
if it has no conceivable relevance. 
Ryan and her colleagues have doc-

umented an urgently important find-
ing that ought to invite the psychiatric
community to ponder the enduring
therapeutic utility of level-based be-
havioral systems.

David A. Whelan, Psy.D.

Dr. Whelan is a staff clinician at the Cam-
bridge Health Alliance in Cambridge,
Massachusetts, where Collaborative Prob-
lem Solving has been adopted as the treat-
ment model on the inpatient child and ado-
lescent psychiatric units. He is also in pri-
vate practice in Newton, Massachusetts.

References

1. Ryan EP, Hart VS, Messick DL, et al: A
prospective study of assault against staff by
youths in a state psychiatric hospital. Psy-
chiatric Services 55:665–670, 2004

2. Barnett S, dosReis S, Riddle R, et al: Im-
proving the management of acute aggres-
sion in state residential and inpatient psy-
chiatric facilities for youth. Journal of the
American Academy of Child and Adoles-
cent Psychiatry 41:897–905, 2002

3. LeBel J, Stromberg N, Duckworth K, et al:
Child and adolescent inpatient restraint re-
duction: a state initiative to promote
strength-based care. Journal of the Ameri-
can Academy of Child and Adolescent Psy-
chiatry 43:37–45, 2004

4. Greene RW, Ablon JS, Goring JC: A trans-
actional model of oppositional behavior:
underpinnings of the collaborative problem
solving approach. Journal of Psychosomatic
Research 55:67–75, 2003

5. A more compassionate model for treating
children with severe mental disturbances:
the Open Arms Program of the Cambridge
Hospital Child Assessment Unit, Cam-
bridge, Massachusetts. Psychiatric Services
54:1529–1531, 2003

In Reply: Dr. Whelan raises several
important points in his comments
about our article. Caregivers, teach-
ers, and hospital staff members often
see oppositional behaviors as best
met by behavioral contingencies de-
signed to operantly teach adaptive be-
haviors. Such responses overlook the
fact that such behaviors in children
and adolescents, who are typically
hospitalized because of significant
problems with impulsivity, affect reg-
ulation, and behavioral dyscontrol, of-
ten reflect expressions of frustration,
efforts to demonstrate autonomy, a
desire for engagement, or some other

meaningful interpersonal transaction. 
We appreciate Dr. Whelan’s noting

the importance of considering behav-
ioral management systems as possible
catalysts in negative interactions be-
tween patients and staff on a unit. We
also agree with his observations and
conclusion that the transactional na-
ture of patient-staff interactions is
typically not addressed in an effective
manner. As clinicians who have
worked in inpatient settings and have
also observed firsthand the limita-
tions of level-based behavioral man-
agement systems, we were still sur-
prised by the high rate of assault on
staff. In the hospital in which this
study took place, there have been on-
going and successful efforts to de-
crease seclusion and restraint. How-
ever, we wonder whether such efforts
may inevitably plateau in their suc-
cess and even have the unfortunate
“side effect” of facilitating other
forms of dyscontrol within the con-
fines of traditional level-based behav-
ioral management systems. 

One of us attended a workshop at
the annual meeting of the American
Academy of Child and Adolescent
Psychiatry in October 2003 (1) in
which Ross Greene discussed CPS (2)
and its role in eliminating the use of
seclusion and restraint in an inpatient
setting very similar to the one in our
study. One of the many reasons that
we perceive the CPS approach to be
effective is that it addresses the main
reason that people choose to work
with difficult children for low pay—to
help them. As Dr. Whelan states, CPS
“emphasizes discovering the specific
pattern of cognitive skill deficits impli-
cated in a given child’s inability to
comply and works to remediate these
deficits.” Our observation has been
that efforts to address the transaction-
al component between staff and pa-
tients often convey to staff that they
are doing something “wrong” and that
they are somehow inappropriately im-
plementing the otherwise effective
unit management program. CPS fo-
cuses on therapeutic interactions
rather than on limit setting, in which
there is inevitably a winner and a loser.

Dr. Whelan suggests that it would
have been of value to record “situa-

tion-specific, verbatim data” for the
verbal reprimands given to patients.
Again, he makes a good point. How-
ever, such an effort would capture
only one element of the transaction in
the microclimate of the inpatient
unit. There are many other facets of
the interaction that would likely af-
fect the transaction, such as a staff
member’s reputation with patients on
the unit, the tone of voice used, the
staff member’s familiarity with that
patient, and the patient’s familiarity
with the level system.

Eileen P. Ryan, D.O.
Jeffrey Aaron, Ph.D.

Virginia Sparrow Hart, Ph.D.
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HHaalllluucciinnaattiioonnss  
WWiitthh  TToolltteerrooddiinnee
To the Editor: We report a case of
anticholinergic delirium that illus-
trates the importance of assessing pa-
tients’ cultural and religious beliefs.

An Asian-American octogenarian
woman had been taking 4 mg of
tolterodine (Detrol LA) every
evening for incontinence, a dosage
that she had been maintained on for
approximately two and a half years.
She was admitted to a major military
tertiary care center because she had
had three or four episodes of loose,
bloody stools over a period of approx-
imately a week. Psychiatry was con-
sulted because the patient said she
had been troubled by images at night,
between 8:30 and 9:00 p.m., while
she was in bed. She described these
“visions” as those of “spirits” en-
veloped in clouds. Faces with varying
forms seemed to emerge from the
shadows of her bedroom and float
over the top of her bed. One face in
particular was very clear. It was the
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face of a young man with blonde hair
whom the patient did not recognize
as anyone she had ever met before.
Occasionally when she would ask
these images what they were doing in
her bedroom, they would “leave.”
When this did not suffice she would
confront them, and they would retire
to the shadows once again.

The woman and her husband had
tried various things to make these vi-
sions stop, such as praying and asking
other people to pray for them. Ulti-
mately, because the couple was
Catholic, they had a priest come to
the house to perform an exorcism.
The psychiatric consultation team re-
viewed the patient’s medications and
recommended discontinuation of
tolterodine. The couple was willing to
try this after the team had explained
that perhaps these images were relat-
ed to a side effect of the medication.
The medication was stopped, and
within two days the hallucinations
ceased. The patient was discharged
from the hospital three days after the
recommendation without any com-
plaint. She and her husband were
able to return to a more restorative
sleep pattern.

Although delirium and the phe-
nomenon of “sundowning” is a very
well-described pattern among elderly
persons, little has been written about
the effects of tolterodine. One large
prospective observational cohort
study concluded that the age- and
sex-adjusted relative risk of hallucina-
tions with tolterodine compared with
that of the anticholinergic drug
terodiline, and with ten drugs of oth-
er therapeutic classes, was 1.25 and
4.85, respectively (1).

For the consultant psychiatrist, this
case report demonstrates the impor-
tance of a thorough chart review to
uncover a problem that is very com-
mon and easily solved, yet one from
which this patient had been suffering
needlessly for years. Assessment of
religious and cultural beliefs also un-
covered how this couple was able to
accept this suffering, and assessing
these beliefs may be significant for

them in the future, especially when
addressing living wills, hospice care,
or other end-of-life issues. Clinicians
therefore should be cautious when
prescribing anticholinergic medica-
tions for elderly patients and should
also attempt to understand more
about their patients’ beliefs and lives.

Scott G. Williams, M.D.
James Staudenmeier, 

M.D., M.P.H.

Dr. Williams is affiliated with the Walter
Reed Army Medical Center in Washing-
ton, D.C. Dr. Staudenmeier is with the de-
partment of psychiatry of Tripler Army
Medical Center in Honolulu, Hawaii.
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CCoottaarrdd’’ss  SSyynnddrroommee  aanndd
EElleeccttrrooccoonnvvuullssiivvee  TThheerraappyy
To the Editor: Cotard’s syndrome is
a delusional disorder that was de-
scribed by the French psychiatrist
Jules Cotard in 1882. It is character-
ized by intense nihilistic delusion; the
patient believes that his or her body
has disintegrated or died. The syn-
drome is always associated with se-
vere depression.

A 61-year-old female patient had
been through multiple losses in her
life—divorce and the death of both
her father and her mother—and lived
in a group home with limited social
support. She was unable to cope with
her emotions and her negative inter-
nal state. The patient was very de-
pressed, isolating herself in a dark
room, sleeping poorly, and having no
appetite. She exhibited a delusion of
being dead as an expression of psy-
chic pain or a way of presenting a
negative view to the world.

This patient was admitted to the
hospital, where she was very de-
pressed, isolating herself in her room,
and neglecting her personal hygiene.
She spent most of the time lying on
her bed in a supine position, her body

tightly wrapped with a bedsheet. She
lacked vocal inflection and sponta-
neous facial expression. She denied
perceptual disturbances, and she nev-
er expressed suicidal ideation, be-
cause she believed she had died sev-
en years ago. She stated that her heart
had stopped beating, her organs were
not functioning, and food was not ab-
sorbed by her system.

After organic causes were ruled out
(intracranial tumor and infection, thy-
roid disease, and nutritional deficien-
cy), the patient was started on olanza-
pine at a dosage of 20 mg daily and es-
citalopram at a dosage of 10 mg daily
for two months. She continued to be
severely depressed and delusional.
Electroconvulsive therapy was intro-
duced; the patient received six treat-
ments of bilateral electroconvulsive
therapy over a period of two weeks,
with a range of seizure duration of 43
to 52 seconds. After the second treat-
ment, she stated, “I am alive.” On
subsequent treatment, she reported a
significant decrease in depressive
symptoms and stopped stating that
she was dead.

At this time the patient was social-
izing with other patients and partici-
pating in therapeutic activities. She
was able to sleep for six hours each
night, finish 75 percent of her meals,
and improve her personal hygiene.
The patient was discharged on olan-
zapine at a dosage of 20 mg daily and
escitalopram at a dosage of 10 mg dai-
ly. Until electroconvulsive therapy
was introduced, the patient had not
shown significant improvement in her
depression and nihilistic delusion
with a combination of antidepressant
and antipsychotic medications.

Thus, with electroconvulsive thera-
py, this patient showed a substantial
improvement of her symptoms and
has been symptom free for one year
since her last discharge.

Nahla A. Mahgoub, M.D.
Asghar Hossain, M.D.

The authors are affiliated with the depart-
ment of psychiatry of Bergen Regional
Medical Center in Paramus, New Jersey.
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