)

Consultation with psychologist 5 (7) 29 (40.8)

Consultation with other 2 (2.8) 13 (18.3)

aOther tools used included: ABLSS, Assessment of Basic Language and Learning Skills; AFLS, Assessment of Functional Living Skills; VB-MAPP, Verbal Behaviour Milestones Assessment and 
Placement Programme; DP3, Developmental Profile – 3; IQ, intelligence quotient; MAS, Motivation Assessment Scale; FAST, Functional Analysis Screening Tool; QABF, Questions About 
Behavioural Function.
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TABLE 3 Importance of assessments and information for developing an intervention (n, %).

Not important 
at all

Of little 
importance

Of average 
importance

Very 
important

Absolutely 
essential

Physician/psychologist assessment report 3 (4.2) 7 (9.9) 21 (29.6) 27 (38) 12 (16.9)

Speech and Language assessment report 7 (9.9) 27 (38) 22 (31) 12 (16.9)

Occupational therapy assessment report 1 (1.4) 14 (19.7) 28 (39.4) 16 (22.5) 7 (9.9)

School/daycare report card, progress report(s), evaluations 1 (1.4) 11 (15.5) 30 (42.3) 19 (26.8) 7 (9.9)

Individual Education Plan 2 (2.8) 15 (21.1) 36 (50.7) 12 (16.9) 4 (5.6)

Psychoeducational assessment report 7 (9.9) 21 (29.6) 26 (36.6) 11 (15.5)

My own (family) interview 1 (1.4) 16 (22.5) 54 (76.1)

My teacher interview 3 (4.2) 16 (22.5) 28 (39.4) 22 (31)

My client interview 1 (1.4) 3 (4.2) 17 (23.9) 48 (67.6)

Consultation with SLP 5 (7) 25 (35.2) 28 (39.4) 8 (11.3)

Consultation with OT 1 (1.4) 8 (11.3) 28 (39.4) 24 (33.8) 6 (8.5)

Consultation with physician 5 (7) 13 (18.3) 28 (39.4) 13 (18.3) 7 (9.9)

Consultation with psychologist 2 (2.8) 10 (14.1) 26 (36.6) 20 (28.2) 9 (12.7)

Information found in physician/psychologist assessment report

Client demographics 3 (4.2) 17 (23.9) 27 (38) 19 (26.8) 5 (7)

Client’s medical history 5 (7) 18 (25.4) 24 (33.8) 24 (33.8)

Client’s family history 2 (2.8) 8 (11.3) 21 (29.6) 24 (33.8) 16 (22.5)

Client’s social history 3 (4.2) 20 (28.2) 31 (43.7) 17 (23.9)

Client’s gross motor history 3 (4.2) 17 (23.9) 33 (46.5) 18 (25.4)

Client’s fine motor history 3 (4.2) 16 (22.5) 34 (47.9) 17 (23.9)

Client’s adaptive skills history 1 (1.4) 13 (18.3) 32 (45.1) 24 (33.8)

Client’s speech/language history 13 (18.3) 30 (42.3) 27 (38)

Client’s cognitive history 14 (19.7) 27 (38)

Client’s standardised test descriptors

Quantitative scores 3 (4.2) 15 (21.1) 32 (45.1) 17 (23.9) 4 (5.6)

Qualitative details 3 (4.2) 12 (16.9) 32 (45.1) 19 (26.8) 5 (7)

Services involved 1 (1.4) 15 (21.1) 29 (40.8) 25 (35.2)

Physician/psychologist overall impression 8 (11.3) 30 (42.3) 23 (32.4) 8 (11.3)

TABLE 4 Level of agreement with statements related to quality, quantity, recency, and relevancy of obtained information.

Strongly 
Disagree

Disagree Neither agree 
nor disagree

Agree Strongly 
Agree

Information in the physician/psychologist report is often out-dated (i.e. 

dated >6 months ago)
1 (1.4) 7 (9.9) 10 (14.1) 12 (16.9) 41 (57.7)

The physician/psychologist report does not include enough detail 4 (5.6) 11 (15.5) 28 (39.4) 19 (26.8) 9 (12.7)

The physician/psychologist report includes too much detail 16 (22.5) 24 (33.8) 28 (39.4) 3 (4.2)

The type of information I receive is adequate 4 (5.6) 19 (26.8) 26 (36.6) 20 (28.2) 2 (2.8)

The amount of information I receive is adequate 4 (5.6) 13 (18.3) 30 (42.3) 21 (29.6) 2 (2.8)

I do not use other professionals’ assessments when developing an 

intervention plan
31 (43.7) 18 (25.4) 9 (12.7) 11 (15.5) 2 (2.8)

I do not need other professionals’ assessments when developing an 

intervention plan
31 (43.7) 24 (33.8) 9 (12.7) 6 (8.5) 1 (1.4)

Information in the diagnostic package influences what type of treatment is 

provided
5 (7) 14 (19.7) 20 (28.2) 22 (31) 10 (14.1)

Information in the diagnostic package influences how much treatment is 

provided
9 (12.7) 18 (25.4) 24 (33.8) 14 (19.7) 6 (8.5)
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Lastly, responses were also more varied for how the information 
received from diagnostic assessments impacts the type and quantity of 
treatments provided. Approximately 45% of respondents Agreed/
Strongly Agreed that the information influences the type of intervention 
provided; however, nearly 40% Disagreed/Strongly Disagreed that the 
information influences how much treatment is provided.

4. Discussion

Despite the historical emphasis on the importance of a 
multidisciplinary autism assessment, there is limited information on 
how that impacts service delivery and how different professions 
collaborate. This is the first study to explore what information 
behaviour therapists receive, their perceived importance of this 
information, and how it influences service delivery. The main finding 
of this study is that while behaviour therapists receive diagnostic 
information from various sources (physicians, SLP, OTs, education), 
information that is independently obtained (client, caregiver, teacher 
interview) is relatively more important to their treatment planning.

4.1. Implications for collaborative practice

It is unsurprising that many respondents identified the importance 
of their interview with client/family, as those within the field of ABA 
have identified family collaboration as a means to achieving family-
centred care (13). Autistic children may be  engaging in various 
therapies at the same time, and this work does identify that 
collaboration with OTs, SLPs, and MDs was viewed as very important 
by some behaviour therapists. Others have discussed how to achieve 
collaboration between behavioural analysis, OT, SLP, and psychology 
(14). They identified limited practice overlap between these 
professions and called for an enhanced understanding of the 
contributions of each profession to facilitate collaboration. Exploring 
what collaboration looks like in practice, understanding how it 
impacts behaviour therapists’ intervention development, and how 
other professionals use behaviour therapists’ assessment information 
would further advance our understanding of how multidisciplinary 
input impacts service provision.

4.2. Implications for diagnostic assessment

Most behaviour therapists identified that the information they 
receive is outdated, raising issues about requirements at the time of 
autism diagnostic assessment to guide treatment planning. Given the 
high demand for autism diagnosis, groups have moved to entrust less 
specialised assessors, such as general paediatricians, to perform 
diagnostic assessments (15, 16). Indeed, solo general paediatrician 
autism assessment is included as an option in the Canadian Paediatric 
Society autism diagnostic guideline (17). Such models move away 
from team-based assessments, which were previously deemed 
necessary to inform therapeutic decisions. Our results challenge this 
requirement. Diagnostic assessment is often a one-time event, whereas 
therapeutic decisions will continue throughout the child’s life. Our 

results show that information about the child can be synthesised from 
many sources to help inform a therapeutic approach.

4.3. Limitations

Our work has some important limitations. A cross-sectional survey 
does not allow us to understand how informational needs, and the type 
of information received, have changed over time. There is potential for 
response bias in that those who responded might feel more strongly about 
this issue than others. There is also potential for recall bias in thinking 
about what information is typically received. The survey evaluated 
perceived importance and relevance; future study could more specifically 
evaluate what aspects of therapy are influenced by the diagnostic 
assessment. Most participants indicated they see multiple age groups, and 
future work can delineate how treatment planning occurs for different age 
groups. We had limited representation from rural groups; further specific 
study of therapeutic planning for this group is warranted.

5. Conclusion

In summary, behaviour therapists receive and use a variety of 
diagnostic information in their intervention planning process. They are 
more reliant on their own assessments to inform intervention planning 
and delivery, most likely due to receiving out-of-date information. The 
diagnostic assessment is one tool to inform treatment planning; however, 
up-to-date information about the child’s needs is likely to be  more 
informative, particularly across the lifespan.
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