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STRATEGIES FOR DEALING WITH SELF-INJURIOUS BEHAVIOUR

Avoid being fatalistic or discouraged on the basis of a long history of SIB.  Recognition that we can facilitate change by identifying and altering elements in the immediate environment that affect the behaviour.  Accept the challenge – that’s what can make the job interesting!!
Try not to see the person solely in terms of their SIB. What else can they do beside hurt themselves?
Is this a team concern or just an individual’s concern?  Is there a “team”?  Can the team work together to address the problem?  What does the team need in order to begin working on the problem?  Does everyone on the team (or even most of the members of the team) buy into the process of working together?  What to do if everyone on the team is not working together. Monitoring, encouragement, feedback and reinforcement of team members must be an integral part of any intervention program, otherwise it won’t be implemented. 
Remember that it will take time to reduce a long-standing behaviour, especially one that is functional for the individual.
Don’t pin all your hopes on the use of psychotropic medications.  Beware of assumptions based on correlational (rather than causal) factors.  Behavioural interventions are required to deal with SIB.
Keep data to determine the frequency of the behaviour and the effectiveness of all interventions.

Identify what is maintaining the current behaviour.  When does it occur? Where does it occur?  What is happening just before the behaviour occurs?  What happens after the behaviour occurs?  This is, in essence, a functional analysis.

Antecedent Management: 
Identify factors and situations that typically precede the occurrence of SIB.  Which ones can you change?

Special case of transitions:  Why are transitions such a common problem?  Can we identify factors that make transitions so problematic? Transitions from what to what? (from something “good” to something “bad”?) .
Identify factors and conditions that typically precede the occurrence of behaviour other than SIB.  How can we make these factors and situations occur more often?

If SIB seems to be associated with escape and/or avoidance, can we reduce the task demands, provide assistance (graduated guidance) and teach skills (including functional communication).  If “hard” or aversive tasks must be completed, how can we help the individual to do so?  

If SIB seems to be associated with a need for stimulation (i.e. “boredom”), how can we provide engagement  - with people and things as an alternative? 

Ethical issue of age-appropriate activities: chronological age or mental/social age. Is playing with dolls preferable to engaging in SIB?
Contingency Management:

Concept of differential reinforcement:  This means providing little or no reinforcement for SIB (and other inappropriate behaviours) and providing generous amounts of reinforcement for behaviour that is not SIB.  (“generous” means lots and lots – why are we so stingy?)  Can we catch individuals being “good”?  If SIB seems to be associated with attention provided by care-givers, how can we reduce the amount of attention that is provided?  Reducing attention provided to the individual who is exhibiting SIB is referred to as extinction.
Concept of non-contingent reinforcement:  This means providing reinforcement on a fixed time schedule.  This is a way of providing reinforcement – particularly in the form of attention – for behaviours other than those associated with SIB.
There is some evidence that response prevention/response suppression can reduce the frequency of SIB but a health practitioner should be consulted before implementing these types of strategies (since they are technically considered as punishment procedures).  Response prevention is usually used only when the SIB is thought to be maintained by automatic reinforcement (i.e. what can be considered to be pleasure or satisfaction – self-rewarding - rather than by externally-maintained reinforcement).
