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SIB can present in a number of different topographical forms. These can include, but are not limited to, head hitting against one’s hands or knees, banging stationary objects, chin hitting, hand mouthing, skin abrasions, hair pulling, eye pressing or gouging, air swallowing, hitting one’s knuckles together, arm biting, and forehead scratching (Day, Rea, Schussler, Larsen & Johnson, 1988; Harding, Wacker, Berg, Baretto, & Ringdahl, 2005; Holburn, 1986; Shore, Iwata, DeLeon, Kahng, & Smith, 1997; Smith, Lerman, & Iwata, 1996; Underwood, Figueroa, Thyer, & Nzeocha, 1989). 

The purpose of the reviewed article was to provide a review of the literature on behavioural treatments for SIB specifically among individuals with ASDs given the paucity of this information in the literature. Among the treatment literature participants consisted of school-age children or adults who were profoundly intellectually disabled. The authors report that of the few studies looking at the prevalence of SIB in children and young adults 82.5% of the 97 SIB cases reported were in the profound or severe range of Intellectual Disability. Although these individuals in many cases have extensive communication skills they still engage in serious SIB, a point which is important given that a commonly used method to treat SIB is communication training. If however, the behaviours that are taught to improve communication are not more powerful tools for obtaining the reinforcer that was maintaining the this treatment method is not likely to produce the desired effect. 

Many of the studies are based on instructional methods in school environments, while differential reinforcement procedures and self-management strategies make up the other major category. Differential reinforcement procedures involve delivering reinforcement following a period of time during which SIB did not occur. The specifics of each differential reinforcement procedure vary with respect to whether the individual is required to engage in an alternative response (e.g., completing a play or work task), or an incompatible response (e.g., holding hands in lap and taking a deep breath as opposed to biting the wrist). Differential reinforcement, however, is not a useful treatment for cases in which SIB is occurring at a high rater and furthermore, these individuals may have difficulty using self-monitoring strategies. A new approach has been to evaluate environmental factors that may be associated with the SIB (e.g., sleep disturbances). Little attention has been given to addressing conditions that co-vary with SIB as a means of treating the targeted SIB. In cases where reinforcement procedures were not effective in reducing the behaviour or where the behaviour was so serious it was causing severe bodily harm, punishment or psychopharmacological treatments were introduced in conjunction with the reinforcement procedures.

Intrusive behavioural interventions continue to be implemented and to demonstrate success in treating SIB. The authors attribute their ongoing use to the fact that in some instances functional assessments, differential reinforcement of behaviours other than the SIB, providing additional activities and other related behaviour intervention methods have been shown to be effective. The rule of thumb proposed by the authors is to start by using positive methods (e.g., reinforcing the absence of the SIB, teaching alternative responses to replace the SIB). If these methods aren’t successful they then suggest moving to aversives (i.e., punishment procedures such as time-out procedures). If unsuccessful then pharmacotherapy might be the course of action. With the increase in positively oriented interventions there are fewer instances of aversives being reported in the literature. With the resources being devoted to research and services in the treatment of ASD the authors state that it is “disappointing that behaviorally based interventions have not advanced more rapidly in the treatment in ASD.” (p. 70). 
The following future directions for research and application within the area of SIB among individuals with ASDs are discussed by the authors. First, they recommend applying and investigating treatment procedures to an expanded age range of individuals exhibiting SIB from children to individuals of all ages with ASDs. Second, they suggest that issues associated with restricted applied behaviour methods such as adverse side effects and emotional harm be explored with respect to the ASD population. Without a clear understanding of these long-term effects decisions are being made to ban or prohibit aversives without determining an equally effective behavioural alternative. The result in some cases has been the application of restrictive pharmacological interventions often referred to as “emergency restraints” in which individuals are medicated in the moment. It is unclear as to how a behaviour that has been ongoing for many years suddenly becomes an emergency warranting pharmacological restraint procedures rather than a less intrusive long-term behavioural treatment plan. The authors suggest that these emergency restraint procedures can result in less effective interventions as well as increased client and caregiver injuries.
In sum, the authors reveal an increasing trend in addressing SIB among individuals with ASDs using pharmacological treatment measures such as risperidone (Chavez, Chavez-Brown, 7 Rey, 2006; McDougle, Stigler, Erickson & Posey, 2006). They encourage researchers, clinicians, and care providers to prioritize research and application of effective behavioural procedures to reduce SIB among individuals within this population at all ages.

