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INTRODUCTION



The 34 journal articles in this book—authored by practicing psychotherapists, psychiatrists, psychoanalysts, and counselors—describe the treatment of individual clients. In most cases, the authors discuss a client’s psychological problem, the treatment used with the client, and the outcome.

Because this book is designed for use in courses in clinical, counseling, and abnormal psychology, each article is followed by (1) a list of psychological terms for classroom discussion and (2) questions that call for students’ opinions on various aspects of the case. Depending on the course objectives, some professors may wish to use the questions as the primary stimulus for classroom discussions, whereas others may prefer to hold general discussions of students’ reactions to the articles.

In the table of contents, the articles are grouped into broad categories to assist professors in selecting appropriate articles for class assignments. Because the categories are not mutually exclusive, however, many of the articles could have been placed appropriately in more than one category. An illuminating topic for classroom discussion, therefore, is the assignment of the articles to the categories (e.g., Could an article have been appropriately assigned to more than one category? Was it placed in the most appropriate category?).




Objectives


The objectives that guided the development of this book are:

1.  To illustrate the use of various types of mental health treatments.

2.  To provide in-depth examples of common psychological disorders.

3.  To provide case studies written by a number of authors, all of whom provide mental health services. Case studies written from diverse points of view should stimulate lively classroom discussions.

4.  To introduce students to case studies in journals as a means of continuing their professional education after completion of their formal schooling.

5.  To provide practice in evaluating reports of case studies and, by example, show students how to write case studies for publication in academic journals.




Evaluation Criteria


The last seven questions at the end of each article ask students to evaluate the case study using the following criteria.

1.  The demographics of the case are described.

In addition to describing gender and age, the authors should describe other salient characteristics such as race/ethnicity, socioeconomic status, and marital status. Depending upon the nature of the problem and treatment modality, the description of additional characteristics may be desirable.

2.  The condition(s) and behavior(s) that necessitated treatment are described in detail

The description of a condition such as a recent divorce, for example, should contain relevant details such as the length of the marriage, the reasons for divorce, and complications, if any, in the divorce settlement.

“Behavior” refers not only to gross motor behavior but also to verbal and nonverbal expressions of feelings and beliefs.

3.  The method of treatment is described in sufficient detail so that it can be replicated.

This is a problematic criterion to apply for two reasons. First, different authors may have made different assumptions about the sophistication and knowledge of their readers; unsophisticated readers who are just beginning their study of psychological treatments may need more detail than seasoned practitioners. Second, describing long-term, intensive treatments in great detail is beyond the scope of the typical journal article; most journal editors expect authors to be as brief as possible while communicating essential facts and themes.

An important ideal in scientific writing is that procedures and outcomes be operationally defined; an operational definition is one given in terms of physical steps. In the case of psychological treatments, this ideal requires that all the steps the therapist or counselor followed in the treatment of a client are described in enough detail to enable another practitioner to replicate the entire process without additional information. Given the limitations on journal space, this ideal is, at best, only approximated in most cases. Thus, when applying this criterion, students should ask whether the treatment has been described in such a manner that its essential elements are evident.

4.  A rationale is providedfor the method of treatment selected.

The author should describe a rationale for using a particular method with a client. This may be based on theory, on previous experiences of the clinician, or on experiences reported in the literature.

5.  The client's improvement, if any, is clearly documented.

Documentation may take many forms; direct observations of the client’s behavior, self-reports by the client, reports by other individuals who interact with the client, and the client’s performance on standardized psychological scales are frequently used. The validity and reliability of the documentation should be considered, especially when relying on self-reports, which may be distorted. In many cases, it is appropriate to utilize more than one type of documentation so that each can serve as a validity check on the other.

6.  Follow-up information on the client's improvement, if any, is presented.

Although there are no hard and fast rules on how long the follow-up should last, for many types of problems a minimum of six months is appropriate.

7.  The study is appropriate for publication in a journal.

Because there are many thousands of case studies that could be written in the form of articles for consideration by journals each year and because journal space is limited, a case study should have some distinguishing feature(s) that lead to its acceptance for publication. Journal policies differ on this issue. The following statement from the editorial policy of the Journal of Behavior Therapy and Experimental Psychiatry provides guidelines on this criterion:


A case report, to be acceptable, must embody one of the following: (1) a new and original method, target behavior, or population; (2) an apparently advantageous variation of a previous method; (3) an observation of considerable interest; (4) an unusually clear account of the use of an accepted method.



Application of the Criteria

When applying the criteria to the case studies in this book, keep in mind that few authors of case study reports published in journals will be able to meet all of them. This is sometimes due, in part, to physical constraints in the clinical setting (e.g., the client is not available for follow-up). It is also often due to the requirement for brevity imposed by many journals. Thus, in most cases, application of the criteria will require some subjectivity. This subjective element will result in lively classroom discussions, which will enhance learning.
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Case 1

Changing Mistaken Beliefs through Visualization of Early Recollections*

Mary Ann Lingg

Terry Kottman



There are no chance memories: out of the incalculable number of impressions which meet an individual he chooses to remember only those which he feels, however darkly, to have bearing on his situation. Thus his memories represent his “Story of My Life”; a story he repeats to himself to warm him or comfort him, to keep him concentrated on his goal and to prepare him by means of past experiences so that he will meet the future with an already tested style of action (Adler, 1958, p. 73).



(1)  Early recollections are traditionally used in Individual Psychology to facilitate the investigation into a client’s life style. While early memories do not determine behavior, they do reflect the client’s current self-image, views of the world, and style of interaction with others. When asked to describe specific incidents that took place during the early years of life, the client selects, alters, or imagines events that express the central issues and interests of his or her life (Ackerknecht, 1976; Bruhn & Last, 1982). Gathering early recollections can help the counselor begin to understand the client’s struggles, attitudes, hopes, and behaviors (Papanek, 1972). They give the counselor clues about the direction of the client’s strivings and the ways the client gains significance. Early recollections indicate the values to which the client ascribes and the dangers the client wishes to avoid (Adler, 1937). Basic mistakes, illuminated by the early recollections, represent the client’s basic convictions about self, the world, and others. These ideas, which govern behavior, may or may not be within the client’s awareness (Manaster & Corsini, 1982).

(2)  Basic mistakes are basic because they are the original ideas a child develops to fulfill the needs of belonging and significance. They are considered mistakes because they are faulty conclusions drawn from a child’s perspective while the child is engaged in the struggle to establish a place in the world. As Dreikurs and Soltz (1964) indicated, “Children are expert observers but make many mistakes in interpreting what they observe. They often draw wrong conclusions and choose mistaken ways in which to find their place” (p. 15).

(3)  One of the goals of counseling is to identify basic mistakes and bring them to the client’s awareness. It is the counselor’s responsibility to discover those early, erroneously developed convictions and to help the client see how those ideas are false and how they can interfere with effective social and personal functioning. Manaster and Corsini (1982) refer to the process of psychotherapy as uncovering the basic mistakes and correcting them.

(4)  Sometimes simply talking to the client about mistaken beliefs and bringing them to the client’s awareness is enough to bring about changes in the client’s self perception. However, at other times, mistaken beliefs and private logic are so ingrained in the client’s way of looking at life and self that talking about them does not bring about a change. When this happens the counselor must introduce creative ways of helping the client reexamine basic convictions in order to bring about changes. Early recollections have been used to help the client gain insight into his or her life style. By interpreting an early recollection or series of early recollections to the client, the counselor can hold up a “mirror reflecting the patient’s present attitudes and intentions” (Ackerknecht, 1976, p. 54). Since early recollections represent a microcosm of the client’s mistaken beliefs and private logic, active interpretation and visualization of early recollections may be an excellent tool for helping the client reconsider mistaken beliefs. It may then be possible for the client to substitute positive convictions for negative beliefs.



The Technique


(5)  Before initiating the visualization process, the counselor reviews any previously presented early recollections and asks for any others the client may remember. The counselor is then free to choose the early recollection which best typifies the basic mistake currently under examination.

(6)  The counselor begins the visualization process with some basic relaxation techniques such as asking the client to close his or her eyes, take a few deep breaths, and get as comfortable as possible. The counselor then asks the client to visualize the specific incident chosen to represent the particular mistaken belief. It may facilitate the process if the counselor suggests to the client to think of the early recollections as a scene in a play or television show to be watched from the perspective of an audience. The counselor then asks the client to describe the scene as it is unfolding. With eyes still shut, the client is asked to describe the feelings experienced during the interaction. In order to begin to change the mistaken belief, the counselor asks the client to visualize himself or herself as an adult actually entering the scene. The client is asked to visualize the adult self comforting the child self, telling the child self how valuable, important, and lovable he or she is. Then the counselor suggests that the visualized adult begin to help reconsider any mistaken beliefs about what is necessary to achieve significance and belonging.

(7)  For instance, in one early recollection, a client was frightened for appropriate reasons, but her father pushed her aside and called her a baby for being fearful. By interpreting this to mean that her father would not accept her feelings, she formulated a mistaken belief which stated that in order to be loved and belong in her family she needed to deny her feelings and be someone other than who she really was. The visualized adult version of her self comforted her child self and reassured her of the appropriateness of her feelings and encouraged her to express those feelings. The adult self also expressed a willingness to accept her as she was, without a need for pretense.

(8)  The counselor then asks the client if there is anything else in the visualized interaction that needs to be changed or if there is anything else the child self needs. If the client answers affirmatively, the counselor guides the client through the process of visualizing the adult self making those changes, doing whatever needs to be done in order to help the child self feel comfortable and safe. After bringing the client back to the present, the counselor asks the client to reexamine mistaken beliefs and to consider other more useful ways of gaining a sense of significance and belonging. At this time, the counselor also helps the client change the wording of selected negative self statements.




A Case Study


(9)  A 32-year-old female entered counseling after the breakup of a love relationship. The client was experiencing extreme sadness at the disintegration of the relationship and was having difficulty letting go of her investment in the relationship. After establishing rapport with the client, the counselor began to explore her mistaken beliefs. They identified these mistaken beliefs: (a) “it is my responsibility to make and keep others happy”; (b) “I must control others’ behavior to feel important”; and (c) “I must hold things together in the family.”

(10)  For several sessions the client repeatedly stated that she wanted to change her mistaken beliefs, but that she could not change the way she interacted with others. The counselor decided to employ the technique of early recollection visualization as a possible method of helping her get past this impasse. The counselor asked the client to close her eyes, sit comfortably in the chair, take several deep breaths, then recount one of her early recollections and she related this memory:


I remember one day my mother was supposed to visit an old friend who happened to live on the other side of the city, near an amusement park. My father was going to drop my mother off at her friend’s house and take my younger brother and I to the amusement park while my mother visited her friend. Some time before we were getting ready to go, my father was nagging my mother about something and before you knew it, it was a huge argument with my father nitpicking at my mother over anything. This happened quite often. Finally, my mother was so upset that she decided not to visit her friend. My mother was standing at the front door looking out the window crying. My father was standing in the dining room telling my mother there was no reason to be upset and she should get ready to go out. I was running back and forth between the two of them trying to interpret what the other was saying and trying to smooth things over. I was trying to get my father to stop harassing my mother and trying to get my mother to feel better. I wanted them to stop so things could go as planned.



When the counselor asked about feelings the client replied:


I remember feeling helpless and pulled in two directions. I wanted them to stop arguing because I didn’t like my mother to be upset or my father to be angry. I felt responsible for making things better between them and making everyone happy. I wanted things to be OK so we could still go to the park and I felt selfish about that.



(11)  The counselor guided the client through the early recollection visualization process described above. The counselor asked the client to visualize herself entering the scene as an adult and encouraged her to hug and comfort her child self. The counselor coached her through a process in which her adult self told the child self that she did not need to always take care of other people nor did she have the power to control others’ behavior. The counselor prompted the adult self to tell the child self that she was not responsible for resolving the parental conflict. The counselor also prompted the adult self to hold the child self and reassure her that she was lovable and significant even when she was not taking care of others. When the counselor asked the client if there was anything else she wanted to change in the visualization she replied “I want her to know (child self) that she is really loved.” After the adult self told the child self how much she loved her, the counselor brought her out of the visualization.

(12)  The counselor and the client processed the early recollection visualization and discussed changes she wished to make in her basic convictions. They talked about how this early recollection illustrated all three of the basic mistakes they had identified. They discussed the client’s feelings of sadness and hopelessness in trying to live her life in accordance with these mistaken beliefs. The client said she would like to change her erroneous convictions to the following: (a) “although I can contribute to others’ happiness, I do not have the power to make or keep them happy”; (b) “I do not have the power to control others’ behavior”; and (c) “it is not my responsibility to hold things together in my family.”

(13)  After this session, the client reported a release of responsibility from a job that was not hers in the first place: taking care of her parents’ relationship and happiness. The client continued to examine her basic mistakes and to look at how these ideas interfered with her present functioning. With the help of the counselor she was also able to relate the basic mistakes highlighted in this early recollection to her continuing investment in the recently ended love relationship. She had experienced difficulty in letting go of the relationship because she believed she was solely responsible for its continuance. She replaced this belief with one that allowed her to stop being responsible for the happiness of others. Thus, she could let go of the illusion that she must control all of her relationships.

(14)  A one-month follow-up found the client still experiencing the same release of responsibility and emotional disengagement from the defunct relationship. She reported an increase in her ability to concentrate on other matters and was no longer obsessing about the relationship. She was continuing to redefine her priorities for future relationships and her beliefs about how she could gain a sense of belonging and significance.




Conclusion


(15)  Counselors can assist clients in belief reorientation through the use of early recollection visualization. This technique helps clients gain a clearer understanding of their mistaken beliefs and facilitates changes in the ways they gain significance. Early recollection visualization is an action-oriented method which is helpful with clients who have difficulty making a connection between their early decisions and their present behavior. Counselors may recognize this type of client as the one who frequently asks, “Why do I continue to do this?” or who says, “I do not understand why I do the things I do.” This technique is also effective with clients who resist examining their mistaken beliefs or persist in negative self-talk. Visualization may also help clients who have a cognitive understanding of their problem but seem to have difficulty changing their feelings and behaviors.

(16)  However, counselors should be aware that this technique is not a magical cure. Early recollection visualization is simply one of many therapeutic tools to be used in conjunction with other strategies. It should never be used without a strong counselor-client relationship and an understanding of the client’s life-style. Following a visualization, it is imperative that counselors process clients’ experiences with them to insure client understanding and well-being.
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Terms for Discussion


1.  early recollections (paragraphs 1, 4, 5, 7, 10, 11, 12, 15, and 16)

2.  self-image (paragraph 1)

3.  basic mistakes (paragraphs 1, 2, 3, 4, 5, 12, and 13)

4.  mistaken beliefs (paragraphs 6, 7, 8, 9, 10, and 15)

5.  visualization process (paragraphs 5, 6, 8, 10, 11, 12, 15, and 16)

6.  negative self-talk (paragraph 15)




Questions


7.  In your opinion, is the quotation from Adler at the beginning of this article important and appropriate? Explain.

8.  In paragraph 1, the authors state that “early memories do not determine behavior.” Do you agree?

9.  Do you believe that you personally have held mistaken beliefs? If yes, briefly describe some of them and their origin.

10.  According to the authors, what should a counselor do before initiation of the visualization process?

11.  Does the case report in paragraphs 9 through 14 adequately illustrate the technique described in paragraphs 5 through 8? Explain.

12.  In your opinion, do the client’s quotations in paragraph 10 reflect the mistaken beliefs identified in paragraph 9? Explain.

13.  In your opinion, could the improvement reported in paragraphs 13 and 14 have been coincidental and not the result of the visualization process? Explain.

14.  Have the authors convinced you that the visualization technique can assist certain clients with a variety of problems? Explain.

15.  Are there other forms of treatment that might have facilitated the client’s progress? Explain.

15.  Rate the article on the seven criteria described in the introduction to this book on a scale from 5 (highest quality) through 1 (lowest quality). Be prepared to explain your ratings.

Criterion 1: The demographics of the case are described: ____

Criterion 2: The condition(s) and behavior(s) that necessitated treatment are described in detail: ____

Criterion 3: The method of treatment is described in sufficient detail so that it can be replicated without additional information: ____

Criterion 4: A rationale is provided for the method of treatment selected: ____

Criterion 5: The client's improvement, if any, is clearly documented: ____

Criterion 6: Follow-up information on the client’s improvement, if any, is presented: ____

Criterion 7: The study is appropriate for publication in a journal: ____



*  Reprinted from Individual Psychology: The Journal of Adlerian Theory, Research & Practice, 47, 255–260. Copyright 1991 by the University of Texas Press, 2100 Comal, Austin, Texas 78722. Reprinted with permission.



Notes:









Case 2

Sexual Counseling with a Developmentally Disabled Couple: A Case Study*

Deborah I. Frank


ABSTRACT:

This article describes the process of sexual counseling with a developmentally disabled couple, illustrating principles and techniques that were unique to this couple’s concern. The author asserts that this aspect of a marital relationship should not be denied a couple simply because they are handicapped. Her intent is to help nurses understand some of the issues involved in sexual counseling with developmentally disabled persons, and to motivate nurses to help those who may express concerns.

(1)  The principle of normalization suggests that the developmentally disabled have a right to experience a pattern of life as close as possible to the “regular” ways of the culture (Kramer-Monat, 1982). The person’s abilities are to be developed to his or her maximum capacity in the areas of independent living, school, employment, and satisfying interpersonal relationships. Satisfying interpersonal relationships may include much more than friendship—the opportunity to marry and have sexual intimacy within that marriage as well.

(2)   However, sexual intimacy is one aspect of the mentally retarded person’s life that is not often discussed between the nurse and the client. Within institutional or group home settings the goal of staff is often to assist clients to “manage” sexual urges rather than to aid the clients in the appropriate expression of sexual feelings within an intimate relationship.

(3)   Furthermore, nurses who recognize the developmentally disabled client’s wish to express sexual intimacy may not feel knowledgeable or comfortable enough to provide the counseling needed. The clinical nurse specialist can provide invaluable assistance when this proves to be the case, as demonstrated in the following case illustration.



Case Illustration


(4)  A staff member in a group home for the developmentally disabled asked if I would provide sexual counseling to a developmentally disabled couple who had recently married. Both of them were wheelchair bound. Mr. G. had good upper body strength, could independently tend to his own personal car and household tasks, and was able to maintain a part-time job. On the other hand, Mrs. G. was more limited in her ability to function independently. Since her arms lacked strength and fine motor coordination, she needed aid in performing some of her personal care, could only master certain household tasks, and was not employed. Both experienced periodic leg and thigh muscle spasms in addition to having poor voluntary control of their lower limbs.

(5)  Mr. G. was able to verbalize in a logical, clear manner, although his thinking was fairly concrete. The house counselor reported that he was able to problem solve and use good judgment in areas that were not too complex. Mrs. G. was described as less mentally capable than her husband. She seemed to have difficulty being realistic when making decisions and at times was impulsive and subject to abrupt mood changes.

(6)  The couple had requested sexual counseling because they were unable to have “normal” sexual relationships, which meant, to them, sexual intercourse. The house counselors and agency nurse recognized their right to have a satisfying marital sexual relationship, but felt unable to provide adequate guidance in this area. However, they were willing to transport the couple to my office for counseling.

(7)  Lack of information about sexual function is often a source of problems for the developmentally disabled (Kempton, 1974). In addition, the couple’s physical impairments, possible emotional stress, and environmental constraints could contribute to their sexual concerns. Hence, I planned to focus on these areas in the first counseling session. Although my goal was to assess their concerns during this first meeting, my major focus was to establish rapport and trust with the couple.



Initial Session


(8)  Mr. and Mrs. G. were somewhat nervous and embarrassed when we first met. However, they quickly began asking questions—some of which caught me by surprise. They wanted to know how I treated sex problems and if they would have to take off their clothes. I quickly reassured them that this was a “talking” therapy, although I might use pictures and books to clarify what I was saying. This information seemed to reduce their anxiety considerably, which gave me the opportunity to inquire about their concerns.

(9)  Both were quite open and expressed genuine worry about their ability to satisfy the other sexually. Mr. G., in particular, was worried about their inability to have intercourse. While he was articulate about how he wished to make love I could not understand specifically why they were having a problem. Thus, the first barrier I encountered was in establishing a common language with the couple so we could understand each other. Using pictures from various books on sexuality (Kaplan, 1975; Masters, Johnson, & Kolodny, 1988), 1 was able to identify what body parts they were referring to and the problems they were having with sexual positioning.

(10)  The physical limitations of Mr. G. made it difficult for him to use the missionary position for sexual intercourse. Mrs. G. also had inner thigh spasms, so that it was sometimes difficult for her to separate her legs. With the use of illustrations showing different sexual positions, the couple was able to discuss positions that would be feasible and comfortable for them. However, they needed much reassurance that these modifications were normal. Also, I encouraged them to experiment using pillows to provide more support for Mrs. G. since she has less muscle strength. Finally, I suggested that they practice the positions with their clothes on during a nonsexual time so that they would not have to focus exclusively on mechanics when they were later having sex.

(11)  As we viewed the various pictures, both of them had many questions about other aspects of sexual functioning and reproduction. Mrs. G. was very direct in asking me about my personal experiences. She noticed my baby’s picture on the desk, which seemed to elicit many questions about pregnancy and caring for an infant. Aware that she had a hysterectomy, I knew that I should explore her motivations for asking these questions, since they could indicate unresolved feelings about bearing children. However, since I realized that every issue could not be discussed in the first session, I simply answered her questions as honestly as I could.

(12)  During this discussion, Mrs. G. asked several times if I would bring my baby to a session. I avoided answering her request, which struck me as inappropriate. However, I felt some ambivalence—while I would ordinarily not bring my child to a therapy session, it also occurred to me that to do so could be of therapeutic value. I decided I should not refuse the request until I had given it some further thought. Because of this request and many other questions the couple had asked related to sex, pregnancy, and my personal life, I found myself feeling rather disorganized at the end of the interview. Yes, I had done much teaching and felt I had established rapport. But I had obtained only sketchy information about the emotional or environmental factors that might also be influencing the couple’s sexual satisfaction. In addition, I was unclear as to the implications of Mrs. G.’s interest in having babies. Finally, I had to analyze my own feelings about her request to bring my child to a session and make a decision about how to handle this issue.




Second Session


(13)  At the second meeting the couple reported that they had practiced the new positions and had found one that was comfortable to both of them. But Mr. G. quickly added that they had not had intercourse, although both had been very sexually aroused. Attempting to determine the exact nature of the problem, I began to ask very specific questions about how they had proceeded sexually. Mrs. G. provided the critical information when she observed that her husband’s penis had a “covering over it that made it hurt when he tried to come inside.” Upon further exploration (with the use of illustrations) a plausible reason for their failure to consummate the marriage became apparent. When Mr. G., who had not been circumcised, had an erection, his penile foreskin did not retract. He revealed that he did retract the foreskin manually when he masturbated but had not done so before attempting vaginal penetration. I suggested that when they were sexually active again he should manually retract the foreskin before penetration.




Environmental Influences


(14)  An environmental constraint for Mr. G. was the lack of privacy in having sexual intimacy. The couple did not have their own bedroom and were able to have privacy only once a month. At that time there was extreme pressure on Mr. G. to have an erection and complete sexual intercourse. If he failed to perform, he felt very inadequate and guilty. I stressed that it was quite normal for men to lose their erections when they were under such pressure. We talked about how the couple might obtain privacy on a regular basis. Mrs. G. had several roommates and Mr. G. had one. Both were hesitant to ask their roommates to leave the room so they could be alone, since it was a group home and sharing was clearly one of the norms.

(15)  I proposed that Mr. G. might work out an arrangement with his roommate where each of them had the room for privacy at a certain time or on a certain night. Mr. G. responded that his roommate did not have a girlfriend and that he did not wish to make him feel badly about his situation. I pointed out that everyone has privacy needs which could be spent in many ways, such as reading, writing letters, meditating, or being intimate with someone. Still resisting, Mr. G. bluntly stated he would be too embarrassed to talk to his roommate about the arrangement. We explored his reasons for this feeling and then role-played how he might make the request. We practiced several approaches during the session, until Mr. G. felt confident that he could try to approach his roommate.

(16)  A similar technique was used to solve the couple’s problem of not having an adequate bed. The house had only single beds, which were too small for Mr. and Mrs. G. to be comfortable. The possibility of purchasing a double bed seemed unlikely. However, the couple agreed they could use two single beds if the legs were wired together to insure the beds would not roll apart. Again, we rehearsed how the couple might make this request of the house counselor since the counselor would need to assist them in making the adaptation.




Third Session


(17)  I was eager for our third meeting to discover how the couple handled their “assignments.” I was somewhat worried that I had been overly optimistic about persons at the house being cooperative and that Mr. and Mrs. G. might be disappointed by the outcome of their assertiveness. They appeared so happy as they entered the office that I knew something had gone well. They were glowing with pleasure because they had been able to achieve “normal” sexual relations. Their happiness helped me realize how meaningful it can be for the developmentally disabled to express themselves sexually. This aspect of a marital relationship should not be denied a couple simply because they are handicapped.

(18)  Furthermore, the change in Mr. G.’s confidence level was remarkable. He had not only been effective in his sexual role, but he had experienced positive results from his assertiveness. In fact, the roommate had been pleased by the suggestion that each of them have specific times to have the room for privacy. Thus, the couple had experienced private time together and were feeling very close to each other, as well as proud of their accomplishments.




New Goals


(19)  While their sexual relationship was finally satisfying to them, Mrs. G. was quick to announce that she now felt ready for them to have children. I clarified that due to her hysterectomy she could not bear children. Mrs. G. acknowledged that she understood this fact and what it meant to have a hysterectomy. But she continued to insist that she could care for a child. Mr. G. then added that he had had a vasectomy. Mrs. G. also acknowledged that reality, but became more adamant that she could still care for an infant. While I validated her ability to give love to a child, we focused on her ability to care physically for a child.

(20)  Mr. G. voiced his doubts about either of them being capable of handling a child at this time. I pointed out that they needed to have a home of their own before even thinking about children. The house did not allow infants, and even if being foster parents was an option, they would need their own apartment. This discussion continued for some time in an emotional and confrontive fashion as the reality of the couple’s physical limitations were discussed. At the close of the session, Mrs. G. again requested that I bring my infant to the next meeting. This time I agreed to do so. My decision was partly motivated by the fact that it would give Mrs. G. an enjoyable opportunity to play with an infant. But I also thought it might help Mrs. G. to realize that she could not physically care for a baby. At the close of this meeting I felt emotionally drained and sad. It had been difficult to confront Mrs. G. with the reality of her limitations, knowing that she did have love and affection to offer another person.




Fourth Session


(21)  I brought my four-month-old baby to the next session and Mrs. G. held the baby while we talked. Mr. G. reported they were continuing to have satisfying sexual relations and Mrs. G. concurred. He stated he felt very positive about himself and their overall relationship. Mrs. G. disagreed, saying that she did not like it when Mr. G. interrupted her or talked for her. She thought this situation occurred because she was slower to speak or because he did not want to listen to her. Mr. G., defending himself, said he never knew when she was finished speaking, since she paused frequently. I asked the couple how they thought they might solve this problem. Mrs. G. suggested, “I’ll tell him when I’m done talking and then he can talk.” Her husband agreed that this approach would be helpful. I pointed out to the couple how well they had problem solved, and that they could use this technique at home when other misunderstandings occurred.

(22)  Mrs. G. held the baby during the entire discussion, although she required assistance several times to keep the baby on her lap; her arms were not strong enough to control the baby’s wiggling movements. Then came the critical time when the baby needed her diaper changed. I asked Mrs. G. if she would like to do that task. Mrs. G. refused, saying that she preferred to hold and rock the baby. I casually commented that diapers came with the fun of holding and rocking, but did not press the issue. Instead, we talked about how she might have contact with infants by volunteering at a day care center, or the nursery at their church. This suggestion was pleasing to the couple as well as realistic to achieve.

(23)  We then began reviewing the original concerns the couple had presented and the current status of these problems. Both expressed satisfaction about their sexual relationship. We decided that they might come back for a follow-up meeting within a few weeks, but agreed that their major goals had been accomplished. Toward the end of this session Mrs. G. casually interjected that she wasn’t ready to have children. She thought she and her husband needed to work towards getting their own place.




Final Session


(24)  I saw this couple again one month later. They continued to express happiness with their sexual relationship. In addition, Mrs. G. was learning to cook and do more household tasks as a step toward obtaining an apartment. She noted that her husband was getting better at listening to her. The house counselor validated the couple’s increasing sense of self-confidence and competence in carrying out their responsibilities. Mrs. G. asked for a picture of my baby, but did not say she wanted to have a child herself. I expected this issue would take a while for her to resolve, but at least for the time being her goals were attainable.





Conclusion


(25)  This couple illustrated that developmentally disabled persons who are given the chance to develop their potential may be able to experience the satisfaction and pleasures that are inherent within intimate relationships. The need for sex education, problem-solving skills, communication skills, and practice in being assertive were similar to those of many couples who have sexual concerns. However, the counseling included much more validation, redirection, refocusing, and concrete education than it might for a couple with fewer physical and mental limitations. Furthermore, the experience helped me realize that “normalization” is not just an intellectual, theoretical construct. I learned on a very personal level that normalization can indeed improve the quality of life of the developmentally disabled.
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Terms for Discussion


1.  developmentally disabled (paragraphs 1, 3, 4, 7, 17, and 25)

2.   mentally retarded (paragraph 2)

3.   impulsive (paragraph 5)

4.   abrupt mood change (paragraph 5)

5.   anxiety (paragraph 8)

6.   role play (paragraph 15)

7.   assertiveness (paragraphs 17, 18, and 25)




Questions


8.  Do you believe that institutions for the mentally retarded should help them appropriately express sexual feelings rather than “manage” them? (See paragraph 2.) Explain.

9.  Comment on the initial counseling session. (See paragraphs 8 through 12.) In your opinion, was it productive? Was the focus correct? Would you have proceeded differently?

10.  Was role playing appropriate in this particular case. (See paragraphs 15 and 16.) Why? Why not?

11.  Does it surprise you that the counselor felt “emotionally drained and sad” ? (See paragraph 20.)

12.  The counselor suggested that this couple could use their problem solving abilities (on their own) when other misunderstandings occurred. (See paragraph 21.) Do you believe that they are likely to have success at this? Explain.

13.  Is the fact that the house counselor “validated” the progress of this couple important in establishing that real progress was made? Explain.

14.  Are there other forms of treatment that might have facilitated this couple’s improvement? Explain.

15.  Rate the article on the seven criteria described in the introduction to this book on a scale from 5 (highest quality) through 1 (lowest quality). Be prepared to explain your ratings.

Criterion 1: The demographics of the case are described: ____

Criterion 2: The condition(s) and behavior(s) that necessitated treatment are described in detail: ____

Criterion 3: The method of treatment is described in sufficient detail so that it can be replicated without additional information: ____

Criterion 4: A rationale is provided for the method of treatment selected: ____

Criterion 5: The client’s improvement, if any, is clearly documented: ____

Criterion 6: Follow-up information on the client’s improvement, if any, is presented: ____

Criterion 7: The study is appropriate for publication in a journal: ____




*  Reprinted from Perspectives in Psychiatric Care, 27, 1991, pp. 30–34. Copyright 1991 by Nursecom, Inc. Reprinted by permission.








Case 3

Reducing a Child's Nighttime Fears*


Jon E. Merritt

Portland Public Schools (Oregon)

(1)  Nighttime fears have always been a common problem for children and their families. These “monsters,” according to a literature review, frequently take the form of strangers or kidnappers who violently attack or hurt the child or members of the family. This may represent a shift away from previously more common fears of the dark or of animals (Orton, 1982; Robinson, Robinson, & Whetsell, 1988). Fears can have a debilitating effect upon the child’s growth and day-to-day happiness as well as a disruptive effect on the family’s routines and interactions. As exemplified in the case of Paula, a fifth-grade child referred to me several months ago, fears can be stubborn things to dislodge once personal and family patterns have been set and allowed to reinforce themselves (Dollinger, O’Donnell, & Staley, 1984; Moracco & Camilleri, 1983; Sarafino, 1986).

(2)   Paula’s parents had tried several ways to eliminate or lessen Paula’s fears, but none worked. Rewarding her with treats or money worked for only a night or two; Paula soon returned to whining, crying, or procrastinating at bedtime. They tried, with even less success, scolding or telling her that the behavior was not age appropriate. Reasoning with Paula worked, but again only for a very short time. Periodically, Paula’s parents simply gave up and let her wander between bedroom and living room and then find her asleep on a couch or in the hall. Everyone, especially Paula, was thoroughly out of patience with this disruption. Paula’s parents were puzzled and bereft of ideas, even worrying that Paula might have some serious emotional problems.

(3)   In the course of the work in lessening Paula’s nighttime fears, I learned a great deal about this issue by analyzing the pieces of information that led to Paula’s success. The purpose of this article is to share these ideas with other counselors who may need to help children cope with their fears.



Background Information


(4)  Paula, 10 years of age, was referred by her parents because, as they put it, they “couldn’t stand it anymore” around bedtime. They described their frustration and anger and their worrying that the continuing friction created by Paula’s persistent anxiety would erode their relationship and compound the problem. When asked to describe other aspects of their lives with Paula prior to the current impasse, their answers made it clear that they were caring and competent parents. They disciplined her humanely and consistently and were able to express their love for her, both physically and verbally. There were no early-life traumas, nor did there seem to be any incidents of Paula’s being personally attacked or hurt by anyone. Paula’s parents, however, revealed several things that seemed to have a direct bearing on Paula’s fear of going to bed:


1.  The family had moved to a new home 2 months before Paula began to be fearful.

2.   Paula’s new room faced the backyard, which bordered a park.

3.   The house had been burglarized soon after they moved in.

4.   Paula’s grandmother had recently been mugged, had her purse snatched, and had been knocked down.



(5)  The parents understood that all of these facts probably had a great deal to do with Paula’s behavior, but it was clear in their initial interview that they underestimated the nature of their child’s reaction to trauma. They did not realize that fears may generalize to other places or situations beyond the initial fear-producing incident (Dollinger, O’Donnell, & Staley, 1984; Sarafino, 1986), nor did they realize that their own reactions to the fearful behavior, what Hyson (1979) has called “secondary gains,” was helping to maintain it. Paula’s parents thought that Paula should listen to them and believe what they told her about the slim chances of her fears becoming reality.

(6)  Having gathered what seemed to be enough information to begin, I started seeing Paula individually during the latter part of her school day. What follows are the things that were done that seemed to lessen Paula’s fears during that time.




Strategies to Lessen Fears and Encourage Control




Involve and Educate Parents


(7)  Parents’ perceptions of a child’s fears are often skewed, usually to the side of dismissing the fears as being short-lived. Fears are not short-lived (Erne & Schmidt, 1978). Parents also underestimate the nature and quantity of their children’s fears (Jones & Borgers, 1988), a problem that limits parents’ helpfulness in their child’s treatment. Parents can and must be appropriately involved in the reduction of their child’s fears (Giebenhain & O’Dell, 1984; Duncan, Kraus, & Parks, 1986; Protinsky, 1985; Robinson, Robinson, & Whetsell, 1988). Given these guides and Paula’s parents’ underestimation of the intensity of her nighttime fears, I asked them to read Edward Sarafino’s (1986) book The Fears of Childhood. This reading became the focus of twice-monthly consultations in which Paula’s parents learned and practiced two responses to Paula’s anxious behavior:


1.  They responded relatively neutrally and unemotionally to Paula’s pleas to stay up. Their responses were limited to acknowledging Paula’s fear, with sentences such as “I know you don’t want to go,” and then following that with polite demands that she follow house rules about bedtime: “But you know bedtime is 9:00 p.m. Goodnight, honey.” Then they were to go about their own evening’s business and attempt to ignore repeated whining or procrastinating. They reported difficulty in remaining calm and feeling loving toward Paula.

2.   Paula’s parents rewarded each small effort on her part to “just go to bed” (Paula’s words) without all the fuss. They verbally or physically acknowledged her progress in a low-key manner, using affectionate touches, smiles, or words, or went into her room and chatted for a moment after Paula voluntarily went to bed. They did not discuss the fearful thoughts Paula was having unless Paula brought them up, in which case they were again to listen actively with minimal responses. Their role was to support the work that Paula was doing on understanding and taking control of her fears.






Educate the Child


(8)  As researchers have noted (Kanfer, Karoly, & Newman, 1975), expectations are powerful determinants in behavior change and are hard to separate from specific interventions. Paula received clear, factual information about the reasons for and the nature of her fears and the assurance that with help and with time, she would overcome them. This happened each week in her individual sessions. I assume that Paula’s parents’ quiet support and faith in her ability to change her behavior and my reassurance that her knowledge and behavior-change plan would work were important factors leading to the positive outcome. It is hard for a young child to ignore the wishes and expectations of a respected adult.




Allow the Child to Explore and Discuss Fears Through Art


(9)  Paula needed to take a thorough look at the images and thoughts that were causing the anxiety and avoidance at bedtime. To that end, she drew in as much detail as possible what she imagined might happen to her. We discussed each picture at length. How is the kidnapper dressed (down to minute details)? How does he get through the fence, through the window? How long does it take? Where are her parents? What happens when she hears the noise? Why would someone kill her or her parents? Were the lights on or off? Are the doors locked?

(10)  Gently mingled in with these questions and answers were facts that were directly contradictory to Paula’s fears that I had gathered from the police department regarding burglaries and abductions of children. Most burglaries happen during the day. Most house burglars are just a few years older than Paula. The chances of Paula’s being abducted from her own bed are so slim that they are almost nonexistent. These facts were discussed often during Paula’s weekly visits, frequently in the context of our conversations about her drawings. She said later that having the facts was very important to her being able to gain control of her fears.




Teach Positive, Competence-Related Self-Affirmation


(11)  Paula used a cognitive technique that seems to be effective in fear reduction, that of saying to herself words that helped her lose her fear of being alone in her room (Graziano, Mooney, Huber, & Ignasiak, 1979; Graziano & Mooney, 1982; Kanfer, Karoly, & Newman, 1975). She had no trouble memorizing this affirmation: “I am capable of going to bed alone without being afraid. Nothing bad will happen to me or to my family. I am smart and can figure out what to do in any emergency.” She used her sentences each evening when she became aware of intruding fearful thoughts.




Teach Relaxation and Positive Visual Imagery


(12)  It was crucial for Paula to have the awareness of and information on fear. A child needs to accept and then put to work that knowledge and the power that comes from it (Hudson & O’Connor, 1981; Protinsky, 1985). The first step in that process was teaching Paula a simple, whole-body relaxation technique and calming visual imagery that she learned readily and used regularly. She chose an image that made her feel relaxed and happy, and she held it in her mind while she lay flat, tensing and relaxing each major muscle group from toes to head. She used it every evening before the negative or fearful thoughts began. Both Paula and her parents reported that the relaxation seemed to “make things go better” around bedtime. Paula’s procrastination and whining lessened.




Teach Self-Management


(13)  The final piece of the plan was to eliminate Paula’s procrastination. I suggested that she “surprise” her parents by simply going to bed with no reminders, no whining, and no foot-dragging. She took the suggestion enthusiastically, fantasizing about her parents’ positive reaction after so many weeks of struggling to get her to go to her room. At that point she had been in counseling for 6 weeks, and she felt ready, as she phrased it, to “stop being weird about bedtime.” She made a simple chart that helped her monitor the time she went to bed. She rewarded herself with a bright sticker to paste on her chart for each day she was in bed by 9:30. She reached her goal within a week and said that she was quite happy about her parents’ surprised and supportive reaction. They celebrated Paula’s achievement by going out for dinner.

(14)  In a follow-up of this case, Paula told me later that she occasionally baby-sits her little brother, alone in the house, until 8:00 p.m. She reported feeling proud of that.
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Terms for Discussion


1.  anxiety (paragraphs 4 and 7)

2.   trauma (paragraph 5)

3.   generalize (paragraph 5)

4.   cognitive technique (paragraph 11)

5.   whole body relaxation technique (paragraph 12)

6.   visual imagery (paragraph 12)




Questions


7.  Speculate on why nighttime fears are a “common problem.” (See paragraph 1.)

8.  Do you believe that Paula’s nighttime fears were a symptom of some underlying serious emotional problems? Explain.

9.  Are you surprised that Paula’s parents underestimated the nature of Paula’s fear and trauma given that they were “caring and competent” parents? Explain. (See paragraphs 4 and 5.)

10.  The counselor used six strategies. (See paragraphs 7 through 13.) Do you believe that some were more important than others? Do you believe they were all essential to the course of treatment? Explain.

11.  Are there other forms of treatment that might have facilitated Paula’s improvement? Explain.

12.  Rate the article on the seven criteria described in the introduction to this book on a scale from 5 (highest quality) through 1 (lowest quality). Be prepared to explain your ratings.

Criterion 1: The demographics of the case are described: ____

Criterion 2: The condition(s) and behavior(s) that necessitated treatment are described in detail:

Criterion 3: The method of treatment is described in sufficient detail so that it can be replicated without additional information: ____

Criterion 4: A rationale is provided for the method of treatment selected: ____

Criterion 5: The client’s improvement, if any, is clearly documented: ____

Criterion 6: Follow-up information on the client’s improvement, if any, is presented: ____

Criterion 7: The study is appropriate for publication in a journal: ____



*  Reprinted from Elementary School Guidance & Counseling, 25, 1991, pp. 291–295. Copyright 1991 by the American Counseling Association. No further reproduction authorized without written permission.
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Case 4

Treatment of an Adolescent with Bowel Movement Phobia Using Self-Control Therapy*


Andrew R. Eisen

University of Albany, State University of New York

Wendy K. Silverman

Florida International University

SUMMARY:

This report describes a self-control treatment of an adolescent with a highly unusual and severely debilitating phobia of having bowel movements in public. The treatment focused predominantly on helping the adolescent to modify his maladaptive thinking and also included role plays, graduated exposure, and homework assignments. Multimethod and multisource assessment data were collected as well as measures of social validity. Treatment gains were maintained at 3 and 6 month follow-up.

(1)  Although several behavioral treatment approaches have been used to treat childhood fears and phobias, including systematic desensitization, modeling, and flooding-related procedures, one approach that appears to be most promising, according to recent reviews (Morris & Kratochwill, 1983), is self-control training. In self-control programs, the individual seeking treatment plays the primary role in regulating his own behavior while the therapist acts to facilitate behavior change (Kanfer, 1980). In fear reduction programs, self-control procedures focus on enabling individuals to develop specific cognitive skills and to apply them when confronted with the feared stimulus (Morris & Kratochwill, 1983). Previous studies have employed self-control procedures to help alleviate relatively common child/adolescent fear and anxiety problems such as test anxiety and nighttime fears (Graziano, Mooney, Huber, & Ignasiak, 1979; Leal, Baxter, Martin, & Marx, 1981; Kanfer, Karoly, & Newman, 1975; Genshaft, 1982; Deffenbacher, Mathis, & Michaels, 1979). Despite the tantalizing results from these studies, there are problems with the work conducted to date.

(2)   These problems include: (1) the lack of multi-method-multisource assessment procedures. Typically assessment data from only one source (parent or child) and only one method (i.e., self-report) are obtained; (2) the nonsevere nature of the child’s problem—generally non-clinical samples have been studied (with the exception of Graziano et al., 1979); and (3) the failure to report systematic follow-up data. Finally, and perhaps most importantly, a major problem with this research is the inclusion of other behavioral techniques such as contingency management and relaxation therapy in the self-control package. It is difficult to ascertain, therefore, how much of the “success” of past studies is due specifically to the cognitive aspects of self-control approaches and how much is due to these other behavioral components.

(3)   The following case study reports the use of a self-control approach in a 15-year-old adolescent male with a highly unusual and severely debilitating phobia, namely, a phobia for having bowel movements. The approach was pure in the sense that treatment focused only on helping the client to modify his maladaptive thinking, without including any other behavioral techniques. The study also represents an improvement over those conducted previously in the three areas noted above (i.e., assessment, clinical severity, and follow-up).



Method




Subject


(4)  Prior to treatment, the subject was intensely preoccupied with thoughts of having a bowel movement in public and was spending an excessive amount of time toileting to prevent this from occurring. The development of his fear began eight years earlier when the subject experienced a bowel movement in public. Although no subsequent episodes such as this were reported or had occurred, the subject’s fear progressively escalated to the point where he remained housebound with the exception of attending school. However, while the subject attended school, he was preoccupied there as well with thoughts of a possible accident. This resulted in both a severe deterioration in the youth’s academics and peer relationships. For example, he was failing two classes and his advancement to the next grade was questionable. In addition, his phobia prevented him from interacting with his peers, leading to inadequate social relationships.




Assessment


(5)  The subject was assessed for anxiety symptomatology, phobias and related problems at the Child Anxiety Program of the Center for Stress and Anxiety Disorders, Albany, New York, using a semi-structured interview specific to assessing and diagnosing anxiety problems in children (The Anxiety Disorders Interview Schedule for Children, ADIS-C, Silverman & Nelles, 1988).

(6)  Dependent measures included (1) the mean amount of time the subject spent sitting on the toilet for each urge to defecate and (2) the number of hours spent engaged in social outings. Daily ratings of the adolescent’s subjective distress and weekly interference ratings completed by his parents were also obtained. In addition, a clinician’s rating of distress/interference was taken at pre, post, and followup.

(7)  The child self-report measures included the Children’s Depression Inventory (CDI) (Kovacs & Beck, 1977), Fear Survey Schedule for Children—Revised (FSSC-R) (Ollendick, 1983), Children’s Manifest Anxiety Scale—Revised (CMAS-R) (Reynolds & Richmond, 1978), State-Trait Anxiety Inventory for Children (Trait; STAIC) (Spielberger, 1973), Piers-Harris Self-Concept Scale (Piers & Harris, 1963), Negative Thoughts Questionnaire (Leitenberg, Yost, & Carroll-Wilson, 1986), and the Social Anxiety Scale for Children (SASC) (La Greca, Dando, Wick, Shaw, & Stone, 1988), a ten-item scale that assesses the child’s level of social anxiety.

(8)  The parent questionnaires included the Child Behavior Checklist (CBCL) (Achenbach, 1978), Child Manifest Anxiety Scale for Parents—Revised (CMAS-R-P) and the Fear Survey Schedule for Parents—Revised (FSSR-P). In addition, the subject’s heart rate was measured using a Respironics, Inc. exersentry pulse meter during a behavioral avoidance test.




Procedure


(9)  The subject underwent a two week baseline period after both child and parent versions of the ADIS-C and child and parent questionnaires were completed. Relevant thoughts concerning his phobia at home, school, and other activity settings were self-monitored on a daily basis during this time. He recorded these thoughts and the degree of anxiety he experienced on a 1–5 scale (1 = none, 5 = very severe). The subject also self-monitored daily the duration of time he spent sitting on the toilet for each urge to defecate using the stop watch mode of his wristwatch. To check for accuracy, his parents were asked to estimate the duration of time their son spent toileting. In addition, the subject was asked to keep track of the number of hours he engaged in social activities outside of the home. Finally, the subject’s parents completed weekly interference ratings (0–4 scale; 0 = none, 4 = very severe) to provide an indication of how much their son’s phobia was interfering with his life in terms of social, school, and familial factors.

(10)  At the conclusion of baseline, the subject participated in a behavioral avoidance test which enabled concurrent assessment of both fear ratings and heart rate. More importantly, this task provided a direct assessment of the adolescent’s fear in the context where his fear usually occurred. Degree of fear was measured via a Fear Thermometer made of cardboard that indicated five levels of fear differentiated by color. Each color was made to look increasingly hot (1 = not at all, 5 = very much). Heart rate was measured continuously using a Respironics Inc. exersentry pulse meter. The physiological assessment consisted of four periods: adaptation (10 min), resting baseline (5 min), behavioral avoidance test (BAT) (10 min), post BAT baseline (5 min). Average heart rate for each period was calculated by averaging across the initial 15 sec of each phase and then multiplied by 4 to reflect beats per minute (bpm). Change scores were computed by subtracting the post BAT baseline from the average heart rate for each phase.

(11)  At baseline, the subject was completely avoiding car trips. This was due to his perception of an increased likelihood of experiencing a bowel movement since a restroom was not in close proximity. For this reason, the BAT consisted of a 10 min car trip. Once the BAT was completed, the subject underwent a post BAT baseline phase in the same clinic room as the initial baseline period.




Treatment


(12)  Treatment consisted of a 14-week program with an emphasis on the following components: an awareness of cognitive activities when scared, use of self-talk, imagery, role plays, a graduated sequence of imaginal and in vivo exposures to relevant fear provoking situations (based on fear hierarchy) and homework assignments. The therapist acted as a coping model by using these general strategies and the subject incorporated this information in the form of a plan for coping with his fear. Throughout treatment, the subject continued to self-monitor on a daily basis the duration of time for each urge to defecate, relevant thoughts and the degree of anxiety experienced, and the number of hours engaged in social activities. In addition, the subject’s parents continued to complete weekly interference ratings.

(13)  At the end of treatment and at 3 and 6 month follow-ups, the subject and his parents completed the assessment questionnaires. The subject also participated in the BAT at posttest and 6 month follow-up as well.





Results


(14)  The results at post-treatment and follow-up indicate considerable improvement in almost all areas. Specifically, Figure 1 reveals a substantial decrease in the amount of time the subject spent sitting on the toilet from baseline to the end of treatment. This decrement was maintained at 3 and 6 month follow-ups. Figure 2 indicates improvements in the social index, i.e., the amount of time involved in activities outside of the home with the exception of school. A major reason for the improvement observed in the social index is because during the seventh week of treatment the subject took a part-time job (15 hours/week) and joined his high school ski club.


[image: Image]

Figure 1. Mean toileting for each sitting (min) (weekly mean). Baseline is averaged over two weeks.


[image: Image]

Figure 2. Number of hours engaged in social outings (weekly). Baseline is averaged over two weeks.

(15)  The subject also demonstrated a considerable reduction in his self-reported anxiety ratings (see Figure 3). His parents simultaneously documented a decrease in how much their son’s phobia interfered with aspects of his life (see Figure 4).


[image: Image]

Figure 3. Daily subjective distress (weekly mean). Baseline is averaged over two weeks.


[image: Image]

Figure 4. Parent rating of interference (weekly). Baseline is averaged over two weeks.

(16)  These treatment gains were maintained at follow-up. The subject’s school performance improved remarkably and he advanced successfully to the next academic level.

(17)  Additional areas of improvement were indicated by the subject’s and parents’ scores on a number of questionnaires completed pre and post treatment and at follow-up. These results are presented in Table 1. Specifically, the child self-report measures of anxiety [CMAS-R, STAIC (trait), Negative Thoughts Questionnaire, and the Social Anxiety Scale] indicated considerable decrements in the adolescent’s anxiety level with continued reductions at 6 month follow-up. Although improvements in the adolescent’s level of depression (CDI) and fear (FSSC-R) were not evident at post-test, decrements in those two indices were noticeable at 6 month follow-up. In addition, the Piers-Harris Self-Concept Scale indicated an improvement in the adolescent’s self-concept at post-test which continued at follow-up.

(18)  There were improvements noted on several of the parent self-report measures as well. For example, on the CBCL the parents rated their son’s internalizing and externalizing behaviors as reduced at post-test (from 66 to 61 and 60 to 57, respectively) and at 6 month follow-up (61 and 57, respectively). The parents’ report of their son’s total behavior problems on the CBCL was also reduced at post-test (from 62 to 56) with continued improvement at 6 month follow-up (50). In addition, the parents’ report of their son’s anxiety (CMAS-P-R) and fear (FSS-P-R) were both reduced at post-test (from 17 to 10 and 116 to 110, respectively) and maintained at 6 month follow-up (11 and 98, respectively).

(19)  For the physiological assessment, the subject experienced a decrement in average heart rate from pre-test (82.4 bpm) to 6 month follow-up (68.8 bpm). His change score during the BAT indicated a decrement in heart rate acceleration from pre-test (12 bpm) to 6 month follow-up (4 bpm). Finally, the subject experienced a reduction in his fear ratings during the BAT from pre-test (3.5) to 6 month follow-up (1.0). In addition, a clinician’s rating of distress/interference based on a 0–8 scale (0 = none, 8 = very severely disabling) indicated improvement from pre- to post-test which was maintained at follow-up (pre = 7; post-test = 1; 6 month follow-up = 1).


Table 1 Pre- and Post-Treatment Scores on Child Self-Report Measures


	Measure

	Pre

	Post

	3 Months

	6 Months





	Children’s Depression Inventory




	Fear Survey

	8

	8

	6

	5




	Schedule (C)-R Children’s Manifest

	104

	103

	94

	90




	Anxiety Scale-R

	12

	6

	6

	3




	STAIC 2 (Trait)




	Piers-Harris Self-

	40

	26

	26

	25




	Concept Scale Negative Thoughts

	53

	57

	69

	67




	Questionnaire

	35

	30

	29

	21




	Social Anxiety Scale

	10

	7

	6

	5








Discussion


(20)  This case provides further evidence for the effectiveness and applicability of self-control procedures with a clinically severe phobia. The study is an improvement over past studies since it makes use of a multimethod-multisource assessment procedure, incorporates systematic follow-up data at 3 and 6 months and focuses on the training of self-regulatory skills, without the use of external reinforcement. Although it is difficult to draw firm conclusions with an AB design, the decrements in toileting and anxiety coupled with increased socialization maintained at 6-month follow-up, suggests the self-control package was effective for this highly unusual phobia in a 15-year-old male adolescent. Before generalizability issues can be addressed, it would be important to examine this treatment package with younger children and with different types of phobias. In addition, future research is warranted comparing self-control procedures to behavioral interventions under controlled conditions. Such work is currently being conducted at our clinic.
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Terms for Discussion


1.  phobia (paragraphs 1, 3, 4, 9, and 20)

2.   self-control training (paragraphs 1 and 20)

3.   cognitive skills (paragraph 1)

4.   multimethod-multisource assessment (paragraphs 2 and 20)

5.   self-report measures (paragraphs 2, 7, and 15)

6.   dependent measures (paragraph 6)

7.   baseline (paragraphs 9, 10, 11, and 14)

8.   self-monitor (paragraphs 9 and 12)

9.   self-talk (paragraph 12)

10.   imagery (paragraph 12)

11.   role plays (paragraph 12)

12.   fear hierarchy (paragraph 12)

13.   AB design (paragraph 20)




Questions for Discussion


14.  In paragraph 1, the authors mention several behavioral treatment approaches that have been used to treat fears and phobias, including self-control programs. Does this case report convince you that one is superior to the others? Explain.

15.  In your opinion, how important are multimethod-multisource assessment procedures in a case report of this type? Explain.

16.  If you were the therapist, would you have explored the psychodynamics underlying the problem more fully than was apparently done in this case? Why? Why not?

17.  Comment on the adequacy of the assessment procedures. Were they comprehensive? Were all needed? Explain.

18.  How important are the four figures to your understanding of the results? Would it have been sufficient for the authors to have just described the results in the body of the text? Why? Why not?

19.  In the last paragraph, the authors note that “it is difficult to draw firm conclusions with an AB design.” Speculate on why this is? Is there a better design?

20.  Are there other forms of treatment other than the behavioral approaches described in paragraph 1 that might have been used to facilitate the improvement of the client? Explain.

21.  Rate the article on the seven criteria described in the introduction to this book on a scale from 5 (highest quality) through 1 (lowest quality). Be prepared to explain your ratings.

Criterion 1: The demographics of the case are described: ____

Criterion 2: The condition(s) and behavior(s) that necessitated treatment are described in detail: ____

Criterion 3: The method of treatment is described in sufficient detail so that it can be replicated without additional information: ____

Criterion 4: A rationale is provided for the method of treatment selected: ____

Criterion 5: The client’s improvement, if any, is clearly documented: ____

Criterion 6: Follow-up information on the client’s improvement, if any, is presented: ____

Criterion 7: The study is appropriate for publication in a journal: ____




*  Journal of Behavior Therapy & Experimental Psychiatry, 22, 1991, pp. 45–51. Copyright 1991 by Perga-mon Press Ltd., Oxford, England. Reprinted with permission.
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