
Constructional Behavior Analysis Archives   1997/3  

© Stichting Constructionele Gedragsanalyse / Constructional Behavior Analysis Foundation/ www.cga.nl 
 

1 

Self-injurious and obsessive-compulsive behaviour: towards an 

efficient environmental approach
1
 

 

Paul Andreoli & Jan Prickarts
2
 

 

 

Peter is a 23 years old man, diagnosed with rubella. He is deaf and has 

a bilateral cataract, there is also a mild mental retardation. Several 

stereotype behaviours are frequently shown: stereotype sexual 

preoccupations and different manifestations of rocking. These 

stereotype behaviours always occur during 'empty moments'.  

On changes in his programme and in situations in which his 

demands and requests are not agreed to, Peter react with severe 

outburst of (auto-)aggression manifested by hitting his head or 

throwing furniture through the living room. These outbursts last in 

general about half an hour. In the institute where he was before he 

came to Kalorama, a token-economy was set-up in order to control the 

(auto-)aggressive outbursts with very limited success. The token-

economy consisted of a daily amount of favourable sweets from which 

Peter lost one after every outburst. When coming to Kalorama we 

stopped the token-economy and structured his daily programme by 

offering enough to do: partly by fixed programmes as the workshop, 

sport activities, partly by providing for Peter attractive circumstances 

in the group-home e.g. a computer, a television-loupe and favourable 

playthings.  

Concerning the stereotype behaviours staff was instructed to 

regulate sexual activities by the rule 'not in common rooms' and in 

case of rocking behaviours to regulate only when these were 

dangerous (Peter was doing 'rocking-exercises' outside on the bar of 

the stairs) or very annoying for others. Staff was stimulated to 

provide, contingent on these regulations, involvement to some other 

activity.  

The same strategy was applied to (auto-)aggressive outbursts: stop 

the behaviour and provide involvement in other activities. Staff was 
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also instructed to provide these various activities non-contingent to the 

problem behaviours. After several weeks a enormous decrease of 

problem behaviour was shown. Staff was able to confront Peter with 

changes in his programme or react negative on certain demands and 

requests. His parents reported that Peter was also showing more 

variety in activities for which he chooses himself. 

Self-injurious, obsessive-compulsive and stereotype behaviour 

patterns are very challenging to the social environment: there is a lot 

to worry about. Ethical considerations, physical damage to the person 

involved and the unbearable confrontation with these behavioural 

manifestations make it understandable that most of the energy of 

parents, staff and others is spend to get rid of this behaviour. People 

are in the first place concerned at the form of these behaviour patterns 

(head-banging, eye-poking, aerophagia etc.) not at the function of the 

behaviour. Yet is an analysis of the function of the behaviour 

necessarily for efficient strategies to regulate these behaviour patterns. 

Common treatment procedures heavily lean on analysing the 

reinforcing conditions contingent on manifestations of the problem 

behaviour. The behaviour is presumed to be controlled by negative or 

positive reinforcement following the behaviour concerned: for exam-

ple to get rid of a demand or to obtain social attention. Behaviour 

modification based on this type of analysis tries to delink the 

presumed functional relationship between the problem behaviour and 

the environmental variables. The aim is to unlearn the behaviour. 

Examples of this type of treatment procedures are:  

- punishment by using aversive environmental variables as elektro-

aversion- therapy and overcorrection, 

- time-out as withdrawal of positive reinforcement (the individual 

is taken away from the environment in which the positive social 

attention is presumed to maintain the problem behaviour), 

- extinction as effect of the stay-away of a positive reinforcer: in 

these cases caregivers are instructed to ignore the problem behavi-

our.  

Notice that besides these procedures restraints are widely used as 

makeshifts to prevent the occurrence of the behaviour concerned. 

In literature about these behavioural topics the above described 

therapies are always recommended in combination with other non-
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contingent treatment procedures which try to induce participation in 

daily activities, stimulate communication development etc.. 

An other recommendation is, that the modification procedures should 

be worked out by limiting changes in staffing of the treatment team: 

this is necessary for a consistent implementation of the concerned 

procedures.  

At Kalorama we don't make use of the above described 

procedures. We do a lot to make it possible for our residents to 

participate in daily activities in a way that fits their personal lifestyle.  

We also notice that transition of deafblind adults from other institutes 

to Kalorama  always lead to a decrease of self-injurious, obsessive-

compulsive and stereotype behaviours. 

So the question is: are the reported results of the above described 

procedures effected despite these procedures or because of these 

procedures. In this presentation we shall try to give an answer to this 

question by describing our approach to residents with the 'challenging 

behaviour' concerned and to give a behaviouristic explanation of this 

approach. 

The essence of our approach is that we consider that the 

problematic part of someone with behaviour problems is always 

connected to his whole way of living. To influence their quality of life 

people always try to do things to improve or maintain their emotional 

and physical state and to let things un-done which deteriorate or risk 

to deteriorate to a more discomfortable emotional and physical state. 

This implicates that human beings try to respond to the social and 

material circumstances in their environment in a way that their human 

existence improves or is at least guaranteed, protected against 

deterioration. We call this type of doing 'functioning'. Persons differ in 

the way they react to circumstances: the way an individual person 

reacts to circumstances reveals which circumstances are relevant for 

this persons functioning-repertoire. 

In our philosophy quality of life stands for enabling individuals to 

function. 

Psychic complaints and behaviour disorders always stand for a lack of 

functioning. 

In our approach the main focus is on functioning. Even in case of 

residents with severe disorders as the ones we are considering here, 

our focus is on circumstances on which the resident respond with 
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functioning. This is not an easy task: because of the bizarre character 

of the problem behaviour caregivers are often merely involved by this 

part of the residents life. This means distraction from the healthy part 

of a residents life: his functioning repertoire. 

Beside that, the former way of analysing problem behaviour in 

terms of reinforcing contingencies makes caregivers shy in acting 

towards residents on a nonprocedural way, afraid as they are of 

reinforcing the problem behaviour. 

Despite these cultural 'road-blocks' we try to focus our staff on the 

functioning-side of the residents life. We ask our staff to be alert in 

which circumstances the resident is functioning and stimulate them to 

discover new circumstances from which they expect the resident can 

respond with functioning. So we ask our staff to focus on 

circumstances, not on behaviour. If the resident reacts to 

circumstances and if there is an improvement of his emotional, 

existential state than these circumstances are naturally reinforcing for 

this particular individual. This transition to a better emotional state 

can be induced by different functions of the actions of the resident:  

- if a person is doing things to avoid confrontation with life 

threatening material and social circumstances his doing has a 

protective function, emotionally experienced as 'satisfied', 'com-

fortable', 'safe'. This class of circumstances to which    the person 

responds can be identified as 'guarantee-circumstances', 

- if a person is doing things to escape life threatening 

circumstances his doing has a liberation function, emotionally 

experienced as 'feel free', 'relieved'.   

- if a person is doing things to approach attractive circumstances 

his doing has a enrichment function, emotionally experienced as 

'pleasure', 'joy',' glad'. 

Which 'reinforcing colour' circumstances have differs from person to 

person due to their experience in the past with these or comparable 

circumstances. 

Lets leave these quiet theoretical concerns to more practical ones: 

in a journal about mentally handicapped persons we found an article 

that caused an important attitude change within our staff towards our 

environmental approach. In this article was described how the staff of 

a Norwegian institute was involved with the modification procedures 

of a severely aggressive and self-injuring person. There were strict 
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rules about what was allowed during contact with this resident. It was 

never allowed to give care to this person (who was restrained in a 

chair by hands and legs) when a staff member was alone with the 

resident. Despite this strict rules each of the staff members dares, after 

a while, to take the risk of relieving the resident from his restraints and 

to undertake some kind of action: rolling in the snow outside, playing 

with a favourite toy etc. During this contact the problem behaviours 

were never seen. While during 'legal' care-interactions these 

behaviours still frequently occurred. Almost every staff member had 

so developed a 'secret' activity during which the resident was functio-

ning. So relieved from involvement with the problem behaviour, staff 

was able to look for favourable circumstances that fits the functioning 

repertoire of both: the resident and the individual staff worker. 

Besides the importance of individual favourable circumstances for 

functioning there was still another 'road-block' to overcome: the 

assumed reinforcing contingencies controlling the problem behaviour. 

Some new theoretical behaviouristic insights are here helpful to attack 

this problem. 

As mentioned above psychic complaints and behaviour disorders 

always stand for lack of functioning: the person is not able to respond 

to circumstances in order to improve his emotional existential state. 

There are two possibilities: first a person is not able to respond at all: 

in this case we speak of dysfunctioning: the person is in a very 

discomfortable emotional state: anxious, panic reaction, (auto-) 

aggressive outbursts, annoyance etc. Per definition the person is not 

able to escape to these situations or to protect himself by reacting on 

guarantee-circumstances because these are not available. In these 

situations people are developing 'makeshifts' to avoid the very 

unpleasant state of dysfunctioning. This is the second possibility. The 

function of these makeshifts is to fill-up the emptiness in responsivity 

for functioning. These makeshifts are expressed by psychic 

complaints and/or stereotype behaviours like excessive worrying, 

obsessive-compulsive behaviour, passivity, apathy, obsessive thinking 

and also self-injurious behaviour. Although very diverse in form, the 

function of these behaviours is the same: to protect against further 

deterioration, increase of discomfort. But it is not the effective 

responding to guarantee-circumstances by which the person concerned 

obtain safety-signals that there is no risk for life threatening 
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circumstances. Makeshift are minimal existential solutions to protect 

the person for further discomfort. They often keep the person in a 

vicious circle because the person is so involved in keeping 

dysfunctioning out-side, that he is not able to detect new chances for 

functioning.  

From this point of view self-injurious, obsessive-compulsive and 

stereotype behaviour is not controlled in the first place by 

consequences following this behaviour, but controlled by the absence 

of particular circumstances for functioning. In the first place they 

function as makeshifts to fill-up the emptiness in responsivity. It is 

possible that these behaviours come also under control of reinforcing 

contingencies, but this is only the case when these contingencies are 

only connected to the problem behaviour concerned. When staff is for 

example very keen on reacting on self-injurious behaviour and does 

not spent energy on paying attention to the person in order to detect 

opportunities for functioning, it is obvious that the attention given 

following the problem behaviour, is reinforcing this behaviour. 

The presumed function of the problem behaviour makes it clear 

why these behaviours are so persistent for punishment, time-out and 

extinction procedures: these procedures maintain an environment of 

emptiness in responsivity if they are not combined with non 

contingent procedures to induce other behaviour. 

The essence of our approach is that focus on functioning is the key 

to regulation of behaviour. Notice that we are not speaking of behaviour 

modification  or unlearning of problem behaviour. The main aim is to 

regulate behaviour by helping the person to focus on circumstances for 

functioning  


