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{ 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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2 Case Introduction

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�
application. He enjoyed social attention while playing interactive games, being greeted by novel
(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
challenging behavior such aggression, self-injury, dropping to the ground, and property de-
struction as well as motor stereotypy, disrobing, and urinary incontinence. Relative to the matter of
clinical safety and challenging behavior, Dwayne was of large stature, measuring 6-ft 3-inches in
height and weighing 233 lbs. He had not received comorbid diagnoses or was prescribed psy-
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.

3 Presenting Complaints

Dwayne presented with frequent and intense aggression, specifically charging, slamming against,
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,
throwing objects, and climbing furniture to pull down ceiling tiles and vents. At the time of
referral, he had caused injuries to the wrist, stomach, and foot of care providers and two instances
of concussions that required medical attention. Aggressive and destructive behavior occurred
throughout the day and many times during transitions within and outside of the classroom. Due to
his size and strength, as many as eight care providers were sometimes needed to complete
transitions without incident.

4 History

Many details of Dwayne’s developmental, educational, and medical history such as age of diagnosis
and early learning milestones were undocumented. However, records from previous schools and
information gathered during interviews with his mother (sole parent) indicated that around 13-years
old, Dwayne becamemore aggressive, unsafe, and unmanageable, possibly the result of his dramatic
growth in size that necessitated two adults being with him at all times. Through adolescence, his
aggressive behavior intensified, he began refusing to go to school, and there was regression of self-
care skills (e.g., dressing, showering, and feeding). Dwayne entered the private school that was the
setting for this study with the goals of eliminating aggression and establishing a controlled and safe
educational environment where he could acquire skills toward personal independence.

5 Assessment

Assessment of dependent measures entailed care providers recording the duration of physical
restraint implemented with Dwayne each day. Classroom care providers applied physical restraint
(described below) when Dwayne demonstrated a behavior outburst that included aggression
(lunging at, hitting, kicking, pushing, scratching, and grabbing another person) and usually co-
occurring property destruction (throwing objects, tipping furniture, and breaking materials).
Duration was computed from the time to-the-nearest-minute that physical restraint was applied to
the time to-the-nearest-minute that Dwayne stopped struggling against and attempting to aggress
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{ Aggression in persons with IDD and ASD may be learned behavior, have a 
medical etiology, or stem from a psychiatric disorder (Antonacci et al., 2008; Im, 
2021). Theories of causation are the foundation of treatment methodology which 

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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Finally, a non-classroom care provider who assisted with physical restraint on one occasion
sustained a foot injury, but otherwise there were no injuries to Dwayne, classroom care providers,
or other students during the study either from aggression or the result of implementing physical
restraint.

8 Complicating Factors
Dwayne’s poor treatment history, imposing physical stature, and the safety precautions needed to
prevent injury to him and care providers were concerns. Providing his educational program at a
day-setting was perhaps the most complicating factor because it challenged continuous and
supervised care outside of school (i.e., he was not served residentially). His mother’s failure to
report a medication dose change, for example, had to be resolved in order to evaluate intervention
effectiveness properly. Otherwise, clinical services at the school were not impeded and im-
plementation fidelity was maintained at a high level.

9 Access and Barriers to Care
The public school district responsible for Dwayne’s educational services funded his attendance at
the private school. There were no barriers to care associated with insurance coverage or third-party
reimbursement. Similarly, the logistics and cost for transporting Dwayne from his home to school
and back were managed by the public school district.

Figure 2. Percent transition success each day. Note: Arrows indicate medication dose changes.

8

Clinical Case Studies 0(0)

JAIME SCIBELLI, M.A., M.ED. LABA, BCBA

SILVA ORCHANIAN, M.Ed., LABA, BCBA 

where it remained for the duration of the study including follow-up. While Dwayne received
medication, care providers continued to implement all components of the behavioral intervention
plan.

Figure 1 presents the cumulative duration of physical restraint Dwayne experienced each day
during all phases of the study. Within the baseline phase, there were several days when care
providers were not required to implement physical restraint but otherwise, duration was variable
(range = 5–42 min) and averaged 11.0 min per day. During the behavioral intervention phase,
more days without physical restraint occurred compared to baseline and duration was less variable
(range = 30s–22 min) with a daily average of 4.7 min. The addition of medication to behavioral
intervention was associated with only two days on which physical restraint was applied, an
average duration of .10 minutes per day, and with similar results at the three dosing levels.

The data depicted in Figure 2 are the percent transition success recorded with Dwayne during all
phases of the study. At baseline, transition success averaged 69.1% (range = 25–100%), averaged
65.0% (range =0–100%) during behavioral intervention, and increased with less variability to an
average of 90.0% (range = 0–100%) with behavioral intervention and medication. Notably,
transition success decreased at the 4 mg medication dose and recovered to a higher percent upon
reinstating the 2.5 mg dose. Presented in Figure 3, the average daily frequency of transition requests
presented to Dwayne was 3.4 (range = 2–4) in baseline, 2.5 (range = 2–4) during behavioral
intervention, and 4.7 (range = 2–9) with behavioral intervention and medication in effect.

The results of social validity assessment with the three care providers were consistently
positive. Each care provider endorsed a “strongly agree” rating (M = 5.0) for every item on the
questionnaire.

Figure 1. Cumulative duration of physical restraint each day. Note: Arrows indicate medication dose
changes.
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Abstract
This case study concerned c

linical safety and behavioral-p
harmacological intervention with

an 18-

year-old man who had autism spectrum disorder and high-frequency aggression toward care

providers at a specialized sc
hool. A multicomponent behavior support pla

n included antecedent,

differential reinforcement, environmental modification, and physical management procedures

subsequently combined with psychotropic medication (aripiprazole). Clinical safety
components

emphasized comprehensive care provider training, continuous supervision, function-based

treatment, and prevention-focused strategies. The behavioral-pharmacological intervention

eliminated implementation of aggression-contingent ph
ysical restraint and was associated with

increased transition compliance during the school day
. Throughout the 7.5 months duration of the

study, there were no injuries to the participant or other stud
ents and a single injury was s

ustained

by one care provider. Intervention effects were long-standing, and care providers rated their

training, implementation fidelity, and therapeutic outcome favorably.
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1 Theoretical and Research Basis for Treatment

Many persons diagnosed wit
h intellectual and developm

ental disabilities (IDD), inc
luding autism

spectrum disorder (ASD), demonstrate aggression toward
peers and care providers in

the form of

hitting, biting, scratching, k
icking, and pulling hair-clo

thing which often occurs at
high frequency,
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10 Follow-Up

Dwayne continued to benefit from behavioral-pharmacological intervention long-term. Follow-up
results at one-month and two-month post-checks shown in Figure 1 documented absence of
physical restraint. Across both monthly post-checks, transition requests average 4.5 per day
(Figure 2) and transition success per day averaged 91.3% (Figure 3).

11 Treatment Implications of the Case

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.,
2013; Luiselli, 2021a). A child’s or adult’s prior treatment failure, injury risk, need for physical
intervention, and extensive care provider training are notable considerations. Dwayne could not be
served adequately in several previous specialty programs, posed externalizing behavior that was
dangerous, and demanded unique staffing arrangements as a prerequisite to clinical safety. Though
behavioral intervention was associated with variable reduction in aggression-contingent physical
restraint, we did not observe a complete and sustained therapeutic effect until pharmacotherapy
was added. The combined behavioral-pharmacological intervention eliminated behavior outbursts
with aggression and implementation of physical restraint while increasing Dwayne’s transitional
compliance and engagement with purposeful activities. In illustration, care providers observed
that he completed academic and vocational tasks with greater consistency, appeared more attentive
during instructional activities, and acquired skills rapidly. Follow-up maintenance of these
outcomes with ongoing behavioral-pharmacological intervention was clinically significant.

However, daily application of physical restraint and restraint duration were decreasing during
the behavioral intervention phase before medication was prescribed. Accordingly, it is possible
that physical restraint may have continued to decrease without medication. Note, too, that the
transition compliance data did not suggest treatment success until a few weeks into the behavioral
intervention and medication phase and the effect appeared to differentiate according to the
medication dose Dwayne received. Also, there was never a medication withdrawal condition.
Thus, the precise contribution of behavioral and pharmacological treatment components toward
clinical success in this case cannot be interpreted unequivocally, notwithstanding the dramatic and
long-standing therapeutic response achieved with Dwayne.

Figure 3. Average frequency of transition requests per day.
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