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This case history summarizes the treatment of a woman with schizophrenia. This case also
discusses the family leisure education and the work done by the unit recreation therapist
and the treatment team. This case was chosen due to the severity of the patient's symptoms,
the lack of previous hospitalizations and the increase in social and independent functioning
over the fifteen months of treatment on the unit.
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Biographical and Demographic t h e patient's seventeen year history of men-
Information t a ' i l m e s s is based on reports from the

mother, because the patient had only one
Ms. L is a thirty-six year old white, single brief hospitalization prior to admission to

woman of Eastern European origin. Both our unit.
parents were born in Eastern Europe, as was From age two to six the family was struck
the patient's only sibling, an older sister. by Ms. L's unusual shyness and tendency to
The patient is fluent in both English and her withdraw from others when engaged in play,
parent's native language, which is Ukrai- Her mother reported: "She would suddenly
nian. The majority of the information on stop playing, remove herself from other
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children and suck her thumb and appeared
to go into another world." The family physi-
cian assured the parents that Ms. L would
"grow out o f these behaviors.

The patient attended parochial school
from first through tenth grades. Her first
year was difficult due to her inability to
speak English, but she was able to catch up
by the end of the year.

Throughout her childhood and adoles-
cence, the patient had always been de-
scribed as shy and had few friends. She was
very close to her family, in particular, to her
mother. She had very independent activities
outside of school, church, and family. She
was also very sensitive, falling silent and
tearful when criticized.

At age 16, when she was in the tenth
grade taking biology, she learned about bac-
teria and was required to dissect a frog. She
reported feeling disgusted by the dissection
and began spitting in the sink frequently. In
addition to her spitting, her appetite de-
clined and she was taken to the family phy-
sician who prescribed Valium for two
weeks. According to the mother, the medica-
tion did not appear to have an effect on Ms.
L's behavior or appetite. During the sum-
mer, the patient continued to eat less and
the incidence of spitting and washing her
hands increased. She also refused to swallow
her saliva or open her mouth, explaining
that her behavior was caused by her fear of
bacteria.

After summer vacation, the patient went
back to school to begin her junior year of
high school. By November, she was unable
to attend school due to her daily routines. In
the morning she would attempt to get her-
self ready to leave on time. However, once
she would start washing her hands she was
unable to stop. Throughout this period, she
continued to go to the doctor each week
with her mother. The family physician gave
her shots of an unspecified nature and pre-
scribed a variety of vitamins and said the
problem would pass, but it did not.

At age 17, in the spring of 1972, Ms. L
was referred to a psychiatrist by the family
physician. She saw him once, sometimes
twice a week. He diagnosed her as having a
compulsive behavior disorder and pre-
scribed Haldol and Thorazine. When he
asked her questions or talked to her, she
would not answer because she was afraid
bacteria would enter when she opened her
mouth. The psychiatrist would give her pen-
cil and paper and she would write her ques-
tions and answers out for him. In this way
they communicated throughout the dura-
tion of the visit. Ms. L continued to wash
and spit and it was difficult for Ms. L's fam-
ily as she continued these rituals all through
the night. Sometimes before a meal she
would turn on the water, wash her hands
and lather up both her hands and arms for
four or five hours at a stretch. When her
family attempted to intervene, she would
scream so loudly that they let her have her
own way. If a family member touched her,
she would become angry and begin her
washing ritual all over again.

One year later, the family moved to a
new apartment. After the move, the patient
reported that God was talking to her and
telling her to go to church and pray. She
reported seeing people in her bedroom and
faces on her bed and pillow. She began to
insist her real family was in her old apart-
ment and she didn't recognize her family
members.

The patient occasionally talked about
committing suicide by drowning herself in
the East River, but she never acted on this.
By this time the psychiatrist told her family
that Ms. L was exhibiting symptoms of
schizophrenia. She continued on medica-
tion but she talked to herself a lot, some-
times arguing, laughing very loudly and
then crying. When the patient was nineteen
years old her sister got married and moved
away. The patient reacted by destroying
many of her sister's belongings, including
photographs and report cards. When the sis-
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ter came to visit, the patient would scream
at her and chase her out of the house.

For another year, the mother took the
patient to the doctor, but eventually it be-
came impossible. After ceasing visits to the
doctor, Ms. L also never returned to school.
She began to refuse to go outside at all, stat-
ing that it frightened her. She refused
to bathe or brush her teeth for a time, but
when the mother insisted on doing it, the
patient would become very angry and yell,
"I hate you."

There was a time when she refused all
food except milk and orange juice. The fam-
ily would wait a few days, then the father
would go into her room, pick her up from
the bed and say that he was going to feed
her. She would cry and yell that she hated
her family and wanted to kill them.

Despite her refusal to go to the doctor,
medication continued to be prescribed. Ms.
L was occasionally taking low doses of anti-
psychotic medication (i.e., 2 mg of Haldol
and 75 mg of Thorazine). However, some-
times she was totally off medication. The
family was afraid to have Ms. L admitted to
a psychiatric hospital, because they had
some close friends who had a child hospital-
ized for the same illness, and the friends had
been unhappy with the son's care. Conse-
quently, Ms. L's parents decided that they
would keep her at home as long as they were
alive.

In 1985, Ms. L's father died and it be-
came progressively more difficult for her
mother to live with Ms. L. and take care of
her. When the telephone would ring the pa-
tient would scream for her mother not to
answer it. If Ms. L's mother would answer
the phone, Ms. L would scream for her to
put it back down, and if her mother did not
do so promptly, Ms. L would tear the re-
ceiver away from her. Then she would hit
her mother. She would also yell and scream
if the television or radio was turned on. At
meal time, the patient would bring her plate
into the kitchen, put it on the table, hold the

plate and watch one spot on the plate some-
times for more than an hour. Her mother
felt forced to remain absolutely still. Even
the cat could not walk across the room with-
out the patient reacting very angrily. The
patient had complete control of the house
including her mother.

Sometimes the patient would eat the
same thing every day for two weeks in a row.
She would eat hamburger and potatoes then
claim it was not food. Little by little, she
stopped eating entirely. For about three
weeks she drank one glass of milk, one glass
of orange juice and one cup of coffee per
day. At this time the mother decided she
could no longer take care of Ms. L. alone
and decided to call an ambulance and send
her to a private psychiatric hospital.

While in the hospital, Ms. L. initially re-
mained bed bound, blankets over her head,
slept poorly and appeared to be responding
to auditory hallucinations. Any attempts to
remove blankets caused the patient to
scream. After a series of tests, Ms. L showed
evidence of malnutrition. She was treated
with standard doses of neuroleptics (i.e. 25
mg of Prolixin and 2 mg of Cogentin) after
years of either being unmedicated or having
received very low doses of medication. Ms.
L. became less withdrawn, began to speak
but remained markedly impoverished with
verbal out-put.

About two months following admission,
Ms. L. was screened for participation in re-
search in a small teaching and research hos-
pital. Individuals are admitted to participate
in a variety of research protocols, including
biological, neurological, occupational and
recreation therapy, and family treatment. A
month later she was admitted to the re-
search unit of the hospital. The primary
goals of recreation therapy on the unit are to
restore social and leisure functioning, which
is often lost during the onset of schizophre-
nia (American Psychiatric Association,
1987).
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Case Content

During the initial recreation therapy in-
terview, Ms. L. was essentially mute but at-
tentive. She denied being able to speak and
understand English and refused to read or
answer questions. Due to her physical and
social isolation, Ms. L had been in her room
for the past 17 years. It was established that
she had minimal leisure interests and poor
social skills. She also demonstrated a lack of
initiative, a lack of problem solving skills,
and an inability to function independently.
The initial goals for Ms. L were to increase
social skills and create and enhance social
relationships. The recreation therapist re-
quired Ms. L to attend one group per day
with prompts. The entire treatment team
joined in this effort by initiating conversa-
tions with Ms. L and encouraging her to so-
cialize with other patients.

At the beginning of her in-patient stay
Ms. L. attended recreation therapy groups,
otherwise she spent all of her time in her
room. She agreed to attend groups as long as
she was allowed to only sit and observe.
When asked any questions, Ms. L. re-
sponded, "I can't answer" or "I doesn't
know." In a unit "job" group, she agreed to
clean tables with supervision, but eventually
refused to perform this unit task.

After one month of in-patient stay, Ms.
L. began responding to staff in a more ap-
propriate manner. Within a few weeks, she
could verbalize with prompting. She began
to answer questions in full sentences. When
Ms. L. was directed to do cooking tasks, she
would initially refuse in a stubborn manner.
However, she eventually performed tasks if
offered firm encouragement and support.

Three months later, during her "medica-
tion free" period, while Ms. L. was with-
drawn from her medication for about six
weeks, she spent a great deal of time in her
room. When Ms. L was approached for rec-
reation therapy groups, she cringed, refused
to respond and walked away.

About one month later, she was re-
started on neuroleptics (Haloperidol) and
began to attend recreation therapy groups
again. At this point in Ms. L's treatment, the
recreation therapist updated her plan to
focus on off-unit activities and community
integration. The staff felt she was ready to
attend off unit activities as she was attend-
ing all groups on a regular basis and inter-
acting with staff and patients in an appro-
priate manner. Her first visit outside the hos-
pital was with nursing staff on a 1:1 basis.
She eventually attended a local restaurant
for a brief amount of time. She also demon-
strated ability to purchase personal items for
herself in the drugstore.

After 6 months of hospitalization and
1-2 months of trips in the neighborhood on
a 1:1 basis or with small groups of patients,
the team decided to include Ms. L in an up-
coming trip to a museum. She was told by
the staff that if she attended the trip in the
morning, she could spend the rest of the af-
ternoon in her room. She was initially tear-
ful, but once off the unit she appeared com-
fortable. She stayed very close to the recre-
ation therapist at the museum and on the
city bus.

During the next six months, Ms. L began
to express a range of emotions. She became
more verbal about her fears in relationship
to her illness and expressed anger that her
mother put her in the hospital. She was also
noted to demonstrate a sense of humor at
appropriate times and would respond to at-
tention from other patients. At times how-
ever, Ms. L was very demanding with her
requests. The staff worked with Ms. L to as-
sist her in making her needs known to staff
in a more appropriate manner (e.g., such as
saying "please" and "thank you").

For the first twelve months of treatment,
Ms. L absolutely refused to meet with her
mother. As soon as she saw her mother at
the entrance to the unit, she would run
down the hallway and retreat to her room or
stand facing the corner outside her room,
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refusing staffs attempts to convince her to
talk with her mother. She would then begin
to cry very hard. She would not discuss why,
except to say "I hate mother." If the issue
was brought up in group, the patient would
leave abruptly and go to her room. How-
ever, the staff noted that the patient did ac-
cept gifts and money from her mother. A
decision was made by the treatment team to
make gifts, snacks, and money from the
mother contingent on the patient's appro-
priate response to her mother. Thus, as part
of a behavioral plan in which the mother
participated, the patient was told that if she
wanted her mother to continue to bring her
snacks, then she would have to sit with her
mother for at least a half of an hour during
the mother's weekly visit. Ms. L was able to
follow this plan sporadically for the final
three months of treatment.

Family Leisure Education

About six months into Ms. L's treat-
ment, a psychiatrist was called in to consult
on Ms. L's case during the weekly case con-
ference. The consultant suggested that since
Ms. L had been well integrated into the unit
activities, focusing the treatment on the in-
teraction of Ms. L and her mother should be
a next step. At this point in the treatment,
Ms. L was still unable to sit and converse
with her mother without screaming, crying,
and running back to her room. The recre-
ation therapist decided the family could
benefit from family leisure education to ex-
plore the family as a potential for leisure in-
volvement (Peterson & Gunn, 1984). Dis-
cussing various activities the family did to-
gether before Ms. L became ill, would give
mother and Ms. L an opportunity to con-
verse about common interests. The recre-
ation therapist would also be able to observe
and address the issue of their interactions
with each other under close supervision.
The treatment team agreed that Ms. L and
her mother would benefit from family lei-

sure education. However, the patient re-
fused to attend the sessions with her mother.
But the mother decided to attend the ses-
sions on her own without Ms. L.

For nearly nineteen years the mother
had spent all of her time taking care of her
daughter and had perceived her life as being
dictated by Ms. L's behavior. She was first
given leisure education exercises to give her
education/information around her own lei-
sure time. The mother attended 3 sessions
and always completed the tasks, talking at
length about the family's recreation time to-
gether before her daughter became ill. This
did not help the patient or mother in their
interactions with each other, however. It
was difficult to help Ms. L. and her mother
without Ms. L's participation. After 3 ses-
sions without Ms. L, it was decided that in-
stead of giving more education to the
mother, the team would plan an activity
that mother and daughter could do together
with staff supervision.

Eventually Ms. L visited with her mother
on the ward on a regular basis (despite con-
tinued refusal to attend family leisure educa-
tion groups with her mother). The treat-
ment team then decided that the next step in
Ms. L's treatment would be to have visits
with her mother in a more normalized set-
ting, the hospital coffee shop.

The plan was to have the recreation thera-
pist bring the mother to the coffee shop and
get her settled. Following this the nurse
would bring Ms. L. to make her purchases
with the agreement that Ms. L would sit and
visit with her mother for a half an hour. We
believed it was important to model appro-
priate social skills for Ms. L, regardless of
whether Ms. L chose to participate or not.
We also believed that it was important for
her mother to observe how the staff set lim-
its with Ms. L and how we would not allow
her behavior to dictate our behavior. During
the first attempt at this plan, Ms. L entered
the sitting area after purchasing her items,
sat at a table on the other side of the room,
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shook and cried loudly. The nurse sat with
Ms. L and gently reviewed the plan and told
the patient that she had to sit closer to the
staff and her mother. Ms. L continued to
refuse to participate but cried more quietly
for just a few minutes and then sat quietly.
Ms. L. was informed that if she did not
move closer to us that we would all move to
her table. Ms. L refused. Consequently, the
mother, the nurse, and the recreation thera-
pist all moved to Ms. L's table. As soon as
this happened, Ms. L moved to the next ta-
ble. Ms. L sat quietly and it appeared that
she was listening carefully to our conversa-
tion. The nurse and the recreation therapist
continued to converse with Ms. L's mother
until it was time to return to the ward.

Ms. L had made a great deal of progress
during fifteen months of her hospitaliza-
tion: from complete withdrawal and isola-
tion, to weekly trips to a local restaurant, to
community outings with other patients on
the ward. Therefore, plans were made to dis-
charge Ms. L to a long term rehabilitation
center with a strong psycho-social compo-
nent. The treatment team believed Ms. L
would benefit from continuing with a struc-
tured behavioral program along with occu-
pational and recreation therapy.

Author's Comments

The purpose of family leisure education
is to strengthen the interactions and leisure
experiences with the members of the family.
This is a difficult task if one of the key
members does not show up. The recreation
therapist decided to have a few sessions with
the mother because she was very isolated
and had little involvement within the com-
munity. The sessions were tailored to have
the mother reexamine her own leisure and
social interests and to have the recreation
therapist make referrals to agencies that
would provide social and leisure opportuni-
ties during the day. The mother stated that
she needed other opportunities for herself in

addition to spending time with her daughter
in the hospital. A family leisure education
program is a treatment tool that can be uti-
lized to further examine the family as a po-
tential leisure experience.

Working with Ms. L. was both a frustrat-
ing and rewarding experience. It was frus-
trating at the beginning to have to prompt
her to attend groups during which time she
displayed outbursts of anger and screaming.
As each member of the team set limits, it
was very rewarding to see the vast improve-
ment in Ms. L over the course of 15 months.
It was ironic to read about her dysfunctional
behavior at home over the past 17 years and
then to observe how functional she had be-
come on the unit. For 17 years Ms. L had
been ill and yet she had been given minimal
psychiatric treatment. After 15 months on
the unit she was able to become an active
participant in the day to day activities of the
unit and achieve the goals that the treat-
ment team set-up for her.

Initially Ms. L had a minimal role in
planning her treatment but this increased
somewhat toward the end. Initially, Ms. L's
speech was restricted and she often spoke in
short phrases, "I don't want to do that." Her
contribution was slightly more verbal at the
end when she would occasionally respond
to the behavioral plan set-up. Each task was
broken down into very basic simple steps
and Ms. L was prepared well in advance of
the time that the task was to be executed.
Each time Ms. L mastered a task, the staff
would make plans to have her perform a
more difficult one than the last.

I believe that the strong and cohesive
team approach, as well as medication
played a major role in Ms. L's dramatic im-
provement. The staff worked consistently
with her to break down each task so she
could achieve each new goal set for her by
the team. If there were any difficulties, a
"mini" team session was held for the sole
purpose of reevaluating Ms. L's progress or
lack thereof. The team also worked hard to
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engage the mother who often felt torn be-
tween her daughter's demands and the
structured behavior plan that the staff set
up. The mother eventually was able to join
the team's, plan but it was a team effort on
the staffs part to get her to that point.

It is hard to judge the level of Ms. L's
motivation throughout treatment. Did she
"go along" because the staff required her to
do so. I would like to think that for the first
time in nineteen years she was able to learn
how to interact and get close to other peo-
ple. As she was able to feel more comfort-
able on the ward and establish trust toward

the staff, she was able to do what was ex-
pected of her.
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