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Unusual Case Reports

Behavior therapy has been shown
to improve the functioning of in-
stitutionalized clients, but front-
line staff often have difficulty im-
plementing behavior therapy tech-
niques. In the case described in
this report, staff with inadequate
training in behavior therapy in-
consistently used negative and pos-
itive reinforcement in the attempt
to reduce the aggressive behavior
of an inpatient diagnosed as hav-
ing schizophrenia, and the inter-
ventions were associated with an
increase in assaults and related
behavior. The case illustrates the
effects of poor behavior manage-
ment and the importance of data
collection in evaluating clinical in-
terventions. (Psychiatric Services
50:964–966, 1999)

T he potential of behavior therapy
to help adults with serious mental

illness improve their functioning has
been demonstrated (1). Behavior ther-
apy continues to have an important
role, even in light of the development
of increasingly effective medications
for refractory schizophrenia (2,3).

In an effort to promote behavior
therapy, clinicians with expertise in
this intervention have trained front-
line institutional staff as behavior
therapists (4,5). This practice, howev-
er, is often hindered by organization-

al barriers and staff’s resistance, lack
of knowledge, and tendency to punish
patients (6,7). Because much of the
language of behavior therapy is com-
monplace— although behavior thera-
py terms often have different mean-
ings in everyday speech— frontline
and management staff members
sometimes erroneously believe that
behavior therapy is nothing more
than “common sense.” The adverse
effects of such errors are not readily
demonstrated in the absence of a suit-
able evaluation design.

In the case reported here, seren-
dipitous events allowed the use of an
A-B-A-B research design to evaluate
staff’s interventions in addressing the
undesirable behavior of a male pa-
tient in an inpatient psychiatric set-
ting. These interventions provided
what might be a prototypical example
of poor behavior management in in-
stitutions (8). Staff members’ misper-
ceptions of the concept and efficacy
of reinforcement led to their inadver-
tently making the patient’s behavior
worse, by providing him with some-
thing he desired— restraint— contin-
gent on behavior that staff found un-
desirable.

Client and setting
Mr. A was an intelligent, middle-aged
man whose first psychiatric admission
followed a self-castration attempt.
Three years later, in 1995, he was de-
tained in a hospital involuntarily after
touching or talking obtrusively to
strangers. Mr. A was tentatively given
a diagnosis of schizophrenia or
schizotypal personality disorder. He
declined treatment (medical and be-

havioral) and received medication un-
der substitute consent. He had been
in the hospital for 13 months when
the behavior management plan de-
scribed here was introduced.

Mr. A resided on a ward designated
as a behavior therapy unit. However,
neither the unit director nor other
clinicians had formal training in be-
havior therapy. During the patient’s
stay on the ward, the two unit psy-
chometrists received training in be-
havior therapy. The unit’s token econ-
omy (9) had previously been suspend-
ed because an evaluation using a pre-
post study design had revealed no ef-
fect of the program on ratings of pa-
tients’ behavior. Evidently, staff had
often assigned points without actually
observing patients’ behavior.

Unit staff reported that Mr. A spent
much of his time in his room, avoid-
ing other people. When he was out of
his room, he grabbed the genitals of
other patients or staff members, or at-
tempted or threatened to do so, and
he pressed or tried to press the emer-
gency response button. Staff knowl-
edgeable in behavior therapy recom-
mended withdrawing the attention
given to Mr. A’s undesirable behav-
ior— an example of the behavior ther-
apy technique of extinction— and
providing positive reinforcement of
desired behavior to replace the unde-
sired behavior, an example of differ-
ential reinforcement of alternative
behavior. However, such techniques
were deemed to be “treatment,”
which could not be administered be-
cause Mr. A had refused to consent to
treatment. Many staff members be-
lieved that Mr. A’s disruptive behavior
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had to be managed, and a perceived
distinction between “treatment” and
“management” emerged. Interven-
tions such as physically restraining
the patient and limiting his access to
his room contingent on his behavior
were deemed to be “management.”

Intervention
The “management plan” for Mr. A re-
quired him to be out of his room for
three defined time periods each day.
If he tried to grab someone or
pressed the emergency response but-
ton during the time out of his room,
staff would place him in the unit’s
television room in wrist restraints un-
til the end of the time period, then re-
turn him to his room. Wrist restraints
were authorized for use only when
the plan was in effect.

Later, during the plan’s implemen-
tation, staff sometimes decided not to
use restraints, or they placed Mr. A in
restraints when he merely said he
might grab someone, or they left him
in his room all day. The plan was dis-
continued completely after six weeks,
as a result of conflict among staff.
Several weeks later, the plan was
reimplemented. These changes al-
lowed an A-B-A-B study design that
included the six weeks before the
plan was introduced, the six weeks
when the plan was first in effect, the
six weeks after the plan was discontin-
ued, and the first six weeks after rein-
troduction of the plan.

Data collection and results
Staff described Mr. A’s behavior in the
clinical record at least daily. Each use
of restraints was noted immediately
in the record, along with an explana-
tion of the circumstances leading to
restraint.

The record was reviewed by the
authors, and the number of times Mr.
A was noted as having assaulted oth-
ers, pressed the emergency button,
or attempted to do so was counted
for each of the four six-week time pe-
riods. On several occasions during
the periods when the plan was in ef-
fect, clinical notes referred to “nu-
merous” or “repeated” attempts. For
the study reported here, each refer-
ence to multiple attempts on these
occasions was counted as one inci-
dent.

Completed or attempted assaults
were significantly more frequent dur-
ing the time periods when the plan
was in effect. Thirteen assaults were
reported during the six weeks before
the plan was introduced, 39 during
the first period the plan was in effect,
eight after the plan was discontinued,
and 42 during the reintroduction of
the plan (t=10.29, df=2, p<.01). The
frequency of pushing or trying to push
the emergency button— a behavior
that was not targeted by the plan—
was not significantly different among
time periods. There were no incidents
of this behavior before the plan was
first introduced, ten incidents during
the first period when the plan was in
effect, two incidents after the plan was
discontinued, and five incidents after
the plan was reintroduced.

Data on Mr. A’s medications were
also recorded. During the six weeks
before the plan was introduced, Mr. A
received 100 mg of clozapine three
times a day. For four days while the
plan was in effect he received no
medication; then he received up to 10
mg of olanzapine at night for the next
four weeks. For the last ten days of
the plan and all of the six-week peri-
od after the plan was discontinued,
Mr. A took no psychotropic medica-
tion. Three weeks into the reintro-
duction of the plan, Mr. A began in-
tramuscular zuclopenthixol de-
canoate every two weeks. Thus he
spent more days on medication while
the plan was in effect than while it
was discontinued (84.5 percent ver-
sus 47.6 percent). Assaults were thus
associated with being on medication
(r=.58).

Discussion and conclusions
Evaluation of the management plan is
confounded by variations in Mr. A’s
medications. Mr. A was more likely to
be taking regular psychotropic med-
ication— and was more disruptive—
when the plan was in effect than when
the plan was discontinued. The drugs
Mr. A received have been associated
with reduced aggression rather than
increased disruption. Thus it is unlike-
ly that medication increased Mr. A’s
disruptiveness. A more plausible inter-
pretation is that the management plan
increased his undesirable behavior.

In conversation, unit staff often

used the term “negative reinforce-
ment” when they meant “punish-
ment.” Ironically, staff increased Mr.
A’s assaults and related behavior by al-
lowing him occasionally to withdraw
from the ward milieu (negative rein-
forcement) and offering him physical
restraints (positive reinforcement) in
return for this behavior, intending to
punish him. Moreover, they applied
these contingencies intermittently,
which likely increased his resistance
to extinction of the undesirable be-
havior.

After these results were presented
to the unit, the management plan was
discontinued. Further medication ad-
justments were made, and Mr. A
completed a trial of electroconvulsive
therapy. One year later, Mr. A was
transferred to a psychosocial rehabili-
tation unit, where so far he questions
procedures but is not disruptive and
socializes well.

The case reported here illustrates
that poor behavioral management can
have adverse effects. A second lesson
is that data collection is essential for
proper evaluation of patients’ out-
comes. In this case, lack of data about
Mr. A’s behavior would have allowed
staff to continue to believe in the ef-
fectiveness of the plan. A third lesson
is that an arbitrary distinction be-
tween behavioral interventions that
are “management” and those that are
“treatment”— made to circumvent
administrative barriers that would
have prevented treatment and to ad-
dress what staff may consider an ur-
gent situation— cannot replace care-
ful assessment of the patient’s prob-
lem behaviors and use of the most ef-
fective interventions.

This case also raises questions
about the need to monitor the ef-
fects of regulations designed to pro-
tect patients’ rights in relation to
treatment. Reduction of aversive
procedures— which can be achieved
by requiring managerial review
(10)— and inclusion of patients’ pref-
erences in planning treatment would
not only help protect patients’ rights
but would also increase treatment
effectiveness. ♦
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