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Aggression in persons with IDD and ASD may be learned behavior, have o
medical efiology, or stem from a psychiatric disorder (Antonacci et al., 2008; Im,

® 2021). Theories of causation are the foundation of treatment methodology which
Mission First. Every Individual, Every Day. in the case of aggression is dominated by behavioral, pharmacological, and

combined behavioral-pharmacological interventions (Matson & Dempsey, 2008;

Poling et al., 2017). |
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Dwayne was an 18-year old man diagnosed with ASD who communicated using modified sign ——

language, verbal approximations, pointing to picture icons, and an iPad with Touch Chat™ - Baseline ‘Behavioral Intervention M\\
application. He enjoyed social attention while playing interactive games, being greeted by novel Intervention and Medication o= lF-u “
(unfamiliar) adults, and exploring his environment. Dwayne was able to complete all components ® ’
of self-care skills related to dressing, toileting, and feeding. He often exhibited high intensity | f .
challenging behavior such aggression, self-injury, dropping to the ground, and property de- ® | | i s ) “
struction as well as motor stereotypy, disrobing, and urinary i i Relative to the matter of

f
clinical safety and challenging behavior, Dwayne was of large stature, measuring 6-ft 3-inches in ” AY ’
height and weighing 233 Ibs. He had not received comorbid diagnoses or was prescribed psy- i
chotropic medication preceding the study.
The setting was a classroom at a private school where Dwayne received individualized services |

(1:1) for six hours on weekdays. His classroom included four other students, a special education

teacher, and three teaching assistants.
| l | DI E S 3 Presenting Complaints /

Dwayne presented with frequent and intense i ifically charging, sl against, ’ b \‘

kicking, pushing, hitting, grabbing, and scratching classroom care providers and occasionally ©

supervisory staff and other students. He also engaged in property destruction by flipping tables, ’ Scibelli et al. 9
throwing objects, and climbing furniture to pull down ceiling tiles and vents. At the time of | e T EETS AL

referral, he had caused injuries to the wrist, stomach, and foot of care providers and two instances I SARAR3ReILIaARTITRAR

of concussions that required medical attention. Aggressive and destructive behavior occurred

g 5
throughout the day and many times during transitions within and outside of the classroom. Due to ! § 45
fength, as many as eight care providers were sometimes needed to complete Figure 2. Percent transition success each day. E 3.:
ut incident. g3
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5 The data depicted in Figure 2 are the percent transition success recorded with Dwayne during all . (Figure 2) and transition success per day averaged 91.3% (Figure 3)
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The issues raised in this case are not uncommon in service settings for persons who have in-
tellectual and neurodevelopmental disabilities and engage in aggressive behavior (Fisher et al.,

¥ 3 447  2-9) with behavioral i N d medication in off 2013; Luiselli, 2021a). A child’s or adult’s prior treatment failure, injury risk, need for physical
Abstract i harmacological intervention with an 18- miervention, and 4. (.range . ) with bel avioral intervention and medication in effect. intervention, and extensive care provider training are notable considerations. Dwayne could not be
s tudy concerned clinical safety and behavioral-pharm ncy aggression toward care The results of social validity assessment with the three care providers were consistently served adequately in several previous specialty programs, posed extemalizing behavior that was
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- i ion of duration of the P p ! purp " r 5 v
.e“mlnatedd |m[:|i‘:if;‘: ::rt\:;ance during the school day- Throughout ddw 7\?\ rl“:’::;y :m s sustained : that he completed academic and vocational tasks with greater consistency, appeared more attentive
mcreasi tr":ere no injuries to the participant o other smde_ms an da:arf providers rated their = during instructional activities, and acquired skills rapidly. Follow-up maintenance of these
sudy, thes rovider. Intervention effects were long-standing, arl‘:l outcomes with ongoing behavioral-pharmacological intervention was clinically significant.
by one Cﬁ,:e lzmentzﬂon fidelity, and therapeutic outcome favorably. = However, daily application of physical restraint and restraint duration were decreasing during
training, imp the behavioral intervention phase before medication was prescribed. Accordingly, it is possible
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Keywords ior analysis, autism spectrum disorder, clinical safety, p! % transition compliance data did not suggest treatment success until a few weeks into the behavioral
aggression, applied behavior analysis, . intervention and medication phase and the effect appeared to dif i ding to the
3 medication dose Dwayne received. Also, there was never a medication withdrawal condition.
R rch Basis for Treatment ‘?: » Thus, the precise contribution of behavioral and pharmacological treatment components toward
| Theoretical and Resea | disabilities (IDD), including autism H clinical success in this case cannot be interpreted unequivocally, notwithstanding the dramatic and
i d with intell 1 and P iders in the form of & s long-standing therapeutic response achieved with Dwayne.
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Figure |. Cumulative duration of physical restraint each day. Note: Arrows indicate medication dose
changes.

KELLY ANGLIN, BA persons with ASD may have been exposed to traumatic events,

often enduring, that predispose them to anxiety disorders, PTSD, and
other psychiatric comorbidities (Hoover, 2015; Rumball et al., 2020).
Prolonged physical intervention including restraint is restrictive and
despite clinical justification in many cases, could be trauma-inducing
with resulting negative sequelae.
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Serving individuals diagnosed with Autism Spectrum Disorders (ASD), Pervasive Developmental Disorders (PDD), Acquired Brain Injury, Neurological Diseases and Disorders, Dual Diagnoses and Severe Challenging Behaviors




