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Aggression toward self and others by complex patients admitted to forensic psychiatric settings is a relatively
common yet extremely difficult behavior to treat. Traditional interventions in forensic inpatient settings have
historically emphasized control and management over treatment. Research over the past several years has
demonstrated the value of behavioral and psychosocial treatment interventions to reduce aggression and to
increase prosocial skill development in inpatient forensic population. Positive behavioral support (PBS) offers a
comprehensive approach that incorporates the science of applied behavioral analysis (ABA) in support of patients
with challenging behaviors, including aggression and violence. In this article, we describe a PBS model to treat
aggression in forensic settings. PBS includes a comprehensive functional assessment, along with four basic elements:
ecological strategies, positive programming, focused support strategies, and reactive strategies. Other key com-
ponents are described, including data collection, staff training, fidelity checks to ensure correct implementation of
the plan, and ongoing monitoring and revision of PBS strategies, according to treatment outcomes. Finally, a
behavioral consultation team approach within the inpatient forensic setting is recommended, led by an assigned
doctoral-level psychologist with specialized knowledge and training in behavioral methods. The behavioral con-
sultation team works directly with the unit treatment team and the identified patient to develop, implement, and
track a plan that may extend over several weeks to several months including transition into the community. PBS
can offer a positive systemic impact in forensic inpatient settings, such as providing a nonpharmacologic means to
address aggression, reducing the incidences of restraint and seclusion, enhancing staff proficiency in managing
challenging patient presentations, and reducing recidivism when used as part of the bridge to community re-entry.
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The value and effectiveness of psychiatric medica-
tions in managing aggression in psychiatric patients
have been recognized and well documented over the
years.1–3 Adjunctive interventions, such as behav-
ioral management strategies (e.g., token economies
and reinforcement schedules) and effective commu-
nication techniques (i.e., using social skills to express
dissatisfaction) have also been useful in managing
aggression. Despite these, however, a relatively small
but significant number of psychiatric patients con-
tinue to exhibit violent behaviors that place both staff

and other patients at risk of serious injury. The prob-
lem is worse in forensic psychiatric hospital facilities
where the most dangerous of psychiatric patients of-
ten end up, either through legal mandates or, for civil
patients, because a determination has been made that
their behavior can be safely managed only in a max-
imum-security forensic psychiatric setting. For these
individuals, a positive behavioral support (PBS) plan
could provide an alternative and adjunctive strategy
for managing their dangerous behaviors.

PBS is a model that incorporates the science of
applied behavioral analysis (ABA) in support of pa-
tients with challenging behaviors that include aggres-
sion and violence. It is a supportive approach, in that
it supports the development of positive behaviors
(e.g., coping skills) through teaching, modeling, and
reinforcing prosocial behaviors based on a compre-
hensive assessment of individuals and their environ-
ment.4–7 The primary focus of PBS is to improve the
quality of life of the person receiving services, de-
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crease problem behaviors by teaching new skills, and
modify the environment to maximize positive out-
comes.8 Originally based in schools and residential
centers for treatment of developmentally disabled
and behaviorally challenged students,5,9 an integra-
tive PBS model can be adapted to psychiatric
populations.

Over the past 20 years, a growing evidence base for
PBS has developed, indicating its effectiveness as a
model for treating the problem behaviors of individ-
uals admitted to institutional settings. Further, re-
search has demonstrated that PBS is a model that can
be cost effective, easily taught to direct care psychi-
atric staff, and integrated into an individual’s dis-
charge plan for transitioning to community living
from an inpatient facility.9,7,10–11

It is our belief that adapting the PBS model in
inpatient forensic psychiatric settings can be an effec-
tive way of improving care and treatment for pa-
tients, while reducing problematic behaviors of ag-
gression and violence, particularly for those patients
who remain minimally responsive to psychotropic
medications and other psychosocial interventions.
However, this model (and behavioral therapy as a
whole) has been underused in many inpatient psy-
chiatric settings, particularly maximum-security fo-
rensic psychiatric hospitals.12–15

The purpose of this article is to highlight how
adapting a PBS model to a forensic psychiatric
hospital can serve as an important adjunctive in-
tervention to medications and other psychosocial
interventions for managing the most refractory
and dangerous of patients. Using case examples,
we will highlight the effectiveness of a PBS model
in decreasing violent behaviors in a maximum se-
curity forensic psychiatric hospital.

Description of the PBS Model

A PBS model adapted to forensic psychiatric hospital
settings includes the following key components:

A behavioral consultation team led by a behav-
ioral psychologist working collaboratively with
the attending psychiatrist and other members of
the treatment team.

Identification of the functions that influence
behavior.

Development of a skills-based program.

Measurement of the effectiveness with data col-
lection and graphing.

Acceptance of regular hospital administration
oversight to monitor and review PBS supports.

The foundation for PBS interventions is the de-
velopment of a functional behavior assessment
(FBA), which is a comprehensive method for under-
standing the function(s) (i.e., meaning or purpose) of
an individual’s behavior. Rather than just trying to
render the challenging behavior obsolete, it is critical
to understand the function that the individual’s be-
havior serves in the specific environment and to ap-
ply this understanding toward the development and
teaching of replacement or functionally equivalent
skills (for example, using a calm voice to express one’s
feelings, rather than yelling).

A PBS plan contains five basic elements:

Ecological strategies that remove mismatches be-
tween an individual’s needs and the environment.

Positive programming (sometimes referred to
as psychosocial rehabilitation) that emphasizes
teaching general social skills, functionally equiv-
alent or replacement behaviors, and coping (e.g.,
distress tolerance) skills.16–22

Focused support strategies designed to achieve
rapid and efficient management of challenging
behaviors using behavioral interventions such as
a token economy system, differential reinforce-
ment of other behaviors, and positive praise.

Proactive or preventive strategies that set clear
expectations for behaviors before activities that
increase self-esteem, and that build interpersonal
effectiveness by developing and reinforcing pos-
itive qualities about the person through the use of
a centering construct. A centering construct is
a statement or phrase that the patient identifies
as an important core value (e.g., I am a caring
person; I am a good Citizen].23,24

Reactive strategies designed to reduce the epi-
sodic severity of aggression, such as active listen-
ing and empathic validation techniques.

The PBS model relies on data collection as an
integral part of the functional behavioral assessment
and for tracking outcomes to ensure effectiveness.
During the functional assessment, data collection
can serve as a probe to determine the most salient
problem behaviors to address. The data collection
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tracking forms may include frequency of aggressive
behaviors during a specified time frame or an in-
depth analysis of a demonstrated aggressive behavior
(Figs. 1 and 2). A PBS model or approach also seeks
to measure episodic severity. This is a quantified
measure of a behavioral incident that explores the
intensity, frequency, and duration of a behavior of
concern (for example, verbal aggression can be mea-
sured based on duration, rate, and intensity on a scale
of 1, lowest, to 4, highest). Plans that track episodic
severity help to provide more specific and socially
valid data, compared with simple frequency data.
Widely used measures of episodic severity include
the Overt Aggression Scale (OAS),25 Modified Overt
Aggression Scale (MOAS),26 The Staff Observation
Aggression Scale-Revised (SOAR-R),27 and The
Overt Behavior Scale (OBS).28

The development of PBS plans requires the exper-
tise of a behaviorally trained clinician such as a clin-
ical psychologist or a master’s level board-certified
behavioral analyst. A behavioral consultation team
approach is recommended within a forensic psychi-

atric hospital setting to address the most challenging
cases across the facility, provide staff training, and
offer support for discharge transitions. The behav-
ioral consultation team is led by an assigned doctoral-
level psychologist with specialized knowledge and
training in behavioral methods. Other members of
the behavioral consultation team may include mas-
ter’s level behavioral analysts and paraprofessionals
trained in behavioral methodology. The behavioral
consultation team works directly with the psychia-
trist, the unit treatment team, and the identified pa-
tient, to develop, implement, and track a plan. The
planning may extend over several weeks to several
months and could be transitioned along with the
patient to the community upon discharge.

Special Considerations

Psychiatrists managing individuals with intrac-
table aggressive behavior should consider request-
ing consultation for a PBS plan in the following
circumstances:

Optimal doses of psychiatric medications, in-
cluding a trial of clozapine, have not yielded
much benefit.

Optimal doses of medications cannot be used
because of significant or dangerous side effects
that limit their use.

Pre-existing medical (physical health) condi-
tions, such as poorly controlled diabetes mellitus
or cardiac conduction defects, limit the use of
psychotropic medications.

A concurrent intellectual disability leads to mis-
interpretation of cues that complicate a psychotic
or severe mood disorder presentation.

Certain characterologic deficits (other than a sole
antisocial personality disorder) drive aggressive
behavior in an individual with otherwise stable or
well-controlled severe mental illness.

There is a frequent necessity for restrictive mea-
sures (restraints or seclusion) to control behav-
iors of concern.

Of note, patients would have to be sufficiently
alert to participate fully in the behavioral plans, an
observation that calls for judicious use of medica-
tions to decrease drowsiness and sedation.

The effective implementation of a PBS plan in a
forensic psychiatric hospital setting relies, to a large

Figure 1. Data collection form.

Figure 2. Behavioral analysis form.
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extent, on the endorsement of the treating attending
psychiatrist. A supportive psychiatrist would moti-
vate other members of the front-line staff to carry out
the interventions as prescribed, particularly during
off-shift hours when members of the professional
staff are absent. A major challenge is the training of
per diem or float staff members assigned to the unit
for coverage. As difficult as it is to maintain the in-
tegrity of the plan on all shifts with regular staff, it is
nearly impossible for a behavioral plan to be success-
ful with frequent use of float staff who are unfamiliar
with the patients or inexperienced with the nuances
of the behavior plan. Therefore, ongoing training for
new and float staff, which may include web-based
programs, is essential to ensure the successful imple-
mentation of a plan.

Hospital clinical administration also plays an im-
portant role in efforts to use a PBS approach to re-
duce episodes of aggression and violence, as well as to
minimize or eliminate (where possible) the associ-
ated use of restraints and seclusion.13,29–31 The de-
velopment of a formal case conference review process
(perhaps, through a case conference committee) can
be helpful in determining when to recommend a PBS
approach. The case conference should be conducted
with the purpose of reviewing cases that reach spe-
cific thresholds set by the hospital for episodic sever-
ity of aggression and use of restraints and seclusion.
An example of a hospital threshold for having a case
conference could be more than 1 restraint episode in
30 days. The case conference committee should in-
clude the medical director of the hospital, a behav-
ioral psychologist, and the heads of psychology, nurs-
ing, social work, and rehabilitation therapy. The
attending psychiatrist and other members of the
treatment team are invited to present the case and
participate in the discussion. The committee then
makes treatment recommendations to the treatment
team, including, but not limited to recommending a
PBS plan. The committee will continue to monitor
and follow-up regularly on these cases by tracking
data, modifying treatment recommendations, and
inviting additional consultants as needed, for the
most difficult cases.

Case Examples

Here are two identified case examples the dem-
onstrate the types of clinical presentations com-
monly recognized by staff in forensic psychiatric
hospital environments. They will be used to illus-

trate the effectiveness of PBS for managing chal-
lenging behaviors.

Case Example One

Background

The patient had exhibited developmental delays,
particularly with socialization, into his teenage
years. His family of origin had been a significant
source of distress for him because of paternal alco-
holism and the associated feelings of abandonment
and rejection.

The patient had history of psychotic disorder
characterized by religious, grandiose, and persecu-
tory delusions, as well as auditory hallucinations. He
also had mood instability with marked episodes of
mania and depression. He carried the diagnoses of
schizoaffective disorder, bipolar-type, and substance
use disorder (alcohol and cannabis). Over the years,
he received adequate trials of combinations of anti-
psychotic medications (typical and atypical) and
mood stabilizers, with minimal benefit. A trial of
clozapine failed because of crippling side effects at
high doses and poor response at tolerable doses.

During brief periods when the patient’s psychiat-
ric symptoms appeared to be under better control,
there was evidence of mixed personality pathology
traits in the form of narcissistic, antisocial, border-
line, and dependent characteristics. His unlawful be-
havior began during his adolescence and subse-
quently led to involvement with the legal system.
The severity of his crimes escalated from minor
crimes to murder, for which he was found not
guilty by reason of mental disease or defect
(NGRI) and admitted to a maximum-security psy-
chiatric hospital.

The patient’s extensive history of seemingly un-
provoked assaults that emerged while living in the
community remained pronounced throughout his
forensic hospitalization. Although the frequency of
dyscontrolled behavioral was variable over the course
of his lengthy hospitalization, the intensity of the
episodes of assault remained high. Furthermore, he
manifested significant difficulties with needy and de-
manding behaviors that tended to co-occur with his
aggressiveness. His ongoing aggression toward others
(despite adequate doses and duration of psychiatric
medications) and his poor understanding of inter-
personal boundaries precipitated a referral for behav-
ioral intervention services.
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The patient’s intellectual functioning had de-
clined considerably in recent years, falling into the
borderline range of intelligence. Neuroimaging con-
firmed the presence of brain atrophy, and the pa-
tient’s cognitive decline appeared to have worsened
because of the numerous head injuries he received
during incidents of assault with his peers. In light of
the concerns about his cognitive deterioration, ad-
justments were made by the attending psychiatrist to
limit the cognitive side effects of his psychiatric med-
ications. These adjustments included a careful bal-
ancing of his medication needs so that doses associ-
ated with the least potential for side effects were
prescribed. He was placed on continuous observa-
tion because of concerns for a potential increase in
aggression as a result of his medication adjustments.

His persisting aggression toward others and his
poor understanding of interpersonal boundaries pre-
cipitated a case conference review. His restraint usage
exceeded the hospital standard of no more than two
episodes within a 30-day period. His psychiatrist re-
quested an evaluation by the Behavioral Intervention
Service (BIS) for possible development of a PBS plan.

Clinical Formulation and Functional Assessment

The presence of family dysfunction during vul-
nerable periods of the patient’s upbringing shaped
his adult behavior by contributing to the develop-
ment of significant character pathology. His char-
acter-related problems, when combined with his
early-onset schizophrenia and his cognitive de-
cline in recent years, created a complex clinical
picture.

The patient’s excessive neediness appeared to re-
flect unresolved aspects of his upbringing and served
several behavioral functions. Foremost, this mal-
adaptive behavior reflected his underdeveloped self-
soothing skills that stemmed in part from the lack of
secure bonds with his caregivers during his formative
years. Furthermore, the patient’s demands on others
seemed to be a re-enactment of his upbringing. That
is, these re-enactments provided him with an oppor-
tunity to undo the effects of the problematic dynam-
ics with his parents and gain a sense of mastery when
people empathically met his unresolved needs. Get-
ting others to meet his needs immediately also gave
the patient a powerful sense of socioenvironmental
control, which was congruent with his grandiose per-
sonality style. Finally, pressuring others to meet his
needs provided the patient with a predictable way to

modulate any sources of his emotional discomfort,
such as boredom and loneliness, as well as fears of
abandonment and rejection. These internal factors
helped to explain why direct-care staff encountered
difficulty in clearly identifying the antecedents in the
environment that influenced the patient’s needy and
aggressive behavior and why staff oftentimes viewed
his acting out as entirely unprovoked.

The patient’s cognitive decline complicated an al-
ready treatment-resistant profile. It was recognized
that his cognitive impairment (e.g., poor executive
functioning) was highly implicated in his misreading
of social situations and his problems with impulse
control. As a result, the patient was prone to disrup-
tive outbursts when he perceived others to be critical,
unavailable, or most especially, rejecting.

In the social realm, the patient had poor insight
into his behavior of alienating others with his exces-
sive demands. For example, when he made requests
in a perseverative manner, it often left others feeling
overwhelmed. A cyclical maladaptive pattern devel-
oped where the patient feared abandonment and
then clung to others. His behavior inadvertently led
to others’ pulling away and distancing themselves
from him because they felt smothered and overtaxed
by his demands. As a consequence of his narcissistic
style, when others failed to meet his needs quickly,
he interpreted this failure as their seeing him as
inferior. He then resorted to maladaptive behavior
(e.g., splitting or aggression) to regain his sense of
empowerment.

The baseline data revealed that once the patient
engaged in aggression, there was frequently a cascad-
ing effect where he went from verbal outbursts to
physical acting out. This reflected his significant
problems with impulsivity and self-regulation. It also
explained his poor response to the de-escalation tech-
niques used by staff and emphasized the importance
of using proactive measures, rather than reactive ap-
proaches to help prevent his troubling behaviors.

Intervention Strategies

The key intervention strategy with the patient in-
volved developing a centering construct related to
being a “gentleman” (the patient identified this qual-
ity as how he would like to be portrayed during the
initial interview) with the following positive self-
attributions:

Respectfulness by “treating people safely,” such
as using a low “inside” voice, keeping his feet and
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hands down when upset, and listening to other
persons as much as giving his opinion.

Responsibility by “doing the right thing,” such as
walking away to keep the peace, “sealing off”
anger, waiting patiently with a good attitude, and
following directions from his staff and his treat-
ment team.

In light of his cognitive limitations, staff was in-
structed to use concise phrases that indicated what
they wanted the patient to do, in affirmative lan-
guage, rather than stating what they did not want
him to do. For example: “Wait until the planned
time to make requests,” rather than “stop asking for
things right now” and “listen to what others say,”
instead of “don’t interrupt people.”

To deal with his demanding behavior, the plan
gave the patient planned attention at regularly sched-
uled times, to allow him to express his wants and
needs and to receive assistance from an assigned staff
member. This approach functioned as a means of
providing him the perception of control and the
sense of attunement that he desired, but in a circum-
scribed manner. Having staff proactively approach
him, rather than having them wait for him to ap-
proach them, meant the patient was less likely to seek
help on his own under distress. Contact times with
him were short (e.g., five minutes); they were focused
on the here and now, included the brief use of em-
pathic validation, and emphasized his engagement in
prosocial behaviors to meet his needs. Given his poor
impulse control, caution was taken not to ask the
patient to explore, identify, or process any emotions
related to anger (e.g., frustration, irritation, and
rage), because it might inadvertently raise the risk
that he would act out these feelings aggressively.

Staff members were instructed to tell the patient
consistently that decisions about his requests and
privileges would be based on a team process. This
method minimized his opportunities to engage in the
regressive behaviors associated with his borderline
level of personality organization, such as splitting
(i.e., polarized feelings of attachment and abandon-
ment). It also prevented a single staff member from
absorbing his anger if limits were imposed. The treat-
ment team provided him with a structured schedule
of meeting times where his problems would be re-
viewed and a response would be provided. In the
event that he made demands outside of the recom-
mended period that were not deemed urgent, the

patient was asked to wait patiently until the next
team meeting to have his needs addressed, which
helped him tolerate frustration, delay his gratifica-
tion, and control his impulses.

The above-mentioned interventions were effective
in helping the patient use adaptive behavior to re-
main in control and to meet his needs. Before the
implementation of a PBS plan, an event of the type
described below would reportedly trigger an episode
of the patient’s physical aggression toward staff. An
entry in his communication book stated that the pa-
tient became very frustrated when the treatment
team would not meet with him outside of the sched-
uled time. Without being encouraged by staff, he
used his positive behaviors such as taking time to
“cool off” in his bedroom and putting on his
weighted vest to help him wait patiently. When
asked why he was so calm and understanding, the
patient replied, “I’m working on being more respon-
sible, to show others that I can be a gentleman.”

Outcome Data

To evaluate the effectiveness of these interven-
tions, baseline data were collected for a period of four
weeks. Following implementation of the plan, active
treatment data were collected for a period of three
months. Baseline and active treatment data were com-
pared. In this case, there was a decline in the use of
restraints, meeting the hospital standard threshold of
one or fewer restraints per 30 days.

Case Example Two

The following case example involves a woman
with severe self-injurious behaviors.

Background

The patient’s intellectual functioning fell in the
average range. Her principal diagnosis was borderline
personality disorder. She also carried the diagnoses of
bipolar disorder with psychotic features (e.g., com-
mand-type hallucinations) and posttraumatic stress
disorder secondary to sexual abuse. Her psychotropic
regimen included optimal doses of olanzapine, lam-
otrigine, and sertraline, with intermittent use of
clonazepam and haloperidol, as needed for agitation.

She flatly declined the psychiatrist’s recommenda-
tion of clozapine and lithium for various reasons,
including a reluctance to cooperate with regular
blood collections.

The patient had a significant history of suicidal
and homicidal ideation. She had perpetrated serious
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assaults against her family members, hospital staff,
and other patients at a previous hospitalization,
which resulted in imprisonment. Furthermore, she
was opportunistic in her attempts to engage in self-
harm, especially by swallowing objects (e.g., batter-
ies) and inserting items (e.g., pens and utensils) into
the vaginal and anal cavities. She required multiple
surgeries with general anesthesia to remove these for-
eign bodies. The Department of Correction (DOC)
staff determined that her intractable self-injurious
behaviors could not be managed in the DOC milieu.
She was subsequently transferred to a maximum-
security psychiatric hospital while awaiting trial for
her crimes. Soon thereafter, a referral was sent for a
case conference review with hospital clinical admin-
istration secondary to the high number of serious
self-injurious behaviors and frequency of aggression
toward others (more than three episodes in a 30-day
period, exceeding the hospital threshold). The psy-
chiatrist subsequently referred her case to the BIS
for consultation, as recommended at the case
conference.

Clinical Formulation and Functional Assessment

The antecedents to the patient’s behaviors of con-
cern included being denied a request, and perceived
threats and criticism. In these situations, she fre-
quently had feelings of insecurity, embarrassment,
and shame, which engendered self-protective re-
sponses that were no longer required in her current
life circumstances. The baseline data collected indi-
cated that her periods of relapse coincided with
disappointments (e.g., missed family holidays), tran-
sitions, relationship conflicts, and attempts to re-
establish her identity as a sick patient whenever she
exhibited signs of improvement.

The patient’s clinical and behavioral challenges
were consistent with complex developmental
trauma. They involved repeated exposure to mal-
treatment during childhood, which resulted in emo-
tional dysregulation. With regard to her poor self-
regulation, the patient shifted between states of
hyperarousal (e.g., hypervigilance, aggressiveness,
and attempts to escape) and hypoarousal (e.g., per-
vasive avoidance, somnolence, self-isolation, and
emotional detachment) with a narrow window of
tolerance, as described in the Structural Dissociation
and Trauma Stabilization Model.32 Her self-mutilat-
ing behavior appeared to be a learned response that
served to function as a means of modulating her in-

ternal distress, such as anxiety, frustration, and rage.
The reinforcement she received from self-harm ap-
peared to be on a physiological level, where it re-
duced her tension and dysphoria by stimulating the
release of adrenaline and endorphins.

Intervention Strategies

In light of her severe self-injurious behavior, main-
taining the patient’s physical integrity was our pri-
mary focus. Any reduction in her level of observation
was based on the presence of her prosocial behaviors
(i.e., use of self-soothing), rather than solely the ab-
sence of her behaviors of concern, or her stating that
she agreed to behave appropriately.

Staff members were consistently required to con-
duct themselves in a fair and firm manner with the
patient. Limits were set in a noncontrolling, nonpu-
nitive way. The patient responded best when rules
and expectations were clearly defined with little
room for ambiguity. She was encouraged to ask for
help at the first signs of confusion or agitation. Cop-
ing techniques for self-soothing were practiced pro-
actively as a scheduled part of her routine and used
reactively to help her de-escalate. An emphasis was
placed on body-centered techniques using the five
senses to bring about a parasympathetic (calming)
response, particularly using restorative yoga. The pa-
tient also received a steady regimen of cognitively
enriching activities (e.g., doing school work, reading
the newspaper, and playing word games) that pro-
moted focused attention and self-regulation. Staff
continued their attempts to keep the patient actively
engaged because when she turned her focus inward,
it often gave rise to unpleasant emotions and made
efforts to implement the behavioral strategies much
more difficult. To this end, we developed a report-
card intervention to encourage the patient to com-
municate her thoughts and feelings to staff, even
when she refused an activity.

Maintaining a positive rapport and establishing a
therapeutic agenda in individual psychotherapy with
the patient proved to be exceptionally challenging.
The overarching goal was not merely to interrupt her
cycle of traumatic re-enactments and self-injury, but
rather to help her develop functionally equivalent
coping techniques (i.e., mindfulness and grounding)
to replace her self-harming behavior. Over her course
of treatment, there were many fluctuations in her
willingness to engage in psychotherapy, which ap-
peared to correlate with periods of difficulty in reg-
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ulating her internal distress and her use of self-inju-
rious behavior. Given her tendency to experience
intense feelings of guilt and shame, setbacks were
framed as a normal part of the recovery process. Staff
was asked to avoid any discussion about the patient’s
past trauma or plans for her discharge until she
achieved emotional and behavioral stability.

Outcome Data

To evaluate the effectiveness of these interven-
tions, baseline data were reviewed for the three-
month period before implementation of the positive
behavioral support plan. After implementation of the
plan, active treatment data were collected for a period
of six months. Baseline and active treatment data
were compared. In this case, there was a decline in
both self-harming behaviors and aggression toward
others. Aggression data were significantly reduced,
meeting hospital standards after the plan had been
implemented for one month. Self-injurious behav-
ior, while reduced, continued to exceed hospital stan-
dards during the first two months of implementa-
tion. By month three, these behaviors, too, were
reduced and met hospital standards. Her periods of
relative stability coincided with increased engage-
ment in treatment, heightened structure in her day-
time activities, and striving to meet personally mean-
ingful goals. With her increased stability after her
long-term hospitalization in the forensic setting, an
arrangement was worked out between her attorney
and the court that allowed her to transition from the
maximum-security hospital setting to a general psy-
chiatry inpatient unit that housed other young
adults. This permitted her to enjoy greater autonomy
and to access more specialized trauma treatment.

Conclusion

Although the literature indicates that positive be-
havioral programming helps to reduce problem be-
haviors without raising significant concerns about
negative side effects or ethics-related ramifications,
there are limitations associated with the use of a PBS
approach in forensic psychiatric hospital settings.
These include a recognition that PBS is heavily reli-
ant on resources such as a behavioral consultation
team, qualified staffing for forensic units, and avail-
able funding. Furthermore, its implementation re-
quires careful program design, foundation training
for all staff including float personnel, case-specific
teaching, and data monitoring, all of which can be

costly. However, the literature shows that PBS can be
cost effective in both forensic (maximum and me-
dium secure) and nonforensic hospital settings.
When aggression is decreased, there is a reduction in
staff injuries with subsequent reduction in staff ab-
sences (because of sick leave) from work and in re-
quests for workers’ compensation payments. In
addition, decreased patient aggression leads to a de-
crease in the need for extra staffing to provide special
observation of dangerous patients and, ultimately, to
a significant decrease in the cost of running the hos-
pital. Hiring a team of behaviorists could be expen-
sive at the outset, but would lead to net savings for
the hospital from decreased costs, as described ear-
lier. Having only one team of behaviorists to serve all
units of the hospital could limit the expense.

An accompanying caveat is that forensic psychiat-
ric inpatients must be properly screened to assess
their appropriateness for PBS-based programs. For
example, the PBS model may be clinically contrain-
dicated for individuals who are highly prone to en-
gaging in impulsive, opportunistic, or predatory be-
haviors unrelated to severe mental illness. It is also far
less effective for those who are acutely psychotic or
have severe cognitive impairments that limit their
ability to learn new behaviors.

In summary, a PBS approach can be adapted to
any hospital setting, including a forensic psychiatric
hospital, to reduce aggression. Most important, how-
ever, as the case descriptions presented earlier high-
light, PBS plans can provide psychiatrists with an
adjunctive intervention for patients who are not re-
sponding to adequate doses of medications and
whose behaviors exceed hospital thresholds for ag-
gression and for restraint and seclusion.
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