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Introduction to Documentation and Reporting

Documentation and reporting are essential professional responsibilities for RBTs. Accurate, timely, and 
objective documentation ensures continuity of care, supports data-based decision making, meets ethical 
and legal requirements, and facilitates communication across the treatment team.

This section covers:

Reporting relevant contextual variables

Writing objective session notes

Effective supervisor communication

Critical incident reporting

Legal and ethical reporting requirements

Documentation and Reporting in RBT Practice:

Comprises approximately 10% of the RBT exam

Critical for ethical and professional practice

Ensures accountability and quality assurance

Supports coordination across treatment team members

Key Principles of Effective Documentation:

1. Objectivity - based on observable events without interpretation



2. Accuracy - precise and factual information

3. Timeliness - completed promptly after events

4. Relevance - focusing on pertinent clinical information

5. Confidentiality - maintaining privacy while communicating necessary information

E-1: Report Other Variables That Might Affect the Client

Types of Relevant Variables

Setting Events and Contextual Variables:

Factors that influence client responding but are not immediate antecedents

May affect motivation, attention, learning, or behavior

Can occur before session or be ongoing conditions

Critical for understanding behavior patterns and intervention outcomes

Physical/Biological Variables:

Illness or symptoms of illness

Medication changes or missed doses

Sleep disruptions or changes in sleep patterns

Hunger, thirst, or changes in eating patterns

Pain or discomfort

Allergies or sensitivities

Hormonal changes or cycles

Seizure activity

Environmental Variables:

Changes in physical environment (home, school, therapy setting)

Noise levels or sensory stimulation

Temperature, lighting, or other physical conditions

Presence of novel people or unfamiliar settings

Changes in routines or schedules

Special events or disruptions to typical environment

Construction, alarms, or other environmental disruptions

Social/Interpersonal Variables:

Changes in family dynamics (visitors, absences)



Conflict or distress among family members

New instructors or change in staff

Peer interactions or conflicts

Cultural events or celebrations

Social pressures or expectations

Changes in social demands or expectations

Programmatic Variables:

Changes in reinforcement systems or token economies

Introduction of new programs or targets

Modifications to intervention procedures

Scheduling changes for therapy

Addition of new treatment providers or services

Changes in service intensity or frequency

Transitions between activities or environments

Documenting and Reporting Variables

Documentation Format:

Record variables in designated section of session notes

Include specific details and observable indicators

Note duration and intensity when relevant

Document source of information when reported by others

Connect to observed behavior patterns when possible

Example Documentation:
"Client's mother reported he slept only 4 hours last night due to neighbor's party. Client observed yawning 
frequently, putting head down during tasks, and required 50% more prompting than typical for mastered 
tasks. Recommended implementing reduced demand protocol per behavior plan."

Reporting Process:

1. Document relevant variables in session notes

2. Alert supervisor to significant variables promptly

3. Discuss potential impact on programming

4. Determine if program modifications needed

5. Monitor patterns over time for recurring variables



Determining Relevance:

Consider variables that were temporally related to behavior changes

Identify patterns across multiple occasions

Focus on variables that can be addressed or accommodated

Prioritize reporting based on magnitude of potential impact

Consider both immediate and delayed effects

E-2: Generate Objective Session Notes

Components of Effective Session Notes

Session Identification Information:

Client identifier (using confidentiality protocols)

Date, time, and duration of session

Setting/location

Names/roles of present therapists and others

Programs/targets addressed in session

Objective Descriptions of Client Performance:

Data-based summary of performance on targets

Prompt levels required

Rate of acquisition or progress notes

Behavioral observations tied to operational definitions

Error patterns or learning barriers identified

Intervention Implementation Details:

Procedures implemented

Modifications to planned procedures

Trials or opportunities provided

Materials or reinforcers used

Generalization or maintenance probes conducted

Contextual Factors:

Environmental variables affecting session

Client's motivational state and attending

Setting events or antecedents to notable behaviors



Variables potentially impacting performance

Response to Intervention:

Effectiveness of implemented procedures

Client's response to specific prompts, reinforcers, etc.

Changes in behavior during session

Patterns observed across multiple opportunities

Plans for Subsequent Sessions:

Recommendations for program adjustments

Areas requiring supervisor input

Materials or preparation needed

Focus areas for upcoming sessions

Objective vs. Subjective Reporting

Objective Reporting (Required):

Based on observable events and measurable information

Includes specific behavioral descriptions

Incorporates quantitative data

Free from interpretation or judgment

Consistent across observers

Subjective Reporting (Avoid):

Based on opinions, judgments, or assumptions

Uses vague or interpretive language

Lacks specific behavioral referents

May vary between observers

Includes emotional reactions or attributions

Examples Contrasting Objective vs. Subjective:



 

Subjective Documentation Objective Documentation

Client was very uncooperative today Client refused 8/10 instructions, turning away and saying "no"

Client had a great session with

excellent progress

Client completed 90% of targets independently, increasing from 70% last

session

Client seemed anxious during social

activities

Client engaged in hand-wringing, increased vocal rate, and moved away

from peers during group activities

Parent was difficult and unresponsive

to suggestions

Parent stated they would not implement token system at home and

preferred to continue time-out procedure

SOAP Note Format

The SOAP format provides a structured approach to session documentation:

Subjective (S):

Information reported by client, parents, teachers, etc.

Clearly attributed to source

Direct quotes when possible

Relevant background information provided by others

Example: "Mother reported client slept poorly last night and had argument with sibling before session."

Objective (O):

Observable data and measurements

Behavioral observations

Program data and performance metrics

Prompt levels and response patterns

Environmental factors directly observed

Example: "Client completed 18/20 receptive language trials with 80% independence. Required gestural 
prompts for preposition targets 'under' and 'behind'. Engaged in task refusal (verbal 'no' and pushing 
materials away) during writing activities, occurring on 6/10 trials."

Assessment (A):

Analysis of observations and data

Patterns identified

Progress toward goals

Hypotheses about variables affecting performance

Brief interpretation of objective information



Example: "Client demonstrated mastery criteria on action identification program. Continued difficulty with 
prepositions appears related to recent introduction of these concepts. Task refusal during writing activities 
increased from previous session and corresponds with reported home conflict."

Plan (P):

Next steps for intervention

Recommended adjustments to programs

Areas requiring supervision input

Home/school coordination needs

Short-term goals for upcoming sessions

Example: "Will continue preposition program with added visual supports. Will implement 2-minute breaks 
after each writing trial as per behavior plan for task refusal. Will consult with BCBA regarding potential 
schedule modification to move writing tasks earlier in session. Will provide parent with requested visual 
supports for home implementation."

E-3: Effectively Communicate with Supervisor

Communication Methods and Protocols

Scheduled Supervision Meetings:

Regular, structured meetings with supervisor

Prepare questions and discussion points in advance

Bring relevant data and documentation

Take notes on feedback and directives

Clarify expectations and next steps

Written Communication:

Email or electronic communication systems

Session notes and data summaries

Question/clarification requests

Progress reports and updates

Always maintain professional tone and client confidentiality

Immediate/Urgent Communication:

Phone calls or texts for time-sensitive issues

Crisis notification protocols



Health and safety concerns

Significant changes in behavior or emerging issues

Follow organizational policies for emergency contact

Communication Tools:

Data collection systems and graphs

Video recordings (with appropriate consent)

Behavior tracking applications

Treatment integrity checklists

Communication logs or notebooks

Critical Information to Communicate

Programmatic Information:

Progress toward mastery criteria

Lack of progress or skill regression

Error patterns or barriers to acquisition

Effectiveness of current teaching procedures

Suggestions for program modifications

Behavioral Concerns:

Emergence of new problem behaviors

Changes in frequency, intensity, or topography of behavior

Effectiveness of behavior intervention procedures

Safety concerns or risk factors

Setting events or patterns affecting behavior

Treatment Integrity Issues:

Challenges implementing procedures as written

Clarification needed on protocols

Resource or material needs

Training requirements for new procedures

Consistency challenges across team members

Client/Family Variables:

Changes in client's health, medication, or wellbeing



Family dynamics affecting implementation

Caregiver questions or concerns

Changes in home environment or routines

Coordination with other service providers

Administrative/Logistical Issues:

Scheduling conflicts or changes

Material or resource needs

Documentation questions

Billing or service delivery concerns

Coordination with other professionals

Professional Communication Skills

Clear and Concise Communication:

Organize thoughts before communicating

Focus on relevant information

Use behavior analytic terminology correctly

Be specific and objective in descriptions

Summarize key points when needed

Active Listening:

Give full attention to supervisor

Ask clarifying questions

Paraphrase to confirm understanding

Take notes when appropriate

Follow through on directives

Professional Boundaries:

Maintain appropriate tone and content

Focus on client-centered information

Address interpersonal issues professionally

Separate personal from professional matters

Follow organizational communication policies

Asking for Help Appropriately:



Identify specific areas needing guidance

Try to problem-solve independently first

Present potential solutions when possible

Be receptive to feedback and direction

Document guidance received for future reference

E-4: Report Critical Incidents

Definition of Critical Incidents

Critical incidents are significant events that affect client safety, wellbeing, or treatment integrity and 
require immediate reporting to supervisors and documentation according to organizational policies.

Types of Critical Incidents:

Health and Safety Incidents:

Injuries to client or staff (regardless of severity)

Seizures or medical emergencies

Falls or accidents

Illness or symptoms emerging during session

Medication errors or reactions

Suicidal statements or self-harm behaviors

Elopement or wandering

Serious Behavior Incidents:

Severe aggression or self-injury

Property destruction causing damage

Any behavior requiring physical management

Behaviors posing immediate safety risk

Significant escalation in behavioral intensity

First occurrence of dangerous new behavior

Environmental Emergencies:

Fire or natural disasters

Power outages affecting treatment

Unsafe conditions in treatment setting

Exposure to hazardous materials



Security breaches or threats

Transportation accidents or issues

Mandate Reporting Situations:

Suspected abuse or neglect

Disclosure of harm by client

Unsafe home conditions observed

Evidence of maltreatment

Exposure to domestic violence

Caregiving concerns requiring intervention

Reporting Procedures

Immediate Actions:

1. Ensure immediate safety of all parties

2. Administer first aid or emergency procedures if needed

3. Contact emergency services if situation warrants (911)

4. Notify supervisor according to protocol

5. Secure environment and prevent further incidents

6. Maintain supervision of client at all times

Documentation Requirements:

Complete incident report form per organizational policy

Document objectively with specific details

Include date, time, location, and persons involved

Describe antecedents to incident when known

Detail sequence of events chronologically

Record all interventions implemented

Note any injuries or property damage

Include witness statements when available

Follow-up Requirements:

Participate in debriefing with supervisor

Attend team meetings to review incident

Implement any procedural changes directed

Monitor for related issues in subsequent sessions



Complete additional training if required

Document all follow-up activities

Example Critical Incident Documentation:
"On 4/5/25 at approximately 2:15 PM during snack time, client John D. began coughing and showed signs 
of choking on a cracker (facial redness, inability to speak, hands at throat). RBT immediately implemented 
abdominal thrusts per first aid training. After two thrusts, food was expelled and client resumed normal 
breathing. Supervisor Ms. Smith was called immediately at 2:17 PM and arrived at 2:20 PM. Client was 
monitored for remainder of session, displayed normal breathing and coloring. Parent was informed at 
pickup at 3:00 PM. Incident report form #103 completed and submitted to clinical director."

E-5: Comply with Applicable Legal and Ethical Reporting Requirements

Mandated Reporting Requirements

Definition and Purpose:
Mandated reporting laws require certain professionals, including RBTs in most jurisdictions, to report 
suspected abuse or neglect of vulnerable individuals to appropriate authorities.

Categories of Reportable Concerns:

Child Abuse and Neglect:

Physical abuse (non-accidental injuries)

Sexual abuse or exploitation

Emotional/psychological abuse

Physical neglect (failure to provide basic needs)

Medical neglect

Educational neglect

Abandonment or inadequate supervision

Exposure to domestic violence

Substance abuse significantly affecting caregiving

Vulnerable Adult Abuse:

Physical, sexual, or emotional abuse

Financial exploitation

Neglect or self-neglect

Abandonment

Inappropriate use of restraints or isolation



Denial of critical care

Self-Harm and Harm to Others:

Suicidal statements or behaviors

Homicidal threats

Self-injurious behavior posing serious health risk

Statements indicating intent to harm identified others

Reporting Process

General Reporting Steps:

1. Identify reportable concern based on observations/disclosures

2. Document objective observations in detail

3. Consult with supervisor immediately

4. Make report to appropriate agency per organizational policy

5. Cooperate with any resulting investigation

6. Maintain confidentiality about report

7. Continue to monitor and document relevant observations

Important Considerations:

Reports generally made in good faith are protected from liability

Failure to report can result in professional and legal consequences

Follow organizational policies but remember personal legal obligation

Report even if uncertain; authorities will determine if investigation needed

Consultation with supervisor does not remove personal reporting obligation

Documentation should be factual, detailed and objective

Confidentiality and Privacy Requirements

HIPAA Compliance:

Protected Health Information (PHI) must be secured

Electronic communications containing PHI must be encrypted

Minimum necessary standard for sharing information

Proper disposal of documents containing PHI

Password protection for electronic records

Avoid discussing clients in public settings



Session Documentation Protections:

Store in secure, designated locations

Use client identifiers according to organizational policy

Maintain separate storage for different clients

Limit access to authorized team members only

Transport documentation securely when necessary

Never leave client information visible or unsecured

Release of Information Requirements:

Written authorization required before sharing information

Specific identification of information to be shared

Clear indication of recipient of information

Time limitation on authorization

Client/guardian right to revoke authorization

Follow organizational policies for handling requests

Exceptions to Confidentiality:

Mandated reporting situations

Court orders or subpoenas

Imminent danger to self or identified others

Medical emergencies

Coordination of care with authorized team members

Quality assurance reviews by authorized entities

Practice Questions

1. Which of the following would be most important to include in session notes? a) Your opinion about
the client's mood during the session b) A detailed description of what the client was wearing c) Data-
based information on the client's performance on target behaviors d) Speculation about why the
client engaged in certain behaviors

2. When documenting a critical incident, the RBT should: a) Include only details that support the RBT's
perspective b) Wait until the end of the week to ensure accurate recall c) Document objectively with
specific details about what occurred d) Focus primarily on explaining why the incident wasn't
preventable

3. Which of the following is an example of objective documentation? a) "Client was uncooperative and
had a negative attitude today" b) "Client completed 7/10 trials independently and required gestural



prompts for 3/10 trials" c) "Client did much better with requesting than yesterday" d) "Client seemed
tired and unmotivated during programming"

4. Which of the following would be considered a critical incident requiring immediate reporting? a) A
client requesting a different reinforcer than usual b) A client making slower than expected progress
on a target c) A client eloping from the therapy area and leaving the building d) A client requiring
more prompts than typical on a mastered task

5. An RBT observes unusual bruising on a client's arms that wasn't present in previous sessions. The RBT
should first: a) Ask the client directly how they got the bruises b) Document the observation
objectively and notify supervisor immediately c) Wait to see if more bruises appear in future sessions
d) Confront the parents about possible abuse

6. What does the "O" in SOAP notes stand for? a) Outcomes b) Observations c) Objectives d) Objective

7. Which of the following is NOT a setting event or contextual variable that should be reported? a)
Client started a new medication yesterday b) Client slept only 4 hours the night before session c)
Client's favorite cartoon character is Mickey Mouse d) Client's parents informed you they are
separating

8. When communicating with a supervisor about a client's progress, the RBT should: a) Provide only
positive information to maintain good impression b) Share subjective impressions rather than data c)
Present relevant data and objective observations d) Wait until asked specific questions before sharing
information

9. Which of the following is a proper way to maintain confidentiality while working as an RBT? a)
Discussing client cases with fellow RBTs in a coffee shop b) Using client first names only when posting
about work on social media c) Storing client data in locked cabinets or password-protected files d)
Sharing client progress with interested family friends who ask

10. In a situation where an RBT observes signs of possible abuse but isn't certain, they should: a) Wait to
report until they have definitive proof b) Report concerns to supervisor and appropriate authorities
per policy c) Conduct their own investigation to gather more evidence d) Discuss concerns directly
with the parent/guardian first

Answer Key

1. c) Data-based information on the client's performance on target behaviors Explanation: Session
notes should prioritize objective, data-based information about the client's performance on target
behaviors, as this provides the most valuable clinical information for treatment decisions.

2. c) Document objectively with specific details about what occurred Explanation: Critical incident
documentation should be objective, detailed, and focus on the specific sequence of events, actions taken,
and outcomes observed.

3. b) "Client completed 7/10 trials independently and required gestural prompts for 3/10 trials"
Explanation: This statement is objective because it describes observable, measurable behavior without



interpretation or judgment.

4. c) A client eloping from the therapy area and leaving the building Explanation: Elopement from
the building presents an immediate safety risk and meets the criteria for a critical incident requiring
immediate reporting to the supervisor.

5. b) Document the observation objectively and notify supervisor immediately Explanation: The
RBT should document objective observations of potential signs of abuse/neglect and notify their
supervisor immediately, following organizational reporting protocols.

6. d) Objective Explanation: In SOAP notes, "O" stands for Objective, which includes observable data,
measurements, and direct observations made during the session.

7. c) Client's favorite cartoon character is Mickey Mouse Explanation: While client preferences are
important for reinforcer selection, a favorite character is not a setting event or contextual variable likely
to affect session performance, unlike medication changes, sleep disruption, or family transitions.

8. c) Present relevant data and objective observations Explanation: When communicating with
supervisors, RBTs should present relevant data and objective observations to support clinical decision-
making and accurate treatment evaluation.

9. c) Storing client data in locked cabinets or password-protected files Explanation: Proper
confidentiality maintenance requires storing client information securely, such as in locked cabinets or
password-protected digital files, to prevent unauthorized access.

10. b) Report concerns to supervisor and appropriate authorities per policy Explanation: Mandated
reporters are required to report reasonable suspicions of abuse, not definitive proof. The RBT should
report concerns to their supervisor and follow organizational policy for making reports to appropriate
authorities.

Note: This document is for educational purposes only. For official RBT Certification requirements, 
always refer to the BACB website and current Task List.
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