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Abstract: Adult patients with Autism Spectrum Disorder (ASD) exhibit a range of behaviours that can be
disruptive to the medical care of themselves and other patients and as a result, are at higher risk of being
sedated. The aim of the present study was to determine whether patients with ASD presenting to hospital for
acute psychiatric crises receive more sedative medications compared to similar patients without ASD. 43 adult
patients with a previous diagnosis of ASD who were referred to the mental health team at a single, large
emergency department in metropolitan Victoria over the year of 2021 were identified and matched with an
equal number of controls within the same cohort. Sedative medications were converted to diazepam and
chlorpromazine equivalent doses and compared using repeated measures T-tests. Patients with ASD received
5.1mg more diazepam-equivalent benzodiazepines on average compared to matched controls (95%CI: 0.41-
9.71). This difference was statistically significant (T=2.20, df=42, p=0.034). There was no significance difference
in chlorpromazine-equivalent antipsychotic doses. Clinicians should be aware of the higher dose of sedatives,
and consider other means of behavioural management in these patients.

Keywords: Autism spectrum disorder; psychiatry; sedation; benzodiazepines; behavioural management;
emergency medicine

1. Introduction

1.1. Autism Spectrum Disorder

Patients with Autism Spectrum disorder (ASD) exhibit a range of characteristic behaviours and
atypical communication styles that can lead to difficulties establishing relationships with others, and
an associated significant degree of psychological agitation [1]. Symptom severity is heterogenous.
Some patients are completely non-verbal, some require assistance with basic activities of daily living,
and others function independently with only mild difficulties [2]. Roughly two thirds of patients with
ASD have a comorbid psychiatric diagnosis, with the most frequent comorbidities being ADHD,
anxiety and depressive disorders or intellectual disability [3-5]. These comorbidities complicate the
management of these patients, and may further increase their agitation and distress.

The prevalence of ASD varies among different countries, likely due to differences in diagnostic
protocols and societal attitudes toward the condition. However it is generally acknowledged that
there has been an increasing rate of ASD diagnosis over the past several years particularly in
developed countries [6]. There have also been several notable portrayals of individuals with ASD in
popular Western media over the past two decades [7]. This has been accompanied by a massively
increased demand for services for patients with ASD, and resultant increased economic costs
associated with government subsidised therapies, tailored education services, and dedicated
caregivers [8]. Australia has one of the highest rates of ASD diagnoses among developed countries,
estimated at 1.7% in 2016 [9]. Individuals with ASD therefore represent an established patient group,
with significant needs that are unique and should be well understood by health professionals.

© 2023 by the author(s). Distributed under a Creative Commons CC BY license.
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1.2. Aggressive Behaviour

Although it is not a cardinal symptom in the diagnostic criteria for ASD, increased aggression
and aggressive behaviours are common manifestations that complicate management. Several
retrospective cohort studies suggest that children and adolescents with ASD exhibit aggressive
behaviours toward others at a higher rate than the general population, with most measuring rates
above 50% [10]. They also tend to score higher values on subjective measurements scales [10]. Day-
to-day aggressive behaviours are less prevalent among adults with ASD, however still increased
compared to the general population [11]. Adults with ASD also score higher for aggressive factors on
subjective rating scales [12]. Risk factors for aggression among individuals with ASD include younger
age as outlined above, intellectual disability, impaired language and sensory processing [13,14].

This increased propensity for aggression carries a greater need for appropriate behavioural
management. Individuals with Autism Spectrum Disorder (ASD) who exhibit a heightened
prevalence of atypical behaviours—such as whimsical, aggressive, and self-aggressive
demeanours—are inclined to manifest lower nonverbal IQ, diminished communicative abilities,
augmented impairment in social interactions, and an increased exhibition of stereotyped behaviours.
Furthermore, amidst stressful situations, low-functioning ASD customarily mitigate stress through
aggressive behaviours, contrasting with their typically developing counterparts who navigate and
articulate their stress via cognitive skills, social interaction, and both verbal and nonverbal
communication. Such cognitive skills encompass coping mental strategies, symbolization capacities,
representation, and the anticipation of stressful scenarios.

Communication, being the conduit through which information is reciprocally exchanged
amongst individuals in various forms, transcends the boundaries of language, enveloping nonverbal
communication and the comprehension of symbols. Person with ASD seemingly exhibit a diminished
awareness towards language, and they tend to employ gestures infrequently and in less meaningful
communicative forms. Children with ASD, who cultivate functional communication, often manifest
atypical communication styles, which may include echolalia, contact gestures, pronoun reversals,
and neologisms, likely developing due to their constrained understanding of the meanings and
intentions embedded within symbolic language forms.

Moreover, the impairments intrinsic to ASD are frequently delineated as qualitative in nature.
When juxtaposed —for age and developmental language level —with peers diagnosed with mental
retardation, children with ASD demonstrated substantial comparability in objective communication
measures, such as nodding or shaking heads whilst speaking, visual engagement with the
interviewer, and the total incidence of smiles. However, they scored markedly lower on subjective
communication measures, such as engagement and conversational fluidity.

Children with ASD may utilize language primarily to fulfil needs and address queries, yet they
tend to comment with lesser frequency, employing language as a pragmatic tool—for instance, for
item requisition. Intriguingly, they might not proactively seek engagement and tend to articulate
their needs or desires devoid of any anticipatory response or engagement from others [15].

1.3. Psychiatric comorbidities in ASD

General clinical practice does indicate that ASD and psychoses might co-exist more frequently
than what might be anticipated by chance. However recognising psychosis in presence of ASD can
be complex task. Psychosis can escalate the level of aggression due to perceived danger around the
individual. There is also substantial proof of several common features between the two conditions,
when viewed from a neurobiological angle. The rates of heritability for both are estimated to be quite
high, lying in the range of 50-80%. Recent genetic researches have showcased that common copy
number variants (CNVs; alterations in the DNA sequence throughout the genome) can contribute
towards the risk for both schizophrenia and ASD [16].Typically people with ASD can present with
passivity delusions, delusions of reference, and unsual ideas. Impaired language and communication
skill can make it difficult to differentiate between psychosis and core symptoms of ASD[17].Mood
disorders like depression and bipolar type, are present in ASD higher than general population. Often
diagnostic work up becomes challenging due to poor recognition of symptoms by family and health
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care worker leading to misdiagnosing and underdiagnosis. People with ASD often self-medicate with
substances to treat emotional distress, loneliness, social isolation and severe anxiety. The use of
substance can increase the suicidal and aggressive behaviour. Its not so uncommon that ASD can
present with features of catatonia such as posturing, grimacing, negativism, waxy flexibility,
echolalia, echopraxia, stereotypy, verbigeration and severe unpredictable psychomotor agitation.
[18].

People with autism are vulnerable to polyvictimization. It is characterized as experiencing
numerous types of abuse, maltreatment, or violence, which is not limited to traditional crime, child
abuse, victimization by peers and siblings, sexual assault, as well as witnessing and indirect
victimization. Presence of ADHD in ASD can even further escalate supervision neglect, physical
neglect, and physical and contact sexual abuse [19].

The lack of reciprocity, social naivety, compulsivity and resistance to change in ASD often
escalate the high of criminal behaviour. Childhood psychosocial adversities and maladjustment often
llead to future offending behaviour in ASD [20].

1.4. Therapies

There have been considerable efforts to establish methods of managing aggression in patients
with ASD, with a focus on both psychological therapies and medications. The majority of studies
have exclusively examined children with ASD, however there have been several recent reviews on
adult patients [21-23]. Applied behaviour analysis is the most well-established psychological model
for behavioural management in patients with ASD. It incorporates close contacts of patients and
patients themselves, and focuses on the exploration of behaviours through written and spoken
methods, the use of positive reinforcement for productive behaviours, and the examination of various
methods of communication [24]. Other non-pharmacological methods of treating aggression include
exercise and music therapy, however research on these therapies in adults are limited by small
sample sizes [25-29].

There have been several trials that have examined the regular use of various drugs in the
management of aggression for adult patients with ASD. Risperidone is the most studied drug, with
several randomised control trials showing reductions in aggressive behaviours [22]. The selective
serotonin reuptake inhibitor fluvoxamine has also been shown to reduce aggressive behaviours [30].
There is also some evidence from varied cohort studies and case series that support the use of other
selective serotonin reuptake inhibitors and atypical antipsychotics in these patients, however these
studies are lacking in scope and numbers. One significant factor that limits studies on
pharmacotherapies in patients with ASD is the high rate of psychiatric comorbidities. Since most
patients with ASD have comorbid psychiatric conditions including mood and psychotic disorders,
they are likely to already be treated with psychotropic medications. This makes it difficult to establish
reliable control groups. The significant heterogeneity in comorbid conditions makes it difficult to
compare these patients retrospectively as well. Furthermore, there is a lack of research on the use of
sedatives for acute psychiatric presentations.

1.5. Emergency Presentations

While patients with ASD remain a relatively rare patient population, their burden on the
emergency department should not be underestimated. Children and adolescents with ASD present
to the emergency department of hospitals more frequently than those without this diagnosis [31,32].
Adults with ASD also present more frequently for both medical and psychiatric conditions [33].
Patients with ASD are more likely to be admitted, and experience longer hospital stays [34,35]. They
are more likely to attempt suicide [34,36]. One study found that the healthcare costs to patients with
ASD who present to ED were more than double on average compared to other patients without ASD
[37]. As patients with ASD are becoming more frequent presenters to the emergency department, it
is important to understand the unique risks and challenges involved with their acute behavioural
management.
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1.6. Sedatives

Aggressive and agitated patients are not uncommon in the hospital emergency department. One
study in Australia found that security calls for unarmed threats occurred in 3.2 in every 1000
emergency department patients, with the most frequent associated factor being a pre-existing
significant psychiatric disorder in over half of patients [38]. Another study in 2006 recorded a rate of
5.5 per 1000 emergency presentations [39]. These patients should be managed in the first instance by
non-pharmacological techniques including verbal de-escalation, the involvement of family and
friends and ideally, the movement to favourable environments with more space, fewer neighbouring
patients and fewer risky surrounding items. However, in the majority of recorded behavioural
agitation events, these methods fail and physical or chemical sedatives are required [40]. Chemical
sedation is preferred and more frequently used compared to physical restraints due to the significant
psychological impact of physical restraints [41]. Oral administration is preferred to intramuscular or
intravenous sedatives due to easier titration, lower risks of side-effects, and reduced associated
psychological distress. The two most common types of sedative drugs used in emergency
departments for agitation today are benzodiazepines and antipsychotics, with some evidence for a
synergistic effect when using both [42]. However, there are significant side-effects associated with
modern sedatives, including prolonged fatigue, an increased risk of falls and injuries and addiction
[43]. Notably, a meta-analytic review found that up to a third of patients who received chemical
sedatives in hospital emergency departments experienced severe adverse events including
respiratory depression, QT prolongation and death [42]. Additionally, patients associate a great deal
of negative emotion with receiving excessive sedation against their will [44]. Benzodiazepines can be
associated with a degree of behavioural disinhibition that can last longer than their acute sedative
effect. Prolonged courses can lead to tolerance and dependence [45].

1.7. Study Aims

Patients with ASD represent a unique and vulnerable patient group that present more frequently
to emergency department and are more likely to express aggressive behaviour. This may lead to these
patients requiring chemical sedation at higher doses and rates being at increased risk of adverse
events. However, there are no previous studies that have examined the administration of sedatives
to patients with ASD in acute settings. To fill this gap in knowledge, the present study aims to
determine whether adult patients with ASD who present with acute psychiatric illnesses receive more
sedatives in the emergency department.

2. Materials and Methods

2.1. Participants and Measurement

A retrospective case-matched cohort study was performed on patients presenting to the
emergency department from the start of January 2021 to the end of December 2021. At the hospital
involved with this study, patients presenting with acute psychiatric conditions and require specialist
support are referred to the Emergency Mental Health team, comprising experienced mental health
clinicians and when required, consultant psychiatrists. The list of patients referred in this way
throughout the year of 2021 was manually searched for relevant cases. Case participants had to be
aged over 18, with a prior formal diagnosis of ASD. Those with documentation of an unclear
diagnosis, such as those with ‘suspected ASD’ were excluded. There were five patients who
presented more than three times over the year, who were excluded. This was because these patients
were treated differently to other patients as ‘known’ or ‘frequent’ presenters, and often discharged
rapidly from the department. After cases and controls were identified from this list, further
information was obtained via the online electronic medical record.

Due to the small number of cases, a case-matched cohort method was used where the same list
of patients was searched for suitable controls and matched at a one-to-one ratio. Controls had to have
the same sex, an age within five years and a similar ED length of stay. Length of stay was used as a


https://doi.org/10.20944/preprints202310.0961.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 16 October 2023 doi:10.20944/preprints202310.0961.v1

matching parameter as there was significant heterogeneity in the amount of time that patients spent
in the emergency department, and this was expected to contribute significantly to the likelihood of
receiving sedatives. Patients who stayed in the emergency department for under 20 hours were
matched with control participants with a length of stay within 5 hours. Those who stayed for more
than 20 hours were matched with control participants with a length of stay within 10 hours. Controls
were manually searched and selected in order of closest proximity to the presenting date of cases.
Other demographic characteristics were recorded for all patients.

2.2. Statistical Methods

As the types of sedatives varied between patients, doses were converted to standardised
equivalents to allow comparison. Benzodiazepines were converted to diazepam equivalents [46].
Antipsychotics were converted to chlorpromazine equivalents as per the defined daily doses method
[47].

Data were compiled and stored using Microsoft Excel and analysed using R 4.3.1 [48,49]. Two-
tailed repeated measures T-tests were performed on doses of sedatives received by cases and
controls, with an alpha level of 0.05. Pearson chi-square tests were performed on measured
demographic characteristics and frequencies of sedative administration.

3. Results

3.1. Matched Demographic Characteristics

There were 41.9% female participants among cases and controls. The mean age of patients with
ASD was 26.7 (SD = 7.9), which was similar to the mean age of controls of 27.4 (SD =7.6). The mean
hospital length of stay was 13.4 hours (SD 8.6) among cases and 14.0 (SD 7.0) among controls. These
data are reported in Table 1.

Table 1. Matched demographic characteristics.

Characteristic Cases Controls

Sex, n (%)
Female 18 (41.9%) 18 (41.9%)
Male 25 (58.1%) 25 (58.1%)
Age (years), mean (SD) 26.7 (7.9) 27.4 (7.6)
Hospital length of stay, mean (SD) 13.4 (8.6) 14.0 (7.0)

3.2. Non-Matched Demographic Characteristics

A statistically significant difference was observed between 32.6% of patients with ASD who also
had an intellectual disability, compared to only 4.7% of patients without ASD (x?=12.19, df=1, p<0.01).
Patients with ASD also had a higher rate of ADHD of 25.6% compared to 11.6%, however this was
not statistically significant. Rates of other comorbid pre-existing psychiatric diagnoses, presenting
complaints, being brought in by police and multiple presentations were similar between cases and
controls with no statistically significant differences. The most common presenting complaint was
suicidal ideation or attempts at 60.5% among patients with ASD, and 69.8% among controls, followed
by abnormal behaviour at 32.6% and 20.9%, then hallucinations and delusions at 7.0% and 9.3%
respectively. 20.9% of patients with ASD were brought in by police, compared to 27.9% among
controls. 48% of patients with ASD had more than one presentation over the year, compared to 39.5%
of controls. These data are reported in Table 2.
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Table 2. Non-Matched Demographic Characteristics.

Characteristic Cases Controls p-value

Active alcohol or illicit drug use history, n (%) 20 (46.5%) 25 (58.1%) 0.28
Pre-existing psychiatric diagnoses

Mood or anxiety disorder, n (%) 23 (53.5%) 20 (46.5%) 0.52
o Attention deficit hyperactivity disorder, n 11 (25.6%) 5 (11.6%) 010

Cluster B personality disorder, n (%) 11 (25.6%) 10 (23.3%) 0.80

Psychotic disorder, n (%) 15 (34.9%) 11 (25.6%) 0.35

Intellectual disability, n (%) 14 (32.6%) 2 (4.7%) <0.01*
Presenting complaint

Suicidal ideation or attempt, n (%) 26 (60.5%) 30 (69.8%) 0.37

Abnormal behaviour, n (%) 14 (32.6%) 9 (20.9%) 0.23

Hallucinations or delusions, n (%) 3 (7.0%) 4 (9.3%) 0.69
Brought in by police, n (%) 9 (20.9%) 12 (27.9%) 0.45
Multiple presentations n (%) 21 (48.8%) 17 (39.5%) 0.39

3.3. Sedative Doses

Figures 1 and 2 show mean diazepam and chlorpromazine equivalent doses for cases and
controls with associated 95% confidence intervals. Patients with ASD received 5.1mg more dose-
equivalent diazepam in comparison to matched controls (95%CI: 0.41-9.71). This difference was
statistically significant (T=2.20, df=42, p=0.034). Patients with ASD received 7.0mg less dose-
equivalent chlorpromazine in comparison to matched controls (95%CI: -191.41-177.46). This
difference was not statistically significant (T=0.08,, df=42, p=0.94).
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Figure 1. Diazepam-equivalent benzodiazepines.


https://doi.org/10.20944/preprints202310.0961.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 16 October 2023 doi:10.20944/preprints202310.0961.v1

350 -

300 -

250 A

200 A

150 -

100 4

50 -

Chlorpromazine equivalent dose (mg)

Cases Controls

Figure 2. Chlorpromazine-equivalent antipsychotics.

3.4. Sedative Classes

A higher proportion of patients with ASD received benzodiazepines at 60.5% compared to 46.5%
among controls, with a difference that was not statistically significant. A lower proportion of 30.2%
of patients with ASD received antipsychotics compared to 44.1% among controls, with a difference
that was not statistically significant. There were identical numbers of patients who received both
types of sedatives, and patients who received no sedatives between groups. No patients encountered
immediate severe adverse events including respiratory compromise, paradoxical agitation or cardiac
events. These data are shown in Table 3.

Table 3. Sedative classes.

Characteristic Cases Controls p-value
Benzodiazepine, n (%) 26 (60.5%) 20 (46.5%) 0.20
Antipsychotic, n (%) 13 (30.2%) 19 (44.1%) 0.18
Both, n (%) 11 (25.6%) 11 (25.6%) 1.00
None, n (%) 15 (34.9%) 15 (34.9%) 1.00

3.5. Sedative Types

Figure 3 shows the types of benzodiazepines used among cases and controls, excluding
intramuscular midazolam which is reported in Table 4. Diazepam was the most commonly used
benzodiazepine, used in 24 cases and 19 controls. Other benzodiazepines included lorazepam and
clonazepam which were used in a very small number of both cases and controls.

Table 4. Intramuscular Injection.

Characteristic Cases Controls p-value
Intramuscular injection, n (%) 4 (9.3%) 1(2.3%) 0.20
Midazolam, n (%) 1(2.3%) 0 (0%) 1.00

Droperidol, n (%) 4 (9.3%) 1(2.3%) 0.20
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Figure 3. Types of orally administered benzodiazepines.

Figure 4 shows the types of antipsychotics administered to cases and controls, excluding
intramuscular droperidol which is reported in Table 4. Olanzapine was the most frequently used
antipsychotic, used in 11 cases and 19 controls. The only other oral antipsychotics were quetiapine
administered to one case, and risperidone administered to one control.
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Figure 4. Types of orally administered antipsychotics.

3.6. Intramuscular Sedatives

Four patients with ASD received intramuscular sedatives compared to one control patient,
which was not statistically significantly different. Droperidol was the most frequently used
intramuscular agent, in four cases and one control. Only one patient received midazolam, and only
one control patient received intramuscular sedation. One patient with ASD received both droperidol
and midazolam. There was no statistical difference between frequency of administration of
midazolam or droperidol between cases and controls. These data are reported in Table 4.

4. Discussion

4.1. Sedatives

This study shows evidence that patients with ASD receive increased overall doses of
benzodiazepines in the emergency department compared to patients who present similarly but do
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not have a prior diagnosis of ASD. While the observed increased dose of benzodiazepines was
modest, it does represent a potentially increased degree of harm to patients with ASD from prolonged
sedative effects and psychological distress. Increased sedation may be necessary for patients with
ASD, as these patients are more likely to express aggressive behaviours toward others and injurious
behaviours toward themselves [50]. On the other hand, it may also be possible that physicians have
a lower threshold to use sedatives because they fail to recognise the unique difficulties with
communication and behaviour exhibited by these patients. A primary presenting complaint of a
psychiatric nature increases the risk of receiving sedation or restraints in the emergency department
[40]. However, it is unclear whether treating physicians have a lower threshold to sedate such
patients, or whether such patients truly require sedation over less invasive means of behavioural
management.

The choice of sedative medications for agitation in emergency settings varies widely among
different institutions and across different countries [51]. In Australia, the first-line oral medications
are diazepam and olanzapine, which is consistent with our findings [52]. There is evidence that
antipsychotics and combination treatments have a stronger sedative effect, and are associated with a
lower likelihood of receiving repeat sedation and a lower risk of adverse events compared to
benzodiazepines [42]. However, in our study benzodiazepines were used more frequently for
patients with ASD compared to controls. The reasons for this are not clear. Clinicians may want to
avoid stronger first-line sedatives among patients with ASD. It is also possible that clinicians view
agitation as a component of ASD rather than another psychiatric condition. While antidopaminergic
effects are desirable among patients who have agitation associated with other psychiatric conditions
such as psychosis, mania or anxiety, clinicians may want to avoid these effects among patients who
are agitated in part due to their ASD. Notably, studies on regular medications for adult patients with
ASD show an aggression lowering effect for atypical antipsychotics including risperidone and
quetiapine [50,53]. It is difficult, however, to extrapolate these findings to olanzapine as it is a
different antipsychotic used in acute settings. Nevertheless, there appears to be a difference in how
patients with ASD are acutely sedated both in terms of dosage and class of sedative. Further research
may help establish whether there is an advantage to these approaches.

4.2. Intramuscular Sedatives

There were four patients with ASD who received intramuscular sedation compared to only one
control patient. Although this difference in rates was too small to be statistically significant, we
theorise that patients with ASD may be more likely to receive intramuscular sedation for the same
reasons that they receive greater rates of oral sedation. As intramuscular sedatives carry a greater
risk of more serious side-effects, this represents another potential source of increased harm. This may
represent an avenue for further research, but adequate sample sizes may be difficult to achieve given
the overall rarity of patients with ASD in hospitals coupled with the low overall rate of intramuscular
sedation. Droperidol was the intramuscular agent of choice for most patients in this study, however
we note no notable advantage of either droperidol or midazolam in previous trials [54,55].

4.3. Non-Pharmacological Interventions

Children with ASD are more likely to exhibit disruptive behaviours including physical and
verbal aggression toward others and self-injury [56]. There are a significant number of interventions
aimed at young children with ASD, which have been studied extensively [57,58]. However, there is
a lack of published literature focusing on adults with ASD. Prior research for adults has focused on
long-term medications and functional assessments rather than behavioural interventions or acute de-
escalation techniques [59]. Longitudinal studies suggest that challenging behaviours vary widely in
adult patients with ASD, and suggest that these behaviours may decrease as patients get older [60].
They are also more likely to have received behavioural therapies and psychological interventions,
which may attenuate their symptoms. Such patients may exhibit the characteristic speech patterns
and communication difficulties associated with ASD, but may also be more competent at controlling
their aggressive and disruptive behaviour [61]. Further research into acute interventions for adult
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patients with ASD who are experiencing acute psychological distress may assist in reducing the need
for sedation and potential associated risks.

4.4. Limitations

The primary limitation of this study was small sample size and associated statistical power.
Although patients with ASD with acute psychiatric conditions are overrepresented in the emergency
department compared to the general population, they are still very small in overall number [32].
Case-matched design was utilised to compensate for the low number of cases, however it was still
difficult to establish a statistical difference, and the frequency of intramuscular sedation was too low
to effectively compare. Future studies would benefit from larger cohorts and established statistical
power estimates.

Another potential limitation of this study was matching on ED length of stay. Due to the low
overall number of cases compared to controls and significant heterogeneity in ED length of stays, we
chose to match based on this characteristic rather than rely on measurement and adjustment in
retrospective statistical analysis. However previous studies have shown that patients with ASD are
more likely to spend longer in the emergency department, suggesting that this is an important
independent factor by itself [35]. An alternative method for controlling for ED length of stay would
be measuring it and adjusting for it in a multivariate analysis rather than using it to match patients.

5. Conclusion

Attempts should always be made to reduce the use of sedative medications in favour of other
techniques for behavioural management. These include verbal de-escalation, reducing sensory
stimuli, one-to-one nursing, prompt security presence and the involvement of family or friends. Since
patients with ASD are at a higher risk of receiving sedatives, efforts should be made to recognise their
patterns of behaviour and difficulty, to understand them and formulate constructive and safe ways
to manage their behaviour.
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