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The objectives of this investigation were to develop,

implement, and determine the effects of rational behavior

therapy for residents in a retirement community. The question

addressed was, "Will rational behavior therapy, relative to a

discussion group and control group, exhibit significant

changes in level of rational thinking and depression?"

Drawing upon a cognitive theory of depression relevant to the

aged population and upon rational behavior therapy literature,

it was hypothesized that short-term rational behavior therapy

intervention would be significantly related to a modification

of belief systems and a decrease in depression.

The participants were residents of two retirement

communities. There were 25 subjects who completed the study

through posttest assessment. These subjects were randomly

assigned to three groups and assessed at pretest, posttest,

and follow-up. The experimental group did not experience the

hypothesized significant increase in level of rational

thinking and decrease in level of depression. Possible

explanations are given for lack of expected effects. Overall,

the discussion group had more significant increases in

rational thinking than the experimental and control groups.
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RATIONAL BEHAVIOR THERAPY IN A

RETIREMENT COMMUNITY

Loss commonly has been referred to as an observable

deprivation of an object that is of high value for individuals,

as well as the minute losses of everyday life that are observ-

able only for the individuals themselves. From a research

and clinical aspect, loss is defined as deprivation of a

major love object, such as a person, thing, or activity

(Stenback, 1980). Levin and Kahan (1967) proposed that the

continuous accumulation of losses in -aging may cause a

disturbance in the psychic equilibrium. This disturbance

establishes the basic condition for the development of

depression.,

The aged population must deal with internal as well as

external losses. Physical impairments, sense impairments,

memory loss--all contribute heavily to their ego-weakening

as they realize they are not as adept, or as fully-functioning

healthy beings as they once were. Many people have had to

move away from their homes into a sheltered environment and

must face the loss of their homes, furniture, personal

belongings, close frequent contact with families, community

involvement, and much more. They may be unsuccessful in

their adaptation to these losses, which may lead to feelings

of hopelessness and helplessness.
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Moreover, the aged are sometimes confronted with evidence

from society that they are considered to be of little value

and are no longer competent. As a result, they begin to pay

more attention to their diminished agility, losses of percep-

tual acuity, and lessened vigor (Roth, 1978). Poor self-esteem

and indoctrination with negative attitudes about oneself may

follow. Often, as was noted in a suicide pact of a depressed

elderly couple (Mehta, Matthew, & Mehta, 1978), one sees

oneself as being worse off than one actually is.

In dealing with the reality of these losses, limitations,

and dependencies which sometime accompany late life, studies

show, nevertheless, that the aged can, and often do, maintain

a positive orientation to their predicament and accept

responsibility for applying themselves to the process of

regaining as much normal functioning as possible (Newton,

1977). It appears that the process of self-negation can be

reversed by a struggle on a cognitive and behavioral level

against the irrational beliefs and maladaptive behaviors

(Oliver, 1977).

As older persons attempt to integrate the final stage

of their lives within this framework of declining function,

limited coping strategies, loss of interpersonal supports,

and stress or disease, often late life depression evolves

(Salzman & Shader, 1979). Stenback (1980) noted that

depression is more likely the result of a failure in replacing
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experienced loss, rather than the outcome of the loss itself.

Early symptoms of depression in the elderly are pessimism,

hopelessness, and apathy. On the basis of the above litera-

ture, there seems to have been a cognitive predisposition to

depression in old age.

Several studies support the observation that depression

is associated with negative, self-referential cognitive

content (Hammen, 1976; Laxer, 1964; Melges & Bowlby, 1969).

Beck (1967) refers to the content of depressive cognitions

as the "negative cognitive triad"--a negative, demeaning view

of oneself, the world, and. the future. Thoughts about being

unloved and abandoned are likely to be present. There is

often a consistent negative bias against oneself that hinders

the reality testing of ideas and exploration of problem-

solving alternatives. It is difficult at times to resolve

how much of this negative view is due to "cognitive distortion"

and how much is realistic (Stenback, 1980).

Treatable cases of depression in the aged are often

overlooked or misdiagnosed as organic brain syndrome. The

evaluation and diagnosis of depression in the elderly is a

complex and challenging task. Both the psychological and

physical components must be considered. One has to be careful

to disengage behaviors that can legitimately be ascribed to

the aging process from those associated with depression per se.
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There is a close relationship between physical illness

and depressive reactions in old age (Busse & Pfeiffer, 1973).

Physical illness is a frequent precipitant of depression in

this age group. On the other hand, depression may present

with a variety of physical symptoms. A number of studies

note that somatic complaints tend to be emphasized and may

be the predominant complaint in elderly depressed patients

(Busse & Pfeiffer, 1973). The distinction between justified

and unjustified physical complaints is not always easy to

make.

The use of somatic complaints to communicate affective

states represents an adaptive ego-coping mechanism (Salzman &

Shader, 1978). For this reason, a difference in the scores

of somatic items may be realized after treatment. It must

be reiterated, however, that somatic concern may be a conse-

quence of actual effects of physical disease.

The relationship between the use of inner resources and

external stresses is crucial to the individual's adjustment.

Some elderly develop internal coping resources which enable

them to lead meaningful lives in spite of the severe stress

of ill health. Others become overwhelmed by their physical

handicaps and become depressed or hypochondriacal (Lowenthal,

Berkman and Associates, 1967). Exploration of causes, thoughts,

and feelings will offer a certain amount of relief and perhaps

help develop a different framework from which the person can
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operate, such as diverting attention away from those problems

and toward more constructive goals and pleasant activities.

This exploration involves a cognitive component of

depression which refers to the content of thought and the

processes involved in thinking (Broadbent, 1971; Neisser,

1967). When these cognitions interfere with an individual's

emotional well-being and general functioning, they are con-

sidered maladaptive. Often the cognitions result in inaccurate

conclusions that are irrelevant and inappropriate to the

reality of the situation (Kovacs & Beck, 1978).

The cognitive approach views the following symptoms as

the most obvious in depression (American Psychiatric

Association, 1968): (a) self-castigation, (b) exaggeration

of external problems, and (c). hopelessness.

Guilt over real or imagined past failures, errors, or

indiscretions may be a predominant part of the thought

content (Salzman & Shader, 1979). Dysphoria, reduced desire

to provide for one's pleasure or welfare, passivity, and

ultimately "giving up" result (Beck, 1967). Beck (1967)

strongly argued that the depressive ideation frequently

precedes depression. Thought and affect are interwoven in

a reciprocal feedback system. Self-depreciating thoughts

predominate in the development of the depressive mood

(Stenback, 1980).

The central assumption of the cognitive approach .to

depression is that cognition can determine affect. Cognitions,
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expressed as internal self-talk, mediate affect. Rational

thoughts result in appropriate feelings and actions, whether

they be positive, negative, or neutral. Irrational thoughts

generate and maintain self-defeating behaviors and emotional

disturbances. Using a cognitive approach, it has been

assumed the individual's negative and distorted thinking is

the basic psychological problem in the depressive syndrome.

Inflexible or unattainable self-expectations often have

supported these distorted cognitions.

Several studies exist which suggest that by manipulating

a person's belief system, one can also influence actual

affective states (Laird, 1974). High correlations between

the occurrence of positive and negative thoughts and mood

level are found in the cognitive therapy literature. One

study, using a cognitive approach to the assessment and

treatment of depression, included self-monitoring of thoughts

and modification of maladaptive self-talk (Munoz, 1977).

This cognitive restructuring has consistently served as an

effective tool in altering irrational belief systems (Ellis,

1963; Meichenbaum, 1974). Thus, it seems necessary that in

the treatment of depression, the thought content must be

modified in some respect before any change in affect can occur.

Meichenbaum (1974) introduced a cognitive element to

traditional operant conditioning and found that this combina-

tion enhanced the results over those obtained by operant

procedures alone. His self-instructional training is based
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upon the assumption that "the things people say to themselves

determine the things they do." Basically, this cognitive-

behavioral process begins with clients recognizing their

inadequate behaviors. This awareness then triggers a cue

that produces a certain internal dialogue. The focus of

therapy is on changing this internal dialogue which has led

to ineffective behavior and emotional disturbance. His claim

is that this theory applies to all behavioral or emotional

change in any therapeutic procedure in the sense that self-

instruction is part of what goes on in all successful therapy

(Patterson, 1980). This approach points to the fact that

environmental events, per se, although important, are not of

primary importance; rather, it is what clients say to them-

selves about those events that influences their behavior.

The cognitive appraisal of the losses and frustrations

of the aged is critical. The use of cognitive therapy with

the aged and learning how they interpret their life experiences

might provide some fresh options in a therapeutic situation

in which emphasis on emotional and dynamic factors has been

less effective.

Beck's (1967) negative cognitive set involves attribution

of greater control over outcomes to the self. Using his model,

depressed persons sometimes believe they lack control. The

question thus raised is, "Is an increase in the perception

that one lacks control over important outcomes in one's life

a usual antecedent to a depressive condition?" One study
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(Langer & Rodin, 1976) in which retirement home residents were

subjects, utilized perceived-control manipulation embodied in

the home administrator's verbalizations to the residents

regarding how much choice and responsibility they had in

their daily routine. Although no depression measure was used,

an outcome measure (self-ratings of happiness) clearly

suggested that subjects led to believe that they had consider-

able control over their lives fared better than did comparison

subjects.

To the extent that old people suffer because they no

longer believe there is any point in trying to improve their

situation, the work of Seligman and his associates (1972)

would be relevant. The learned helplessness model of

depression claims a belief in independence between responding

and reinforcement that is central to the etiology, symptoms,

and cure of reactive depression (Miller & Seligman, 1975).

According to Seligman, Maier, and Solomon (1971), the main

behavioral symptoms of learned helplessness and deficits in

response initiation and in associating reinforcement with

responding result from learning that reinforcement and

responding are independent. Seligman (1972, 1975a, 1975b)

has claimed that learned helplessness is a laboratory model

for naturally occurring depression in man.

Basic to a learned helplessness situation is the

individual's being trapped in an environment that either

extrudes noxious stimulus or poses an apparently unsolvable
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problem. The individual cannot see a way of changing or

getting out of the situation. If an opportunity subsequently

arises wherein the problem could be solved or the situation

modified, an attitude of helplessness prevails and the indi-

vidual fails to respond. The helplessness model predicts that

the individual will be depressed, concomitant of the belief

that outcomes are independent of responses. He or she would

probably believe that it is due to his or her own inadequacy

or the external world's capriciousness (Laird, 1974). Seligman

(1975) also hypothesized that cognitions of helplessness

adversely effect mood and parallel the mood changes accom-

panying depression. Studies have supported this model of

depression by showing these parallel effects of depression

and helplessness (Miller & Seligman, 1975). A depressed

group and an unavoidable aversive stimulus group showed

similar impairments in learning an anagram pattern which

was used as a measure of both response initiation deficits

and negative cognitive set. The negative cognitive set

represented deficits in associating reinforcement with

responding (Miller & Seligman, 1975)-.

Depressed aged individuals appear to respond to various

kinds of psychotherapy. Brief supportive therapy has shown

to be effective in the management of depression (Beck, 1967).

Short-term cognitive therapy has been used effectively (Beck,

1976): It is structured and directive, yet requires the

active participation of the individual.
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Rational Emotive Therapy (RET) is perhaps the most

extreme of the attempts to bring logic and reason into

psychotherapy or counseling (Ellis, 1963). RET makes the

following assumptions about the nature of human beings.

1. uman beings are uniquely rational, as well as

irrationa]

2. 1

behavior i

3.

learning t

and acquit

4. 1

occurs thi

5. (

are a rest

not by ext

and attitt

the interr

6. N

thus, must

and thinki

rather tha

RET I

the aged

whether tI

with the a

motional or psychological disturbance and neurotic

s a result of irrational and illogical thinking.

rrational thinking originates in the early illogical

hat individuals are biologically disposed toward

e more specifically from parents and their culture.

uman beings are verbal animals, and thinking usually

ough the use of symbols or language.

ontinuing states of emotional disturbance, which

It of self-verbalizations, are thus determined,

ernal circumstances or events, but by the perceptions

.des toward these events that are incorporated in

.alized sentences about them.

egative and self-defeating thoughts and emotions,

be attacked by a reorganization of perceptions

ng, so that thinking becomes logical and rational,

n illogical and irrational (Ellis, 1963).

as been used in a limited number of studies with

Krenitsky, 1978). The question has been raised

is treatment modality will be effective in working

ged population, due to the usual age-related
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"slowing down" of information-processing capabilities. In a

study using RET (Krenitsky, 1978), results show that RET

could promote positive adjustment and psychological well-being

with older adults and that rational emotive principles could

be effectively presented to individuals in their 70s who are

of average intelligence. The RET group demonstrated a signif-

icant increase in rational thinking and emotional adjustments,

as compared to the control groups on an Idea Inventory, Adult

Irrational Idea Inventory, and a Trait Anxiety Scale (Krenitsky,

1978).

In dealing with the problems of self-depreciation, low

self-esteem, and feelings of worthlessness, RET helps the

clients believe they are worthwhile simply because they exist

as persons. The tendency toward excessive self-evaluation is

challenged. Rational Behavior Therapy (RBT) (Maultsby, 1974)

is derived from the same philosophy and concepts as RET.

RBT's emphasis is on teaching people specific techniques of

rational self-counseling to improve their mental and emotional

health. It is a simple, yet dynamic method that teaches how

to recognize irrational self-talk. The decision to use RBT

instead of RET in this study was made because RBT seems to be

more practical and more definitive in terms of analyzing the

difference between a rational and an irrational thought.

Specific and easily understood guidelines and criteria are

set for training persons how to counsel themselves rationally.

RBT stresses the idea that emotions are nothing but habits.
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Using a very practical approach with written homework assign-

ments, RBT re-educates people on the concept that they can

control their emotions. RBT specifically induces the subjects

to question or challenge their thoughts and, subsequently,

change their irrational assumptions or beliefs.

RBT provides a method by which subjects can maintain a

state of minimum depression through rational analysis of

their disturbances. This method teaches how to evaluate one's

cognitions and determine whether they are rational or irra-

tional, distorted or undistorted. Aged persons can be helped

to rediscover hidden resources by, first of all, accepting

their limited functioning capacities and sheltered living

environment. This process can be facilitated by replacing

irrational thoughts with rational ones, which is the main

goal of RBT.

The therapy process begins by showing subjects that many

of their thoughts are irrational, to help them understand how

and why they became so, and to demonstrate the relationship

of their irrational ideas to their unhappiness and emotional

disturbance. Then subjects are shown that they maintain this

disturbance by continuing to think irrationally, rather than

by the continuing influence of earlier events. The goal is

not only to get clients to change their thinking and abandon

irrational ideas with the specific situation at hand, but to

generalize to their philosophy of living.



13

RBT treatment consists of (a) identifying irrational

beliefs and irrational demands underlying the depression;

(b) teaching the individual to vigorously challenge beliefs

and demands; (c) re-educating the individual to hold rational

beliefs; and (d) instituting positive behaviors.

Irrational thoughts are challenged by five characteristics

of a rational thought, as suggested by Maultsby (1974). Before

persons can begin to feel better, they have to practice

thinking and behaving rationally in the old situations. A

method to obtain this practice is the final step in the RBT

process, which is rational emotive imagery (Maultsby, 1974).

After a rational self-analysis has been completed on an event,

persons can picture themselves back in the situation, thinking

only the rational alternative thoughts. They begin to feel

calmer throughout the process. They finally picture them-

selves acting in the rational way they want to act in that

situation in the future.

Busse and Pfeiffer (1973) stress the need for the

therapist working with the aged population to take a more

active, inquiring role in delineating and clarifying the

older person's problems. The RBT approach would seem to be

an appropriate modality to meet this need. RBT teaches

people to help themselves as much as possible--mentally,

emotionally, and behaviorally. In this regard, RBT would

be compatible with the elderly whose value systems often

instill self-change, independence, and self-reliance.
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Among the elderly, good morale and psychological

well-being seem to be related to three essential factors:

(a) being able to look on one's life with a sense of satis-

faction and accomplishment, (b) an unruffled approach to

day-to-day living and involvement in meaningful activities,

and (c) a sense of anticipation for the future. It seems

that a short-term RBT therapy program can be implemented in

such a way as to help the aged person to realize these goals.

The objectives of this investigation are to develop,

implement, and determine the effects of RBT for residents

of a retirement community. The question addressed by the

study is, "Will RBT, relative to a discussion group and a

control group, exhibit significant changes in level of

rational thinking and depression?" Drawing upon a cognitive

theory of depression relevant to the aged population and on

rational behavior therapy literature, it is hypothesized

that short-term rational behavior therapy intervention would

be significantly related to a modification of belief systems

and, consequently, to a decrease in depression.

Method

Subjects

The participants were residents of two retirement

communities. There were 25 subjects who completed the study

through posttest assessment. The mean age of the subjects

was 81.60 years, and the mean level of education was 13.28

years. There were 4 male volunteers and 21 female volunteers.
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There were 23 widowed volunteers, 2 volunteers who had never

married, and no married or divorced volunteers. The following

general eligibility criteria were established: (a) over 60

years of age, (b) willingness to participate in the experiment,

(c) adequate vision to complete assessment battery, and

(d) adequate hearing to participate in group treatment sessions.

Facilities

The retirement facilities used, Monticello West and

Autumn Leaves, are both located in Dallas, Texas. They are

similarly designed to allow independence for individuals who

occasionally need assistance. If needed, attendants can pro-

vide assistance with medicines, personal grooming, and linen

and cleaning services. A daily selection of meals is available

in the dining rooms or in the residents' own apartments.

There are individual studios, efficiencies, and one-bedroom

apartments avilable, furnished or unfurnished. There is a

licensed nurse on staff, and each apartment has a call

system and smoke detector. A library, chapel, beauty shop,

barber shop, and several intimate lounge areas are accessible

in both facilities. Transportation is available to nearby

shopping centers, theaters, concerts, and community events.

Nondenominational religious services are provided.

Experimenters

The therapist directing the experimental group was a

graduate student completing her thesis requirement for a

master's degree in counseling psychology. She was employed
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as a counselor in an alcohol- and prescription-drug-abuse

treatment center where the primary treatment modality is

rational behavior therapy. She was responsible for teaching

RBT concepts and leading RBT groups as well as individual

sessions,

The therapist meeting with the discussion group has a

master s degree in public health administration. She was

previously employed as a social worker by the Children and

Youth Project of the University of Texas, Health Science

Center at Dallas, At the time of the study, she was a

caseworker in the Child Welfare Division of the Texas Depart-

ment of Human Resources. She has had experience in working

with clients on a one-tQ-one basis and in groups.

Materials

It was assumed that subjects were relatively well

oriented to time, place, and person, since they were living

independently within the retirement community. To validate

this assumption, the Mental Status Questionnaire (Kahn,

Goldfarb, Pollack & Peck, 1979) was administered. This test

has a 10>item, auestion-and-answer format, with 10 being the

maximum score and 0 being the minimum score. A minimum of

4 was used to establish eligibility criterion for the study,

due to the necessity of adequate cognitive functioning.

The Zung SelfRating Depression Scale (Zung, 1965) was

used as a measurement of depression. The Zung scale is a

20-itam scale, with each item being scored on a 1 to 4
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dimension, with a score of 1 meaning least depressed and a

score of 4 meaning most depressed. The maximum score is 80,

and the minimum score is 20. A diagnosis of depression is

achieved with a minimal score of 56 (Zung, 1965). There are

two subfactors on the Zung which are related to level of

agitation and self-satisfaction. The length and time consump-

tion of a depression measurement was considered, as the

subject already may have been depressed and having psychomotor

difficulties. The following factors led to the selection of

this scale.

1. It is all inclusive with respect to symptoms of

depression.

2. It is short and simple.

3. It is self-administered and indicates the subject's

own response at the time the scale is taken.

Somatic complaints in persons over age 60 often reflect

true physical problems rather than depression, as noted

earlier. For this reason, it should be remembered that the

inclusion of somatic-complaint items on a depression scale

may result in spuriously high depression ratings (Blumenthal,

1975).

The Rational Behavior Inventory (Shorkey & Whiteman,

1977) was developed to assess the average and nature of

rational thinking of various populations. This instrument

was used to measure the overall rationality of the subject's

belief system. It is a 37-item, Likert scale, with a possible
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score of 1 to 5 for each item, with 1 meaning the least

rational and 5 meaning the most rational. The maximum score

for this test is 185, and the minimum score is 37. There are

11 subfactors which consist of either three or four items.

(Detailed scoring instructions can be obtained from Dr. Clayton

Shorkey at the University of Texas.) These 11 subfactors

correspond to a specific category of irrational thinking.

Factor 1 is related to an individual's cognitive responses

to frustrating situations. Factor 2 refers to feelings of

guilt experienced following deviations from social mores.

Factor 3 reflects the demand for perfection in all areas of

behavior. Factor 4 deals with the frame of reference from

which an individual makes value judgments about attributes,

ideas, and behavior. Factor 5 measures the degree to which

one demands that all people care for and help one another.

Factor 6 refers to blame and punishment of self and others

for mistakes, sins, or wrongdoings. Factor 7 is an estimate

of ability to counteract avoidance tendencies by accepting

difficulties and working on unpleasant tasks. Factor 8

reflects acceptance of independence in decision making and

of the consequences of one's actions and decisions. Factor 9

is related to the tendency to upset oneself by negative self-

evaluations. Factor 10 portrays the tendency to upset oneself

about possible future misfortune, regardless of the probability

of its occurrence. Factor 11 measures the beliefs one has

regarding self-control over emotions (Shorkey & Whiteman, 1977).
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The Horn Vocabulary test (Horn, 1975) was used to assess

crystallized intelligence. This test is a 15-word, multiple-

choice test and is scored on the basis on one point for each

correct answer. The maximum score is 15, and the minimum

score is 0. The Gf-Gc Sampler is considered to be a viable

alternative vocabulary measurement, as far as intellectual

functioning with the elderly. It is designed to yield a

quick, yet accurate, assessment of both crystallized and

fluid intelligence (Hayslip & Sterns, 1979).

Crystallized intelligence reflects processes such as

reasoning, abstracting, and concept formation. It relies

heavily on systematic training and acculturational and

educational processes. It gradually increases throughout

the life span, with a slight decline prior to death (Horn,

1978). Fluid intelligence is less associated with systematic

training and education. It involves perceiving relationships

and reducing correlates and is more indicative of the imme-

diate span of awareness. Fluid intelligence is predicted to

increase until adolescence and decline continually after that

with increasing age (Horn, 1978). Fluid intelligence is most

directly affected by dysfunctional neurological processes

brought about by aging. These abilities may change drastically

as one ages. A question to be considered is how much of the

loss of fluid ability with age can be attributed to environ-

mental factors and loss of control (as well as loss of strength,
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speed, ability to manipulate, ill health, lowered status,

etc.), rather than to neurophysiological factors.

An induction scale measuring fluid ability requires the

subject to find a rule, as in a number- or word-series

completion test. The self-administered Form A of the Letter

Sets Test (Thurstone, 1962) was used. This test is a 15-item

test and is scored on the basis of one point for each correct

answer. The maximum score is 15, and the minimum score is 0.

The Digit Span subtest of the Weschler Adult Intelligence

Scale (Matarazzo, 1972) was administered to assess short-term

memory. This is an oral test consisting of a possible nine

digits forward to be recalled and a possible eight digits

backward to be recalled. The score for each is the number

of digits the subject is able to recall perfectly. Digit

Span involves auditory attention and immediate memory span,

as well as the ability to store bits of data briefly and

"juggle" them around mentally. Hayslip and Kennelly (1981)

pointed out that the Digit Span subtest may be particularly

sensitive to the effects of depression.

Procedure

A letter was mailed to all residents of the communities.

This letter briefly explained the project and asked if the

residents would like to participate in a study designed

particularly for persons like themselves living in a retire-

ment community. The activity directors made announcements

regarding the study at mealtime. Residents were then
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contacted by telephone and asked if they would like to

participate. Individual times were assigned for pretesting.

Arrangements were made for a large room to be available, so

that the self-administered tests could be given to several

volunteers at a time. All volunteers for the study were

pretested.

The only physical requirement was that the resident be

able to ambulate (naturally or by wheel) to the assessment

room. Severely impaired speech or hearing would not have

been conducive to this treatment approach. The estimated

time of each assessment was 1 hour.

Assignment of groups. Volunteers were evenly distributed

and randomly assigned to one of three groups: (a) rational

behavior therapy experimental group; (b) discussion control

group; and (c) control group. The experimental group was in

one community, and the discussion group was in the other

community. The control group was selected from both communi-

ties. Residents who were not assigned to either the

experimental or discussion groups were thanked for their

participation in this phase of the study and were told that

they would be contacted in about 6 weeks to continue the

study.

Rational behavior therapy experimental group. The

rational behavior therapy experimental group was asked to

attend a 1-hour group meeting twice a week for 6 weeks. The

therapy was short-term, problem-solving oriented and consisted
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of teaching the basic theory of rational behavior therapy

(Maultsby, 1976) as well as other rational behavior therapy

teaching materials, assignment of homework, and providing

orientation to group therapy. The group leader attempted to

get the group members actively involved in the group discussion

without forcing them. Group interaction was encouraged by

positively reinforcing group members when they made rational

insights. The principles of rational behavior therapy were

discussed, particulary focusing on the fact that people can

make themselves feel better if they (a) look at their thoughts,

(b) decide if their thoughts make sense or not, and (c)

change their irrational thoughts to rational thoughts.

The five characteristics of a rational thought were

presented as follows:

1. They are factual (based on objective reality).

2. They lead one to preserve one's life.

3. They lead one to get what one wants.

4. They make one feel the way one wants to feel.

5. They keep one out of trouble one doesn't want

(Maultsby, 1974).

Group members were taught how to performia rational self-

analysis (Maultsby, 1974), which is a written analysis of a

personal problem. This is a method used in rational behavior

therapy to teach persons which irrational thoughts and beliefs

they have and which rational thoughts and beliefs it would be

in their best interest to have. To perform a rational
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self-analysis on an event, the event is first separated into

(a) its objective facts; (b) the thoughts, attitudes, and

beliefs about the facts; and (c) emotional response to

thoughts, attitudes, and beliefs. Faulty habits of thinking

and self-defeating beliefs were also discussed (Maultsby,

1974).

'Dcusion group. This group was led by a cotherapist

(blind to the experimental hypotheses) and consisted of a

general discussion format without the application of a specific

model. Members of this group received a treatment approach

designed to minimize structure while equating for the effects

of nonspecific factors in the experimental group. A descrip-

tion of procedure and rationale was given to this group at

the beginning of the first treatment session and was equivalent

to that given in the experimental group. This group also met

twice a week for 1 hour for 6 weeks.

Some examples of discussion topics were as follows.

1. The group leader had each individual describe his or

her retirement and discuss the meanings of "retirement."

Group members were asked to close their eyes and describe a

typical day in their lives after retirement, focusing on

questions such as, "How do you feel upon awakening?", "Do you

look forward to the day or do you dread it?", and "How do you

spend your day?"

2. The group leader had each group member to anticipate

as many problema as possible, to share each problem with the
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group, and to explore solutions and resources together.

They had the opportunity to realize that many of their problems

were similar to one another's.

3. The group members were asked to draw a line or in

some way graphically show their life stories from birth to

the present in terms of significant changes in their lives.

Peak periods, ups and downs, could be shown. The leader

then asked them to think of the future and continue their

life line from now until death.

4. The group members were asked to search their purses

or wallets for three items that were important to them. Then

they were asked to consider what roles the items represented

in their lives (i.e., a dollar bill might represent the role

of consumer; the picture of an 8-year-old, a mother of young

children; an I.D. card, a graduate student). The group members

explained the meaning and importance of each item and its

connection to one of their life roles. They were asked to

list five of their present roles and the needs that these

roles satisfy, such as food and shelter, status, affection

and love, and self-fulfilling activities. Then they were

asked to cross out the roles that they no longer had.

5. The group members used imagery and fantasy techniques

by focusing on some event or interaction they experienced

within the past 2 days. They were presented with a situation

that required assertive behavior. Methods of asserting them-

selves effectively were discussed.



25

6. The group members examined their own feelings about

growing old and the losses of prestige and power, established

routine, and personal esteem.

7. The group leader provided role playing on the

problems on communal living, so that group members could

express their feelings and concerns and consider how to

handle difficult or uncomfortable situations using assertive-

communicating and problem-solving skills.

8. The group leader encouraged group members to explore

past accomplishments and satisfactions as a guide for under-

taking a new project (such as volunteer work or other use of

skills) effectively.

9. Discussion of the following questions was held:

(a) "What are the two or three most satisfying (or traumatic)

events that specifically stand out in your memory and your

approximate age at the time?", (b) "What would your

autobiography be like?", and, (c) "What 'first-aid' techniques

or home remedies have you found that make you feel or function

better (keeping busy, going to sleep, prayer, shopping,

talking, etc.)?" (Ganikos & Grady, 1979).

Control group. Subjects in this group were pretested

with all the others initially and were told after pretesting

that they would be contacted again in about 6 weeks. At

approximately the same time of the posttreatment assessment

battery of the experimental and discussion groups, the

control group was tested.
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Pretest assessment. Each subject was assigned a time to

be assessed. All instruments were given at this time.

Assessment was performed in small groups for the self-

administered instruments and on a one-to-one basis for the

oral tests.

Posttest assessment. After the 6 weeks of treatment

all subjects were given the posttest assessment. The

procedure was identical to that used in the pretest assessment.

Follow-up. Six weeks after posttest assessment, all

groups were assessed again. The only instruments used at

follow-up were the Rational Behavior Inventory and the Zung

Self-Rating Depression Scale.

Results

The general design of the study is a 3 (group) x

2 (occasion) and a 3 (group) x 3 (occasion) repeated-measures

design utilizing analysis of variance. The treatment group

is compared to the two control groups. The discussion group

controls for therapist time and attention.

One limitation of the study to be considered is that the

overall results of the depression scale scores as representa-

tive of the community population in general may have been

underestimated, due to the difficulty in reaching the most

withdrawn residents who were probably not volunteering for

the study.

Table 1 presents data for the three groups with regard

to sample size, age, education, sex, and marital status.
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A significant age difference (p (.05) is found between the

experimental group and control group, favoring the control

group. Table 2 gives the mean, median, and standard deviation

of all variables for the entire sample at pretest.

Table 3 presents the normative data for the variables

of age, education, Rational Behavior Inventory total score,

each of the 11 subfactor scores, Zung total score, each of

the two subfactor scores of the Zung, the Mental Status

Questionnaire, vocabulary, letter sets, digits forward, and

digits backward for each of the three groups at pretest,

posttest, and follow-up. The two primary dependent variables

studied are the Rational Behavior Inventory and the Zung

total scores. There are no main effects or interactions on

the Rational Behavior Inventory total score or the Zung total

score, utilizing a 3 (group) x 2 (occasion) repeated-measures

analysis of variance and a 3 (group) x 3 (occasion) repeated-

measures analysis of variance. The experimental group has

a mean of 119.75 on the Rational Behavior Inventory at pretest,

117.38 at posttest, and 104.13 at follow-up. The discussion

group has a mean of 112.11 at pretest, 108.67 at posttest,

and 126.33 at follow-up. The control group has a mean of

118.50 at pretest, 112.63 at posttest, and 128.60 at follow-up.

On the Zung total score, the experimental group scores a mean

of 31.38 at pretest, 33.63 at posttest, and 38.50 at follow-up.

The discussion group scores a mean of 39.89 at pretest, 38.89

at posttest, and 34.00 at follow-up. The control group scores
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a mean of 39.13 at pretest, 36.88 at posttest, and 40.75 at

follow-up. None of these differences are statistically

significant.

Table 4 presents the F values resulting from the 3 (group)

x 2 (occasion) repeated-measures analysis of variance on

pretest and posttest scores for the variables of Rational

Behavior Inventory total score, each of the 11 Rational

Behavior Inventory subfactors, the Zung total score, the

two Zung subfactors, the Mental Status Questionnaire, vocabu-

lary, letter sets, digits forward, and digits backward. At

the .01 level of significance, there is a group x occasion

effect on factor 1 (frustration) of the Rational Behavior

Inventory. At the .05 level of significance, there is a

group effect on the vocabulary score. At the .10 level of

significance, there are group x occasion effects on factors

7 (avoidance tendencies) and 10 (worry) of the Rational

Behavior Inventory and the Mental Status Questionnaire. All

other variables evidence no other main effects or interactions.

Table 5 presents the F values resulting from a 3 (group)

x 3 (occasion) repeated-measures analysis of variance for the

variables of Rational Behavior Inventory total score, each of

the 11 subfactors of the Rational Behavior Inventory, the Zung

total score, the two Zung subfactors, the Mental Status

Questionnaire, vocabulary, letter sets, digits forward, and

digits backward. At the .01 level of significance, there is

a group x occasion effect on factor 3 (perfectionism) and on
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factor 8 (decision making) of the Rational Behavior Inventory

and a group effect on the vocabulary score. At the .05 level

of significance, there is a group effect on factor 10 (worry)

of the Rational Behavior Inventory. At the .10 level of

significance, there are occasion effects on factor 8 (decision

making) of the Rational Behavior Inventory and on factor 1

(agitation) of the Zung scale and group x occasion effects on

the Rational Behavior Inventory total score, on factor 5

(self-sufficiency) of the Rational Behavior Inventory, and

on the Mental Status Questionnaire. All other variables

evidence no other main effects or interactions, when follow-up

scores are computed.

Table 6 illustrates main effects and interactions with

associated degrees of freedom9 F values, and p levels at

pretest and posttest for variables with which significant

effects are obtained. Table 7 presents smilar data at

pretest, posttest, and follow'-up, Figures 1-9 graphically

present the significant interactions as discussed above.

Table 8 presents the correlation matrix of all variables

as taken at pretest (N =25). Significant at the .01 level

are a correlation of .50 between the Mental Status Question-

nare and digits backward; a correlation of .80 between the

Zung total score and factor 1 of the Zung; a correlation of

,9 between the Zung total score and factor 2 of the Zung;

a correlation of .50 between factor 1 and factor 2 of the

Zung; and a correlation of .66 between digits forward and
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digits backward. At the .05 level of significance, a corre-

lation of .40 is found between the Mental Status Questionnaire

and vocabulary; a correlation of .41 between Mental Status

Questionnaire and letter sets; a correlation of -.43 between

Rational Behavior Inventory and the Zung total score; a

correlation of -.43 between factor 1 of the Zung and letter

sets; and a correlation of .39 between vocabulary and letter

sets.

General level of mental functioning, as determined by the

Mental Status Questionnaire, appears to be significantly

related to the following specific variables: auditory

attention and immediate memory span inductive reasoning, and

crystallized intelligence. The Rational Behavior Inventory

total score is significantly correlated with the Zung total

score in a negative direction, indicating that the less

depressed a person is, the more rational he or she is likely

to be thinking, The Zung total score and factor 1 of the

Zung (agitation) are significantly correlated with the Letter

Sets Test in a negative direction, indicating that the less

depressed a person is, the more likely he or she will be

able to utilize his or her inductive-reasoning abilities.

The posttive correlation between vocabulary and Letter Sets

Test indicates that level of crystallized intelligence may be

related to inductive-reasoning abilities.
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Discussion

The experimental group does -not experience the hypothe-

sized significant increase in overall level of rational

thinking and decrease in level of depression. The lack of

expected treatment effects could be explained by ceiling and

floor effects which indicate that the experimental group was

significantly less depressed and approaching significance at

being more rational at pretest than the other two groups.

The experimental group is significantly less depressed

(p < .01) on factor 2 of the Zung scale (self-satisfaction)

than were the discussion and control groups. The experimental

group is also significantly less depressed (p (05) than

the discussion and control groups at pretest, on the total

Zung score.

The significantly younger age of the experimental group

could be a possible explanation for the significant and near

significant differences at pretest of the Rational Behavior

Inventory and Zung scores. Being younger may be related to

less depression, better health, and a greater likelihood of

rational thinking. All groups have a relatively high level

of education for persons of their age. Age, education, and

sex do interact with some of the major variables. The lack

of main effects could be an artifact of group differences

due to these factors. Also, treatment effects may have been

found in the experimental group at posttest and follow-up,

if the study had been extended for 12 weeks. The lack of
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group differences between experimental, discussion, and

control groups makes experimenter differences an unlikely

explanation, due to the fact that the group effects are very

selective and do not generalize across all measures.

The following results are derived from a 3 (group) x

2 (occasion) repeated-measures analysis of variance design.

The experimental group was thinking significantly more

rationally (F = 6.32, p (.01) on factor 8 of the Rational

Behavior Inventory at pretest and posttest than was the

discussion group. The experimental group maintains its

advantage on factor 8, which relates to acceptance of

independence in decision making and of the consequences of

one's actions and decisions. The experimental group, being

a significantly younger group, is possibly a healthier

group and is more likely to make independent decisions.

The experimental group scores lower on factor 1 at

posttest (F = 4.94, p <.05), which is related to an indi-

vidual's cognitive responses to frustrating situations.

This may be explained in terms of the fact that even though

they do make some independent decisions, there are some

limitations when compared to the independence of their

decisions when they were younger and living in their own

homes. With the opportunities for independent decision

making being somewhat diminished, there is a likelihood of

frustration when other resources or persons must be consulted.

Aged persons may frustrate themselves due to loss of total
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independence. There may be a higher frequency of frustrating

events as a result of wanting to make more independent deci-

sions. A person's willingness to accept independence of

decision making may be unrelated to the realistic practicality

of that person making an independent decision. Thus, the

perception of one's ability to make an independent decision

may be incongruous with one's ability to make that decision

and to accept its consequences.

Group effects (favoring the experimental group) approach

significance (F = 3.21, p (.10) on factor 7. This factor

is an estimate of ability to counteract avoidance tendencies

by accepting difficulties and working on unpleasant tasks.

This finding would seem to be consistent with the experimental

group's tendency toward independent decision making, in that

its members were willing to commit to a task. Their tendency

to become frustrated, then, may result from their willingness

to involve themselves in difficult situations or projects.

Group effects (also favoring the experimental group)

approach significance on factor 10 as well, although not in

the direction expected. Factor 10 portrays the tendency to

upset oneself about possible future misfortune, irrespective

of the probability of its occurrence. It seems that even

though the experimental group was willing to make independent

decisions, they may have worried excessively about the conse-

quences. Their willingness to involve themselves in difficult

situations or projects could be due to their worry and concern
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over the possible consequences should they not get involved

with that particular task.

The discussion group scores significantly lower '(F = 5.08,

(.05) at pretest and posttest on the vocabulary measure

than do the experimental and control groups. The discussion

group also approaches significance (F = 3.02, p (.10) on

the Mental Status Questionnaire at pretest but improves at

posttest. It would be expected that lower vocabulary skills

would correlate with lower general mental functioning. This

improvement could be due to practice effects or to the mental

stimulation which could have taken place during the group

discussions.

A 3 (group) x 3 (occasion) repeated-measures analysis of

variance was also computed and the following results obtained.

The experimental group does not maintain its significant

advantage (F = 3.72, p ( .01) at follow-up on factor 8

(decision making). It is suggested that unless the principles

of rational behavior therapy are practiced regularly, the

previous habits of thinking will return. It is likely that

while the participants were in therapy, they practiced the

new ways of thinking, but when the weekly exposure ended,

they reverted to old patterns.

At follow-up, both the discussion and control groups

tend toward thinking more rationally than the experimental

group (F = 2.66, ' (.10). A possible reason for the differ-

ences at follow-up could be that the teaching of rational
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behavior therapy principles may have allowed the group members

to take a closer look at the feasibility of their wanting to

make totally independent decisions, based on the assumption

that their age and limited independence would make such deci-

sions perhaps not in their best interest.

The control group scores significantly higher (F = 5.28,

p <.05) at follow-up on factor 10 of the Rational Behavior

Inventory than does the experimental group. Factor 10 is a

measure of the tendency to upset oneself about possible

misfortunes regardless of the probability of their occurrence.

The superiority of the control group also approaches signifi-

cance (F = 2.37, p <.10) at follow-up on the total Rational

Behavior Inventory score than does that of the experimental

group. The control group is more highly educated than the

other two groups. Higher levels of education may be

correlated with overall level of rational thinking, more

specifically with the tendency not to upset oneself or worry

excessively about improbable misfortunes. Another possible

explanation the author can suggest for this difference is

the result of practice effects. Having been previously

exposed to the tests and testing environment, the subjects

may have been more comfortable and less anxious and, therefore,

responded more accurately.

Group effects, favoring the discussion group, approach

significance (p (.10) at follow-up on the total Rational

Behavior Inventory score. This indicates an overall increase
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in rational thinking after a 6-week interval. A possible

explanation for this cognitive change could be due to the

group support and positive feedback obtained in the discus-

sions. This same explanation could be given for the

significant increase (F= 3.74, p ( .01) in rational thinking

on factor 3 which reflects the demand for perfection in all

areas of behavior and the near significant increase (F = 2.23,

p < .10) on factor 5 which is a measure of the degree to

which one demands that all people care for and help one

another. The topics used in the discussion group may have

had more relevance to the current problems of the group.

Therefore, group members may have more easily identified with

the process as well as with each other; this resulted in

longer-term benefits with regard to rational thinking. The

results suggest the discussion group members demanded less

perfection of themselves and others and tended toward self-

sufficiency.

Due to the attrition rate, however, particularly in the

discussion group, the 3 (group) x 3 (occasion) repeated-

measures analysis of variance must be carefully considered.

There is a 12% attrition rate in the experimental group; a

67% attrition rate in the discussion group; and a 37% attrition

rate in the control group. Thus, there were more experimental

group members to respond to the 6-week follow-up than in the

other two groups. It could be that .this group-perceived its

group experience to be beneficial and, therefore,
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chose to continue with the project. Inspection of Table 8

indicates a significant negative correlation (p <.05) between

the Zung and the Rational Behavior Inventory. This finding

would help to validate the assumption that the more rational

a person is thinking, the less depressed he or she is likely

to be.

Summa ry

Overall, the discussion group has more significant

increases in rational thinking than the experimental group.

The experimental group may have learned the content and

developed cognitive expectations for being able to control

emotions, but because they probably were not able to or did

not want to apply what they were learning, they couldn't

integrate what they had learned on a behavioral level.

Whereas, the discussion group, via group discussion and

mutual sharing, was able to integrate more of the principles

emphasized in the experimental group, even though members were

not specifically taught the concepts. The experimental group

dealt more with content than application, whereas application

was more possible in the discussion group. The experimental

group may have developed an awareness of taking more responsi-

bility for their emotions, but they became frustrated because

they weren't applying this knowledge.

This content versus application approach is suggested

for further research to determine the more effective of the

two approaches with this age group. A more pragmatic,
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problem-solving-oriented approach could be used in the teaching

of rational behavior therapy, with fewer theoretical explana-

tions and more opportunities to apply the concepts.

Individual follow-up to assess whether or not the concepts

are being applied might be beneficial, such as the checking

of daily homework assignments.

The entire sample of this study was relatively homogeneous,

in good health, not depressed, and apparently not having much

irrational ideation. The rational behavior approach might

result in more significant findings with a less homogeneous

group. Persons with poorer health (perhaps institutionalized)

and likely to be more depressed would seemingly be more

appropriate candidates for change with rational behavior

therapy.

There may be some question as to the validity of the

Rational Behavior Inventory for use with the elderly. There

are certain factors on which the sample was thinking more

rationally than other factors. It would be of interest to

determine which of these factors may have more relevance to

this age group. It could be that the elderly would respond

significantly to rational behavior therapy with the use of a

more age-relevant instrument to determine level of rational

thinking, assuming that the Rational Behavior Inventory is

deemed not to be an appropriate or valid instrument to use

with this population. It is beyond the scope of this study

to question the validity .f the use of this instrument with
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the elderly, but such validity studies are recommended for

future research.

If the implementation of the rational behavior therapy

or the discussion group had resulted in a significant decrease

in depression as determined by the Zung scale, rational

behavior therapy or the opportunity for group discussion

would have been offered to all original volunteers in the

study. Given that no major treatment effect is realized,

no therapy was offered to the groups.
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Appendix B

Table 2

Mean, Median, and Standard Deviation
of Entire Sample at Pretest

Dependent Variable M Median SD

Age

Education

Rational Behavior
Inventory

Total Score

Factor 1

Factor 2

Factor 3'

Factor 4

Factor 5

Factor 6

Factor 7

Factor 8

Factor 9

Factor 10

Factor 11

Zung Scale

Total Score

Factor l

Factor 2

81.60

13.28

116.60

14.24

6.72

13.44

8.16

7.92

13.84

10.84

10.84

9.32

10.32

13.48

36.92

12,56

17,0 0

82.00

12.44

6.03

2.62

119.00

14.20

6.80

13.63

8,00

7.80

13.88

11.25

11.13

9.60

11.13

13,67

16.59

3.76

1.99

3.00

2.59

2,77

2.67

2.53

2.21

2.10

2.78

2.66

35.25

11.88

16.33

9.02

3.32

6.21
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Appendix B--Continued

Table 2--Continued

Dependent Variable M Median SD

Mental Status
Questionnaire

Vocabulary 12.48 13.00 2.50

Letter Sets 3.16 1.75 3.93

Digits Forward 6.20 6.00 1.29

Dig its Backward 4.52 4.36 1.01

u..........
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Appendix D

Table 4

F Values Resulting From a 3 (Group) x
- 2 (Occasion) ANOVA

OccaionGroupxDependent Variable Group oOccasion
..iailii1 . 1, -a e nsi 1 m11o . 1- -' - -- O-c--a'-i o--n

Rational Behavior
Inventory

Total Score

Factor 1

Factor 2

Factor 3

Factor 4

Factor 5

Factor 6

Factor 7

Factor 8

Factor 9

Factor 10

Factor 11

Zung Scale

Total Score

Factor 1

Factor 2

Mental Status
Questionnaire

1.14

.57

.30

.98

.67

.62

.11

.85

6.32***

.06

1.89

.29

1.89

.35

1.90

.06

.51

.33

.00

.71

1.08

.78

1.91

.89

.13

.40

.88

2.48

1.93

.51

.66

4.94***

1.04

1.04

.17

.32

1.14

3.21*

.15

.73

3.12*

2.35

.64

2.39

.94

1.72 .10 3.0,2 *



Appendix D--Continued

Table 4--Continued

. Group x
Dependent Variable Group Occasion Occasion

Vocabulary 5.08** .55 .59

Letter Sets 1.78 2.19 1.58

Digits Forward 1.87 1.04 .00

Digits Backward 2.40 .52 .15

*p ( .10; **p <.05;. ***p ( .01

50
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Appendix E

Table 5

F Values Resulting From a 3 (Group) x
3 (Occasion) ANOVA

Dependent Variable Group Occasion. Group xOccasion

RaCti'onal Behavior
Inventory

Total Score

Factor 1

Factor 2

Factor 3

Factor 4

Factor 5

Factor 6

Factor 7

Factor 8

Factor 9

Factor 10

Factor 11

Zung Scale

Total Score

Factor 1

Factor 2

Mental Status
Que stionnaire

2.45

.40

.30

1.37

.35

.25

2.11

.77

1.65

.69

5,28**

.61

.45

.29

.63

1.72

.18

.94

.33

.09

2.25

.12

1.15

.69

2.66*

.30

1.42

.39

2.82*

.19

.40

2.37*

1.34

1.79

3.74***

.38

2. 23*

.96

.54

3.72***

1.42

.57

.76

1.59

1.02

1.80

3.02*.10



Appendix E--Continued

Table 5--Continued

Group x
Dependent Variable Group Occasion Ocsx

Occasion

Vocabulary 5.08*** .55 .59

Letter Sets 1.78 2.19 1.58

Digits Forward 1.87 1.04 .00

Digits Backward 2.40 .52 .15

*p <.10; **p <.05; ***p <.01

52
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Appendix F

Table 6

Analysis of Variance of Mean Scores
Between Pretest and Posttest

Degrees of F p
Source Freedom level

Rational Behavior Inventory (Factor 8)

Group 2 6.32*** .01

Occasion 1 .86 NSa

Group x Occasion 2 .15 NS

Error 20

Total 25

Rational Behavior Inventory (Factor I)

Group 2 .57 NS

Occasion 1 .51 NS

Group x Occasion 2 4.94*** .05

Error 20 --- ---

Total 25

..... Rational Behavior Inventory (Factor 7)..........

Group 2 .85 NS

Occasion 1 1.91 NS

Group x Occasion 2 3.21* .10

Error 20

Total 25



54Appendix F--Continued

Table 6--Continued

Degrees of PSource F "-
Freedom level

Rational Behavior Inventory (Factor 10)

Group 2 1.89 NS

Occasion 1 .40 NS

Group x Occasion 2 3.12* .10

Error 20

Total 25

Vocabulary

Group 2 5.08** .05

Occasion 1 .55 NS

Group x Occasion 2 .59 NS

Error 20

Total 25

Mental Status Questionnaire

Group 2 1.72 NS

Occasion 1 .10 NS

Group x Occasion 2 3,02* .10

Error 20 -- --

Total 25 --

aNS =Nonsignificant

*p /.10; **p <.05; ***p <.01
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Appendix G

Table 7

Analysisof Variance of Mean Scores Among

Pretest, Posttest, and Follow-up

Degrees of F
Source Freedom -level

Rational Behavior Inventory (Factor 8)

Group

Occasion

Group x Occasion

Error

Total

2

2

4

7

1.65

2.66*

3.72***

NS

-10

.01

15

Rational Behavior Inventory (Factor 10)

Group

Occasion

Group x Occasion

Error

Total

2

2

4

7

5.28**

1.42

.57

.05

NS

NS

15

Rational Behavior Inventory (total score).

Group 2 .13 NS

Occasion 2 .18 NS

Group x Occasion 4 2.37* .10

Error 7

Total 15



Appendix G--Continued

Table 7--Continued

56

Degrees of pSource. F-
Freedom.level

Rational Behavior Inventory (Factor 3)

Group 2 1.37 NS

Occasion 2 .09 NS

Group x Occasion 4 3*74*** .01

Error 7

Total 15

Rational Behavior Inventory (Factor 5)

Group 2 .25 NS

Occasion 2 .12 NS

Group x Occasion 4 2.23* .10

Error' 7

Total 15

NS = Nonsignificant
*p < .10; **p ( .05; ***p < .01
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Appendix H
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Appendix I

0
U

PRETEST POSTTEST FOLLOW-UP

Figure 1. All group means on factor 8
(decision making) of the Rational Behavior
Inventory, a

a 0 = experimental group

A = discussion group

L:1= control group
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Appendix J

QV

C
(2

ci:

16.0

15.5

15.0

14.5

14.0

13.5

13.0

12.5

PRETEST POSTTEST

Figure 2. All group means on
factor 1 (frustration) of the
Rational Behavior Inventory, a

Z- e e~nra.. groul*

=c group

S=cerol group
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Appendix K

0
C)

()

PRETEST

Figure
factor
of the

POSTTEST

3. All group means on
7 (avoidance tendencies)
Rational Behavior Inventory.a

0 = experimental group

A = discussion group

= control group
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Appendix L

0

Uo
P12

POSTTEST FOLLOW-UP

Figure 4. All group means on factor 10
(worry) of the Rational Behavior Inventory.a

a = experimental group

= discussion group

= control group
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Appendix M

G)
0
0

PRETEST POSTTEST

Figure 5. All group means on
the Horn Vocabulary test.a

a O= experimental qroup

A =discussion group

= control group
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Appendix N

PRETEST POSTTEST

Figure 6. All group means on a
the Mental Status Questionnaire. -

a = experimental group

A = discussion group

= control group
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Appendix 0

a)
0

POSTTEST FOLLOW-UP

Figure 7. All qroup means on the Rationala
Behavior Inventory total score.

a = experimental group

A = discussion group

= control group
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Appendix P

Q)

0
CC)

n3.

zU

POSTTEST FOLLOW-UP

Figure 8. All group means on factor 3
(perfectionism) of the Rational Behavior
Inventory.

a Q = experimental group

A = discussion group

= control group
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Appendix Q

a)
0
0

POSTTEST FOLLOW-UP

Figure 9. All group means on factor 5
(self-sufficiency) of the Rational Behavior
Inventory.a

a O= experimental group

A = discussion group

0 = control group
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