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ABSTRACT

* Five subjects referred to the Memorial fsychology

clinic were treated for social anxiety using a covert
modeling / cavert rehearsal package tailored to their . ¥
individual prcblems‘ A multiple-baseline-across-tasks

dgs_xgn was used to investigate treatment effectiven;ss.
Self-report guesi:ionnaires‘ were also given to subjects

at initial assessment, at pbst-intervention, and at a

* follow-up period.  Four of the subjects’ estimated ‘their ' o

efficacy for the completion of the ta'sks before,. /

during, and after intervention. Two .of the 'subjects /

were also assessed using a behavioral role-play test.

Results indicate that for subjects;one, two, and three
subjective ratings of social dxscomfort decreased only r -
WHH ‘Eeatisnt Was LHIEIAtEd for & DACEIGOYAE: LASK. natal

from subjects éour and five partially support the

hypothesis. Dramatic improvements were seen in the self-

reporA questionnaires after intervention for subjects one,

. two, and four. These improvements were maintained at

follow-up, Self-efficacy measures indicated that subjects
also increased their confxdence leve!.s from pre to post-~

intervention. Results from the zole play test show - v B o
]

“increases in global ratings of social competency from pre

to post-intervention. Overall results, clinical
implications, and future research directions ‘are diecuased. ' ’



ACKNOWLEDGEMENTS ‘

I would first l'i.ke' to thank Dr. David Har‘t‘ for his
e " . help w:lith_ the completion of this thesis. He has begﬁ‘é-n\._,_\
) e;d:ellem: supervisor. I would also like to thank t){e ’ N~
members of my committe, Dr; Al Kozma and Dr. Chaz.;';és
_Preston, for ;reading’(v:he manuscript and for many,"!;xs'eiul
suggestions. Than_ks also goes out to 'tﬁe School of
. : Graduate studigs for financial'assiséance during my l
’ degree program. Finally I would like to thank my wife,

Wendy, for her patience while I was completing this thesis.




Abstract.

Acknowledgements s vvs s sseesndvivsaeis Nivessreseseeedt

Table Of CONtENES..ssemseecancraenssosssonnne ceeneaandiii

‘List of Tables.-..

List Of FPigures....ccecewceccscesoascsacccdons e 4
A = \

INTRODUCTION.....,.....‘..................“‘..........r.....l
—

Studies of covert assertion trainingirsdieeeeesds

. Si ry and conclusion.™.

: ) . .
METROD Jore viomien SR ST a s e A s ST s e ey O
SubJects.ccocseeccccocccccrsnsssnccssserscsscconseseaIB

Design..... seduwaag

Treatment’ OULCOME MEASUIES. .. viessersnsseseesensdst39)

ProCedUre..ceeeeeescsecanssasasssssassasacnersonessssdd
DISCUSSION........‘..............._........--..........-...72
‘»ov‘erall FESULES. . vennnnneeeesansseensenannsennnsensT2
Clinical implicationS.....eeseeceseesscscnoneeseeees?S

Future research directions.. .77

cesssssacees?9

References..'................’.........)..
Appendix A.. TresseeeB8d

Appendix B... .85

Appendix C;............;...................;.......‘......87

\ 7 ' .
=y

ceeenadiv e



LIST OF TABLES
Page |

Table

1. Pretreat.ment, posttreatment, and follow-up

scores on self-report DEHBULES wehamme et .5'4



‘- !

LIST OF FIGURES

Figure

Page
: E e
1. Peak subjective units of distress experienced
by subject one on tasks one, two, and three........58
2, 'Peal'( subjective units of distress experienced
by subject two on tasks'one, two, and thrée........62
o ; w
3.~ Peak subjective units.of jdistress experienced
_ by subject three on tasks one and two. S — L
4. Peak subjective units of distress experienced
by subject four on tasks one, two, and three.......68
5. Peak subjective units of distress experienced
by subject five on tasks one, two, and three.......71




o A
‘The purpose of the present study was to tgst the
efficacy of covert modeling / covert rehearsal in the ',
treatment of individuals with problems of unassertiveness
or social anxiecy‘.ndl\‘detaile.d review of the literature
will show the need for a study which takes into account
subject idiosyncrasies and uses subjects referred for

therapy instead of analogue subjects.

Since 1966 when Wolpe apd Lazarus publish‘ed their .1 .
classic_book, "Behavior Therapy Techniques, " t‘hera has
been an explosion in the area of assertiveness training.
No longer, however, does the behavior therapist
r:eeesuari].y link anxiety to non-assertive behavior nor
limit him or herself to the more specific term "assertion
training". Instead, the more encompassing term "social
skills training"” is used (Bellack and Morrison, 1982).
Social skills training is indicated when a client's major
problem is of a social, interpersonal nature. No longer

do problems in sticking up for one's rights or refusing

le set the boundaries for social skills

training (Bellack and Morrison, 19}2). Training now
includes treatments aimed at increasing minimal datipg g
behavior, decreasing aggression and unassertiveness, and
helping such populations as alcoholics, schizophrenics,

and people with depression (Bellack-.and Morrison, 1982).
D
.
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Generally it has been a rather enduring struggle to

define precisely just what assertive behavior entails.

Operationdlly defining all the behavioral components has

been difficult and may well be impossible sigice what is

"assertive" differs from situation to sxtuatio

culture to culture. ﬂowever, Rimm and Masters 3T

, contend most writers would ukcly agree on three basic

statements: —

1) Assertive- behavior 1e Lnterparsonal
behaviof involving the honest and
relatively straightforward expression
of thoughts and feelings.

2) Assertive behaVior is socially

4 appropriate.

3) When a persori is behaving assertxvaly,
the feelings and welfare of others are
taken into account.

p.63

There is literature chumsnting evidencé that clients
with problems in social skills can best benefit from the
behavioral approach th:;;Llack s HeEELEER (19829 call
the "response acquisition approach". This approach
typically includes instructions, role playing, feedback,

and social reinforcement used progressively to shape.

. clients to master their particular social/interpersonal

problem {(McFall and Lillesand, 1971: McFall and Marston,
1970; McFall and Twentyman, 1973). Some of these studies
used effective modeling procedures (Hersen, Kazdln,,
Bellack and Turner, 1979; Kazdin, 1974; McFall and

Lillesand, 1971; and Young, Rimm{ and Kennedy, 1973).

Thesé behavioral techniquh are performance based (i.e.,
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during the seuk‘ms ;.he client typically rehearses a
problem sxcglcion until sufficient mastery is
accomplished, or views a model(s) who appropriately and
' agBertively performs the interaction). In the SULHLE e
model ‘cou‘ld very well be ‘the therapist. These training
sequences are gone over in a molar Eaahion- and 3
successively approximate the desired behavior. Thé
therapist may give feedback to the client about the
performance of specific components of social skills. With
t‘.hivn feedback, specific behavioral actions are coached\ N
(i.e., eye‘qoncacc, voice loudness, cqmp!.iance, requests
for new behavior, smiles, and overall assertivenéss).
Typically these short interactions, or role-play
interactions as they are sometimes callgd, contain. certain
essential phases: the context, set up as realistically as
possible and the aséeicive or appropriatf response which/
may be a reply:to a particular prompt or initiating a
response. As an option one or bor.h of these next phaées~
my@ﬁs included: a poau’.ive gocial consequance to the '
assertive or appropriate response, or an antagoniatic
response followed by a seéqnd assertive or abp;opriate
response and then andlﬁg with the positive social
consequence. —These poniti‘va consequences range f£rom
compliance with a x"aqugs‘i, to compliments, to a change in
‘behavior. Essentially the conslquences are taildred to,

the situation (i.e., what the subject would naturally like

— \ ‘

to occur).
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Page 1 .
Mofeling provedures ave: useful bie hawe their, "+ *

- limitations: they are Aiffitlt to sifilate with the # %
therapist orchestranng much of the procedure~ pracuce is )
usuauy confined to the clinic’ and takes place majnly

‘ wif_hi.p the session and ‘there ig ‘the question of similarity

P ® - between practise in'the clinic’and what occurs in ‘the

‘c’l'ien‘ts ngt.ural. envi.:omv(enc. '}\dditidﬁally,,} with severely '
dysfunctional glienés; in-vi\io_ rolg-playing may be toc‘):
© penxisty. ploducing (McFall and Lillesand, 1971) covere™ 7N
. . -modeling / rehearsal is relatively free of the’ umxcauons N

discussed above. Govert mcde].ing and cavert reheazsal are

cognitive procedures which can bs assessed and are Limited
( only by the client's imagination. The probedu’ra is .
portable (1.e., the client can .carry t‘ne sk:ll with ‘hitn or.

her, "it is more cost- -effective.in thdt more sxf_uan‘ons can YR

be covered during ‘orle session since preparation is

- . minimal, and it'has a built in desensxtimtion-llke . 3
. b ,
component in that clients are rela)ged when imagining r.he s .
N g scenano. This method has received much coverage Ln r.he

literature and to date at least twelVe controbled— L : ;.
gruup—-studies have assessediits effecuveneu. N " L
Unfartunately all but one scud.y (Hersen, Kazdin, Bellack, f-\
and Turner,” 1979) ‘used analogue populatlon’ (Lee., couh;e
~students or community volunteers).lget a pstlpqctlve 7

of the efﬁc&cy of covert n\odaung and covert roheaual a 7 »

detailed review of these uucue. 1s,p:uan-ed§ P
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- B
,ETU‘DIES OF COVERT ASSERTION TRAINING.
4

.
£ oa ‘ The first assertion wtudy in the literature which

L' , included a covert mpdeling group in the design was by
? McFall and Lillesand (1971). Thair design included two

treatment conditions: an overt modeu.ng grdmho 5

rehearsed alaud and then heard a recording of theu

ptaecice responses, a ccvgrt group who imagined responding

and then 'reflactéd upon their r , and an
- placebo control g;oup. The training sequence was as

< g touawsx 3

8 (a) the narrator described the situation;
R ‘ (b) S responded overtly or covertly;
(e¢) S heard the responses of one male . -
# - and one female assertive model;
B (d) the narrator coached-S regarding
.. Fi . what makes a good assertive response R
. . .« in the situation;
(e) S .either heard his response replayed
" or’ reflected on it;
(£) the situation was repeated again and
(g) s responded overtly or covertly again.
(McFall and Lillesand, 1971, p.315)

™ The subjects consisted of 33 males and females
selected from 400 students, using three screeni;\g,
criteria: first.they rated themselves as having a problem
h v i lnyh:g“no to unreasonable requests". This rating wa;
. ‘ ) obtained from the Conflict Resolution Inventory: (CRI)

@ . (McFall-and Lillesand, 1971). The second criterion was a

. i N
‘, . wuungnesa to participate in the clinic. 'The third

4

O crit‘rinn. allo obtained from the CRI, was that the

~ibfects ma to respond more non-assertively than
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assertively to the 35 refusal items. In other words their
non-assertive scores had to be higher than their assertive
scores. Prueedurauy,_‘ th'e. subjects responded to .nine
situations, seven from the CRI, one novel, and one
generalized situation. All subjects also received a
rationale for t%&‘ treatment. In the second session five »
more refusal items Eto.m the CRI were used to train both
;)vert and covert groupsy Then the nige items of the
assessment plus one more refusal item with ‘a.n antago-nlsr.
weré given to all ;u)_ajects-_ This antagonist item was
called Ithe Extended Inte_ractionr’rent. 'rh? CRI was then
again adanlus’:ared. I\ tele[.;hon.a call follow-up od‘curred
three to five days later. .Iiuring this call a female "
confederate made an uccaipt to get the student to
volunteer for three hours ';lork. The callers' responses
were programmed and each call continued until the subject

compliedbor until he or she refused five times.

The results of the study indicated that all grcmpa'
reported a decrease in the subjective magnitude of Fhe
problem (i.e., there was a decrease in subjects' global
evaluation of the problem). Note, however, that r.hg
contrql group was led to helie‘ve that assessment was a
form of therapy. Both experimpntal groups improved more
than contr;alu on the CRI refusal scores (f.a., an increase
in assertive \cores and a decrease in non-assertive
scores) and did better on the trained situations than

/s
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controls. Transfer of training octurred vco untrained
items, especially for the covert modeling group. The
covert modeling group also tended to display greater
overall changes. On the behavioral role-play situations
again the treatment groups did better than controls And
the covert group improved significantly more than-the
,‘ ',othar treatment groups. Three of the role-play situations
were untrained and results indicate overt and covert
groups showed transfer of training to these situations.
(McFall and Lillesand, .1971), . }\L.l covert subjects and all
except ‘one overt subject earned the maximum score on the
extended interaction-cggc with antagonist at post-testing.‘ -
Anal;ées of the telephone call at foll.ow-up, 'wi.trhijudges
rating subjects on refusal, showed 44% of controls
refused, 60% of the overt subjects refused, and 70% Of the
covert subjects refused. ' These differances are- not,
however, significant. ngferén—zies in time to refusal
following the callers request were also found to be not
different from chance across groups. Becauée the findings
with the telephone manipulation were not supportive of the
_hypothesis, the authors reevaluated some of their data.
They found that during assessment a very similar situation
to the telephone call had not changed from pretest to
posttest. If at popttest subjects will not refuse in a
.particular interaction, it is logical that they will not
at follow-up. If a situation similar to the one that -~

.
sybjects. had improved on had been used, the follow-up datu“
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may have been more positive.

McFall and Lillesand (1971) point out that their
overt procedure included having the subjects hear their
responses whereas the covert procedure,did not. Thus,
they hypothesize that the overt procedure may ha\;e had an
inhibiting effect on learning and may have maintained some
avoidance behavior already present in these subjects who

5 .
avoid refusing in public. The covert procedure is less
threatening. 1In conclusion the authors stated that:

" \ .
«..covert rehearsal is at least as effective
in refusal training as overt rehearsal,.
if not moxe so. The.covert ‘procedure
resulted in the largest absolute &
magnitude -of improvement, although its
superiority over the overt procedure did not
always achieve statistical significance.
(McFall“and Lillesand, 1971, p.322)

Kazdin (1974), investigated the effects of model
reinforcement on the efficacy of covert médeling..
Kazdin's design employed four groups. The first group
‘imagirfed an assertive model in many situations; the second
group was the same except they imagined a positive social
consequence after the assertive response. There were two
control groups, one imagined assertion relevant scenes
which provided the impetus and’ context for an assertive

response but no mcdel'rusp'onqi_ng agsertively.' The other

2 -
control group simply received repeated assessments. There

were 45 subjects selected from those responding to

advertisements who met the screening criteria to enter the
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program. Assessment included these lelf-réport measures:
the Conflict Resolution Inventory (McFall and Lillesand,
71); the Action Situation Inventory (Friedman, 1971);
the\Wolpe - Lazarus Assertive Training Scale (WLAS) (Wclpe
and Lazarus, 1966): and the Willoughby Scale (Wolpe, ,
1969). ? behavioral role-play test was also used as was a
phone call follow-up, aflapted from McFall and Marston
197(1!. two weeks after treatment. A second follow-up
consisted of re-administering thé CRI and the WLAS at
three months. . Subjects Ln the experimental -groups uere
trained on five scenes during the first uuion and 10 -
.scenes during each of the next three uutona. ’l‘he phases
were as Eouawsx for the no reinforcement group, the
scene context was imagined, then a model was imagined
responding auu;tively to the context. The reinforcement,
group received exactly the same conditions plus an
additéonal'phuue. After imagining the assertive response,
the reinforcement group al‘s_a imagined a model receiving
favourable consequences. The control group imagined only
the scene context. Kazdin also measured imagery
compliance (i.e., did the subjects imagine the phases they

were to), scene anxi and scene clarity.

The results indicated that the imagery manipulation

was successful; compliance ranged from 90% to 100% by

8 on four. On all the measures employed in the

experiment Overall treatment effectiveness was evident.
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Both modeling groups were more improved than controls on
the self-report scales (CRI and WLAS) and on the
behavioral role-play test (ratings of overall
asse?tiveness). Some of the items on the role-play test
were untrained and again modeling groups were more
improved than controls, showing generalization of
training. Specific components of behavior thét were rated
as improved were: response time, response duration, and
speech disfluenciés: Various behavioral components of
assertiveness were alsorated by judges during telephone
calls made.at follow-up. ’x'h_e only group difference was
that controls asked fewer questions than all other groups.
The addition of reinforcement seemed to enhance treatment
effectiveness. The modehng plus reinforcement group
showed greater impro;lement than all other g‘roups on the
Willoughby self-report scale. On the role-play test, the
same g"roup was more improved than controﬁ on ratings of
overall assertiveness. A three month Eouow—pp was
included. The CRI and the WLAS were mailed t‘F\ subjects
for their reply. The model reinforcement grq/up was more

inproved relative to controls on both of the|tests.

Kazdin (1975) reported an investigatio which
assessed imagery used in covert modeling. e also
proviﬂ'sd evidence for the efficacy af covert modeling.
This study was.the firs} report of imager: assessment

during treatment. Fifty-four subjects from the community
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were selected (screened using CRI criteria) and assigned
to one of five conditions: (a) imagining a single model
during the covert modeling procedure; (b) imagining a
single model plus favourable conseqguences; (c) imagining,
--multiple models; (d) imagining m:u.r_iple models plus

favourable consequences; and (e) i.magi:ning only the scene

context. This last condition served as an inert’ treatment

control. Treatment lasted for two weeks and consisted of

four sessions using standard scenes for all ‘groups.

Results indicated over’all treatment effectiveness, of
covert modeling. Within group imp:ovemé‘ s were evident.
for all modelify growpse ALl vovert modeling groups
showed consistent improvement on both the CRI and the WLAS
whereas the control group did not. Similarly, on the .
behavioral role-play test each treatment group was judged
as more assertive than controls. The experiment also
investigated whether the number of rodels imag;.ned or

whether imagining favorable consequences after giving an

assertive r would the ic
effectiveness of covert modeling. ’Bot.h of these factors
did appear to be efficacious but on different o
measures. Groups who imagined a numbe; of models were
more improved on the CRI, whereas those subjects who
Lmugined moda].s recaiving favourable consequences after -

behaving asaeruvely were more improved on the NLAS. on

the bahavioral role-play test only the group that imagined
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both multiple models and models receiving favourable
consequences after asbertive responlmjudged}wn
assertive and having less response l'at.cncy then all other
groups. Subjects were also assessed on novel role-play
items. Again the multiple model plus reinforcement group *
evidenced greater assertiveness than model alone or
reinforcement alone groups while these groups were rated

as more assertive than controls.

A four month follow-up somewhat consolidated the .
positive fi;dingu of treatment effectiveness. The CRI .
results showed an effect for reinforcement; groups that
imagined models receiving ia\;ouruble consequences were
wore EEReEeive than controls. All five groups reported
improvement on refusal scores of the CRI and on the WLAS.

Finally Kazdin (1975) found that the ;magery manipulation —
was effective; i.e., subjects imqinad only the phases '
they wetaisuppcled to. To summarize: covert modeling was

found effective and the factors-investigated did emhance

treatment on certain megsures.

Kazdin (1976a) investigated imagery during covert
modeling in tl_'aating unassertlvé behavior. This paper
also evaluated whether verbalizing ongoing Lmug_ary would
enhance covert modeling efficacy. Thirty-nine, screened
subjects selected from ¢community volunteers were randomly "
assigned to one of four.groups: (a) covert modeling

alone, (b) covert modeling plus G-rbaltzatxon, (c) scene

'
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-
context only plus verbalization, and (d) a delayed *

treatment control group. Treatment consisted of four 40

minute sessions over a two week period.

Within group findings indicated that on both
self-report and on behavioral role-play test measures the
two covert modeling groups showed significant improvement

relative to the control and centext control groups on

‘ratings.of overall assertiveness. On the behavioral

role-play test the covert modeling group also disl;layea'
less reaponse latency and longer response duration than
other control groups. Finally subjects weré also assassed )
on novel role-play items. The results indicate that for
:lheae novel items the covert modeling plus verbaliz:ation
group were rated as more assettivé“than co(nttoh. “Between ,
group results, for self-report measures show that CRI
refusal scores were significantly higher for the covert
modeling plus verbal narration (verbalization) than for

the other two treatment groups.

A four month follow-up using the WLAS and the CRI
found that only the WLAS scores showed any change; again
the covert modeling plus verbalization group was
significantly more assertive at follow-up. Thus the study
did not fully support the contention that verbnlization\”‘
enhanced or hindered treatment outcome but replicated th‘e‘
£finding that Covert modeling was an effective treatment.

A few outcome measures did show.support for verbalization
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enhancement of treatment.

Bandura (1969) stated that live modeling embodies the
Dotion that the subject symbolically codes (via certain
cyogni:i.ve processes) the behavior she or he observes.

This coding is most effective in retaining modeled .
information if it consists of the essentials of what
occurs during the modele’g sequence (Rosenthal and Bandura,
1978). This.idea led Kazdin (197?a) to hypothesize that
summary c‘:odinq would enhance covert modeling's
efiecth{eness. E‘o‘r the purpose oé this study "summary
coding:' was defined as giving a summary of what was
imagined; especially: detailing the context and ithe
assertive response. Fifty-six subjects solicited by
advertisements and who met screening criteria for low
asserti\;eness were randomly assigned to one of four
groups. The first group imagined similar models in each
treatment scene twice and after these they generated their
own verbal summaries of each scene. A second group was
run exactly the same except they generated no summaries. 2 A
Two control groups were also included: one group imagined
only the “"scene context that provided the impetus for an
asgertive response". The other group imagined the scene -
context only and in addition gane‘rated a verbal summary

»
code. Adherence to.t. was also as were

expectations of improvement.
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Results indicated that covert modeling was denerally -
_ more effective than no therapy. Both covert modeling
groups were significantly more improved on the CRI, WLAS,
and Willoughby scales than the control group which was
told to imagine only the scene context. Results also .
indicated that the two control groups did display some
improvement but not nearly of ghe magnitude of the '
‘treat_merpt group'e. On the behavioral role-play test covert
modeling groups had shorter lat€ncies to respond and
engaged in longer responses.than those groups who did not
imagine an assertive model. This effect generalized to
untrained novel items. S\'.munary coding did enhance
therapy. Between groups analysis revealed that the
summary coding group was more impiow;ed on CRI scores then
the no summary group. On the behavioral role-play test
generalization items, subjects who engaq;d in summary
coding were rated as more assertive r.ha‘n the subjects who
did not summarize their scenes. At a six month follow-up
a modeling effect was still evident for. both the CRI u‘nd
WLAS. The modeling plus summary coding group was more
assertive than all other groups on the CRI and more
assertive than the scene context only gi‘oup ion the WLAS
and the CRI. Other analyses indicated that treatment
expectations were the same for all groups. All groups
were found to have complied with imagery instructions

(89.3 to 100% compliance).

(

¢
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In 1976 Rosenthal and Reese published the first study
to use individually tailored hierarchies when treating
subjects using a ,covert modeling procedure. PRrevious to
this studies h;d:g standardized scenes which were the
same for all treatment groups.. The subjects were 36
female college students. There were three groups: one
received overt modeling with a -standard hierarchy, the
"second received covert modeling treatment with a standard
hierarchy, and the third group were treated with covert
“modeling with scenes which were tallored to individual
subjects. The tailored scenes were create§ by presenting
the subjects the nine scenes from the standard hierarchy
and then asking them to provide a perm expariénce
which was most similar to each scene.

The results f£rom both self-report questionnaires
(V{LAS and the intetpenonal Behavior Test) and from a
behavioral measure (subjects were asked to approach a
stranger. and ask them to compla‘f_e an attitude survey)
indicated that all three treatments were effective but
none was differentially more effective. Thus
self-tailored hierarchies were no more effective.than
standard hzerarchies. However, the tailored hierarchies
in this study were created from a pool of only nine sogial
situations. It is probable that these did not cover all
possible, personally relevant problems that the subjects

had, The hierarchies were generated "on the, spot™ and the
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«
problems defined were not problems originally déEined by
the subjects. It is probable that the hierarchies were

not completely individial or relevant. g

l{azdin (1976b) lnvestig;ted the effects of multiple
mod4ls and model reinforcemeént on assertive behavior.: The
“study also employed the covert modeling paradigm and
treatment effectiveness was again evidenced. .Of -all who .
responded to the adveréi,sement for crgac'meht, 52 met the
seraening criteria-and seived as subjects. * The. de‘sign'
s . included fout €Jeatmient groups. ’I'hs £irst group 1magined
a single mode!. of the same sex who was reinforced over
e "four sessions. The sequences were similar to that found
in earlier literature: a scene context was imagined, an
assertive ;esponsa, and positive consequences. The second
group imagined single models aiact1§ as group one except
there was no positive consequence imagified after the :
,assertive response. A third group iluaqiined different
" m8dels who were reinforced over the four sessions as with-
group one. The last treatment group simply imagined -
several models, and 1ike group two, tﬂey did not ‘imagine
positive consequencen.‘ A fifth group, a nonvassertive
model control group, simply imagiped the scene‘context.
Kazdin also included post-session questionnaires after
each session to measure imagery c__omfnuance- 'S\‘vajelctg.
rated image clarity, ‘level 954 anxiety while visualizing.

o
scenes, and amount -of material imagined, as in the Kazdin -
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1974 study. .

~—— Results indicated that the‘imagery n;anipulatllbn was
effective. By the last session, all subjects imaginea siis
appropriate consequerices, or lack of them, and the right
model attributes. ALL mo:eu.ng groups improved relative’

to the context-only control group on pré-post compati.sons

using the CRI, the WLAS, and the willeughby Sca).s. All <

covert modeling groups we‘i’e racad as more’ asaertivs than -
1

concrols on behaviorak rom-pxay test items. og items of

the behavioral role-play te8t that were novel, the covert
modeling groups. were, more improved than controls. The

number off models imagined (many versus one) and model‘

N

rein did enhance tr on some of the o&.cwme
res -

measures.” In addition theré was a significant interaction,

effect; J.e., the group that imagined many modeds

receivi favourable consequences for their actlon'é were
more impfoved then all other subjects on CRI, ‘WLAS, and

Willoughby Scale scores. Esuentiql.ly then, covert”

modeling was again found to be effective. The kwo T

components investhated in the study ?id improve breatn\enr.

(i.e., multiple models and’ model reipfotcemant).

Folloﬂ;l—up data at four months, using €ne WLAS,

' indicated that the multiple-model-plus-reinforcement. growp
did Better than t'_he gingle-model- no—resnfcrcsment group.
Oon the CRI au experimental gro‘upn did better. than
controls. Within-group chungeu on both:the WLAS and the

P
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cl}l indicated 7ha‘: all treatment groups were improved
relative zc&-tgncro'ts. It is interesting to note, as
Kazdin pointed'out, that model reinforcement had more
impac;'on behaf{oral measuYes whereaf’ niu).t.ip‘l.e models had

more impact ,or( self-report.

A very interesting study was published in 1977 by
N
Nietzel, Martorano, and Melnick. The study included 31
males and females who had been scteen_ed for two criteria

from the CRI. The design employed four conditions: the

" first group imagined a sipilar model replying assertively '

“and being reinforced (CM); the second group, a reply .

training group, was exactly the.same except that after the

‘Eirst assertive r an’ nistic or n plying
response was gfven. This was then followed by a second
assertive response and finally ‘the positive consequences _
were imagined(CMR)). Two q:aptrol. groups were also -
included: - group three simpi‘y received pre and post-tests,
while the fourth group imagined.only the scene context.

Cr.m\puam\:e with imagery instructions was also assessed.

Results indicated that covert modeling was effective
and that reply training enhanGed therapy. The CMR group
,was rated.as more assertive than all dthers on the -
self-report scales and on a behavioral rcle-‘ p‘lay test
using both trained and untrained items. The scores o’f\the.

‘experimental groups and the placebo group were greater,

than the ‘no tr group at po st on the Rathus and
& 4
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CRI assertion scales. Results from the role-play test = ]
. \
sho(: that these same gtoups were rated as more improved at
posttest on response duration (longer), requrise La;:ency
(shorter), and on overall assertiveness. Ten trained
Ltohis ‘eron wns irole=p1a¥Prent,. £ive HoVeL Ltens, the
Extended Interact‘icn Test (wal.l and Lillesand, 1971), .
and a phone call given at four months were adfinistered as ;
measures of generalization and maintenance of treatment
effects. Again all treatment groups and the placebo group
were rated as .more improved on the novel items. .In
addition, on the behaviéral ro;e-play test and on the
self-report scale‘s‘. the CMR group was more improya‘d than
"all other groups. Finally, randomly selgct;& control . b
subjects, who were administered the same phone call as the
experimental suBjecE 8¢ the four month foliowsup: pericd,
were rated as more assertive than the non-treatment group
but were equivalent to the experimental groups. This
indicates that the experimental subjects are now as
assertive as people not seeking” treatment fo;' this

problem.

The effects of the reply ttaiqtng group are striking,-
especially on the E;’l‘ yhich, as the authors note,“ is ’
similar to what; occurs in redl social »a’ituatlaﬁ. The
improvements in the placebo ?rgup may have .bsen due to the

. ., r
fact that more than half of these subjects' imagined \

assertive responses when they were supposed”to only
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picture the scene context. In essence they were training

themselves in covert modeling procedures.

zielinski and Williams (1979) used a crossover design
to compare covert modeling with overt behavioral
rehearsal. Twenty-four subjects were recruited from the
community for free assertiveness training. Since.each
subject served as his or her own control, there were only
two experimental groups needed. There were eight sessions
in total: four for covert modeling and four for overc.
rehearsal. Subjgets, when imagining, used four different
models over the f?ur sessions - one per session. The
sibjects in the covert rodeling condition imagined the
. scene context, an as.l__ertive response, and favourable
consequences resulting from the response. The 5ec.ond
group, the behavioral rehearsal group) were shaped,
coached, and gi\-'en feedback while rehearsing assertive
responses. If it was gecessary, a subject would also see
a model perform assertively. Self-repon. measures
included the RAS and the WLAS. The bahavioral
assertiveness test (BAT-R) (Eisler, Hersen, Miller, and'
Blanchard, 1975) .w;n used for assessment purposes and also
as a training vehicle for treatment. There were 2 in-vivo
ratings: (a) adequacy of response and (b) smiles and
looking occurrences. Subjects also rated themselves on
adequacy of response. There were en additional seven

ratings collected from r.;:pa recordings of the
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interactions: latency of response, duration of reply,
ratio of speech disturbances (number of pauses, stutters,
and expletives per scene, divided by scene duration),
compliance, request for new behavior, praise/appreciation,
and overall assertiveness. The program ran for two days,

with a day prior for assessment purposes. i

Results were positive except for the RAS where a
significant decrease in assertiveness was found from day
oiie ‘to).aay V6. THE AGLHOES WUGgest LHA this WAy Have
been due to the fact that the RAS is a scaled
quest’;)hnalx:e and changes could be due to a more educated
‘self-evaluation of assertive behavior: On the Behavioral
Assertiveness Test, results were obtained for both trained
and wikrained Htens; and £ In=vivorand taped measures.
Overall improvements for both treatment groups were
evident. For example on in-vivo measures it Erained
items there was increased looking and greater overall
asserti_v:eness, while on untrained items there was
additionally an effect on increased smiles as well as the
effects thHat were just discussed for trained items. Ou
taped measures (those that weze recorded), pertaining, to
truinéd items, both treatment groups were rated as
displaying more praise, less compliance, and increased

overall assertiveness. On untrained items there were

different measures which were significant: more requests,
‘ .

xongs; duration, shorter latency, and again greater
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overall assertiveness. Thus, the authors contend, there
was evidence of good geferalization (Zielinski and
williams, 1979). There was only one measure where
experimental groups differed: the covert mo?elin‘g group
responded with longer latency on trained items than .the
overt group. It is interesting to note that, as
previously found in earlier studies, covert modeling was
just as efficacious as overt modeling. Indeed the covert'
group did not all comply yith imagining positive
consequan‘ces (onlyl 23% did), yet was still effective.
Zielinski and w‘i!.‘];iama .(1979), sug‘geut in their discussion
that the two ptoc;d;xras may be complementary, while
approaching the problem in dif'faran‘t ways: .

Rehearsal provides an active and

focused learning experience, while

covert modeling provides a passive
albeit effortful learning. Both

i an e
or desensitization factor. *
(p.861) -\
Kazdin (1979b) investigated the effects of imagery
elaboration in covert modeling with non-assertive
aubject’q. The sample included 48 subjects from t.l;w local
community who met. the criteria for inclusion. A ®
validation sample was also included who were given the
assessment battery. ‘' The validation sample was Txuci by
Kaz8in to test whether treatment effects were clinically *
significant. If previously unassertive subjects report

after therapy that they are no different from subjects who
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+  Tfeel they have no difficulty being assertive (the
validation sample) then treatment can be said to be
clinically valid. Treatment stimuli consisted of 35
scenes practiced over four sessions. There were four
treatment conditions. The covert modeling alone group
imagined a model who was of similar age and of the same
sex as themselves. gaéh treatment scene was presented
twice (Kazdin, 1979p). The second group was the same as
the first group except that’ during the second scene
subje;cts elaborated.and improvised what they were
imagining. In this manipuléti_on subj;cts were inastructed-
to change the scene in anyy‘lay as long a; the model N
engaged .in assertion. Practice sessions were given with
feedback on how to introduce variations in the scene
context, in the assertive respol:xse, and in the persons
involved. The third group imagined only the scene context

but also’elaborated these scenes. The fourth and final

group covertly imagined the scenes and elaborated on them;
however the scenes théy imaginedﬂwere ones »consttuc:ed by
the first group. This group will be referred to as the
“yoked elaboration' group (CME) (Kazdin, 1979b). Kazdin
also assessed adherence to treatment conditions and

expectations for therapeutic improvement.

~

/

Tr was” a d via self-report

D 5
scales, a behavioral role-play test, and self-efficady

measures. The results indicate again that covert modeling
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is an effective treatment. On self-report tests (CRI and
WLAS) both covert modeling groups scored as being more

assertive at posttest than the scene context control )

group. On the.behavioral role-play test (both trained and
novel items) the covert mo_dexir;g groups were rated as more
improved on overall assertivéness and on latency to
respond, evfence for genéralization of training.
Self-efficacy measures for both 1evgl‘ and strength were
included.. The level of self-efficacy for both CME and’
SEVATE WOASLINY BYSHAIGEOUDS Werk HipLsved Felative /Eo
ccivncrols.’ The elaboration of imagined scenes did enhance
treatment effects. On the CRI the covert.modeling plus
elaboration grouﬁ was ‘more assertive at posttreatment than
all other groups. On the behavioral role-play test (both
;cr trained and novel situations) the CME group‘ were rated
as more assertive than the éoverf_.modeling alone group who
in turn were more-assertive f’,han the controls. The
estimates of the strength of self-_ef_ficacy similarly
increased for only the CME group which was significantly
greater than controls. Multiple compariso;xs of scores on
the CRI revealed that all covert modeling gfoups were at
the level seen in the social validation sample. On

overall assertiveness and on latency to respond the covert

: modeling groups were rated as gven more improved than the

validation sample whereas the controls were still not
rated as high as the validation level. Kazdin (1979b)
. 0

in(;uded a six~-month follow-up to assess\maintenance of
' 0
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treatment effects. On the CRI the CME subjects were still

more improved than the covert modeling alone condition

which in turn was more improved than the control
condition. On the WLAS the CME was more improved than the
control group only. Thus results indicate that covert
modeling is effective and that improvising and elaborating

the scenes enhances the efficacy of the treatment.

Kazdin (1980) investigated the effect of scene
elaboration on the éffectiveness of covert and overt
fehearsal in training-dssertiveness. There were 61
screen;d subjec‘ oncu.ed by ndvertisementu who
participated in the study. Three self-repon. measures
were used: the CRI, WLAS, and a questionnaire which
assessed self-efficacy. A behavioral role-play test (ten
situations at pre-test, the same ten plus a new ten at
post-test) were also used to assess treatment qutcome.
Tra).n).ng stimuli consisted of five situations in the first

aJsion and ten situations in each of three further

sessions. All situations were enacted or imagined twice,
depending on the condition. There were five groups in the
design. The covert modelfng alone group ﬂsubjects imagined
a n\odel of same sex and similar age over :Vthe sessions.
Subjects in the covert grnup all gave a running\commentaty
of what they were, in\agining. This was used to ensure
adherence to imadery manipulation. The second group,
coverg. modeling plus elaboration (CME), was the same ag
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group one except subjects were asked to "elaborate dnd
improvise the scene the second time it was to be imagined"
(Kazdin, 1980, p.194). Subjects here were given feedback
"'ind p;actice i\ elaborating the scenes. The third group,
the role-rehearsal group, acted out the sjtuation with the
therapist. The fourth group was analogous to group three
exc;pc they enacted the second scene with mcx.‘e
elaboration. A fifth group was a waiting-list
(delayed-treatment) control group. In addition to’the
subject's narrating scenes, questionnaires were also.given
fo'all treatment subjects to assess adherence to

treatment. Two other questionnaires asked subjects about .

tancies for impr and tr ility.

Results support covert modeling's effectiveness angd
,that it was equivalent to overt rehearsal. All treatment
groups improved significantly more on self-report
questionnaires (pre-post) than the control group but did
not differ from each other. On the behavioral role-play
test it was found that both treatment groups were rated as
more assertive, and displayed shorter latencies than the
no treatment control group. All treatment groups
incxevased their level and strength of self-efficacy in
pre-post comparisons. Between group comparisons
investigated overt - covert differences ag well as
elaporation - no elaboration difﬁer‘ances.. There was one

measur:ﬂj'whlch the covert modeling group was more
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;mproved than the overt modeling group (CME group
displayed longer response durations) and one measure where
the overt group was more improved (the qan. As in the
last paper by Kazdin (1979b), elaboration again improved
therapy efficacy. This was shown on a self-report
measure, the WLAS, and on three role-play measures,
specifically overall assertiveness, response duration, and
response latency. The elaboration effect also transferred
to novel role-play items. At a six month follow-up covert
and overt groups,were equally effective on the CRI and
elaboration how had a significant effect on the WLAS.
Anéther important point is that the treatment effects were
clinically significant in that it brought experimental
subjects "up to the level of assertive behavior of
subjects who considered themselves to be adept in social
situations requiring assertive behavior" (Kazdin, 1980, F.

199). L

Kazdin (1982a) compared covert and overt rehearsal .
used separately with combined use. Sixty-six people were
screened and participated in the study. Self-report
measures included the CRI, the WLAS, and a scale to
measure self-gsficacy. A behavioral role-play test was
also used. On the rolle-play test overall assertiveness,
latency to respond, and response duration were rated and
scored. Treatment stimuli were determined as in Kazdin

(1974). There were four groups: (a) covert modeling (two

>
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scenes per session in which the subject imagined the
situation while narrating it), (b) overt rehearsal (the
two scenes ‘were enacted), (c) a group that combined the
two, i.e., the subjects imagined the first scene and then%®
enacted the second scene, and (d) a waiting-list control
group. ; )

Results attest to the power of covert mdeung.‘ on
global self-ratings and on ratings of self-efficacy, all
groups improved relative t& the no treatment controls. On
the hahaviofal role—‘play test.treatment groups were rated
as more assertive than controls. Combining covertand
overt modeling did enhance treatment effects. Self
ratings of improvement were greater for the combination
group than for the covert: mohd!‘linq alone group. The
combination group was rated as more assertive tha‘n all
other groups. On novel situations the combined group was
again rated more assertive than other groups. Treafment
also brought clients up to the level of assertiveness
found in a social validation sample who had received the
assessment battery. An aig};t month follow-up included the
CRI and the WLAS. The results were maintained from
post-treatment and again the combined group was more - "
improved thge the seperate groups who were more improved

than controls. ’
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Kazdin (1982b) also investigated the effect that
homework has on the efficacy of covert modeling in
treating non-assertive behavior. Seventy-nine screened
community volunteers served as subjects. A Vvalidation
sample was also included each of whom were given the .
assessment battery. Thirty-five situations that served as_
treatment stimuli were spread over four sesa‘im;a. There
were five treatment groups: (a) covert modeling in which
subjects imagined-‘a model similar to themselves for two
scenes in a session while narrating these scenes as they
imagined them; (b) covert combined with overt modeling
(CO), in which the first scene was imagined and the second
was enacted; (c) a covert modeling plus homework group
(CH); (d) a group like (b) which engaged in homework
(COH); and (e) a waiting-list control ‘group. Adherence to
treatment and expectancies for improvement were also
assessed. Homework consisted of havingthe subject
identify three personally relevant situations in which
they could réspond agsertively. THe subjects ware‘ ~
instructed to pxgaCti;ce these three s’ituauone three or

more times each between sessions.

- Treatment ocutcome'was assessed via self-report,
;global self-ratings, and a behavioral role-play test.
Covert modeling was found to be effective compared to no
treatment.‘ On the CRI and the WLAS all treatment groups
were more assertive at posttest than the controls. All
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N— ‘

groups improved on the global self-ratings from pre to
posttest. All treatment groups were more assertive and
had shorter latencies to respond than the control group’on’
behavioral role-play tests (both trained and untrained
items). Overt rehearsal enhanced treatment effects on two
self-report scales (CRI and WLAS). Homework also improved
therapy, as shown by improved scores on the same two
scales. The effect of homework transferred to novel .
role-play situations, specifically the homework group was
judged as more assertive. More importantly, however, an.’
interaction effect was evident for' sc;melmeasuz_'es. The COH
g;o;;:;s more 1mpr00gd than all other groups of“the WLAS
and on the behavioral role-play test (overall
assertiveness ;nd shorter latencies). All-treatment
groups except the covert modeling group were equal to or
greater than the social validation sample on the ,
assessment scales at posttest. The COH grm‘xp were at
least one standard deviation above this validatjon sample.
' An eight month follow-up using the CRI and the WLAS showed,

that the groups who engaged in overt modeling or'homework

were still more assertive than other groups. To

) rizeM_dovert modeling was found effective, the
addition of overt modeling and espgcially ‘homework g
enhanced t‘reatl;lar|\t. efficacy. Homework groups were

consistently superior on outcome measures (Kazdin, 1982b).
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The last study to be reviewed used p.y;mi-uic

patients instead of college or conmunu'y volunteers as
subjects. Hersen, Kazdin, Bellack, #nd Turner (1979)
i.nvest_).gar.ed the effects of rehea-rsal, in enhanc1ng covert
oF overt modeling's effectiveness. Fifty psycmaugc A
patients were selected to serve au subjects, prcvidlx{g -
they met the criterion of a score of 19 or less on the 5y E®
WLAS. There were ten sub)ecta in quch of five condi.tlonux
.(a) test-retest (no-treatment), (b) live modeding. plul
{e‘hearsal (subjects watched a model and v}\en p’ta\ccxced the
o ™ scenes); (c) live modeling without rehearsal, (d) covert

modeling wif_h reheéarsal (subjects imagined the scene and v » =

then practiced), and (e) a covert modeung without :

2 rehearsal condx;.ion. Four trainlng scqnas and "four
generaluation scenes _were used from the Behaviotal
Assertiveness Test- Revised (BAT-R) (Eisler, Miller, and

¢ Blanchard, .1975). These training sienes were admifistered,

. six times each over a one week'parlod. ' Réhearsal groups
were administered four extra trfals in which“ they
practiced the scenes. The first and last a;t of/trair;lng
scenes were vida‘otaped and rated on the Eouowvgt eye

- contact, re-pongq duration and latancy, smiles, 3
intonation, cnmpuuncc, requests, phylical. gcgtureu, and

overall assertiveness (Hersen et al., 1979).
§ ¥
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The results of the experiment confirm that covert

modeling plus rehearsal and live modeling plus rehearsal

were effective treatments. One or both of these qroups.
were rated as more improved than the control group on the
following measures: numbeér of requests, intonation, and
overall assertiveness. Covert modeling and overt modeling
alone were also effective but rehearsal did enhance
therapy. At posttest the dovert modeling plus rehearsal
grqup did better ‘t_han all other groups on behavioral
ratings of eye contact on both trained and generalization

scemes. The covert modeling plus dehearsal group also

~displayed more gestures than the test-reteat live

modeling, "and live modeling plus R gx‘oupa. ALl
treatn%nt group;& evidenced longer responses, less
compliance, and greater overall assertiveness than the
test retest group on generalization scenes. All of the
pr vious scudies used analogue populations (i.e., -
community volunteers or college students) as their

subjects; yet we see here covert modeling was efficacious

.with "patients whose level 'of impairment, cognitive

skills, and education are consideraply diffe‘rent from
colle‘ge students" (Hersen et al., 1979, p.376).
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SUMMARY AND CONCLUSIONS. (

The grevious review contains ample evidence for the
efficacy of covert modeling and covert rehearsal in the
treatment of unassertive be{avior. Consistently, groups
who were exposed to the treatment did better th#&n well
matched control groups. The evidence suggests }-a: for
the treatment to be minimally effective, subjects had >co
‘imagine a person they knew, or themfelves, 'in a particular
context, acting assertively. Some researchers compared
covert modeling with overt model’lnq, some added various
extra’ :ompenenu to the basic regime discussed dbcve: £o .
see if it would enhance treatment effectiveness, and some
did both. In sum covert modeling or rehearsal has been
found to be as effective as overt modeung on most outcome
measures. Of the stud).es that investigated various,
parameters and conﬁnents to see if these-would enhance
treatment the following conclusions were supported:
imagining n:any models was more effective than imagining a
single model; imagining that the mode’l received favourable
consequences after the assertive response was more
efficacious than if no such ‘consaquencen were imagined;
giving a verbal summary of the scene resulted in greater -
treatment gair!u then not giving a summary; imagining an

M — . P
antagonist situation succeeding an assertive response so

that one had to.persist in being assertive was found to *

4 \ G
enhance therapeutic effectiveness: and finally, one study
\
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found combining covert modeling with overt modeling did

improve treatment more than covert modeling alone. Given
\ the findings discussed above one should combine the

components investigated in the studies to create, a

maximally effective package.

* From the forgoing review one can also conclude that
‘there are still more unanswered questions concerning the
efficacy of covert modeling and covert rehearsal in
treating actual clients with social anxi;’ty or unassertive
¢ behaviors. Kazdin, among others, have investigated the
- effect of adding specific comgonents to the covert
-“ modeling regime in an effort to better map out what
maximizes treatment. ALl of the studies reviewed used a
/' between groups design, compa‘r'u{g various treatment groups
with matched controls. In these studies all groups

Leceived standardized treatment stimuli. F&r example, all

/
‘subjects were exposed to the same training scenes
,regardless of what thei"‘r spec?i‘._’fic personal problem was.
There was the study by Rosenthal and Reese (1976) which

. did use tailored hierarchies but t'.he problems inherent in

t!)alr study have already been mentioned in the review.
Finally, all except for one of the studies (Herser; et al.,
1979), used analogue populations as s_ubjects (college
students or community volunteers who mlt certain

. criteria). This introduces the long standing argument of

whether or not analojue populations are equivalent to

«
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clients referred for therapy. Another important point is
the one of standardized treatment stimuli across subjects.
This is needed of course in the between groups design for
control, however it does diminish the individuality of
thérapy. Practicing clinicians usually fit their
treatments to the individual client. Treatment goals,
behavior:al targets, and hierarchies or the like are
conjointly constructed by the therapist and client so that

therapy is made unique and personally relevant.

o
- The present study attempted to address at least the
. two issues of subject selection and'of individualizing
pinerapy: To address chis problem.the present
investigation used subjects who fit specific criteria, who
feel their problem centers on social anxiety, and who were

referred by psychiatriSts.. &

- .
- The deficiency in the studies reviewed is that all

use the same treatment stimuli for all ;;ubjects across
expérimental groups: In other words, subjects were not
treated with individualized therapy. For instance, in.
many of the studies gubjects were trained on the same
scenes taken from the standardized BAT and BAT-R (Eisler,
Miller, and Hersen, 1973 and Eisler et al., 1995). The
present st_udy‘ attempted to duplicate more closely what

% actually happens between a client and therapist “'e,'.‘
individually tailored treatment). Ic. was hoped that the

. ptudy would show covert modeling / rehearsal to be
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effective in changing behavior in real-life situations.
The two main hypotheses tested were: (a) that covert -
modeling / covert rehearsal’is an effective treatment;
because only after training does subjective discomfort
decrease, and (b) that subjects show changés on
self-report and self-efficacy measures which are in

improved directions over the course of treatment.
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METHOD

.~ Subjects. -

5 & .
The subjects for the study were reterred by
psychiatrists living in the St. John's area. These

-
subjects were selected to meet the following criteria:

1) Major problem in the sogial -
anxletl / social skills area. . .
2) 18 yeats Of age or over.
. 3) Not diagnosed as suffering from depression,
‘organic brain syndrome, or psychosis.
N 4) Not prescribed any new psychoactive drugs
- during the course of the study. If the
person was currently taking such drugs’
they had to have been taking them for
four weeks.
Willing to participate in the study.
Presented as separate contract and
consent forms (see appendix A and B).
6) Able to delineate up to three
behaviorally specific problems (henceforth

5

called "tasks") which occurred at a frequency

_ of not less then three times a week.

Design.

The project employed a n%gle-subject multiple - *
baseline design staggered across the three tasks that were
delineated in assessment (see Herson and Barlow, ;Z;e, and
Stravynski, 1984). With this design the three probl.sms‘
were treated sequentially. The first stage of the design
was a baseline phase in which pretreatment monitoring

occurred. After the baseline, treatment.began on the

first task. When signtucaﬁt positive changes were seen,
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in subjective discomfort, treatment was initidted for the
next task. These changes were yecemx;‘ed using Tryon's
“c" statistic (1982). This statistic Ean be applied on as
few as eight data points and it can determine whether or
not the baseliné has stabilized and whether or not there
were significant-shifts in the data relative.to the
baseline. The m\.;chP),e-baaexina design was used for one
main reason: having the length of baseline increase for
successive tasks permitted the ascertainment that effects
were due to covert modeling and not due to some ‘extraneou‘l

variable.

Treatment outcome measures.

.

‘Self monitoring measures. The ms? out¥ome measures
were obtained from daily diaries that subjects completed
throughout the course of treatment. Subjects were given
explicit instructions on how r;o £ill out these diaries
(appendix C). The ll"\formation extracted from the daily
diaries included: which, if any of the thiee targeted
situations occurred; what happened, where and with whom;
how the subject .responded, thought and felt; and finally
the experienced level of discomfort on a 100 poi’nt scale.
From this information data such as ‘rgquency of ;
anc‘ountalﬂng a situation'and level of discomfort can be
deduced. These ‘da:a serva:i as both process and outcome

measures.
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Self-report scales: Three self-report scales were

included as initial and as treatmen!
v
measures. These three pencil and paper scales each

measure § @ifferent aspect of interpersonal behavior.

The Wolpe-Lazarus Assertiveness Scale (WLAS) (Wolpe
and Lazarus, 1966) asks whether or not one would behave
assertively in 30 situations for which an assertive
response is appropriate. The WLAS has been used in
several studies of covert modeling; therefore it ‘was ‘used
in the present investigation as .a‘n outc;me measure l:.o‘
permit comparison with other studies. The WLAS was
raitially designed as & clifical tool to ‘@cresn potential
clients for assertiveness training. However, Hersen,
Bellack, Turner, Williams, Harper, and Watts (1979)
reported that the WLAS wasv.‘v\(\ternally consistent and had
acceptable split-half (KR i'U'\r=.784) and test-retest (one
week r=.653) reliability. Eisler et-al. (1973), fourd
that the WLAS did differentiate subjects whose behavior

was judged as being high or low in assertiveness.

The Social Avoidance and Distress Scale has 28
true/false items whi;h assess aocia‘i\ anxiety, distress,
and avoidance. It is a more genéral test of social
Euncci;ming than the WLAS. This test has been found to

have suffigient ity (r two les =

+75, KR-20 r= .94), reliability (test-retest of one month
o -

r= .68), and good construct validity (Watson and Friend,
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1969). Specifically, people who scored high on the Social

Avoidance and Distress Scale tended to avoid social

interaction, to work«flofe, 2o report they talked less and
to be more worried .and less confident about social
relationships (v‘latson and Ftie’nd, 1969). Arkowitz (1981)
states that the SADS does not appear to be useful for .
diagnostic information but the total score "seems useful
as a general index of social anxxer.’y-"'} avoidance”

(p.309).

"The social Partorn\ance Survey Schedule (the SPSS) was
iniuauy devised to provide rauarchera and clinicians
with a more comprehensive analysis of a -variety of
specific social behaviors (Lowe and Cautela, 1978)." The
SPSS includes 100 descriptions of social behaviors. The
frequency of each of these behavio-rs can be rated by the
subject or a third party. Scoring is via a five-point
Likert-type scale ranging from “not at 21" to "very
much". Lowe and Cautela (1978) also reported a =
test-retest {(four weeks) reiiabillty of .87 with very éwd
internal consistency (Coefficient alpha = .93). A recent
study by Miller and Funabiki (1983) which assessed the
predictive vuluﬂt_y of the SPSS has shown that the scale’
reliably differentiated high socially competent college

P! college 8.

“students froms low socially
The SPSS assesses -pa;:iﬂc social behaviors and thus has
«

greater behavioral specificity than most other

N\
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questionnaires of interpersonal functioning (Arkowitz,

1981). Furthermore Arkowitz goes on to suggest that the - (-\

(4

SPSS would be useful_ in treatment planning, whereas the b
SADS would be more useful as a screening and outcome

measure. Because of these points made by Arkowitz (1981),

it was decided to inclide the SPSS and the SADS rather

than either one alone.

These three measures, the WLAS, the SADS, and the
SPSS, were used as pre - post outcome measures and at
follow-up. They were given at initial assessment, at the —~

end of treatment, and finally at follow-up.

One of the criteria for inclusion wa.s that the
subjects were not diagnosed as suffering from depression.
It was therefore decided to administer the Beck Depression
Inventory to all subjects at the time' of assessment, at
the end of treatment, and at follow-up. It was given at ° :
the assessment stage to help in the decision of whe.ther or
not to include thecsubject 1"the project. The Beck was
also given at post-intervention and at follow-up to
investigate changes in self reported depression occurring

over treatment.

Bandura (1982) has stated that self-efficacy, or self
confidence that one can perform-a particular task, is the
best predictor of behavioral change. Self-efficacy

ratings were included therefore as an additional outcome =4
v » -
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measure. Subjects made self-efficacy ratings on—each Qf
the tasks. The tasks were arranged on cards and subjects
were a‘\_aked whether or not they could complete each task
and if they could, what was“their level of confidence that
they could (0 to ‘100 confiddnt): These ratings were
made on ‘all of the tasks at the end of the assessment
session, at the end of the baseline period, at the @
beginning of edfh treatment séssion, and at the end of

treatment, . ) /

Simulated Social Interaction Test. In addition to
self-report measures, subjects were also dlirectly Bbserved
during ‘elght interactions which were staged at the clinie
using a confederate. These eight interactions were
videotaped at the end of the assessment and repeated again
at the end of f..he last treatment session. Before the
interactions occurred the therapist stated that: “In
order to help in assessiné your problem I would like to
have some examples of you interacting with other people.
Presently I have two (or possibly ‘one') person(s)
professionally associated with the psychology clinic *(
given title of person(s) ‘involved) to come and be
confederates during eight slort interactions. These
interactidns will be viewed by r.wo‘ professional
psychologists who will be shown tapes of other people
including yours&lf. I just want you to FeapoRd. AT EHaWEY

you would *f the situation were real”. The subject then
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read and signed the consent form for the videotaping (see
appendix B). The subject and confederate(s) completed the
interactions under the direction of the theraplst.’ ‘ﬂ:\aue
interactions were taken from the Simulated Social
Interacticr: Test (SSIT) (Curran, 1982). This test is a
stahdardized behavior auessm:prccedura- Trained
judges, using a procedure adapted from Curran (1982),
rated subjects on each of the eight interactions from the
SSIT. Ratings ‘Were made by these judges on one global

measure, that of "social competency". .

Goal Attainment Scaling Procedure (GAS). When the
three tasks that were targeted for treatment were
specified €ach was written on a card with three levels:
the usual behavior in the situation (i.e. &ailure); the
minimal effective response; and the desired-optlmum level
that was 'to be aimed for. These levels were decided upon
by the therapist and the subjects . At the end of ffeatment
subjects were shown their three levels and were asked to
indicate at which level, they felt they were behaving.
This procedure was\ada?ted frovm Hamme;x. Jacobs, Mayol, unfl

. .

Cochran (1980) -
Procedure. »

A treatment manual of specific procedures which
occurred during the first practice session and all

subsequent treatment sessions has been written (appendix
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c). '
-

Each subject was interviewed by the experimenter at
least twice. 'During initial assessment a behavioral
formulation of the problem was initiated . If the subject
met the inclusion criteria, an attempt was made to specify
the subject's problem area(s) (i.e., did the major

_ problem(s) center on the social anxiety,/

" non-assertiveness domain and were there any other serious
prcbiems oantside of intdrpersonal-dysfunction). During
the end of the initial assessment sessions the Beck
Depression Inventory, the WLAS, the SADS, and the SPSS

were given. Questions asked during these imterviews

’
centered on the interpersonal domain where the subject had

trouble. Information was gathered concerning what, in
spefific,/were the personally relevant and important
problems that the subject was having. What were the

and that

and maintained

the behaviors? When, where, and with whom did each
‘problem occur? Also the subject was questioned about
whether or not there was discomfort present duriag,
‘ before, or after the occurrence of the situation and, if
80, was the discomfort of a somatic or ideational nature
(i.e., upsetting or ‘yrrational thoughts versus sweating,

+ fast heartbeat, etc.).
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At the end of assessment the subject was then given

an explanation of how to' complete the daily diaries and-a .,

rationale and outline of the treatment program with the
contracc/'consem:.7 forms to read and sign (appendix A and
B). .A~detinit'fdn of assertive behavi‘ot was then given to
the subjects g{li.mm and Masters, 1979, p.69). The next
step required the subject ;nd the therapist to seléct up, '
to four models that would be used during the t:re‘atm'é'n:.
The models were selected who could best meet the following
criteria: (a) similar age, and. the'sange sex as Vthe“
subject, and (b) somedne wﬁo the.sdbject felt could
confidently complete the three prob1em\muauons. When
the "subject was sure he or she unders;.ood all that was
req;xir:ed. a practice scene was completed which.was

" dnfelated to. tlie subject's problems. The subject  , ’
'practiced imagining the neutral scene so that he or she

* could become more :ccustomed to the treatment, procedure

- that would be used throughout .the study. The subject and
the therapist firs

led upon a/n assertive response for

TMat particular -situat! The subject was then asked to

-imagine one of the models previously selected d\;rinq this
practice session completing a situation which required an
assertive responge but which was not a\ problem for that
particular individual. The subject was also given

feedback dugng p‘racélce‘o enhance the imagined scanes;
This practice was'repeated until the subject was imagining

all of the 1mportant‘ aspects of the scene. For a more
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detailed account see the t,re?tment manual. The subject '
was again reminded of the importance of the diary and to
- complete it as was earlier instructed. -Finally the
subject gave uelf-efEiC§cy ratings on all three tasks and

engaged in the SSIT.

The subject returned approximately ofe week and the
diary was collected and briefly reviewéd to ensure
‘completion; and to discuss the sBecifics of each situation
(i.e., frequency oéPoccurrence, were there any changes, .
what ﬁappen’q, etc.). The scenes were then reviewed to .
help mnk; “the covert treatment™ as practical and as
realistic to the subject as possible. ‘Once reviewed,
treatment began using gnly"the ﬂ‘tst task as the imagined
scene. Which was to ‘Be the first'task'wad decided: wsing
t,hue cne.erian (a) the task that' had but stabilized
over baseline and had at 1eas£ eight dace points, (b) the
task that was deemed as mot too difficﬂ‘t and (c) the - .
task that the subject wanted to work on first. First tha‘
thetapht and the subject decided upon an appropnate /‘
assertive response for that particular situation. The T
imagined scene had tireu phases: (a) the ‘context of the
situation (finger raided,when clear); (b) an ‘assertive, ;
rnponna‘ (finger raised v;hen completed); and (c) a
pclltlvo conuaq:ence (n\:ain £1nget raisad when clear).

The lubject then orally summarized each scene. These .

were tape-recorded to permit a check that all

o




Page 48

the important phases that were supposed to be imagined
were imagined. After each scene pte!enr_atlonﬁe subject
rated its vividna/!s on the scale taken from Sheehan's
(1967) Questionn;h’e Upon M%ncal Imagery. The scene was
imaginéd up to vas times. On the first trial one of up
to four:.models, p:eviously selected, was imagined (i-.e.,
aifferent people were }magxned for each of the scenes).
Note that some sﬁbj;cts could supply fewer than four
models. If this was the case then some models were
imagined more thap once. "on the last scene, the fifth,
L] the peruonhimagined himself-or herself instead of t;he
model. The scenes were then xepeal".ed another one to five
times except on these presentations_an antagonistic
response was inc;uded in each scene after the first:
assertive resbonse. ThHen a second assertive response was

imagined, and a positive to this r .

Otherwise-the secorld set of trials was the same as the
first set. This makes up to ten scene presentations in
total dux:ing each session. All subjects received- Erc‘m two
to ten scenes per session. Differences in the number of
scenes occurred because 'of time constraints. Any other
pkoblems pertaining to treatment were then discussed.

- Finally the subject was asked to keep monitoring as during
baseline and if confronted with the problem situation he
or she was ‘instructed to reheurse the scene in t.he «

— —dmagination as in therapy prior to entering the nn.uaf.i.on.
The subject was firther instructed to behave in the

.
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situation as he or she had in the imggined rehearsal.

Approximately one week later the subject returned,
the diary was re-assessed and self-efficacy ratings were
completed. If obvious gains had not been met a discussion
took place concerning the problem(s) (i.e., were the
scenes appropriate, were they rehearsing the scene prior
to the occurrence of a situation, were they consistently
imagining all of the important phases, etc.). Covert
t;ea:menc was again repeated for t‘adk one as in the first
period of treathent (unless scene modifications were
deemed necessary to potentiate change, as discussed

";:bove). If statistically significant gains were met‘(’as

" aiscussed in the design section), then covert modeling / i
rehearsal was.implemented for the next task. Subjects
returned jn the following week, and the diary was again
re-ssessed and efficacy statements were made on all
tasks. If adequate gains were met, then covert modeling /
rehearsal was now implemented for the second task. If
s:atiaticau‘.y significant gains were still not met, ¥
appropriate modifications were¢ again made and the fitst .
talk_ wgu treated for a third time. When subjects returned
‘on the next week the diary was again aseessed. If .
significant gains were still not evident, the subject was
re-referred. These procedures were repeated for the other
two tasks. Thus all three problems were given thhee

treatment sessions to show appropriate change.
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Once task three was successfully t_r;ated, therapy was
terminated. At this time subjects rated the lavel at
which they thought they were presently behaving for all
three tasks. These levels refer to the Goal Attainment
Scaling procedure (GAS) discussed in the measures section.
Subjectg were given (or subsequently mailed) the WLAS, the
SADS, the BDI, and the SPSS to complete. Another set of
these four tests was given to 5ubject‘s to complete and

return one month after treatment had ended.
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N RESULTS

i i

In many of the single case exper‘imental designs
presented in the literature the data are subjécted to e
visual analysis only. Kazdin (1976c) gives arguments both
for and against the use of statistics in_single case
Mesearch. He argues that statistics may be used if there
is intra - subject variability, possibly caused by lack of
experimental control (i.e., when the sugject récords r:‘lata
in the natural environment, as was the ca£ in the present
study). Tryon (1982) has argued that nbte confidence can
be placed in the data when one has a statistical procedure

that can complement and aid visual analysis. Using as few

as eight data points, the statistic, reported by Tryon

(1‘992). can evaluate whether a set of data are Stationary,

. with no significant increasing or decreasing trend, or

r it is not gr,anonary, indicating a trend. The c‘
utaciscic can easily be applied to the sxngle case design.
Dar.a are collected until there is a stable baseline (no
trend), an Intervention is then applied and when enough
data are collected if'can be appended to the baseline
data. The resultant aggregate of data is re-analyzed t&M&

-
see if a trend has emerged.

,_,Ttle C statistic was completed on each task for each
subject¥provided that there were at least eight data

points. Babeline data were collected until a final
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.
segment of at least 8 data points in length on one task
was found to be stable (the C statistic was

non-significant).
«

Five individual cases are discussed. Each case is a

NI
replication of the same experimental.design although some

are more complete than othe’rs‘ due to onepr more of the
following reasons: " subject's non-compliance with data
collecuorx, irregular attendance, or opting to terminate
/eii‘l}‘ln the treatment period because the subject felt
enough g'aix‘{s had been‘ met. Some subjects did not ‘compl.ete
the SSIT because of scheduling problems. Three of the
five cases are complete with at least two tasks
sequentially Lreat_e‘d; two of thé five have three tasks
completed. These differences occurred because some
subjects felt recovered oiiall ‘three Easks when just one
had been actually treated. Each case will be reviewed '

separately.
Subject One.

" This subject was a 24 year old, single female# She
was seen for 17 sessions in 3. Her initial complai‘lt

was that she found it }‘L{ch;t to ‘m; assertive and felt
she would be excessively compliant in certain situations.
She also report:d dlfficﬁlty talking to people at parties

and would not usually attend them alome. Her goals were

initially to have more self-confidence in meeting people

¥

\



Page 53

and to be less nervous in certain social situations. She
also wanted to be more independent in making decisions and
more comfortable expressing her feelings and opinions. At
the end of assessment we decided to work on the following
three problems (tasks): (a) Task l; starting
conversations with strangers and new acquaintances, (b)

- ¥ Task 2; expressing feelings and opinions to others, and
(c) Tagk 3; standing up for her rights and making
.reasonable reqlfests. Table 1 shows the pte-intervantién.
poat-h{tervantiun, and follow-up data on the self-report

- questionnaires for thg subjects. One can see that Subject
One dinplayed‘appreéiable change toward recovered levels
at post-intervention. Specifically, her scores on {he
SPSS increased from 207 at pre-intervention to 251 at
post-intervention. This represents a move from almost
three standard deviations below the mean (z = -3.2) to one
and one-half standard deviations (z = -1.65) below the
mean score obtained by the female sample reported by Lowe
and Cautela (1978), Her score on SADS decreased from 24
to 8 at post-intervention. This represents a substantial
decrease in social avoidance and distress from two )
standard deviations above the mean (z = 1.9) on this test

to a score close to the mean (z = 0). Pre - post measures

on the WLAS also revealed a dramatic increase in the
N\ assertiveness score from 5 (z = -1.9) to 19 (z = .7), an

increase of 2 1/2 standard deviations.
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TABLE 1

Pr

- self-report measures

»

.

, and follow-up scores on

N SADS

SUBJECT SPSS WLAS BDL
(PRE  POST F-U PRE  POST F-U PRE  POST F-U'| |PRE _POST F-UO

1, [207 251 265 21 8 8 5 20 19 19 1 0
z score |=3.2 -1.6 na 1.9 0 - na -1.9 0 na fa

2 217 298 310 28 5 2 4 27 30 30 1 0
z score |-1.8 .6 na 2 =.7 na -2.1 1.9 na na

3 214 222 na 24 24 na na’ 21 31 na
z\gcore¢| -1.9 -1.7 na 1.6 1.6 na

4‘ 280 372 335| -0 5 28 19 16 * 0 0
z score | 0 .9 na 1.7 -1.4 .« na -1.9 2.1 na na

S 249 na, 16 na 7 na 21 na

na = not available or not appliéable

Note: z

scores

W many s

score is from the mean of reported samples.

deviations the individual
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Eisler et al. (1973) found that the average WLAS score of
subjects rated as "highly assertive" was 18.7, whereas

those rated as "lo\i_assertiya“ scored 13.5. Additionally

- N\,
the BDI score fell from 19 to 1l at post-intervention. The

effects seen at post-intervention *re maintained at a one

month follow-up. ¥

Self-efficacy measures were also obtained during
7 almost all lnau’&unl. For all three delineated tasks the
subject felt -able to do the tasks throughout therapy, .
- however the confidence level.s, which were very low at the
¥ « assessment phase, dramatically increased over the course -
,of treatment. The mean confidence level for the three
tasks at baseline was 21.6%; at mid treatment it was
47.6%; ;nd lt,the end of treatment it was 76.6%. Finally,
using the Goal Attainment Scaling pzocadure“(GAS) the -
subject felt at the end of treatment she had reached her
"goal state" for two of the three tasks. For the third (
task she felt she was at the “minimally acceptable level

tanéing toward the goa[ level®.

This l‘ubject‘wau assessed on the eight role-play
situations from the SSIT (Curran, 1982) at the end of
an‘auumant.and at the end of intervention. "[“wo cunicai.
psychologists served as judges for these behavioral tests.
The videotapes were played in random order so t?:—al the 3 }’
judges could not tell the time of assessment. Bot}budgel

rated subjects One and Two on a global measure of socﬁl .

o - [
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competency by means of a scale on’which 0 indicated low
social competency and 10 indicated high social competency.
Agreement (correlation coefficient) between the two jldges
was .72 (Pearson r) for the thu't.y-cwo zlcmqu of social
competency. For subject one, the mean social compstency
score at initial assessment was 5. ’ at post-intervention

it anreasad to 7.7 on the ten point scale.

The tasks were sequentially treated. The baseline in
task one (see Figure 1) has a mean of 43.1 (s.d. = 3‘1.6)
for peak subjective discomfort (hcﬁcefotch called sUDS)’
and: is relatively nauanary (z = 1.48, n.s.). When -
Lntervention on this task was completed the mean SUDS had
decreased (mean = 26.05, s.d. = 19.9) and a significant
downward trend was now evident (Z = 2.7,p ¢ .01). The
longer baseline in tdsk two did not show an appreciable
trend for the last 9 of 12 data points (2 = .027, n.s.)
with a mean of 46167 (s.d. = 14.49) on the SUDS. Aftu'r
intervention on task two a clear\y significant downward ,
trend appears: (2 = 4.22, p < .01) with an overall
treatment mean for the SUDS of 23.25 (s.d. = 13.). The
longest baseline (4 months) was in Lul{ chraa. Analysis ,
)
with a mean of 46.8' (s.d. = 22.5) for the SUDS. However,

of all data points show no sxgniﬂcant t.rond (z =0, o

when post-intervention data are included a azgniﬁcant'

e "
downward trend appears (Z = 1.65, p ¢ .05) with a mean *

SUDS of 15 (s.d. = 5.48). Thus for subject One
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improvement occurred when and only when treatment was

directed at a problem.

«
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SUDS, PASK 1

.

PEAK SUDS
3

SUDS,  TASK 2

PEAK SUDS
3

0
\J\ SUDS, TASK 3

50 "o vo
VA g .

Figure 1. I'eak subjectiveunits of distress experiencad by
subject one on tasks onc, two, and three.
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Subject Two: & .

‘This subject was a 22 yeas old, single male who was
seen for 16 sessions. He reported always having had
difﬂcuuy\ meeting new people, even since chiidhood. He

had just ended a long relationship which had become

_ emotionally unsatisfying. His initial 'BDI score indicated

a mederate level of d-puuuen. He felt! a\ because he

was now more independent he wanted to -oeiauze more but
‘found it very uncomfortable. The three tasks we

delineated were: (a) Task.l; engaging in conversations

with new _gcqualncance- and with relatives qie was not close
to, while remaining calm, (b) Task 27 comfortably

initiatlng conversations with strangers id public pfaéé‘,

and (c) Task 3; starting conversations with close friends.
During the course of theMlgy there was an increase in .
depression «(BDI = 40) and time was taken to treat thl'

problem. Depre

ion subsequently decreased and was at

minimal levels at post-intervention and at the one month

follow-up (BDI = 1 and O respectively). 4

All self-report show imp: from
pre-intervention tb p::-t-xntervent!.on (see Table 1).
Specifically, SPSS scores increased from 217 to 298. Thh; *
represents an increase in self rated social performance
from two standard deviations (z = -1.87) below the mean
reported college sample to almost ohe standard deviation

(z = .62) above the mean. On €ﬁo SADS, the subject at

\
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pre-intetv/ntxon hit the ceiling of 28 indicating high

avoidance and distress. At post-intervention his score

wa‘s 5 (z = -.77) and at follow-up Lt was 2 (z = -1.1a).

These q\cores are approximately one standard devLation - ! vl

below t/i’\e mean of the reported sample (Watson and Friend,
. 1969) énd indicatés little avoidance or distress in - 8

typical social sltuations. On the WLAS the assertiveness

score rose frcm’4 (z = -2.1) at pre-intervantlon to 27 (1.

= ]..9’6) after int:‘nv_entiona This tapresents a large uhift . .

of four standard deviations toward increased

asserftiveness.

Self-efficacy data are also available for this N
subject. At baseline the subject felt 70% confident tha: L ‘
he could complete task one and 35% confident,he ‘could
complete task two. Howevér he felt that he &ould not .
complete task three. At the end of intervention he felt S
Helcodid compimte il shree tiskss "Tha postsintervention e

,confidence levels for the three tasks were 908, 80%, and
858, respectively. This subject was also assessed on the ™ { T or

SSIT before and after intervention. He obtained a rating 1

of 4. 1 on social _competency at initjal assesan\snt. thls

increased to 7.4 at poaf_-inf_arvencion. -

Three tasks were sequentiauy treated. The first
baseline in taa)( one has no appreciable trend (z = 1.45,
n.s.), mean SUDS was 78.8 (aid. = 19.49) fot this

baseline phase. -Treatment data reveals sfgnificant
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downward trend (z = 625, p < .01), mean SUDS Was 18.40

(s.d. = 16.B). The last 11 of 12 data points in £He
bashLLns of task: twoiRas o sdgnificant trend and neither
dqes. the baseline in task three (Z = 1.23 and 1.58, n.s.,
mean SUDS Of 50 and 37.33 raspectively, s.d. = 22.2 and
20.6, rupnctively) (see Figure 2) Inclusion of
.pclt—incervention\ data shows a downward trend for the SUDS
on both tasks two and three: for qask two, 2 = 2.47 (p¢<
.01) and the mean SUDS was 14 (s.a, = 10.8): for task

three, 'z = 3.67 fpc.01).4ith a‘mean SUDS Gf 8.5 (s.d. =

5.8) after intervention. ¢

’ - ] -
, . .
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PEAK SUDS

SUDS, TASK 3

Figure 2. Peak subjective units of distress experienced
by subject two on tasks ong, two, and.three.’
A ‘s »
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Subject Three.
—

This client was a 24 'ye’ur old single male. He*was
seen for 10 seas‘xons. He initially reported having.
difficulty gettin‘g emotionally Sloharte people and
difficulty expressing his feelings and opinions. He
reported ;eing‘critical of himself when interacting and
felt he was the center of attention in crowds or in class.
These situations made him very nervous. He felt he would
like to be more spontaneous, assertive, and re;axad when
interacting socially. We planned tg Xx;carvana in three
pyfb)em situations but onL’y the first two were actually
treated since the third rarely occurred, The three werd:
(a) Task 1; starting convepsations with classmates in the
cafe, (b) Task 2; remaining ca‘!.m‘in class, and (c) Task 3:
starting conversation.s with co-workers. The
pre-interve‘on’/ post-intervenltion com‘pariso‘\u of the
self-report questionnaires are shown in Table One. These
comparisons indicate a small improvement in the sPss score

but'a comculrent increase ingthe BDI score, indicating

more depression. However, both self-(e,fﬂcacy measures and
.

the subjective discomfort measures show improvement. The
,self-efficacy measures at baseline assessment indicate

+ that the subject ,felt able to complef.e,tas}gﬂ one and three
but was only 10% confident. For task two the subject felt
‘:hat he could not complete the task ¢omfartnb1y: At
post-interveption the subject now fal(t‘ab].s to do all
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N
tasks. The respective confidence levels for each task at

post-intewvention were: 50%, 70%, and 60%.

Two tasks were Ahreated (see Figure 3). Baseline
measures on task one indicated no trend (2 = .075, n.s.)
with a mean SUDS of 82.2 (s.d. = 13.8). Following
ﬁce:vennon a significant ‘trend ‘;ppéared with SuDs
decreasing toward recovered levels\(zZ /- 4.36, p <,01) with
a mean SUDS at this phase of 37.3 (87d. = 7.98). On the
second task, the Pasaline was actually rising with an
overall mean SUDQ of 65.8.(s.d. = 37.52). There were too
few data points here to calculate a Z value. Following ‘ i
inittation of tregﬁ;ent_ the mean SUDS level,droppad (z =
2.84, p .01, mean = 30, s.d. =0). Thus’the increasing
baseline has changed to a significant downward trend only
after intervention. This represents a considerable change
in the amount of subjective distress_experienced. Using
the GAS procedure, at post-intervention the subject

reported that he.had not only reached the "minimally

. ]
acceptable level" for all three tasks but that he was
progressing toward the goal level for each task.
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{

SuDS, TASK 1
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SUDS, TASK 2

Figure

3.

I'eak subjective units of distress experienced by
subject three on tasks one and two.
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Subject Four. LA .

This subject ‘}as a 29 year old male, recently
divorced. He was seen for eight sessions. Initially he
regortad having d’i‘fficulty in arguments with his ex-wife,
difficulty in being assertive in demanding reasonable
service;. and difficulty in mee;.l and dating females. He
reported that being turned down by womer\was very >
upsetting and thar.’ he avoided attempting u: get a date for
long periods of time. TH® three tasks that we delineated
at the end of assessment were: (a) Task l;.starting

conversdtions with females and asking them-for dates, (b)

,'Task 2; being asse;iive with employees and his ex-wife,

. &
and (c) Task 3:.being assertive in situations in which he

would 1ika‘ to request adequate service or complain.

'
The self-report quest‘ionnalrea show a dramatic change

toward recovered levels at post-intervention (see Table

1). The pre-intervention bcore on the SPSS was 280 (z =

0) the post-intervention score wag 372 (z =,2.9). This

" represents an increase in self rated social performance of

’almos; thrée standard deviations on this questionnaire
'(frcm being at reported mean to two S.D.v'u above the i
mean). On the‘saDs tPds subject's pre-intervention score
was 25 (z' =‘1.7), the post-intervention score 0 (z =

21.4). “this represents a ddcrease--in social avoidance and

distress of more than three standard deviations. On the

WLAS, pre-intervention scores increased from 5 (z = ;1.9)

¥

o ' ! N v

-



R

. . Page 67

to 19 (z =-2.1). This represents a change of four
nr.andard deviations towurd increased assertiveness. There
was a decrease on the BDI £rom 16 (mud) to 0 (none) at
post-intervention. Self-report ducé at ESiE montne
fouéw-up indicate maintenance of t:eatment_ effects seen

at post-intervention.

Referrlr‘lg to Figure 4, one can see that for the
baseline on task one the mean SUDS was 61.25 (s.d. =
18,43) whereas the post-intervention ;nean was \31:25 (s.d.
= 34.24). The mean SUDS has dropped with treatment.

+However, if one analyzes the overall ei';ht. data points sorm
the prasanca of a trend, none was evidenf_ (z =0, n.s.).

1f one —concurrently looks at task two which was not
treated, the ihdividual SUDS actually increased a little
but the .overall mean rema_in: close to the level of the

SUDS seen durimg task one's Raseline (mean = 60.6, 5.d./ =

15.7). Task three similarly remains high except for the

Sfinal datum indicating a decrease in SUDS level. Mean .
; . f :
overall SUDS was 66.67 (s.d. .= 32.5). Thus, there is
some evidence of improvement dependent upon Lntetvanti}m'

but it is not as clear as the'first three sub’jects.
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Subject Five

This subject was a 22 year old, single male who was
seen for 18 sessions. He 1nkt1a11y presenced two
problems: exceﬁs1ve nervousness in job 1nterviews and
when spdaking in public. , However, these two prob*em
situations rarely occurred so that upon further assessment

we decided to focus dn three frequently occurring

.problemacic situations: (a) Task 1; starting

conversations with females and asking them for dates, (b)

Task 2; ng di m in y ionsp and (c)

Task 3; expressing h;s feelings ar{d opinions in
conversations. Post-intervention data on self-report
questionnaires are not available but subjective
anecdotal repofcs and self-efficacy measures show
geiiezal improvement at post-interventign. Specifically;
with self-efficacy, at pre-intervention r.he'subjecc felt

he colild not comfortably and adequately complete all three

tasks. The last efficacy measures -taken, after

incerventxom 1ndicated that the subject now felt 80%
confident tha; ‘he could comfortably complate all threé
tasks. Additional anecdotal reports indicated
improvement at post-interventiorl\. The subject i’:a_d__
aucce’ssfully completed an interview aAmd was' presenr;ly
employed in a position which required he frequently speak
to many peolple. _He was no longer finding these situations

as distressing as previously. Spgcific improvements in
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' the three delineated tasks can also be seen. Only task
one was actually treated in this case since the subject
felt adequate gains had been met on all thrge and
terminated treatment. The baseline in task one was
slightly increasing ( 2 = 1.76, p<.05) with a mean SUDS
level of 42.5 (s%d. = 23.75) as seen in figure 5. With
the inclusion of the treatment data there is a significant
decreasing trend and a reduction in the mean SUDS (2 =
2.64, p ¢ .0l; mean =-23.42, s.d. = 19.63). Tasks two
and three, which yl‘ere'being recorded at ghe same time,
also showed significant downward trends and reduged SUDS
means (2 = 1.72 and 2.43, p <.0l; and mean SUDS of 22,67

3t and 11.25, s.d. ="22.67 and 6.4 respeccively)-Iaee‘ﬂgure

T5).

| -
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' DISCUSSION g

Overall Results.

The main experimental question, whether improyement
is contingent upon intervention, can ba' answered.
Inprovenent i situational peak anxiety always and only
occurred following treatment for three of the £ive '
subjects. For three subjects (one, two and threa)
significant post—intervention change occurred for al’L
problems treated. Thus for these three subjects who’ were
f{gated on eight seperate probiems the data clearly
support the hypothesis that improvement is contingem:. upc‘m

intervention by im\ag}nal modeling or rehearsal. :

While the data from the remaining two subjects (four
and five) do not support the hypothesis as clearly as the *
first -three, they do not contradict it. For subject four
only the firét problem was treated but this and the third
problem showed subsequent improvement. 'Ehe average SUDS
level on the treated task was reduéed by 50%, which was
not statistically significant, but was clinically -
significant as evidenced by anacd;)t.al reports of much.
improved functioning (e.g., Thcreased frequency of
entering the problem situations) and Lm\provementron the' --
self-report measures. Three tasks were defined with

iubject five but only the first was actually treated.

L
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——

There was a statistically significant decrease in the
situational peak anxiety on first task, however, “the peak
SUDS on other two tasks concurrently decreased a
significant amount. Subject ﬂt/frequanr.lj labeled a

o

particular situation "A and B" "B and C". Thus, by

—— hindsight, it seems that the three tasks delineated with

9

subject five were too closely linked (and similar)
resulting ‘i.n qeneuuzatinn. This, ‘in nffacc, changed the
mult.i.pe hasellna design into a uimple - B}esign for
this particulur subject. , An A -B dasign is not very
convincxng gupport for the hypothesi.s by nself but- it i.u
ontiraly :_:onlhr.nnt with it. . Hit.h the other subjects the -
the muliiple baseline design was effective and leads oné
40 conclude that’ changes occurred due to the treatment and

not due to some extraneous varhb'l.e.

i
¢ General overall improvement was shown by pre - post

differences in tha_.eif-report questionnaire, -poy%s for
subjects one, two, and four. Subject three did not
improve on these questionnaires and.subject five's data

are unavailable But anecdotal reports from this subject

ihdicate that he felt much improved and‘s forted able to
easily engage in previéunly difficult behavior.: .,
Improvements séen bn the self-report masureg‘frﬁm pre to
post—intervention were frequently of a si_gniflcant amount
as can be seen by reference to Table vl.¢l The average

improvement for subjects one, two, and four)was 2.7 (range
‘ = e



‘greaﬁ‘).y 1|np'rove'd relative to pretreat: t_levels. _Thnf 0. b0

“improveméfit is that al.chough this subjedts self- efﬂcucy

‘problen\auc tasks' at t.hs poac Lntervantlon pgriod. The --*

to 4) standard de\?iati:ns. Thu amount of 1mprovllnenr. v
was maintained at follow-up. For subjects one and two

some scores at follow-up were improved relative to tha
postrihtervention period. Scores on the SPSS and the . *
WLAS, given to subject ‘four at a four month follow-up

indidated a slight decline, wifle the SADS score was -
maxntulned at ¥is pewiod. - Final Eollow-up .scoteu o the ~
WLAS and the SPSS for subject four are still, however,’ - .
exceptibn to impro\'en\ent on the self-report meaaur’es was -

subject three.. One pousible reason Eut thia lack. oE "

rose from an everags— of. 0 to GDt dn his three f.aaks, a.60% l
confidence level i's moderate and was lower than the other.

three subjects assessed. ', Thus although behavioral angd -
ity . ” v

affective changes were seen there was less gain in

positive self-evaluation and hence less improvement in

self-report scores.

. % N . .
Chariges in perceived.seif-¢fficacy were algso evident. :
Subjacts one, r.wn." three, and five, whose self-efficacy ~ /T

was measured ‘Ee!.f. they. could complate thau once

degree OF confiderice that they could complete. the tasks J

also significantly lncrgubd. on a'scale whe:e 9 \J 4
indicated no conf!dance and‘mﬁ indica;ed comglate ot .
confidence, 511 subjects who wute assensed"{t pntreatn\nm‘. -
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.hud anivenga‘cd?\ﬂdence level of 15 (range O to" 35). At

post-irdtervention the gverage had increased to 75 (range

60 to 85).

! One can alsq

e (from the Eig)-ru) that for subjects
onu,‘two, .and :hreo the rade of enqn‘qi.qg in six problem
.1;uunlonn increased after interv-nuon (i.e.) the ratio

of recorded occurrenc *: liengr.h of phase decra:led from

pre to ﬂoni-interventton-for these six problems):. .
" Specifically, for subject one the rate of task two
increased from un‘a.varage of orce every six days to oncs
\ every three d.\yu. .For subject one the rate of tadk Ehtas .

LS anreanaa ft&m one in elevenyto one in four daya. For

uubj-ct two th- Tate of task one was ohe in thrae days at

+ y pre-. 1ntaxv-nuon. After, xn:arvenuon the rate inc:ea-ed

to tvo xn five days.. On task three for this subject Lhﬂ\
rntc I.m:rcuad from ore in six to one in three days.

. Flnauy. for subject threg, tha rnl’.. on ‘e )‘ ]one:and two
mlso- 1ncrnn-d !:om one in seven ll\d one in eighteen days
to one in-five nnd one in four days respectively, Thus
there w-u buhnvioral a- w:jl as affective , Changes ’ean

£rom I.ntervcnucn. {

"» . Clinical.Implications. ; 2
e S 5 , \

% ) What are sthe pruéﬁicnl, clinical edvan@egon‘ot using

- covert modeling -/ covert rehearsal? A fAw aspgcts of the
8 Y

{)ucucn‘uty of'the have been di in the
oy $
. . + 8 e .

. ‘7‘ [ ‘ 5
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- B g
lxte_raturl- HcFall ‘and Lillesand (1‘971, p. 313) make ghe

point that covert ‘modeling allows the subject to “simulate
8 rol

without concern for the immediate,

em situations and pt.uctl.ce new modes of b'ehavmr
real-life consequences
of his experimental behavior". Coverr. mudeung /
rehearsal procedures are less threatening since the
aub;ect can Qtactise in a m’mally crlticul aattlng. :
Subjects.using the procedure are less uke\y to feel that
they are being evaluated sinde they do not have lo act"
in the presence of the :hzra.puc. McFall and muuana
(1971) also co:n:gnd that covert modeling is easy to
arrange and- manipulate. Indeed, subjects can imagine and
elaborate in great dgtail the problem sc{nes: whereas with &
overt modeling or rehearsal tiff setting is contrived and
may be less®'realistic” than the' subject's own covert -+ .
}np:elennucn. Additidnally, covert modelind’/ renearsal
can be used to manig_mr.e not just overt behavior bu: also

negative or xzuuonu cognitions which may occur if the

prqgl.em sltuatlo‘xf. P
o Y :
., + * *Another practical advantage is that clients can use

/ may occur in a given situation.

covert modeling t..o plan the .entire sequence of events that
This ‘;;lunnlng can include
the imagining of more objective and pc-itiye cggnhionl

vhan Fncic‘lpuung the event; f.he imagining of anunlf

haing relaxed and confident in the future -itunuon, bolng %

upprcp:iataly uuor;iv-y and finally Lmqlnlng fnlll.n?
T .

v
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good about one's accomplishments in the dituation. One of
the proftems with teaching clients to use more positive
v

self-statements is that opportunities are needed to

. practice using these new,cognitive techniques. Clients

using covert modeling / rahe"ar‘s‘al can Lmagine iarticular
problem scenes as many times as needed. This ehearual of
the ,scene could also serve to ba!—ﬁr_smﬂudate the
important information in memory. Retrieval /frcm ‘memory *
might then be easier. A related clinical observation was.
that completion of homework (£illing out the diaries and

a an;pv.ing to complete the tasks between sessions) was
pouit_.lvely related to therapeutic success.: Those sMactg

with exhaustive diaries and frequent cxposures improved

the most.

Future Research Directions s \ . »

Almost all of the research Li.t:erature sying the
superiority of participunt'mbﬂ;ling over othgr godeling
variations (like covert modeling) is in the area ol fear
reduction, e.g., extinguishing avoidance responses (Hersen
et al. 1979); however, séeial skills problems may include
nov_‘unly Avoldunce_pqaxl r bu;/Allo skill deficits.

Thus, the earlier finding that overt modeling was superior
may not. be ‘apblicable to the more complex p:cbl‘n of
unuuettlveneu or socjal anxiety. A few studies have

compared ¢vert modeling and covert modeling with

unas rtive samples (Rosenthal and Reese, 1976; Zielinski
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and williams, 1979; Hersen et al., 1979; Kazdin, 1980a,

1982a). However two problé?x‘s?‘ were evident from these ./

investigations. The studies did not use’a clinical
population and the co modeliny treatment used was not
_a maximally effddgiv4 package (Kazdin, 1982). Mors,
seudies utilizing th&’hmal variation of each treatment
are needed #o confirm if one is more ef}éthve or for
whici populations each is mere effec?\re.' Fot example

do irdividual differences in imagéry ability affect how
effective the treatment nwould be. Clients who are good at
-il}\agininq scenes or whose negative images and thoughts are
a major factor.in maintaining thei; social anxiety may
beneit hore from covert mq‘delxng / Yehearsal. On the
other hand cuents who are not gond at imagiring or who
phave specific skill dysfunction might: benefit more cfrom
overt modeling ‘and rehearsal which includes feedback from

the thetapiét on molecular components of social skill.

we

<@
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THERAPY CONTRACT: 3

L

<
promisé to provide you & L4

with the covert mo;eling treatment as-we have’discuuuad to
help you with the three problefns we have selected. The
treatment has been found effective with college and
clinical populations. zh; purpose of this study is .o ;ee
how well an individually tailored program will work.

I ) - 7

5 F =
promise to keep the regularly scheduled appointments, to
complete the homework assignments, and to keep the records

as requested.

THERAPIST CLIENT

Date
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CONSENT FORM

I(UNDERSTAND Ti;IAT DU}\ING THE' URSE OF THE THERAPY
THAT I WILL BE VIDEbTAPE‘) ON TWO OCCASIONS, ONCE EEFO‘RE g
TREATMENT BEGINS AND AGAIN WHEN TREATMENT ENDS. EACH
OCCASION WILL INVOLVE- EIGHT SHORT ‘XNTER'ACTIONS. I S
UNDERSTAND THAT THE VIDEOTAPES ARE TO BE USED FOR RESEARCI:!.‘
PURPOSES AND TO HELP ASSESS THE EFFECTIVENESS OF MY
TREATMENT. THESE VIDEOTRPES AR‘E CONFIDENTIAL IN TH. THEY
WILI.; ONL¥ BE VIEWED "BY PROFESSIONALS WHO ARE DIRECTLY
INVOLVED WITH YOUR TREATMENT OR IN THE RESEARCH PROJECT AT
THE MEMORIAL UNIVERSITY PSYCHOLQGY C‘LINXC. **AT THE.
CONCLUSION OF THE STUDY THESE x\;&l)’l‘AFES WILL GE ERASED.

I GIVE MY CONSENT TO USE THESE VXDEOT}'\PIN(;S Es)ﬂ THE ABOVE
PURPOSES . ‘

/

THERAPIST i CLIENT P
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s TREATMENT MANUAL bl
- N L 3 w
. . .
= . Note: Capita)u indi’cute therdpists Script. s 2
. . N vl
4 L This manual includes specurrpmch 5ub]ect . /
* L

& will undergo-after agsessment has been completed. ..
Initially the subject is given an explanation ofchow to
completg-the diary and then a rationale and an outune'of'a’ ’ e,

E the treatment program. BETWEEN, THE TIME WHEN I NEXT SEE  ~ * ..
YOU, AND THROUGHOUT THERAPY, I wANT. Yot 10 coénms P .

DIARY WHERE YOU ,leLL RECORD CERTAIN THINGS DEALING WITH . -

. ‘tHE THREE PROBLENS. AS YOU CAN SEE HERE 1S A SHEET WHICH' '
_ HAS E‘OUR HEADINGS. THE FIRST HEADING SIMPLY ASKS THY. DAY < K '
., AND DATE, THERE IS A sspmwn: SHEET FOR EACH DAY SO sbm: -
Y;" N " SHEETS MAY BE LEFT EMPTY. THE FIRST COLUMN ASKS - mucﬂ of | J
THE TASKS HAVE OCCURRED AND THE SECOND ASKS ABOUT CERTAIN . © .. ° *\_*

SPECIFACS OF EACH OCCURRENCE: WHERE, WIfH WHOM, WHAT ¢
) ~* HAPPENED, AND HOW DID YOU RESPOND, THINK, AND FEEU? IN. .
THE FOURTH cowmi YOU WOULD RATE YOUR LEVEL OF nxéconrokg
'THAT YOU FELT WHILE IN THE SITUATION ON A SCALEIPROM 0 10
-100 WHERE 0°IS NO DISCOMFORT AND.100 Is UNBEARABLE.
DIRomoaﬁ' " IT.1S VERY IMPORTANT THAT YOU KNOW wuu PR I

-ME(AN HERE s6:WE SHOUDD*QRACTICIf USING THIS TYPE; OF SCALE.:

. IMAGINE, IF YOU HILL’ BEING K‘l‘ COMPLETE RI'.ST. VERY RELAXED N

AS REL}\K\ED As ‘IOU EVER NERE. CM YU ‘I'Ebb HE WHEN -ruxﬁ . B .,

= "oy L THS A 28RO o;« THE, scu.a. NOW
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HAVE EVER EXPERIENCBD, CAN YOU TELL ME WHEN TH!S WAST
0.K., THIS. NOULD RATE *AS A 100 ON THE SCALE. LASTLY, HOW-

DO YOU FEEL RIQHT HERE NOW? VERY WELL1 SO CAN QOU SEE -

WHERE DIFFERENT EXPERIENCES MIGHT RATE AT D!FFERENT'PDINTS_

ON THIS SCALE? After any questions were answered the

therapist continued5

YO}! SHOULD FILL OUT THE DIARY AS_. SOON AS IS

P&CTIQALLY POSSIBLE. AFTER THE“OCCURRENCE__ OF A SITUATION.

WHAT TIME DO YOU THINK IT WOULD BE BEST FOR YOU? IT IS

VERY IMPORTANT FOR ME TO KNOW HOW YOU ARE oG BETWEEN
'SESSIONS AND WHAT EXACTLY IS.GOING 6N ‘AS EACH. SITUATION
occuRs 5O PLEASE MAKE .SURE TO KEEP UP WITH THE DIARY AND
REMF.MBER TO RETURN I NHEN YOU COME FOR YOUR NEXT
'AP?GINTMENT. PRACTICING _AND GRADUALLY EXPOSI“G YOURSELF
TO THE PROBLE;‘I SITUATIONS I.S -THE BEST METHOD OF OVERCOMING
'X‘.HE PROBLEMS . PRACTICING THE SIT}UATIDNS‘ IS BEST COMPLETED
FIRST IN THE CLINIC WITH THE THERAPIST WHERE YOU C;KN ‘GET
FEEDBACK AND COACHING TO HELP ENHANCE YOUR Rasvousés AND
THEN LATER BY DOING HOMEWORK EXERCISES SO THAT YOU CAN

- ' . "
HAVE AN OPPORTUNITY TO PRACTIVE SUCCESSFULLY COMPLETING

THE TASKS IN REAL-LIFE. ’ -

IT HAS BEEN é‘OUND‘. HOWEVER, THAT‘WE'CAN CGMPLETE o
VERY S!MILAR PROCEDURE ENTIRELY BY IMAGINING THE —
SITUATION. , IN OTHER WORDS THE PRACTICING DOES Nb’l‘ HAVE TO
BE STA}ET)?/\IITI'} OTHER PEOPLE, IT CAN “BE DONE IN THE

IWINATION. DURING THE TREATMENT YOU WILL REPEATEDLY

/ N 5 . .

- o ‘ “.‘ » K\

~
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| 5w
IMAGINE A PERSON YOU KNOW,, OR £OURSE:LF, IN A P‘ROBLEEII -
SITUATION BEING ASSERTIVE TO THE; EXTENT THAT YOU FEEL YOU
WANT TO BE. STUDIES HAVE SHOWN THAT THIS PROCEDURE IS IN
Mm CASES AS GOOD As, IF NOT BETTER THAN, ST}\GING IT WITH
OTHER PEOPLE. 1 WILL EXPLAIN MORE OF THE PROCEDURE WHEN

WE ACTUALLY START TREATMENT. DO YOU-HAVE ANY QUESTIONS SO

FAR? .

After any questions are answered ‘the therapist
cgntinueéx HERE IS A DEFINITION OF ASSERTIVE BEHAVIOR.

(1) ASSERTIVE BEHAVIOR IS INTERPERSONAL BBHAVIOR
INVOLVING. THE HONEST AND RELATIVELY
STRAIGHTFORWARD EXPRESSION OF THOUGHTS .

AND FEELINGS. ~ .

(2) ASSERTIVE BEHAVIOR IS socx’mm 'APPROPRIATE-

(3) WHEN A PERSON IS BEHAVING ASSERTIVELY, THE
s FEELINGS AND WELFARE OP OTHERS ARE TAKEN
INTO ACCOUNT. o

HERE ARE SOME EXAMPLES TO ILLUSTRATE WHAT I MEAN.

(1)REQUEST. FOR NEW BEHAVIOR: THERE IS SOMEONE CONSTANTLY
‘PALKING IN FRONT OF' YOU AT A MOVIE, YOU SAY...
AGGRESSIVE: WILL YOU TWO IGNORANT PEOPLE SHUT-UP; I'M "
TRYING TO WATCH THE MOVIEL}

PASSIVE: NOTHING AND JUST GET FRUSTRATED.
ASSERTIVE: EXCUSE ME, COULD YOU KEEP IT DOWN A LITTLE
PLEASE I CAN'T HEAR THE MOVIE AND I WDULD LIKE TO.

(2)COMPLIMENT: A FRIEND COMMENTS ON HOW EOOD YOU LOOK

IN A PARTICULAR' OUTFIT. YOU SAY...
NON-ASSERTIVE: OH 'THIS OLD THING, I DON'T THINK IT'S. ]
THAT NICE, YOU LOOK BETTER. »
PASSIVE: YOU JUST FEEL EMBARRASSED AND FEEL FLUSTERED.
ASSERTIVE: WHY THANK YOU, THAT MAKES ME FEEL GOOD!

(3)REFUSING AN UNREASONABLE REQUEST: SOMEONE AT WORK
ASKS YOU COULD YOU GIVE THEM A RIDE HOHE AND THEY LIVE
AT THE OTHER SIDE OF THE CITY. YOU
DON'T REALLY WANT TO AND YOU ARE ALREADY L.ATE OF SUPPER.
YOU SAY...

AGGRESSIVE: .ARE YOU CRAZY, FIND YOUR OWN WAY HOME! |
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PASSIVE:“WELL, I GUESS I COULD I HOPE I;l‘ WON'T TAKE' TOO LONG.
{ ASSERTIVE: I'M SORRY BUT I DO HAVE TO GO'HOME FOR SUPPER AND
IT'S REALLY OUT OF MY WAY. I COULD-LEND YOU SOME BUS MQNEY.
SO YOU' CAN SEE HERE THAT THE ASSERTIVE RESPONSE WA%

I V i Y 4
SPEC!‘!-‘IC. GOAL DIRECTED, FRIENDLY BUT FIRM, AND HONEST,
: . :
YET ‘DID NOT ATTACK THE OTHER PERSON. DO YOO HAVE ANY i

QUESTIONS ABOUT ANYTHING SO FAR? . A
3

After any questions are answered the therapist continues:

‘}\S~! HAVE EXPLA_[NED W‘E WILL BE PRACTICING ASSEETY!VE
'RESPONSES IN.IMA\dXNATIOkL W;‘}.W{LL COMPLET’B ‘TEN SCENES
DURING EACH :SESSION- I WILL WANT YOU TO IMAGINE IN THOSE
SCENES SOMEONE YOU KNOW WELL, ‘OR YOURSELF, ACTING
ASSERTIVELY IN THE SCENES. THE l;'EOPLE YU({ CHOOSE SH'OULD
Bl% SQMI‘EDNE ‘OP SI‘!{‘ILAR' AGE AS YOURSELF, OF THE SAME SEX,
I:\ND THEY SHOULD BE SOMEONE 'WHO YOU FEEL WOULD BE ABLE TO
CBNFIDSNTL‘{ COMPLETE THE THREE PROBLEM SITUATJIONS WE HAVE
.DESCRIBED Obi THE CARDS. CAN YOU THINK OF.SQME‘ PEOPLE WHO

’ WOULD MEET THESE REQUIREHE‘N’&‘S? After the therapist and
the subject collectively decide u‘poh‘ four people who are’

. appropriate the therapist continues: .DURING THIS SESSION
1 WOULD LIKF TO PRACTICE A SCENE USIN‘G A SI'K'UA'I‘I.()NA THAT 1S
NOT A PROBLEM FOR Y‘OU. The therapist then selects some
situation which requires an assertive response but’which
is not a problem for that particular individual. Let us

agssume for example that the situation is refusing

unr le req « The ist would continue with



. #” Page 92

« the following script: . %

SO THE SITUATION 1S THAT SOMEONE ASKS THE bbDEL
PERSON FOR A LOAN OF TWENTY D;)LLARS. YHICH ONE OF THE
-FqUR PEOPLE WILL WE USE? ,"he:: decidea upon: SO THE MDI.’EL
PE}\S‘.;N IS IN THE SI'I‘UATION‘A'I"HDR.K AND SOMEONE ASKS THEM
FOR THE MONEY. THE FER.SON NEEDS THE MONEY AND THE OTHER °
PERSON ASKING IS ONLY AN ACQUAINTANCE. WHAT WOULD BE AN
ASSERTIVE RESPONSE IN THAT SITUATION? After the therapist .
and the uubjeét, decide upen an approprlutély assertive -
response the therapist continues. THIS IS THE RESPONSE I.
WANT YOU TO IMAGINE IN THE SITUATION. NOW' RELAX IN THE
CHAIR A_ND IMAGINE THE SCENE AND HHERE IT OCCURS. - IMAGINE
THE‘APERSON_COMING UP TO THE MODEL AND ASKING THEM FOR THE
ﬁO-NBY‘ RAISE YOUR FINGER WHEN -YOU HAVE I!'IAGXNED THIS.
(when completed) GOOD, NOW IMAGINE THE MODEL REPLYING WITH
‘THE RESPONSE WE DECIDED UPON. IMAGINE HOW THE MODEL bls
FEELING AS THEYV SAY THIS. iHAGlNB THE ﬂPRESSI}?NS OF THE
PEOPLE -!WDLVED IN THE SC!;NE- RAISE YOUR FINGER WHEN YOU
HAVE .THIS CLEARLY IN YOUR MINDS EYE. (When Conplaced)
Goop, so NOW I WANT YOU TO IMAGINE THE OTHER PERSON
SHIL!N&E AND SAYING "0.K., .I GUESS YpU DO NEED IT. MRYBE
I'Ly TAKE THE BUS ANYWAY." RAISE YOUR FINGER WHEN YQU HAVE’
CLEARLY IMAGH:IED THIS. When the subject raises his finger
the therapist .again continues, NOW I WANT YOU TO EIVE‘HE
A SUMMARY OF THE SCENE YOU HAVE JUST IMAGINED. PLEASE TRY

NOT. TO.LEAVE OUT ANY IMPORTANT PARTS. (When completed) I ©
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WOULD LIKE TO KNOW HOW IMAGINING THE 'écsus WAS,. WERE THERE
) - ANY PARTS THAT WERE HARD TO IMAGINE?, ‘Duringthis
o m discussion if the subject has not imagined any of the .
three !mp'ortant phases (the scene context, :he‘ assertive
response(s)- of the interaction, and the positive social
consequences) the therapist tells the subject ,éha't it is

important to imagine all of the parts, to imdgine She

feelings that exigted in the interaction, and to imagine
o & how the people ldgked and behaved. Then the therapist i
EB?(S the subj;ct: COULD YOU ALSO RATE THE SCENE _ON THIS
SCALE FOR ME PLEASE. The therapist ham’;s Ch;) subject the
scale taken from the Questionnaire Upon Mental Imageéy '
. % - (Shaehan, 1967).. The scene is then practiced again, if
) " necessary, with specific instructions to inclide any
important aspects that ‘were left out of the summary. The

. subject and therapist keep practicing the scene until .all
} b ol

of the important details it vividly and clearly imagined

(feelings, people's expressions, the context of the sca’ne

(i.e., where and when), the assertive -response{s);-and the - -~ ———
Bositive consequences ((i.ux, hat trie subject dants o

happen does happen). This practice scenario would vary

from subject to subject but it is patterned after the .

above. The therapist continues.’
. .

' THIS IS:VE}RY SIMILAR TO WHAT WE WILL BE DOING DURING

ACTUAL TREATMENT. SESSIONS EXCEPT THE SITUATIONS WILL BE Y

ONE OF THE THREE PROBLEMS WE HAVE DECIDED TO TARGET FOR k- CY
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; . X
TREATMENT. ~ Finally the therapist asks if there ware any

‘- other questions and concludes the leuton’ by asking tlhe

-ubject t.a givc ulf - efficacy ratings on all t.hree
tllkl- I Wl?k, LIKE YOU TO TELL’ME WHETHER OR NOT YOU ’
FEEL YOU. COULD D_O.cEACH.OF THE TASKS_AND HOW CONFIDENT ARE
§IOU ABOUT IT. HERE IS A SHEET WITH THE THREE PROBLEMS,
JUST CbikCK "CAN" OR "CAN'T" AND IF YOU F’EBL You ‘CAN- RATE
YDUR CONFIDENCE ON, A SCALE OF OF 0% TO 100% WHERE 0% IS

«NOT 'CONFIDENT AT ALL AND 100% IS MOST CONFIDENT.
. " .

Approximately one week latar the aubjsct returns for
the next appointment.: : IE the huualine is sufficient "
treatment begins on the first r.ask (see procedure . §
section). - The -ubjact first giva- neli - aEficucy ratingl
on all tasks. Once these raeingu are eamplat-.ed thc
therapist begins the L:aatment. procedure.. 'FOR EACH TASK
THERE WERE THREE LEVEL} WITH THE THIRD LEVEL BEING THE

GOAL. THIS IS THE LEVEL WE WILL AIM FOR. FIRST WE HILL

__CHOOSE ONE OF THE THREE TASKS AND WE WILL COMPLETE THE

PROCEDURE AS IN THE PREVIOUS SESSION(S). The task is then _

. decided. FIRST, FOR THIS PR!;BLEH. CAN YOU THINK OF AN
ASSERTIVE RESPONSE YOU WOULD LIKE TO MAKE? Once the
appropriately assértive response is decided upon .
conljn;nf.ly—b"y the therapist and the subject f,}}g 1haraph!t
continues. NOW WE'LL CHOOSE A PERSON (ONE THE FOUR) AND I
WANT ‘iOU TO RELAX AND IMAGINE HIM OR HER IN ?HE SCENE WE

HAVE PICKED. CAN YOU VISUALIZETWHERE IT IS AND WHEN, IT

°
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OCCURS? RAISE YOUR FINGER WHEN-YQQ CAN SEE THIS CLEARLY

IN YOUR MIND'S EYE. When completed the 'therapiqt
continues. !MAGINE THE PROBLEM 'SITUATION HAPPENING TO
THAT PERSON, WHERE IT TAKES PLACE, WHO'S THERE, WHAT' S .
HAPPENING, AND HDW HE OR SHE FEELSr “RAISE YOUR F'XNGERv
WHEN YOUl Cm:-viéuALIZE. THIS CLEARLY. NOW_IMAGINE THE
MODEL PERSON ACT'IgG ASSERTIVE[‘.Y‘LIKE WE HAVé DECIDED.

IMAGINE THE MODEL BEING CONFIDENT AND HAVING POSITIVE

_FEELINGS WHILE ACTING ASSERTIVELY. IMAGINE THEM LOOKING

AND FEELING CALM AS THEY EXPRESS THEIR RBSPONSE. RAISE
YOUR FINGER WHEN- YOU CAN _!MAGms THIS. Now IMAGINE THE
SCE“E COMPLETING THE WAY YOU WANTED TO. . IN\ OTHER WORDS
THE .OTHER PERSON RFSPQNDS THE VHAY YOU WANT "“ﬂ'lEM TO. AGAIN
RAIS?OUR FINGER WHEN YOU HAVE CLEARLY SEEN THIS IN YOUR
MINDS EY.E. When compla&:eé the therapist continugs: NOW
COULD YOU SUHMAR.IZE THE SCENE FOR ME PLEASE, TRY NOT TC
LEAVE OUT ANY IMPORTANT PARTS THA? YOU IMAGINED. If any

of the three important phases are rot ymagined the

.therapist reminds the subject that all phases are

important. If any other parts are left ’B_ut_ (i.e., the
feelings of the pedple in the séene or the expresaions,
involved) the therapist reminds the subject to try
imagining Ehese o:l subsequent scenes. The therapist then
continues: LASTLY CQULD YOU RATE THE SCENE. FOR ME.USING
THE VIVIDNESS SCALE ‘AS IN THE PRACTICE SESFION. The

procedure is repeated up to three times using the-

remaining models one at a time. On the fifth, or’last

14
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presentation the subject imagines himself or herself in
ehe scene. Once this ff_'h or last presentation js
complaced the therapist. continuea and starts the second

set of scenes. Now WE WILL IMAGINE THE SCENES AGAIN

EXCEPT THIS TIME, AFTER THE MODEL OR YOURSELF RESPONDS

ASSERTIVELY, WE WILL ADD AN EXTRA PHASE. IN THIS EXTRA

. PART I WANT YOU TO IMAGINE THAT THE AFTER THE FIRST

L ASSERTIVE RESPONSE THE OTHER. PERSON DOES NOT RESPOND THE
WAY YOU HAD-HOPED (or THAT THE SITUATION DID NOT TURN OUT
AS. FAVOURABLE AS YOU WOULD HAVE LIKED) AND THEREFORE
ANOTHER ASSERTIVE RESPONSE HAS TO. BE MADE.. SO COULD YOU
IMAGINE THE SCENE AS'BEFORE USING THE FIRST MODEL. (The

\ﬂnger is ‘to be rahed after auch phase is clearly

inagined): IMAGINE THE SITUATION IS OCCURRING. AS BEFORE
.+ . IMAGINE THE FEELINGS INVOLVED AND. THE EXPRESSIONS OF THE
PEOPLE IN T*:IE éCENE- Now IMAGINE THE MODEL GIVING AN '
. ASSERTI‘.’E- RESPONSE. NOW_IMAGINE THAT THE PERSQN DOESN'T
¥ * CHANGE (OR THE EVENT-WAS NOT FAVOURABLE) AND AN
o RESPONSE, LIKE THE FIRST, HAS TO BE GIVEN. IMAGINE THAT
" _ THE MODEL PERSON (or "YOURSELE" if relévant) KEEPS
" CONFIDENT AND RELAXED AND PERSISTS ‘IN BEING ASSERTIVE.
IMAGINE THE POS‘ITIVE FEEL!’GS AND THEIR EXPRESSION.
. FINALLY-IMAGINE ‘THAT THE SECOND RESPONSE RESULTS IN THE
PERSON OR SITUATION CHANGING THE WAY YOU WANTED TO. NOK
COULD YOU SUMMARIZE THE SCENE AS IN THE PREVIOUS SET OF-
scenlEs AND WHEN YOU'VE COMPLETED'THIS PLERSE RATE How

VIVID YOU FEEL IT WAS ON THIS SCALE. The therapist hands
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the subject t)-:a vividness of imagery scale after the
summary has been given. Again the procedure is repeated
up to three times using the remaining models while on the »
£ifth or last presentation the subject imagines him or
herself in the sceme. At the end of the session the
subject is given instructions for homework. BETWEEN THE
SESSIONS I WOULD LIKE YOU TO ATTEMPT THE PROCEDURE WE HAVE
PRACTICED IN THE CLINIC IF YOU ARE CONPR’ONTED WITH THE
PROBLEH. SITUATION. IMAGINE YOURSELF SUCCESSFULLY BEING
ASSEI\TIYE JUST P.RIOR TO THE SITUATION IF POSSIBLE AND
FU'R’I‘HERHORE KCTUMLY‘ATTEMFT TO BEHAVE IN :PHE SITUATION AS
-YOU IMAGINED BEHAVING IN PRACTICE. . PLEASE MAKE| SURE TO

KEEP RECORDING IN YOUR DIA;!‘I SHEETS AS BEFORE. . ¥

The subject returns approximately one week| later and
the diary is reviewed (i.e., is the diary correctly
completed and are there any new-aspects of the problem 0
situation) and self-efficacy ratings are comple;ted. 1f
there is ‘little change the subject and the therapist

‘he problems using ;:hele questions: ARE THE

discuss
PROBLEMS ST'!LL RBCUR‘RING, ARE THE SCENES APPROP:R!ATE,- ARE
YOU REHEARSING THE S:CENE PRIOR TO ATTEMPTING .111 IN REAL
LIFE, ARE/YOU TRYING TO BEHAVE IN THE.SCENES AS YOU
GINED YOURSELF BI HAVXNG‘, AND ARE YOU IMAGINING ALL OF
THE IMPORTANT PHASES OF THE SCE“_EST At the end of this'

|
# _discussion covert mgdeling / r 1 is uguin‘ P

for one of the tasks (see procedure section).
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