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ABSTRACT

The present investigation was conducted to evaluate the hypo-
thesis that in the context of assertion training, client anxiety will
interact with treatment modality in such a fashion that high anxiety
individuals will benefit more from a cognitively oriented treatment
than traditional skills training procedures, whereas low anxiety
individuals will obtain equivalent therapeutic gain from the two
treatment approaches.

Twenty-eight male and female college undergraduates seeking
assertion training were dichotimized into low and high anxiety cate-
gories on the basis of the discomfort scale of Gambrill and ﬁichey's
Assertion Inventory. Subjects within both categories were then ran-
domly assigned to two treatment conditions: behavioural skills
training (ST), and cognitive behaviour modification (CBM). The ST
condition included components of instruction, modelling, social feed-
back, and behavioﬁral rehearsal. The CBM procedure was derived ori-
- ginally from the self-instructional training procedure employed by
Meichenbaum in the treatment of test anxiety. It included components
of didactic presentation, training in the discrimination and systema-
tic observation of self-statements, training in the modification of
maladaptive cognitive processes, and the implementation of cognitive
coping strategies and :task-relevant self-statements. Both treatment
conditions were run in a group format and consisted of six, two hour
sessions. All subjects were assessed prior to and after treatment on

self-report and behavioural measures of assertion and anxiety.



ii

Experimental support was obtained for a modified version of‘the
original hypothesis; While high anxiety subjects tended'to benefit
more from CBM than from ST in the phenomenal realm, this trend was
reversed on the behavioural measures where ST was more effective.
Results of the study are egplained in terms of a theoretical analysis
of the nature of anxiety, and implications for future treatment pro-

grammes are discussed.
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INTRODUCTION

Historical Review and Critique

Various forms of social anxiety have been recognized and treated
clinically since the_éqnception of contempbrary psychotherapy (Finiéhel,
1945). Saiter (1949), however; is credited by the current behavioural
tradition ﬁith pioneering the field of assertion trai&ing with his pub-~
lication of Conditioned Reflex Therapy (1949). 1t was here that he
described the dynamiés of and techniques_for the clinical managemént of
what he termed the "inhibitory.persoﬁality", the individual who 1is charac-
terized by a high level of anxiety and a correlated functional inade-
quacy in interpersdnal situations.

Following Salter, Wolpe reasoned that functional inadequacy of this
type is often the conséquence‘of an upbringing by "papents who bound by
convention and conformity, transmit stoic and ascetic hébits of self-
céntrol to their chiidren in the name of breeding, manners, géod'taste,
and refinement;" It was maintained that developmental experiences of this
sort led to the suppression of inner feelings, a process which."may lead
to. a Continuing inner turmoil, which may produce somatic symptoms ;nd
'éven pathological changes in predisposed orgéns—psyéhosomatig»illnesses"
(Wolpe, 1969).

This inhibitory response was contrasted by Salter with the excita-
tory response, wherein the indivi&ual's feelings are outwardly expressed.
The excitatory response was renaﬁed by Wolpe, assertion, a term he félt
was more.éppropriate, since anxiety is also a form of excitation.

He feasoned that the direct, assertive expression of'feelings was



a response antagonistic to the anxiety response, and as sqch would act
as a reciprocally inhibiting agent. It was maintained furthermore,
that the asserti&e response itself would be'reinforced in an operant
_ fashion as a result Qf the decrement in anxiety and incréase in comfort
experienced. |

Although forms of assertion training have been employed clinically
fofbthe last two decades, systematic, coﬁtfolled reséarch in'the afea 
ié a relatively recent developmenf. McFall and Marston (1970), enumerated.
three primary factors responsible for‘retarding this development:
(l) the complexity of clinical pfocedures and multiélicity éf tréatment
components obscure an underétanding of effective thérapeutiC»combonents
and militate against experimeptal repiication; (2) the target population
is heterogeneous; (3) there is difficulty obtaining valid and reliable
behavioural méasures in the area. While phobia studies yield the oppor—
.tunity for behavioural avoidance tests, test anXieﬁy présents the oppor-
tunity for simuléted test taking situations, and the efficacy of speech
anxiety treatment can be evaluated through_simulated public addresses,
it is far more difficult to faithfully replicgte the stimulus situations
problématic for’the unassertiye individual in the laboratory.

Despite_these problems, in recent years a,nuﬁber of controlled
investigations on assertion training have been condgcted. In the fol-
lowing pagés, a selective review of this reéearch is éresented primarily
for pufpéses of ﬁighlighting certain saliept methodélogical, assessment,

and conceptual issues.



McFall and his colleagués are responsible for establishing a program
of research which has done much to lay the groundwork for a systematic
approach to assertion training. The research strategy adopted has been

"constructive strategy', in contrast to Lang's dis-

termed by_them a
" mantling strategy.(Lang,'1§69)._’The decision was made to examine the
‘therapeutic effiéacy of thgrapeutic components in isolation,»beginning
with what they perceived to be the most basic component, and progres-
sivély augnenting it with additional COﬁponents; while evaluating the
extent to which therapeutic efficacy was incremented.

With this in mind,‘a.decisioﬁ was made in the initial study (McFall
& Marston,'1970) to.devise én analog procedure to examine the relative
efficacy of basic behavioﬁral rehegrsal versus Behavioural‘rehearsal
" with feedback. In the basic behavioural rehearsal condiﬁion, subjects
rééponded to prerecorded situations requiring assertive responses. The -
‘reheérsal with feedback.condition supplemented the first procedure by
playing the suﬁject's recordea response back to him.

The_tWo treatment conditions yielded significantly better results
than tﬁe control and attention placebé conditions for self-reporﬁ,
behayioural, and physiological measures (pulse rate). A follow—up mea-
sure; consisting of a persﬁasive sales pitéh delivered over the tele-
phone, demonstrated significantly better performance of the coﬁbined
treatment. groups on only one of é number of criteria ratéd. Thdé the
firstvstudy in fhe series tended to support the hypothesis that simple
behavioural rehearsal is more effective than no treatment and an insight
placebo in iméroving assertion, but failed to demonstrate that the addi-

tion of a feedback component has much incremental value.



.In a second stﬁdy-(MCFall & Lillesaﬁd, 1971), the behavioural
rehearsal with feedback package was shpplemented with two new components:
thefabist éoaching and symbolic m&deling, Two tfeatment conditions were
contrasted with an assessment placebd control on self—report and
behavioufal measurés: (i) covert rehearsal + therapiét coaching +
symbolic modeling and (2) overt rehearsal + feedback + therapist coaching
+ symbolic imodéling. '

Once again a significant difference in efficacy was demoqstrated
betWeen'thé two treatment conditions aﬁd the control condition, but not
'betweép treétment.conditions. 'There’was, however, a trend for the covert
rehearsal condition to be more effective than the overt modeling condi-
tion.A This evidencé, hdwéver,'was confounded by‘the fact that the covert
rehearsél omitted the feedback component present in thé overt rehearsal
condition. The authérs reasoned that the overt rehearsal + feedback
treatmeﬁt may actually have had an inhibiting or debilitating effect
upon subjects"pefformance. A telephone follow4ﬁp measﬁré.onée again
failed to convincingly demonstrate the superiority df_either of the
treétment procedures over the contfol condition. |

| The next four sﬁudiés in the series (McFall & Twentyman, 1973)
were condﬁcted to clérify and further elaborate on the findings of the
_ fifst two.studies. Semi-automated tapes were once again employed to
create standafdized analog procedures.v Among the findings yielded by
this series of studies were: (D) behavioﬁral reﬁearsal and coaching_
(therapist,instruction) had additive and independent effects upon asser-
tive behaViour;‘(Z) symbolic mo&eling-failed to significantly enhance

treatment efficacy over behavioural rehearsal. This was true of both



purely audio modeling and audio-visual modeling. It was also true for -
a variety of modeling conditions, including tactful vs. nontactful models,
.and modeling with yicarious'réinforcement vs. modeling without reinforce-
megt.: This failure to demonstfate the.vélué of modeliﬁg as avthera—
peutic.proceduré may be due to a nuﬁber 6f factors which wiil be discussed
Subsequenfly. .(3) There was no difference in efficacy between covert
rehearsalband overt rehearsal once the feedback componenﬁ was eliminated,
thﬁs further gubsfaﬁtiating the hypothesis»that feedback may -have a>
detrimehfal'effect upon performance; (4) despite ‘a failure to conviqcingly
demonstrate transfer bf training effects through telephone follow-ups
in the first three studies, some success was.achieved thréugh a more
.sensitive_follow—up measﬁre employed in the fourth study.

Although various authors have spoken about the nonverbal behaviours
associated with assertion (Serber, 1972; Alberts & Emmons, 1974), none
of thé stUdies reviewed to this point have actually paid explicit atten-
tion to the rolé of these component behaviours in aséertion training or
employed them in an assessment context. ' Eisler, Miller, and Hersen (1973)
attempted to Specify empirically in a psychiatric population, what com-
ponent behavioufs are associated with assertive behaviour. Subjects were
instructed to role play responses to fogrteen standard intefpersonal
situations and were rated by trained"judgeslon nine behavioural dimensions
présumed to be associaﬁed with assertion. They wefe:alsd rated.for
global overall asseftion and'dichotomizéd into lowland high assértive
categories on this basis. High assertive subjects were discriﬁinated
from iowAassertive subjects on seven rated dimensiéns.' These were:

latency of response, loudness, duration of response, compliance, requests



.for new behaviour, aﬁd affect;

An initial treatmeﬁt study (Eisler, Hersen, and Miller, 1973)
evaluated the effectiveness of a modeiing procedure on eight components
of.assertive behaviour rated from videotaped réspéﬁses to five inter-
personal si;uations. Subjects_in.the treatment condition-were exposed
ﬁo Videotapéd assertiye models for four seséions. These éubjects were
found to improve significanﬁly more than subjects in a practice control
condition, and a test-~retest control.conditipn on five of the eight
dimensions rated: .duration of reply, requests for new behaviour, affect,
loudness,'énd overall assertion.

'Hersen; Eisler, Johnson, and Pinkston (1973) evaluated the felatiﬁe
efficacy of modeling, instructions,‘and modeling plus instructions, in
increasing aééertivé behaﬁiour in an unassertive psychiatric population.
Subjecté were once again videotaped while respondiqg to five standard
interpersdnal situations; and rated along seven behavioural dimeﬂsions:
duration of looking; duration of reply, loudnéss of speech, compliance
conteﬁt, reqﬁests for new behaviour, affect, and overall assertiveness.
Treatment consisted of four seﬁafate trials of résponding‘to the stan-
dard ihterpersonal situations interspersed between the pretest aﬁd the
posttest. The exact procedure and instructions were vatied in accordance -
with the treatment coﬁdition.

In addition to the three tréatment conditions, a practice control
group was simply instructed "That's o.k., but try to do better next time",
for each of the four trials, while a test*rétést control group omitted
the four trials.

Modeling plus instructions proved significantly more effective than



any other conditiqns on three of seven rated dimensions, equally effecf
tive to instruction alone on one, and equally effective to modeling
.alone on Qneﬂ The two remaining dimensions, loudness andvcompliance,
were most significantly affected by instructions alone and modeling_
alone, respectively.

Eisler, Hersen,:Miller, and Blanchard (1975) feasdned that research
studies as a rule neglect to consider importantvvariables which affect
asseftioe in real life, and incofporated;three such variables as factors
in the investigation: - kipd of assertien (negative or bositive), sex
of other, and familiarity of other. Employing a psychiafric_pqpulation
and tﬁe saﬁe besic'assessment procedures used in previous studies, they
discovefedvé complex pattern of interactiéns between these variables
and assertion. They eonclude& thatuthe clinician's treatment programme
must be based upon a thofough assessment of the pafticular pattern_of
assertion weaknesses snd strengths evidenced by clients.

The diserepancy between college ahd psychiatric patients popula-
tions with respect to the value of modeling may be attributable to more
than one factor. Oﬁe possibility is that subjectsviﬁ a college popula-
tion are less impaired prior to treatment. .The apprepriate asseftive
responses may-already be available in the behavioursl repetoire,‘and
are reedily‘enough elicitedlthrough coaching and established through
behavieural rehearssi. If‘this is the case,‘the additional information_
conveyea through modeling pfocedures may be.unnecessary. Evidence sug-
gesting thap in college popuiations cognitive inhibiting faetofs,play a
major role in unassertiveness will be discussed subsequently. If,

however, modeling possesses disinhibiting properties as well as information



‘qonveying fuhctions»(Bandura, 1969); this explanation woulﬂnappear to
‘be less than adequate.

A second_possibiligy to be considered is the differences in assess-
ment methodologies employed in the studies reviewed. HWhile Eisler and
colleagues‘évaluated changes in various global and component behavioural
dimensions, the McFall investig;tions Iimited the behavioural assessment
specifically to a meaéure of compliance. No stylistic or paralinguis-
tic factors were_cbnsidered.i A logicai.examination of the difference.
‘between modeling and coaching as technigdes for conveying,informatioﬁ
reveél.that a major characteristic of mddeliné'is its poténtial’to con-
vey mdre information>to different sensory ﬁodalities simulganeously,
relative to simple verbal instructions. Thus while one éan to some
extent describe the appropriate response content and convey SOme informa-
tion about the fashion in which the reéponse should be»deliveréd through
verbai iqstruction, modéling has the advantage of.conveying précise in-
formation about both content and as ﬁany stylistic factors as the ob-
server is capable of.attending to and proqessing at one time. If,
howevef, the‘oﬁly dimension evaluated by the aséessment instrument is
Whefher or not the subjeét complied, any additional iﬁformation.convéyed
to the subject is superfluous. In such a caée it would not be sur-
prising to find that'suppleménting verbal instruction with modelingvdid
not appear to improve‘performance.

The appropriate resolution of an assessment issue as‘fundamental
és:this is prerequisite for assertion training résearch to take a meaning—
ful directidn- Although evaluating subject responses exclusively along

the dimension of compliance may simplify assessment procedures, the



clinical relevance ef studies eﬁploying such procedures is questionabile.
Deveiopment ef appropriate behavioural assessment methodology>in.

this centexﬁ is dependent upon the priof Specificationvin‘concrete terms
of what constitutes assertive beha&iour.v There is a growing tendency in
the literature,brecognized by Heimberg, Montgomery{ Madsen, and
Heimber (1977) to feconcepfualize assertive behaviour in terms of
socially effective behaviour. Procedures for specifying and assessing‘
socially effective or competeht responses have been developed, and.are
relevant in this conteit (Goldfried & D'Zurilla,.1969).

| A second issue Qarfanting examination is the fiﬂding thaﬁ response
feedback apparently.hes no therapeutic value, and if anything , is
detrimental in ‘its effects.‘ This finding has been corrobofated.by-
Melhick and Stocker (1977) who found that neither the addition of pes;
ponse recording piayback :or knowledge bf recording proved to Be.sig—
nificantly more effective‘than basic behavioural reheersal in inéfeasing
assertion. An important‘consideration in iﬁterpreting these results isb
‘that the felevant studies have'been analog in nature. The fact that
subjects.do not imﬁrove performance as a result of listening to audio
playback of their owﬁ respoﬁse:ceﬁnot be e#trapolated to‘iﬁfer that
clients do not benefit frbﬁ therapist feedback in a therapeutic context.
There are a wealth of factors in a therapeutic situation whichvmay
‘serve to catalyze the effect of feedbaek procedures. These include
therapist.empathy,.wafmth; support, end perahps most important, specific‘
feedﬁack whicﬁ.serves to differentially reinforce appropriate and in-
eppropriate response content. Thus, though adﬁirable in terms of experi-

mental rigour, the ecological validity of the studies in question is
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dubious atbbest.

while the shoftcomings inhérent,in therapy analog.studies is cer-
tainly'not a‘new_revelation for psychologists (Bernstein & Paul, 1971),
studies inveétigatiﬁg the efficagy»qf\asSertion training fof college
étudents iﬁ_a'ciiﬁical.context héve Beenvlimited in number. This‘is
particuléfly surpriéing in light of the current ﬁopularity of assertion
training.groups on'céllege campuses. |

 RaEhus.(1972) eompared assertioen training te attenﬁionzﬁlacebo and
asséssment control groups in the treatment of female collége under—
graduateé. Exercises in the assertion training.group were derived from
"Salter's "excitatory exercises". Findings were equivécal. VTreated
subjeéfs demonstrated equivalentvknowledgé of appropriaté respbnse to
attention placebq subjects, and éignificantly greater knowledge than
assessment only subjects. Assertive.behaQiour itself was not evaluated.
A second étudy (Rathus, 1973) incorporated the use of videotaped asser-
five modeléiinto the treétment condition. Subjects in the’assertion‘
~training group reported significént increases in assertive behaviour,
while self—fepdrt of noﬁ—t;eafed subjects remained unchanged. Inade-
quate assessment methodology‘and_ambiguous interpretation of resultsv
‘iimits the value of these two-studigs. | |

Galassi,_Galassi,.and'Lité (1974) evaluated the_efficaéy of an
assertion training group using videotaped modeling and feedback, be-
havioural rehéarsal, and group and therapist feedback. Following treat—
ment'subjegts reported and demonstrated greater assertive behaviour than
attention ﬁlacebo”subjégts aﬁd,maintéinedﬁtheSe gains at one year follow-

up (Galassi, Kosta;_& Galassi, 1975). -
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In general, investigations of assertidn training in group settings
.have‘beep characterized by inadequate assessméht methodology, equivocal
results, and insufficient specification of treafmenf proqedures. Well
structured treatment sessions, with'e#plicit session.by seésion thera-
pist manualé;‘would'pfovide a qompromiée between the clinically ifreler

vant analog study and the inadequafely'bontrolled clinical study.

Assertion Training: A Paradigmwin'Transition

Recen;ly it has been suggested that cognitive behaviourvmodifica—
tioﬁ.teéhniquéé’(CBM> may be useful in the treatment of unéésertive
individuals (Lange &-Jakubowski; 1976; Schwartz & Gottman,<1976), - This
suggestion may~b¢ seen as reflecting the-éccurrence of a number of diff
ferent events. |

1. The last decadg has witnessed a shift in the behavioural para-
digm from a purely behavioural éonceptualization_of human functioning
and change, whefe cognitive events were considered to-lie outside of”the
domain of an empirical.science, to an expanded conceptuai framework which
has attempted ;o reintegrate the investigation of cqgnitive concerns
within its corpus. This shift is heralded historically by Homme's now
'claésic paper where he coined the term coverants to refer to cdgnitive
events, '"the operants oﬁ the mind" (Homme, 1965).

2. A parallel sﬁif; ié taking placg in conception of the etiology
of unassertiveness. Although the etiology and treatment dynamics for o
unassertiveness were originally conceptualized primarily in classical
cohditioning terms (Saifer, 1949; Wolpe, 1969), over the years a number

of different hypotheses have been advanced.
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Curran (1977) lists the major etiological concepts as: (a)'skills
deficit, (b) conditioned anxiety, and (c) faulty cognitive evaluative
appraisal. The skills deficit hypothesis maintains that the primary
basis for unassértiveness lies in the abseﬁce of an appropriate behaviourai
repetoire'qna that the associéted anxilety arises in reaction to this
behavioural inadequacy. This behgvioural inadequacy may take different
forms. An individual mayilack information about what constitutes the
appropriate content fer aniassertive response. He may also lack in-
formatioﬁ about stylistic factors which |
are involved in the delivery of an assertive response. The response
may thus be marred by paralinguistic béhaviours which are incongruous
with an otherwise assertive verbal content (Goldfried & Dévison, 1976;
Serber, 1972).

The conditioned anxiety hypothesis maintains that social anxiety
and resulting inhibition of assertive behaviour arise from the associa-
tion of previously neutral social cués.with the response.of aﬁxiety._ An
importént corollary of this positioﬁ is that anxiety can become a condi-
tioned respomnse to the cue of social interactions, regardless of the
adquacy.of the individual's bghavioural repetoire.

The cognitive evaluative hypothesis states that cognitive evalua-
tive factors are primarily responsible for unassertive behaviour. Various
cognitive stylistic factors sugh as unrealistic expectations from one-
self, negative self-evaluations, and insufficient self-reinforcement,
result in the production of anxiety and the inhibition of assertive be-

haviour.

Goldfried and Davison (1976) discuss two additional etiological
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factors: (a) unrealistic expectations énd (b) moral and ethical concerns.
In the first case the individuai may ﬁave unrealistic expectations about
the likely:social.consequences of assertive behaviour. Anxiety may
thqs be’generated by the inaccurate anticipation of hurt, discomfort,
or anger in-other persons.

The variable of moral and ethical'concerns refers to the individual
who is raised to believe that it is wrong to assert oneself and stand
up for one's rights in many social situations, and thus experiences
anxiety quendefed in anticipation of doing so.

* 3. This broadening in conceptualization of the dynamics of unasser-
tiveness, although partially a function of a more general Shift in orien-
tation frém a purely behavioural Bias towards a more cognitively oriented
psychology, may also reflect a shift in target'populatioﬁ resulting from
the demands of empirical research. Just as the tradition of small
animal phobias research evolved partially to expedite the process of ex-
perimental evaluation (Bernstein & Paul, 1971), a térget population of
social anxious undergraduates in many circumstances has come to reblace
a truly clinical population with problems of greater severity as a sub-
ject of experimental céncern. It may be that cognitively oriented
interventions are more appropriate for the relatiﬁely verbal, intelligent
.college undergraduate for whom the absence of knowledge of appropriate
assertivevresponses is a less important etiological component than it is
for the cliént typically seen in private practice.

Some support for this conjecture is provided‘by Schwartz and Cottman
(1976), who conducted a task analysis of unassertive behaviour in a

college sample. They found that although low assertive subjects performed
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iess adequately than moderate and high.assertiQe subjects in role plays
of éocial.situations? tﬁey evidenced no diiferences in heart rate, or
knowledge of competent social response. They did, however,~repprt
_gréater‘self perceived. tension, more negative self-statements, and fewer
positive éelf—statements thén moderate and high assertive subjects.

4. A fourth factar behind the increasing interest in the‘applica—
tion of cognitively oriented techniques to unassertiye populations re-
flects the rise in concern for the issue of generalization and maintenance.
of therapeutic gains. As previously noted, attempts to demonstrate
transfer of training éffects for assertion training have been less than
impressive (McFall & Marston, 1970; McFall & Lillesand, 1971; McFall &
Twnétyman; 1973).

Proponents of cognitively orientéd behavioural techniques have
repeatedly emphasized thé utility of pognitive coping strategies for this.
purpose (Goldfried, 1973; Goldfried & Trier, 1974; Suinn & Richardson,
1971) and there is a growing body of evidence that interventions of this
type pfomote greatér maintenance and generalization than tiaditional
behavioural techniéues.

Meicﬁenbaum and Cameron (1974) found that a stress innoculation
treatment involving compoﬁents of self—instructional training and felaxa—
tién training produced greater generalization of fear reduction in multi-
phobic patients to nondesensitized stimuli than did traditional desensi-
tization. Glasé, Gottman, and‘Shmurak (1976) evaluated the relative
efficacy of self-statement modification versus coaching and rehearsal in
the treatment of minimal dating males. They found that‘tﬁevcognitive

technique produced greater transfer of training effects to untrained
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fole—playing situatiqns than did the coaching and reheqrsal.

Although failure to demonstraté transfer of training effects for
assértionbtréining may result partiaily from assessment problems (i.e.,
designing meaningful and sensitive transfer of training measures),

. concern for this issué is well warranted, especially considering the
evidence fhat deficits in assertive beﬁaviour are situation épecific

in nature (Eisler, Hersen, Miller, & Blanchard, 1975).

Cognitive Behaviour Modification

The last decade has witnessed an increasing acceptance of cogni-
tively oriented techniques by behaviour therapists. The impact of this
trend was well recognized in the first published issue of Behaviour
Therapy which contained three separate theoretical articles by Beck,
Ulman, and Bergin, all attempting to integrate this trend with the
behavioural tradition. In evaluation of the significance of this shift
Bergin stated:

In general the descriptions of techniques, the

theoretical interpretations of pathology, and the

rationale for therapeutic procedures look pro-

mising and interesting; however, considerably more

substance must be provided before the message is

persuasive. _

(Bergin, 1970).

Since that time a profusion of articles have been published'outlining
and evaluating cognitively oriented therapeutic procedures for the
treatment of a variety of clinical problems. The two therapies which
have received the most experimental attention are rational emotive

‘therapy and self-instructional training.

'The development of Ellis' rational emotive therapy (RET) historically
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précéded the incorporation of cognitive coﬁcerns within thé behavioural
'traditidn, and it hés iﬁfluenced the'subséquent aevelopment bf other
qéghitive techniques. Ellis' central thesis is.that peoplé in the
fihal analysis become psychologically and emotionallyvdisﬁurbed not be—
‘cause of events occurring in their environment, bu# rather because of
the fashionlin'which they perceive fhgm. The focus of RET-then islupon
ﬁaladaptive cognitions; Ellis maintains that human beings have an in-.
nate propensity to cognize in "irrational' terms which precipitaﬁefﬁn—
héppineSs and ésychdlogical*maladaptiveness! _The‘funcfion of the rational
emotiye therapist‘is‘to eduéate-the éiignt to think in & more rational
fashion. This is acéoﬁplished by teaching him to recognize the irra-
fional beliefs which lie at the basis of his problem and to replace them
with more rational beliefs. |
ﬁllié.describés a nuﬁbér of commonly held irrational beliefs.
‘ Theée include such premises as, 'the idea that it is a dire necessity
for an adult to be loved by everyome for everything he'does", and ''the
idea tﬁat one‘should be thproughly competent, intelligent,'and achieving
in all possible respects". The approach is characterized by a rather
forceful attempt to convinqe the client that maladaptive emotions do
indeed arise from irrational preﬁiées, But as Meichenbaum (1976) notes,
we must distinguish here between essential components of this therapeutic
:technique, and.Ellis' own chéracteristic style.
Goldfried (Goldfried, Decenteceé, & Weinberg,.1974) has attempted
" to coﬁéeptualizé RET in terms of leérning principles and to modify
some of_the implemenfétion prbcedures'to render it more cliniéélly viablé,

Systematic Rational restructuring is conceptualized as a self-control
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technique, ”whereby-anxiety‘provides_tﬁe individual with the signai to
rationally reevgluate the reason for the upsef" (Goldfried et al., 1974).
Doll;rd and Miller's (1950) conceptioﬁyéf cue—prqdﬁcing responses is
invdked‘as a iearning theory basis for Ellis' baéic notion that emotionél
respénses resﬁlt from a cognitive'labelling of the sitﬁétion, rather
than ﬁhe situation itself. Goldfried‘deeﬁphasizes the confrontative
natufe of Ellis' approach and outlines prbcedures for evolving é common
éonceptual.framework.with the client. El1lis' focus upon éhe‘rational-
analysis of maladaptive beliefs is, however, retaihed'and the presenta-
tion andVSubseqﬁent discrediting of common unreasonable assumptions forms
an integral éomponentvpf the ;herapy. ‘It 'is to be ndted, howevef, that
Goldfried advocates haVing thé client generate his own arguments about
the unreasonableness of these aséumptioﬁs in order to facilitate.aﬁti—
tide chanée. Rational reevaluat;on is'taught to clients as an active
copiﬁg skill for dealing with anxiety.
The most éxtensively research variation within #hé general class

of cogﬁitivevrestructuring techniques is Meichenbaum's self-instructional
training. Meichehbaum first became interested in the réle of self-
instructions in cognition, following his observation that schizophrenics
could be trained to modify their behaviour by engaging in errt self-
statements modelled pn-cognitions.verbalized by the expérimén;er'
(Meichenbaum, 1976).

'vOn»a theoretical’level, self«instructional training has been linked
to the work>of Luria, who suggested the existence of three stages in
.the development of internalized self control of behaviour.. Initially,

a child's actions are controlled by the verbal instructions of external
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agents. .Ih the next developmental stége the child begins to coﬁtfol
his own performénce by overtli>verbalizing some of these instructions.
The final staée is one of internalizatipn_of self-instructions (Luria,-
1964).

Self-instructions are thus seen as serving a guiding self—controlA
function. They are conéeptualized as a form of internal dialogue which
typically'oper;tes at an automatic‘symboliC'level to direct attentibn,
perception; and‘finaily behaviour. More recently,»Meichenbéum arti-
culated a thrée stage cognitive;béhavioural systeﬁ cénsisting of cog~-
nitive strdéturgs, iqner dialogue, and behaviour. The cognitive struc-
turg is considered to be‘a central executive processor which 6rganiées
and determines the patterns of thought~in'which the individual engages.
The internal dialogue may iﬁva sense be seen as arising in interaction
between cognitive structures and behaviours. The individual evaluates
environmental events and his an.behaviours in context of existing |
cognitive structures. This evéluation and resulting emotions and self
instructions appear tovbe what constitute the inner dialogue.

"According to Meichenbaum if therapeutic change is to otcur,‘the
central cognitive structure must inevitébly be modified; Thislchange,
he maintains, méy_be initiated at the levél of either the COgnitiQEI
structure'itself, the self—statements,”of the behavioural level
(Meichenbaum,.1977).- He suggests that a major distinction between RET
and selffinstructionai training is that RET focuses on the first level,
while self—instfuctional‘training focuseé on the sécqnd.

A logical'scrutiny‘of actual implementation procedures reveals a

strong parallel between the two. Both strategies focus upon the analysis
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and alteratidm of dysfunctional thoughf'patterns; both employ didactic
instrUctions,’graduated performance tasks, and modeiing‘of appropriate
covert processés. The primary difference appears to be one of focus.
Whereas'ElliS'attempts to alter éognitiéns diréctl?vthrough rational
:confrontation,.Meichénbaum prbvides thé client with an alternative cdn—,
ceptual frémewofk and a technique hE'éan»employ ;o modify hié own cog-
»nitions_(i.ei, self-instructing in the appropriate fashion)f

Subjects treated with therapies incorporating principlés of RETN
’and/ér self-instructional training have coﬁsistently repbrtéd signifi-
- cantly less subjective anxiety than no treatment controls. This has
bégn demonstrated in the treatment of spéeéh anxiety (Karét & Trexler,
1970; Trexler & Karst, 1972; Meichenbaum, Gilmore, & Fedoravicius, 1971),
test anxiety'(Meicﬁenbuam, 1973; Helroyd, 1976), and phobias'(Meichenbaum
& Cameron, 1974; Williamson & Brender, 1973; Weir, Nelson, & Odam, 1975).

| Evidence of_improvemenf in the behaviocural realm has been.less

consistent. Thus, Meichenbaum‘(1971) and Karst and.Trexler (1972) haVe
démonstrated behavioural improvement in speech anxioué.clients. A study
by Karst and Trexler (1970) failed in this respect.

_Meichenbaum,(1972) and Holroyd (1976) have both:demonstrated im-—
provement of grade poinf average in test anxious subjeéts treated with
self-instructional training. Sarason (1973), using'a modéling‘self—
instructibnalvapproaph, imﬁroved performance of high test anxious indi-
viduals on aﬁagraﬁs. :These sucéesses are congruent with the wealth of
evidence implicating aﬁtentional_factors and cognitivelstyies in test
anxiety (Wine, 1970).

Findings regarding the reduction of avoidance behaviour in phobic
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._Subjects have once again been mixed. Cognitive coping strategies
involving the anticipation of the relevant stressor have‘been found to
decrease avoidance behaviour in énake phobics (Williamson<& Brender,
1973).

A cognitive reetructuriog strategy focusing exclusiyely on the

:reconceptuelizetion_of the probleﬁ behaviour in nonanxiety producing
terms has been demonstrated to reduce avoidance behaviOur‘in:snake
phobies (Welw, Nelson, & Odam, 1975),'6uc not iﬁ individuals who_are
.phobic of dead aniﬁals (D'Zurilla,'Wilson, & Neison; 1923), This dis-
crepaney may be accounted foi by pﬁe difference in clinical'severity and
degfee of circohscription of the two phobia types. -Meichenbaum's molti—
component stressfinnoculation peckage involving coﬁponents of self-
instiuetionel training, relaxation training; andigreded Behavioural
assignments, suceessfully reduced avoidaneeibehaviour in’ subjects phobic
of rats and snakes. The success of this prograﬁme relative to the sim-
plified eogoitive_restructuring procedure preﬁibusly mentioned provides
some evidence for the'therapeutic utiiity of a more comprehensive coping
skills oriented treatment (Goldfried, 1971).'. | .

Evidence for the efficacy of_tognitive interventions on a physio-
logical level is more limited. Trexler and karstb(l972) found no eigni—
fieant.changee in finger sweat print indices of enxiety'after RET, and

Weir, Nelson, and Odam (1975) failed to demonstrate changes in heart
rate in clients undergoing cognitive restructuring. Schwartz .and Gottman»

“(1976) found that heart rate did not differentiate‘between.assertive and
unassertive individuals, despite the fact that unassertive individuals

perceived themselves as more tense than their assertive counterparts.
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A npmber‘of studies. have yielded favourable information on the
efficacy of cognitive interventions when the effects of thérapeutic
non-specifics are controlled for. Holrbyd (1976) hasbdeﬁonstrated self-
instructiohal'trainiﬁg wiﬁh tést anxioﬁs subjects to be significantly
more effective than group mediation attention placebblcontrol and a sys-—
tematic desensitization group on self-report and BehéQioural:meésures.
Therapeutic éains were maintained.at a one montﬁ follow—ﬁp.

Speech anxious sﬁbjects recelving self-instructional training have
evidenced greater improvement on.self»repoftland behavioural measures
than atfention placebo subjects aiscuséing neqfral subjects, in both
sélffreport and behévipural feaims at post assessment and a three month

" follow-up (Meichenbaum, Glimore, & Fedoravicius,.1971).

Trexler and Karst (1972) report equivalent impro§ement from RET and
relaxation procedures with speech anxidus clients. |

In the treatment of phobiés, Meichenbaum ana Cameron

(1974) has féqnd that multiphobic clients receiving stress innoculation
 show greater benéfit than clients receiving systematic desensitization
on self—réport and béhavioural measures. In addition they experience

greater generalization of treatment to nondesensitized phobic stimuli

Cognitive Behaviour Modification and Assertion Training

Two recent studies have specificélly evaluated CBM procédufes in
the treatment of ﬁnassertive_individualé with encouraging résults.‘
Woife énd'Fodor (1977) evaluated the relative efficacy.qf-traditional

assertion skills training, skills training with rational emotive therapy,
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and consciousness raising propedures in the treatment of unassertive
women. While both skills training and skills training with ratiomnal
emotive therapy conditions proved superior to consciousness raising and
a no treatmentAcéntrol on behavioural.measures'of assertion; there Qere
no signifiéant differences between the fifst two cohditions in this
respeét. Suppiementing basic skills:training with an RET component did.
however decrease self—feport of anxiety during role playing situations.
No treatment_effects were found on self-reported assertion or on self-
feported sociallanxiety.

| Alden, Safran, ahd-Weideman'(l977)_compared a CBM intervention
combining Componentsbof Both self-instructional training and»rational
emotive therapy to a more traditional skills training approach in the
treatment of hnasse;tive malevand feméle college undergraduates. They
found both treatments to be approximately equivalent in potency and
significantly more effective than a no céntact controi group on self-
-report measures of énxiety, assertion, and irrationél beliéfs,'and béf
havioural ratings of assertion, aggression, anxiety, aﬁd Various_com—
ponent behaviqurs.

It is interesting to note that both of these studies failed to find
significant differénceé between the two treatmenﬁ approaches.in many
respects. While.éaution in interpretation‘of resulté is warranted in
ﬁhé second study beéause of ﬁhe omission of an.attentién placebo control,
- the first study did demonstrate therapeutic superiority for.both cogni-
tive énd behéviéural interventions over a consciousness raising group.
One hypothesis advanced to explain this apparent therapéutic equivalence

(Alden et al., 1977) is that both procedures produce therapeutic change
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through the same effective mechanism.

Bandura's theory of self—efﬁicacy, for example, specifiés that
therapeutic interventions'which.appear to be différént in implemehpétion
may nevertheless facilitate change through a unitafy mechanism which
'iﬁvlees strengthening perceptipﬂs of personal effectiveness (Baﬁdufa;
1977). in thé,two-stﬁdies cited,'it méy be the case that clients in
both behavioural aqd éoghitive tgeatmént condi;ions Qere‘provided with,
éoping skills (overt béhayioural in one case and covert cognitive stra-
tegieS‘in'thé SeCQnA) td.employ in sbcial situatibns where theybhad
previousiy seen thgmselves as inadequate or powerless).

A second and compatible hypothesis deriyes from Mandler's theory of
anxiety (Mandler, l966)t He specifieé that the subjective_fgeliﬁg of
anxiety arises from the experieﬁée of helplessness and éognitive disor-—
ganization‘preéipitated by the intefruption of an organized response
sequence. When the individual has a cognitive schema for anticipating
. the anxiety provéking situation and a plan of actioﬁ for dealing with
Sit, the responée sequence remains Uninterrupted,‘and the plan is éarfied
through to completion. Theiindividual can thus engage in purposeful
behaviour and the experience of helplessness and anxiety'is avoided.

In the same vein, Meichénbéum contends that the coping strategies employed
in stress innoculation training enable tﬁe individual to convert the
experience of learned helplessnéés to oné of learned helpfulness
(Meichenabum, 1974). |

In the assertion training context, it-is thus possible that both
skills training and CBM.procedures provide the individual with coping

strategies which allow the response sequence to be completed.
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Another potential element responsible for these findings of thera- -

peutic equivalence is the possibility that cognitive and behaﬁioural

treatments were differentially effective for certain individuals and not

for ethers, and that these differences were obscured by the utilizetion

of aggregateedata in'the'analyses. In other words, real and clinically

-important differences between interventions hay be disguised by the

imposition of a uniformity myth on the population of unassertive clients

(Colby, 1964; Keisler, 1966).

Anxiety Level as a Moderator Variable

To summarize some of the major.poinrs'in the preceding pages: -
Although assertion traininé techniqnes have been empleyed elinically
for the last two decades, it is onlyAwithin the last six or seven
yeare that the field has been subjected to rigourous experimentel
evaluation.

While evidence.for the effectiveness of asserrion training has been
accumuleted, nuch of this evidence comes from analog studies, with
limited clinical relevanee.

Experimental progress will be facilitated by the development of

'meaningful assessment procedures and the employment of clearly

specified treatment . techniques in~clinical studies.

For a variety of reasons, the treetnent of unassertive individuals‘
with cognitive‘behaviourai modification techniques is becbming
popular.

Preliminary evidence exists that cognitive techniques are effective

in the treatment of unassertive individuals.
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6. While there is some evidence that the supplementing skills training
procedures‘mith rational emotive therapy decreases situational
'anxiety ( Wolfe & Fodor, 1977), no clear pattern of differential:
efficacy between the two procedures has emerged

A7. Some hypotheses have been advanced as to the mechanisms through
which both cognitive and skills training procedures function in the
treatment of unassertive individuals, but the precise nature of
-these "effective components" has not.been clarified empirically.
| There is a‘growing awareness among researchers (Keisler,ll966;

Strupp, 1968).that global research questions such as "Is_syStematic
desensitization'effective?", or "Is cognitive restructuring useful?fh
have been.relatively_unproductive'from the standpoint of both the re—l

_searcher and the clinician; Research questions of this sortaare subject
to the "uniformity myth" originally labelled by Colby (1964), that

‘”patients at the start of treatment are more alike than they are dif-
ferent"t This mistaken assumption of client population homogeneity is
the same fallacy which retarded research on schizophrenia.until the
strategy-was adopted of'searching for schizophrenic subcategoriesfwhich

were homogeneous with respect to important characteristics (Herron, 1962).
lhe suggested strategy of grouping clients with respect to charac-

teriétics presumed to be of importance has direct relevance to both the.
reSearch'and the clinician. The clinician requires informationbregarding
what specific techniques to employ with clients of,different characteristics,
or as.Paul'(1967) has articulated: '"What treatment by whom is most
effective for this individual with what specific problem and under what

set of circumstances?'"



26

qu the researcher, a failure to iﬁcorborate the awareﬁess‘of
client hetérogeneity with respecﬁ to iﬁportant characteristiés into the
experimental design canbresult in.either‘misleading'conciuSions or
_the more innocuous_situétion where resﬁlts are simply not iiluminating.

‘There,are both theoretical and empifical'groundsto implicate
'anxiéty level as é potential moderatof variable in the. treatment of the .
unassertive individual.

On a theoretical level, Lazarus and Averhill (1972) distinguish
between.fright and aniiety rgactions. Fright emotiénsiaré relatively.A
stimulus bound. In instrumental feér, a thréat is perceived and éé is
the péSsibility‘of nprmal problem solving behaviour.

"It can, however,‘be easily:transforméd into aniiety as fhe situation.
increases in complexity or becomes more immediate or less manageable.

The experiénce_of anxiéty is characterized by a cognitive disorganizatipn,
an inability to construe the situation in meaningful and task relevant
_terms! Fright.reactions, they contend, might well be reduced through
desénsitization or habituétion. But aé the degree of anxiéty increases,
reflecting é greater degree of cognitive disOrganiza;ion, a more -cogni-
tively driented cognitive reconstructive approach may be required. Thué
it can be extrapolated that to the exteﬁt that a tradiﬁional skiils
training approach lacks é cognitive restructuring componeﬁt, its benefits
may be decreased with high.anxiety clients.

Gambrill and Richey (1975) have marshalled evidence that in fact
the dynamics of unassertive béhaviour are not unitary in nature, and
that ﬁnassérti&e clients are heterogeneous with respect to'subjectivély

experienced anxiety level in interpersonal situations.
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They réﬁbrt that subjects, on the basis of a self-report inventory
where ratings were obtained for both degree of:discomfort‘and rééponse
probability for a given assertive behéviour, fell info thfee distinct
categories;

Some respondents‘conSisténtly reported highAdiscomfort ratings

coupled with low probébility'of response ratings. These subjects were

seen by themias constituting the population we normally conceived of as
ﬁnassé;tive. |

:A sgcoﬁd subcategory 6f.subjects tended to report low.ratihgs of’
discomfort in conjunctién with high ratingé of responéé probability.'
This constitutes the populationvﬁe_would normally consider assertive.
A‘third'Category of_éubjects consistently repOrtéd higﬁ ievel of dis-
comfort together with high probability of performance. Thesé individuals.
are labelled anxious?performefé.

Gambrill and Richey argue that the existence of these subcategories
may have differential treatmentvimplications; While traditional skills
training approacheé may be more effective for the high anxiéty—low
probability of performance category, it may well be the case that the
anxibus—performérs maylbe more amenable to an approach fdcusing upon
ﬁodificatioh of coverants‘of mental operations rather than focusing upon
thé specific verbal.and nonvefbal}components of assertion.

A fourth category of clients might concei&ably exist who are charéc—v
_terized by ldQ énxiety level, paired with low probability of assertive
'responsé. In a popﬁlation of this sdrt it may well be that any attempt
to deal with»inhibitory.mental procésses is Superfluous_and that a

specific behavioural skills training approach is most appropriate.



28

More ‘evidence regardihg.the heterqgeneity of unassertive individuals -
is provided by Alden and Safran (1977), who demoﬁstrated-thét even.withinv
"a samplevof college undergraduates seeking help for assertion é?obléms,
the degree‘to.which cogni£ive factoré played a role Waé_variable.

There is alsoisome preliminary eyidenée'on a treafment level to
suggest that client anxiety levei'hés therapeutic implications. .

.Pechacek (Meichenbaum, 1976),émploying a CBM procedure (with com-
ponents of relaxatiop,‘image rehearsal, an& modification of self talk)
in the treatment of smokers.found an interaction between the treatment
and client's initial level of anxiety.

Casas (1975) éoﬁpared‘the efficacy of Goldfried's rétional re-
strucﬁﬁriﬁg technique (1974) versus self—contréi desensitigétiOn in
-the treatment of speech anxious clients and found-tﬁat.thé:CBM technique
led to minimal changes: A post boc analyéis, however, indicated that
subjects who were high on anxiety level were the greateét beneficiaries
of rational festructuring procedures. Similarly, Meichenbaum (1971)
~in his study of self-instructional training for speech anxiety, noted
a rélationsﬁip between anxiety level and efficacyvof treatment.

* Sarason (1973) divided one hundfed and ﬁwenty female studenﬁs‘into
high and low anxiety groups on the basis of his Test Anxiety Scale (TAS).
Squects in both categofies were randomly assigned to three conditions.
In the perforﬁancevonly coﬁdition, the experimenter sleed threé problem
anagrams while subjects watched.. The experimenter in the performance-
verbalizafioﬁ,condition verbalized ébout his responses while solving
‘the anagram (e.g., "I'll move the A in front of the N", "Maybe.i will

give me a start"). 1In the performance-verbalization-principles condition
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' the experimenter supplemented the manipulation of.the letters with ver-
balizafions ofvgeneral:probiem solving pfinciples employed as well aé'
Easkzfacilitative:reflections‘abdut'his perférmance (e.g.,:"I want to

. be sure not.to get stuck on ‘just one approach to.the letter combinaﬁions",'
AL times.it looks likeAa hopeless group>of let#ers, but I'm sure 1'11
hit on soméﬁhing").

Sarason found that low TAS'subjects outperforméd high TAS éubjects
in the performance only, and performance*verbalizatidn conditions.

There was, however, a sigﬁificaﬁt anxiety x.condition inferaction ﬁith
highATAS,subjeété outperférming low TAS subjects in the verbalization of
" principles condition. |

A study by Sarasbn (1972) implicates énxiety level és a moderator
variable in an unéxpected fashion; Ap experimental,programme to ;each
social skills to juvenile delinquents divided the boys-into high test
anxious and low tést anxious groups. subjects were then administered
one of two éxperimental conditions: (a)vsubjects observed models who
coped éffectively with interpersonal problems salient to the boys, and
then rehéarséd the observed behaviours; (b) the same procedure was sup-
pleméntéd with videotaﬁing of the models and the boys.

It was found that the group which responded most poorly to treat-
ment was the high test_anxious—modeling—videotape group. Subsequent
interviews with the boys indicated that high test énxious.boys observing
the Videotapeé of themselves and.the models confirmed their evaluation
. of themselves aé inadequaté and, it might be inferred, this confirmation
of negative self‘statements inhibited performance.

Studies with socially anxious individuals have shown that they
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are more.sensitivevto'social féeedback and mofe'likely.to perceive neutral
feedback as being négative than'nonankious,individuals (Smith, 1972;
" Smith & Safason, 1975). |
| Taken‘togeﬁhéf, these findings suggest the poséibiiity that truly
~anxious clients with faulty‘cognitivé évaluative processes taking the
form of a systém@tié‘bias téwards misperceiving their own behaviburs as.
socially incompetent, may‘nog be able to benefit from thé_new information .
‘ obtainéd from behavioural changeé..lln éther words, the cognitive stfuc—
tures they have developed régarding themselves in interpersonal situa-
tions may.se resistant to éhange resulting from behavioural informatipn.
The anxiety experienced fesults from an'existing cognitive schema;
.in which any behaviours are takeﬂ as further confifmatioh of their'qwn
social ineffectiveness. Thds.although behavioural interventioné ma& be
effeétive.in modifying ﬁerception of self;efficacy_in some individuals,
there may be othef individuals who require an intervention airected
specifically at modifying phe fashion in whichvinforﬁa;ion from social

situations in construed.

The present study was designed to evaluate the hypothesis_that
there is a relationship between subjective»ekperiénce of anxiety pridr '
‘to treatment and the form of treatmenf (cognitiﬁe or skills fraining)
Qﬁiéh is most efféctiVe.

More specifically, it was hypothesized that'a cognitive treatment
strategy wOﬁld be‘mére effective than a skills training interven;ion in
the_freatment of highiy anxious unassertive éubjécts. For the low

anxiety subjects it was hypothesized that there would be no significant
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- differences in efficacy of the two treatments.

No hypotheses were formulated as to the relative efficacy of the
twb intefventions; collapsing across levels of anxiety, or as to the’
degree of improvemént of treated»subjects relative to nontreated or
minimally'treaﬁed.;ubjects, since both of these issﬁes have been addresséd'
in previoué studies.
| The ﬁypotheses were thus exclusively of an interactibnal nature,
and for this reason, assessmeﬁt onlyxand attention placebo'cqntrol groups

were not included in the study.



32
METHOD

Thirtyesix male and female‘UBC undergraduates were recruited to
vparticipéte iﬁ'an aésértion training programme. The programme was ad-
vertized through notices stted a%oﬁnd the university campusvand Erief
announcements made in classes. Poteﬁtial subjects Weré_told that the
programme wés offered‘fer.individuals who felt Ehey they had difficulty
~in interpéfsonal situétions and woula like to learn to expresé their
feelings and beliefs‘mbre comfortably. They were informed that the
groub would be offered free of chérge in return for their co-operation
in the evaluative procedure.

Ali subjects Volunteeriﬁg participated in an initial assessment‘
procedure to screen out‘any individuals who were,evaiuated to be inap-
‘prqpriate for ;h¢~research—treatment programme, either because of
vpsycﬁologicalIinstabiiity or absence of charécteristiés which would maké
vthém appxopriate candidé;es for assertion training.

A total of six.subjects dropped out during the interval between
the initial recruitmenﬁ and ﬁhe final post assessment. Four of these
left prior to the commencément of the treatment.programme because of
scheduling conflicts and two_dropped out after the commencement of
‘treatment. (One of these sustained a . back injury, while the other

found that his schedule was busier than he had originally anticipated.)

~Treatment Conditions

There were two treatment conditions.. Each condition involved a

total of six two hour sessions, and was held at weekly intervals.
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'Skills Training (ST). Subjects in this conditioﬁ were taught verbal

and.nbnvefbal behaviours_believed to be_iﬁportant in assertion. - It was
a structured treatment.programme inﬁolving qompbnéhts of instruction,
modeliﬁg,~s§¢ial feedback, aﬁd behavioural reﬁéafsal. Therépists were
~ provided with‘a.maﬁﬁal which specified the procedﬁre to be followed-;n
a-Session‘by.session basis,‘ |

' The first sessioﬁ begaﬁ with a general int;éduction and ofientation
to asSerfiqn fraining. It was emphasized that people are not born
asserﬁive or unasser;ive and.that asserti?e behaviour is a skill whiéh
caﬁ be learned like any other skill. Following the oriehtatioh, élients
took turﬁS'discus$ing the problems which had brpugﬁt thém to the group.
They were then instructed to monitor probiematic sitqations over the
next week_and‘the sgssion w#s adjourned.

- The next fouf sessions were broken down into two portions. In
the firsf portion clients were'taught_stocklresponses to assértionbsitu;
ations and‘nonverbal behaviburs assoéiated with assertion (Lange &
Jakubowski, 1976; Serber, 1972). These techniques_and‘nonverbal behaviours
were déscribed and modelled by the therapists and Qlients were thén
instructed to fehearse these skills. Feedback on performance was pro-
vided by both. the therépists.and the other clients. (Prin¢iples under-
lying the various techniques were explained to the clients, in the hope‘
that these skills would in time.geﬁeraiize énd that'the.assertive
behavidur would not be confined to a simple repfoduction of  stock res-
ponses.)

The second portion of the sessions brovided the cliénts with an

opportunity to rehearse alternative responses to social situations which
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’the? had found problematic between sessiqns; Modeling, coaching, and
feedback proceduréé were empldyed in this contéxt as well.

.In the sixth andlfinal Session; the skills énd.pfinciples léarned'
in the preceding'sessioﬁs wére summarized and éliénts Weré then asked to
specify areas in which tHey feit,tﬁey had imprpved; as well as areas which
they felt warfantéd attention in the future.

Throughout the programme, the importance of pfacticing the skills
between sessions was emphasized. |

Cbgnitive Behaviour Modification (CBM). The roots of this treatment

procedure were-dérived from theitherépist manual employedvby Meichenbaum‘
in ;he treatment of test‘anxious.college students (Meichéngaum, 1972).

It involved components of didactic ﬁresentation, training in the‘discri—
mination and systematic observation of self—statemenfs, tfaining in the
modification of maladaptive covérénts, and the implementation of coping‘
stratégiesvand task—relevant.selffstatements. A sesSion_By sessién
manual similar in form to that employed in the skills training condition
waé'prdvided for the therapists.

Thé first session commenced with a general introduction and orien-
tétion to assertion training. Here it was.emphésized thaﬁ all indivi-
duals know how to behave assertively.in social situationé, but that the

-anxiety produced by maladaptive cognitions inhibits assertive behaviour.
Following the didactic presentation and orienting rationale, clients
were asked to speak about the particular problems which had prompted
them to‘jbin the group. They were then aéked to moniﬁor problematic
assertion'situations.between meetings and the éeésion was adjourned.

During the next four sessions, clients were taught to become more
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_aware'of theISubjective'feelings and cognitions experiences during prob-
-lématicvsituations;' Emphasis was placed upon employing subjective ex-
'perienqes'of‘anxiéty and physiological,sympfoms'aséqciated With'anxiety?
such as increased breathing and hgart;ratg,.and.increased perspiratioﬁ,_
as cues tﬁat maladaptive'cognifions or negative self—sﬁéteﬁents were
occurring. Once ﬁhey weré able to ideﬁtify'théir own negati&é'self-
sﬁatements; clients were taught to replace them with more adaptive self-
statements.

A standérd procedﬁre was modelled and rehearsed,Twheréby the sub;
jective experience of discémfort would‘cue thé utilizatién of a cogni-
tive coping strategy. This involved:
1.'3Moniforing the subjective experience of anxiet?.

- 2. Identifying the negative self—stateménts,

3. Self-instructing not to panic, but réther to breathe slowly, to
relax, and not to feel compelled to act immediately. Clients were:
encouraged not.to feel overwhelmed,by ﬁroblematic siﬁuafions, but
rather to think of them as opportunities to employ the coping-skills
.they has rehéaréed in the-therépy sessions. |

4. Impleﬁénting the adaptive self-statements modelled and rehéarsgd
in therapy séssions. These inqluded a number of strategies-compiledv
for the programme:

a. Task.relevant. -This étrategy consisted of foégsing:upoﬁ be-
havioural alternatives which might potentially be employed to
"deal with the immediate situation, instead of ruminating upon
" possible disasterous repercussioﬁs.

b. Externally oriented. This cognitive strategy involved refocusing



36 -

attention from anxiéty proﬁoking self-referring ruminations to
the other‘people in the situation.‘ Clients were trained to
bécome aware»of.the extent to which other people are éxperiencing
discomfort or confusion in a social situation, féther’than to
automatically‘attfibute confidence or critical‘intentioﬁs Ed-
them. 'The underlying prinéiplé for the strategy coﬁes from ob-
servations that anxious individ#als are characterized by.rumi—
natiQe, self;referring critical thought (Wiﬂe, 1970) .and obser-
vations in pilot work thét socially'anxiéus.iﬁdividuals teﬁd to

underestimate their own social skills and to overestimate the

.skills of others.

Challenging. The challenging stratégy involved rétionally ex-

amining the negative self-statements to evaluate the extent to

which they are realistic.

Positive. Positive self-statements were somewhat similar to

challenging statéments, but were ‘distinguished by the instruc-—

_tion to focus upon the positive characteristics which are possessed

by the individual, and to. recall situations where social inter-

actions has been negotiated effectively.

Exaggerating negative self-statements. This was presented’tob

clients as a technique to aid them.in seeing the invalidity of .
some df the nggative self-attributions and catastrophizing
cbgnitions, by exaggerating the negative self-statements to the
point whére they become tranépafently absurd. It was also em- -
ployed as a means ofvobtaining a gfeater awareness of maladaptive

cognitions which were not immediately obvious. For example: in
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a situation whefe a client was.not able to pinpoint a negative
éelfQStétement wﬁen thinking of the situation ih retrospect;

‘the therépist-might instfuct himf "Even if you're not éwaré of
a:ﬁegatiﬁe self—statement'whén thinking of the situation.inlretrq—
spect, what 1s the most negative, anxiety producing_thoﬁght_a
pefsoﬁ mighc be thinking in this situation?" |

f. Reinfofcing self;statements. ‘Emphasis‘was‘pléced here on &he

.imp@rtaﬁee of eevertly.fewafding éneself fer any»therapeﬁtic

~gains, no matter how small. The impeﬁus-f&r employing this pro- -
cedure stems from the clinicai obéervatioﬁ that clients of;en
retard their oﬁn prégress by féiling'to notice real, but small,
steps towafds their‘objectives thch are taking place.' The
result can be a.counterthérapeﬁtic percebtion of failure, where
in reality some progress has been méde; A second origin of the
'procedure is in the observation that depressed and socially
anxiéus individualé are often characterizéd by avlow‘frequency
ofvself—reiﬁforcement (Rehm, 1977).

"These six cognitive stratégies were presented to the clients as
examples of éelf—statementé they might employ.éo modify their cognitions
in ah adaptive fashion. It was emphasized that the strategy tyﬁes‘had
.been broken down into categofies.primarily to facilitate teaching and
recall, and thaﬁ in fact, at any point‘invﬁime they could employ one
of ‘the strategieler any éombination of them. They were fqrther instructed
.to become'aﬁare of and to record types of negativé self-statements which
were particularly characteristic of them, as well as adaptive self-state-

ments. which they found to be particularly effective.
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'Although various adaptive self-statements were modelled by thera-
pisgs in the group, clients were encouyagéd to develop their‘own self-
:statements and ‘to express them in.wofds wﬁich.were meaningful to ;hem.

As in the skil1s trainingfcondition, the importance of practicing
newlyvacquired.skills in vivovbeﬁween sessions waé'emphasized.

- The final session, once again, waé primarily devoted to summarizing
the key priﬁciples which had emerged and to having clients,identify
progress which had beeg made, problem areas left to work on, and |

“specific procedures for promoting ﬁainﬁenance ;nd generalization of

therapeutic gain.

Subject Assighment

The tréatment groups were run in six sections: three_ST sections
and tﬁree‘CBM sections. This divisionjinto sections wés'designed to
optimize the client to therapist ratio,'as it was felt that.having more
than six membérs to a‘gfoup would dilute treatment effects. Aftér the
initial assessment, subjects_were categorized into high and low anxiety
groups. The median score (101) on the discomfort scale from the
Gambrill and Riqﬁey Assertion Inventory provided the criterion for di-
‘chotomizétiqn. Subjects.within each anxiety group were then raqdomly
assigned to either fhe STlor the CBM,treatment_condition;v Subsequently,
subjects within each treatment condition were randomly assigned to one.
of three sections, subjecp to the'constrainf of scheduling problems.

The final sample size after subject attrition was 30.

TheraEists

Each section was led by two co-therapists. Therapists were six
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psychology graduate studeﬁts and th psychology honours students witﬁ
_cliniqal,experiehce ranging from two ﬁoﬁths.tb'one.and one-half years.
All.therapists participated in a two month training workshop directed
by a Ph.D. o clinicél psychologist. In_additiqn, they were super-
vised on é séssion by session Basis, psingiaudio recordings of therapy
sessiéns to provide a basis for clinical supervision and_té'ensure fhat
sessions.wére proceedihg as planned. |

The authorbserved as a thefapist in one ST section and one CBM
section in order to obtain first'hand‘experiénce of any'therapeutic or
‘_research;procedural problem encountered in actual therapy sessioné;
wﬁile the Ph.D. level psyéhologist served aé a therapist in one of the
CBM sections. An éttemptlwas made to balance therapists bgtween condi-
tions with respect to levelé of ékpertise. Differences in treatment

efficacy due to individual thefapists were assessed independently.

Assessment
A pre-therapy assessment session was held one to two weeks prior to
the commencement of treatment, while.post-therapy assessment was conducted

one Week-after treatment had concluded.

Dependent Measures

Behavioural. Ali'subjec;s rolé played nine interpersdnal situations
éalling for assertive responses which were based upén items in_the
Gambrill and Richey Assertion Inventory and the McFall Conflict Resolu-
tion Inventory. -

As Neitéel, Martorano, and Melnick (1977) have Observéd, a consistent

. shortcoming of assertion training programmes is a failure to train
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clients to deal with noncompliant responses to their own assertion. A
specific concern in the present study was one of devising an assessment
instrument sensitive enough to differentiate between individnals with
well_establiehed assertive behaviour‘and indiniduals with response re-
petoires of a more:fragiie natore.ﬂ'Galassi and Galaséi (1976) report
that variations in role playing procedures have important implications
for4reeu1ts obtained andvthat oompliance rate in‘unaseertive subjecrsb
increases markedly when suojected'to successive soclal demands rather
than:a single request.

For these reasons, experimenters were instructed to follow subject
responses in each sitoation with a otandard set of responaes; prolonging:
the interacrion until either three assertive responsee were obtained or
the subject complied. >It-was reasoned that an assessment procedure_of.
this type would provide a_better simulation of real'social situations
where responses are interactional in nature, rathervthan discrete.
These interactions were videotaped and subsequently rated_by two psycho—
logy graduate students along seven dimensions: eye conract, voice
nolume, body expression, anxiety, aggression, compliance, and global
assertion. The two raters participated in-a training Workshop and were
provided with a rating manual.

| Selr—report.

a. . Fear thermometer. After each role playing situation, subjects were
insrructed to rate‘on a ten point scale, the degree of anxiety
experienced during that interaction.

" b. Social Avoidance and Distress Soale, This instrument provides a

single index of distress in social situations (Watson & Friend, 1969).
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Tﬁe Assertién‘inventory (Gambrill & Richey, 1975). This inﬁentory
includes é self—repért index of both resbonse probability and degreé
of discomfort for forty‘asse;tion situafibns.

Ténnesseé Self]Cdncept Scale.(Fitts,'i965); This instrumént_has
been sfandardized»on a geﬁeral populatiop sample:of 626 individuals,

and provides a multidimensional assessment of self concept. It in-

.'ciudeé a total P score of overall self-esteem, and eight subscales

‘which were established initially on the basis of face validity of

items of which they are cohposed. The eight subscores‘arer
identity, self-satisfaction, behaviour, phjsicalvself, mofal—ethical
sélf,vpersonal self, family self; and social seif.

A group satisfaction questipnnaire was administered at post-assess-
ment only. This ;ontained five items‘relatiﬁg to perceived wérmth,
empathy, and cdmpetence.of'therapists. It was adminiSteredvté
evaluate the extent to Whicﬁ differential demand characteristics
were operating between conditions, as well as to evaluate the préf

sence of therapist’x treatment interactions.
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'RESULTS

Descriptive Data

- On- the Assertioﬁ Inventory pribr to.treatment; the ﬁean'scbfe'on

~ discomfort for all éubjecfs COmBined was‘105.25.and the sﬁandard devi-
ation was 18.33. The mean- score and standard deviafion on responsé
probabiliey weré_llé.OA'and 14.80, respectively. Table 1. proyides com=
parisons with the scores of 313 males and'feﬁales sampled from a Cali-
fornia geheral college poﬁulation and a sample of 19 California women
who were assessed prior to participation in a six week aésertion training
programmé (Gambrill & Riéhey, 1975). The averége'subject in.the current
study.teﬁded‘to repoft greater discomfort than his counterpart in the
‘general sample (95.61) and approximately equivalent discomfért to the
average subject seeking assertibn trainingf(107;7). Probability of
assertivg response tended to be less than it was for both subjects

from the general college population (104.3) and the average subject
seeking assertion training (104.8). |

o Table 2 divides the subjects into four categories both prior to

and following assertion traihing{ These were established by Gambrill aﬁd
Richey (1975) on the basis of the norms for_tﬁe generél college popula-:
tion and are constituted by féur different combinations of discomfort

and respoﬁsé probability: (1) high discomfort-low fesponse prdbability
(labelled unaSsertive),_(2)'highxdiscomfort—high responsé.probéﬁility
(labelled anxious performer), (3) low.discomfort—low response probability
(lébelled dbesn't care), (4) low discomfort-high response probability

(labelled assertive).
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Means and Standard Deviations of Discomfort and Response

Probability Scores on the Assertion Inventory
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, Mean

» Mean , Response .

N Discomfort S.D. Probabilityl S.D.
Current Sample 28 105.25 18.33 113.04 14.79
General College : : o
Sample® 313 95.61 ©19.93 104.30 15.70
. , * : : ‘
Clinical Sample 19 107.7  22.37 104.8" 22.55

% . :
from Gambrill and Richey (1975)

Response probability is an inverted scale, with 1 indicating high
response probability and 5 indicating low response probability.
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~ General Clinical Sample (Gambrill & Richey, 1975)

Discomfort -

© High -

(96+) .

Low

(95-)

Totals

“Response Probability

Low (105+) High (104-)

unassertive

111 (35%)

doesn't care

55 (18%)

166 (53%)

anxious-
performer
35 (11%)

assertive

112- (36%) -

147 (47%)

. continued

Totals

1
i
I
i

146 (46%)

1167 (54%)
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Table 2 continued

- Comparison of Current Sample and Clinical Sample

(Gambrill & Richey, 1975)

‘Before

Current Sample

Response Probability

Low High

Before

Clinical Sample .
(Gambrill & Richey, 1975)

Response Probability

‘ Low High '
Discomfor; (105+) (thf) . Totals (105+) (104-) Totals
o !
High (96+) 18(64%) 3(11%) 21(75%) ! 9(47%) 5(26%) 14(23%) .
. : ] .
Lo ' 1 - .
Low‘(95—) 5(18%) 2(7%) 7(25%) 0 ' 5(26%) . 5(26%)
Totals 23(822) . 5(18%) ! 9.(47%) ' 10(53%
. _ ! S~
_ — _ e e
After ! After
: ]
High (96+) 7(25%) 2(7%) 9(32%) | 2(11%) 3(16%) 5(27%)
Low (95-) 3(11%2)  16(57%) _19(58%) 1(5%) 13(38%) '14(73%)

Totals

-10(36%) ~ 18(64%)

3(16%)  16(84%)
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.In the present study, prior to treatment, a greater ‘proportion of
the subjects (64/) fell into the urniassertive category than did in the
general sample (357%). Furthermore, they exceeded the proportion of sub-
jects.felling into the unassertive categoryvprior,to treatment in the .
clinical:sample (47%). After treatment,.this proportioh.was.reduced to
25% in the current study and to 11% in the Gambrill and Richey study
(an approxiﬁately equivalent reduction).

~ The oroportion of subjects falling into the assertive category in
- the geheral_population.was 362;. Prior to treatment,‘the proportion of
subjects falling into this categoryuwae 18% in the current study and
53% in the.clinicalAsample, Followihg treatment, the proportion of sub-
jects in thisvcategory was increased to 647 in‘the current study and 84%~
in Gambril} and Richey's clinical sample, thus both exceeding.the propor-
tion of'"assertiye";suhjects in_the'general eample.

.Prior to treatment, 11% of the eurrent sampleywere'what Gambrill
and Riehey label "anxious performersﬁ (i.e., high response probability
paired with high-discomfort). This is equivalent to the proportion of
”anxious performers" found in the general population, hut less than‘that
found in the_clinical sample prior to treatment. The discrepancy here
between the two clinical populations may be accounted for by the~faet
‘that Gambrill and Richey's clinical semple is eomposed.entirely:of
women. In this culture, aesertive hehavioUr may traditionaily be less
acceptable for women thon for.men and thus associated with more discom-
fort for females. .Folloying treetment, this proportion weS'reduced to
7% in the current sample and 16% in the female clinical sample.

Finally, the proportion of subjects prior to treatment in the
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""doesn't care' category was 18% in the present study aﬁd 0% in Gambrill
and Richey's sample. This compares with léz.found in the genéral popu—,
lation. Following treatmeﬁt, the proportion was»reducéd to 11% in the

present study and remained virtually the same, ét 1% in Gambrill and
Richey's sample; It is likely thap'the reduction in this p%dportion'
resulted from an increase in probability‘of response.

The féct that the proportion of "doesn't care" subjécté seeking
treatment in the.preSeng study equalled the proportion in‘;he general
poﬁulation sample is notéworthyﬂ- It suggests the'possibility_that some

 subjects sought assertion_tfaining as much out of interest's sake than

real discomfort in social situations.

Réliability and Validity -of Behavioural Ratings

A randomly selected subset of videotaped situations were rated
independently by both raters to provide the basis for a reliability assess-

ment. Pearson r correlations were computed and reliability. coefficients

- for the seven behavioural dimensions were: eye contact, r = .88; body
'EXpression,_g = .90; voice volume, r = .90; anxiety, r = .83; aggression,
E = .79; assertion, ¥ = .93; and. compliance, r = 1.00.

The behavioural dimensions employed in the current study were
selected on the basis of empirical findings regarding behaviours associated
with assertion in psychiatric patients (Eisler, Miller, & Hersen, 1973);
as-weli as from sﬁggestions in the literature regarding apprépriate
- behavioural targets for assertionvtraining (Alberti & Emmons, 1974;
Bower & Bower, 1976). _TQ date, however, thereiﬁas been minimal success

in empirically establishing behavioural.dimensions which will distinguish
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between soéially ékilled and socially unskilled individuals in a non-
3 psychiatric population (Glasgow & Arkowiﬁz, 1975).
In ordé: to establish the validity'of the current behavioural
- measures, éﬁbjects were categorized intp low and high assertive groups,
6n_the basis pf’behayioural ratings of asgertidn brior to-treatmeﬁt}
The median (2.65) was used aé a cuttingvpoint. ‘These groups Were:sub—
sequentlylcon£rasted, using one-way ANOVAs on the six remaining be-
vhavioural ﬁeasures. The two groups were found to be sigﬁificantly.
different on four of_the six behavioural measures: compliance, F(1,26) =
‘7.87,_3 < .0l; eye contact, F(1,26) = 26.05; body expression, |
CF(1,26) =‘20.04; P <..001; and anxiety;;g(1,26) = 22.65, 2_< .001.
Voice volume aﬁd agggéssion did not disting;ish_between the two
groups (see TableiB).‘ |
b.In addition, subjects were divided into high and low.anxiéty groups on
the‘basiS’of extreme scores on'subj¢Ctive ratings of discomfort during
role playing situatiéns prior to treatment. These tWQ gréups were con-
trasted wiph'one way ANOVAs and were found to be'sigﬁificahtly different
on<thé following behavioural measure$ : eye contact, F(1,19) =-11.67,
p < ;01; body expression, F(1,19) = 6.20, p < .05; anxiety, F(1,19) = 8.20,
p < .0l; and aésertion,_E(I,IQ) = 8.44, p < .0L. Compliance, voice |
volume, and aggfession,failed’to distingﬁish between the two self-report
anxiety groups (see Table 4).
Table 5 contains the correlation matrix for the seven behavioural
measures. The correlations betWeenﬁglobal assertion and both voice
volume andvaggfessioﬁ are conspicuously low (.17 and .30, respecti#ely).

In contrast, the correlations of the remaining behavioural measures with
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Table 3
Means and . Standard Deviations for Low and Higthnxiety Behavioural

Assertion Categories on Behavioural Measures

: Low Assértion High Assertion’
Variable o Mean S.D. | " Mean s.p. °F
Assertion 2.06 0.39 3.06 0.34 , 51.46*#***
Compliance | 2.47 6.45 , 2.86 0.25 =~ o 7.87%% |
Anxiety | - 2.11 0.53 2.95 0.38 22.65*;***
Aggression ' 3.29  0.50 3.50  0.43 1.47
Eye cOntaét 214 0.41 ’2.81“_' 0.26  26.06%kkHk
1B0dy Expression 2,02 0.49 2.78  0.41 20. Q4 ks
Voice Volume 253 0.4k 2.78  0.35 2.74

*
.05

ko
A

* R
.01

l_cn
A

BT
< .005

Fo

Kk fdk o
< ,001

bo

kkkokk
< .0001

=]
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Table &4
Means and Standard Deviations for Low -and High Self-Perceived

Anxiety During Role Play Categories on Behavioural Measures

.LOW Anxiety ‘ High Anxiety
Vériable ’ Mean  S.D. I: Mean S.D. E
Assertion 2.95  0.53 2.19  0.66 8. honnn
Compliance 287 0.2 2.60 0.1 2.67
Anxiety 2.98 0.39 2.23 0.74 | 8.20%*
Aggression o - 3.47 0.39 3.19 0.57 1.67
‘Eye Contact ~ 2.81  o0.21 2.18  0.55 11.67%%%
Body Expression 2.77 "0.36 2.14-  0.73 "6.20%
Voice Volume - ) . 2.82 0-37. 2.66  0.43 0.80

.05

o
A

%%
.01

o
A

kdk
< .005

ro

Kkkk !
< .001

rU .

kkkkk
< .0001

ro



Table 5

Correlation Matrix for Behavioural Measures’

 Eye

" Body Voice

Complianée>. Contact Expression Volume Anxiéty Aggression Assertion

Compliance .59 .4 .18 .53 .16 .63
Eye Contact .83 - .05 .84 .17 .84

» ' Body Expression .14 .94 .04 . .86
Voice Volume .26 . -.27 .17
Anxiety -.10 .86
" Aggression . .30
Assertion
N = 28

16
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globél assertiqﬁ ére'qgite ﬁiéh (ranging f?om .63 to .86). ﬁoth
;yoice.volume»and aggression_correlate'poorly with the remaining
behavioural measures as well (voicé volume ranges from .05 to ;26,'
_while'aggression rangéd from .04 to .27).

The above analyses provide somevsupport for the constrﬁét
validity of the behavioural measures.

The fact that voice volume consistently failed to distinguish
between‘groups despite its success‘invthis respéct with a psychiatric
population (Eisler, Miller, & Hersen, 1973), suggests that its vélue
as‘a dependent measure may be. limited to a mdre highly'impaired |
population. | |

The impoftance.of-distinguishing'between assertion. and aggres-
sion has been consistently emphasized in the literature (Hollandsworth,
1977; Alberti, 1977). The current iﬁvestigation,however, has failed
to_distinguish between ihdiyidqals who are rated as low and-high
‘assertives in this respect. This failure may reflect thg insenéitivity
. or inappropriateness of the guidelines empioyed to evaluate aggrésSion
(Appendix V)_in the present study, or the fact that the chrreﬁ; sample
was not characterized by much ygriance in aggressive behaviour. The
observations of group leaders that few group members tended to behave
very aggressively is compatible with the latter hypothesis.

An important qualification‘in interpretation of the above findings
is that all of the subjects‘wefe seeking assertion training and the

.resulting diétribution of criterion scores employed for categoriza-
tion is consequeﬁtly skewed téwards the unassertive end. It is worth

noting, however, that even within this truncated distribution, the
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behavioural measures possessed some discriminating utility.

_ Nonspecific‘Factors
| -During postassessmént a five itém group satisfaction questionF
“nairé was_administeréd to provide some evaluation for the presence
of differential therapeutic ﬁonspecifié factors within cognitive and
rskills tnéining groups. Subjects responded to the following questions’
on a five point scale, anchored on one end with "not very" and the
other end with "exfremely":
1. How skilled‘wére your co—leadérs aé.therapists?
2. wa wérﬁ do you fee1 your leaders were towards group members?
3. How understénding were your leaders of gréup.members' problems
»andnfeelings?
4. How satisfied were you with your group?
5. How likely is it_that you will use the téchniques you have
learﬁed?
One wayvANOVAs ﬁere employed to contrast cognitive and skills-
_training treatment conditions on the basis of reéponses to the five
questions: There were no significanﬁ'differences between the two
treatment conditions on questions 1, 4, and 5. :Thus éubjects in
cognitive and skills training conditions perceived their thérapists
as equally skillful, Were equally satisfied with their groups,'and
had equal intentions of using the techniques they had learned.
‘Subjects in.skills-training groups saw their therapists as
significéntly warmer, F(1,24) = 5.25, p < .05, and more understanding,

F(1,24) = 5.65, p < .05, than did subjects in the cognitive condition.
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Since therapists were not crossed with treatment conditions, it

isvdifficult to evaluate the relati?e influences on this discrcpancy
of individnai therapist’differences versus characteristics inherent
in the treafmcnt modalities;v‘The subjective experiences of the group
'leéders chemselves suggected a’tendency co feel more comfortable and
ccnfident implémenting skills training:rather than cognitive pro-
cedures, which they perceiyed to be 1ess'structnred or prdccdurally
less cle;rfcut. This factor nay have resulted in increased confidence
and hencé incrcased demonstration of warmth.énd empathy.

A second possible factor is that the format of the ckiils
training condition prcvided,more opportunity for direct therapist
féedback to clients-on specific behaviours; whereas‘the cognicive
theranists, for methodoiogical-reasons,vwere not allowed to provide
specific behavioural‘feedback and coaching. It was not unccmmon in
supervision éessions fcr therapists to renoft that a client hqd
anpearéd to become frustrated when such feedback was nct forthcoming.

Table 6 contains the correlation matrix for thc five items on
the gronp satisfaction questicnnaire. .All items are significantly
poéitively correlated withithe exception-of the final item which
correlates significancly with general satisfaction. The itcm which
correlates highest with general satisfaction is perception of thera-
pisc competence, while the item which correlates highest with inten-

tion to use the tcchniques is general satisfaction.

Factorial Analysis of Variance

Twovsubjecté were randomly dropped from the high anxiety x skills



Correlation Matrix for Group Satisfaction

Table 6

Items

Therapist

5 excluded

Therapist Therapist General Intention to
- Skill Warmth Understanding .. Satisfaction Use Techniques‘ Total 1 Total 2
Thefapist _ S
© Skill .58 .34 .54 .19 .66 .78
Therapist _ : _
‘Warmth .73 .38 .00 .48 .81
Therapist. . .
~ Understanding .33 .04 .54 .73
.General : :
Satisfaction .35 .73 .79
Intention to o
Use Techniques .54 .22
Total 1 .80
Total 2
Total 1 = total score with questipn
: 5 included
Total 2 = total score with queétibn

o
wui
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training treatment condition prior to_analysis in 6rder»to apprbach
véroportionality §f cells for factorial ANOVA'(Weiner, 1970). The
-.final_ﬁ was thus 28, with an n of 7 sgﬁjects per cell. Adquacy of_
initiai randoﬁ assignment of subjécté was aéseésed via 2 x 2 (treat-
menﬁ_X'anxiety) ANOVAs on'the‘pre assessment scoreé; These analyées
revealed that prior toHtreatment there Qere no significant main
effects for.treaﬁment condit#on, and no significant treatment condi-
‘tion x anxiety level interactions.

Since adequacy df initial randoﬁ assignment had been confirmed
statisticélly, all subsequent analyses were conducted on pbsf assess-
ment scores, once again émploying 2 x 2 AVOVAs. .

Anélysis of Post Scores

a. Self;report measures. There wefe ﬁo significaﬁtbmain éffects
" for treatment conditions on any of the self-report measures. Treat-—
“ment X anxiety interactions approéched sighificaﬁce on self concept,
_3(1,24) = 3.12, p ¥ ,10.-

b. ‘Behavioural measures. None of the behavioural dimensions

rates yielded‘significant treatment main effects. The treatment x
anxiety interaction was  significant for body expression, F(1l,24) =
4.03, p < .05, and approached significance for global anxiety,

F(1,24) = 3.21, p < .10.

Analysis of Simple Effects (Statistical)

Since a priori hypotheses were formulated as to the nature of
the interactions, analyses of simple effects on post assessment scores

were conducted via a series of two-tailed planned orthogonal contrasts
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between cognitive and skills training.treatment‘conditions for.(l)
low anxiety subjects and (2) high anxiety subjects (see Table 7).

1. There were no significant differences for low anxiety sub-
jects between the two tfeatment conditibns.on any of thé,dependent
measures. |

2. - For high anxiety subjects, the following pattern 6f.results 

was found.

a.  Self-report measures. Superiof efficacy of cognitive over
skills training.intefvéntibﬁs‘approached'significance on>the fqllowing
self-report ﬁeasures: Social Avoidance and Distress, t(24) = 1.86,

P % ;10,_énd‘Tennessee Self Concept total score, £(24) = 1.84, E;< .10.

b. Behavioural measures. On three of the seven behavioural

measures employed, high_anxiety'subjects benefitted more from the
skills training procedure than the cognitive procedure. This dif-

ference was significant for global anxiety, 3(24)'= 2.26, p < .05,

1]

body expression, t(24) 2.74, p < .01, and approached significance

for eye contact, t(24) =-2.14, p < .10.

Anélysis of Simple EffectS'(Gréphic)

Due to the coﬁstraints of,orthogonality imposed by the planhed
contrasts procedure, statistical comparison of cell means was limited
to two contrésts: low anxiety—skills versus low anxiety—cognitive and
high anxiety—skillé versus high anxiety—cognitive. This set of con-
trasts was ¢onsidéred to be most directly relevant to the original
hypéﬁhesis. Furthér élatification of the nafure of the interactions,

however, can be obtained by visual ihspection of the graphed interactions;



Table 7

Planned Orthogonal Contrasts

Low Anxiety

High Anxiety

Skills -‘Cognitive

Skills »Cognitive»
Variable M SD ‘M SD t M SD M SD t
Self—Regort
Gambrill : _ g ) -
Discomfort 69.71 11.76  82.14 18.83 1.33  102.00 22.44  92.57 14.79 1.0l
Frequency 84.14 20.55  92.57 15.05 .96  108.14 12.74 101.86 15.77 .72
Fear Thermometer 34.86 10.49  37.86 10.25 .53 34.57 8.16  43.57 13.07  1.58
Social Anxiety 8.86 9.62 6.57 3.78 .65 12.57  7.28 6.00 3.79  1.86%
Self Concept 351.14 22.95 341.71 33.73. .66  319.71 30.85 346.14 16.43  1.84%
Global Behavidur Ratings ]

_ Compliance 02079 .29 2.83 . .37 .22 2.86 .38 2.69 .4l .87
Assertion 2.86 .66 2.84 .58 . .04 3.16 .43 2.66 .77  1.50
Aggression’ 3.73 .27 3.56 .42 .66 3.76 .35 3.43 .77 1.26
- Anxiety 2.86 .61 2.93 .43 .27 3.16 .46 2.58 .42 2.26%%

8¢

... continued



Table 7 continued

Low Anxiety | . High Anxiety
Skilis . Cognitive | Skills Cognitive
Variable M sb M s t M sD " D t
Component Behaviour Ratings
Eye Contact 2.50 .48 . 2.69 .71 .57 2,93 .10 2.57 .43 2.14%
Body Expression 2.56 .66 2.59 .43 .10 3.09 .43 2.33 .52 2. T4wwx
Voice Volume 2.21 .55 2.61 .47 1.46 2.81 .38 2.87 .27 .33

p < .10

%%
P < .05

*dek y
p < .01

6§
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‘On the self-report measures: Social Anxiety aﬁd Distress, .and Self
Coﬁcept; self-réport remains approximately constant in the cognitive
conditidn across both levels of anxiety. In ﬁhe skills condition,
'however, high anxiéfy subjecté tend to report gfeater discomfort
associated with assertion, greater.sogial'anxiety, and lower self
concept than low anxiety subjects (seé Figuré 1).

Inspection of Figure 2 reveals a different interéctionlpattgrn
»fér the behavioural measures., On measures of eye contact, the supeﬁiéf _
efficac? of skills training for high'anxiety subjetts cannot be |
attributea to decreased performance'in cognitive squects, since eye
contact in this treatment condition remains constant across both
leyels of anxiety. The contributing factor here is an actual improve-
ment in performance of skills training subjects wﬁen anxiety level is
high.: Similarly on both body expression and global anxiety, although
low anxiety subjects do tend to benefit more than high anxiety sub-
jects from the cognitive treatment, a major contributqr to the inter-
action is thié same.increment in performance of skills ﬁraining sub-

‘jects when anxiety level is high.
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DISCUSSION

A brief summafy of the experimental results is'as follows. Col-
lapsing across high and low anxiety éonditions, no significant differences
in efficacy were foﬁhd_between skills training and cognitive treatments.
When, howevér, lOW»éﬁd»high ankietf subjects were consideréd indepen-
'dently,.some intéresting differences emerged. For low ankiety subjects,
ski1lls training and éognitive interVentions,were found to be equivalent -
in thgrapeutic efficacyf_ Differenées'in this respect, ﬁowever, emerged
for high anxiety subjects. |

.Theée individuéis reported a gréater reduction in social anxiety
. and a greater improvemént in self concept when treatéd with'cqgnitive
procedures than they did when treated with traditional skills training
prbcedures. This pattern, however, was reversed on the ‘behavioural
measures, where skills training procedures were significantly more ef-
fective than the cognifive treatment in reducing behavidurél ra#ings of
globél»anxiety; body expression, aud_eye contact, for high anxiety
subjects. |

‘There is,'however,'eyidence for a modified version of this hypo-
thesis. Client‘anxiety level does appear to function as a moderator
with cdnsequent implications for the treatment of unassértive individuals.

The reSults of the préseﬁt study suggest that with low or moderate
.'aﬁxiety ciienﬁs there is a consistency between modification in pheno-
menal and behavioural realms. This consistency, however, breéks down
fbr.high anxiety clients for whom behaviourél changes are not neces-

sarily accompanied by changes in self concept or subjective anxiety.
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This lack of consistency may partially be accounted for in terms of a
faulty cognitive-evaluative model ofvunassertiveness (Curran, 1977). For
‘ such ciients, éelf—evaluational processes may distorf éocial reality in
a self—critical fashion (Smith & Safasén; 1975) and the existing cogni-
tive struéture may not accomodate to new evidence‘regarding personal
competence from‘tﬁe behavioural realm. Fgr thesexcliénts it méy be
'.esseptial for ﬁurposes of fécilitating.perceptual change, to intervene
directly at the cognitive level. .Behavioural chahge‘in the absence of
preparatory cognitive’modification may prove to_be‘insufficientvto sub~ -
stantially alter cognitive structgres.

Whatvemerges as particularly intéresting in the‘current study 1is
the findiﬁg tﬁat'the presence of a high anxiéty level appéars to have
vfphctioned as a_ two edged blade,‘decreasing thé efficacy of skills
~ training procedufes in the phenomenal réalm, yet at thevsame-tiﬁe in-
creasing the benefits obtained from_skilis training behaviourally.

| - The relative supefioripy of ékills training.in_the behévioural
realm for high ahxiety subjects can be conceptualiied in two ways. On
~one -hand, the cognitivebtréatment may be seen as lacking in vital com-
ponents existing in the‘skills treatment which are ﬁrerequisite for
.behaVioural‘change. :In this éénse thé’value of coaching, modeling, and
behavioural_réhearsal for prpducing specific behavioural change has
once again been feaffirmed.

On.the other hand, the tendency for high anxiety subjects to benefit
more than low anxiety subjects ffqm skills training_on behavioural
measures.of global an#iety,‘eye contact, and body expression suggests

ironically that high anxiety actually functioned as a facilitating
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variable in the skills training tréatment. .This fact, although contrary
Ito initial expeétations; is not iﬁcon$isten£ with evidence from other
studieS'that under certain conditions high anxiety subje¢ts may actually
outperform low anxiety subjects (Wiﬁe, 19703 Sarasén, 1976)'and becomes
more intelligible in iight of both theoretical and empirical_evidence'
that "anxiety, of'ﬁore accuraﬁely, high arousal, mdy function in both
debilitatingiand facilitating ways (Alpert & Haber, 1960).v_The experi-
ence of anxiety is not in»and of itself debilitating. It is rather the
"worrying" componént of anxiety,lor the inwérd direction of attenﬁion in
~a-taék irrelevant,.ruminative, éelf—critical fashion, which impairs
performance (Wine, 1970).

Easterbrook (1959) has demoﬁstrated that anxiety arousal affects
. attention by marrowing the range of cue‘utilization. As long as atten-
tion is directed inwards in a self critical and evaluative fashion, fhe
efféctive ugilizaﬁion of important task relevant cues is precluded. If,
howevér, attention can be redirected outward in a task relevant fashion,
the intensified attentipnallfocuS'charéctéristic of this state can
;facilitate.a more effective utilization of appropriaﬁe cgés.

In the present study, the cognitive treatment was partially de-
signed to deal with prgcisely this component of anxiety arousal. Thus
subjécts'were instructéd specifically (see Appendix I1I) to redirect
attentioﬁ in a task réleVant‘fashion and were taught various cognitive
strategies for this purpose.

Why ﬁhen was the skills training treatment more effective in this
conteit?“One hypothesis is that the emphasis upon specific verbal and

nonverbal behaviours provided subjects with a very tangible attentional
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focus. The cognitive procedures for attentional redirection; although
thedreticélly.appfopriate, were simply not characterized by ‘the same
tangeability' as‘the concrete behavioural procedures.

RegardleSé of this_fact;'the cognitive treatment did appear to
be ﬁore.effective in impréVing self-réport for‘highvanxiety-subjects. _A
.nUmbér of_pbssibiliﬁieskmay account for this. _Fifstly, imﬁroved be-
havioural performance, for reasons already described, does not neces-
sarlly guarantee a change in subjectivg experience. The fact fhat no
' significaﬁt treaﬁment x anxiety interaction emerged on tﬁé self—feport’
of énkiety dufing role playing stiuations seems to support this qupo—
sition. Subjécts may pérfbrm quite competently by objective standards
anq still perceive themselves as ineffective.

}Secondly, the potential reactivity of the self-report measures for
subjects in the cognitive:treatment must be considered. IF is possible
‘that the cognitive treatment which focuéed infensively upon the role of
self—criticai cognitions in the inhibition of assertive.behaviour,may
have intenéified'demand chafécteristics'to respond positively on self-
report instruments dealing witﬁ this very issﬁe.

This hypothesis, howéver; appears less convincing iﬁ light of the
fact that for low énxiety éubjects, no differences were found on self-
report measures betweeﬁ skills and cOgﬁitive groups.

Another important.iésue warfantiﬁg'cqnsideration is that of main—v
tenance of therapeutié gains. As Heimberg,'Montgomery,‘Madsen, and
Heimberg (19775’ha§e pointed out, assertioh training studies have a
poof tréck reéord'insofér_as the implementation of follow-up asséssments

is concerned.
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‘The pfesent hypotheses regarding the relationship between en#iety
level and treatment modality efficacy are ell inferred on the basis of °
a postassessmeﬁt conducted at one time point, scheduled very soon after
‘the tefmieation of treatment. |

.-if we eonceive offphenomenal and behavioural fealms es inter- .
dependent and.exefting reciprocal influence through the dimensiOn'ef time,
any eonciusions drawn on fhe besis of one time point are premature, aﬁd
at.best, incomplete. The‘possibility that high anxiety subjects re-
ceiving skills_training will iﬁ time modify their cognitions in resbonse
to perceptions.of changed behaviour and modifications in social reections
to that'change, and that these same«subjects receiving cognitiVe behavioural
modification will in time ﬁqdify their Behaviours in.aecordance with
their new self concepte cenno: be ruled out, and indeed, warrants serious
consideration.

A study.designed to specifically assess the pattern of inter-
rela;ionships.between cognitive and behavioural changes over
time analysis would be valuable in this respect.

Caution in overinterprefation of the current'study is Wafranted for
a’ﬁumber of additional reasons. The limited.sample sizeinecessitated
the assignmept of subjects to ﬁigh and low‘cétegories'on the Eesis of a
median split, rather ;hen'extremes of the distribution. This qualifies
the extent to which subjects can be considered truly "high" and "low"
anxiety clients. - Iﬁ addition, limited sample size resulted in attenua-
tion of statistical‘power. On one hand it can be argued that'this'limi—'
tation increaeed the probability of beta type error and that the current

pattern of results would have been more convincingly demonstrated with an
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increased sample size. The possibility, however, that.results incom-
patible with the curfent'conclusions Were obscured by this facﬁor cannot
be ruled Qﬁt. |

Because of the absence of control groups, it cannot be conclusively
inferred that therapeutic gain}in_the current study resulted.from treét—
mént interventions. The thérapeutié efficacy of both skills training
and cognitive procedureé have,'however,‘been demonstrated repéatedly, and
the general question of therapeutic gaih is not directly germaine to
the specific interactional questions'addressed‘in the‘current investigationi 3

Comparison of subjeét scores on the Assertion Inventory with nor-
mative data collected on general and’clini;al populations_indicates
that on a self-repoft baéis, prior to treatment subjeéts in the current
investigation clearly feli towards the unassertive end of the continuum.
The proportional reduction in "unassertive" individuals resulting from
treatment was approximately equivalent to that féund in Gambrill and'
Richey'slclinical samﬁle, while the proportional incfease in "assertive"
individuals was highgr (Gambrill and.Richey, 1975).

In summary, the results of the present s;udy suggest that client
anxiety levei has important iﬁplications for the tfeatment of the unas-
sertive individual. Although high angiety élignts do benefit from
basic skills training prdcedures, it is advisable to supplement such
techniques with interventions aimed specificélly at modifying cognitive
evaluative styles, in order to ensure therapeutic gain.at the‘phenomenal
level.‘

It has been sﬁggested by Wolpe (1969), that desensitization proce-

dures .should be employed prior to assertion training, when clients are
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_ characteri?ed by an inordinate amount df social anxiety. Thié suggestion
reflects an underlying assumption thét in the context of assertion
training,'anxiety is in some sense a "cognitive excesé", which should
be '"done away with'" in order to facilitate acqﬁisition of assertive
behaviour. .Thevcurrént findings suggést that it may proveVyaluable to’
reconceptualizelan#iety.as a subjective experience reflecting a maladap-
'tive cognitive style. |
Therapeutic interventions should»thus'be'geared:not only‘towards
'"decreasinévthe quantity" of anxiety, but perhaps more importantly,
tbwards helping the client to reinterpret his experience of social
reality. An integrated therapéutic approach?,which trains unassertive‘
giients to employ behavioural strategies as coping skills in context of
'a{ stress innoculation,format (Meichenbaum, 1971)‘would éapitalizé'upon
the utility of behavipural.fasks for attentional redirection, and sub-

sequent redirection of anxiety.
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APPENDIX 1
*
SHILLS GROUPS
SESSION T.

You will need: sentences. for the EXERCISE on assertion/nonassertion/agpression.

1. Introduction of co-leaders. iantvoduction of proup newbers.

2. Grief discussion of poals of group. - (Two or threce scntences stating that
the goal of this group is to learn and practice assertion skills.)

3. »ricf(ﬂi"ruwsion of confidentiality. (“c cenerally find that evervone would

' prefer to keep anything discussed in our scessions confidential,  That
vay we all can feel free to discuss anything. Tu this acceptable to
everyone?') ‘

4. giention of taping of sessions. (This should sound routine and natter-of-fact.)
("We will be taping the sessions. Ve do this se we don't have to take
notes.  Also, our supervisor may listen to some tapes. This is a routine
procedure.) If anyone asks, tapes .are erased after you listen to them,

5. Discussion of deposit, reason for, etc,

(As we mentioned to you earlier, we are asking everyoue to give a
deposit plcd ing that they will attend all 6 group sessions. I
have found in the past that if someone drops out in the niddle of
the group, it disrupts the group for others. What is your reaction
to this.? ......... Of course this deposit is returned after the
last session. ) - ' ’

6. Rationale for skills training. (See rationale sheet).

7.  EXERCLSE DEVIHING T i\No.
' a. bBepin with reason for cxercise. (...so we all recognize what responses
arc asscertive, which are unassertive, and which are aggre essive.)

L. define assertive, unassertive, and aggressive.

c. LEXERCISL  read sentences in book and have group members discuss whether

‘the statement is assertive, unassertive, or aggressive,

Have -then state what about the statement makes it what it is.
(¢g. toue of voice, content, is-putting somcoune down, is apologetic. eLC)

We have found that unassertive people often view assertive statements
as aggressive. You must use your autnority to point out incorrect
answers to the group and to discuss why statements are assertive, not
agpressive ' :

b‘ GO ROLAD  the proup. llave each member tell what brings him to the group, his
coals. ' . " : v '
a. lHave them identify the situations with which they have problenms.
(who,when, wvhere, what is going on.)
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b, lave then talk abeut what they do in thesce situations now. Have
tiem specify what they want to do in these situations,
(If they can . Some unasscrtive people just don't know what to do, so the
answer in global, vague terms.) ‘ '

c. You should be making notes about the situations they want to work on.

d.  Tiis is the time to foster proup solidarity and discussion.. Your’
poal is to get group members to talk aund to feel comfortable with
each other, S _ ' : o

Wihen somcone brings up a problem, pget the group to respond to him .
Such statements as "Does anyone else have a similar ditficuley.?"

and "Who else wants to work on assertion with professors?”

are useful, :

The biggzest mistake a young therapist can make here is to talk too
nuch.,  If you talk, the group won't. Your job is to get them to
talk. ben't be made anxious by some pauses, learn to accept pauses
auictly . '
Point out commonalities and differences in their problemns.
Be alert to wvonverbal cues (eg. shifting in chalrs, facial experssions)
that indicate that somcone wants to chime in. Encourage this,

If gome. don't talk, call ou them by name or look at them and get them
involved in the discussion.

e. Reward self-disclosure or cven attempts at same. Say such things as
Meood", you've identified on situation to work on. - That's the first
step'. ' ’

f. This is very threatening to some people. Be supportive, acknowledge that it
is difficult (if anyone mentions it), but push a little for self-disclosure.
If they don't talk now, they may remain quiet the whole group.

If you have. tiwe, again go over rationale.

FLiiAL GO=ROUND, )

We ond all our groups by going around and having cveryone tell the eroup what
e is thinking and feeling. One co=leader should bepin this and the other
cend it.  The first leader should wodel giving positive and nepative comments
about - the group (keep it basically positive however). “Phe last leade

~hould terminate the session and remind of time for next session. '

lomework:  for this session,. keep track of assertion situations cncountered

between now and next session. HMention how important it is to have situations
~to discuss next tine.

*
author: L.E. Alden
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CSESSTON 1L,

deed: At least six stock s¢tu1tlons (situatiouns calling for assertiveness) that'™
can ue anprnprqu ly handled by cmpathic assertion,-

1. Repcat rutiohalc bricfly.

2. Present Lupathic assertion,

e define tern. :

b. role-play two stocl situations usin: enpathic assertion,

c. lave group split into pairs (be sure no one is Jeft out) and practice
Susing empathic assertion in the problem situation you just modeled.
Co=leaders sliould rotate around. dyads and pive feadback on use of the

technigque.  Give another stoclh situation. o
d. " come bacl ibte asroup ‘and discuss how tiis falt, problens  cte.

3. P'resent Repeated. assertion.

a. define term

L. role-play two stock situations using repeated assertioun.

C. lAVE pgroup split into pairs and practice us sing repeated assertion in
the last situationm you niodeled. ‘
ifave pairs practice another stock situation. ‘

d.  Come back into group and discuss how this felt and problems etc.

"4, GO-Round f01 QLLUGLLOHQ Lhit have occurred for clients during the week.
a. Uhen client comes up with situation that has” been problcmmatlc,
have him and another cllonL role-play the situation, using
(if pOoblblL) empathic or repeated .assertion.  Go over situation.

b. llave group pive feedback on role-playing and make suegestions.
c. [lPractice until client feels satisficd '
d. Go to every ygroup member. '

5. lLomework: Practice using cnpathic and repeated assertion this week if possible.

6. Final go-round to discuss feclings about the group.

'STSSTOJ ILT.
deed: 0 stock situations appropriate for basic assertion and non-verbal fecedbacl.

1. Present the non-verbal cues that convey unassertiveness, 1\Pr057 how .important
- these nonverbals arc,
(Research has shown that - over 507 of the messap ae rcceived by a listencr
¢onies from the nonverbal aspects of your bLthLOt )

2. _Honverbals to be covered. .
a.  cye contact-~ look listener dire ctly in the eye . (ot a frozen clare,
look avay occasionally, just not too much.)
0. voice volume- Leep voice loud and firm,
c. " body expression- don't fidget,
d.  facial expression- keep pleasant, relaxed look on lacc. (If possible
o bring In mirror, so clients can sce face.)
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¢. voice tone- pleasaut, matter-of-fact. (Matter-of=fact aspect is
quite important, 'If client is anxious, he will make the other
person anxious. Iractice smooth, non-anxzious style.)

3. Co-lcaders act out unassertive and assertive styles.
4. Have group divide into dyads. Give them a stock situation to use. Have -them

crole=play. - Then have other menber of dyad or co-leader give fead-back on
non-verbals, ' ‘ ‘ '

5. Do another situation.

6. Lf an hour is not up, present Dasic assertion |
UL the first hour is up, go on to Homework and present basié asscertion

in session 4.
Vollow-same steps as for session 2 in presenting technique.
7. Homework discussion- go arouud and find out what assertion situations arose

for clients during the week. Discover how they handled then. lole~-play
problemmatic situations. '

)

. liomework: assipgn clients to pay attention to their nounverbals this week.

Y. Final yo-round.

SLSSLON IV, _ ~
©(1f you didntr, finish basic asscrtion last week, do it this wéek and T lang. next).
Need: situations appropriate for "I languape'. :

1. Define T language. (See encloscd sheet ).

2. HModel 2 situations using I language.

3. DBreak into dyads and role-play 2 situations.

4. Come back into group and discuss how it went.
(recassure that itigcts easier with practice).

5. ldlomework discussion- discuss asscrtion situations that arose for clients” during
the weeli. " Role-play problemmatic situations.

6. Homeworlk assipnment: assipn practicine T languape durine the weck.

7. Final go-round.
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Session- V. : »
Need Stock situations for escalating assertion.

(o)

Define escalating assertion.
Model escalating assertion.

- Break into dyads and role-play situations.

Discuss how this went. _ :

Homework discussion. - How did homework go? What assertion situations
arose during the weekV

Final go round

"Session VI.

Need: Situations for HELP ME technique.

-1
2.

3.
4.
5

"o

8.

Define HELP ME technique.
Moded HELP ME technique
Break into dyads and role-play situations.
Discuss how this went. ‘
Brief review of the techniques presented in the group.

Homework discussion. How did the week go?-
What things have you learned in this group? What situations are you
still concerned with? Discuss and role-play. What behaviors will

you' keep working on?

Final go—round

Remind about post assessment,
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SKILLS K/\'I_‘IOZ'.‘/.\I.I,

The goal of thesce. groups are for cach of ws to learn how to bebave din a
more asscrtive naaner. Ve are using the term "asscrtion' to mean "expressing
onc's feelinygs and opinions in a direct and appropriate fashion" '
Assertion can be contrasted with unassertiveness, or "inhibiting one's opinions, or.
cxpressing them in a vague, apolopaetic wanner", Assertion can also be contrasted
with agpressiveness, or "expressing onescélf in nn angry, sarcastic manner without

regard for the opiunions and feelings of others.'

ALl of us want to cxpress ourbelvcs'dircctlv. llowever, when we are
involved in a situation calling For .dircct ewpression, we become teuse, anxious;
ve feel uncomfortable. This discomfort results from not lmowing exactly what to
say or what to do. Ve desperately search for the appropriate words and behaviors.
DOES THLS SOUND FVANLLIAR?  (Get fecdback .from group.)

Ve believe that assertiveness is a léarned skill.,  You learn how to behave
in an asscortive maner.  ilo one is born assertive or unasscertive. Learning how
to be assertive is like learning how to read. First, you learn the words, then
you practice.using them until you are comfortable using then.

In our group, we will first lecarn what assertive behavior is. We will examine
techniques for handling situations assertively. Then, we will practice using
these techniques in situations where we want to express ourselves.

Clinicians have drawn up a list of tochniqné" for handling situations
directly. We will be pre enting and practicing these teciniques,

ANY DISCUSSION ABOUT TULS? ((get‘group feedback))

When you first use these assertion LLLLnanLs vou may feecl unconfortable or
tense.. This discomfort - comes from the UnfdmlllerLV of the new behaviors.
They don't "feel right". As we practice these techniques in our group and as
you use the techniques outside the group, they will prow increasingly familiar
and you will feel mwore comfortable u;luy them, '

This brings us to the importance of trying out these skills in between
our. sessions here. You have to practice these skills r antedly so they bccome
autonomatic and you feel comfortable with them., 1L you don't try out these
techniques between sessions, you will soon forget them. We will be asking
you to try out these techniques and to report back to us on how things went
outside the group. This is e essential.

ot DO YOU VELEL ABOUT THIS?  ((Get reactions))
You probnbly should vrite down what occurs during the weel and-br ring,

your notes into sessions to discuss. llere are some little noteboolis for vou
to usc to record assertion situations vou ecncounter during the veck.

- lie have found that people have difficulty remembering exactly wiat heppened in

‘these situations if they don't write it down soon after it occurs,

HOW DO YOU FEUL. ABOUT RLCORDING IOTES }')]’;']l\‘”:‘..i:?l TROLP SERG TORS?



. 87
APPENDIX ITI: ASSERTICH TECHRIQUES ‘

1. BMPATEETIC A5
Erpathetic assertion conveys some sensitivity to the other
rersen as well as one's feelings or needs. Empathetic. asser-
tion involves making a statenent that conveys recopnition of
the other person's situation or feelings and is followed Ly -
another statewent which stands up for the speaker's rights.

For example: Vhen two people are talking while a nmeeting is
‘ going on: ’ o

“You 1ray not . realize it, but your talking is starting
to make it difficult for me to hear. Would you keep
it down."

Vhen having some deliveries made:

"I realize it's hard to say exactly when the truck
will come, but 1'd like some estimate of the time."

2.  DBRCKLE RECCRD (Repeated Assertlon)

Proéoken record involves repeating the sawe message in a calm
fashion. This technique is useful when soméone won't take
no for an answver and keeps pressuring you,

For example: When someone pressures you to have a second helping:

"¥o thank you, T don't want another helping.!
(Ch, coie on., It!s good.)
"Yes, it's quite good, but I don't want another serving.'
"Mon't you like it?) : -
"Yes, T really lile it, but I don't want aunother serving,'

LTTHG AGSERTICH

Escalating assertion is eiployed when comecone becores progressively
wore demanding and hostile when Lmn1ng dgemands on you. lecalating

assertion involves starting with & basic assertive response. When

the other person fails to respond, vou should yr“duallv uccowc

wore fixm (thOU‘n not aspressive) in vour res pons

Yor e.anl : Vhen two woien are in a bar and a wan repeatedly’
pcster Lhem

"That's nice of you to of;er a drink, but we cane
here to talk." : '
(Ch, cowe on, have a drink.)
"I'o thank you.. Ve want to talk to each other."
(liey cone on.) ' ‘ _
“This is the third and last time I am'going to tell
you that we don't vant your company. Ilease leave."

con'teeess
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CONTENT-PRCCESS SUIFT

seeeis an eifectlvc way of dealing with situatiocons wherein
somebody directs an insulting remark at- you, or becowmes ex-

cessively angry without apparent reason. - Respond by conment-

ing on what the person is doing rather than defending yourself,

-For‘examplc: "Well it looks as if you made a mess of things

again.,"
ANSWER:

"You really seem irritable today. Is something
bothering you?" B

I - LANGUAGE

-consists of stating the effect that a pcrson'q behavior has upon .

-you (and how it makes you feel) instead of "you-language' which

blames other people and makes them feel defensive.
For example: Somebody interrupts you and you say:

* "When you do that it makes me feel as if I'm not being
heard, and that's frustrating.'

For example: Somebody insults you and you say:

"ihen you insult me like that it makes me thlnk that
you disrespect me, and that hurts,"
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APPENDIX III

MANUAL FOR SELF-INSTRUCTIONAL TRATNING

Session I.

1) Co-leaders introduce themselves
2) have clients introduce themselves
3) structure session: eg.

"Today we're going to start off by discussing some procedural
details. Then we'll talk a little bit about what assertive behaviour
is and what our goals for the group are. Then we'll go around and’
give everybody a chance to talk about what problems bring you here,
what concerns you have, and what you're interested in working on"

4) Discuss confidentiality
5) Mention taping
6) Discussion of Deposit _

'7) Define Assertion, Non-asscrtion, and. Apgression. Use examples if
necessary.  Pause to see if group is with you. VYinish 'off with
some statement liker : :

"In this group we're going to examine why it is difficult to
be assertive all the time, what prevents us from expressing
our fcelings honestly and directly when we want to? Why is
it that we have difficulty standing up for our rights?... and
‘we'll learn various ways of handling thesce problems....ways
of becoming more honest and comfortablc with other peoplc

and with outselves"

'8) Do ab%OfthH exercise:

"Since we're g01ng to be uSLng the terms assertion, agréssion
and nonassertion a lot, itjs important that’ wo all share a
common understanding of what it is exactly we're talking
about .......... "

Use this exercise to

a) cvolve common framework _

b) modify any shared irrational beliefs which appear to be

~ shared by group members. :

¢) diagnose in your own minds any specific problems that group
members have.

11nL<h by turning it over to group. '"Is there anything unclear, ete?'.
9) Go around group to discuss specific prcscnting problems.
Objectives: '

a) obtain information

b) encouraging discussion and group solldarlty

c) eliciting statements about expectations, beliefs, negative
self-statements, ruminations, self-concepts, etc.

Encourage specificity, i.e., deal with specific situations. Use state-
“ments such as, "how does . it make you feel when that happens'; "what

do you think he/she thinks of you"; "how anxious do you feel": "what -
makes you feel most anxious": "what makes you feel better"; "why do

you fecel angryﬁ. Avoid drawing conclusions and lecturing at this
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roint. Encouragce rou) discussion. ‘e ccnsi!ivo to non-verbals. Use
] 24

questions such as, "who haq the same problcms”; 'who has Lhc same [Lcllng
in situations like this'; "who has the same sort of worries"

-~ Encourage and reward self disclosure. ,

Establish an atmosphere immediately where this type of behav1or 1s.accoptable.

- If a group member is not talkative or has deflcuLty, be supportive and
acknowledge that it mlght be difficult at first,. ,

- Use clinical judgment, This may be. a time to get into the-feelings that
make it difficult to talk ‘or make him/her self-conscious. o

- Shape the discussion. Plant the sceds for the ‘sclf-instruction rationale.
Underscore key phrases, e.g., "so you feel incompetent. . You Feel they're

lauphing at you" : ‘

10) Begin to convey cognitive rationale (following Michenbaum's procedure) I.

11)  Assignment _
a) RCCOld assertion 51LunL10ns + self statements "Listen with 3rd
‘ ear" to self-statements. WUrite down what makes it easiecr and
wvhat makes it more difficult to become aware of self-statements.
b) Hand out monitoring sheets

* ¢) Emphasize importance of doing work between sessions. Get feedback
from group. (it's important to resolve this issue as 'soon as
possible)-.

"12) Go-around.  Where is everybody at. Therapists model.

Scssion I,

1) Uelcome group
2) Is there any unfinished bUSLanq from last timec.
3) Convey: Expectation beliefs ---- feelings ---- behaviour self -statements.

Rationale. II (from Goldfield).
4)  Discussion of last week's exercixe.

{Deal here with the process of self- monJLoang rather than the specxflcs)
e.g. "lMow did things go over the week. What was it llke for you
listening to self-statements with a third car?"

a) Discuss what sorts of things seemed to facilitate monitoring.
h) . .
¢y It may be appropriate here to use "learning to drive car" analogy
to convey notion of.automaticity of self-statements. TIT
&) Convey the notion of using physiological signs, and feelings as cucs
to cxamine nepgative self-statements: (This is conveyed as a lv(ln\)quc
Lo use, but it is also the beginning of the copnitive relabell ing
process where cues with negative connotations are relabelled as
facilitative. . . .
5) Co around group. Discuss specifics of homework:

a) encourage specificity.

b) use cither covert 1magery or role playing to elicit negative

self-statements.

c) ~rcward clients for verbalizing negative self- athLnLQ
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7)

8)
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2)

3)

)

5)

6)

7
- 8)
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Ask group to reiterate some of the neg. s-s which arosce, or which

they're awarc of in their own cxpericence. (Write these down).

Homework:

a) continue monitoring faithfully.

b) Dbecome aware of breathing and other phy51olog1cal s1gn3 in
problematic situations.

¢) Label anxiety level from 1-10 at beginning of incidents and
record at intervals. When does anxiety increase? decrease?

Final go around

‘Session TIT.

unfinished business.

Go-avound discuss week's experiences with specilic reference to

a) success of monitoring efforts
b) awarcness. of physiological signs
c) labelling of anxiety level

Flicit statements about changes in experience as a result of self-
monitoring and Chﬂn"CS in recorded anxiety level.
d) . hand out negative s-s from last weck.

Decision point. If group is still having trouble becoming aware of

‘negative s-s, spend more time on this process. If not - procecd.

Begin introduction of coping- strategies. (see TV).

Hopcfu]]y clicnts will have mentioned that recovded anxiety level
sometimes dropped after they began examining s-s. (qu(ho]ogjcnl Heisenberg .
uncertainty principle). Use this to.illustrate that the ey're not helpless
victims of circumstances and that the very act of 100k1ng_aL their own
mental processes begins to modify them. If clients repor' an e]evation
in anxiety level, employ a utilization technique, i.e., "good, you've
noticed that the way in which you employ your attentional capacities

can really change your experiences. Now we're g01ng to find out

which ways are most profitable for you'.

Go-around. Do homework. Use role playing and covert imagery techniques.

a) for each individual, after neg. s-s have been elicited, begin

A eliciting 1ncompat1b]e self-statements from individual and
from group. Modify any statements which you think are in-
appropriate. Supplement statements offered with coping and
task-relevant statements.

b) Have proup members "try on' coping skills overtly in role
playving situdtions. Then (ade te covert usapge.  Use-covert
coping imagery. :

Finish off with discussion. Have group members ycncrlLo coping state-
ments (both ones which have been used in group and additions. (These
are to be written down and presented to group under appropriate modific-
ations next week). If group members can't generate necessary coping

s$-s, give them coping and taksYrelevant s-s-.
Discuss reinforcing self-statements
Homework:

a) continue monitoring

b) label anxiety

¢) use coping skills

d) note and record which statements are mostveffeétiVe in which situations.
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Session LV

1)
2)

.3)
4)

5)

6)

7

8)

wn
o)

Unfinished business

Hand out list of self-statements. Reiterate coping and task-relevant .

statements., - :
Dcscrjbo externally oriented statements (>LC V).

Co around. Do homework. Seec if there are any problems.
* be prepared for people to report lack of success. This is cue
to explain to clients that they should not be. dlscouraged Rather

they should set an objective of developing a greater awareness of
slight changes in experience instead of expecting ovetrnight success,
To the extent that they are able to sce small changes in their
experience, the experiment is a success.

Continue using covert imapery and roloe p]nyinu to cliclt negatlve d-u.
Have clients ”try o' coping, task relevant, and externally oricnted
s—-s when appropri iate. ' ' :
NOTE: "Some people may report an inability to chan”e negaltive s-s.
"~ "I'm avare of the negative things I say, but they're all true'.
For thesc people assign as homewvork the task of exaggerating
cpative s- They are not to use positive. s-s ovor:LhL weel.
dehC?, exaggcrate, observe and record results. Encourage an
experimental attitude.
Homeworl: ' o
a) continue monitoring, ) ,
b)) practice using coping, task ‘relevant, and externally
: oriented s-s. - '
¢) monitor which s=-s are most effective, when?
d) Important to write down any 1dlobymernt1c + s-s. whlch are
' particularly effective.
e) . encourage experimental attitude.
Final Go-around.

2ssion V.

unfinished business
deal with any problems which emerged in homework.
Review techniques which have been used

- Describe challenging positive s-s.  (It's quite probable that these

have already emerged spontancously).
Go-around. Deal with situations Lhat arose thru the week.
Use the varxous techniques.
If there's time have clients split into pairs, role play Ltylng
various sclf- statements covertly.
Homework:
a) continue monitoring
b) continue cmploying techniques
Final go-around.
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' 1 )"

2)
3)

Unfinished business

moreé cognitive roerucLULJng

have clicnts discuss their experiences and thre they
thcmsclvcs going in fuLurc.

s¢e

93
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‘L. Initial Cognitive Rationale.

(Note: Tt s important to pause and break this up by going to group
for fecedback. Don't lecture. This is only an example. Modify,
abbreviate and tailor it for the group).

"As 1 listen to you talk about your problems, 1'm aware of some
~differences, but T also hear a lot of common themes.

1). - It secems common to experience situations where you know
what you'd like to say or do, but you find it difficult,
because you feel anxious, tense or angry. (Discuss with
~group if appropriate). '
2). A lot of us have had the experience of somebody snyinr or
doing something which bothers us, or calls for a response,
_but we find that we get so tense, anxious -, oY angry, that
"we just blank out. Oftentimes we know exactly what we
$hould'havc said afterwards and kick oursclves because then
it's too late (pause for recognltlon of- experlcnce)

This is the first thing we d llkc to focus on. Unassertive behaviour
doesn't arise in a vacuum. e find it difficult to be assertive because
we feel tense, or uncomfortable, or anxious. Our feelings affect the
way we behave. ' ' ’

The other common thread I become aware of is that a lot of usg
speak about the thoughts that go on in our heads in these situations.
(Use examples from group, e.g., "Benjamin, you're telling yourself
that people will think you're foolish”.' "Ethel, you're saying, I'm
so nervous it must show'". "Clyde, you're saying, what if he thinks I'm
some kind of a fool". [ NoLc. by phras an cognitions in terms of
"vou're telling yourself”, 'vou're saying', you're anticipating the
sclf-instruction, self-verbalization rationale]). These thoughts which
go on ‘inside our heads, (what you might call negative seclf-statements),
scem. to accompany feelings of anxiety and discomfort, and this makes
it difficult for us to be ourselves and behave assertively. (Go to
group if appropriate).

Now sometimes we're more aware of how we're feeling, and what's
going on inside our heads, than we are at other times. (Possibly refer
back to examples from group).

Our first goal in this group is to develop our skills to become
avare of what we're feeling, and what sorts of things are ‘going on inside
our hcnds when we have problems being asscertive. To become aware of
when we're telling ourselves things ]JkL "1'11 never be able to do ",
"What if I look like a fool", ecte.
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Expectations

belicfs - feelings - behaviour -

Last time we ended by talking a little bit about the way -in which
the things we tell ourselves, our negative self-statements, inhibit
assertive behaViour. "We find that our beliefs and expectation affect
the way we behave. Let me give you an example. Two pecople are going
to the same party. Now neither of them really knows what to expect-but, |
one person believes-that he's going to have a miserable time. He's not
-really looking forward to going, because he assumes that he probably
won't know anybody there, and that he'll probably feel uncomfortable
and kind of awkward, and end up spending most of the evening by himself..
The second .person is optimistic. He tells himself that he may run into
some old friends, but that even if he docsn;t he'll have the opportunity
to mect some interesting people and possibly make some new friends. Now
lat's examine what happens when these 2 attend the party.. Our friend
with the negnﬁivc expectations arrives and finds that he's right. e
doesn't know many people there. lle expects to feel awkward and uncomfort-
able - assumes that people may not like him, and so he ends up being
tense and withdrawn and his behaviour makes people avoid him. The second
person on the other hand, because he has positive expectations is more
friendly and open. He ends up meeting people and enjoying himself.

So we have two people going to the same party and both have shaped
what experiences .they have there in different ways by the expectations
and beliefs they have. '

1t's important for this reason to become aware of the beliefs, expect-
-ations, and self-statements which affect our feelings and guide our behavior.

ITL. Automatic Nature of Self-statements
Tt may be difficult at first to always be aware of our negative self-

- statements. This is because our expectations and the things we tell
ourselves about situations are built up over a long period of time. Thus -
it gets Lo the point where they. become automatic. How many of you have

had the experience of learning how to drive a standard transmission

(or skiing, or whatever) - (pause for recognition of experience).

Remember what it was like at first? You were aware of every movement you made,
You had to keep track of the clutch, the brakes, the steering wheel, the
accelerator, and the cars in front of yodu and behind you all at the same
time. Remember how complicated it seemed? How much of that complicated
process arc you aware of now?.......elC........ .. If you wanted to becohe.
aware of all these things now, you'd have to make a conscious effort. I[t's
precisely the same way with our negative self-statements.

Introduction to Coping Strategies

0.K. We've all reached the point now where we're developing some
skill at becoming aware of our feelings, mental processes, and self-
statements, and intecrestingly enough, some of you noted (draw on examples
from group if possible) that the simple act of becoming aware of what you're
telling yourself and what's interferring with assertive behaviour, makes it
a little easier to act assertively. This, you see, is really the first step.
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Tt's one of stepping back and gaining some .perspective on what's going on.

Normally we're so busy ruminating about all of the horrible, catastrophic
things that might happen, that we're not aware of a lot of the things
which are going on around us. We're not avarc that the person we're
talking to may be just as nervous as we are, or that maybe he/she

is just as busy worrying about whether we like him, as we are about him.
By beginning to take. a step back and look at.your ncgative s-s objectivély,
you break the automatic process, and gain some freedom from this strain.

When you feel. anxious or uncomfortable, instead of panicing and
bcing-overwhclmcd, start looking at these feelings as a cue, a cue that
you're telling yourself certain things. Say to yourself something like -
0.K., T'm feeling uncomfortable and anxious. What should T do? Alright.
There's no reason to panic. T can handle this. I'm prepared. This is
exactly the sort of thing we spoke about in the group. This feeling is
A cue = nocue Lo use my coplog skilla.  Labol my anxlety and watch
it change. O0.K. Now step back and .take a deep breath. There, 1 feel
better already. It's working.

Eternaliy oriented S-S

We've spent some time now developing our skills to become aware of
the things going on inside of us, the internal dialogues which make it
difficult to behave assertively. We've all practiced using various
techniques to handle these situations. Something which has come up repeat-
edly (hopefully it has if you've taken care to elicit it and underscore
~it) ds that when we're preoccupied with what's going on inside our heads,
it's impossible to really see, hear, understand, and be receptive to
what's going on outside. We've all had the expericnce of-'being so nervous.
or apprehensive that we don't really hear or uanderstand what the other
person is saying. Or have any of you ever had the exXperience of travelling
in a foreign country, or trying to learn another language. When you're
really straining to understand, it's extremely difficult, but when you sit
back and relax, you can make out the words. One of the things we're going
to focus on today is ....... : '



Ly

2y

3)

4)

6) .

7)

Adaptive Self-Staicments
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Coping statements

0K C['m fteinﬁ_unCom[ortable and anxious. What should T do?’ Allright,

there's no veason to panick. I can handle this. I'm prepared.  Thig
is cxactly the sort of thing we spoke about in the group. This feeling
is a cue - a cue to use my loping skills. Label my anxiety and watch
it change. "OK now stop back and take a deep breath. There 1 feel

‘better already. 1It's working.

Task reclevant

Now whut_is it I have to do? What does the situation call for?
No reason to get anxious. No need to worry. What do I really want to
say in this situation? What am I really feeling? That's better.

Now ©['m in touch with what I want. No reason to feel small or over-
whelmed. :

Ixternally. oriented

There. Wait a minute. Slow down. I'm getting so worked up - so
overwhelmed by my-own negative seclf talk that I'm not really paying
attention to him/her. Let's look at this rationally. /He's probably
feeling just as uncomfortable as I am./ le's probably insecure. /le
thinks I don't respect him. /He thinks I'm not listening/. What can
I do to make it easier for both of us?/. ‘etc. :

Chdllengin&

Now let's look at this rationally. I know I'm feeling uncomfortable.
or insecure right now, but I'm getting carricd away. /I'm not totally.
incompetent/. I'm.not that unattractivey/. Nobody's even looking at me./
It doesn't matter if I don't do this perfectly. Nobody will hold it
against me. . What would be so terrible if I ... .

Positive

I'm being too hard on myself. I may not be the most attractive/competent/
intelligent person in the world but I'm OK ... Remember the time -

Exaggerating Negative self statements

When you find yourself using negative self statements. and you find it
difficult to change them, try cxdggerating the negative sclf-statements.
Keep doing that until you can sce 1) the effect it has on you and

2) how unrecalistic they are. '

Reinforcing self-statements

When you've used a coping skill, it's important to reinforce yourself
for doing it. Lven if it hasn't been completely successful, it's’

~important to realize that you've developing the ability.to react

differently to these situations and that every small step is important.
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It's working. I can control how I fcel. Wait until I tell my group
about this., T am in control. 1T made more out of my fear than it's
worth. My dam ideas, that's the problem. When I control them I control
my fear. 1It's getting better each time I use the procedure.. 1 did it.
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1)  Conveying rationales

= familiarity with rationales
- importance of engaging in dialogues.
Be careful not to lecture

2) Conducting initial discussion in. first session with the aim of
eliciting statements whlch aHLlCLPaLC the self- 1nstruct10nal tralnlnb

rationale techniques:

a) underscoring
b) empathic reflection
c) rephrasing feelings in terms of sell- sLaLcments

3) Gcno d] LCLhnquC% for cliciting negative <L1f -statcments:

.ocovert dmagery

role playing

having client play role of others

general ration of moving from spec1f1c situation to feellngs to
negative self-statements

[= "N e NN o alitsid

4)  Familiarity with various incompatiable self-statements

=

coping

task-relevant

.+ externally oriented
challenging

positive

exaggeration technique
self-reinforcing

R MR N C

5) Techniques for implementing incompatible self-statements

a. moving from overL to CoveLt usagc
b. using COplﬂb imagery
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Clinical situations
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“Client says "1 don't talk to myself"

- anLCb ubLng negative self quteants.

Client reports an inability to modify negative self¥statements.

Clients fail to do homework.

Clieﬁts report failure experiences.

Client cries.

Client criticizgs therapist or challenges authqrity.

Client is vérybuntalkative. Feels nervous and uncomfdrtable in groups.
Gfoupﬁengages iﬁ.nervous laughter. |

C]JLnL speaks vcry quickly and LangenLdlly - seems to sidestep
real issue

Client asks if S-TI approach is like the "power of positive thinking".

Client says:  '"OK, so I'm aware of the negative things I say to
myself. So what?" '

Client says: '"I've always found LhdL spending a lot of time
Lntrospectlng makcs things worse.

When usin" technique .of having cllenL imagine what the other says,
client responds "I've always found that putting myself in oLhcr

‘poople s heads just gets me in trouble.

2'clients start arguing with one another.

Clients give specific skills feedback.
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Adaptive Self-Statements

Themfollowing statements are examples of the typesAcf things you can say to
yourself in order to combat the negative self-statements (the cognitive processes)
_ mhich inhibit assertive behaviour. These statements are only guidelines; It is
important to experiment and use statements phrased in your own language, statements
which are especially effective for you. It s also extremely important to use these
statements with feeling, rather than to Just parrot them or say them mechanically.
Although it may seem at first as 1£ it would take too long to use .this type of self-
statement when you ‘are actually in a problem situation, remember that it takes a
lot less time to say something internally or to think it than to read it or to say it
out loud._ Also, one of the most common mistakes that people make is to_believe
‘that they don't have time to think abcut the‘situation before they respond; to let

- themselves feel pre99ured There's always time to step back and gain some perspec-

tive on what 8 golng on. Practice these self-statement techniques at first in less
threatening situations, and work your way up to more problematic ones. Remember
‘that it's less important to be completely satisfied with the way you deal with pro-
blem situations first time around, that it is to become aware of the small changes
in experience that occur as a result of the teehniques you '11 be using. Don' t talk
‘yourself into believing that you're failing, by setting unreasonahle~objectives for
yourself. Thie is just another kind of negative self-statement{ Reward yourself
for making small steps. | | ‘

~ You can use the extra space provided to write down‘any épecial‘gdaptiye self-.

 statements ycufve.found,zwhich are particularly effective for you,

1) Coping'statementa

OK I'm feeling uncomfortable and anxious. What should I do? Allright, there's

. no reason to panic. I can handle this. I'm prepared. This is exactly the sort
of thing we spoke about in the group. This feeling is a cue - a cue to use my
coping skills. Label my anxiety and watch it change. OK now step back and.
take a deep breath. There I feel better already. It's working.

2) Task relevant

Now what is it I have do do? What does the situation call for? No reason to
get anxious. No need to worry. What do I really want to say in this situation?
What am I really feeling? That's better. Now I'm in touch with what I want.

No reason to feel small or overwhelmed. ’

3) ,Fbéusing on the other

There. Wait a minute. Slow down. I'm getting so worked up - so overwhelmed

by my own negative self talk that I'm not really paying attention to him/her.
Let's look at this rationally. /He's probably feeling just as uncomfortable as
I am. /He's probably insecure. /He thinks I don't respect him. /He thinks I'm
‘not listening/. What can I do to make it easier for both of us?/. etc.
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4)

5).

6

n

Adagtivc Self-Statemants (cont'd)

ChallenginhA

Now 1et s .look at this rationally. I know I'm feeling uncomfortable or
insecure rlght now, but I'm getting carried away /1'm not totally incom-

. petcnt/ I'm not that unattractive/. Nobody's even looking at me./ It
 doesn't matter if I don't do this perfectly. Nobody will hold it against

meﬁ{ What would be so terrible if I.......

Pogitive

I'm being too hard on myself. I may not be the most attractive/competent/
intelligent person in the world but I'm OK....Remember the time....(recall
past successes)

Exaggerating Negative self statements

When you flnd yourself using negative self statements and you find it diffi-
cult to change them, try exaggerating the negative self-statements. Keep

~ doing that .until you can see 1) the. effect it has on you and 2) how unrealis-

tic they are.

Reinfdrcing self-statements

‘When you've used a coping skill, it's important to reinforce yourself for

doing it. ‘Even if it hasn't been completely successful, it's important to
realize that you're developing the ability to react differently to these.
situations and that every small step is important. '

e.g.-hIt's’working. I can control how I feel. Wait until I tell my group
about this. I am in control. I made more out of my fear than it's
worth. My damn ideas, that's the problem. When I control them I:
control my fear. 1It's getting better each time I use the procedure.
1 did it. : : : : ’
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RATING MANUAL

. Basic Distinction Between Verbal Content and Nonverbal
Components of Communication

Verbal content refers to what the individual says. Thus, for example, if
someone asks an individual if he can borrow his car for the evening, the response:
"No, you can't, ‘I need it tonight', might be the verbal content of the communica-
tion. The way in which this is said, on the other hand, is the nonverbal portion
of the communication. These nonverbals may include such components -as eye contact,
body expression, voice volume, voice tone, facial expression and verbal fluency.
They strongly influence what the individual actually conveys to the listener and
the fashion in which’ his response 1is interpreted.

General Description of Scales

1. _Comgliance

This scale 1s assessed solely on the basis of the verbal content of the
subJect s communication. If he has not expressed his feelings or turned down .
what he considers to be an unreasonable request he is rated as a 1l on the scale.

If he does so only partially or indirectly, dr if he offers an excuse instead
of expressing his feelings, he is scored 2 on the scale.

If the subject directly and honestly expresses his feelings, he is scored 3.
The fashion in which he does this is irrelevant. Thus it is permlssable to
appear angry or nervous, and still be scored a 3. ' :

2. Eye Contact

Eye contact is an important component of nonverbal communication. = To
communicate assertively and effectively it is essential to be able to maintain
eye contact. Oftentimes, people who are feeling nervous, anxious or unsure of
themselves,_will look down or away when they are talking. This detracts from the
effectiveness of their communication, and makes them appear to 1ack confidence
in- what they  are saying.

To score 1 on the scale, the subject must be 1ook1ng down or away over half
the time.

If the subject makes eye contact, but looks away at times, score 2.
Score 3 if the subject makes direct, appropriate eye contact. It is per-

missable to look away briefly and occasionally. People normally shift their -
eyes around to some extent. ' ‘
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3. Body Expression

There are basically 3 things to look for here: :

(a) tenseness or rigidity, e.g., hands clasped tightly, arms of chair

" clutched, shoulders hunched forward, or held tightly erect in an
awkward fashion. :

(b) fidgeting or nervous gestures, e.g., legs swinging, jerky or excessive
hand movements, excessive head nodding, squirming or wriggling in
chair, twitching of fingers. . '

(c) face dlstortions, raising eyebrows, etc.

To score 1, subject must appear extremely tense or rigid, or counsistently
nake nervous movements which are quite noticeable.

To score 2, subjects is somewhat tense or rigid or makes periodic, small
nervous gestures. Mya look somewhat awkward. o

To score 3, subject must appear generally natural and relaxed, with few nervous
gestures. : ' '

To score 4, subject is very relaxed without any nervous or detracting-gestures.
(NOTE: It is not uncommon to find both rlgldlty and nervous movements in

the same subject).

4. Voice Volume

The important criterion here is audibility. There is a good range of vari-
ability in normal voice volume, thus it is important not to compare the subject
' to other subjects, but rather to an absolute criterion. s

If the voice is generally low and actually inaudible at times, score 1.

Score 2 if voice tended to soft, but audible.

Score 3 if voice is audible, appropriate and well modulated.

The next three scales (5,:6 and 7) are global ratings and should be evaluated by
combining verbal and nonverbal components to obtain a general impression.

5. Anxietx

» Score 1 if subject appears to be quite uncomfortable. Cues: a conspicuous
lack of verbal fluency, excessive squirming, shifting in chair, poor eye contact,
quavering of voice, nervous laughter, giggling, excessive fidgetting, hand wringing,
tenseness, nervous pauses, he51tat10n, twitching of face, eyebrows raising, facial -
distortions.
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Score 2 if subject displays some discomfort. Any of the cues mentioned
above may be present here in a less pronounced and exaggerated sense. - Thus,
sub]ch may be somewhat Ltnsc, fldthLy, disfluent, ctc.

Score 3 if subject is generally comfortable and relaxed.

Score 4 if subject is very relaxed and in control of the situation.

6. Irritability and'Brusqueness

‘ We are rcferrlng here to a general style which makes the suchct appear
somewhat arrogant brusque, sarcastic or irritable.

Score 1 if the subject demonstrated irritability or anger in voice, or makes
sarcastic comments, or tilts head backwards and talks down nose in an arrogant
fashion, or speaks in an abrupt, clipped fashion.

Score 2 if there is some indication of arrogance in voice tone, response
content, or ‘general manner.

Score 3 if subject has slight edge in voice tone.

Score 4 if subject is calm, matter of fact and pleasaht.

7. Assertion

This is the last scale to be rated and should combine all of the dlmen51ons
previously mentloned to form a general Aimpression.

A rating of 4 on this scale indicates that the subject was able to turn
down a request or express his feelings in a direct, honest and appropriate fashion.
He demonstrated respect for himself and his own feelings, but at the same time,
demonstrated respect for the other. It is important for this reason that the
response is reasonably calm and nonaggressive. Content and nonverbals should
indicate a minimal amount of anxiety, hesitation, anger, irritation or brusqueness.
It should appear to be an effective response. "

To score 3, content should be basically direct and assertive, but may be
flawed by somewhat anxious nonverbals, a lack of smoothness, some irritation,
etc. '

To score 2, subject makes an attempt at assertion, but falls short because
of his indirectness, hesitance, anxiety, aggression or apologetic fashion.

To score 1, subject must fail to express his feelings, or turn down an
unreasonable request. i



1. Cbmgliance

1
complete compliance:
does not turn down
request or express
feelings

2. Eye Contact.

1
conspicuously avoids

eyes of experimenter
over half the time

3. Body Expression

1

body extremely

' tense or rigid
or continuous.
fidgetting or
nervous gestures
with hands or
head. Quite
noticeable
movements.

4, Voice Volume

1
low and inaudible
at times

- 5. Anxiety

1

“ displays a
good deal of
discomfort in
content and/
‘or nonverbals

body somewhat
tense, rigid

or periodic
nervous gestures,
small movements

some discomfort
displayed in
content and non-
verbals

APPENDIX VI

Behavioural Ratings

2
only partially or. in-
directly turns down
request or expressed
feelings or justifies
with excuse

_ 2
makes eye contact, but
unassertive glances
away

2 - 3

relaxed

2
audible but soft

2 : 3

Qf-fact

appropriate,
natural and
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3
turns down request

" or expresses feelings

(Aggression is per-
missable '

3
appropriate, direct
eye contact

4
very relaxed, with-.
out any nervous
- or detracting ges-
" tures : '

3
voice appropriate,
audible and well

modulated

4

nonanxious, relaxed, very relaxed,
comfortable, matter

and in control
- of the situ-
ation
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Irritability anderusqueness

1 o2 3 4
irritable voice some edge on voice slight edge in calm, matter.
tone snotty . somewhat brusque voice tone of fact and
head movements slightly arrogant " pleasant

(talking down

nose, head
back, clipped

statements,

brusque

Assertion

1 2 3 4

non assertive attempts at asser- content asser—  smooth, firm

compliant or " tions but not tive, but flawed effective as-

does not - .smooth. Hesitant. by slightly an- sertion, ex-

express Vague or apologetic xious or aggres- presses feelings

feelings : or excessively 'sice nonverbals in a direct,
aggressive. Aggres- honest, approp-
sive or nervous " rate fashion

nonverbals
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APPENDIX VII

Group Satisfaction Questionnaire
Please answer the following questions by circling either 1, 2, 3, 4, or 5.

1. How skilled were your co-leaders as therapists?
1 2 3 - 4 . 5
not . very “average . extremely

2.  How warm do you feel your leaders were towards group members?
1 : 2 3 4 5

not very © . average : extremely

3.  How understanding were your leaders of group members' problems and

feelings?:
r - 2 3 4 5
not very , average . extremely

4. How satisfied were you with your group?
1 2 3 b 5

not very average extremely

5. How likely is is that you'll use’ the skllls/technlques that you
* learnt ‘in the group?
1 2 3 4 5
not very somewhat extremely



