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Abstract
Twenty seven undergraduate psychology students were
randomly assigned to two treatment groups and one
no treatment control group to assess the effects
of Coverant Control Therapy (CCT) under 2 different
conditions on depression. The research was an analogue
study. The first treatment group received CCT in
a didactic format, while the second treatment group
received CCT in an encounter group format. The control
group assembled jigsaw puzzles. All subjects were
administered the Multiple Affective Adjective Check
List (MAACL) and the Minnesota Multiphasic Personality
Inventory "D" scale for pre-, post-, and followup
testing. Groups met for 4 sessions. Separate one=-
way analyses of variance were performed on pre-,
post-, and followup scores on both measures. One
significance was obtained on post-test MAACL scores.
A Least Squares Difference post hoc analysis indicated
that CCT in conjunction with a warm therapeutic relation-
ship was more effective than either CCT delivered without
the therapeutic relationship or a no treatment control
group. It was concluded that CCT with the "relationship”
condition is effective in elevating mood for a college
population. Additional research was recommended to
assess optimal length of treatment, and to improve

generalization of results.
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CHAPTER I

Statement of the Problem Situation

Depression is a prevalent affect condition that
is experienced by millions of individuals throughout
their lives. There are numerous theoretical explan=-
ations for depression; and there are even more approaches
to the treatment of depression. Surprisingly, the
research indicates that few attempts have been made
to evaluate which approach is most effective. Some
of the treatment approaches currently used are:
psychoanalytic, gestalt, coverant control, systematic
desensitization, reality therapy, client-centered therapy,
and rational-emotive therapy.

Contradictory evidence, by several authors in
different fields suggests that a variety of approaches
have been successful (Glasser, 1965; Goldfried, 1976;
Johnson, 1971; ILazarus, 1968; Martin, 1972; Mennenger,
1975). In some cases, authors have claimed implicitly
that one approach is more successful than another; for
examples: Jackson (1972), Shapiro (1976), and Stuart

(1970) indicated that behavioral approaches are best;
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whereas Goldfried (1976) suggested that psychoanalytic
approaches are most effective. However, there is
no empirical evidence available that any one technique
has been more effective in the treatment of depression.

Although there is no direct evidence, a relatively
new behavioral approach, CCT has been cited as extremely
effective in the treatment of depression (Cooke, 1974;
Johnson, 1971; Mahoney, 1971; Rush, Khatami, & Beck,
1975; Tharp, Watson, & Kaya, 1974; Todd, 1972). It
is difficult to determine, however, whether the CCT
procedure is soley responsible for the behavior change
or whether some other uncontrolled variables are instead
responsible for its reported effectiveness. The
studies cited above were poorly controlled case
studies. Variables left uncontrolled included: degree
of therapist involvement, nature and quality of
responding, time, and numerous other variables.

Eysenck and Beech (1971) state that evidence
for the efficacy of behavior therapies is reduced
considerably because of poorly controlled studies.
They state, "more goes on in behavior therapy
(reassurance, suggestion, and directives) than is
contained in the programmatic presentations of the
theory, and these features may be the important

elements in the 'cures.'” (Eysenck & Beech, .1971,



pe 600). Additionally they state that, "The patient-
therapist relationship is the crucial active agent--
perhaps along psychodynamic lines (transference), or
in the operant conditioning sense as a positive
reinforcer.” (Eysenck & Beech, 1971, p. 600). It
is evident that despite CCT's seeming effectiveness
in the treatment of depression it is difficult to
attribute success to the procedure alone. The
CCT case studies are simply too confounded with
uncontrolled variables to provide conclusive evidence,

It appears that the most poorly controlled variable
in these studies is that of the patient-therapist
relationship. Eysenck and Beech (1971) believe that
the relationship alone could conceivably account for
client improvement. As reported by Goldstein and
Simonson (1971) many major studies support the positive
influence of the therapeutic relationship (Holt &
Luborsky, 1952; Hunt, Ewing, LaForge, & Gilbert, 1959;
Parloff, 1961; Sapolsky, 1965; Truax, 1961; Van der
Veen, 1965).

Truax and Carkhuff (1965) designed a procedure
for experimentally measuring the effects of high vs.
low quality therapist responding. High quality responding
was assumed to be directly related to positive

therapeutic relationships and was defined in terms of



the following variables, accurate empathy, non-
possessive warmth, and genuineness. In their study
the therapist began his sessions demonstrating
high levels of functioning on the above variable
dimensions and would continue for a specified period
of time. When the specified period of time elapsed
the therapist would begin to function at low levels
and again would do so for a set period of time.
Finally, the therapist would end his session responding
at high levels again. The results indicated that
high level responding was directly related to deeper
interpersonal exploration and low level responding
was related to shallow interpersonal exploratione
Additional studies using the same procedure demonstrated
similar findings (Holder, Carkhuff, & Berenson, 1967;
and Piaget, Berenson, & Carkhuff, 1967). Isaacs and
Haggard (1966) found that when therapists focus on
client affect, their clients in turn responded by further
identifying and clarifying their own feelings, and
continued to do so longer than those clients who did
not have therapists who focused on affect.

It appears evident that therapists functioning
at high levels on Carkhuff's core dimensions elicit
more thorough personal exploration from their clients.

This suggests that empathic, warm, congruent therapists
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will have a positive influence on their clients regardless
of the theoretical model that they choose. With this
in mind, any research that seeks to evaluate a specific
therapeutic procedure must control for this important

variable.

Purpose of This Study

The literature demonstrates that there is a lack
of well controlled studies in the use of CCT for the
treatment of depression. Consequently, there is a
need to differentiate between the CCT procedures
themselves and other contaminating variables in order to
assess their actual efficacy (Eysenck & Beech, 1971).
Therefore, the purpose of this study was to assess
the relative effectiveness of CCT in a didactic
interpersonal relationship and CCT in conjunction with
a warm therapeutic relationship for the treatment of
depression. In the first condition, the therapist
did not respond with low or hurtful levels of relationship
skills, but instead did not invite or allow the
establishment of a warm, personal therapeutic relation-

shipe



Research Questions

The purpose of this study was to answer the follow-
ing questions:

1, Is CCT treatment significantly effective in

elevating mood in “normals" as compared to
to a2 no treatment control group?

20 Is CCT treatment with the addition of a warm
therapeutic relationship significantly
effective in elevating mood as compared to
a no treatment control group?

3, Is CCT with the "relationship” condition
significantly more effective than CCT without
the "relationship” in elevating Mood?

The research was an analogue study since the
subjects were college undergraduates as opposed to
clinically depressed individuals. It was expected
that mood elevation in college undergraduates would
be analogous to mood elevation in neurotic depressive
persons (Homme, 1965; Velton, 1968); and it was
further assumed that mood increases in normals would be
reflective of decreases in clinical depression (Homme,
1965; Velton, 1968).,

Kennith Heller (1971) has written an extensive
critique of analogue research. It is his contention that

avoidance of analogue research is a disservigce to both



the therapist and the client. In addition, Heller
also notes the importance of rigorous controls in
these kinds of studies. Although recognizing the
potential hazzards of such research, he feels the
value of analogue research far outways the pitfalls.
This study was designed as analogue research in order
to provide maximum controls without the risk of

endangering a clinical population.

Definitions

During this discussion several specific terms
will be useds In order to clarify these terms for

the reader the following definitions are offered.

l. Neurotic depression: For the purposes of

this study depression will be characterized by
painful emotions, low self-esteem, impaired
problem solving ability, and self-defeating
behaviors. Depression is one of several
possible symptoms that develop as an individual
experiences conflict. Typically this conflict
is caused when an individual desires the
achievement of some goal while simultaneously

experiencing a fear of obtaining that goal.
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Traditionally this conflict has been labeled
approach-avoidance conflict (Martin, 1972).

Psychotic depressions Characterized by a

more severe reaction than neurotic depression.
The individual experiences painful emotions,
low self-esteem, appetite and sleep
disturbances, difficulty in concentration

and thinking, and in addition, loses contact
with reality. The person can also develop
delusions and hallucinations (Butcher, 1971)

Coverant Control Therapy (CCT): A method

to change behavior by modifying a person's
self-statements. High probability behaviors
are made contingent upon the reading of
selected self-statements through the use

of the Premack Principle. When positive
self-statements are selected for use by
depressed persons the method results in a
reduced frequency of negative statements,
thus altering mood or attitudes (Homme,
1965; Velton, 1968),

Premack Principle: For any two responses,

the most probable response will reinforce
the less probable response. Therefore,

if a more probable response is made contingent
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upon the completion of a less probable response,
the less probable response will eventually
increase in frequency (Homme, 1965).

5 Therapeutic relationship: A relationship

whereby the therapist models high levels of
human relations skills as proposed by Gazda
(1973) and Carkhuff and Berenson (1977).
These skills specifically are: empathy,
warmth, genuineness, respect, confrontation,
congruence, immediacy, and self-disclosure.
The therapist focuses on both feelings and
content issues, and allows the subjects to

discuss personal concerns.

Rationale and Assumptions

The inherent limitations of CCT suggest that
although treatment. should indeed be more effective than
no treatment there should also be qualitative differences
between the two conditions studied here. The following
paragraphs will describe the CCT procedure and will
explain why differences between conditions were expected.

CCT is a *“cognitive® Behavioral therapeutic
approach that focuses on the actual inhibition of
negative thoughts, via the reinforcement of incompatable

positive thoughts. It is assumed that depression is
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precipatated and maintained by the high frequency
of occurance of negative thoughts. Using the Premack
principle, positive thoughts are reinforced and
increase in frequency. Negative thoughts decrease in
frequency and mood elevation occurs. Specifically,
this process is accomplished by first having subjects
generate a list of positive self-statements. They
are then asked to write these statements onto cards.
The individuals then make a high probability behavior
contingent upon reading their positive self-statement
cards. As the positive self-statements are reinforced,
they begin to occur spontaneously with increased
frequency and the incompatable negative thoughts
decrease in frequency. As this process continues mood
elevation occurs.

It was expected that the presence or absence of
the therapeutic relationship would have a direct
effect upon subject motivation, trust, and actual conflict
resolution., It was further expected that the relation-
ship condition would stimulate greater motivation,
trust and conflict resolution and therefore result in
greater mood elevation.

Depressed individuals tend to be poorly motivated
and lacking in self-esteem (Martin, 1972). Therefore

they have little confidence that anything they do



11
will change their mood. Those individuals in the
relationship condition, however, were expected to
become much more involved with both the therapist
and the other group members than those individuals in
the didactic conditione It was expected that the persons
in the relationship condition would feel obligated to
carry out the procedure because of the increased
involvement. It was absolutely essential that the
statement cards be read by the subjects if the procedure
was to be effective. It was concluded that if the
relationship did have an effect on motivation than the
relationship condition would be more effective.

There is no reason to believe that a client
would sufficiently trust a therapist, after a single
session, to faithfully follow a procedure that is
prescribed. Without the establishment of a therapeutic
relationship, it is unlikely that a client would trust
a therapist after only one session. A client who trusts
neither the therapist nor the procedure will probably not
feel compelled to complete the procedure. It was
assumed that the relationship condition of this research
would provide a greater opportunity for the development
of trust between subjects, and between therapist and

subjects. Therefore in the relationship condition of
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this research, it was expected that the subjects
would feel compelled to carry out the procedure faith-
fully.

Coverant Control Therapy is a procedure where
avoidance of negative thoughts is accomplished through
the acquisition of an incompatable response, namely
spontaneous positive thoughts. A limitation, however,
is that the individual only learns to avoid aversive
thoughts rather than resolving the conflict that
initiated these thoughts. Therapeutic relationships,
established through the use of Carkhuff's core dimensions,
are hypothesized to facillitate such conflict resolution.
It was expected therefore, that subjects in the relation-
ship condition would experience greater mood elevation
because they would have an opportunity to achieve
conflict resolution, in addition to increasing the
frequency and number of positive thoughts they
experienced.

As Martin (1972) explains, depression is a symptom
of anxiety based neuroses. Conflict is resolved when
an individual is led to experience previously aversive
thoughts in the presence of a warm, empathic, therapeutic

relationship. Thus as the thoughts are re-experienced,
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the warm secure relationship serves to counter=-condition
those aversive thoughts. Consequently, in the relation=-
ship condition, a subject's aversive thoughts were not
simply avoided, but became desensitized as well,

Martin (1972) also states that as individuals
experience conflict resolution they also increase
their problem solving repertoire. He explains that
once aversive thoughts are counter-conditioned the
individual can experience those thoughts without the
resultant anxiety. Once this occurs the person can
review the behavior choices he made that led to the
conflict originally, and can therefore learn from his
mistakes., Therefore, in the relationship condition,
relearning is more likely to occur as opposed to simple
aversive thought avoidance. Because the relationship
condition provided an opportunity for relearning,
it was expected that subjects under this condition
would be less likely to suffer mood decrement as a
function of time. .

Providing CCT under two different conditions
allowed the CCT procedure to be assessed without the
confounding effects of other variables including;
therapist warmth, therapist empathy level, time, social
contact, testing, subject selection, and the therapeutic

relationship. With the above variables controlled the
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CCT procedure was evaluated upon its own procedural
merits.

It was expected that the CCT condition with the
relationship would prove more effective than CCT without
the relationship. As discussed earlier, therapeutic
relationships, in and of themselves, can have an
extremely positive effect.s It was also expected
that the therapeutic relationship would help alleviate
some of the limitations of the CCT procedure when
used without the addition of a therapeutic relationship.
For example, it was hypothesized that with a warm
therapeutic relationship the client would feel valued
and appreciated by the therapist. These feelings would
help the client trust and respect the therapist's
instructions regarding the CCT procedure. Second,
it was expected that the client would value his special
relationship with the therapist and would be more
likely to carry out the procedure faithfully in order to
further gain his therapist's approval or at least to
receive his therapist's continued interest. Therefore,
client motivation was likely to be higher under the
relationship condition. Finally, the relationship
would function as a warm and secure counter-conditioning
agent (Martin, 1972). As anxiety provoking thoughts were

discussed and the therapist responded with high levels of
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the core dimensions, the thoughts themselves would
become less anxiety provoking as they became counter-
conditioned. Once this occured the individual would
be able to experience these thoughts and therefore
could gain a self-awareness of how they led to
ineffective coping behaviors. Once the individual
ceased to avoid these thoughts, relearning could
occur. In the event the subjects encountered situations
in the future that were similar to the ones which
precipatated their depressions the clients would
have more effective coping strategies to choose

from (Martin, 1972).

Scope_and Limitations

This study was restricted by several factors.
First, the investigation included psychology under-
graduates rather than a clinical population who had
actually sought counseling. This was expected to
interfere with generalizability somewhat, but was
not expected to affect it drastically (Heller, 1968),
In the original design, only the most "depressed”
volunteers (as measured by the MAACL) were to be selected.
Unfortunately, only 30 students (the minimal acceptable
number of subjects) volunteered for the study and this

part of the design was dropped.
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Only one aspect of depression, mood, was chosen
to be researched in this study. Mood is only one
measureable aspect of depression and may not be the
most relevant variable when evaluated without other
diagnostic data. Therefore, it can only be hypothetically
assumed that mood increases in experimental subjects
will correspond to decreases in depression in depressed
individuals.

The label "depression” is vague when considering
symptomology and this investigation was not directed
at deriving a single description of depression.
Rather it was concerned only with mood change as the
result of two variations of a single therapeutic approach.

The results of this study cannot be generalized to
the psychotic population. It was assumed that college
students could be viewed as analogous to a neurotic
population in their degree of reality contact, whereas
this could not be assumed for psychotic individuals
as a groups

Only two variations of a single treatment approach
were investigated, and therefore therapeutic effective-
ness can only be generalized to each of these two
variations.

Finally, the use of self-report measures may have
yielded results that were contaminated by halo effects

and response sets.
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Review of Related Literature

In the remainder of this chapter, depression will
be defined, the symptomology and identification discussed,
and the related literature will be reviewed., In
addition to a review of the literature, both CCT and
the human relations skills are described in detail
and their development as intervention approaches are
discussed. In chapter three, the methodology of the

study will be discussed in detail,

Depression Defined

The following discussion on the definition and
symptomology of depression is a composite of different
theoretical models. The models most heavilly relied
upon for this review were psychoanalytic and behavioral.

Depression is evidenced as a mood disorder whereby
an individual is unhappy, de jected, and feels that
life is an aversive experience. There are two basic
types of depression: depressive neurosis, and psychotic
depressioni the difference between them being the
degree of severity. Depressive psychotic individuals
are characterized by a more severe withdrawl, a loss
of contact with reality, and an inability to care
for themselves., On the other hand, depressive neurotics
are capable of taking care of themselves and distortion

of reality is much less severe (Coleman, 1972; Millon,
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1969; APA, 1968). The depressions of both the neurotic
and the psychotic individual (with the exception of
the major affective disorders) begin with a loss, or
a percieved loss, of something important in their lives.,
This loss almost always results in a decrease in
positive reinforcement for the individual (Goldfried
& Davison, 1976; Jackson, 1972; Lazarus, 1974;
Wilcoxon, Schrader, & Nelson, 1976). That is, an
individual loses something in his environment that
was supportive, rewarding, or secure, and tends to
react to that loss with poor coping strategies.
Ineffective coping leads to increased failure which
in turn creates more conflict which then leads to

even poorer coping, etces

Symptomology

The depressed individual typically exhibits
several diagnostically significant behaviors,
First, depressed persons show lowered levels of activity
and initiative. They withdraw from social activities,
experience a loss of self-confidence, and believe
that they are losing their ability to concentratee
Depressed persons usually complain of "sleep disturbances”
and decreased sexual drive. In addition, there is

usually an increase in somatic complaints (Coleman, 1972).
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Cattell and Scheier (1961) and Cattell, Scheier,
& Lorr (1962) suggest that the neurotically depressed
individual usually reveals low stress tolerance,
together with rigid conscience development and a
proneness to guilt feelings. Coleman (1972) suggests
that much of the depressed person's behavior, is
developed through secondary gain, and therefore much
of this person's behavior, is manipulative in nature.
That is, the person frequently recieves increased
attention, sympathy, and perhaps more concern from
others than he would otherwise receive.

Ferster (1973) claims that depression is character=-
ized by a reduced frequency of adjustive behavior
including 1) the loss of some kinds of activity,

2) increased escape and avoidance activity ie. crying,
somatic complaints, and irritability, 3) extended

latency in replying to direct questions, and 4) a

reduced frequency of spontaneous speech. Ferster makes

a distinction between "active” and "passive” depression,
the latter being the most serious. He also suggests

that the active depressive person reacts with anxiety and
depression until he builds up enough discontent to

act on the environment and to effect change. This
person's depression is short lived because the aversive

situvation is dealt with.
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On the other hand, the passive-depressive person
fails to act on the environment. This person reacts
by complaining and withdrawing. It is this person
who develops severe and long lasting depression.
The situation perpetuates itself even further because
the person loses the ability to accurately observe
the environment. When this happens, more and more of
the person's behavior is unsuccessful and therefore
goes without being rewarded (Ferster, 1973) hence
further withdrawl and inactivity.

Beck (1967) claims that depression is maintained
by environmental consequences. He states that a person
who is depressed will act less effectively and therefore
will experience increased failure and rejection.
The typical behaviors that develop are: 1) emotional
difficulty, 2) somatic complaints, 3) decreased interest
in sex, 4) inappropriate social behaviors, 5) loss
of motivation, and 6) an "unrealistically low self-
image”.

vartin (1972) claims that depression is only one of
several possible symptoms of an anxiety based neurosis.
He explains that the neurotic conflict manifests itself
by anxiety, self-depreciating thoughts, and a lowering
of self-esteem. He claims that an individual's thoughts,

acts, and impulses become cues for anxiety because
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they are concurrently punished when certain behaviors
are punished. Once a person's thoughts become a source
of anxiety, avoidance strategies begin to be used,
and therefore the individual's problem solving repertoire

is reduced drastically.

Identification and Classification

The identification and classification of depressed
individuals is a difficult matter, partly because
therapists define depression differently. As a result,
therapists are unable to agree on the diagnosis of
depressed persons (Blinder, 1966; Pasamanick, Dintz &
lefton, 1959). Wilcoxon, Schrader, and Nelson (1976)
state that classification labels encourage reification
of these labels., The labels come to be used as
though they were diseases rather than simply descriptions
of behavior syndromes. Nicholas Hobbs (1975) presents
an excellent argument for the retention of a class-
ification system, however. He sees them as facillitating
both communication and treatment.

In 1968, the American Psychiatric Association,
in conjunction with the World Health Organization,
published the DSM II (Diagnostic and Statistical
Manual of Mental Disorders) in an attempt to standardize

the classification system for mental disorder.
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One of the reasons that the APA has not been completely
successful in their endeavor for standardization is
due to the lack of adequate assessment instruments.

Several instruments are available, but the

ma jority of them are not able to discriminate between
depression and general anxiety (Wilcoxon, Schrader,
and Nelson, 1976). One of the first measures of
depression was the depression scale "D" on the Minnesota
Multiphasic Personality Inventory (MMPI) (Beck, 1967).
Unfortunately the MMPI was not designed specifically
for depression, and current research does not indicate
whether it is sufficiently valid when this scale is
evaluated without considering a person's entire inventory.
Hathaway and McKinley (1940) suggest that the MMPI is
valid regardless of whether items are added or removed,
but their claims are not substantiated with empirical
evidence. Perkins and Goldberg (1964) evaluated the
contextual effects of the MMPI, and found that
contextual alterations of the instrument have little
effect on initial administrations. They did, however,
find that repeated administrations resulted in artificial
score improvements. The MMPI does discriminate.betweén
depression and general anxiety, however, when the
entire inventory is considered (Marks, Seeman, and Haller,

1975).
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Pasamanick, Dintz, and Lefton (1959) stated
that low inter-clinician agreement on the diagnosis
of depression, illustrates the fact that there is
an urgent need for objective, measureable, and
verifiable criteria,

Beck, Ward, Mendelson, Mock, and Erbaugh (1961)
developed the "Depression Inventory" with the hope
of satisfying some of these needs. He criticized
the MMPI as being inadequate because: 1) it was
not designed to specifically measure depression,
2) it is based on intrapsychic theory, and 3) “factor
analytic studies reveal that the ‘Depression' scale
contains a number of heterogeneous factors, only
one of which is consistent with the clinical concept
of depression” (Beck et. al., 1961, p. 562),

The Beck, et. al. inventory measures 21 symptom

attitude categories which are listed below.

Mood Social Withdrawl
Pessimism Indecisiveness
Sense of failure Body images

Lack of satisfaction Work inhibition
Guilty feelings Sleep disturbance
Sense of punishment Fatigability
Self-hate Loss of appetite

Self-accusation Weight loss
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Self-punitive wishes Semantic preoccupation
Crying spells : Loss of libido
Irratibility

The reliability of Beck's Depression Inventory
ranges from r= .86 to r= .93. Wilcoxon, Schrader,
and Nelson (1976) feel that Beck's scale is the most
useful and reliable scale that is currently available
for the measurement of depression. Although, Beck's
measure is impressive, it was deemed inadequate for
this present study because it did not provide a
sufficiently sensitive index for increases in positive
mood states., This study, being analogue research,
could have had a large number of subjects who were
so mildly depressed as to recieve a "0" depression
score on Beck's measure., Beck's measure does not
assess positive mood state and therefore, any elevation
in mood for these "non-depressed” persons would have
gone undetected.

Several checklists have been developed that
involve client self-report. As reported in Buros
(1972), William Zung developed the Self-Rating
Depression Scale (SDS). The SDS "consists of twenty
self-report items which the respondent answers true

of himself 'none or a little of the time', 'some
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of the time', 'good part of the time', or 'most or all

of the time'"” (Goodstein, 1972, pp. 320-321), There
are many limitations to the SDS which deem it ineffective.
Some of its more serious limitations include: 1) no
evidence of reliability of the SDS scores reported, 2)
highly educated clients tend to score less depressed,
3) the SDS is easily “faked" and, 4) normal adolescents
tend to score depressed (Goodstein, 1972). The above
limitations for the SDS preclude its use in this
present study.

Bernard Lubin (1965) developed the Depression
Ad jective Check List (DACL). The DACL consists of
32-34 self-descriptive adjectives depending on which
form is used. As reported by Goodstein (1972) "the
split half reliabilities range from .82 to .93 for
normals and .86 and .93 for patients”. Fogel, Curtis,
Kordasz, and Smith (1966) demonstrated that the DACL
has been used succéssfully as a reliable and valid
measure of depression. They found a correlation of
79 between the DACL scores and a nsychiatrist's
ratings, and a correlation of .95 between DACL sScores
and client self-ratings of deoression. Goodstein
(1972), reviewed the research on the DACL and found that
depressed patients score significantly higher on the
DACL than psychiatric patients diasgnosed as something

other than depressed.
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A significant drawback of the DACL is that
forms A-D were normed on females and forms F-G were
normed on males., The test does not discriminate
adequately depression for males on forms A-D, nor
women on forms F-G. Although an apparently valid
measure of depression, the DACL has not been chosen
for this study because, like Beck's Depression
Inventory, it does not provide a sufficient measure
of positive mood increase, and would require controls
for the inconsistancy of measurement due to sex.
Another Measure for depression is the Multiple
Affective Adjective Check List (MAACL). As reported
by Kelly (1972), the MAACL was developed by Zuckerman
and Lubin in 1965, It is an extension of the Affective
Ad juctive Check List and measures three affect dimensions;
hostility, anxiety, and depression. The MAACL
includes 132 adjectives in an "In general” form and
in a "Today"” forme The split-half coefficient
for the “"Today" form is .92 (p >.01) for college
students. Retest reliabilities (7-8 days) tend to be
moderate (.54- .70) and relatively low (.00 to .40)
for the "Today" form (Kelly, 1972, p. 271). It
should be noted that the low retest reliability for
the "Today" form is expected since the “Today” form

is a state measure as opposed to a trait measure
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(Megargee, 1972).

As reported by Kelly (1972) the MAACL does
have some drawbacks that need to be considered.,

The most serious issue concerning the MAACL is
response set. When reviewing the literature, Kelly
(1972) found that subjects vary greatly in the
number of words that they respond to. In addition,
there is no consistant correlation between affect
state and number of words checked. Kelly recommends
that subjects be instructed to respond to a certain
number of items that best describe their feelings.

An additional concern discussed by Kelly (1972)
is high intercorrelations between the scales. He
also notes, however, that despite these high inter-
correlations, the MAACL has "sufficient differential
validity to reflect meaningful changes in affect for
groups of S's..."” (Kelly, 1972 p. 272). Kelly
concludes that the "Anxiety"” and “Depression” scales
are sufficiently reliable and valid., He discusses
the problem with response set on the "Anxiety"
scale and explains that there is no data on response
set for the "Depression" scale. He suggests that the
MAACL is adequate for research purposes as long as it

is not being used to assess hostility or anger.
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Velton (1968) conducted research on the induction

of mood states and used the MAACL along with six
other measures; writing speed, distance approximation,
decision time, perceptual ambiguity, word association,
and spontaneous verbalizations. Velton evaluated the
effects of having increasingly more emotional state-
ments read to groups of subjects. 1In his "Elation”
treatment the Experimenter began reading a list of
statements that were neutral statements which became
progressively more positive. The procedure was the
same for the "Depression” treatment except that
the statements became more negative. All subjects
read the statements silently as the experimenter
read them aloud. Velton used three control groups.
Each control group used either an "Elation" list,
“Depression” list, or an entirely "Neutral"” list.
In addition to the seven critical measures, two pre=-
treatment measures were used to assess pre-treatment

mood state and suggestibility. Four of the critical
measures demonstrated significant mood change (p >.001)
as the result of treatment, one of which was the MAACL.
Mood change as measured by the MAACL was consistant
with changes as assessed. by writing wpeed, decision time,
and word association. Mood change as assessed by

these four measures was also congruent with behavioral



29
observations that included tears in the "Depression"”
treatment, and enthusiastic attitude in the "Elation”
treatment. Velton's findings in this elaborately
controlled study suggest that the MAACL is an effective
measure in discriminating changes in mood states.

Of the above mentioned measures of depression,
two measures, the MAACL and the MMPI "D" scale were
deemed adequate for this current research. None
of the other instruments investigated provided adequate
validity in conjunction with a measure of positive
mood increases. The MAACL and MMPI "D" scale were

deemed adequate in both of these areas,

The Development of Self-Control Strategies

Homme (1965) is generally recognized as a leading
influence in behavioral change through the use of
self-control. He describes coverants as “mental
events ie. +thinking, imagining, etc.” (Homme, 1965,

P. 503). His explanation for the term "coverant”

is that it is a simple contraction of covert and
operant. Coverant Control.Therapy is an intervention
whereby the actual thoughts that a ﬁgféon has regarding
his or herself are modified to effect behavior changee.
These modifications occur as new, more functional

thoughts are reinforced.
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Homme was the first behavioralist to discuss
the fact that cognitive events had wrongfully been
ignored by behavioralists. He suggested three primary
reasons for this: 1) “difficulty in detection and
occurance or non-occurance of the response because
of difficulties in the description of the response's
topography"”, 2) "the availability and control of
reinforcers contingent upon the response”, and 3)
the problem of controlling the reinforcers (Homme,
1965, p. 502),

It was Homme's belief that coverants were
wrongfully ignored because difficulties, or poor
control over coverants, underlie many personality
disorders., He stated that the first two reasons
for not exploring the value of using coverants in
therapy are not important. He further stated that
the use of the Premack Principle eliminates the
problem of controlling the reinforcers.

As reported by Homme, the Premack”Principle
stated that, "for any pair of responses, the more
probable one will reinforce the less probable one"”
(Homme, 1965, po 502)., There is some dispute regardiA;\‘
whether the behavior serves as a reinforcer or as \
a discriminative cue when the principle is applied

in clinical settings (Mahoney, 1972, 1974). There //“
/

/
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is sufficient evidence for the efficacy of CCT to
suggest that CCT is effective in either case (Hannum,
Thoreson, & Hubbarb, 1974; Jackson, 1972; Johnson,
1971; Tharp, Watson, & Kaya, 1974; Todd, 1972).

Homme (1965) stated that a subject must be
reinforced for his self-modification or it will
simply extinguish. If this is so, then he must be
able to detect some of the consequences of his self-
modification. Skinner (1953) and Holland and Skinner
(1961) stated that an individual must be able to
observe something such as weight loss, or the decline
in the frequency of a habit or an uncomfortable
feeling in order to persist in their self-modification
program. Homme also explained why coverant control
should be successful in a clinical setting. He
stated that when an individual thinks about a response
he is in fact making an épproximation sf thafnrésﬁoﬁse.
Therefore, by increasing the tﬁéughfé about a behavior
one increased the probability of"the actual occurence
of that behévidf. He concluded by saying "it follows
that-if igéwgﬁﬁj;ét has a task to perform which is
a low probability one, he could approximate that

task by making thinking about it a High Probability
Behavior (HPB)" (Homme, 1965, ». 509).
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Homme also suggested some possible applications
of Coverant Control Therapy in clinical practice
(Homme, 1965). He suggested that it would be effective
in the control of smoking, weight control, sex,
stuttering, and mood changes. He did not feel that
there was any way of weakening a bad or negative
coverant; he only proposed the strengthening of an
incompatable response.
The literature indicates that Coverant Control
is both a valuable and effective treatment method
for a variety of disorders ie. sexually related problems
(Johnson, 1971; and Marshal, 1975); Obesity (Deitchman,
1972; Tyler & Straughn, 1970); test anxiety (lavigne,
1974; Wagaman, 1975); dating behavior (Glass, Gottman,
& Shmurak, 1976; Shmurak, 1974); nail biting (Harris,
1975): stuttering and speech anxiety (Moleski and Tosi,
1976; Wiessberg, 1974); obsessive thinking (Mahoney,

1971); and smoking (Keutzner, 1968).

Coverant Control and Depression

The importance of recognizing the cognitive
component in the treatment of depression is discussed

by Goldfried and Davison (1976).
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A conceptualization of depression based soley on
external reinforcements remains incomplete;
showering a depressed client with gifts and
other forms of reinforcement may not relieve
the problem., We form a more comprehensive
view, whereby depression may result from a
perceived absence of any contingency between
the persons own efforts and the reinforcing
nature of the consequences that follow. We
believe 1t is crucial to add the cognitive
component, particularly since depression is
not solely characterized by a low rate of
behavior. (Goldfried & Davison, 1976, p. 234).

Additional support for this view can be found in
Deitchman (1972).

Homme speculated on the applicability of CCT
to the,treatmenf of Depression. He stated that
it was an approach that could be easily uéed to help
eliminate dysfunctional habits or affect statese
As reported earlier, Velton (1968) went even further in
demonstrating that a subject's mood cén be changéd
through the use of coverant control. He concluded
that coverants do play a large part in the development
of depression, and this suggests that depression
can be controlled when the coverants themselves are

controlled.,

Case studies: coverant control therapy with

depression. In order to help the reader establish

a clearer conception of the application of Coverant

Control Therapy several select case studies will
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be discussed. CCT is a flexible approach that can
be adjusted according to the demands of the particular
situation. The following studies are examples of some
of the variations of CCT that have been used in
the treatment of depression.

Todd (1972) designed and executed a treatment
program for a 49 year old woman who was severely
depressed. Mrs. M had attempted suicide on three
separate occasions. She had been seeing a psychiatrist
for 3% years without a reduction in her depression.

After a 6 month period without therapy, she sought the
help of a behavior therapist. Mrs. M's treatment in-
volved the use of many techniques because she had

so many different behavior problems. Desensitization was
used for phobias, conditioned relaxation for psychosomatic
complaints, hehavioral rehearsal for assertive training,

and CCT for depression. Treatment began with the
P i

e ——

depression because of the variety and intensity of the
problems. During the first phase of treatment

Mrs., M was asked to generate a series of self-statements.
The resulting list consisted entirely of negative
statements, and therefore the therapist assisted

in generating a new list of 6 positive self-statements.
The 6 statements were printed on paper and Mrs. M

was instructed to read one or two of them before
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smoking a cigarette. One additional instruction

was given: DMrs. M was asked to add new positive items
to the 1list as they occured to her. At the conclusion
of one week of therapy Mrs. M had increased her list
of positive items to 14 and Todd claims that her
depression had improved considerably. At the end of
another week her list of positive statements increased
to 21 and she described herself as feeling great.

Mrs. M was seen for approximately 41 sessions, and
after a 3 year followup she reported no additional
serious depressions (Todd, 1972).

Todd's assessment criteria was extremely subjective.

Improvgmgpt was measured by self-report and the (i
obsg:yatiqp_éﬂéf-ﬁfé; M‘héd become more active in }EWEJ
the community. Todd also used number of friends and ":Qf,
the number of hours spent with friends as criteria. l\\\

Although subjective evaluation is a part of all
clinical work, Todd's criteria is too vague and
subjective to be considered experimentally conclusive,
One is led to wonder whether Mrs. M really improved

or whether she simply reported to Todd what he might
want to hear. The only empirical data collected by
Todd was the number of positive statements on the list.
It is certainly possible that this list increased as

a function of her increased self-awareness and



36
improved self-dicipline as opposed to the CCT procedure
itself, Mrs. M had such a large variety of problems
that many therapeutic technigues were used collectively
including, systematic desensitization, behavioral or
rehearsal, assertiveness training, and marital counseling. Pt

Due to the lack of controls it is impossible to conclude N e

e e

that depressive behavior and affect change were the >
sole result of CCT. Had Todd evaluated the effects

of CCT before contaminating therapy with the other

approaches discussed; and if at the same time Todd

had used criteria that was operationally defineéélé,

his study would indeed have more credibility. In

summary, this study lacks sophisticated controls and

therefore one can merely state that it appears to

lend support for the efficacy of CCT. The evidence,

however, is far from conclusive.

In a somewhat better controlled case study,
Mahoney (1971) presents a case of the treatment of
depression with CCT. In Mahoney's study, baseline
data and frequency charts are provided that clearly
demonstrate reduction in target behavior. Mahoney
did not, however, use additional criteria to assess
improvement. Mahoney saw his client 1 hour every other

week for obsessive-depressive ruminations. Two week

baseline data was collected on an all or none time
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sampling method. The client recorded on a 3x5 card
each occurance of the target behavior within a 2
hour time period. Client complaints included frequency,
content, and uncontrollability of the obsessive-
depressive thoughts. Mahoney's first intervention
involved having the client count backward's whenever
the target behavior occured. This intervention
increased the frequency of the target behavior.
Mahoney then switched interventions and instructed the
client to wear a heavy gauge rubber band on his wrist.
The client was instructed to snap it upon initiation
of the target behavior. A practice trial was implimented
and Mahoney assessed that this was moderately painful
for the client. Mahoney did not discuss, however,
how this assessment was carried about. Within two
weeks the target behavior dropped off to zero occurances.
Mahoney then recorded two weeks baseline data on
Positive Self-Thoughts (PST's). At the conclusion of
the two week period PST's had occured 0 times.
Mahoney then instituted a CCT procedure by attaching 3
positive statement cards to the client's cigarette
package. He was instructed to make smoking contingent
upon the reading of the 3 cards and the spontaneous
geheration of his own positive statement. After 4

weeks the client was spontaneously generating positive
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thoughts for 64 consecutive 2 hour time periods. In
addition, the client reported positive mood changes and
specific behavioral improvements. These improvements,
however were assessed via self-report and were not
substantiated by additional criteria by Mahoney.

Mahoney claims that client improvement was maintained
at 2 and 4 month followup, but fails to discuss what,

if any, criteria was used. Maggpey's study clearly

demonstrates the specific efﬁecthg{_sevgralItﬁéé@ﬁgutic
interventions. Mahoney's use of CCT clearly demonstrates
its effect on the target behavior. Unfortunately,
becausémédditiénai assessment criteria was not used,
it is difficult to assume that mood change occured.
Although, it is clearly evident that the target behavior
(spontaneous positive thoughts) did, in fact, increase
through the use of CCT.

Another case study presented by Todd (1972)
demonstrates the use of CCT for the elimination of
test anxiety. The subject of the study was a young man
whose anxiety resulted in lowered self-esteem, lack of
confidence and a feeling of inadequacy. This young

man's anxiety typically reached panic proportions.

As discussed earlier in this paper, these behaviors

typically precede severe dggggggion. Todd's client,

e

Mr. R complained that he had misgivings about succeéding
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in graduate school despite an excellent record as an
undergraduate., Todd had Mr. R develop a list of 10
items reflecting Mr. R's past accomplishments and
imputing these to his possession of basic abilities.

Mr. R was instructed to read one statement immediately
before using the phone where he worked. In this case

the telephone was selected as the HPB. Todd's CCT

program for Mr. R was aimed at increasing self-confidence
and feelings of self-worth. At the time of this therapy
program Mr. R was a graduate student and was employed

as a research assistant. Mr. R began enjoying class
discussions after 6 sessions and was voted to represent
his class for a project presentation. Todd states

that Mr. R demonstrated continued improvement at a

6 month followup, and states that a 1 year followup
showed no decrement in this progress.

Todd's case study of Mr. R is an interesting
account of the use of CCT, but the study lacks empirical
evidence and controls. The only criteria that Todd
discusses to support behavior change is Mr. R's self=-
report that described class discussions as more enjoyable.
The second critgria was the fact that Mr., R was elected
to present a class project. There is absolutely no
empiriéal evidence presented that allows one to

conclude that these self-reports demonstrate a real
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reduction in the target behaviors, nor does it allow
one to assume that change (if any) was the direct
result of the CCT procedure. An additional and perhaps
more serious concern with this case study, is Todd's
choice of followup criteria. Todd supports ®continued
improvement” with behaviors that Mr. R was maintaining
even while depressed and unconfident; these incidents
being outstanding academic success and the obtainment
of a graduate assistanceship.

Todd's study is valuable in that it demonstrates
the adaptability of CCT for a variety of different
target behaviors, but the study's poor controls and
insufficient assessment criteria prevent the study
from conclusively supporting the efficacy of CCT.

Johnson (1971) designed a therapy program for
débféssibﬁ that was the converse of Homme's (1965)
technique. Johnson dem&hstrated that CCT was also
useful when an individual had already made progress
in therapy but was having trouble eliminating old
coverants. Johnson recognizes the fact that the
thoughts, feelings, and attitudes previously associated
with inappropriate behavior often times need special
attention,

Johnson had seen Don for 4 sessions and had used
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systematic desensitization to help eliminate Don's
fear of being away from home. When Don began to show
evidence of severe depression, Johnson decided to use
CCT, A 1ist of positive therapeutic changes was developed.
Don was instructed to read and reflect on these
statements prior to urination. After two weeks Don
verbalized that he experienced no depressive feelings
and even noted that he was aware of spontaneous positive |
thoughts. Thus he demonstrated how CCT can be used o
with very basic HPB's such as urination. Even more
important, he demonstrated that CCT techniques_enable
the therapist to extend control to the client's
environmento

An example of a CCT program designed by and
implimented by the client is.preéénf;é”by fharp.
Watson, and Kaya (1974). They briefly describe the
case of a mildly depressed student. The young woman
began by completing the MMPI and then initiated a self-
mod program that involved increasing honest thoughts and
feelings. The woman then began systematically rewarding
positive honest statements read whether aloud or to
herself. Kaya reports that after two months "remarkable
éhange" was reflected in the MMPI post-test. Kaya's
stﬁdy completely lacked experimental controls, and data

is not supplied in the report of the research.
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Kaya relates that the study is valuable in that
it describes a program developed by and adjusted by
the client. Kaya recognizes that the study does
not support the efficacy of such a”ﬁ?dg;;$. but
sﬁggésts that CCT may become an approach that will
offer the person who either cannot (or will not)
participate in formal therapy; an opportunity to
help themselves.

Rush, Khatami and Beck (1975) present two case
studies where cognitive and behavior therapy were
used in the treatment of depression. Both patients
were pre-tested with the Beck Depression Inventory
(BDI), the Hamilton Rating Scale (HRS), and the Visual
Analogue Scale (VAS); and had a diagnosis of primary

_..depression. A repeated measures design was used

with a pre-test session, 14 treatment sessions and
a followup session 1 year after the pre-test session.
In the first case a 37 year old male had a 13 year
history of serious depression. During this time
ECT, medication, and hospitalization brought no relief
of symptoms. Twelve treatment sessions with cognitive-
behavioral therapy were theh'givén over a 4 month
period.

The subject was assigned the task of keeping

e —— S—

a record of his daily activities, and was also instructed
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to keeph§_¥%§ﬁ_alsoo The process of reviewing his
list with his wife provided a time in which she could
discuss the positive activities that she had recorded,
This procedure exposed the patienp_to positive statements
each day and also sefvéé to confront his cognitive
distortions when she labled an activity as positive
that he had seen as negative. After the eighth
session the depression was at normal limits on all
measures and improvement was sustained at the one
year followupe.

In their second case a 53 year old male with a
life history of depression was hospitalized after
a two year period of depression. During his last
episode he received ten treatments of ECT without
alleviation of symptoms. The patient was then introduced
to a cognitive behavioral program that contihued
weekly for three months, biweekly for two months,
and then terminated. During treatment the patient
was instructed to keep a list of daily activities.
He and his wife compared lists daily and distortions
were discussed. The patient was instructed to
generate a list of new attitudes that he was developing
as treatment progressed. He was also to re-read this
list daily for the remaiﬁing weeks of therapy.

An example of one of the statements was "I am starting
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at a lower level of functioning at my job, but it will
improve if I persist.” = (Rush, Khatami and Beck, 1975,
pPo 401)s As the depression reduced, the patient returned
to work for the first time in two years. At one
year followup he was still free of depression on

all measures.

Problems in Coverant Control Therapv

There are 3 major problems which could mitigate
the effectiveness of CCT. The first problem with
CCT is the ease with which therapiéts can inadvertantly
impose value judgements on their clients. Typically,
depressed persons are not willing to, or are not
capable of, generating a list of positive statements.
Therapist prompting is therefore necessary. Therapists
must be very careful at this stage not to make decisions
for their clients in the interest of facilitating
therapy. The therapist and client must always
develop these lists together, and the therapist has
an ethical obligation to avoid imposing his own
values onto the client, unless the client becomes a
threat to others or to him- or herself,

The second problem with CCT is that of client
motivation and participation. Most of the therapeutic
intervention takes place outside of the therapist's

office, and therefore he retains little client control.
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Unless CCT is utilized with persistance the client
may discontinue its use because the occurance of early
frustration is probable. In the early phases of
treating depression, it is expected that negative
self=statements will occur with great frequencye
If a client repeats a positive self-statement early
in training, it is very possible that it will be
followed by a negative statement on at least a few
of the occasions. When this occurs the verbalized
positive self-statement will be punished by the negative
self-statemente The result could range from mild
discouragement to the termination of therapye.

To avoid this delemma, the therapist would need
to maintain strong control, at least during the early
stages of therapy. Secondly, behavioral reshearsal could
be utilized until the client becomes familiar with the
procedure., For example, the therapist might ask the
client to imagine that he is just about to eat a
meal and read his statement cards. The therapist
would then ask the client to play out the entire
procedures This would increase the probability that
when he does verbalize self-statements, it would be
easy and non-threatening. It would seem that the
more positive the initial experience, the sé;ﬁnger

it could become; therefore, these initial experiences
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would be that much more resistant to the effects
of pun}shmento
= The_third and final problem of CCT to be discussed
in tﬁis paper concerns accurate negative self—statements.
CCT may not be appropriate when the things that an
individual is telling himself are true and accurate,
Negative self-statements serve a motivating function
sometimes, and they should not be eliminated if they
are entirely accurate. The person is not distorting
reality, and his depression is therefore still serving
an adaptive purpose (Ferster, 1973). This type of
depression is probably best treated with training
in problem solving skills (Ferster, 1973; Martin, 1972).
Although CCT has some problem areas that could
become serious in nature, some of them might be better
controlled with careful therapist control via a warm
therapeutic relationship. Self-control strategies
allow clients to become their own therapists. It
requires client participation, involvement, and action;
therefore eliciting greater behavior output by the
cliente Clients that follow the self-control strategies
increase their activity level and therefore increase
the possibility of performing a behavior that can

be reinforced. Reinforcements may come from the

environment, other persons, or from internal .
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gratification, When the depressed person changes

those coverants which had normally led to overt complaints,
the frequency of aversive behaviors decrease, and the
individual then gains furthef support from the
environment., As more and more cognitions change,

the person will come to observe environmental events
with greater accuracy which will increase the frequency
of reinforceable behaviors. The environmental feedback
will in turn reinforce the use of CCT and self-
explorations AsS concerns are discussed and explored, the
client will gain a better understanding of himself

and therefore will be better able to choose effective

alternatives in the future.

The Development of Therapeutic Relationships

As reported in Truax and Carkhuff (1967) Human
Relation skills received their first recognition with
Carl Roger's (1957) paper on the "Necessary and
Sufficient Conditions of Therapy.” Rogers stated that
these conditions were empathy, non-possessive warmth
and genuiness., Truax and Carkhuff began to examine the
efficacy of Human Relation skills for the establishment
of a therapeutic relationship. They also began
operationalizing these skills while working with Rogers

at the University of Wisconsin (Truax and Carkhuff,
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1969; Gazda, 1973)s This line of research began with
a search for the common therapist skills that consistantly
led to the establishment of a warm therapeutic relation-
ship and in turn, client improvement. The search led
to an approach that helps the client grow through
examining his problems in terms of his own perceptual
(phenomenological) field. Six additional core dimensions
were added to Rogers' empathy, non-possessive warmth, and
genuiness; they were: respect, concreteness, congruence,
self-disclosure, immediacy, and confrontation.
Evidence for the validity of the core dimensions can
be found in Truax and Carkhuff (1969) and Hefele and
Hurst (1972). Once the core dimensions were enumerated,
Truax and Carkhuff developed standardized scales which
served for both assessment and training the skillse.
In addition, they developed a rationale for the use

of these intervention skills (Gazda, 1973).

The Core Dimensions of Helping

Truax and Carkhuff developed and standardized
the core dimension scales so that one could learn to
distinguish between the hurtful use of these dimensions
and the most beneficial use of these core elements.
For the purpose of this review, the dimensions will

be labled and a brief summary of the higher level
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components of each scale will be discussed. For a

more extensive explanation of the dimensions, see

Truax and Carkhuff (1969) and Gazda (1973).

Empathy:

Respect:

Warmth:

Responding to the client so as to commun-
icate that the therapist understands the
client beyond the client's level of
immediate awareness. The therapist
focuses on underlying feelings and
relates the content issues so as to

add deeper meaning to the affect level.
Both content and affect match the clients
perceptions exactly (Gazda, 1973).
Responding to the client in such a way
that demonstrates that the therapist

is willing to: 1) take the risk of
being hurt, 2) make sacrifices, and

3) allow the client to be comfortable

in being himself. The purpose of
providing respect is to allow the

client to experience himself as a
valued individual (Gazda, 1973).

The therapist gives the client his
complete and undivided attention

while listening; and is willing to

alter his physical proximity to the
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client or to make physical contact to
demonstrate his acceptance of the client
(Gazda, 1973).

Concreteness: The therapist responds to the
client in such a way as to elicit
Specificityvfrom him. The therapist
actively models specificity by clarifying
vague or abstract statements. This
dimension also includes therapist
activities such as summarizing the client's
concerns and statements so as to make
them more manageable (Gazda, 1973).

Genuiness: The therapist allows his verbal and
non-verbal messages to be congruent
with what he actually feels, whether
positive or negative. They are not
restricted, but are instead channeled
honestly in a way that is constructive
and that strengthens the therapeutic
relationship (Gazda, 1973).

Self-Disclosure: The therapist volunteers relevant
information about his own life experiences,
ideas, and feelings to the client.
The therapist does this even when it

involves a risk on his part (Gazda, 1973).
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Confrontation: The therapist points out discre-
pancies that he has noticed during the
therapeutic encounters, and explores
with the client where these discrepan=-
cies lead, These discrepancies are
discussed directly and firmly, yet in a
constructive manner (Gazda, 1973).

Congruence: The therapist behaves in a manner
that is congruent with his feelings.

He both models this and elicits it
from the client (Gazda, 1973).

Immediacy: The therapist discusses the therapeutic
relationship as it exists at that specific
moment in time. He is honest yet con=-
structive with his feelings and manages

to keep them current (Gazda, 1973).

The Effect of Human Relation Skills

According to Gazda (1973) and Egan (1975) the
ultimate effect of using Human Relation skills is that
it helps the client generate more effective behaviore.
The specific goals of therapy are determined by the
therapist and client collectively. The therapist
provides the environment, via the relationship, that

enables the client to explore his inner self, to
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come to know and understand himself, and then to
choose the appropriate.behavior changes or action
programs (Gazda, 1973). The reflective listening
process allows the client to experiment with new
approaches of problem solving and relating to others.
The genuine feedback that he receives gives the client
the opportunity to evaluate accurately those attemptse
If the client wishes to internalize these new approaches,
he may do so, or he can choose to continue experimentinge.
The therapeutic relationship allows the client to experi-
ment continuously within a secure, genuine atmosphere,
one that also provides instant feedback (Gazda, 1973).

According to Martin (1972), depression is only

one of several possible symptoms for an anxiety based
neurosis, He explains that the neurotic conflict
manifests itself by anxiety, self-depreciating thoughts,
and a lowering of self-esteem. He claims that an
individual's thoughts, acts, and impulses become
cues for anxiety because they are concurrently punished
when certain behaviors are punished. Once a person's
thoughts become a source of anxiety, avoidance strategies
begin to be used, and therefore the individual's
problem solving repertoire is reduced drastically.
Conflict becomes symptomatic when the individual attempts

to perform two or more incompatable responses at the

same time.
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Martin (1973) enumerates Dollard and Miller's
four types of conflict; approach-approach, avoidance=-
avoidance, approach-avoidance, and double approach=-
avoidance. Approach-approach conflict occurs when
an individual has chosen two goals that are incompatable
with one another. By choosing one goal the individual
will lose access to the other goal. Martin explains that
this conflict is typically resolved when some factor
"tips the scales to favor a particular goal.” (Martin,
1972, pe. 34). Avoidance-Avoidance conflict refers to
the situation where both goals are aversive and the
individual must choose between them. Avoiding one
goal in this type of conflict automatically results in
approach towards the other goal. Individuals usually
resolve this type of conflict by fleeing the situation
entirely. The third type of conflict is approach-
avoidance, This type of conflict is extremely
destructive, It occurs when a specific goal is both
desired and feared at the same time. The fourth
type of conflict, double approach-avoidance is a
more complex version of approach-avoidance conflicte.
This conflict is the one most commonly experienced
and results when several alternatives are available
for approach and each of those alternatives has feared

aspects as well (Martin, 1972).
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Martin's model explains intervention as a method
of counter-conditioning noxious thouzhts. Avoidance
of these thoughts prevents the individual from seeing
the entire situation and thus reduces his problem
solving effectiveness., Frequently, the very thought
of attempting to solve a problem leads to avoidance
behavior. This results in an avoidance pattern that
even inhibits thoughts concerning problem solutione
Through the use of the core skills the therapist
forces the client to experience these noxious thoughts.
Empathic responding helvs the client explore those
thoughts that are difficult to deal with. Advanced
accurate empathy is used to help the client verbalize
those thoughts and feelings that are most difficult
for the client to express. This process helps the
client move closer to problem resolution, but it
does so in a warm; secure, and understanding environment.
The therapeutic relationship serves as a counter-
conditioning agent by providing this environment,
The noxious thoughts soon loose their anxiety provoking
quality, and instead become paired with warm, secure
feelings. When the client can again experisnce these
thoughts he is able to increase his problem solving

repertoire, Therefore, client self-exploration helps
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to alleviate depression in two major ways: 1) it
counter-conditions the aversive feelings that have
become attached to internalized thoughts, and 2) it
increases a person's ability to react successfully

in the environmente.



56
CHAPTER )10 &
Ve thod

Subjects

The subjects consisted of 30 volunteer psychology
undergraduates, 13 males and 17 females. A request
for volunteers was made in all introductory level
psychology classes by the instructor. All 30
volunteers were pre-tested and then randomly assigned
to groups. No attempt was made to match subjects
by common demographic data or on any other variables
other than sex, age, and marital status. In addition,

the subjects were blind to the experimental hypotheses.

Instrumentation

The measures chosen for this study were the
MAACL and the MMPI “D* scale (see appendices A & B).
As reported by Kelly (1971) the MAACL was developed
by Zucherman and Lubin in 1965. It is an extension
of the Affect Adjective Check List and measures three
affect dimensions; hostility, anxiety, and depression.
Only the depression dimension was utilized for this

study. The MAACL consists of 132 adjectives and it
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comes in two forms, the "Today*” form and the "In
General"” form. The "Today"” form was designed as a
state rather than a trait measure and was the form
chosen for this study. The split-half coefficient
for the "Today” form is 492 (p< +01) for college students.
Retest reliability for the "Today"” form is relatively
low (+21)s 2Zucherman and Lubin (1965) state that
low retest reliability for this measure is acceptable
since it is a state measure, Retest reliability is
79 for psychiatric patient groups indicating that
the measure does reliably measure state depressione

The MMPI consists of 566 statements that cover a
variety of subjects. The test-retest reliability
coefficients for the "D" scale (when assessed with the
entire inventory) are .77 and .66 for normals, and
.80 for psychiatric patients (Hathaway & McKinley,
1967). The MMPI "D” scale consists of 60 items.
There is little data available that indicates whether
the MMPI “D" scale is sufficiently valid when used
without the entire inventory. Hathaway and McKinley
(1940) suggest that the MMPI is valid regardless of
whether items are added or removed, but their claims
are not substantiated with empirical evidenceo
Perkins and Goldberg (1964) evaluated the contextual

effects of the MMPI, 2nd found that contextual
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alterations of the instrument has little effect on
initial administrations. They did, however, find
that repeated administrations resulted in artificial
score improvements. It was assumed, however, that
artificial improvements would remain stable across
groups, and therefore would be sufficiently valid for

the between group comparison purposes of this research.

Materials

1. Ninety MAACL answer forms (Today)e.

2. Thirty 3x5 cards,

3¢ One Hundred and eighty 5x8 cards cut into
quarters,

L, Thirty individual permission and release forms,.

5 Twenty handouts of 40 sample self-statementse

6. Twenty handouts of instructions for Experimental
groups.

7« Two jigsaw puzzles.

8¢ One therapist instruction manual.

9« One casette recorder.

10 Eight 60 minute cassette tapes.

Procedure

The instructors for introductory psychology

courses requested volunteers for research (see Appendix C).
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The nature of the research was briefly outlined, to the
class, at this time. All volunteers were given-a time
and place to meet for pre-testing and grouping. During
this first meeting the experimenter introduced himself
and distributed the MAACL and MMPI "D" scales.
The subjects were instructed to fill out the information
requested by the test and to follow the test instructions.
The experimenter then collected the MAACL and MMPI
test forms when they were completed. The experimenter
then asked the subjects to provide demographic data,
information regarding previous therapy or counseling
experiences, and class schedules on 3x5 cards pfovided.
The experimenter's assistant then assigned subjects to
groups according to the free time slots noted on their
demographic data cards. The experimenter cursorally
examined the demographic data to insure that there
was a relatively random mixture of individuals across
age and marital status in each group. Upon a more
thorough examination after the subjects were dismissed
no additional imbalance was found. The subjects
were then separated according to their groups and
did not meet as a single unit again. After the
separation was complete, information and release

forms were distributed, signed and collected
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(see Appendices D, E, & F)e The subjects in each treat-
ment group were randomly divided into 2 subgroups of
5 persons each. Each subgroup was given a time, date
and place to meet for their first treatment session
and were then dismissed.

Each Experimental group met for 45 minutes once
per week (for 4 weeks) with the same therapist. Only
one therapist participated in this studye. The Control
group met for 45 minutes once per week (for 4 weeks)
with no therapist present. All subjects were post
tested on the MAACL and MMPI “D” scale at the beginning
of their fourth sessione. After the post tests were
collected the subjects were given one additional date
(30 days later) to meet for followup testing and de=-

briefing (ses Appendices G & H)o

Experimental Group I (Consisting of 2 subgroups

of 5 members each). Experimental group I received

CCT in the absence of a warm therapeutic relationship.
The therapist delivered the CCT assignment and ran the
group in a didactic manner (see Appendix I). He
avoided interpersonal discussions of feelings or
conflicts (see Appendix J for manual of instructions

for Experimental Groups)e. In addition, each group
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member filled out a self=-report questionaire at the

beginning of each session (see Appendix K).

Experimental Group II (Consisting of 2 subgroups

of 5 members each). Experimental group II received
CCT instruction (see Appendix I) while involved in a
warm therapeutic relationship with a therapist and 5
other group members., In order to develop a warm
therapeutic relationship the therapist demonstrated
high levels of human relationship skills as defined

by Carkhuff and Berenson (1977) and Gazda (1973)

(see Appendix J)e. In addition, each group member
filled out a self=-report questionaire at the beginning

of each session (see Appendix K).

Control Group (Consisting of 2 subgroups of 5

members each). The ‘Control group was given the structured
task of working on a jigsaw puzzle. They were instructed
to complete as much of the puzzle as possible in the

45 minute period. In addition, they were told that no
single members' performance would be measured in any

way. The Control group recnived no treatmente They

met 45 minutes once per week, for four weeks, Jjust as

the 2 Experimental groups, but had no therapist
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presente The same individual who functioned as the
“therapist” in the experimental groups provided approx-
imately 5 minutes of brief instructions to this group
as to how they were to function during the remainder
of their 4 scheduled meetings. At the beginning of
group meetings number 2 and 3 the Control groups were
given their puzzles and were instructed to assemble
them as a groupe On the fourth session the group
members were post tested prior to working on their

taske

Counselor One Ph. D counselor provided treatment

to all subjects. Prior to seeing the Experimental
subjects, the counselor underwent an intensive briefing
session where he was instructed how to interact with
the subjects in each of the two treatment conditions.
In addition, he received a manual of guidelines to
study and adhere to during the experiment.

The Counselor was instructed to tape all treatment
sessions., Random segments of these tapes were reviewed
by an expert consultant after completion of the study
in order to establish whether the experimental conditions
were maintained. The consultant determined that there
was no evidence of deviation from the prescribed

guidelines, In addition, the counselor was blind to the

specific objectives and hypotheses of this study.
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CHAPTER III

Results

Pre-Treatment ANOVA Across All Groups

To test for differences in mood level among
groups prior to treatment, one-way analyses of variance
were performed on MAACL and MMPI scores. The results
of the analyses indicated that there were no significant
differences among groups prior to treatment
as measured by the MAACL (F= .76, df= 24, p) «05);
and the MMPI "D* scale (F= .23, df= 24, QJ).OS)
(see Table 1).

Post=Treatment ANOVA Across All Groups

Separate one-way analyses of variance were performed
on post-test MAACL and MMPI scores across the 2
treatment and 1 control groups. It was found that
the groups were significantly different at post-test
on the MAACL (F= 3.44, df= 24, p {(+05). There was not,
however, a significant post=-test difference between
groups as measured by the MMPI (F= 3,08, df= 24,

«05{ p<1.0) (see Table 2).,
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Groups
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Analyses of Variance:

SS

90.96

1430489
1521,85

14,5

739.8
73443

Table 1

MAACL

MMPI

Pre=test

%

24
26

[7

L5.48

59,62

[z

7025

30,82

64

I
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0235



Source

Between
Groups

Within
Groups

Total

*D <05

Source

Between
Groups

Within
Groups

Total

65

Table 2

Analyses of Variance:

Post=Test
MAACL
ss df NS F
268.99 2 134,495 34l
937.00 24 390,042
1206.1 26
MMPI
ss df s F
200,67 2 100,33 3,08
780,00 24 32,5

980,67 26
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Followup ANOVA Across_ All Groups

One-way analyses of variance were performed on
followup test MAACL and MMPI scores. The groups were
not found to be significantly different at followup
on either measure (MAACL: F= 2,96, df= 24, p) .05y
MMPI:+ F= 3.07, df= 24, p }.05) (see Table 3).

Multiple Comparison of Group Differences

Based on the significant ANOVA from post-test MAACL
scores, a least Squares Difference post hoc analysis was
performed. The results indicate that there was a signif-
icant difference between the experimental group with the
"relationship” condition and the "control” group (t (24) =
7.22, p {+05). There was not, however, a significant
difference between the "without relationship" condition

and the control group (t (24) = 6.00, .05¢ p{1.0).

Correlation of MAACL and MMPI "D" Scale Scores

Mood state (MAACL) was correlated with mood trait
(MMPI) in an attempt to determine whether the two
measures were measuring different dimensions of depression.
It was found that post-test scores correlated highly
(rxy= .66, t (25) = 4.39, p <{.001) while pre-test and
followup scores correlated less highly (rxy= .49, t (25) =
2.81, p (.01; and rxy= 42, £t (25) = 2.31, p (.05).
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Table 3

Analyses of Variance:

Followup
MAACL
ss af s
26474 2 1337
1080.67 24 45.03
1107.41 26
MMPI
ss af 1S
186.892 2 9344
729,778 24 30.40

916467 26
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Group Means Over Time

Table 4 reflects that the "with relationship”
group mean on the MAACL (10.33) was much smaller
than the *"without relationship” group (14.33) and the
control group (14.11) on the same measure. This was
not the case, however, for the MMPI pre-tiest meansS,
While not statistically significant, the trend
suggests that the "without relationship” group improved
more than the "with relationship” group as measured
by the MMPI at both post-test and followupe

The *"without relationship” group's pre-test mean
(MAACL) was 14,33 and changed to 8.22 at post-test.
The “with relationship” group's pre-test mean of 1033
changed to 7.0, While the "with relationship” post-
test mean was numerically smaller than the "without
relationship” group's mean, it appears that the greatest
total change occured in the “without relationship”

Zroupes



Table 4

Group Means and Standard Deviations

Pre Post Followup
MAACL| MMPI MAACL| MMPI MAACL| MMPI
14,33 21,11 8622 | 16455 Y77l 10252

8el5 6eH7 5¢93 5013 4,82 3680
10,33 21,11 ) 19,55 9¢55| 19.44
4,69 5.28 5,52 6.29 8e76| 6417
1,111 22066 o331 23.22 1011 22466
9424 4,25 PP 50,63 5092| 6422
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CHAPTER IV
Discussion
The results of this experiment provided mixed
support for the main questions under investigation.
Of the two instruments used (MAACL and MMPI *D*
scale) only the MAACL detected a significant difference
between groups at the post-test measurement period.
The CCT "with relationship” condition was found to
be significantly different from the control group
at post testings The "with relationship” condition
experienced significant mood elevation. There were no
significant differences identified at followup
testing, however.
The purpose of this study was to answer the following
‘questions:
1, Is CCT treatment significantly effective
in elevating mood as compared to a no
no treatment control group?
2, Is CCT treatment with the addition of a
warm therapeutic relationship significantly
effective in elevating mood as compared to

a no treatment control group?
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3. Is CCT with the "relationship” condition
significantly more effective than CCT without

the "relationship” in elevating mood?

VAACL
With respect to question 1, it was predicted that
CCT would be effective in elevating “mood” even in
the absence of a therapeutic relationship. Surprisingly,
this prediction was not supported by the present datae.
With respect to question 2, it was found that
only CCT in conjunction with a therapeutic relation-
ship was more effective than no treatment (i (24)
= 7.22, p < +05). The MAACL scores did indicate an
elevation of mood for the CCT "without relationship”
condition, but the difference was not significant

(see Table 4).

MMPT

MMPI scores did not indicate that treatment was
more effective than no treatment when dealing with
mood elevatione

It is important to note, however, that although
MMPI scores did not indicate a significant difference
between the groups; they did in some cases conflict

with the results of the MAACL scores. The discrepancy



72
between results on the MMPI and the MAACL was unexpected.
The MMPI scores indicate a mood elevating trend for
the "without relationship"” group at both post- and
followup testing, while only a minute trend in mood
elevation for the "with relationship” condition.

While not statistically significant at the p (.05
level, the trend is consistant and therefore deserves
some speculation.

The data trend suggests that the warm therapeutic
relationship did not effect those variables such as,
client trust, motivation, conflict resolution, and
treatment effectiveness as expected. It was expected
that the "with relationship” condition would generate
greater motivation, trust, conflict resolution, and
treatment effectiveness than would the CCT "without
relationship” condition. It was also expected that
these differences would be reflected through greater
mood elevation as measured by both of the critical
measures., The data trend does not support this
hypothesis. The "counselor"”, however, noted on many
occasions that the “with relationship” group was
more prepared, and maintained a more serious approach
toward the CCT procedure than did the "without relation=-
ship” condition. The measure specifically designed to

assess changes in trust and motivation was deemed useless
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for several reasons. First, many of the subjects

were observed estimating the requested information
rather than actually computing, Second, some subjects
failed to complete the forms; and third, some of the
forms were not turned in as directed at the completion
of the sessions. More careful experimental control
could have alleviated this problem but the error was
not detected until after some of the groups had

already completed their second session. Unquestionably,
this missing data could have clarified some of the
apparent conflict surrounding the interpretation of the
~data.

When reviewing both the data trend and the
counselor's observations, it appears that the CCT
"without relationship” condition resulted in mood
elevation as detected not only by the MAACL, but
the MMPI “D" scale as well. While not reflecting
mood elevation on the MMPI "D" scale, the CCT "with
relationship” group demonstrated greater mood changes as
measured by behavioral observation. Upon reviewing
this information, it appears as though the CCT "without
relationship” condition might have simply improved
the subjects' ability to "repress"” (avoid aversive
thoughts ), as opposed to actual mood change. The

"ecounselor's” behavioral observations support this
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contention in that no instances of behavioral change
were noted for the "without relationship” group.

The MMPI is based on intrapsychic theory and would
therefore be most sensitive to changes in this intra-
psychic mechanism.

The “with relationship” condition focused on
conflict resolution as opposed to aversive thought
avoidance. This particular treatment would most likely
effect honest self-disclosure and self-awareness
while not improving repression at alls On an intra-
psychic measure such as the MMPI, improved self-
awareness might in fact appear as though the subject
was incapable of effectively repressing painful
impulses. Again the behavioral observations made
by the "counselor” support this contention since many
behavioral changes such as spontaneous positive self-
statements, frequent smiles, and enthusiastic participa-
tion, were noted for the "with relationship” group.
Obvious behavior changes were noted without concurrent
changes on the MMPI “D" scale.

The "with relationship” condition was designed to
achieve mood elevation in conjunction with conflict
resolution. This condition demonstrated significant
mood change (as measured by the MAACL) in addition

to noted behavioral changes. Although not substantiated
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with empirical evidence, the "counselor's"” behavioral
observations suggest that subject trust and subject
motivation, did actually improve as originally expected.
This observation becomes of critical importance when
considering the implication to the clinical setting. The
observation suggests that a client will be more likely
to complete and follow through with CCT when it is
delivered in conjunction with a warm therapeutic
relationship.

It is possible that the above interpretation
sufficiently explains the data. There are other
factors, however, that suggest that the data itself
could be misleading due to the presence of other
extraneous variables. The following discusSion
enumerates and explores those factors.

The dependent variable in this study was mood.
Two measures, the MAACL and the MMPI "D" scale were
chosen to assess mood change. The MAACL was chosen as
a measure of mood "state" while the MMPI was chosen
as a secondary measure. When considering the discrepancy
between the two measures several possible explanations
come to mind. First, there is little empirical research
on the validity of the MMPI "D" scale when used independ-
ly of the entire profile. Hathaway and McKinley (1940)
speculated and proposed that items could be added or
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removed from the test without any marked effects.
Perkins and Goldberg (1964) empirically studied the
contextual effects of fhe MMPI and found that contextual
deviations including the isolation of a single scale,
has little effect on scores for initial presentations.
They did find, however, that retest effects posed
some problem. They found that patients' scores improved
with each additional retest. Perkins and Goldberg,
explain this trend towards improvement as a change in
the approach to the task. Patients initially concentrate
on each question and answer accordingly. Perkins
and Goldberg suggest that on future occasions, the
patients become bored and tend to respond to the
social desireability aspects of the questions.
Therefore, it is conceivable that the retest process
alone results in apparant improvement. With respect
to this present rqsearch, the CCT "with relationship”
group would have been less susceptable to this retest
effect since the focus of their treatment was on
honest self-disclosure and improved self-awareness.

On the other hand, the CCT "without relationship”
condition was most susceptable to this retest effect
since their treatment did not focus on honest self-
disclosure and improved self-awareness., As discussed

earlier in this paper, CCT delivered without the addition
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of a warm, therapeutic relationship merely results in
thought avoidance and inhibition. The very nature of
this treatment may have even accelerated the retest
effect for this group. In light of this information
it is impossible to dismiss the possibility that the
use of the isolated MMPI "D" scale may have been invalid
under the conditions of this study.

Second, both measures chosen were susceptable to
response sets. On the MAACL, specifically, subjects
would respond to as many or as few stimulus words as
desired. On both measures, subjects could intentionally
avoid checking negative stimulus words in an attempt
to present themselves in a more positive light.

In sum, subjects' scores could be dependent upon how
honest or disclosing they chose to be. When choosing
the measures to be used for this research it was assumed
that response sets would remain stable. The conflicting
results, however, suggest that response sets may not
have been stable as assumed.

Third, the MMPI is a "trait" measure as opposed
to a "state” measure. That is, it purportedly measures
enduring, stable personality characteristics as opposed
to current mood awareness. It i1s probable that two
ditterent facits ot mood were measured. Supporting

this conclusion 1s data presented by Zucherman and Lubin
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(1965). They present correlations of .49 for MAACL
and MMPI "D" scale scores for males and .41 for
females, When a Pierson product moment correlation
was performed it was found that for this study MAACL
and MMPI "D" scale scores were moderately (p <.05)
correlated at pre- (.48) and followup (.42) testing,
but were more highly correlated (p {+001) at post-
testing (.66)s It is probable therefore, that the
MAACL and MMPI "D" scale were, in fact, measuring
different dimensions of mood.

In the event the MMPI was a valid indication of
mood change and if the above mentioned variables did
not interact as suggested; then the results would
suggest that CCT is most effective when the relationship
aspect is absent. In an attempt to clarify this confusion,
the experimenter examined the verbal and written
statements expressed by the subjects throughout the
course of the study. Several subjects wrote statements
on their weekly self-report form, while others verbally
expressed feelings during followup testing. These
statements were not catalogued in a consistant and
controlled manner, but when reviewed suggested that the
CCT "with relationship” condition was more effective than
the CCT "without relationship” condition in eliciting

spontaneous statements. Several subjects from the
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"with relationship” group expressed highly possitive
feelings, ie. "I find myself feeling really good on
Tuesdays, all day!”; "I've been thinking super positive
before I eat, the thoughts just pop out in my mind."j
"I've found a new boyfriend because of this study,
I've been more fun to be around.”

In only one case did a subject from the "without
relationship” group spontaneously verbalize an elated
or especially positive statement. This person stated,
"I think I'm happier now than before this study began.”

Verbal statements from the "control®” group were
either neutral or negative, ie. "I had to withdraw
from my psychology class because I just can't get
myself in gear."; "I feel really crappy today.";

"Here we are, another day with the jigsaw puzzles!"”.
The written and verbalized statements appear to support
the MAACL results as opposed to the MMPI "D" scale

results.

Limitations

As the research progressed several problems
developed that could easily have affected the results.
The first problem that developed was in the grouping
procedure. Originally, only the 30 most depressed

subjects were to be used in the study. Unfortunately,
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only a total of 30 subjects volunteered and therefore

they had to be randomly assigned regardless of pre-test
depression scores. The second problem that developed
was in the sampling procedure. It was decided that
the absolute minimal sample size for a study of this
design was 27 subjects. Only 30 subjects volunteered
but only 27 of these subjects completed the study.
Three subjects were not able to complete the study for
a variety of reasons. One subject from the control
group died during the second week of the study, one from
the "without relationship” group had to be hospitalized
for a kidney infection, and one subject from the "with
relationship” group promised to attend but never did.
In each case of discontinued involvement, the reasons
for the subjects®' absence was withheld from other
group members in order to avoid any contaminating
effects. For example, had subjects learned that one
of their fellow group members had died, they might
have increased their relationship involvement due to
this extraneous stimulus, while the other groups
would not have had this potential cohesiveness building
experience., In addition, group mood may have been
artificially depressed due to knowledge of a fellow
group members misfortune.

A third problem was that a large number of

subjects contracted the flu during the research period.
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Several of the subjects were heavilly medicated during
the followup test. Surprisingly, none of the control
group subjects contracted the flu and this could have
had a bearing on their responses to the measurement
devices., It was difficult for the "sick" subjects in
the two treatment groups to respond positively to the
MAACL which requests the subjects to check adjectives
which describe how they feel "today". Thus scores at
follow=-up could have been artificially depressed for
this reasone.

Two major design flaws were encountered during
the study. The first problem was that the CCT "with
relationship” condition had an insufficient number
of sessions in which to establish a well grounded
relationship with the group leader and the group members.
The first sessién was introductory and only two actual
treatment sessions remained (the fourth session was
used for post-testing). Many group members never
had an opportunity to deal with their feelings,
although they were able to be supportive of their
peers. As a result of this trial inadequacy the
CCT "with relationship"” group may not have experienced
as much conflict resolution as was expected.

The second design problem was that subjects in

the "with relationship” condition learned to become
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more honest, disclosing, and less afraid to deal with
negative feelings as well as learning to increase positive
feelings. It is probable that these subjects were more
willing to label these aversive feelings on the MMPI
and MAACL, and therefore their self-ratings might
not indicate their overall mood gains. A measure
that would not have been negatively influenced with
increases in ability to disclose honestly should
have been included in the assessment process., Unfortunate-
ly, none of the measures investigated for this study would
have been adequate for this purpose. Behavioral
measures such as number of positive spontaneious
statements, number of conversations initiated, response
time, and number of smiles observed might be useful
additional criteria.

Finally, it is important to remember that this
study is an analogue study and this has an effect on
the generizability of the results. In this study
specifically, generalizability is diminished due
to the small number of subjects, it is clear, however,
that for a college population, CCT in conjunction with
a therapeutic relationship is effective in elevating
mood, or decreasing depression as long as treatment is
maintained. Due to the limitations of this study, it

is impossible to determine how much treatment would
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be necessary to have lasting results. It is recommended
that future research be directed at followup assessment
so as to determine the optimal length of treatment

for the most lasting results.
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1 [] active
2 [] adventurous
3 [J affectionate
4 [Jafraid
5 [Jagitated
6 [Jagreeable
7 [ aggressive
8 [Jalive
9 [Jalone
10 [J amiable
11 [Jamused
12 [ angry
13 [J annoyed
14 [ awful
15 [] bashful
16 [] bitter
17 [ blue
18 [] bored
19 [Jealm
20 [] cautious
21 [ cheerful
22 [Jelean
23 [ complaining
24 [ contented
25 [Jcontrary
26 [Jcool
27 [] cooperative
28 [Jeritical
29 [Jeross
30 [Jecruel
31 [Jdaring
32 [Jdesperate
33 [Jdestroyed
34 [Jdevoted
35 [Jdisagreeable
36 [] discontented
37 [ discouraged
38 []disgusted
39 [Jdispleased
40 [Jenergetic
41 [Jenraged
42 [] enthusiastic
43 [] fearful
44 Jline

APPENDIX A (Conts)

45 [ fit

46 [ forlorn
47 [Jfrank

48 []free

49 [Jfiriendly
50 []frightened
51 []furious
52 Cgay

53 []gentle

54 []glad

55 []gloomy
56 []good

57 [J good-natured
58 [Jgrim

59 [J happy

60 [ healthy
61 []hopeless
62 []hostile
63 [ impatient
64 []incensed
65 [] indignant
66 []inspired
67 []interested
68 [Jirritated
69 [] jealous
70 []joyful

71 [ kindly
72 [ lonely

73 [Jlost

74 [Jloving
75 []low

76 []lucky

77 [J mad

78 [] mean

79 [] meek

80 [] merry
81 [Jmild

82 [ miserable
83 [Jnervous
84 [Jobliging
85 [Jolfended
86 [Joutraged
87 [Jpanicky
88 [] patient

84

89 [ peaceful
90 [] pleased
91 [] pleasant
92 [] polite

93 [] powerful
94 [] quiet

95 [] reckless
96 [] rejected
97 [J rough

98 [] sad

99 [] safe

100 [ satisfied
101 [] secure
102 [] shaky
103 [] shy

104 [ soothed
105 [J steady
106 [] stubborn
107 [J stormy
108 [] strong
109 [] suffering
110 [] sullen
111 [J sunk

112 [J sympathetic
113 [] tame

114 [J tender
115 [] tense

116 [J terrible
117 [ terrified
118 [] thoughtful
119 [J timid

120 [] tormented
121 [] understanding
122 [] unhappy
123 [] unsociable
124 [ upset
125 [ vexed
126 [ warm
127 [] whole
128 [J wild

129 [ willful
130 [ wilted
131 [] worrying
132 [] young
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NAME 1
I have a good appetite.
I am easily awakened by noise,

My daily life is full of things that keep
me interested.

I am about as able to work as I ever was.
I am very seldom troubled by constipation.
At times I feel like swearing.

I find it hard to keep my mind on a task
or job.

I seldom worry about my health.

At times I feel like smashing things.

I have had periods of days, weeks, or months
when I couldn't care for things because I
couldn't get goinge.

My sleep is fitful and disturbed.

My judgment is better than it ever was.

I am in just as good physical health as
most of my friends.

I prefer to pass by school friends, or
people I know but have not seen for a long
time, unless they speak to me first.

I am a good mixer.

Everything is turning out just like the
prophets of the Bible said it would.

I sometimes keep on at a thing until others
lose their patience with me.
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I wish I could be as happy as others seem
to be.

I sometimes tease animals.
I am certainly lacking in self-confidence.
I usually feel that life is worthwhile.

It takes a lot of arguement to convince
most people of the truth.

I go to church almost every week.

I believe in the second coming of christ.
I don't seem to care what happens to me.
I am happy most of the time.

I seem to be about as capable and smart as
most others around me.

I have never vomited blood or coughed up
blood.

I do not worry about catching diseases,
Criticism or scolding hurts me terribly.

I certainly feel useless at times.

86

At times I feel like picking a fist fight with

someone.

Most nights I go to sleep without thoughts
or ideas bothering me.

During the past few years I have been well
most of the time.

I have never had a fit or convulsion.
I am neither gaining nor losing weight.
I cry easily.

I cannot understand what I read as well as I

used to.
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I have never felt better in my life than I
do now.

My memory seems to be all right.
I am afraid of losing my mind.
I feel weak all over much of the time.

Sometimes, when embarrassed, I break out in a
sweat which annoys me greatly.

I do not have spells of hay fever or asthma.

I enjoy many different kinds of play and
recreation.

I 1like to flirt.

I have at times stood in the way of people
who were trying to do something, not because
it amounted to much but because of the
principle of the thing.

I brood a great deal.

I dream frequently about things that are best
kept to myself.

I believe I am no more nervous than most others.

Sometimes, without any reason, or even when
things are going wrong, I feel excitedly
happy, "on top of the world."”

I have difficulty in starting to do things.
I sweat very easily even on cool days.

When I leave home I do not worry about whether
the door is locked and the windows closed.

I do not blame a person for taking advantage
of someone who lays himself open to it.
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At times I am full of energy.
Once in a while I laugh at a dirty joke.

I am troubled by attacks of nausea and
vomiting.

I work under a great deal of tension.

I have periods in which I feel unusually
cheerful without any special reason.
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Statement Requesting Volunteers

I have been asked by one of our psychology graduate
students to request volunteers for a research project.
The project will involve answering some short question-
aires, and meeting with some other group members.

You will meet one hour, once per week, for four weeks
after the groups are arranged.

(optional: instructors may at this time offer extra
credit points for participation in the
research).

Instructors may now discuss the value of participating
in research in their own words.

Instructors will now:
1, Ask for a show of hands for those interested
in volunteering.
2., Record these persons names.
3. Give them the date, time, and meeting place for
the first meeting.

Date Time Place
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Informed Consent
INFORMATION:

You will be involved in an experiment that will
involve reading statements from cards at a certain
time each day for a 4 week period. In addition you will
meet with a counselor and 4 other group members to
discuss the procedure.

CONSENT:

I hereby acknowledge that the procedure I will
follow is for the purposes of graduate psychology
research being conducted by Steve Lucks. I agree
to participate in the study with the understanding
that no participant will be identified individually
in any report of the research.

I hereby acknowledge that the counseling is being
audio-tape recorded and parts of it may be reviewed by
a professional counselor for experimental control
purposes. The tape will be erased following the
above validation purposes and my identity will remain
completely anonymous. I understand that I may request
the interviewer to stop the tape at any time.

I hereby acknowledge that my group's performance
will be discussed with my group during the debriefing
period. I may obtain information regarding my own
individual performance by requesting it of the
experimenter at the conclusion of the study.

Participant's Signature Date
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Informed Consent
INFORMATION s

You will be involved in an experiment that will
involve reading statements from cards at a certain
time each day for a 4 week period. 1In addition, you
will meet with a counselor and 4 other group members
once per week to discuss the procedure and any other
concerns you may choose to deal with. The counseling
will proceed in a group format. The process may
inciude, but not be restricted to, topics such as family,
friends, current and past interests, school adjustment,
vocational plans and significant factors in your
growth and development. This may be a unique opportunity
of exploring these areas during a 45 minute counseling
session, and you may find it to be a rewarding and
meaningful experience, If you find this experience
rewarding and positive then the option of continuation
can be discussed at a later time.

CONSENT s

I hereby acknowledge that the counseling sessions
in which I am a participant is for the benefit of
graduate psychology research being conducted by
Steve Lucks. I am aware that my discussions may involve
matters of a personal nature and that I am under no
obligation to discuss any particular topics or to
respond to any particular question.

I hereby acknowledge that the counseling is being
audio~-tape recorded and parts of it may be reviewed
by a professional counselor for experimental control
purposes. The tape will be erased following the above
validation purposes and my identity will remain completely
anonymous., I understand that I may request the
interviewer to stop the tape at any time.

I agree to participate in the study with the
understanding that no participant will be identified in
any report of the research. I hereby acknowledge that
my group's performance will be discussed with my group
during the debriefing period. I may obtain information
regarding my own individual performance by requesting
it of the experimenter at the conclusion of the study.

Signature Date
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Informed Consent
CONSENT

I hereby acknowledge that the procedure I will
follow is for the purposes of graduate psychology
research being conducted by Steve Lucks. I agree to
participate in the study with the understanding that
no participant will be identified individually in
any report of the research.

I hereby acknowledge that my group'’s performance will
be discussed with my group during the debriefing period.
I may obtain information regarding my own individual
performance by requesting it of the experimenter
at the conclusion of the study.

Participant's Signature Date
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February 7, 1978

Dear Volunteers:

The initial phase of this research is now completed. I
need to meet with each of you for 20 minutes on Friday,
March 10, 1978, PFour hours (9-12) will be reserved,
and you can check in at your convenience.

The activities during this session will consist of:

1, filling out 2 self-report questionaires

2. debriefing of the purpose of the study

3. a date will be provided for a party that
each of you are invited to

4, your name will be checked so that your
instructor can be notified of your participation
and therefore give you your well earned credit

Each of you will receive by mail an abstract of the
study, including an analysis of the results. You will
be sent your copy as soon as the data is tabulated.

In addition, the results will be discussed in detail
during the party.

Dr. Hiett or myself will call to remind each of you
prior to the March 10 meeting. Attendance of this
session is critical to the study's conclusion, and I
would greatly appreciate your making a mental note
of the day right now. The room will be announced
when you receive your phone call.

Thanking you in advance,

Steve Lucks
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Debriefinz Meeting

Debriefing took place immediately after the
subjects were followup tested. The experimenter
explained that there has been disagreement among theorists
as to what form of counseling is most effective in the
treatment of depression. The experimenter explained
that there has been disagreement among theorists as
to what form of counseling is most effective in the
treatment of depression. The experimenter then explained
that he had chosen one approach, delivered under two
different conditions in order to compare the effects of
each. Following the above introduction the experimenter
briefly described CCT with the relationship condition
and CCT without the relationship condition. The
measurement instrumenté (MAACL and MMPI "D" scale)
were also described at this time.

After the subjects were introduced to the purpose
and nature of the study the results were discussed and
explained in relation to group performance. The
subjects were reminded that information regarding
individual performance could be obtained if requested.

This information was only released privately.
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The final segment of the debriefing session was
a question and answer period to clarify any questions
regarding debriefing. The experimenter requested
feedback concerning recommendations that would improve
the procedure of the study if it were to be replicated.
The session closed with a statement by the experimenter
expressing his appreciation for the subjects' time

and cooperation.
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INSTRUCTIONS
Carry statement cards and a pen with you wherever you
are for the following three weeks.
One card in the stack should always be blank.
Read a statement off of one of the cards immediately
prior to eating anything or using the bathroom. Do
not allow yourself to eat or use the bathroom until
you have read the statement.
After reading a card place it on the bottom of the
pile.
When you begin to read a statement and you find
the blank card is on top,; think of a new positive
self-statement and write it down on the blank
cardes Do not allow yourself to eat or use the
bathroom until you have done this. After you
have have written down the statement place the

new card on the bottom.

.After writing a new statement on the blank card be

sure to add a new blank card to the stacke.
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MANUAL OF INSTRUCTIONS FOR
EXPERIMENTAL GROUPS

Experimental Group II

Session 1

1, Therapist will sit on the floor in a circle with all
group members. He will introduce himself as
Russ Hiett and will explain that he prefers to
be called Russ. He will explain that he is a
full time counselor at The Green House and will
briefly disclose how he feels about having that
position. When he has finished introducing himself
he will ask each group member in turn (from
left to right) to introduce themselves as well.

The therapist will be warm and will freely disclose
his feelings whenever appropriate. He will actively
deal with both his feelings and the subjects’
feelings as opposed to content issues.,

2. Therapist will hand out sample self-statements,
instruction sheets, and blank CCT cards, He will
spend the next fifteen minutes explaining CCT,
assisting in the developing of positive self-

statements, and answering questions regarding the
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procedure.

a, He will ask each subject to generate a
list of his own positive self-statements
using the samples as a guide. He will be
asked to generate 10 such statements,
and after they are reviewed by the therapist
he will be asked to transfer them onto
the CCT cards.

When the subjects have completed this taék the
therapist will go from person to person and review
their self-statements. He will modify any that
are not appropriate and give feedback as to how
they were inappropriatee.

The therapist will then role play two situations
where the subject will use CCT. The first demon=-
stration will be a situation where a single card
is read immediately prior to eating. The second
demonstration will concern the situation where a
blank card is on the top of the list and the
subject must generate a new positive self-statement
and record it on the card.

The therapist will ask if their are any questions

about the procedure and will answer them. If
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these questions are grounded in emotional concerns

about the procedure, the therapist will explain

that he will provide an opportunity later in the
session to deal with those issues. He will also
instruct all subjects to bring their CCT cards to
all further sessions.,

At this time the therapist will ask the question

"What concerns would you like to share here in the

group?”s This question is directed at the entire

group.

a. In the event that no one responds after two
full minutes of silence the therapist may
either self-disclose about one of his earlier
college concerns, or he may instead become
directive and ask a specific person in the
group what some of his concerns are. 1In the
event that these procedures do not manage to
open up communication, the therapist may
use his discretion and procede as he feels

beste.

Session 2

1.

The Therapist will greet each subject informally
and ask them to sit on the floor with him.
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2., Therapist will check with each subject to insure
that he is carrying out the CCT procedure correctly
and reliably.

a. In addition, the therapist will hand out the
self-report questionaire (see appendix K).
This questionaire will help assess the degree
to which the subjects are following and main=-
taining the CCT procedure.
The therapist will troubleshoot any problems that
develop with the procedure, and remind each subject
that it is important to continue the procedure.

3. The therapist will open up the session to individual
concerns, and will utilize helping skills and
active listening to communicate understanding
and facillitate self-exploration of these concerns.

Session 3

1, Same as session 2.

Session 4

1, The therapist will greet each subject informally
and ask them to sit on the floor with him.

2. The therapist will administer the post test and
then distribute the self-report questionaire.

3. Therapist will discuss CCT procedures and problems
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from the proceeding week. He will collect all
subjects® CCT cards.

Therapist will open session for communication of
personal concerns.

At 40 minutes into the session the therapist will
close discussions and give date, time, and place
for followup testing and debriefing, and will
express his feelings about having been with the
group for the past 4 sessions.

He will dismiss subjects.

Guidelines and Restrictions

.The therapist will run each session in an informal,

encounter group type format, and will rigidly
follow the session agenda.

The therapist will actively listen, using the
helping skills (empathy, genuiness, warmth, respect,
concreteness, confrontation, immediacy, and self-
disclosure) described and defined by Gazda (1973).
These skills will be utilized when the CCT procedure
is explained and also when individual concerns are

dealt with.
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The therapist will allow the subjects to deal

with both CCT procedural problems and individual
concerns during any of the sessions.

The therapist will attempt to build a therapeutic
relationship between himself and the subjects,

and also between each of the subjects themselves,
The therapist will focus on the feelings of the
group members and help them self-explore their
concerns with the goal of helping the group members
more fully understand themselves.

The therapist will be empathic, but will maintain
a directive stance when the communications become
tangential and content oriented. He will use any
of the helping skills to redirect the group member
back to relevant issues.

The therapist will refrain from giving any advice
what-so=-ever when dealing with a client's concerns
and feelings. If the group member is generating
his own alternatives, however, the therapist may
further explore these alternatives with him.

If asked for advice the therapist will either re-

direct the question back to the subject, or he

may explore the subject's need for answers with

the subject.
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The therapist will deal with one group member's

concerns at a time. Other group members may inter-

vene, but the therapist will maintain control of

this at all times. In the event the therapist

wishes to prevent a group member from intervening

in an interaction he may:

a. ask the group member to hold his comments for
just a few moments.

bs he may reach over and touch the person so as
to indicate to hold off for a few moments,

ce he may ask the group member to refrain from
intervening very directly.

The therapist may allow other group members to add

feedback, but will immediately stop destructive

feedback directed at any member. The below types

of responses are to be considered destructive.

a. blaming

be. giving advice

ce. disqualifying

d. judging

e. Sarcasm

f. depreciating

g+ preaching, moralizing
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he defending

i. interpreting, analyzing, diagnosing

Experimental Group I

Session 1

1.

2.

Therapist will have all subjects sit down in desks
facing the blackboard. He will introduce himself
as Dr. Russel Hiett and will neither encourage nor
discourage anyone from using his first name. He
will explain that he is a full time counselor at
the Green House and will briefly describe his
duties without reflecting his feelings concerning
this position. He will then call off the names

of the group members much the way a professor
would call names in a classroom. The therapist
will not present himself as cold or aloof, but
will avoid dealing with feelings. He will maintain
a didactic format and may appear very formal.
Therapist will hand out sample self-statements,
instruction sheets, and blank CCT cards. He will
spend the next fifteen minutes explaining CCT,

assisting in the developing of positive self-
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statements, and answering questions regarding the

procedure.

a. He will ask each subject to generate a list of
his own positive self-statements using the
samples as a guide., He will be asked to generate
10 such statements, and after they are reviewed
by the therapist he will be asked to transfer
them onto the CCT cards.

When the subjects have completed this task the

therapist will go from person to person and review

their self-statements. He will modify any that

are not appropriate and give feedback as to how

they were inappropriate.

The therapist will then role play two situations

where the subject will use CCT. The first demonstra-

tion will be a situation where a single card is

read immediately prior to eating. The second

demonstration will concern the situation where

a blank card is on the top of the list and the

subject must generate a new positive self-statement

and record it on the card.

The therapist will ask if there are any questions

about the procedure and will answer procedural
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questions only. He will instruct them to bring

the CCT cards to all sessions.

The therapist will lecture on the importance

of making eating and using the bathroom consistantly
contingent upon reading the CCT statements. The
therapist will continue on this subject for the
remainder of the session. He will then dismiss

the subjects at the end of the 45 minute session.

Session 2

1.

2.

3.

Therapist will greet each subject formally and

ask them to sit down at desks. He will again stand

by the blackboard.

The therapist will check with each subject to

insure that he is carrying out the CCT procedure

correctly and reliably.

a, In addition, he will hand out the self-report
questionaire (see Appendix K). This questionaire
will help assess the degree to which the subjects
are following and maintaining the CCT procedure.

He will remind the subjects that it is important to

continue the procedure.

The therapist will spend the remainder of the

session discussing the CCT procedure as it was
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experienced by each group member, He will then

ask the subject which of those cards were the

cards generated during that week. The therapist will

provide feedback about the quality of the statements

and will make suggestions for revision if necessary.

The therapist will ask the subject to explain any

difficulties that were encountered in generating

self-statements. The therapist will provide

suggestions if there was difficulty and will praise

if there was no difficulty. The therapist will

then ask the subject to discuss any difficulties he

had with the CCT procedure itself. For example,

the therapist will ask:

a. Did you find it inconvenient?

be If yes, how?

ce Did your friends notice or comment?

do What did you do then?

es What things did you do to help yourself
remember to read the statements?

The therapist will listen carefully, but will only

respond with an understanding smile or laugh. No

discussion or reflection of feelings will be

dealt with.



108

APPENDIX J (Cont.)

4, When the therapist has finished with this subject he
will move on to the other subjects and will follow
the same procedure for each.

Session 3

1, Same as session 2.

Session 4

1, The therapist will greet each subject formally and
ask them to sit down at desks. He will again stand
by the blackboard.

2, Therapist will administer the post test and then
distribute the self-report questionaire.

3. Therapist will discuss CCT procedures and problems
from the proceeding week (as in sessions 2 and 3)
and will collect all subjects CCT cards.,

4, At 40 minutes into the session the therapist will
close discussions and give date, time and place for
followup testing and debriefing.

5 He will dismiss subjects.

Guidelines and Restrictions
1, The therapist will run each session in a formal,

didactic format, and will rigidly follow the session

agenda.
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The therapist will listen to group members in

a considerate fashion, but will avoid sharing his

feelings in the sessions. He will not use the

listening skills to probe for feelings.

The therapist will only allow the subjects to deal

with CCT procedural problems. All attempts by

subjects to deal with their own concerns or problems
will be dealt with in one of the following ways:

a, direct explanation that for the purposes of this
study these issues cannot be dealt with at this
time.

b. therapist can give an immediate behavioral
solution. A solution that is content oriented

and which avoids the exploration of feelings,

ie.

subject: I'm frustrated because I forget to
bring my CCT cards with me when
I eat,

therapist: What you need to do is carry them
with you at all times. Try
wearing a shirt with a pocket
so that you can be sure to do
that. If that doesn't work, keep
a blank card at your table so that
it will remind you.

The therapist will remain formal and will not
attempt to create a relationship between himself and

the subjects.
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The therapist will focus on content issues and
will remain task oriented.

The therapist will be attentive, and directive

at all times. He will not allow the discussions

to become tangential and off task.

The therapist will give behavioral advice freely
in an attempt to assist the subjects in following
the CCT program. He will allow group members

to develop their own alternatives and solutions

if they choose to do so.

If asked for advice on procedural problems he
will give it freely. He will avoid requests for
advice concerning personal problems. He may state
quite clearly that "for the purposes of this
research, these issues cannot be discussed.”

The therapist will not allow other group members
to intervene if he finds them encouraging a group
member to deal with feelings and personal problems.
The therapist may allow other group members to
add feedback, but will not allow any member to
respond destructively. The below types of responses
are to be considered destructive.

a, blaming
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disqualifying
sarcasm
depreciating

defending

“interpreting, analyzing, diagnosing

111
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Self-Report Questionaire

(please print)

DATE:

1,

2.

3e

bo

Se

What is the total number of statement cards in

your stack?

Approximately how many times are you eating

per day?

Approximately how many times are you using the

bathroom per day?

How reliably are you reading the statement cards?

de
De
Coe

d.

always read cards
uéually read cards
sometimes read cards

never read cards

Do you know the other members in your group?

yes

no

- —
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APPENDIX L

Forty Sample Positive Self-Statements

am & kind person.
am assertive.
try my best in school.

am a good friend to others.

H oHH O H H H

am a good athlete.

I have many good friends.

I'm a considerate person.

I am a hard worker.

I'm good at motivating others.

I'm a good leader.

I can sew very well,

I'm a good cooke.

I'm a good driver.

I'm a happy person.

Although not perfect I'm working on
I'm good at working with my hands.
I have a good complexion.

I have pretty eyes.

I'm thrifty and handle money well.
I have pretty hair.

I am a good conversationalist.

improving

I have good taste and buy things that are

nice.
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23,

24,
25
26,
27.
28,

29,

30.

31,

32.

33.

3k,

35
36,

37
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I am quiet and thoughtful and can therefore
appreciate experiences.

I'm resourceful.

I'm a soft and tender person.

I'm couragous,

I am best at .

I want to be noticed for my and am working

towards achieving this.

I am an intelligent person.

I am a responsible person.

I'm good at my job.

I'm lonely but that can be a strength for me right
now, and I am learning to appreciate that.

I'm learning to soften my temper because I choose to
do that.

I'm accepted by lots of people and that's really
neat.,

I'm good at making people laugh.

When I really think about it, I really have a lot
going for me.

I'm the kind of person who does not care about money,

but instead places value on other things such as .
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38« I am a darn good artist.
39, I am a good listener.
40, One of my greatest strengths is my willingness

to persevere.



116

References

American Psychiatric Association. Diagnostic and
statistical manual of mental disorders. Washington

D.C.: American Psychiatric Association, 1968.
Beck, A« Ts Depression: causes and treatment.

Philadelphias Univ. of Penn. Press, 1967.
Beck, A. T., Ward, C. He, Mendelson, M., Mock, Jey &

Erbaugh, J. An inventory for measuring depression.
Archives of General Psychiatry, 1961, 4, 561-571,

Blinder, M. G. The pragmatic classification of
depression. American Journal of Psychiatry, 1966,

123, 259-269.

Butcher, J. N« Abnormal psychology: basic concepts
in psychology series. California, Brooks/Cole, 1972,

Carkhuff, R. R., & Berenson, B. G. Beyond counseling
and therapy. New Yorks Holt, Rinehart, &
Winston, 1977.

Cattell, R. Be, & Scheier, I. He The meaning and
measurement of neurotism and anxiety. New York:
Rona o 9 e

Cattell, R. Be., Scheier, I. He, & Lorr, M. Recent
advances in the measurement of anxiety, neurotism,
and the psychotic. New York Academy of Sciences
Annals' 1962, 22' 8“’0"850.

Cooke, S. A« An experimental study of the effectiveness
of coverant conditioning in alleviating neurotic
depression in college students (Doctoral Dissertation,
University of Virginia, 1974). Dissertation
Abstracts International, 19?3, 35, 3574B.

(University Microfilm No. 74-29, 220)




117

Coleman, J. C. Abnormal psychology and modern life
(4th ed.). Illinois: Scott, Foresman, 1972.

Deitchman, P. S. The use of covert sensitization
in the treatment of obesity (Doctoral Dissertation,
Florida State University, 1972). Dissertation
Abstracts International. 1975, 34, 35?5B.
(University Microfilms No. 75-932)

Egan, G. The skilled helper. DMonterey, Calif.:
Brooks/Cole, 1975.

Eysenck, H. J., & Beech, Hs R. Counterconditioning
and related methods in behavior therapy. In
A. E. Bergin & S. L. Garfield (Eds.), Handbook
of psychotherapy & behavior change. New York:
John Wiley & Sons, 1971.

Ferster, C. Bs A functional analysis of depression.
American Psychologist, 1973, 28, 857-870.

Fogel, M. L., Curtls, Ge Ce, Kordasz, F., % Smith,
We Go Judges' ratings, self-ratings and checklist
report of affects. Psychological Report, 1966,

19, 299-307.

Gazda, G. M. Human relations development. Boston:
Allyn & Bacon, 1973.

Glass, Ce R., Gottman, J. M., & Shmurak, S. He Response-
aquisition and cognitive self-statement modification
approaches to dating-skills trainin Journal
of Counseling Psychology, 1976, gg(%), 520-526

Glasser, W. Reality therapv: a new approach to

svchiatry. New York: Harper & Row,
§9§5-

Goldfried, M. R. & Davison, J. Clinical behavior
therapy. New York: Holt, Rinehart, & Winston, 1976.

Goldstein, A, P., & Simonson, N. R. Social psychological
approaches to psychotherapy research. In A. E. -
Bergin & S. L. Garfield (Eds.), Handbook of
psychotherapy & behavior change. New York:

John Wiley & Sons, 1971,

Goodstein, L. D. Review of the depression adjective

check list. In O. K. Buros (Ed.), e sevent
ental measurements vearbook (Vol. 13. New Jersey:
The Gryphon Press, 1972, a)



118

Goodstein, L. D. Review of the self-rating depression
scales, In O. K. Buros (Ed.), The seventh mental
measurements yearbook (Vol. 1). DNew Jersey:

The Gryphon Press, 1972. (b)

Hanum, J. W., Thoresen, C. E., & Hubbard, D. R.
A behavioral study of self-esteem with elementary
teachers. .In M. J. Mahoney & C. E. Thoresen
(Eds.), Self-control: power to the person.
Belmont, Calif.: Brooks/Cole, 1974,

Hathaway, S. Re, & Mckinley, J. C. A multiphasic
personality schedule (Minnesota): I. construction

of the schedule. Journal of Psychology, 1940,
10, 249-254,

Hathaway, S. Re, & McKinley, J. C. Minnesota multiphasic
ersonality inventorv: manual. New York: The
Psychological COrDes 1967
Hefele, Te¢ Jey & Hurst, M. We Interpersonal skill

measurement: precision, validity, and utility.
The Counseling Psychologist, 1972, 3(3), 62-69.

Heller, K. ILaboratory interview research as analogue
to treatment. In A. E. Bergin & S. L. Garfield
(Eds.), Handbook of psychotherapy and behavior
change. New York: Wiley, 1971.

Hobbs, N The futures of children. Calif.: Jossey-
Bass, 1975.

Holland, Je Gep, & Skinner, B. F¢ The analysis of behavior.
New York: McGraw-Hill, 1961,

Holt, Re Re, & Luborsky, L. Research in the selection
of psychiatrists. Bulletin of the Menninger
Clinic, 1952, 16, 125-135.

Homme, L. E. Perspectives in psychology, XXIV:
control of coverants, the operants of the mind.
Psychological Record, 1965, 15, 501-511,

Hunt, J. McV., Ewing, T. N., LaForge, R., & Gilbert, W. M.
An integrated approach to research on therapeutic
counseling with samples of results., Journal
of Counseling Psychology, 1959, 6, 46-5L4,




119

Isaacs, K. S., & Haggard, E. A, Some methods used in
the study of affect in psychotherapy. In L. A.
Gottschalk & A. H. Averbach (Eds.), Methods of

research in psychotherapy. New Yorks Appleton-
Century-Crofts, 1966.

Jackson, B. Treatment of depression by self-reinforce=-
ment. Behavior Therapy, 1972, 3, 298-307.

¥

j’(‘Johnson. We G. Some applications of Homme's coverant
control therapy: two case reports. Behavior

ﬁglly, E. L. Review of the multiple affective adjective
check list. In O. K. Buros (Ed.), The seventh
mental measurements yearbook (Vol. 1). New
Jersey: The Gryphon Press, 1972.

Keutzer, C. S. Behavior modification of smoking:
the experimental investigation of diverse techniques.
Behavior Research and Therapy, 1968, 6, 137-157.

lavigne, J« Ve The relative efficacy of cognitive-
behavior rehearsal and systematic desensitization
in the treatment of test anxiety (Doctoral Disser-
tation, The University of Texas at Austin, 1974).
Dissertation Abstracts International, 1974, gi,
2L378-2436B, (University Microiilms. No. 74=24, 892)

9&-Lazarus, A, A, Iearning theory and the treatment of
depression. Behaviour Research and Therapy,
1968’ é' 83-89.

ﬁ(lazarus, A. A. Multimodal behavioral treatment of
depression. Behavier Therapy, 1974, 5, 549-554.

Lubin, B. Adjective checklists for measurement of
depression. Archives of General Psychiatry,
1965, 12, 57-62.

& Mahoney, Me Je. The self-management of covert behavior:
a case study. Behavior Therapy, 1971, 2, 575-578.

S?-Mahoney. Me Je Research issues in self-management.
Behavior Therapy, 1972, 3, 45-63.

—4?Mahoney. Me Je Cognition and behavior modification.
Cambridge, Mass.: Ballinger, 1974.




120
Marks, P. A., Seeman, W., & Haller. D. L. The
actuarial use of the mmpi with adolescents and
adults. Maryland: Williams and Wilkins, 1974.
Marshall, W. L. Reducing masturbatory guilt. Journal
of Behavior Therapy and Experimental Psychiatry,
1975, 6, 260-261,

Martin, D. G. ILearning based client-centered therapy.
Belmont Calif.: Wadsworth, 1972.

Megargee, E I. Review of the multiple arfective
ad jective check list. In O. K. Buros (Ed.),
The seventh mental measurements yearbook (Vol.
1, New Jerseys The Gryphon Press, 1972,

Menninger, K. Theory of psychoanalytic technigues.
New York: Harper & Row, 19508.

Millon, T. Modern psychopathology. Penn.t W. Be
Saunders, 1939.

Moleski, Rey & Tosi, D J. Comparative psychotherapy:
rational-emotive therapy versus systematic
desensitization in the treatment of stuttering.
Journal of Consulting and Clinical Psychology,
1966, &%, 309-311.

Parloff, M. B. Therapist-patient relationship and
outcome of psychotherapy. Journal of Consulting

Psychology, 1961, 25, 29-38,

Pasamanick, B., Dintz, S., & Lefton, M. Psychiatric
orientation and its relation to diagnosis and
treatment in a mental hospital. American Journal
of Psychiatry, 1959, 116, 127-132]

Perkins, J. E., & Goldberg, L. R. Contextual effects

of the MMPI. Journal of Consulting Psycholo
1964, 28(2), 133—TE

Piaget, G« W., Berenson, B. G., & Carkhuff, R. R.
Differential effects of the manipulation of
therapeutic conditions by high- and moderate-
functioning therapist upon high- and low-

functioning clients. Journal of Consultin
Psychology, 1967, 31, L481-%86.



121

Rogers, C. R. The necessary and sufficient conditions
of therapeutic personality change. Journal
of Consulting Psychology, 1957, 21, 95-103.

Rush, A. J., Khatami, M., & Beck, A, T. Cognitive
and behavior therapy in chronic depression.
Behavior Therapy, 1975, 6, 398-404.

Sapolsky, A. Relationship between patient-doctor
compatibility, mutual perception, and outcome
of treatment. Journal of Abnormal Psycholozy,
1965, 70, 70-76.

Shapiro, A. K. The behavior therapies: therapeutic
breakthrough or latest fad? American Journal
of Psychiatry, 1976, 133(2), 154-159.

Shmurak, S. Ho Design and evaluation of three dating
behavior training programs utilizing response
acquisition and cognitive self-statement modifica-
tion techniques (Doctoral Dissertation, Indiana
University, 1974). Dissertation Abstracts
International, 1975, 35, 3508B-3599B. (University
Microfilms No. 75-1759) .

Skinner, B. F. Science and human behavior. New York:
MacMillan, 1953,

Stuart, R Bs Trick or treatment: how and when
psychotherapy fails. Ill.: Research Press, 1970.

Tharp, Re. G., Watson, D., & Kaya, J. Self-modification
of depression. Journal of Consulting and Clinical
Psycholozy, 1974, &2, 624,

Todd, F. J. Coverant control of self-evaluation
responses in the treatment of depression: a
new use for an old principle. Behavior Therapy,
1972 ) 10 91"9“‘0

Truax, Cs Bes The process of group psychotherapy.
P?ychological Monographs, 1961, 75(Whole No.
51).

Truax, C. B., & Carkhuff, R. R. " Toward effective
counseling and psychotherapy: training and
practice. Chicagos Aldine, 1969.




122

Truax, C. B., Carkhuff, R. R., & Kodman, F.
Relationships between therapist-offered conditions
and patient change in group psychotherapy.

Journal of Clinical Psychology, 1965, 21, 327-329.

Tyler, V. 0., & Straughan, J. H. Coverant control and
breath holding as techniques for the treatment
ﬁf obesity. Psychological Record, 1970, 20, 473-
78,

Van der Veen, F. Effects of the therapist and the
patient on each other's therapeutic behavior.
Journal of Consulting Psychology, 1965, 29, 19-26,

Velton, E. Jr. A laboratory task for induction of

mood states, Behavior Research and Therapy,
1968' é' LI'?B‘“’FZ [ ]

Wagaman, G. L. Jr. Effects of self-instructional
- video modeling on cognitive modification of
test anxious subjects (Doctoral Dissertations,
Virginia University, 1975). Dissertation Abstracts
International, 1975, 36, 2039A. (University
Microfilm No. 75-21, 935)

Weissberg, M Direct and vicarious treatment of speech
anxiety: desensitization, desensitization
with coping imagery, and cognitive modification
(Doctoral Dissertation, The University of Texas
at Austin, 1974). Dissertation Abstracts

International, 1975, %5_, 5044A, (University
Microfilm No. 75-4475

Wilcoxon, L., Schrader, S. L., & Nelson, R. E.
Behavioral formulations of depression. In
W. E. Craighead, A, E. Kazdin, & M. J. Mahoney
(Eds.), Behavior modification: principles,
issues, and applications. Mass.: Houghton
Mifflin, 1976.

Zucherman, J., & Lubin, B. Manual for the multiple
affect ad jective check list. Calif.: Educational
and Industrial Testing Service, 1965.




	The Effects of Coverant Control Therapy Under Two Different Conditions on Depression
	STARS Citation

	TITLE PAGE

	i


	ABSTRACT

	ii


	Table of Contents
	iii

	iv


	TABLE OF TABLES

	v


	CHAPTER I

	001

	002

	003

	004

	005

	006

	007

	008

	009

	010

	011

	012

	013

	014

	015

	016

	017

	018

	019

	020

	021

	022

	023

	024

	025

	026

	027

	028

	029

	030

	031

	032

	033

	034

	035

	036

	037

	038

	039

	040

	041

	042

	043

	044

	045

	046

	047

	048

	049

	050

	051

	052

	053

	054

	055


	CHAPTER II

	056

	057

	058

	059

	060

	061

	062


	CHAPTER III

	063

	064

	065

	066

	067

	068

	069


	CHAPTER IV

	070

	071

	072

	073

	074

	075

	076

	077

	078

	079

	080

	081

	082

	083


	APPENDIX A

	083a

	084


	APPENDIX B

	085

	086

	087

	088


	APPENDIX C 
	089


	APPENDIX D

	090


	APPENDIX E 
	091


	APPENDIX F

	092


	APPENDIX G

	093


	APPENDIX H

	094

	095


	APPENDIX I

	096


	APPENDIX J

	097

	098

	099

	100

	101

	102

	103

	104

	105

	106

	107

	108

	109

	110

	111


	APPENDIX K

	112


	APPENDIX L

	113

	114

	115


	REFERENCES

	116

	117

	118

	119

	120

	121

	122



