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Aggression and self-injury are complex topics. This article will cover some of the basic issues associated with these topics.  Before we go much further, it is important to understand that every situation is different and therefore will require an individualized assessment and therapeutic approach to resolving the problems.  

There are some terms that are used when discussing these topics that it is necessary to assure that everyone understands:

Aggression is defined as hostile, injurious, or destructive behavior. 

Violence is defined as intense, furious, and often destructive action or 

force, directed against humans.  

Violence is considered a serious and intense form of aggression.

Aggression is a behavioral response to an internal state. It is not an 

emotion, a motive, an attitude, or a diagnosis.  

Nearly 4 million people in the U.S. have developmental disabilities.  While serious destructive behavior is rare, in 1988 an estimated 160,000 people with developmental disabilities had significant destructive behavior, resulting in care that had an estimated cost of over 3 billion dollars.

Although aggression is relatively uncommon among people who have mental retardation, most experts agree that seriously destructive behavior is a major problem among some people who have develop​mental disabilities.  Obviously, it cannot be ignored. 

What are we talking about specifically?  We are talking about behavior that, due to its intensity, duration, and/or frequency, presents an imminent danger to the person that demonstrates the behavior to other people, or toward property.  Any aggressive behavior interferes with development, community acceptance, and adaptive behavior.  

Because of real, perceived, or potential safety hazards, chronic aggression often interferes with the "least restrictive placement" of people who have mental retardation.  Aggression in a person arouses fear in others. Therefore, aggression is considered an aversive and undesired behavior. 

Research findings show that males generally demonstrate higher levels of physical aggression than females.  It is strongly suspected that aggression is due to both genetic (bio​logical) factors and social (learned) factors. Human biology operates in a social context: the environment influences the development of nerve connections just as biological processes affect response to the environment.  

There is also scientific evidence that testosterone, the hormone associated with males, can greatly influence an increase in aggression.  Males are more likely to demonstrate aggression in response to mental disorders such as schizophrenia, depression, and anxiety, where females are more likely to become quiet, compliant, and self-comforting.  Males also tend to react to sleep deprivation with more aggressive behaviors than females.

There are two major categories of destructive behavior.  These are self-injurious behavior (SIB) and aggression toward others or toward property. 

Often people who demonstrate self-injurious behavior (aggression directed toward the self) also have aggression toward other persons and/or to property.  The most extreme cases of destructive behavior involve people with serious SIB--perhaps 20,000 to 25,000 people in the U.S.  Their behaviors involve repeated self-inflict​ed, non-accidental injuries producing: bleeding, broken bones, severe tissue injury, eye gouging (perhaps leading to blindness), and swallowing things that aren't edible.  

As is the case with aggression toward others, there is not one specific cause of SIB. Even within a specific individual who demonstrates SIB --most cases probably are caused and maintained by a number of factors, including: the individual’s response to pain (including biological responses), attention-seeking, avoidance, escape, boredom, and internal distress due to a psychiatric disorder.

Destructive behaviors that involve repeated physical assaults that injure others may be a less serious physical threat for the individual.  However, these are obviously potentially more dangerous for caregivers, family members, and the community.

The treatment of all types of destruct​ive behavior, including SIB, is difficult.  

Aggressive behaviors result in five different classes of conse​quences.  These are: physical, social, emotional, educational and economic.  

Social consequences of aggression include: 


1) isolation from family members and peers; 


2) negative community attitudes toward persons with mental retarda​tion; 


3) development of personality disorders because of the social isolation, and;  


4) limited educational or vocational oppor​tunities.  

A comprehensive analysis of aggressive behavior in​cludes: 


1) How did he/she learn this behavior? 


2) What seems to provoke the occurrence of these behaviors? 

3) What are the conditions that maintain the behaviors? (What are the “consequences” that may be reinforcing this behavior?)

Many times external physical and psychological factors either cause the aggression or increase the likelihood that aggression will occur.  

Some of these environmental conditions may include nega​tive influences of peers, aversive task demands, social disapproval, and reduced social attention. Many different internal factors, either alone or in combination with external factors, may cause or in​crease the likelihood of aggressive behaviors.  

Examples are physical states such as fatigue, premenstrual tension, headache and some drug reactions.   Mood states such as depression or anxiety, and deficit skill areas can also affect aggressive behavior and the intensity, frequency, and duration. 

Increased irritability and subsequent increased aggressive behavior related to Phenobarbital therapy is an example of an internal factor.  Irritability – which is the tendency to react offensively to even minor provocation -- seems to be closely linked to aggressive behavior. People who have some kind of brain damage frequently may appear to have "short fuses", with a high incidence of irritability.  

Since many people who have mental retardation have some form of brain damage, much of the irritability and thus a fair amount of the aggression may be due to the brain damage they have.

Persons who have deficits in various skill areas, such as social skills, self-management skills, and related problem solving and coping skills, often have problems with aggressive behavior. 

This is partly because they just don't know how to act more appropriately.  This is all the more reason to teach assertiveness skills, relaxation skills, social skills, self-management skills, problem-solving, and coping skills to people who have mental retardation...whether they have aggressive behavior or not. 

As was said earlier "aggression" is not a diagnosis, but it is considered a symptom of many different diagnoses.  Determination of what the aggression is a “symptom of” -or what the cause(s) of aggression are, is a 3-step process, the same process used to study other types of behavior problems.  

First, data is collected to record the behaviors so that others can assess the items we identified above. The second step, after assessment data are carefully gathered, is development of hypotheses (theories or hunches) based on assessment information. These hypotheses are developed about current environmental conditions and personal characteristics that increase the likelihood that aggression will occur. 

Environmental conditions include staff requests, threats from a peer, bad weather. Examples of personal characteristics include anger and lack of social skills.   We also try to develop hypotheses about the functions served by the behavior.  Examples of possible functions of aggressive behavior include trying to get peer approval or causing staff distress to enable an avoidance of undesired activities.

After the development of a hypothesis concerning the factors contributing to the cause and maintenance of aggressive behavior, each hypothesis is translated into specific treatment procedures…or possibly combined with other existing treatment procedures.  If we assume that a person's aggression toward staff is strengthened and maintained by social attention, treat​ment procedures should attempt to minimize or eliminate the possible sources of reinforcement.  

As an example:

Staff attention should be minimized following aggressive behavior, and staff attention should be increased at other times, when behavior is appropriate.  If an individual appears to be showing aggressive be​havior to obtain social attention, he/she should also be provided specific skills training to help him/her learn how to gain attention more appropriately.  

However, there are other situations where increased staff attention is exactly what is needed due to the circumstances associated with the aggression.  Aggression can sometimes be reduced by exposure to non-aggressive models--people who demonstrate restrain​ed, appropriate behavior, even when provoked.

Neuroleptic drugs ("major" tranquilizers) are often prescribed for treatment of aggressive behavior.  One side effect of neuroleptic drugs is akathisia, which increases irritability, and may be associated with violence.  Any drug treatment of aggression associated with under​lying psychiatric disorders, such as depression, should address the underlying condition, and not be used just for sedation to suppress the behavior. 

In summary: Aggression in persons with mental retardation may re​sult from a variety of physical, psychological, and environmental factors.  These include: general health, medication use, specific mental disorders that exist and have been diagnosed – or mental disorders that may not yet have been diagnosed, sleep disorders, and the like.

Successful programs include careful assessment of all possible factors involved with the behavior and methods for treat​ment. They also include evaluation of the outcomes of any treatment efforts.  Input from all members of the interdisciplinary team is vital for develop​ment of successful treatment programs and the prevention of unnecessary or inappropriate treatment programs and interventions, including medications.

Direct support staff need to share their observations and input to assure that the plan is designed as well as is possible to meet the needs of the person involved.  Direct support staff also need to assure that they are implementing the plans as best as they are able.
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