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PREFATORY NOTE

The American Psychiatric Association Task Force on Behavior Ther-
apy was established to study the historical development of behavior
therapy, its efficacy for the ireatment of psychiatric problems, its
current forms and uses as well as potential abuses, and its relation-
ship to dynamic psychiatry. The Task Force was also asked to make
recommendations for medical student education and residency train-
ing, and to point out areas needing further research. Behavioral treat-
ment has grown considerably in the last few years, yet medical
students enter psychiatric training with only minimal information
about learning principles, and behavior therapy is poorly represented
in the departments of psychiatry. Both dynamic psychiatrists and
behavior therapists were members of the Task Force. We hope that
our combined report will provide further impetus for mutually bene-
ficial interactions between dynamic psychiatrists and behavior ther-
apists.

The authors thank George W. Albee, Ph.D.; John Cameron, m.h.,
ch.b.; Jack R. Ewalt, M.D.; C. B. Ferster, Ph.D.; Seymour S. Kety,
M.D.; Judd Marmor, M.D.; John McFarlane Rhoads, M.D.; Joseph
Woalpe, M.D., for their helpful suggestions; Mr. Jason Saffer and Ann
Brinkley, Ph.D. for their editorial assistance; and Ms. Beverly Rubin
for her care in preparing the bibliographic references.
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INTRODUCTION

The term behavior therapy, and the roughly synonymous terms be-
havior modification and conditioning therapy, first appeared in the
psychiatric and psychological literature around twenty years ago. It
is now part of the active vocabulary of virtually all psychiatrists and
clinical psychologists in the United States and is known to most
educated laymen as well. The rapid growth of interest in this ap-
proach is evident from the clinical literature. Figure 1 shows the rate
of growth in the number of articles on behavior therapy that ap-
peared in four major psychiatric and psychological journals from
1951 to 1970. The marked increase suggested by these curves is all
the more striking when one considers that four new journals devoted
entirely to behavior therapy were begun during the last eight years
of the period shown. Behaviour Research and Therapy was started
in 1963, the Journal of Applied Behavior Analysis in 1968, and Be-
havior Therapy and the Journal of Behavior Therapy and Experi-
mental Psychiatry in 1970. During 1970, the last year shown in Fig-
ure 1, these four journals published 182 articles on behavior therapy.
Textbooks, monographs, and published symposia devoted to behavior
therapy have also been appearing with increasing frequency.

Of course, this current popularity does not establish the value of
a behavioral approach or insure lasting interest, both of which
depend on empirical demonstrations of effectiveness. One section of
this report, therefore, is concerned with evidence for the efficacy of
behavior therapy.

Despite the number of clinical and research papers already pub-
lished on behavior therapy, and its coverage in the general medical
and lay press, those actively involved in the field are frequently
asked very basic questions about behavior therapy by colleagues in
psychiatry and psychology, as well as by non-psychiatrist physicians
and persons in other counseling professions. “What is behavior ther-
apy?™ “How did it originate?” ‘“What is it good for?” “What is the
evidence for its efficacy?” One also hears (or overhears) casual or at
times rather emotional statements about behavior therapy that indi-
cate large areas of misunderstanding and mistrust. Examples are:
the beliefs that behavior therapy works best {or only) with the non-
verbal or unintelligent patient, is synonymous with hypnotherapy, is

vii
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Fig. 1. The number of articles on behavior therapy that appeared in four major
journals in the last 20 years. {Reprinted by permission from Brady, J. P.
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applicable mainly to phobias and other “discrete” conditions, is prac-
ticed only by psychologists, usually entails electric shock or other
aversive stimuli, and always involves the manipulation of an un-
willing patient. All these are false.

The purpose of this report is to inform the reader of the nature
and origin of behavior therapy and to clarify some basic issues
related to its methodology and range of application. We also hope to
stimulate the reader to learn more about this clinical approach to
psychiatry through independent reading, participation in courses,
conferences, and symposia, and especially through an ongoing re-
evaluation of the clinical data encountered in his own practice.

The last section of this report is a condensed technical overview
of some basic behavioral principles. Although this section may be
difficult and slow going, we feel it is necessary. Just as one needs
some understanding of chemistry to be a good physician, one needs
some technical grounding in the basic concepts and principles of
learning in order to understand what behavior therapy is really
about.

The increasing interest in and concern with behavior therapy
bear undeniable witness to its presence on the American psychiatric
scene, and suggests the need for an interim review of its origins,
scope, and efficacy. While this necessarily brief report cannot do
justice to the broad spectrum of behavioral treatment approaches
currently being used and developed, we hope it will nonetheless
serve to explicate and clarify some basic conceptual and method-
ological issues. In addition, we hope the report will encourage
further research, the development of behavior therapy training pro-
grams, and continuing inquiry by the individual psychiatrist.
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HISTORY AND DEFINITIONS

The nature and origins of behavior therapy are perhaps best revealed
in answers to the following questions: What is behavior therapy?
What are the conditions under which it emerged? While it seems
unlikely that these questions can be easily answered in a manner
that will satisfy both the clinically oriented therapist and the re-
search oriented theoretician, it may be useful to delineate the subject
matter of behavior therapy and describe its historical roots insofar
as these appear relevant to the development of current treatment
practices.

Definition of Behavior Therapy

In the most general sense, the subject matter of behavior therapy
focuses on the modification of interactions between person and en-
vironment. More specifically, it emphasizes the systematic applica-
tion of experimentally derived behavior-analysis principles to effect
observable and, at least in principle, measurable changes in this inter-
action process. Behavior therapy is most appropriately defined in
operational terms, by describing what behavior therapists actually
do in analyzing a patient’s problems, specifying treatment objectives,
arranging treatment conditions, and evaluating treatment outcomes.

The behavior therapist begins with a detailed and objective de-
scription of the patient’'s problem behavior. In the empirical tradi-
tion of the laboratory from which the approach is derived, the focus
of this functional analysis is on observable and quantifiable behavior,
rather than on inferred unconscious conflicts. In developing this
analysis, the therapist looks for particular situations in which the
behavior typically occurs or fails to occur, as well as for current
maintaining conditions.

The second distinguishing characteristic of behavioral ap-
proaches to clinical problems concerns the focus or objective of the
treatment that is developed on the basis of this initial functional
analysis. Here again, emphasis is placed on modification of the princi-
pal presenting symptoms, rather than on analysis or understanding
of the character structure or unconscious conflicts presumed to un-
derlie the behavior pattern.
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Third, the behavior therapy treatment program, conceptualized
in terms of experimentally derived learning principles, focuses on
systematic manipulation of the environmental and behavioral varia-
bles thought to be functionally related to the disturbing performance.
Fourth, because behavior therapy has this experimental-clinical tra-
dition, the therapist tries, whenever possible, to assess treatment out-
comes in the same objective, quantifiable terms that characterized
both the initial problem analysis and the formulation of the treatment
program. The behavior therapist prefers to assess treatment effects
by observing and recording behavior, rather than by getting scores
on paper and pencil tests. Performance changes are the objective
criteria that either validate the initial tentative analysis, or require a
re-examination of this analysis to include, if necessary, the collec-
tion of additional data.

History of Behavior Therapy

The origins of behavior therapy are found in the laboratory ani-
mal learning and conditioning studies of Pavlov (1, 2) and Bechterev
(3) in the Soviet Union, and Thorndike (4) in the United States. These
early investigations provided the first systematic basis for concep-
tualizing the behavioral interactions between organism and environ-
ment within the framework of an orderly and self-consistent body
of scientific knowledge based on observation and experiment. Vir-
tually all forms of behavior therapy have been derived more or less
directly from the foundations of conditioned reflex [Pavlovian) stud-
ies and operant conditioning (Skinnerian) research on learning.

The distinctive manner in which the behavior therapist ap-
proaches a functional analysis of presenting symptoms in relation
to the observable aspects of antecedent events and currently main-
taining environmental conditions, can be seen to have much in
common with the experimental approach to the analysis of behavior.
Indeed, the objective recording and quantification of clinical data in
the evaluation of adjustment problems and specification of treatment
goals represent procedures that adhere closely to the methodology
characteristic of the laboratory foundations of behavior therapy.

Early behavioral research. As the section on basic concepts (pp.
55-63) reflects, the range of basic science studies underlying behavior
therapy extends well beyond reflex conditioning. Included in the
scientific roots of behavior therapy are many sophisticated studies of
verbal behavior (5), cognitive learning (6) and modeling (7).

Several streams of development intervened between the emerg-
ing “behaviorism” of Russian and American experimental psychol-
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ogy early in the century, and the current applications of behavior
analysis procedures in the treatment of human adjustment problems.
During the 1920’s and 1930’s, for example, the writings of Watson
and Rayner (8), Jones (9), and Mowrer and Mowrer (10}, among
others in the United States, were indicative of the trend toward using
learning and conditioning principles in approaching various problem
behaviors in both educational and clinical settings. In the same era,
Soviet psychophysiologists (11, 12), adhering closely to conceptual-
izations derived directly from laboratory research, became increas-
ingly involved in psychological treatment and, by the 1940’s, the
experimental work of Gantt (13}, Liddell (14), and Masserman (15)
had begun to establish a laboratory base for Pavlovian psychiatry
(16) in America.

Systematic attempts to reformulate psychoanalytic treatment
practices in learning theory terms appeared in academic psychology
by the mid-1940’s. The work of Shoben (17), Mowrer (18), and Dol-
lard and Miller (19), among others, set the stage for the development
and rapid expansion of behavior therapy in the 1950’s and 1960’s.

Later developments. Current applications of behavior analysis
methods have emerged over the past twenty years principally as the
result of three somewhat independent developments on three conti-
nents. These derive from the work of Wolpe and his associates begun
in South Africa, from the work at Maudsley Hospital in London, and
from the work identified with American applied operant conditioners.
These three influences emerged independently but almost simultane-
ously, and provided refinements that have now begun to coalesce in
the development of behavior therapy as a systematic and compre-
hensive clinical treatment approach.

The clinical and experimental innovations of Wolpe and his col-
leagues Lazarus and Rachman in South Africa during the early 1950’s
(20) were based in part on laboratory research within the framework
of Hullian learning theory, a theory based on Pavlov’s conditioned
reflex notions. Starting with an analysis of the role of conditioned
emotional responses in the acquisition and maintenance of maladap-
tive behavior patterns in laboratory experiments with cats, Wolpe
(21) developed and extended the Sherringtonian principle of re-
ciprocal inhibition to encompass counteracting response effects on
anxiety-evoking stimulus bonds. He extrapolated these generally
neurophysiological concepts to the human neuroses, and introduced
systematic desensitization procedures that stressed classical condi-
tioning effects involving the identification of symptom-eliciting ante-
cedent stimulus events and respondent extinction of neurotic pat-
terns. The subsequent move by Wolpe and Lazarus to the United
States, and Rachman’s decision to join the group at Maudsley Hos-
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pital in England not only provided the occasion for dispersal of
these early conditioning therapy developments but also facilitated
the interchange of ideas, techniques, and applications with other
approaches.

A second source of direct influence in the development of be-
havior therapy was a group of psychologists and psychiatrists in
London around 1950 who were following Eysenck’s and Shapiro’s
lead in attempting to bridge what they perceived to be a distressingly
wide gap between laboratory-based learning principles and clinically-
oriented psychotherapeutic practices. Emphasizing experimental
analysis and hypothesis-testing in individual case studies (22, 23, 24),
this basically empirical approach to clinical assessment proved read-
ily adaptable to treatment situations. Systematic attempts to change
maladaptive behavior by carrying out controlled experiments in the
clinic resulted in a focus on explicit operational descriptions of the
psychiatric entity.

The third major impetus to the application of behavior analysis
principles to clinical treatment emerged in the United States during
the 1950’s based on the earlier work of Skinner {25). This innovative
experimental approach to behavior emphasized the study of the in-
dividual interacting with the environment, and focused attention on
the effects or consequences of operant or “voluntary’” performances
as the principal determinant of behavior. Unlike other approaches
prominent in American psychology, which was preoccupied at the
time with the average behavior of groups of persons, Skinner and
his students {notably Ferster, Lindsley, and Azrin, among others)
emphasized the control of behavior in the individual as a basis for
behavioral science.

The earliest operant experimental studies of psychotics were re-
ported by Lindsley and Skinner (26) and by Ferster and DeMyer
(27). These laboratory studies showed that the behavior of severely
disturbed persons was subject to the same learning principles as that
of normal persons. In 1961 Ayllon and Azrin (28, 29), working with
chronic adult psychotics, began to develop the ward management
procedures that have come to be known as the token economy. Op-
erant treatment programs for mildly disturbed preschool children
and retardates were begun at this same time by Wolf, Baer, and their
collaborators (30, 31, 32).

Over the past decade, a broad range of applications within the
operant conditioning framework has extended behavior modification
procedures to numerous individual and institutional settings, both
clinical and educational {33}). Although work with children continues
to be emphasized, the precise measurement techniques and careful
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arrangement of environmental contingencies characteristic of the op-
erant approach have produced reliable behavioral change in a variety
of target populations.

Past relationship of behavior therapy and dynamic psychiatry.
Dynamic psychiatry and behavior therapy have grown up separately
out of completely different traditions. Dynamic psychiatry empha-
sizes helping people understand and deal with their feelings. This
approach evolved through the efforts of clinicians (mostly physi-
cians) to help troubled patients. As practiced in the United States,
it derives its theoretical framework largely from the ideas of Freud,
Hartmann, Meyer, Sullivan, and Franz Alexander. Behavior therapy,
as we have noted, has developed more or less systematically from
theory and experiments by psychologists, much of the basic research
having been done by experimental psychologists working with non-
human animals. At its best, behavior therapy tries to remain firmly
rooted in experimental data.

Especially in the last decade, these two sireams in American
psychiatry have been progressively converging, but the convergence
has been regrettably slow. It is likely that a synergistic cooperation
has been slow to develop between the two traditions probably
mainly because very few people are well trained and experienced
in both. This has led both behavior therapists and dynamic psy-
chiatrists to hold naive conceptions of the other’s position. Salzman
(34), Marmor (35) and other psychoanalysts have appropriately
criticized behavior therapists for their attack in the 1970’s on the
psychoanalytic thinking of the 1920’s, and behavior therapists (38)
have similarly criticized analysts for attacking in the 1970’s the straw
man of the oversimplified view of the early sirict behaviorists of
the 1920’s.

Other appropriate criticisms have been made. For example, be-
havior therapists and some philosophers of science accuse analyti-
cally oriented therapists of failing to collect data relevant to their
theories or even to document whether their treatments work, and
of failing to frame testable hypotheses (37). Psychoanalytic ortho-
doxy, with its reliance on libido theory and Freud’s tripartite mental
apparatus with its allegorical entities, id, ego, and superego, has been
heavily criticized, not only by Skinner (38) and other behaviorists
(39), but also by Rado (40), Bieber (41), Marmor (42) and others
(43, 44, 45, 46). On the other hand, dynamic psychiatrists have ap-
propriately criticized behavior therapists for at times knowing very
little about the clinical syndromes in which they are intervening or
the patients they are attempting to treat. Psychiatrists also criticize
behavior therapists for tending to be ignorant and nihilistic about
psychotherapy at its besi and blind to its subtleties, while simul-
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taneously being rather insular. On the whole, both behavior thera-
pists and dynamic psychiatrists seem to have been unwilling to in-
form themselves sufficiently te be able to consider the observations
presented by the other approach.

In recent years, however, some behavior therapists and dynamic
therapists, many of the latter analysts, have felt there is value in
incorporating the best of both traditions, the clinical and the experi-
mental, into practical psychiatry (47, 48, 49, 50). As evidence of that
rapprochement, several behavior therapisi-psychoanalyst teams now
work together cooperatively and synergistically in a clinical associa-
tion.

Thus, agreement is emerging among some persons that there are
areas of overlap between the traditions of dynamic psychiatry and
behavior therapy. These clinicians believe that it would be irrespon-
sible to reject out of hand beneficial and workable approaches, from
whatever school they are derived. Later in this report (see pp. 39-41),
we will cite a few examples of areas of mutual interest and concern
where there exists an especially clear potential for combining and
using the experience of both traditions.



BEHAVIOR THERAPY METHODS

Behavior therapy as an applied clinical discipline involves two
related steps: conducting an analysis of the adjustment problems
presented by the patient and carrying out a program of treatment.
The first of these, the behavioral analysis, is the more difficult of the
two, requiring much clinical experience and sophistication, and a
considerable knowledge of the environmental determinants of be-
havior. If the analysis is in error or incomplete, a successful treat-
ment outcome is unlikely. The behavioral analysis makes use of both
the methods and the results of experimental behavioral science.
Indeed, what distinguishes a behavioral approach from alternative
clinical approaches is its reliance on a natural science model.

The analysis typically begins with a detailed behavioral descrip-
tion of those day-to-day performances that cause distress or interfere
with optimal functioning of the individual in familial, social, voca-
tional, or other important spheres of activity. The target behaviors
are viewed in the context of the patient’s entire repertoire of re-
sponses, and also in relation to the sorts of consequences his en-
vironment is capable of providing over the long term.

This description, whenever possible, is based on observation of
the patient in the setting in which he reports he is distressed. These
observations may be careful quantitative records or statements about
the relative frequency of various behaviors. The person making the
observations may be the therapist or his agent, a peer of the patient,
or the patient himself. These empirical observations are often sup-
plemented by the patient’s description of how he thinks or feels
(e.g., he may report anxiety, guilt, distressing fantasies), how he
performs at current important life tasks (e.g., failure to go to work,
failure in school assignments), or how he interacts with others (e.g.,
abusive behavior toward his children, withdrawn and uncommuni-
cative behavior with the opposite sex). Information is also obtained
by direct observation or from the patient’s report on areas of his
life in which he functions adequately or optimally, since these assets
are part of the total evaluation of the patient and are useful in plan-
ning a program of treatment. A preliminary analysis is made before
formal treatment begins, and the behavioral analysis is continually
modified and refined as more is learned about the patient and his
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environment from his responses to ongoing events, including the
treatment itself.

What are usually termed “symptoms” in psychiatry are analyzed
in terms of their observable behavioral components. Thus psychiatric
disorders are described in terms of behavior that may be totally
lacking, infrequent, or weak in intensity, excessive, or occurring
under inappropriate circumstances. It is important also that the de-
scription be quantitative. This is almost always possible, at least
at the level of a frequency count. Thus, a parent can be trained to
tally the frequency with which a child stutters, a teacher or hospital
aide can keep a record of a child’s aggressive outbursts, and a well
motivated patient can count the frequency of his intrusive obses-
sional thoughts.

In addition to this topographical description of what the patient
does and does not do, the behavior therapist does a functional analy-
sis to find how the behavior relates to organismic and environmental
variables. Here the behavioral clinician examines both the antece-
dents and the consequences of the problematic behavior, to deter-
mine the circumstances under which the disordered behavior seems
to occur, and the environmental consequences that might be main-
taining the behavior. In this sort of behavioral assessment, the indi-
viduality of each patient is explicitly recognized, and the therapeutic
procedures are tailored to the individual case.

After doing a behavioral analysis, the clinician is in a position
to formulate clinical hypotheses about the origin and maintenance
of the patient’s current maladaptive state. In so doing, he makes use
of general principles of conditioning and learning, as well as his
observations of previous patients and their social environments in
the hospital, clinic, and natural ecological setting. Behavior therapy
permits the testing of such clinical hypotheses by the systematic
manipulation of behavioral and environmental variables thought to
be functionally related to the patient’s difficulties. However, the
primary goal of behavior therapy is the modification of behavior.

In this section, we include brief descriptions of those behavior
therapy methods most commonly used. This is a young field, and
other techniques are currently being developed and evaluated by
clinical researchers. Thus the ones we include here should not be
considered an exhaustive list.

Systematic Desensitization

Gradual progressive exposure to feared situations has long been
advocated as a means of eliminating or reducing maladaptive anxiety
and avoidance behavior; in systematic desensitization the exposure
is pre-planned, and in graduated steps. A classic report of this pro-
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cedure (9) described how a phobic child, during a period of hunger,
was given something to eat while the feared object was slowly
brought nearer to the child. Care was taken to keep the phobic
stimulus at a sufficient distance so as not to interfere with the child’s
eating. As the phobic object was slowly brought nearer, the child’s
tolerance increased, and he was soon able to touch it without alarm,
whether or not food was forthcoming.

Wolpe (21} developed systematic desensitization, a coherent,
theoretically based approach for treating anxiety. His work led to
the wide adoption of the procedures of systematic desensitization.
According to Wolpe, if a response antagonistic to anxiety can be
made to occur in the presence of anxiety-evoking stimuli, so that the
stimuli are accompanied by a complete or partial suppression of the
anxiety response, the bond between these stimuli and the anxiety
will be weakened. He says that mere exposure to feared situations
is unlikely to extinguish the fear unless responses that will compete
with the anxiety response are simultaneously elicited.

One of the first applications of this approach in a clinical setting
was reported by Salter (51), who had used it in treating a claustro-
phobic patient. Salter trained the patient to relax when feeling claus-
trophobic. In this case, desensitization was applied in the absence
of the actual feared object or situation, with the therapist relying
exclusively on the patient’s imagination, plus relaxation and counter-
phobic sensations.

Description of systematic desensitization therapy. Systematic de-
sensitization {21) approaches the treatment of specific anxiety re-
sponses by ordering the patient’s fears in a hierarchy, with relatively
small gradations between successive fear items. Thus, a typical hier-
archy of scenes for deconditioning maladaptive anxiety in the treat-
ment of sexual inhibition (frigidity) would be:

1. Being kissed on lips by husband

2. Same as above but with tongue contact

3. Breasts fondled while fully clothed

4. Undressing with husband in bedroom

5. Being kissed on lips while nude

6. Seeing husband with erection

7. Fondling of breasts while nude

8. Mouth contact with breasts by husband

9. Nude in bed with husband preparatory to coitus

10. As above with initial body contact

11. As above with kissing on lips and breast fondling

12. As above immediately before intromission

13. Intromission

14. Continuing coitus (ventral-ventral) (52)
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While such hierarchies of the patient’s significant fears and
hypersensitivities are being constructed, the patient goes through an
accelerated version of Jacobson’s (53) progressive relaxation training
sequence. After the patient learns the relaxation technique, desensi-
tization proper commences with the deeply relaxed patient being
asked to imagine the least disturbing item. Even the slightest degree
of tension or discomfort must be eliminated before successive items
in the hierarchy are presented. The patient is asked to signal if
scenes prove disturbing, whereupon they are immediately with-
drawn, relaxation is reinstituted, and the imagined scene is presented
again and again (or in a “diluted” form) until the patient can report
continued relaxation. If the patient in the clinical setting can picture
the most subjectively distressing scene without reporting anxiety,
usually he will also report successful transfer to the real life situa-
tion.

Applicability of systematic desensitization. Since the early ex-
perimentation with individual and group desensitization (54, 55, 56},
there has been a striking surge of interest in this clinical technique.
A voluminous liferature on systematic desensitization now exists, in-
cluding case reports, experimental studies, monographs, and reviews.

The clinical reports describe the use of systematic desensitiza-
tion on a wide variety of cases and problem areas far transcending
monosymptomatic phobias. For example, there are reports of the suc-
cessful use of systematic desensitization for frigidity (57), insomnia
{(58), and exhibitionism (59). Reports have also appeared in which
short-acting barbiturates, used in place of relaxation, tended to
hasten desensitization in the treatment of frigidity and anxiety (52,
60). Desensitization techniques have been adapted for use with
children with phobic or avoidance behavior disorders (61). These
techniques for children use pleasurable story telling and imagery
rather than relaxation to compete with anxiety-producing stimuli.

Research on systematic desensitization. The many experimental
reports have been mainly concerned with identifying the active in-
gredients of the desensitization procedure. To what extent is it a
method of counter-conditioning rather than extinction? How vital
is the relaxation training? To what extent does the patient improve
because he expects to improve? How much attention needs to be
applied to the calibration of the hierarchies? The foregoing suggest
the sort of critical issues being evaluated in laboratory settings.
Several thorough reviews of this extensive literature have been pub-
lished so far (62, 63, 64). In our opinion the clinical issues of major
importance are the indications and contra-indications. This is impor-
tant because systematic desensitization can be mechanically applied,
and some feel that it has on occasion been used with patients who
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would have responded far better to a program that included chemo-
therapy, as in schizophrenic syndromes (65).

The advantages of systematic desensitization are that the thera-
peutic target can be clearly defined and delimited, and changes in the
person’s response can be measured psychophysiologically as well as
behaviorally. Also, the method is sufficiently precise to allow com-
puterized application (66). The practicing therapist will probably find
that although the technique is tedious, it has the advantage of being
relatively straightforward and useful as a therapeutic technique for
dealing with anxiety, especially anxiety that is triggered by identi-
fiable stimuli.

Token Economies and Operant Principles in Ward Management

Application of the principles and procedures of operant condi-
tioning to psychiatric treatment programs, including ward or group
management situations, has been multiplying in almost geometric
proportion over the last fifteen years. Ayllon and Azrin and their
colleagues (28, 29, 67, 68) have given a major impetus to the use of
operant principles in ward management. These programs have used
various procedures such as positive reinforcement to develop and
maintain appropriate behaviors and the removal of positive rein-
forcement to decrease the frequency of inappropriate behaviors.

A number of studies have shown that many patients tend to
engage in the behavior that the nurses and ward aides pay attention
to (69, 70); that is, for these patients, social interaction with the
nurses and aides is reinforcing. However, attention and concern from
staff does not always reinforce patients’ behavior. In addition, items
generally considered rewarding, such as money or cigarettes, are
reinforcers for some, but not for everyone. The problem in develop-
ing a successful ward management program based on operant meth-
ods is to find a reinforcer of wide applicability, one that can follow
immediately the behavior it is designed to reinforce. Laboratory
research suggests that such a reinforcer would have maximum clin-
ical effectiveness. One solution is to use a conditioned reinforcer, a
token, to bridge the delay between the occurrence of the desired
response and the availability of the reinforcing stimulus, and to pro-
vide a money-like currency that can then be exchanged for a variety
of items and activities, according to the patient’s choice (29). Some
suitable conditioned reinforcers are points, credits, money, and
checks, which can be chosen according to the effective functioning
level of a particular patient population.

The token economy system is unlike many ward management
systems that tend to encourage patient dependency (71). It is basically
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a work-payment incentive system. As such, it strengthens behaviors
compatible with those in the society at large, such as regular per-
formance on a job, self-care, maintenance of one’s living quarters,
and exchange of currency for desired items. To have a successful
token economy program, the staff must specify the desired behav-
jors, develop a currency system that includes some kind of token
to be dispensed by staff and exchanged by patients, and provide an
adequate array of positively reinforcing consequences that can be
obtained as the result of token exchange,

Operant principles employed via token economies are powerful
agents of behavior change. Of perhaps as great importance is the
fact that non-professional personnel are the actual agents of thera-
peutic change in a token system. Professional manpower is limited.
If therapeutic procedures are going to be extended to the many per-
sons who require help, professional personnel must make increased
use of those who are in direct contact with the patient, such as
nurses, aides, correctional officers, friends and family members.

Applicability of the token economy system, The early develop-
ment of the token economy system took place almost exclusively
within the context of the closed ward psychiatric treatment center
and was found quite useful in preventing or overcoming the habit
deterioration or social breakdown syndrome that accompanies pro-
longed custodial hospitalization, whatever the initial diagnosis. The
operant principles involved are now being extended to acute psychi-
airic programs having an average patient stay of days to weeks.
These programs use reinforcers that are available in the hospital
(e.g., visiting privileges and telephone use), and teach the staff how
to avoid reinforcing and hence perpetuating abnormal behavior.

Token procedures are in use in a wide range of other settings
as well. They have been widely adopted in the public school class-
room, and also are being used in classrooms with disadvantaged,
hyperactive, retarded, and emotionally disturbed children (72, 73).
Such programs have also been used with delinquents and persons
with character disorders to enhance educational achievement and to
improve adjustment to military or civilian environments (74, 75, 76).
Tokens have been used io increase children’s attention span and
improve self-help skills in retardates (77, 78). These treatment pro-
cedures are often used in conjunction with individual, group, and
pharmacologic therapies. There is no inherent difficulty in this, as
long as objectives are clearly stated for each approach and for the
combined approaches.

The goal of any treatment is the amelioration of the patient’s
difficulties with the improvement continuing after the termination of
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therapy. The ideal token program would include a specification of
the environment to which the patients must ultimately return, such
as a halfway facility or the community at large, and would include
provision for establishing and sirengthening behavior useful in that
environment (76). Token reinforcement systems have already been
demonstrably successful in improving performance within the insti-
tution (28), improving patient socialization, reducing extireme or
bizarre behavior, and facilitating instrumental role performance in
chronically institutionalized mental hospital populations (71). How-
ever, the token system’s influence in facilitating return of the chronic
patient to society is just beginning to be evaluated.

An explicit intermediate step or steps between the therapeutic
system and the natural environment facilitates generalization. Often
various levels or steps are built into a program, and the individual
must progress through these before returning to the natural environ-
ment. The first level is usually a standard token economy system de-
signed to improve self-care and behavior on the ward. The second
level might involve token reinforcement for off-ward jobs, and edu-
cational or vocational training. The higher levels often provide other
sources of positive reinforcement such as private rooms, increased
privileges, longer passes, and the opportunity to participate in the
management of the program. The final level may be residence in the
community where all or most of the reinforcement comes from the
natural environment through pay checks, raises, promotions, and
praise. Colman (76) has demonsirated the success of a token rein-
forcement treatment program using such a scaled format in signifi-
cantly improving the way soldiers with character disorders adjusted
to the army.

A few reservations about the use of token economies. Patients’
responses to token systems vary, even when the ward management
procedure is properly established. With chronic schizophrenic pop-
ulations, it is not unusual to find that approximately ten percent of
the patients are essentially non-responsive in that they do not en-
gage in any of the behaviors for which they may receive tokens (28).
Further research may suggest changes in the procedures that would
result in these non-responsive patients also interacting with the
system.

When a token economy is in effect, relatively few patients will
have their behavior accelerated tremendously in all of the areas for
which they may earn tokens. More commonly, because of the many
choices patients have concerning what they may do to earn tokens,
some behaviors will show marked change while others will not nec-
essarily be changed greatly, even though it is possible to earn tokens
in connection with them. This is also a technical defect that could
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presumably be remedied by specifically designed and individualized
contingencies of reinforcement. For example, a patient who habitu-
ally earns tokens to the point of satiation by making his bed and
keeping his room straight, but who never engages in conversation
with other patients, could be helped beyond this impasse by gradu-
ally changing him over to a progressively attenuated reinforcement
schedule for bed making, while socializing behaviors are consistently
reinforced.

Recently there has been increasing concern with the so-called
artificiality of token systems (79), particularly when reinforcers are
used that are not likely to be found in the natural environment to
which the patient may return (80). However, if other methods have
failed to teach a patient skills he will need to lead a normal life,
tokens can have a priming function, enabling him to acquire a satis-
factory performance of some desired behavior. Once the newly
learned skill is well established, generalization to other situations
will be facilitated if the patient is gradually shifted to more natural
consequences, that is, to those events that would follow the new
behavior in the real world. Generalization to the natural environment
and progressive switching from arbitrary to natural reinforcement
are areas that require further exploration and development.

Aversive Control: Aversion Therapy and Punishment Techniques

Some types of inappropriate behavior appear to be maintained
because their natural consequences are reinforcing for the individ-
ual, such as addictions and sexual attractions to inappropriate stim-
uli. Aversive conirol techniques are often included in behavior
therapists’ repertoires of treatment for these and other inappropriate
behaviors having long-term consequences detrimental to the patient.

Learning principles underlying aversive conirol. The use of
stimuli that are unpleasant to the patient can be conceptualized
in two different ways, depending on the relationship of the target
behavior and the stimuli coming before and after that behavior.

In the classical conditioning or Pavlovian approach, the behavior
therapist pairs an aversive stimulus with a stimulus that precedes
the undesirable behavior. For example, if a behavior therapist were
attempting to treat alcoholism by giving a patient an emetic, the
look, smell, and taste of various alcoholic beverages would be asso-
ciated with the drug-induced nausea. The goal of this treatment is
o have the patient experience nausea, vomiting, and general malaise



BEHAVIOR THERAPY IN PSYCHIATRY

when in the presence of alcoholic beverages and thus presumably
avoid drinking such beverages.

On the other hand, in the operant conditioning approach, the
aversive control procedure would be to follow specific responses
with an aversive stimulus. In the alcoholism example, the patient
might be given an electric shock just as he begins to drink an alco-
bolic beverage. In this case, the goal of treatment is to reduce mark-
edly the probability of occurrence of a drinking response.

Although these two procedures can be differentially defined
operationally and conceptually, in practice each procedure often will
contain components of the other, so that the designation of a proce-
dure as operant conditioning or classical conditioning is, in many
instances, arbitrary.

Aversion therapy. One of the earliest reports of the classical
conditioning use of aversive control was by Max (81), who described
the diminution of a patient’s homosexual fixation after receiving
electric shocks. Also relatively early was Raymond’s (82) account of
treatment of a fetishist by apomorphine conditioning. More recently
examples have appeared in the literature which illustrate the pro-
gressive technical refinement of aversive control methods in the
treatment of sexual deviations (83, 84, 85), and the melding of such
techniques with a dynamic clinical approach (86).

During the forties many reports appeared on the use of emetic
drugs, especially for teaching alcoholics abstinence (87), but this
early work was seriously hampered by poor control of the timing
of the punishing stimulus as is inherent in the method of using emetic
drugs, unlike shock, and by insufficient clinical attention to the need
for combining such techniques with other therapy aimed at devel-
oping suitable coping behaviors. More recent research on alcoholism
has employed precisely timed shock as a punishing stimulus and
precisely defined behaviors, like continued drinking beyond a cri-
terion blood alcohol level. This has reportedly been successful in
many cases in helping problem drinkers to achieve a level of mod-
erate social drinking (88).

Punishment techniques. Aversive control conceptualized in op-
erant conditioning terms involves two quite different procedures:
first, the addition of an aversive stimulus after the inappropriate
behavior, and second, the removal of a positive stimulus after the
inappropriate behavior.

It is the first of these — punishment — that most people think of
when “aversive control” is mentioned. The presentation of aversive
stimuli following an undesirable response has been used in behavior
therapy primarily to control self-injurious and self-destructive be-
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havior such as head-banging or tongue-biting. The evidence indicates
that such behavior can be eliminated with a brief application of a
strong aversive stimulus immediately after the response (89, 90).
Such a procedure should be accompanied by withdrawal of any
social reinforcement for the self-destructive behavior, and positive
reinforcement of responses that would compete with self-destruction.

An alternative method, also based on learning principles, for
eliminating self-destructive behavior would be to use only with-
drawal of social reinforcement, rather than withdrawal combined
with punishment. This approach is unwise in many cases, however,
because a large body of research has shown that the initial reaction
to the withdrawal of reinforcement that has been previously given
for a response is an increase in the frequency of that response (91).
Because of the life-threatening nature of some self-destructive behav-
ior, withdrawal of social reinforcement should not be the only pro-
cedure used.

The second operant conditioning method of aversive control
described above is the removal of positive reinforcement, such as a
loss of privileges following a given behavior. This is a technique
commonly used by American parenis (92). Laboratory results have
shown that the effects of the removal of positive reinforcement are
analogous to the effects of adding an aversive stimulus following a
response, with the possibility that the removal of positive reinforce-
ment might have much weaker emotional effects (93).

With either of these operant aversive control techniques, as long
as the patient does not perform the undesirable behavior, the punish-
ment does not occur, that is, he is able to avoid being punished.
Avoidance of punishment thus is one way to conceptualize the effects
of a threat, in which the therapist specifies an unpleasant event that
will occur if the patient performs an undesired behavior. For exam-
ple, a therapist might say, “If you break windows or take off your
clothes, you will be restricted to your room,” or, “So long as you
don't break windows or take off your clothes, you won't be restricted
to your room and can have ward privileges.” In learning theory
terms, the threat functions as a discriminative stimulus, indicating
to the patient the conditions under which the aversive contingency
would be put into effect.

Contrast of avoidance technique with contingency contracting.
Control by threat is in sharp contrast to a contingency contract in
which the therapist specifies a reinforcing event that will occur if a
patient performs a desired behavior. For example, the therapist might
say, “If your room is neat and you are properly groomed, you can
go to the movies.”
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This seemingly subtle distinction is actually an important one
because of what we learn in our culture about methods of control.
Culturally, aversive control in any form, including threats, is consid-
ered to be punishing and a restriction of freedom. That is, aversive
control is itself aversive, even if the person threatened successfully
avoids the actual carrying out of the threat so that he is never pun-
ished. In contrast, control by positive means is generally considered
“normal,” is culturally acceptable and is considered to be compatible
with freedom. For example, we do not feel that it is inappropriate
or restrictive to receive a salary for a period of working on a job,
even though this is in fact a contingency contract between the em-
ployer and the employee.

Efficacy of punishment techniques. A consistent finding from
research on aversive control is that the effects of the therapeutic
punishment seem to be restricted to the particular behavior that is
punished, in that particular situation, with that particular therapist.
That is, the effects of punishment as a therapeutic procedure in be-
havior therapy seem to generalize very little (89, 91).

In contrast to the somewhat limited effects of punishment on the
target behavior, the positive side effects of this treatment seem to
be rather widespread. For example, the common report in the liter-
ature is that once punishment has eliminated a patient’s self-injurious
behavior, he avoids people less, and is more responsive to other
therapy aimed at his learning adaptive responses (91).

On the whole, the results reported suggest that punishment and
aversion therapy are effective techniques when used in combination
with other procedures (91, 93, 94). The most effective way to elim-
inate inappropriate behavior appears to be to punish it while at the
same time reinforcing the desired behavior (95).

Punishment leads to response suppression and not, as in ex-
tinction, to response elimination (25). Although the predicted and
observed corollary is that the effects of aversion therapy are only
temporary (95, 96, 97), the patient at least for a time will not make
the undesirable response. During that time, he is more amenable to
learning new appropriate responses. If the environment then sup-
ports these new responses, the effects of the aversive control will be
lasting. The behavior therapist should keep in mind, however, that
in the absence of rewarded alternatives, the suppressed response will
recur. To ensure that the previously eliminated response does not
recur, the patient should be taught behavior that will be maintained
by natural rewards in the environment. Because there is sometimes
a lag in the process of learning new behaviors, the therapist must,
if necessary, also be prepared to use additional aversive control in
the form of occasional “booster” conditioning sessions {91).
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Assertive Training

When a person fails to stand up for his rights in a firm and
dominant (not aggressive and domineering) manner, he may not have
acquired appropriate assertive behaviors, and may have learned mal-
adaptive fear or rage reactions that inhibit assertive responses.
Habitually meek persons as well as persons who typically over-
react to real or imagined slights from others by expressing inappro-
priate rage are appropriate candidates for assertive training. Persons
who are inhibited in the expression of positive feelings may also be
considered for a kind of assertive training; this subtype of assertive
training is sometimes called “iraining in emotional freedom” (98).

Truly effective assertive responses are unlikely in the face of
high anxiety, so some patients may require desensitization to facili-
tate assertive training.

Although assertive training is generally considered one of the
major behavior therapy procedures, there is still a regrettable lack
of systematic research in this area. Nevertheless, it is easy to find
successful histories of a wide range of cases treated in a variety of
settings, providing suggestive evidence for the efficacy of the ap-
proach. From a research point of view, one difficulty is that often
other methods like psychotherapy are employed in addition to asser-
tive training.

Although assertive behavior is difficult to define, there seems to
be general agreement that assertive behavior is an interpersonal re-
sponse involving a frank, honest, and direct expression of ongoing
feelings. According to some authorities, the therapeutic impact of an
assertive response is a result of the assumed incompatibility between
anger and anxiety. After the patient learns to make negative state-
ments of annoyance, irritation, or disgust, or positive statements of
praise and affection, any attendant anxieties will be inhibited by this
expressive behavior. At present, psychophysiological evidence of an
inhibition of anxiety is far from clear {99). The most observable
change following assertive therapy is the alteration in interpersonal
interaction.

Description of assertive training. A prerequisite for assertive
training is that the behavioral analysis should have shown that the
patient’'s problem involves inappropriate responses such as timid,
withdrawn, submissive and other socially inhibited behaviors, or
belligerence, rage, and aggressive acting out. The adverse conse-
quences of these maladaptive behaviors are then specifically docu-
mented for the patient, while differences between assertive and ag-
gressive behaviors are emphasized. Successful case histories are pre-
sented to encourage the patient’s active participation. A general in-
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stigation to more assertive behavior is backed up by more specific
behavior rehearsal, including role reversal. In behavior rehearsal, the
therapist assumes the role of significant others in the patient’s life,
and a series of increasingly exacting scenes are enacted within the
protective confines of the consulting room. During rehearsal proce-
dures, the therapist monitors the patient’s verbal content, his mode
of expression, tone of voice, inflection, and resonance. The therapist
uses feedback, with or without tape recorded sequences, in a be-
havioral-shaping, role-playing paradigm which eventually enables the
patient to remove apologetic hesitations or querulous overtones.
Nonverbal behavior, such as posture, gait, eye contact, and facial ex-
pression, is also modified.

When patient and therapist feel that punitive consequences
are unlikely to follow the patient’s real life efforts, he is encouraged
to try out his new skills outside of the therapy hour. Whenever pos-
sible, precautions are taken to ensure that feedback from the environ-
ment will be supportive and positively reinforcing. Additional re-
finement of the patient’s assertive skills is achieved by having him
keep notes of his interpersonal failures and successes, and each per-
formance is assessed in detail. It seems that the most useful assertive
response is one in which the patient is taught not just to express
displeasure, but also to provide information that would facilitate a
more acceptable interaction. (“I wish you wouldn’t yell at me. If
you approached me more gently, I would make fewer mistakes.” “It
really gets me mad when you use curse words like that. If you stop
trying to put me down, I might be able to lisien to your request.”)

These procedures are amenable to group meetings as well as
individual therapy (100). In fact, groups often permit a wider range
of role playing situations (101, 102) and facilitate generalization to
the real life situation (103).

Childhood behavior disorders such as extreme withdrawal, iso-
lation, inhibition, or passivity may also be treated with assertive
training techniques. Therapeutic methods that involve modeling
plus reinforcement of the appropriate behavior in the natural envi-
ronment can be considered assertive training techniques. These pro-
cedures have been much more carefully evaluated experimentally
than the clinical assertive therapy described above. Reinforcement of
children’s appropriate assertive behavior by therapists, parents and
teachers has proved successful in reducing or eliminating behavior
such as withdrawal (31). Modeling of more assertive behavior can
also be done effectively by parents and teachers (104). Role playing,
behavior rehearsal, and reinforcement in group settings are other
techniques that can be used with older children and adolescents.

Although clinical impressions suggest that there is probably a
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fair degree of transfer and generalization from one assertive en-
counter to another, this point lacks experimental documentation.
With some cases, gains seem to be situation-specific. The use of
Ellis’s rational emotive psychotherapy (105) may facilitate thera-
peutic transfer and generalization (98). In this type of therapy, the
patient is taught to use rational “self talk” to undermine the fears
or impotent rage reactions that inhibit assertive responses.

Flooding

Flooding, like systematic desensitization, is a procedure for the
removal of maladaptive anxiety, although the indications for its use
are less frequent than for systematic desensitization. It is based on
the observation that irrational fears leading to avoidance behavior
may be overcome by having the patient confront the anxiety-arous-
ing situation at a high level of intensity for prolonged periods of
time.

Description of flooding. This procedure, related to a laboratory
technique of preventing an avoidance response, usually called re-
sponse prevention (106), has come into use only very recenily, and
it is conducted differently by different investigators. Typically, how-
ever, the patient is confronted with anxiety-provoking cues either in
imagination or in real life for long periods of time. For example, if
he has a fear of heights and goes to great lengths to avoid high
places, he might be instructed to imagine as vividly as possible that
he is on the roof of a tall building, looking down at the ground
through a guard rail. Such a patient will probably manifest intense
anxiety while either experiencing or imagining such a scene, but the
anxiety tends to diminish to an easily tolerable level after 5 to 20
minutes. On the next trial, preferably within a few days of the first,
the initial anxiety tends to be less, and less time is therefore required
for a state of calm to be attained.

Usually the fear and the associated phobic avoidance behavior
extinguish after several trials. Some patients require a much longer
exposure on each trial before the anxiety decreases substantially.
When flooding is used, it is important to avoid terminating the scene
and its associated anxiety before the patient has reached a state of
relative equanimity. Premature removal of an anxiety-generating
scene is tantamount to an escape irial, and would tend to reinforce
fear conditioning and avoidance behavior.

Efficacy of flooding. The efficacy of flooding for the removal of
phobias is not yet well established by adequately controlled clinical
studies. Also, there is some disagreement in the literature as to the
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relative efficacy of flooding and systematic desensitization (107, 108).
Some claim has been made that, in general, in vivo procedures tend
to work better than imagined procedures (109). Additional clinical
research is needed in this area. Flooding carries some risk, since it
entails provoking intense anxiety in the patient, and a judgment
needs to be made in each case as to whether intense anxiety can be
experienced safely by the patient, and whether the discomfort and
the risk are justified by the potential benefits.

Miscellaneous Behavioral Techniques

While most of the behavior therapy procedures we have de-
scribed are derived from or based on principles of learning, other
behavioral techniques are largely of empirical origin, derived from
the observation of clinical phenomena and their relation to environ-
mental events. They qualify as behavioral techniques insofar as their
further development, refinement and validation entails the system-
atic, controlled study of the interaction of the behavior to be modi-
fied and the variables manipulated in the treatment. We will briefly
describe two quite different procedures as examples.

Metronome-conditioned speech retraining. This procedure was de-
veloped for the treatment of severe stuttering (110). Clinically, it has
been observed that most stutterers show a marked and usually im-
mediate increase in fluency if they pace their speech with the rhyth-
mic beats of an auditory metronome. Although this phenomenon has
been known for many years (111), it was little used in the treatment
of stuttering because the fluency obtained by the stutterer when us-
ing a desk metronome in the clinician’s office carried over poorly to
other speaking situations unaided by a metronome, especially those
fraught with anticipatory anxiety and tension. This problem proved
to be soluble, however, by virtue of the development of a miniatur-
ized metronome that could be worn unobtrusively by the patient on
his person, usually behind the ear like a hearing aid, thus enabling
him to pace his speech in ordinary speaking situations (112). Sys-
tematic experimental studies of the effects of metronomes of differ-
ent rates, sensory modalities, and so on, led to the design of instru-
ments with characteristics optimal for retraining the speech habits
of stutterers {113, 114).

In addition, principles of learning were used in the design of a
retraining program (113). In brief, the program begins by finding
conditions under which the patient can be highly fluent in a low
stress situation, such as reading to the therapist or to a close friend.
With a severe stutterer, this may mean having the patient pace one
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syllable of his speech to each beat of a metronome set as slow as
40 beats per minute. Then the patient learns to increase his rate of
speech gradually as the metronome is speeded up; he also learns to
pace larger units of speech to each metronomic signal. At the same
time, the situations in which he is using the device are extended
systematically from speaking with only the therapist or with one
other person to using the device for more complex, anxiety-arousing
speaking occasions. When the patient has a high degree of fluency
in most speaking situations, he begins to discontinue the use of the
device in the same systematic fashion, first discontinuing the use of
the metronome in the easiest, least stressful situations, then in the
next least stressful and so forth. The initial clinical trials with this
procedure are promising (110).

Negative practice. Negative practice, sometimes called paradoxi-
cal intention, is another procedure that has no clear basis in learning
principles, though there are some theories about this (115). It has
been used principally in the treatment of high frequency repetitive
behavior. In this method, the patient is told to repeat the symp-
tomatic behavior deliberately during the treatment sessions. In the
case of tics, the patient might purposefully demonsirate his typical
tic behavior several thousand times in the course of a thirty-minute
massed practice session. For maximum therapeutic effect, the patient
might have five to ten such sessions each week. Between sessions,
the patients appear to tic much less frequently. Treatment is termi-
nated when the frequency of tics has dropped to zero or to an ac-
ceptable level. Moderately good results have been obtained in the
treatment of some tiqueurs by negative practice. Although the tech-
nique does not work for all tic patients, it has been successfully
used with some patients in whom the tic was part of a Gilles de la
Tourette’s syndrome (115, 116).



MISCONCEPTIONS
ABOUT BEHAVIOR THERAPY

Any new technique that promises to be powerful in the modification
of human behavior raises a number of questions. This section of the
report discusses some common concerns about behavior therapy.

The Concern that Behavior Therapy is Coercive, Manipulative, and
Controlling

When psychoanalytic theory was first introduced, it raised the
spectre of unethical authoritarian control. In like manner, some
critics of behavior therapy contend that the behavioral approach is
coercive, manipulative, controlling, potentially even machiavellian,
and that it thus poses broad social dangers.

While it is true that there are moral and ethical issues attending
the use of behavior therapy, these issues are not unique to that
approach. The same problems must be faced by all therapeutic ap-

proaches. In discussing the moral aspects of behavioral control,
Bandura states:

... It is essential to recognize that social influence is not a
question of imposing controls where none existed before. All
behavior is inevitably controlled. . . . The process of behavior
change, therefore, involves substituting new conirolling condi-
tions for those that have regulated a person’s behavior. The
moral question is not whether man’s behavior will be con-
trolled, but rather by whom, by what means, and for what
ends (93).

Behavior is always controlled, though the influences may be various.
A therapeutic encounter is no exception.

The ethical issue of control faces all therapists, whether or not
they acknowledge it. Even the nondirective and evocative therapies
involve intentional as well as unwitting influence (117). Therapists
guide interviews and therapeutic transactions, if only by being pas-
sive; almost all therapeutic endeavors involve the socialization of
patients in the practices of that therapy; almost all psychotherapeutic
encounters entail some differential reinforcement of the patient by
the therapist through verbal and nonverbal cues; many therapists put
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themselves in the position of judging what is undesirable, sick or
inappropriate, and what is desirable, healthy and appropriate.

Behavior therapists tend to face the issue of control more direct-
ly than do some psychotherapists. Behavior therapists tend to engage
in influences that are overt, explicit and planned, whereas many
psychotherapists exercise influences that are covert, implicit and
unplanned (118). The behavior therapist tends to work mainly on
contracted problem areas, with clinical goals that necessarily involve
the specification of which behavior is slated to change if the tech-
nique is successful. In contrast, many psychotherapists are less strict
in focusing their own and the patient’s attention only on behaviors
mutually recognized as a problem.

Part of the fear of behavioral techniques as manipulative seems
to arise out of the fact that when the behavioral techniques are
effective, they can be quite powerful indeed, and may work with
striking rapidity. This is unlike what occurs, for example, during
even a highly successful psychoanalysis in which very striking and
pervasive changes in behavior may also occur, but where these
changes generally develop gradually over three, four, five or more
years.

The Concern That Symptom Substitution Will Occur

A second common misconception about behavior therapy is that
because it addresses only symptoms and not the underlying causes,
the basic problems remain untreated, with the consequence that
symptom substitution will occur.

First, formulations about overt behavior that attribute it to un-
observed and unobservable mental complexes are not strategically
useful to behaviorists. Behavior therapists have observed that cog-
nitive changes are neither necessary nor sufficient prior conditions
for changes in action. Cognitive changes (insights) may catalyze
behavioral changes (actions), as in successful psychotherapy, but,
as both experienced psychotherapists and behavior therapists can
testify, it is often the other way around, that is, insight develops
after successful behavior change (93, 119).

Second, to the extent that a given problem behavior is a promi-
nent part of the patient’s repertoire, is frequently emitted and is the
source of reinforcement for him, a reduction of this behavior will
both allow more opportunity for other behavior to occur and result
in a loss of reinforcement. Appropriately designed therapy should
anticipate this and, as part of the therapeutic program, teach the
patient new, desirable behavior.

For example, if an alcoholic who formerly drank heavily stops
drinking, he will lose whatever reinforcers he got from drinking,



BEHAVIOR THERAPY IN PSYCHIATRY

such as anxiety reduction and avoidance of a home situation. In
addition, he will have more time available to devote to other activ-
ities. A well designed behavioral approach to alcoholism would in-
clude not only a procedure to stop the alcoholic from drinking, but
also a therapeutic procedure such as desensitization or assertive
training to deal with the patient’s entire situation. Similarly, if it
appears that a child’s maladaptive behavior is maintained by atten-
tion from his parents, a well designed behavior therapy program
for that family would not only teach the parents to ignore the prob-
lem behavior, but also show them how to interact with their child
in such a way as to support new and mutually reinforcing appro-
priate behavior,

Third, every endeavor by a behavior therapist to alter problem
behavior would be an invitation for symptom substitution to occur
if this idea were correct. That is, if symptom substitution were likely
to occur, behavior therapists should have encountered innumerable
instances of it when successfully changing behavior. The literature
of both dynamic psychiatry and of behavior therapy rebuts this
idea, however, because while there is a large number of reports of
successful behavior therapy, there are few references to the emerg-
ence of maladaptive substitute responses.

For example, an extensive review of studies using behavioral
techniques for the control of nocturnal enuresis showed that success-
ful treatment of the enuresis did not produce adverse personality
changes or other symptom substitution (115, 120). Careful analyses
of the resulis of other behavior therapy methods with a wide variety
of problems have also failed to reveal any evidence for symptom
substitution (63, 121). In fact, several studies (122, 123} have re-
ported that when the specific behavior being treated responded to
the therapy, other inappropriate behavior decreased; untreated ap-
propriate behavior also improved, as did verbal attitudes ({93). Be-
cause there are occasional instances in which adverse changes do
follow behavior therapy, and especially because of the instances in
which favorable side-effects occur, much more needs to be known
about behavior changes that are correlated with treatment.

In conclusion, the whole problem of symptom substitution can
be understood best by remembering that problem or deviant behavior
is approached analytically by the behavior therapist with the goal of
understanding what processes of conditioning were involved in the
acquisition of the maladaptive response and what reinforcement is
maintaining it. Maladaptive responses obey the same laws of learn-
ing and conditioning as do so-called normal responses and are thus
amenable to alteration through the careful application of learning
and behavior modification principles.
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The Concern That Behavior Therapists Rely on Punitive Measures

Some clinicians think that behavior therapists depend largely
on punishment and that they indiscriminately apply aversive tech-
niques. As a matter of fact, many behavior therapists use few if any
aversive techniques. Competent behavior therapists who do use them
do so selectively and with a strong emphasis on the practical neces-
sity for combining aversive techniques, when they are used, with
positive techniques that are capable of increasing desirable behav-
iors that can compete successfully with problem behaviors.

The Concern That Behavior Therapists Ignore Subjective Experience

Another concern is that behavior therapists deny the existence
of subjective events and thus overlook the patient’'s subjective life
— his feelings and fantasies. This is simply not true, although there
is a marked disinclination among behaviorists to work with such
private responses because of the obvious difficulties they pose in
terms of observation and measurement. However, behavior therapists
agree that private events like fantasies are real events for the indi-
vidual experiencing them. Although they cannot be experienced di-
rectly by an outside observer, such events are subject to indirect
observation and crude measurement.

To the extent that observation and measurement can be intro-
duced, behaviorists are willing and able to work with this class of
response. If responses that are manifested as verbal reports can
be observed direcily or indirectly, behaviorists will endeavor to ad-
dress the issue of feelings. The important thing is that whatever the
label is-— ‘“nervous,” “blue,” “sadistic impulse,” “fusion of ego
boundaries” — the behaviorist attempts to specify concretely and
precisely what responses occur when the label is used.

Behavioral specification sometimes clarifies that what is em-
braced by vague general labels may turn out to refer to familiar well-
studied behavioral phenomena. For example, “motivation” may re-
duce to a particular deprivation state combined with a particular
schedule of reinforcement. Similarly, what is involved when par-
ticular feelings or “emotions” are reported can be objectified by the
measurement of certain autonomic responses and concomitant verbal
self-report responses. For example, the reported pain in tension
headache can be correlated with electromyographic fluctuations
(124). Other reported feelings, like some “impulses,” are detectable
as minute overt responses also through the use of an electromyo-
gram. Other kinds of measuring instruments may be necessary for
other feelings.
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Most behavior therapists do make use of reports of private
events in therapy, especially if such events can be specified clearly.
Furthermore, commonly used behavior therapy techniques are based
on assumptions about the existence of private events for which no
elaborate specification is undertaken. For example, systematic de-
sensitization relies on asking the patient to evoke imaginal scenes
depicting particular, anxiety-eliciting stimuli.

Some clinicians believe that behavior therapists deny that pri-
vate events have any causal role in human behavior. This also is
not accurate, at least not for most behavior therapists. Private events
may control overt responses or other private (mental) events, and
have been demonstrated to do so (125); there are, however, differ-
ences of opinion among behaviorists concerning the importance of
private events in the explanation of behavior. For example, Pavlov
and Hull were interested in private events as potentially measurable
activities of the brain, worthy of research. Skinner, while agreeing
with this view, made a sharp distinction between potentially meas-
urable physiological activities and hypothetical private events. He
regards the latter as mere explanatory fictions.

The Concern that Behavior Therapists Ignore or Deny the Importance
of Relationship

Perhaps in part because of the emphasis on specific empirical
techniques in behavior therapy, there is a widespread belief that a
behavioral approach necessarily denies the importance of the effect
of person and relationship in therapy. Not so. In fact, the precise
specification of personal and nonpersonal components of therapeutic
techniques offers the best avenue toward the further elucidation of
the complex effects of human relationships in the therapeutic proc-
€ss.

Social relationships are among the most important, albeit com-
plex, biological and behavioral phenomena. Some behaviorists have
even stated that the most important stimulus is the person. The
research by Harlow and his colleagues has clearly demonstrated the
profound influence of neonatal social rearing conditions on an indi-
vidual’s subsequent development (126). In addition, recent research
with Pavlovian techniques has coniributed evidence for the fact that
large-scale behavioral responses having measurable physiological
components, regularly and consistently occur during various types
of social interaction (127, 128, 129, 130, 131, 132, 133, 134). Of even
greater interest from a psychotherapeutic point of view is the ob-
servation that both the behavioral and autonomic indices of the usual
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reactions to conditioned fear and pain (produced by pairing a tone
with an electric shock) can be abolished by social stimulation during
these aversive conditions (129, 130, 131). In fact, this is the model
of systematic desensitization: relaxed social interaction during situa-
tions previously conditioned to be aversive.

Several siudies agree that for schizophrenic patients, normally
reinforcing social stimuli appear to function as punishment (135,
136, 137, 138).

The effect of person and relationship cannot be ignored in be-
havior therapy or any therapy. Rather it must be recognized as a
pervasive and profoundly important phenomenon. In dynamic psy-
chotherapy, much effort goes into trying to understand what, early
on in his development, the patient learned and from which persons.
It is good dynamic therapy, good behavior therapy, and good sense
to be alert to the often contrasting effects of particular persons on
a patient’s current life and treatment.

Behavior therapists are concerned with relationship, but gen-
erally are more concerned with explicit details of how the therapist
can use social reinforcement, to alter particular behavior patterns
therapeutically.



THE EFFICACY OF BEHAVIOR THERAPY

In this section, we shall discuss the efficacy of behavior therapy,
and provide an overview of those problems for which the methods
of behavior therapy have been particularly successful — and un-
successful. First, however, we shall consider the overall appropriate-
ness of a behavioral approach to psychiatric problems.

Etiology vs. Efficacy

A common misconception about therapy is that the therapy for
a particular problem must direct itself to the root cause of that
problem. In this view, disorders of biological origin should be treated
with biologically based therapies, while those with psychological
origins should be treated psychotherapeutically.

In fact, there is no necessary relationship between the etiology
of a problem and the nature of the treatment that is effective in
ameliorating it. A disorder with an organic or neurophysiological
etiology may be responsive to a biological therapy, but it may also
be markedly improved by behavior therapy. Similarly, difficulties
that have an environmental origin may be responsive to biolagical
intervention, such as psychopharmologic treatment, as well as to a
behavioral treatment.

Behavior therapy is based on learning principles and thus is
particularly appropriate for treating the learned component of prob-
lems, whatever the etiology. Consider, for example, treatment for
schizophrenia. Everyone is aware that drug treatments have been
useful in the treatment of schizophrenics, but in addition many
studies have shown that schizophrenics’ behavior can become strik-
ingly improved if the patients participate in a behavior therapy pro-
gram (28). Another example is Gilles de la Tourette’s syndrome.
While it is true that this pattern of disordered behavior may have
an organic basis, it has been established that it can be treated either
pharmacologically or behaviorally. The antipsychotic drug, haloperi-
dol, at times is an effective drug in providing symptom relief, but
behavior therapy techniques have also been shown to be effective
in reducing the characteristic multiple tics (139, 140). Another exam-
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ple is alcoholism, which seems to have sociological, psychological
and biological determinants. Several behavior therapy methods seem
to be at least moderately successful in eliminating alcoholics’ drink-
ing (141), or in enabling them to keep their drinking at a moderate
level (87).

Research on the Efficacy of Behavior Therapy

The raison d’étre of any clinical intervention is improvement in
the quality of the patient’s life, in the form of relief from neurotic
suffering, improved personal and family relationships and increased
productivity and pleasure. The ultimate justification of a behavioral
approach is the demonstration that behavioral procedures do indeed
bring about such changes. In particular, it is important to ascertain
whether behavioral procedures bring about such changes more often,
to a greater degree, more quickly or at less cost—with clearly defined
clinical problems-—than do alternative psychotherapeutic procedures.
Many of the published clinical reports describing the success of
behavioral procedures for the treatment of particular disorders are
persuasive. For example, patients with chronic, disabling problems
who have failed to respond to other forms of psychotherapy have
shown well-documented and substantial improvement with behavior-
al procedures. However, such clinical studies alone are not sufficient,
for it is easy to be misled by the reporters’ enthusiasm, or by genu-
ine results mediated by suggestion. Only carefully designed, con-
trolled clinical inquiries can provide sirong data for or against the
efficacy of behavior therapy procedures.

The role of suggestion. Beginning at least as early as 1902 with
the “suggestive therapeutics” of Forel (142), it has been widely ap-
preciated that suggestion must be taken very seriously as one mecha-
nism underlying improvement in any psychotherapy. The much later,
startling demonstrations by Wolf (143) that suggestion plus ipecac
(normally an emetic drug) can inhibit the nausea and vomiting of
hyperemesis gravidarum, and by Rosenthal (144), that experimenter
expectation can drastically influence even precisely measured things
like the comparative learning ability of rats, has merely underscored
the importance of this factor.

While suggestion as a mechanism for improvement with be-
havioral techniques can never be totally excluded, we must remem-
ber that the same is true for all psychotherapy and psychoanalysis.
Moreover, for behavior therapy, there are many valuable studies
using the multiple baseline type of design (see p. 33-34) where some
of the patients’ behaviors are treated while others are not. In a gen-



BEHAVIOR THERAPY IN PSYCHIATRY

eral way, one would expect the effects of suggestion to act on all
the problem behaviors, whereas differential improvement in treated
vs. untreated problem behaviors would seem to reflect the action of
the specific procedures. (This is not an air-tight argument, of course,
because while these studies may eliminate patient expectation, they
do not rule out therapist expectation.) In practice, however, most be-
havior therapists, like psychotherapists, expect, welcome and use
some component of suggestion in their work.

Outcome measures. The emphasis in behavior therapy is on the
patient’s behavior, the specific focus of the intervention being on
modification of the interaction between the patient and the environ-
ment. In line with this conceptual framework, treatment outcome is
measured in terms of changes in the interaction between the patient
and the environment, such as improvement in a desired behavior or
decrease in maladaptive behavior. Ideally, the patient’s behavior
would be observed frequently in his natural environment either by
the therapist or by other persons who would report to the therapist.
This is not always feasible, however, and in such cases the therapist
may use behavioral tests in his office or, if these are not possible,
self-report measures which are sometimes quantified in the form of
rating scales.

Some general comments. When behavior therapy is done prop-
erly evaluation is included as a part of the therapy. Although evalua-
tion of outcome is much more common in behavior therapy than in
other kinds of psychotherapy, the situation needs improvement in
several respects. First, some behavior therapy methods have been
inadequately evaluated. Second, extended follow-ups of patients
have rarely been reported. Follow-up reports are generally short
term, ranging from a few months to a year, This is an important
matter; the goal of behavior therapy is to teach the patient adaptive
behavior that will be maintained by the natural rewards occurring in
his every-day environment. Third, many reports of behavior therapy
do not give broad clinical data about the individual characteristics
of patients treated or about the relevant particulars of their individ-
ual backgrounds.

In evaluating a behavior-therapeutic intervention, the clinical re-
searcher can compare it with some kind of no-treatment control plan
or with an alternative therapeutic approach. There are a num-
ber of variants of these two basic evaluative strategies. Two evalua-
tion designs commonly used by behavior therapy researchers will be
described here. First, the various treatments being evaluated can be
compared within an individual case. This sort of individual subject
design will be illustrated by studies of the use of reinforcement pro-
cedures to shape and maintain self-help and social behavior in
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chronic psychotic patients. Second, behavior therapy can be com-
pared with other treatments by means of a comparison between an
experimental group and control group in which patients are randomly
assigned to the treatment groups. This type of design will be illus-
trated by a study evaluating systematic desensitization therapy.,

Individual subject design. This research strategy is in the tradi-
tion of the physiological research of Claude Bernard and Pavlov.
It is an especially powerful design for identifying the variables in the
total treatment package that are crucial for modifying specific mal-
adaptive behavior. With this procedure, each patient in the study is
an experiment himself because he is exposed to each type of treat-
ment or control procedure,

In one sort of individual subject evaluation, the behavior of the
person receiving the treatment is measured repeatedly — prior to the
intervention, during the time that the intervention is in effect, during
a subsequent period of time while the intervention is briefly termi-
nated and then again under the influence of the therapeutic interven-
tion. The rationale behind this design is that if the patient’s behavior
improves during the periods when the therapy is being administered
and is worse during the initial period and any other time that he is
not receiving therapy, the therapeutic intervention is presumed to be
responsible for the change. In effect, the patient is his own no-treat-
ment control. In another version of this design, some form of pseudo-
therapy is used as the standard of comparison, rather than no treat-
ment at all,

This type of evaluative strategy is well illustrated in a series of
pioneering studies by Ayllon and Azrin (28). In their experiments,
the behavior of a psychotic patient is first measured by a reliable
method. The behavior might be dressing appropriately in the morn-
ing, getting to the dining room on time or working on an off-ward
job. After the researchers have determined the extent to which the
patient engages in the desired behavior, some sort of reinforcement,
such as cigarettes, praise, or access fo a valued activity is offered
immediately following small improvements in behavior. This is
called contingent reinforcement. Once the behavior has been appro-
priately modified, the reinforcers are either temporarily stopped or
else made non-contingent, i.e., given whether or not the desired be-
havior is exhibited. Typically, the new pro-social behavior will
deteriorate at this point—a fact suggesting that the temporal relation-
ship between behavior and reinforcement is crucial for its main-
tenance. The final confirmation of efficacy is to reinstate the lapsed
behavior by reinstating the contingency between the behavior and
the reinforcer.
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Another example of this procedure is given in a study (145) in
which the goal was to have socially withdrawn psychotic patients
give a normal social greeting to all persons they met. This is one
step in teaching the behavioral components of socialization. Through-
out the study, the patients were repeatedly greeted by various per-
sons, and each patient’s reactions were noted. Initially, the patients
responded to none of the greetings. In a series of gradually changing
therapeutic conditions, the patients were first given cigarettes every
time they greeted a therapist and then gradually the reinforcers were
extended to interactions with additional persons. As the experiment
progressed, the cigarettes were given less and less consistently, with
the result that the behavior came more and more to be supported by
its natural social consequences. By the end of the fraining, each of
the three patients was observed to greet all those he met, even
strangers, although cigarettes were no longer offered. This type of
research design is like the Claude Bernard model in which the same
procedures are used with several patients. In this case, the three
patients given this sequence of experimental treatments responded
similarly; that is, the experiment was replicated three times.

Because of the controls used with each of the subjects, the re-
searchers were able to show that it was the association between the
greetings and the cigarettes that caused the improvement in each of
the patients, rather than the passage of time, the attention received
from the persons who greeted the patients, the personality of any
of the therapists involved or the experience of meeting new people.

Using individual subject evaluation designs, many researchers
(29, 1486, 147) have shown that improvements in a great variety of
self-help and pro-social behaviors can be generated and maintained
by reinforcement therapy in psychotic, neurotic and mentally re-
tarded patients.

Multiple-baseline design. Another individual subject evaluation
design which is coming to be used more frequently for evaluating the
effectiveness of a therapeutic program is the multiple-baseline design
(148). In this strategy, several of the patient’s problem behaviors are
measured initially, instead of just one. The therapeutic intervention
is then introduced for one of the behaviors, at the same time as all
the behaviors are measured. If the intervention produces improve-
ment in the target behavior but not in the others, it can be argued
that there is something about the specific relation between the target
behavior and the environmental modification that has produced the
improvement—presumably because the other behaviors would have
been equally subject to non-specific effects such as the passage of
time, other aspects of the patient’s life and the relationship with the
therapist. The treatment procedure is then applied successively to
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each of the behaviors being measured; evaluation of the intervention
is inherent in each such application. A multiple baseline design was
recently applied in the sequential removal of four discrete phobias
by systematic desensitization therapy (149).

Experimental group/control group design. This research strategy
has proved useful in establishing the efficacy of psychopharmaco-
logic agents. In this sort of comparative evaluation, one group of
patients receives some sort of behavior therapy, while another group
receives one of the traditional forms of treatment. This design is ad-
dressed to the important questions of relative therapeutic efficacy
and cost-effectiveness. By comparing the results obtained with stand-
ard procedures and with behavior therapy, researchers can begin to
draw conclusions about whether the costs of introducing new proce-
dures — including staff training, changes in supervision and record-
keeping and so on — will be balanced by significant improvement in
patient functioning.

This type of design is well illustrated in a study evaluating the
treatment of phobic disorders with systematic desensitization {150).
A description of systematic desensitization has already been given
on pp. 8-11. Here we will be concerned only with research on its
efficacy.

In a study by Paul (150), which is perhaps the best controlled
clinical trial of desensitization therapy, subjects were college stu-
dents who reported severe anxiety in public speaking situations. Each
was concerned about his problem because of an institutional require-
ment that all undergraduates take a public speaking course. Each
subject was randomly assigned to one of four groups after a detailed
assessment that included objective evaluations of performance in a
public speaking situation. One group received systematic desensitiza-
tion therapy, a second received insight-oriented psychotherapy, the
third received the same number of sessions of an “attention-placebo”
procedure to control for nonspecific therapeutic aspects of the treat-
ment situation and the fourth group received no treatment and
therefore constituted a waiting list control. Finally, another control
group was formed whose members were not contacted individually
for assessment of their public-speaking anxiety. These subjects had
reported intense anxiety in public speaking situations, however, and
could be compared with the waiting list controls for the possible
effects of the preliminary assessment procedures. In the placebo
therapy sessions, the subjects met with an interested therapist, but
care was taken to avoid discussion of personal problems and any
other interaction that might contain active ingredients of the treat-
ments being evaluated. The five therapists used in the study had
extensive experience in insight-oriented psychotherapy, and were
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given detailed training in the systematic desensitization and atten-
tion-placebo procedures. Each therapist treated three subjects in each
of the three treatment groups; subjects were randomly assigned to
therapists.

On the basis of self-report, physiological and behavioral criteria,
the subjects treated by systematic desensitization were found to ex-
perience the greatest reduction in public speaking anxiety in a real-
istic test situation. The insight-oriented psychotherapy subjects and
those treated by the attention-placebo procedure were next best, and
both these groups did better than the waiting list and no-contact
controls. The latter two did about the same. The greater efficacy of
the desensitization procedure was still apparent in a two-year follow-
up assessment, and there was no evidence of symptom substitution
(151).

Many other investigators have conducted similar controlled
clinical trials with subjects bothered by small animal phobias and
examination anxiety (62). These studies generally atiest to the ef-
ficacy of systematic desensitization. One significant factor to be re-
membered in integrating these analogue studies, however, is that the
subjects had volunteered for an experiment, rather than having
sought professional help for a disabling problem (64). Nevertheless,
this research contributes data affirming the power of systematic
desensitization for the removal of maladaptive anxiety.

In another clinical evaluation of systematic desensitization (152),
outpatients with classical phobias were treated by systematic de-
sensitization, individual psychotherapy or group psychotherapy. The
groups were well matched on clinical and other variables; treatment
was conducted once weekly for about a year. Phobic symptoms im-
proved most rapidly with desensitization. At the end of treatment
and at follow-up one year later, more of the patients treated by
desensitization were improved than by either of the other procedures.
Although the ratings of social adjustment were less sensitive and
reliable than the ratings of phobic symptoms, patients treated by
desensitization also showed more improvement in work and leisure
adjustment. The assessment procedures were designed to reveal any
evidence of symptom substitution, but none was found. Later, the
patients who had failed to respond adequately to the group psycho-
therapy procedure were treated with desensitization (153). Phobias in
these patients improved a great deal more in four months of desensi-
tization than they had in the previous two years.

Conclusions. We have given just a few examples from a growing
body of evaluative research on the procedures of behavior therapy.
To summarize the literature as a whole, we conclude that individual
subject designs have demonstrated that therapies based on reinforce-

35



Task Force Report 5

ment principles do produce more improvements than no treatment
at all; these improvements cannot be explained merely in terms of
the effects of having a relationship with the therapist. Review of the
numerous studies of desensitization suggests that this procedure
produces measurable benefits for patients across a wide range of
problems (62).

Much less is known about the efficacy of behavior therapy in
comparison with other standard treatments. The evaluative research
available suggests, however, that systematic desensitization is a more
effective and efficient way to treat most phobias than re-educative
interpretive psychotherapy, and that token economies and milieu
therapy are about equally effective for hospitalized patients.

Many studies using the experimental group/control group com-
parison design have been undertaken only recently, and much addi-
tional information on the efficacy and cost-effectiveness of behavior
therapy should be available within the next few years.

Efficacy of Behavior Therapy for Different Problems

Behavior therapy has been highly effective with phobic re-
actions, anxiety reactions (62), enuresis (115), stuttering (154) and
tics associated with Gilles de la Toureite’s syndrome (139, 140). For
example, from a review of eighty-five reports of the application of
systematic desensitization to nearly a thousand different patients, it
was concluded that desensitization could be counted on to produce
measurable benefits across a range of distressing problems in which
anxiety was a primary concern (62).

Problems that have shown some improvement when treated by
behavior therapy procedures include obsessive-compulsive behavior,
hysteria, encopresis, psychological impotence, homosexuality, fet-
ishes, frigidity, transvestism, exhibitionism, gambling, obesity, ano-
rexia, insomnia and nightmares. Also quite responsive to reinforce-
ment therapy are the relatively normal behavioral problems of chil-
dren such as temper tantrums, head bumping, thumb sucking, refusal
to eat and excessive scratching. Promising demonstrations and indi-
vidual studies have been undertaken with respect to such problems
in the home as excessive verbal demands, rebellious behavior and
sibling rivalry and, outside of the home, isolate behavior, elective
mutism, hyperactivity and difficulties in social interaction with peers.

Token reinforcement systems have been shown to be effective
in modifying classroom behavior problems such as classroom dis-
ruption, failure to study and low academic achievement (73). Chronic
mental patients have learned a wide variety of appropriate social
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behaviors after the introduction of a token economy (71). Studies
have shown that careful implementation of behavioral techniques
can produce improvements in the verbal and non-verbal behavior of
psychotic and schizophrenic children (155).

Behavioral treatments have been somewhat less successful with
alcoholism and smoking, but procedures recently developed seem
superior to those used in the past, and future clinical evaluations
may be more successful. Finally, behavioral treatment of tics, other
than those associated with Gilles de la Tourette’s syndrome, has
been somewhat disappointing, although there have been occasional
successes.

Behavior therapy procedures require that the problem behavior
can be clearly specified. That is, the therapist needs to be able to
develop an objective definition of the response that is to be removed
or taught to the patient. Thus certain kinds of problems treated by
dynamic psychotherapy are simply not appropriate candidates for
behavior therapy. In particular, the patient who comes because of
an existential crisis — ““Who am I? Where am I going?” — is not an
appropriate candidate for behavior therapy. This quasi-philosophi-
cal problem does not lend itself to an approach that deals with
specific identifiable behavior in particular environmental contexts.
It is possible, however, that a patient who describes his problem in
this way actually has some specific behavioral deficits that may
underlie his existential difficulties or occur alongside them. A careful
behavioral analysis of the patient’s difficulties should reveal whether
this is the case.
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RELATIONSHIP TO DYNAMIC
PSYCHIATRY

There is general agreement that psychiatry has benefited and will
benefit further from incorporating concepis and techniques derived
from the behavioral tradition. Among behaviorists — including even
some of the members of this Task Force — there is much less agree-
ment that behavior therapists have a great deal to learn from dy-
namic psychiatrists.

Some of us on this Task Force, however, especially those with
training and experience in both the dynamic and the behavioral tra-
dition, feel strongly that there is much value in the accumulated
clinical experience and skills of psychiatrists whose training and
work has been in the clinical, dynamic tradition. There are many
genuine points of contact between dynamic psychotherapy and be-
havior therapy that we hope will continue to be explored produc-
tively by psychotherapists and behavior therapists. We hope espe-
cially that the number of people with solid backgrounds and interests
in both traditions will increase. We see this as the best avenue to-
ward meaningful integration and cross-fertilization of the two ap-
proaches. In a later section of this report, we will present some
educational proposals to facilitate reaching that goal, while in this
section we will discuss some areas within psychiatry where there
is an overlapping of interest and experience.

Psychotherapy: Inherent Processes of Operant Conditioning

In 1955, Greenspoon (156} published an important paper on
verbal conditioning in which he suggested that the patient’s verbal
behavior in therapy was controlled by reinforcement from the thera-
pist in the form of his nodding or saying “mmm-hmm.” Ever since,
there has been a growing awareness that reinforcement operates in
all psychotherapy. Jerome Frank (157) expanded people’s awareness
of the behavioral conditioning implicit in all psychotherapies when
he called attention to the techniques and results of brain-washing,
primitive and modern. His review supported the idea that people
tend to change their attitudes to conform to what they have been
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conditioned repeatedly to say. In this way, verbal conditioning can
be a mediator for attitude change and possibly for correlated be-
havior change as well. Another aspect of psychotherapy that can be
looked at from a learning point of view is that in traditional therapy
unpleasant autonomic responses are elicited in the patient and then
not punished (158). Franz Alexander, for example, spoke of the
“corrective emotional experience” that the patient has with a thera-
pist who, unlike significant others in the patient’s past, does not
punish sexual and aggressive feelings. These two examples suggest
that reinforcement principles studied by experimental psychologists
specializing in operant conditioning are of very great importance in
all psychotherapy.

Group Therapy and Family Therapy: In Vivo Behavioral Shaping

Group therapy, with its in vivo display of habitual maladaptive
social behaviors, is an ideal medium in which to use therapist-
mediated social reinforcemeént as an agent for behavioral change
(103, 118). In group therapy and family therapy (100, 159), the thera-
pist has the enormous practical advantage of seeing maladaptive
behavioral patterns unfold and develop in vivo. As a result, he can
shift his strategy from relatively weak techniques of attitude change
through verbal conditioning, and of “corrective” extinction of emo-
tional experiences, to a much more rapid and powerful method, and
one which is especially appropriate for patients whose primary prob-
lems center around their relationships with others. Many patients
have problems that involve habitual, subtle, maladaptive interper-
sonal behaviors. Bringing them into a group or family setting where
they actually experience problems with other people can be extraor-
dinarily important and catalytic both diagnostically in terms of what
the patients’ actual maladaptive behaviors are and therapeutically,
because these settings allow for the direct behavioral shaping of
alternative modes of behavior.

Some therapists will prefer to emphasize the objective behav-
ioral procedures used in such settings, stressing the use of contingent
social reinforcement for increasingly appropriate behavior and other
related behavioral intervention methods. Others will prefer to con-
ceptualize the therapy in dual terms, feeling that training and ex-
perience in both dynamic psychiatry and behavior therapy are useful
here. In this view, the therapist can be more effective if he can
understand and work with the phenomena of unconscious motiva-
tion, and if he also is skilled in behavioral techniques.
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Sex Therapy: The Interface with Couples Therapy

The treatment of sexual problems is an area where behavior
therapy has performed well and it seems to hold much promise for
further development. Examples include work with impotent men
(160), frigid women (161) and homosexual men (162, 163}). The well
known work of Masters and Johnson (164) is basically a behavioral
approach, although its inventors derived their treatment method from
common sense and their detailed knowledge of sexual physiology,
rather than from learning principles or an experimental evaluation.
The end goal of healthy sexual adjustment involves an adaptation to
the needs and feelings of another person, which suggests that couples
therapists of long experience with married and unmarried couples
and behavior therapists working with sexual problems may have a
great deal to learn from each other.

Toward a More Scientific Psychiatry

Another area where psychoanalytically trained clinicians and
behavior therapists may have something to learn from each other is
in the general attempt to make the practice of psychiatry more
scientific. The behaviorists, looking precisely with well developed
scientific methods at defined segments of behavior that are part of
clinical practice, can add much rigor to the dynamic therapists’ un-
derstanding of what patients are complaining about and the mecha-
nisms of improvement or behavior change. On the other hand, some
analysts may already be actively and effectively interested in im-
portant, unlearned determinants of human behavior, such as genetics
and biochemistry, and in non-experimental but basic disciplines like
anthropology and ethology. Their knowledge of these fields could
contribute much to the behavior therapist’s approach inasmuch as
behaviorists tend to concentrate only on learned behavior and often
neglect the cultural context of the behavior.

De Facto Integration

Considerable de facto integration of behavioral and psycho-
analytic ideas already exists. In their insistence on conflictual areas
being faced and “worked through” in a progressive way, psycho-
dynamic therapists, including Freud, typically approach the phobic
patient in a manner reminiscent of the approach of systematic de-
sensitization. Recent reports (109) suggest that in vivo desensitization
is almost always considerably superior to imaginal desensitization,
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again underscoring the need for patients to “work through” their
phobic behavior in the real life situation. Various techniques and
gimmicks have been used by both behavior therapists and psycho-
analytic therapists to encourage patients to make a gradual approach
to the phobic situation.

While we have mentioned a few examples of compatibility and
partial integration beiween behavior therapy and dynamic psychi-
atry, these are not meant to deny or smooth over very real and sub-
stantial differences in emphasis, concept and procedure. Rather, we
hope to underscore the feeling of some members of the Task Force
that the analyst and behaviorist have much to say to each other.
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PREVENTION

It is unlikely that the ranks of mental health professionals will ever
be sufficient to meet the challenge of the increasing numbers of
emotionally disturbed persons. Many professionals have come to
feel that the only practical solution to this growing problem is to
focus on the prevention of emotional disturbance and behavior dis-
orders, and on the training of paraprofessionals. The techniques of
behavior therapy have been applied successfully in a variety of pre-
ventive mental health settings and can be readily used by parapro-
fessionals as well, so behavior therapy is particularly suited to a
preventive approach to mental health (165).

Prevention. The prevention of emotional disturbance can occur
at several levels. First, prevention programs can help individuals
acquire sufficient skill to cope with everyday living and to avoid
developing mental health problems. Second, prevention programs can
prepare individuals for periods of undue stress, especially during
critical periods in their lives. Third, these programs can also train
chronically handicapped persons, including former patients, in the
skills necessary to remain and function in the community. Behavior
therapy methods can be effective at each of these levels of preven-
tion. Preventive mental health approaches have tended to center on
the normal life crises, especially the critical developmental points.
These approaches can be directed toward parents, teachers and
others involved in child care and family servige.

Parent effectiveness training or training for parenthood can
make use of learning principles and behavior therapy in a number
of ways. Training manuals in child management (166, 167, 168) pro-
vide efficient and effective guides for parents in the day-to-day man-
agement of their developing child. These manuals describe basic
principles of learning and behavior analysis as applied to child man-
agement, give examples of a variety of “problems” in parent-child
interaction and suggest non-punitive approaches to child manage-
ment that are easily adapted to other family situations. Parent effec-
tiveness seminars, discussion groups and courses offer further pre-
ventive mental health opporiunities. These seminars, often led by
both pediatricians and child mental health professionals, may be
conducted in community settings for expectant as well as new paz-
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ents. Such seminars deal with normal and abnormal aspects of the
child’'s physical, emotional and cognitive development, focus on
childhood and parental developmental tasks, and teach those re-
sponsible for children to use behavioral principles in deriving guide-
lines for the management of these tasks, as well as for the avoidance
or management of potential problems at various stages of develop-
ment. Finally, these discussion groups provide a setting for ongoing
consultation with parents in regard to their questions and concerns
about their own and their children’s development.

Another major preventive mental health approach focuses on
the professionals who provide child care and family service. These
include teachers, counselors, social workers, child care workers, and
probation officers. Child and family development are essential topics
in the training of these professionals. In addition, training manuals
that explain learning principles and provide behavioral guidelines
for child management (169, 170) have proved helpful. Ongoing be-
havioral consultation with teachers and others involved in child care
has provided the opportunity to prevent or reduce problems in child
management in their natural settings. Behavioral consultation with
pre-school teachers (32} and elementary and high school teachers
(171) has reduced or eliminated problem behaviors such as age-
inappropriate crawling, crying, isolation, hyperactivity, disruptions
and inattention. Programs with delinquent youths have also utilized
this type of consultation (172) with some success. With appropriate
training and ongoing consultation for parents and child care profes-
sionals, preventive mental health programs may be developed for
wide segments of our population,

Agents of therapeutic change. The possibility of training per-
sons who do not have backgrounds in psychology or psychiatry also
holds great promise for dealing with emotional disturbances at pre-
ventive levels. The training of community counselors in behavior
modification methods and the training of high school and college
students and others in behavioral techniques provide the opportunity
for increased manpower to prevent or reduce the extent of emotional
disturbance. In their preventive mental health activities, trained
paraprofessionals would be involved with their peers — other stu-
dents, community residents and so on, i.e., persons with whom they
have common bonds. They would provide ongoing consultation with
families, community associations, student groups and others in this
work. Among the sorts of persons who have been used as thera-
pists in behavioral treatment programs are psychiatric nurses (173),
teachers and pupils (174), parents (175), other adults (176), high
school students and ghetto residents (177). The literature suggests
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that such persons, with a minimum of training and guidance, can be
highly effective in carrying out behavior therapy programs. Regular
supervision and consultation with mental health professionals
trained in behavior therapy are extremely important, of course, and
must be an integral part of any paraprofessional mental health
program.



ABUSES AND CONCERNS

Behavior therapy shares with all other therapies the possibility of
being used improperly. In this section, we discuss some abuses of
behavior therapy and suggest some ways that these abuses could be
avoided.

Inadequate Training in Basic Science

Calling a treatment program ‘“behavioral,” or labeling a care
management system ‘“a token economy” does not make it so if basic
behavioral science fundamentals have been neglected. This is espe-
cially a hazard in a field like behavior therapy because to the person
with little or no training it all seems so deceptively simple: “It’s just
a matter of reward and punishment, right?” Some published reports
describe abysmally designed treatment programs; many worse ex-
amples never appear in the archival literature.

Partially trained and partially educated individuals are special-
ists in techniques only. Too often their inadequate training results in
their using only a single treatment technique and thus misusing it
(98). Persons with limited training should be supervised by compre-
hensively trained therapists who decide on the kind of treatment,
the duration of treatment and when it should be applied, only after
considering the possible consequences for the patient, his family and
his associates.

Insufficient Supervised Clinical Experience

Many of the clinical vignettes cited as criticism of behavior
therapy seem to have resulted from the therapist’s having had an
inadequate amount of supervised clinical experience. Once a newly
trained behavior therapist has learned a given behavioral method,
he might be tempted to apply that procedure to all cases he en-
counters, perhaps because the methods seem to be easy to learn and
to apply. As in the previous example, this may lead to overuse and
hence abuse of a single treatment technique.
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Many behavior therapists feel that extensive clinical supervision
is necessary to ensure not only that the novice acquires an array of
behavior therapy methods, but also that he gains an appreciation of
other factors that are important for therapeutic activity. These
factors — support, guidance, advice, encouragement, reassurance,
and clarification — while difficult to define and hard to conceptualize
in ways productive of objective data, are still important aspects of
the therapeutic process.

The Latent Function of Social Control

Behavior therapy approaches have been misused in some in-
stances when the focus was on changing the individual, instead of
the oppressive sociopolitical or environmental realities (178). This
has generally occurred in correctional institutions, schools and men-
tal hospitals, but can occur in any situation. Therapists must be on
guard against requests for treatment that take the form “make him
‘behave,’ ” in which the intention of the request is to make the person
conform. This risk does seem greater with behavior therapy than
with psychotherapeutic approaches, because it is possible to objec-
tify behavior therapy to such an extent that some behavioral tech-
nicians can lose sight of the importance of responding empathically
to another human being and respecting his rights. One safeguard
against this is to obtain the patient’s informed agreement about the
goals and methods of the therapy program whenever possible.

The Ethical Problem of Coercive Manipulation

Despite the extensive discussions of ethical issues by public and
professional groups, there does not seem to be a real ethical problem
for skillful clinicians who practice behavior therapy. Therapy with-
out manipulation is a mirage that disappears on close scrutiny (118).
The competent therapist is usually aware of his capacity to influence
the patient and works together with him to achieve the goal of a
better level of functioning.

The Non-Therapeutic Use of Punishment: Rationalizing Sadistic
Behavior

Behavioral regimens may be used to punish patients vindic-
tively, with the excuse that the punishment is part of a planned
therapeutic program. This rationalization of possibly sadistic be-
havior may be a particular hazard with patient groups that arouse
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intense feelings of anger, disgust or scorn in some therapists — e.g.,
groups like heroin addicts, deteriorated alcoholics, and certain sexu-
ally deviant patients.

This serious abuse can be controlled in several ways: first, aver-
sive methods should be carried out under the surveillance of the
therapist’s clinical peers and colleagues; second, aversive methods
especially should be used only with the patient’s informed consent;
third, the therapist should abandon any method, especially any aver-
sive method, for which objective data fail to show that it significantly
helps patients; fourth, the behavioral therapist should understand
himself and his covert emotional needs. If the therapist is aware of
precisely what reinforces his own behavior, he can avoid exploitation
in his work with patients.

Concerns About Specific Techniques

In this section, we mention as examples a few techniques that
one frequently hears criticized in discussions about behavior therapy.
Some of the concerns expressed are equally applicable to other be-
havioral techniques.

Covert sensitization. The purpose of this procedure is to build
up an avoidance response to the stimulus associated with a problem
behavior like excessive drinking, over-eating or homosexuality. The
patient first imagines the stimulus, and then follows it in his imag-
ination with the thought of an unpleasant event. Patients are reported
to manifest no urge or temptation for the formerly desirable stimulus
after this sort of therapy. The critical problem with this procedure
is that while it appears to have some basis in principles of learning,
few if any studies have been published so far that have critically
evaluated the method {179). Despite the lack of scientific evaluation,
it seems that this technique, apparently because of its simplicity,
is becoming widely used. Scientifically, however, the technique is on
shaky ground because nothing in it is subject to direct observation
and measurement.

Flooding. In flooding, the patient is exposed to vivid representa-
tions of the stimuli that elicit his fear, or to the actual stimuli, in
circumstances in which he cannot avoid the stimuli. This technique
has a potential for harm, because if the patient quits the therapy,
his escape from the threatening situation serves to increase his
anxiety level when he encounters the stimuli again. This pitfall can
generally be avoided through the therapist’s providing social support
in the form of the presence of other unfeared persons, by asking the
patient to engage actively in competing behavior, or by explaining
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this hazard ahead of time to the patient, so as to obtain his advance
permission for the therapy situation to be structured so that he will
not be able to leave the flooding stimuli prematurely and with self-
destructive effects. Some clinical studies have supported the value
of flooding techniques (109}, but this procedure has so far been stud-
ied with much less thoroughness than systematic desensitization.

Implosive therapy. The only difference between flooding and
implosive therapy is that in the latter, the stimuli are chosen for
presentation in therapy on the basis of psychoanalytic theory; cues
are used from those dynamic areas thought to be the basic problem
of the patient (180). Thus, this method of therapy is a combination
of psychoanalytic theory and procedures derived from experimental
psychology research. One concern is that the method appears to
accept the traumatic event as being of primary importance, despite
evidence that a single traumatic event is seldom found, except in the
case of war or accident neuroses. Another concern, of course, is the
absence of controlled clinical evaluations of this procedure. Most
important, however, is the danger that this procedure, perhaps even
more than flooding, may put certain patients at risk.



RESEARCH NEEDS

The future of a new direction in a clinical discipline depends ulti-
mately on research: laboratory research that provides the basis for
new clinical procedures and clinical research that determine the
efficacy and cost-effectiveness of new preventive and therapeutic
programs.

Behavior therapy, a new approach in psychiatry, enjoys a special
relationship to research for several reasons. First, behavior therapy
developed largely from experimental psychology (see pp. 2-5). It is
this basis in experimental behavioral science that chiefly distinguishes
behavior therapy from alternative clinical approaches to the under-
standing and treatment of psychiatric disorders. Second, the meth-
odology of behavior therapy requires the clinician to describe the
psychotherapeutic enterprise in as explicit, objective and quantitative
terms as possible. This applies to his identification of the patient’s
dysfunction, its relation to other observable events, the goals of treat-
ment, the treatment procedures themselves, and finally, the assess-
ment of the effects of the whole intervention. A clinical approach
conducted by these rules of procedure lends itself especially well to
controlled clinical studies. Third, the treatment of the individual
patient often proceeds as a controlled clinical experiment with a
single subject. Behavioral analysis consists in part in the manipula-
tion of environmental and behavioral variables thought to be func-
tionally related to the patient’s difficulties (see pp. 7-8). If the pa-
tient fails {o respond favorably, more clinical data are obtained, the
behavioral analysis is continued and new or modified clinical hy-
potheses are tested in the behavioral treatment.

Research accomplishments, areas of current interest, and re-
search needs are mentioned directly or indirectly in nearly every
other section of this report. Here, we will simply indicate the scope
of research in behavior therapy and describe some areas of special
promise.

Laboratory research, Basic research in the behavioral laboratory
adds to our knowledge of the environmental determinants of be-
havior and their relationship to intra-organismic events and, in turn,
to our knowledge of the origin and course of some behavioral dis-
turbances. Research in this category includes animal experimental
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paradigms of some human psychopathological states, such as animal
models of phobic states (181), depression (182) and addiction to
opiates (183).

Research on the experimental analysis of psychopathological
states in human subjects uses the principles of learning and the
methods of experimental psychology to find the environmental vari-
ables that maintain particular disordered behaviors. Some of the
classical psychoneuroses have been subjected to this kind of analy-
sis (184, 185, 1886).

Behavioral engineering research. Another current research area
is the development of instruments that would facilitate the learn-
ing of more adaptive behavioral patterns. Devices have been devel-
oped to aid patients in gaining control over specific behavioral prob-
lems such as cigarette smoking (187), stuttering (110) and other
speech disorders, and interpersonal difficulties such as faulty com-
munication practices in troubled marriages (188}. Some of the de-
vices that have been developed can be worn inconspicuously by the
person in natural settings, This approach to the modification of prob-
lem behaviors has several obvious advantages, among them the
potentiality for continuous application of the treatment, economical
dissemination of behavior modification procedures and uniformity
of consequences. Most important of all, perhaps, is that the use of
portable instruments helps the patient develop self-control; that is,
it is he who decides whether the apparatus is to be used.

Research on use of drugs. A much neglected but very promising
research area involves the use of pharmacologic agents to increase
the efficacy of behavioral procedures (189). Much is being learned
about the way specific drugs affect specific behavioral processes.
This suggests a beneficial marriage of behavioral pharmacology and
behavior therapy. The potential of this area has already been dem-
onstrated by a few applications — the use of intravenous barbitu-
rates to facilitate systematic desensitization therapy (190), for ex-
ample,

Biofeedback research. An exciting new area of research con-
cerns the use of biofeedback techniques to alter physiological func-
tions for therapeutic purposes. In this work, subjects are given in-
formative feedback about the state of one of their physiological re-
sponse systems, and are reinforced for changing the level of re-
sponse of that system in the direction requested. Research in this
area is only just beginning to be extended to clinical problems, but
it has obvious important implications for psychosomatic medicine.
Preliminary clinical studies show the promise of these techniques for
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the treaiment of, among other things, early labile essential hyper-
tension (191), Reynaud’s disease (192), cardiac arrhythmias (193],
and tension and migraine headaches (124, 194, 195)

Research on comparative efficacy. The research area of highest
priority is the controlled clinical comparison of behavioral proce-
dures with alternative (nonbehavioral) treatment methods for spe-
cific psychiatric disorders. As described elsewhere in this report, a
few such studies have been conducted, such as those comparing
systematic desensitization with more traditional psychiatric ap-
proaches for the treatment of phobia-like disorders. Analogous stud-
ies are needed across a wide range of behavioral interventions.
Several such studies have been undertaken only very recently.
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TRAINING RECOMMENDATIONS

The incorporation of new and controversial materials into the cur-
ricula of medical schools and residency training programs inevitably
lags behind their development on the research front. This is certainly
the case with behavior therapy. We will first consider the present
status of trajning in behavior therapy outside of psychiatry, then
assess its status in psychiatric training programs and finally consider
what recommendations might be made for teaching a behavioral ap-
proach in psychiatric settings.

Status of behavior therapy training in psychology. The be-
havioral approach is rapidly gaining interest and attention in the psy-
chology departments of colleges and universities. A recent survey
{(196) found that 84% of a random sample of schools offering doctoral
level training in psychology have courses in behavior modification.
Post-doctoral training in behavior therapy is also available at several
universities. Only 19% of undergraduate colleges offer a course in
behavior modification, but it is likely that a high percentage of the
colleges without a specific course in behavior therapy include some
of this material in courses of general psychology or abnormal psy-
chology. For the most part, the aim of undergraduate colleges is not
professional training but liberal education.

Status of behavior therapy training in medical schools. Didactic
material in behavior principles and training in behavior therapy is
seemingly only arbitrarily incorporated into medical education at the
pre-medical, medical school and residency levels. Since most medical
schools have no requirement in these areas, medical students may
or may not have had exposure to learning principles and behavior
therapy in college courses in psychology and the social sciences. We
believe that a course in psychology with special attention to the ex-
perimental analysis of behavior should be recommended in pre-
medical curricula. Just as pre-medical basic science courses are
requisite to an understanding of a patient’s physical problems, knowl-
edge of learning principles would add immeasurably to an under-
standing of emotional difficulties.

There is a critical problem in terms of the availability of medical
school faculty with interest, knowledge and experience in behavioral
science. Because it is still true that few psychiatrists have strong
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backgrounds in a behavioral approach, it often happens that medical
students have more of a background in the experimental analysis of
behavior than their clinical instructors in psychiatry.

Many medical students know that this is an important and de-
veloping area but find few courses in behavior therapy and learning
principles in the medical school curriculum. A recent survey (197)
showed that while 86% of American medical schools offer some
material on these topics during the four-year curriculum, in many
instances only a token amount is offered. Thus the median duration
of required course material on behavior therapy is three hours. The
median duration of elective course material, presumably taken by a
small fraction of students, is twenty hours. In spite of this lack of
behavioral training in medical school curricula, however, questions
on behavior theory and technique often appear on state and national
board examinations and on psychiatry board examinations.

Status of behavior therapy training in psychiatry. The opportu-
nity for psychiatric residents to learn behavioral procedures varies
with the particular program, but is generally meager. A survey (197)
of eighty randomly selected programs in the United States indicated
that 11% offer no material of any kind in behavior therapy. For
those who do offer some didactic material on a behavioral approach,
the median duration of this exposure is only ten hours. Only a few
programs (11%) have a required behavior therapy practicum, includ-
ing demonstrations of behavioral procedures and clinical clerkships;
these have a median duration of two months. We feel there should
be more opportunity for training in behavior therapy than now
exists.

Recommendations for training programs in psychiatric settings.
The setting for the teaching of behavior therapy is an important con-
sideration. Departments of psychology and psychiatry have an op-
portunity to combine their individual talents for the benefit of the
trainee in behavior therapy. The experimental analysis of behavior
has historically been the province of departments of psychology,
while clinical treatment and availability of patients is usually asso-
ciated with departments of psychiatry. We agree with Poser (198)
that behavior therapy is best taught where there is an active behavior
therapy service.

A ftraining program in behavioral psychiatry should, therefore,
combine access to a clinical setting—1i.e., an active behavior ther-
apy service, and access to a research laboratory whose emphasis is
experimental studies of learning.

The kind of training is also important. Because the behavioral
analysis or assessment is crucial for competent behavior therapy,
training in behavior therapy at both the medical school and resi-
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dency levels should emphasize basic principles of learning and their
application to a behavioral analysis and the design of a treatment
plan. Some training and supervised experience in the conduct of a
variety of behavioral procedures is also desirable, especially at the
residency level.

The specific course content and method of instruction for medi-
cal school and residency training in behavior therapy will necessarily
reflect the interests, experience and perhaps prejudices of those re-
sponsible for the task. Descriptions of courses for first-year medical
students (199) and for psychiatric residents (200), have recently
become available, and do indeed reflect a variety of approaches.

As the efficacy of a behavioral approach has become better
established, the demand by practicing psychiatrists for instruction
in the theory and practice of behavior therapy has grown. At present
there are only a few behavior therapy workshops and continuing
education courses available (201).

One of the things now needed most in medical education is a
much broader, deeper and earlier emphasis on basic behavioral
science fundamentals, and many more well rounded experienced
clinicians and teachers who are able to use a behavioral approach
and behavioral techniques as a part of their practice.



BASIC CONCEPTS AND PRINCIPLES

The basic vocabulary and conceptual framework of behavior therapy
reflects the strong empirical and theoretical influence of experi-
mental psychology. The principles and procedures of behavior
therapy result from both conditioned reflex (Pavlovian) research and
operant conditioning (Skinnerian) research on learning. The material
in this technical section emphasizes operant concepts and principles
because we believe the reader is likely to be less conversant with
these than with Pavlovian concepts.

The Basic Elements: Stimulus and Response

The experimental psychologist views behavior as an interaction
between the individual and his environment. The constituents of this
interaction are conventionally formulated in terms of stimulus and
response events. At the most fundamental level, stimuli are identi-
fied with environmental segments, and responses are defined by the
activities of individuals. The technical referents of both terms, how-
ever, are far more complex than their ordinary meanings suggest.

First, the environment can be divided into several classes of
stimuli based on the role of such events in behavioral interactions.
One class, eliciting stimuli, regularly precedes and elicits reflexive or
relatively fixed and stereotyped responses. A second class, reinforc-
ing stimuli or reinforcers, consists of environmental events that fol-
low responses and influence the frequency with which these re-
sponses will recur in future behavioral interactions. And the third
major class of behaviorally important environmental events, the
discriminative stimuli, generally precedes and accompanies re-
sponses. In contrast to eliciting stimuli, discriminative stimuli do not
elicit responses in the reflexive sense. Rather, discriminative stimuli
influence the frequency of those responses that have previously been
followed by reinforcers in their presence.

Second, individuals’ activities can be separated into two broad
classes based principally on the temporal ordering of the controlling
stimulus and the response. One class, reflexive responses or respond-
ents, is controlled by the frequency of prior-occurring eliciting stim-
uli and is basically determined by the “involuntary” constitutional
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reflex endowment of the organism, e.g., salivation or startle. The
other class, instrumental or operant responses, consists of emitted
activities, the frequency of which is controlled by the occurrence of
reinforcing stimuli that follow such “voluntary” responses.

Respondent Conditioning

Since at least the time of Pavlov, the same set of stimulus and
response concepts has provided a scientifically useful basis for de-
scribing and experimentally analyzing increasingly more complex
behavioral interactions. Early laboratory studies, for example, pro-
vided the first systematic respondent conditioning account of how
environmental events (e.g., the sound of a bell), initially ineffective
in changing response activities, can come tfo elicit respondents (e.g.,
salivation) when paired repeatedly with eliciting stimuli (e.g., food).
If the sound of the bell (the conditioned stimulus) is subsequently
presented a number of times without the food (the unconditioned
stimulus), the magnitude and frequency of the salivation elicited by
the conditioned stimulus (CS) diminish, and respondent extinction
occurs. When a period of time intervenes between such extinction
sessions and subsequent presentations of the conditioned stimulus,
however, spontaneous recovery is observed in the form of an in-
crease in the magnitude and frequency of the conditioned response
(CR) elicited by the conditioned stimulus.

Furthermore, the power to elicit a respondent, which is devel-
oped in one CS by conditioning, extends to other stimuli (generaliza-
tion). There is a gradient of generalization, that is, the degree of
generalization is determined by the similarities and differences be-
tween the other stimuli and the CS. Because the stimuli other than
the CS differ with respect to the magnitude and frequency with
which they elicit the CR, discrimination also occurs. Indeed, discrimi-
nation can be made increasingly more pronounced by repeated pair-
ings of the unconditioned stimulus (UCS) only with the specific CS
(i.e., respondent conditioning) while insuring that the occurrence of
other stimuli is not paired with the UCS (i.e., respondent extinction).

These basic principles of respondent conditioning have been
elaborated in numerous laboratory and clinical-experimental studies
since Russian researchers first introduced this systematic approach
to behavior analysis. It has been convincingly demonstrated, for ex-
ample, that second- or higher-order conditioning can occur when a
well-established CS is paired with a neutral stimulus. The neutral
stimulus acquires the power to elicit the respondent CR. Although it
has not been empirically determined just how far this process can
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be carried, the development of eliciting properties by CSs two or
three steps removed from the original UCS is not uncommon. And
the intensive investigative effort, principally Russian in origin, fo
extend the conceptual framework of respondent conditioning to en-
compass verbal stimuli and semantic responses would seem to be
important for both the theory and practice of behavior therapy.

Operant Conditioning

Elicited respondenis of the type that have provided the primary
focus for such basic and important Pavlovian or classical condition-
ing analyses characterize only a relatively small proportion of the
behavioral interactions of higher organisms. The most prominent as-
pects of such advanced repertoires are represented by the instru-
mental or operant category for which there is no environmental elicit-
ing stimulus and which is generally described as “voluntary” or
emitted. The frequency of occurrence of an operant is chiefly deter-
mined by the environmental events that follow the emitted response.
When these environmental consequences involve the appearance of
stimuli that increase the probability that the response they followed
will recur in the future, the term appetitive or positive reinforcer is
applied. When, on the other hand, the disappearance or postpone-
ment of an environmental stimulus as a consequence of an operant
response results in an increased probability that the response will
recur in the future, an aversive or negative reinforcer is defined.
That is, reinforcers are always defined by their effects on the sub-
sequent frequency of the immediately preceding response: both posi-
tive and negative reinforcers increase the frequency of the preceding
response.

The effects of reinforcement. Over the past three decades, a
broad range of animal laboratory and human experimental studies
has provided important insights into the principles that determine
the acquisition, maintenance and modification of operant behavior.
The basic observation is that the rate of emission of an operant re-
sponse already in the organism’s repertoire can be readily increased
by following occurrences of the response with a reinforcing stim-
ulus (operant conditioning).

Beyond this, it has been possible to make explicit the process
called shaping, whereby a combination of operant conditioning and
extinction can change existing simple responses into new and more
complex performances.

Important theoretically for the shaping process is the observa-
tion that a reinforcing stimulus not only strengthens the particular
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response that precedes it, but also results in an increase in the fre-
quency of many other bits of behavior (i.e., raises the individual’s
general activity level). In shaping, reinforcers are initially presented
following a response similar to or approximating the desired one.
Since this tends to increase the strength of various other similar
behaviors, a response still closer to that desired can be selected from
this new array and followed by reinforcing stimuli. Continued nar-
rowing and refinement of the response criteria required for reinforce-
ment leads progressively to new arrays of available behavior. In this
way, by successive and progressive approximation, a new and desired
performance can be shaped. The importance of this simple but
fundamental and powerful shaping process for the development and
modification of behavior cannot be overstated, since the weight of
available evidence suggests that a careful and systematic applica-
tion of such procedures is sufficient to establish or alter any operant
performance of which the organism is physically capable. It is of
enormous clinical importance, since many patient behaviors can
only effectively be changed through shaping. Without shaping, one
might wait forever for a mute patient to talk with feeling about
his problems in order to be able to reinforce such a response.
The fact that changes in behavior are not always brought about
by deliberate and systematic manipulation of the environment, how-
ever, has led to an analysis of superstitious behavior. An environ-
mental stimulus may, by chance, follow a response, resulting in the
adventitious strengthening of that response. If this happens repeated-
ly, the individual may learn quite elaborate sequences of super-
stitious behavior which have absolutely nothing to do with the re-
inforcing stimuli that are influencing their occurrence (e.g., the ex-
hortations of the gambler do not produce winning dice combinations;
they persist because they are occasionally followed by *7” or “11”).
The powerful effects of reinforcing stimulus consequences in
establishing and maintaining operant behavior suggest that with-
holding or withdrawing of such reinforcers (operant extinction) will
have comparably powerful effects on the strength of responses pre-
viously followed by reinforcing stimuli. Indeed, such extinction pro-
cedures do reduce the frequency of response, although the reduc-
tion is not usually immediate. Rather, after the onset of extinction,
the initial effect is often a brief increase in the frequency as well
as the force and variability of the response previously followed by
reinforcement. The extent to which operant responding persists in
the absence of reinforcing environmental stimulus consequences
(resistance to extinction) depends, of course, on the interaction of
many complex influences including motivational factors, e.g., level of
deprivation. But both laboratory and clinical experimental evidence
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now confirms that the single most important variable affecting the
course of operant extinction is the schedule of reinforcement on
which the performance was previously maintained.

A schedule of reinforcement is a rule that specifies which oc-
currences of a particular operant response will be followed by a
reinforcing stimulus. The basic observation from which these rules
are derived is that a reinforcing environmental stimulus does not
necessarily have to follow every occurrence of an operant response
in order for the form or frequency of responding to be maintained
or modified. In reality, intermittency in the occurrence of reinforcers
following operant responses is the most common state of affairs, and
laboratory experimental analysis of the almost limitless number of
possible schedules of intermittent reinforcement has begun to shed
some light on the many subtleties that characterize these important
mainsprings of behavior control.

Stimulus control. The detailed experimental analysis of sched-
ules of reinforcement has shown the importance of stimulus control.
The occurrence of a reinforcing stimulus following an operant re-
sponse not only increases the probability that the response will recur,
but also contributes to bringing that response under the control of
the other environmental stimuli present when reinforcement oc-
curred. After the response has been reinforced in a particular envi-
ronmental setting a number of times, the response will tend to be
more frequent in that setting than elsewhere. A discriminative stim-
ulus is an environmental setting in the presence of which a particu-
lar operant response is highly probable because it has previously
been reinforced there. It is important to recognize, however, that
discriminative stimuli do not elicit responses as in the respondent
or reflex paradigm, but rather they set the occasion on which a be-
havior has previously been reinforced. This controlling power of a
discriminative stimulus develops gradually, and at least several oc-
currences of a reinforcer following a response in the presence of a
discriminative stimulus are required before the stimulus effectively
controls the behavior.

Discriminative stimulus control is not an entirely selective proc-
ess, however, since reinforcement of a response in the presence of
one stimulus increases the tendency of that individual to respond
not only in the presence of that stimulus but also in the presence of
other stimuli with similar properties (stimulus generalization). Fur-
thermore, following an operant behavior with a reinforcer results
not only in an increase in the frequency of that response but also in
an increase in the frequency of similar responses (response general-
ization). It is not always clear from simple observation which stim-
ulus or which property of a stimulus is the controlling factor, or
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which aspects of an operant performance a stimulus in fact controls.
Both laboratory research and clinical experience have documented
the hazard of assuming that the similarity casually observed between
stimuli or responses provided an adequate explanation of generaliza-
tion. The best way to decide which of the many detailed aspects of
a stimulus complex exercises critical control over certain responses
is by means of experimentation.

The other major cornerstone of the stimulus control process is
discrimination. A discrimination between two stimuli is said to ob-
tain when an individual behaves differently in the presence of each.
Stimulus discrimination is pronounced under conditions that provide
differential reinforcement; this process is most clearly seen when
there is a high probability that a reinforcer will follow a given re-
sponse in the presence of one stimulus, and a low or zero probability
that the reinforcing stimulus will follow the response in the presence
of another stimulus. The extent of the generalization between two
stimuli will, of course, influence the rapidity and stability with
which a discrimination can be formed. The careful application of
differential reinforcement procedures can bring about remarkably
precise control by highly selective aspects of a stimulus complex.
Instructions can enhance this process by telling the individual about
features of the environment that are currently relevant for the oc-
currence of reinforcement.

Conditioned reinforcers. The intimate and continuing associa-
tion between discriminative environmental stimulus events and the
occurrence of reinforcers endows at least some stimuli that were not
originally reinforcing with acquired reinforcing properties. These
stimuli are called secondary or conditioned reinforcers, to distinguish
them from innate, primary or unconditioned reinforcers that appar-
ently require no experience in order to be effective. Conditioned re-
inforcers, like primary reinforcers, can be either appetitive (positive),
strengthening a prior-occurring response by their appearance, or
aversive [negative), strengthening a prior-occurring response by their
disappearance or postponement. Under any circumstances, the de-
velopment or acquisition of conditioned reinforcing properties by a
stimulus is usually gradual.

Perhaps the most important aspect of the analysis of environ-
mental stimulus events in relation to behavioral interactions is that
conditioned reinforcers can gain some degree of independence from
factors limiting their potency such as satiation, for example, by being
associated with a wide variety of reinforcing events so that they
become generalized reinforcers. Generalized reinforcers gain potency
from all the reinforcers with which they are associated, and have
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broadly based discriminative and conditioned reinforcing properties.
A common example of a generalized reinforcer is money.

Response chaining refers to the occurrence of a series of be-
haviors joined together by environmental stimuli that act both as
conditioned reinforcers and as discriminative stimuli. A chain (e.g.,
party-going) usually begins with the occurrence of a discriminative
stimulus (e.g., phone invitation) in the presence of which an ap-
propriate response (e.g., acceptance) is followed by a conditioned
reinforcer (e.g., “Glad you can make it.”"). This conditioned reinforcer
is also the discriminative stimulus for the next appropriate response
(e.g., washing, dressing) which in turn, is followed by another condi-
tioned reinforcer (e.g., leaving the house, catching a cab) which is
also a discriminative stimulus for the next response (e.g., joining the
party), and so on. While it is doubtless true that such chains are
most often maintained by the intermittent terminal occurrence of
potent consequences (e.g., sex, food), laboratory experiments have
demonstrated that the overlapping links in the chain are also held
together by the dual and demonstrably separable discriminative and
conditioned reinforcing functions of the various environmental stim-
uli. The significance of this general chaining principle is that virtually
all behavioral interactions occur as chains of greater or lesser length;
even performances usually treated as unitary phenomena can be
usefully analyzed as components of a response chain for purposes of
modification.

Operant-respondent interactions. This overview of experimen-
tally derived concepts and principles basic to the theory and practice
of behavior therapy has thus far maintained the generally accepted
differentiation between operants and respondenis that is based on
procedural distinctions used in the laboratory. The independent and
distinctive features of these two processes are seldom apparent, how-
ever, in the course of even detailed natural observation. The complex
interaction between operants and respondents is most pronounced in
the experimental analysis of the aversive control procedures repre-
sented by the technical terms escape, avoidance, and punishment,
and the corollary concepts of emotion and motivation.

Virtually all empirical and theoretical accounts of the behavior
disorders have traditionally assigned a central role to historical and
contemporary environmental interactions involving aversive stimuli.
Operationally characterized in terms of their behavioral effects, aver-
sive stimuli are defined as environmental events that increase the
subsequent frequency of operant responses that remove or post-
pone them, When an aversive stimulus follows and is dependent on
the occurrence of an operant response, a punishment condition is
defined. Punishment may be made contingent on the occurrence of
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an operant that has never before been followed by a reinforcer, an
operant currently being maintained by an appetitive (positive) or
aversive (negative) reinforcer or an operant that is undergoing extinc-
tion. Under each condition, the shori- and long-term effects of pun-
ishment will vary as a function of complex operant-respondent inter-
actions, and both discriminative stimulus control and reinforcement
schedule factors may influence the subsequent form and frequency
of the operant behavior.

Escape occurs when a response terminates an aversive stimulus
after it has appeared. The interaction between operants and respond-
ents is especially prominent in escape situations, because the aver-
sive stimulus usually elicits reflexive responses which eventually
result in or accompany the operant escape behavior. Strong general-
ization effects appear during initial exposures to escape situations,
but the aversive stimulus gradually develops discriminative prop-
erties. Eventually, very low intensities of the aversive stimulus may
maintain an operant escape performance that had required a much
more intense aversive stimulus to establish. Reinforcement schedule
effects, similar in all essential respecis to those associated with
positive reinforcement schedules, are observed when the reinforcer
is withdrawal of an aversive stimulus. Extinction of an operant
escape response occurs rapidly when presentation of an aversive
stimulus is discontinued, or more slowly and erratically if the former-
ly effective response is no longer reinforced by withdrawal of the
aversive stimulus.

If an operant response postpones an aversive stimulus, it is
called an avoidance response. Avoidance performances may be es-
tablished and maintained either with or without an exteroceptive
environmental event, or warning stimulus, preceding the aversive
stimulus. When a warning stimulus precedes the aversive stimulus,
respondent conditioning endows the warning stimulus with condi-
tioned aversive properties, so that the operant avoidance response
is reinforced by a combination of the termination of the CS (warning
stimulus) and the continued absence of the aversive stimulus. Thus,
in this complex avoidance process, the warning stimulus functions
simultaneously as an eliciting environmental event for respondents,
as a conditioned aversive (negative) reinforcer (withdrawal of which
strengthens the operant avoidance performance), and as a discrimi-
native stimulus (which sets the occasion for the operant avoidance
response). In the absence of an exteroceptive warning stimulus, tem-
poral respondent conditioning provides discriminative cues; the in-
teroceptive temporal stimulus, correlated with the aversive environ-
mental event, acquires the same three simultaneous functions as an
exteroceptive stimulus.
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This analysis of aversive control emphasizes the simultaneous
operation of operant and respondent conditioning processes in on-
going behavior segments. More generally, whenever the uncondi-
tioned stimulus in a respondent conditioning procedure is also an
appetitive {positive) or aversive (negative) reinforcer, operant condi-
tioning occurs at the same time as respondent conditioning. Similarly,
whenever the the reinforcer in an operant procedure is also an un-
conditioned stimulus, respondent conditioning proceeds at the same
time as operant conditioning,
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CONCLUSION

The work of the Task Force has reaffirmed our belief that behavior
therapy and behavioral principles employed in the analysis of
clinical phenomena have reached a stage of development where
they now unquestionably have much to offer informed clinicians in
the service of modern clinical and social psychiatry.
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